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1 General introduction 

This chapter has been submitted to the Nursing Science Quarterly: 

Vanwesemael, T.; Boussery, K.; Dilles, T.  Patient self-administration of medication in hospital: current state of 

the art of an intervention in line with the fundamental principles of the nursing profession. 

This general introduction provides the knowledge foundations on which the SelfMED project is built. 

The first section provides more information on important underlying concepts and theories on health, 

self-care and self-management. In addition, the concept of medication self-management is discussed. 

The second part focuses on the current state of the art on self-management of medication in hospital 

and a concise review of the current literature including self-management of medication in Belgian 

hospitals. The general introduction concludes with the problem statement, research aims, and the 

outline of the thesis. 

1.1 Background  

1.1.1 Health: definitions and concepts 

The World Health Organization (WHO) formulated a definition of health in 1948, describing health as 

“a state of complete physical, mental and social well-being and not merely the absence of disease or 

infirmity” (WHO, 1948). This definition has not been amended since 1948 (WHO, 1948). In 2011 during 

a Dutch conference, Huber et al. proposed a new definition on health. This proposal was based on the 

various critiques on the WHO definition, stating the absoluteness of the word ‘complete’ in relation to 

a person’s wellbeing, changes in the nature of disease in current times, e.g. a worldwide increase of 

chronic diseases, and the difficulty to objectify and measure ‘complete’ physical, mental and social 

well-being. The new definition of health was described as “the ability to adapt and self-manage in the 

face of social, physical, and emotional changes” (Huber et al., 2011).  

1.1.2 Health in relation to Dororthea Orem’s General Theory of Nursing 

The dynamic description of managing various types of changes in life in order to maintain health, as 

described by Huber et al. can also be found in the Orem’s General Theory of Nursing (Orem, 2001).  

A first aspect of the Orem’s Self-Care model is the Self-Care Theory (see Figure 1). This theory describes 

how and why people care for themselves, and focusses on the “self”, or the “I”. The Self-Care Theory 

includes all activities individuals perform or initiate on their own behalf in maintaining life, health and 

well-being. If necessary individuals perform self-care activities in line with their personal abilities in 

order to maintain life, health and well-being. Yet, these abilities could be influenced by their age, 

gender, stage of development, life experience, socio-cultural factors, living patterns, healthcare or 

family system, available resources and their health. Self-care activities can compose to universal needs 

that are common to all individuals, to needs resulting from maturation or due to a condition or event, 

or they can result from illnesses, injuries, diseases or its treatments. A set of self-care actions will be 

performed during a certain amount of time in order to meet self-care requisites with the use of 

methods, sets of operations and actions. This is also referred to as the therapeutic self-care demand 

(Meleis, 2012; Orem, 2001).  

When a demand to care for oneself is greater than the individual’s ability to meet this demand, a self-

care deficit is present. As stated in the Orem’s Self-Care Deficit Theory, nursing aid can be required to 

provide self-care. Therefore, this theory focusses on the “you and me”. Depending on the need of the 

person, several methods of assistance can be provided. These five methods concern; (1) acting for and 
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doing for others, (2) guiding others, (3) supporting one another, (4) teaching one another, (5) providing 

an environment to promote the patient’s ability to meet current or future demands.  

Actions undertaken in order to deal with a self-care deficit could be described with the use of the 

Theory of Nursing Systems, which focusses on “we”. Concerning Orem’s approach, the nursing process 

evaluates and determines self-care deficits and defines both the role of the nurse and the patient in 

order to meet self-care demands. This nursing process consists of three steps. First, an assessment will 

be provided to determine the problem or deficit. During the second step, a nursing diagnosis will be 

provided, as well as a nursing care plan for delivering care. Three types of nursing systems can be 

proposed in order to fulfill the patient’s self-care needs; (1) wholly compensatory system, (2) partially 

compensatory system or (3) supportive educative system. The wholly compensatory system could be 

represented by a situation in which the patient is unable to fulfill a self-care need. The partially 

compensatory system could be represented by a patient who can meet some self-care requisites to a 

certain degree yet in need of a nurse for ultimately performing self-care. The supportive educative 

system could be used when a patient can meet self-care yet needs assistance with e.g. knowledge 

acquisition skills. During the third step, the care will be implemented or applied and afterwards 

evaluated (Meleis, 2012; Orem, 2001).  

 

 

Figure 1. Orem’s General Theory of Nursing (Orem, 1995; Orem, 2001) 
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1.1.3 Self-management as an aspect of self-care 

As stated in the abovementioned definition of health by Huber et al., the Orem’s Self-Care Deficit 

Theory and Orem’s General Theory of Nursing, self-care and self-management are key aspects of 

maintaining health. Literature research on the meaning of these concepts identified an article who 

provided a thorough description of both concepts with the use of a concept delineation process.  

Self-care was defined as “The ability to care for oneself and the performance of activities necessary to 

achieve, maintain, or promote optimal health (including activities specific to acute and chronic health 

conditions)”(Richard & Shea, 2011). Self-care was described as a wide range of health and human 

development applications. The aspect ‘self’ does not only refer to an individual, it also includes broader 

social support systems. Furthermore, it did not only focus on an illness or disease but also on 

prevention and other applications beyond this.  

Self-management was defined as “The ability of the individual, in conjunction with family, community, 

and healthcare professionals, to manage symptoms, treatments, lifestyle changes, and psychosocial, 

cultural, and spiritual consequences of health conditions (particularly chronic diseases)” (Richard & 

Shea, 2011). It was observed, the term self-management was mostly related to chronic disease. It 

included actions such as managing treatments and medications, safety, symptoms and other 

implications of chronic diseases. The concept delineation method also revealed the use of self-

management programs, who provide interventions for facilitating patients’ abilities to self-monitor 

and being an active partner in their health management process. In conclusion, a conceptual model 

provided information on the relationship between self-care and self-management (see Figure 2). It is 

possible to state self-care is a broad concept, as of which self-management is a part (Richard & Shea, 

2011).  

 

Figure 2. Conceptual model of the relationships between self-care, self-management, self-

monitoring, symptom management and self-efficacy (Richard & Shea, 2011) 
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The evolution towards self-care and self-management in healthcare resulted in patients being more 

actively involved in their own health. During the 20th century, movements towards more self-care were 

observed (McCormack, 2003). This movement continued, resulting in several social movements, social 

reform and self-help movements (Castro, Van Regenmortel, Vanhaecht, Sermeus, & Van Hecke, 2016; 

McCormack, 2003; Wilkinson & Whitehead, 2009). This shift towards individuals being more involved 

and taking responsibility for their health lead to policy changes, who paved the way to the involvement 

of patients in the healthcare process. For example, the Canadian Minister of Health Jake Epp identified 

self-care as one of the three mechanisms to address health challenges in 1986. It was placed in a 

central position within a national framework for health promotion. Also, the burden of increasing 

chronic diseases and increasing numbers of older citizens motivated participation in self-care and 

resulted in more focus on self-management programs (McCormack, 2003; Wilkinson & Whitehead, 

2009). In line with this shift from a passive towards a more actively involved patient, healthcare 

providers shifted from a paternalistic approach which was associated with compliance towards a more 

empowering and egalitarian approach (Barlow, Wright, Sheasby, Turner, & Hainsworth, 2002; London 

Audit Commission, 2001; McCormack, 2003; Trappenburg et al., 2013; Wilkinson & Whitehead, 2009). 

Jo Vandeurzen, Belgian Minister of the Flemish Division of Wellbeing, Public Health and Family, also 

noted this shift. As stated in his position paper published in 2014 and opinion paper published in 2010 

he stresses out the importance of a self-reliant citizen and the need for patient-centered care. Both 

papers acknowledged citizens expect more self-determination (Vandeurzen, 2010, 2014). Maggie De 

Block, Belgian Minister for Social Affairs and Public Health, described the increased use of eHealth 

influencing patient empowerment in her position paper in 2014 (De Block, 2014). Up to date, this 

resulted in a website for all Belgian citizens, which provides health records within a personal health 

viewer. The aim of this website is to allow individuals to be actively involved in their care, being able 

to make an informed decision about their care, and engage in a dialogue with healthcare providers. 

Both Flemish, French and German patient associations were involved in the process of developing this 

eHealth project (Federal Public Service for Public Health, 2018).  

1.1.4 Medication self-management as an aspect of self-management 

Patients are increasingly involved in healthcare, as self-management – a part of self-care – is 

encouraged within healthcare systems. The aspect of medication self-management is considered a 

very important aspect, given that pharmacotherapy plays an essential role in the treatment of various 

illnesses. For this reason, patients should be able to correctly self-manage their medication (Richard & 

Shea, 2011). Therefore, healthcare professionals’ focus on medication self-management is needed. 

Self-management of medication has been previously defined as “the extent to which a patient takes 

medication as prescribed, including not only the correct dose, frequency and spacing, but also its 

continued, safe use over time.” (Bailey, Oramasionwu, & Wolf, 2013). This definition includes not only 

the act of administering medication, but also takes into account that patients’ need to fulfill a set of 

actions in order to manage their medicines in ambulatory care. As shown in Figure 3, the process of 

self-management of medication has been translated into a model by Bailey et al. It starts with a 

prescription, which has to be filled and picked up. During the second step patients obtain their 

medicines and should learn how to use them correctly (e.g. know the name of the medicine, the 

administration route, the administration time, etc.). The third step includes organizing their 

medication intake and planning their daily medicines schedule. Actually taking the prescribed 

medication was described in the fourth step of the model. During step five, patients monitor their 

medication intake and evaluate in example possible side effects or symptoms related to their 

medicines in order to undertake any action if needed. The last step concerns the act of sustaining a 

correct medication intake routine in a safe and appropriate way (Bailey et al., 2015; Bailey et al., 2013).  
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Figure 3. The medication self-management model (Bailey et al., 2013) 

1.1.5 The impact of medication self-management 

Medication self-management requires patients to complete a set of actions, as can be derived from 

the medication self-management model. Literature on these aspects showed individuals struggle in 

various ways during this process, influencing medication adherence.  

When patients fail to fill the prescription, this has been described in literature as ‘primary non-

adherence’. Literature search indicated 22.8 % of community-based patients living in Portugal did not 

fill all their prescriptions (da Costa et al., 2015). These findings were in line of 29.5 % American women 

aged over 55 years old who did not pick up their bisphosphonate prescription within 60 days (Tamblyn, 

Eguale, Huang, Winslade, & Doran, 2014). A Canadian study on filling newly prescribed drugs in a 

population aged over 66 years old showed 24.0% of the included population did not fill all their 

prescriptions within 30 days after hospital discharge (Fallis, Dhalla, Klemensberg, & Bell, 2013). 

After correctly filling and picking up medicines, patients should have knowledge and understanding on 

their medicines. Yet, understanding prescription labeling and written information sources remains 

difficult. In order to overcome this hurdle, Mullen et al. provided a recent systematic review on best 

practices for the prescription medication information (Mullen et al., 2018). During a Spanish study, 

7278 individuals attending their pharmacy were questioned on their medication knowledge; only 28% 

had an adequate knowledge of the medication taken. Medication knowledge in this study was 

evaluated with the use of four dimensions: medication use process (dosage, frequency, duration of 

treatment an administration route), therapeutic objectives (indication and therapeutic outcome), 

medication safety issues (precautions, warnings, side effects, contraindications, interactions). 

Participants scored lowest on the dimension of medication safety issues (Romero-Sanchez, Garcia-

Cardenas, Abaurre, Martinez-Martinez, & Garcia-Delgado, 2016). 

Throughout organizing how and when to take medicines within daily routines, problems have been 

described. A meta analyses on the impact of dosing frequency on adherence in patients with chronic 

cardiovascular diseases indicated a once-daily administration was associated with a 56.0% reduction 

on the risk of non-adherence compared to two or more daily administrations (RR: 0.44 0.35-0.54) 

(Caldeira, Vaz-Carneiro, & Costa, 2014). A systematic review by Conn et al on medication adherence 

intervention studies highlighted the positive effect of creating a link between medication 

administration and daily routines. This specific intervention was effective in increasing medication 

adherence (Conn, Ruppar, Enriquez, & Cooper, 2016). Also, the guidelines for the management of 

arterial hypertension of the European Society of Hypertension indicated single-pill fixed-dose 

combinations reduce pill burden and simplify treatment regimens (Mancia et al., 2013). 
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In the next stage, patients will actually administer medication. Performing this act of medication 

administration and hereby adhering to the therapy has been defined by the WHO as: “the extent to 

which a person’s behavior – taking medication, following a diet, and or executing lifestyle changes – 

corresponds with the agreed recommendations from a provider.” (Sabate, 2003). The WHO report 

“Adherence To Long-term Therapies: Evidence For Actions” stated only 50% of patients suffering 

chronic diseases adhered their medication therapies. Adherence rates were even lower in developing 

countries, ranging from 26%, to 27% and 43% adherence in respectively the Seychelles, Gambia and 

China (Sabate, 2003). More recent estimated rates of non-adherence to medication in Middle Eastern 

countries ranged from 1.4% to 88%, and an average of 57% in a large meta-analysis in cardiovascular 

diseases (Al-Qasem, Smith, & Clifford, 2011; Naderi, Bestwick, & Wald, 2012). 

From the perspective of adherence, the WHO report provided an overview of five determinants that 

could affect adherence rates (see Table 1). All of these determinants do not directly interfere with not 

succeeding in actually administering medication (step ‘Take’ within the medication self-management 

model). For example, social and economic factors can already interfere the patient’s ability to buy their 

medicines. Also, factors related to the patient or the patient’s condition can result in not sustaining 

the prescribed medicines therapy. Therapy related conditions such as a complex regimen might 

interfere the ability of correctly managing and organizing medication intake (Caldeira et al., 2014; 

Sabate, 2003). 

Social and economic factors: 
 Socioeconomic variables 

 Cost of treatment 

Health system and healthcare team factors: 
 Characteristics of the health care provision 

 Patient and prescriber interaction 

 Prescribers follow-up 

 Multiple providers 

Condition related factors: 
 Characteristics of disease 

 Severity of the disease 

 Chronic or acute disease 

Patient related factors: 
 Patients own view of required therapy  

 Cognitive functioning 

 Health literacy  

 Motivation for self-care 

 Social support 

Therapy related: 
 Multiple medications  

 Complexity of therapy 

 Adverse drug reactions 

 Duration of therapy 

 

Table 1. The five dimensions of adherence (Sabate, 2003) 

When patients correctly adhere their medication, the act of monitoring comprises a patient possesses 

knowledge on potential side effects, risks, and warnings. The WHO described patient’s health literacy 

influences this competence of monitoring and acting correctly upon symptoms or signs related to 

medication intake (Sabate, 2003). Also, research by Romero-Sanchez et al indicated the knowledge of 

individuals concerning side effects, warnings, contraindications and interactions were inadequate 

(Romero-Sanchez et al., 2016). 
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The last step of the model of medication self-management concerns sustaining a correct medication 

intake routine in a safe and appropriate way (Bailey et al., 2013). This final step was described in 

literature as ‘persistence’, which was defined as “the length of time between initiation and the last 

dose, which immediately precedes discontinuation.” (Vrijens, Antoniou, Burnier, de la Sierra, & Volpe, 

2017; Vrijens et al., 2012). A recent systematic review on the persistance rates in rheumatoid arthritis, 

psoriasis and psoriatic arthritis patients indicated persistance rates were low. Factors such as younger 

age, female gender, high medication related costs, greater disease severity and increased 

comorbidities were associated with lower persistance rates (Murage et al., 2018). In addition, a 

retrospective study evaluated the persistence in six medication classes (prostaglandin analogs, statins, 

bisphosphonates, oral antidiabetics, angiotensin II receptor blockers, and overactive bladder 

medications). Overall, it was possible to conclude persistence rates differed, mostly prostaglandin 

analogs and overactive bladder medications (37% - 35%) were not optimal compared to other classes 

(range 60% - 72%) (Yeaw, Benner, Walt, Sian, & Smith, 2009).  

1.1.6 Consequences of self-management deficits and non-adherence 

Failing the process of self-management of medication results in non-adherence to pharmacotherapy. 

Several studies identified the consequences of non-adherence. Cutler et al evaluated the economic 

impact of non-adherence across 14 different diseases in a systematic review. It was possible to 

conclude medication non-adherence results in a significant economic burden on healthcare systems. 

Within these 14 diseases, the economic cost ranged between 949 and 44 190 US$ per person (Cutler, 

Fernandez-Llimos, Frommer, Benrimoj, & Garcia-Cardenas, 2018). A systematic by De Vera et al 

showed nonadherence to statins resulted in an increased risk for cardiovascular diseases (RR ranging 

from 1.22 to 5.26) and increased mortality (RR ranging from 1.25 to 2.54) (De Vera, Bhole, Burns, & 

Lacaille, 2014). A systematic review on the clinical impact of non-adherence among COPD patients 

indicated non-adherence resulted in increased hospitalizations, mortality, decreased quality of life and 

loss of productivity (van Boven et al., 2014). Research among  patients with a primary hospital 

discharge diagnosis of heart failure showed non-adherence was associated with an increased risk of 

the individual outcomes of all-cause mortality (HR 2.99, 95% CI2.09-4.29; P < .001), cardiovascular 

hospitalizations (HR 1.86, 95% CI 1.22-2.83; P = .004), and heart failure hospitalizations (HR 1.81, 95% 

CI 1.26)2.60; P = .012) (Fitzgerald et al., 2011). A meta-analyses on the relationship between adherence 

to drug therapy and mortality, showed that good adherence was associated with lower mortality (OR 

0.56, [0.50-0.63]) (Simpson et al., 2006).  

Several interventions have been developed in order to improve medication adherence. A review of 

interventions employed to improve medication adherence comprised following (Costa et al., 2015);  

1. behavioral interventions (aiming to modify the patients’ behavior towards treatment), 

2. educational interventions (patient education),  

3. integrated care interventions (such as disease management or care management),  

4. self-management interventions (aiming to inform patients and provide them with an active 

role),  

5. risk communication interventions (provide patients with information on risks) and  

6. packaging and daily reminders (e.g. phone calls, text messages, pagers,…). 

Although this research identified some successes, the authors suggested to focus on long-term 

adherence rather than short-term. Also, they emphasized the role of formal and informal healthcare 

providers in supporting patients’ adherence and improving health literacy. In conclusion, they 

suggested new and innovative single-intervention strategies should be developed in order to improve 

adherence. The focus of new research should be on implementation in clinical practice (Costa et al., 
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2015). A recent Cochrane review on interventions for enhancing medication adherence confirmed the 

wide range of complex interventions, and again highlighted the importance of feasible long-term 

interventions. Supplementary, the authors stressed out the importance of objective adherence 

measures and sufficient study power (Nieuwlaat et al., 2014). 

 

 

1.2 Self-management of medication in hospital 

The importance of self-management in maintaining health was previously described by Huber et al. 

and confirmed by Orem’s General Theory of Nursing (Huber et al., 2011; Meleis, 2012; Orem, 2001). 

An important aspect of self-management included self-management of medication (Richard & Shea, 

2011). Literature on this topic revealed individuals not succeeding in self-management of medication 

has profound implications.  

During hospitalization, it is common nurses take over the patient’s medication management. This 

results in a disruption in the continuity of the patient’s medication self-management. When allowing 

patients to continue their medication self-management, nurses – and other healthcare providers – 

Conclusive notes on the underlying concepts and theories on health, self-care and self-

management, and the concept of medication self-management. 

 

 An important aspect of maintaining health is the ability of individuals to adapt and self-

manage. 

 Orem’s General Theory of Nursing describes individuals taking care for themselves. When 

a demand to care for oneself is greater than the individual’s ability to meet this demand, 

a self-care deficit is present.  With the use of the Theory of Nursing Systems, deficits 

should be identified and the role of nurses, and in extend the role of healthcare 

providers, in order to deal with these self-care deficits should be defined. 

 Self-care, as an important topic within Orem’s Theory, is a broad concept, as of which 

self-management, as an important aspect of health, is a part. Self-management can be 

defined as; “The ability of the individual, in conjunction with family, community, and 

healthcare professionals, to manage symptoms, treatments, lifestyle changes, and 

psychosocial, cultural, and spiritual consequences of health conditions (particularly 

chronic diseases)”. 

 During the 20th century, an evolution towards self-care and self-management in 

healthcare resulted in patients being more actively involved in their own health. 

 The aspect of medication self-management is considered a very important aspect given 

that pharmacotherapy plays an essential role in the treatment of various illnesses. For this 

reason, patients should be able to correctly self-manage their medication and focus on 

medication self-management is appropriate.  

 Medication self-management can be defined as; “the extent to which a patient takes 

medication as prescribed, including not only the correct dose, frequency and spacing, but 

also its continued, safe use over time.” 

 Literature shows individuals struggle during the process of medication self-management, 

resulting in an economic burden and a negative impact on several patient related 

outcomes. 
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should evaluate the patients’ individual ability to self-manage during their hospital stay. This approach 

fits Orem’s Grand Theory of Nursing. If - based on the Orem’s Self-Care Deficit Theory - patients are 

not capable of self-managing medication, aid is required. Healthcare providers can support the deficit 

related to medication self-management, for example by providing nurse administered medication, 

allow patients to self-manage but yet guide them during the act of self-administration, or teach 

patients concerning their medicines. Based on the Theory of Nursing Systems, nurses will first assess 

and evaluate the precise self-care deficits related to medication self-management in hospital. 

Afterwards, a care plan is provided defining the extent to which a patient should be supported. 

Therefore, medication self-management in hospital could provide continuity in the medication self-

management process of the patient, detect problems related to medication self-management and 

intervene by for example providing education, and result in better medication self-management 

competences and therapy adherence. 

The concept of self-management of medication in hospital has been described in literature in 1959. 

The article described self-management of medication in hospital as ‘bedside self-medication’ and ‘self-

administered medications’. Bedside self-medication was a part of program for postpartum patients, in 

which nurses teach mothers on their medicines by showing labels, calling out the name of the medicine 

and explaining its purpose. Also, these nurses encouraged mothers to take their medicines, just like 

they would do in their own home (Parnell, 1959). In recent years, the London Audit Commission, the 

Society of Hospital Pharmacists of Australia (SHPA), the Royal Pharmaceutical Society (RPS) and the 

United Kingdom Nursing and Midwifery Council encouraged the implementation of  self-management 

of medication in hospital. Again, the term ‘self-administration of medication’ was used (Davis et al., 

2002; London Audit Commission, 2001; Royal Pharmaceutical Society, 2005; UKCC, 2002). As a result 

of this, several organizations within the English National Health Service (NHS) provided their guideline 

on self-administration of medication online available. For example; the Peninsula Community Health 

(Palmer, 2014), South Staffordshire and Shropshire Healthcare (Riley & Mills, 2014) and the Royal 

Cornwall Hospital (Glinn, 2013). 

The concept of self-administration of medication can withhold a diversity of underlying approaches. 

The SPHA described self-administration of medication aims to evaluate the medication management 

of hospitalized patients in order to prevent medication related problems after discharge. This approach 

could identify and address problems as a part of the discharge planning process. It enables assessing 

potential problems or risks concerning medication management in the future (Davis et al., 2002). 

Compared to the SPHA, the RPS focused more on self-administration of medication as being a transfer 

of responsibility, which depends on the patient’s ability to manage the involved tasks, as well as giving 

their consent to self-administer medication in hospital (Royal Pharmaceutical Society, 2005). During 

our research, self-management of medication in hospital was defined as patients who store, prepare 

and administer their medication themselves, if they comply with certain criteria. During the process of 

self-management of medication, patients are monitored and supported by nurses, physicians and 

hospital pharmacists. If problems occur during the act of medication self-management, these should 

be identified and addressed in order to prevent medication related problems after discharge. In 

addition, also patients who are not able to self-manage medication, yet are expected to self-manage 

after discharge, should be given the opportunity to learn to self-manage their medication whilst in 

hospital. 
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1.2.1 Prevalence of self-administration of medication in hospital 

Two systematic reviews performed by Wright et al. and Richardson et al. regarding the effects of self-

administration of medication in hospital included studies from; Australia, Hong Kong, United States of 

America, France, United Kingdom, Canada, Ireland and New Zealand (Richardson, Brooks, Bramley, & 

Coleman, 2014; Wright, Emerson, Stephens, & Lennan, 2006). Nevertheless, actual literature on the 

prevalence rates of self-administration in hospitals remains scarce. A study commissioned by the NHS 

in 2001 showed the actual uptake of self-administration of medication was limited in the 183 NHS 

hospitals included. As shown in Figure 4, policies are in place, yet they are only applied to a limited 

category of patients (London Audit Commission, 2001). More recent, in 2011 a study on the medication 

systems and processes used within 100 NHS hospitals indicated, 93% of the hospitals were equipped 

with a self-administration of medication policy (McLeod, Ahmed, Barber, & Franklin, 2014). Research 

on the prevalence of self-administration or implementation strategies for self-administration in 

Belgium is lacking. A pilot study conducted at a Flemish medical and a surgical ward showed that 32.1% 

of the included patients (n = 81) self-administered at least one medicine during hospitalization. The 

majority of these were oral medications (58%) or inhalation therapy (39%) (Vanwesemael, Hellemans, 

& Dilles, 2014). 

 

Figure 4. Self-administration of medicines by patients in hospital (London Audit Commission, 2001) 

1.2.2 Interventions and tools for self-administration of medication in hospital 

In order to facilitate and provide implementation of self-administration of medication in hospital, 

guidelines, procedures or policies are needed. A pilot study conducted at a Flemish medical and 

surgical ward identified the absence of a procedure or screening tool for self-administration of 

medication (Vanwesemael, Hellemans, & Dilles, 2014). As previously described, the majority of NHS 

hospital are equipped with self-administration of medication guidelines (Glinn, 2013; London Audit 

Commission, 2001; Palmer, 2014; Riley & Mills, 2014). These guidelines consist of several components, 

based on the Standards for Medicines Management provided by the Nursing and Midwifery Council 

(NMC) (Nursing and Midwifery Council, 2010). Yet, after comparing three guidelines online available, 

it was possible to conclude their content was not similar and sometimes focused differently on some 

components, as described hereinafter.  
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Component one; a set of inclusion and exclusion criteria for selecting patients were provided. 

Comparing the guidelines showed, besides a basic set of similar criteria, criteria varied in content and 

strictness of application for exclusion between guidelines. Component two, an assessment in order to 

evaluate the patient’s capabilities for self-administration had to be taken. The assessments mostly 

tended to question seven identical questions with the possibility to answer yes/no. Two guidelines 

added one supplementary other question (Glinn, 2013; Palmer, 2014). Another guideline included a 

total of 16 questions in their assessment and provided a color code rating on top of the yes/no answer 

categories. These color codes were being linked to certain actions (Riley & Mills, 2014). If patients were 

deemed capable, component three indicated they should be informed with the use of an information 

leaflet and sign a consent form. Two guidelines allowed patients to administer their own medicines 

brought from home – also known as; Patients Own Drugs or PODs -, a check of these medicines before 

allowing had to be provided (Glinn, 2013; Palmer, 2014). When self-administering medication, patients 

were allocated to a certain level of self-administration. The NMC defined three levels; 

Level 1 “The registrant is responsible for the safe storage of the medicinal products and the 
supervision of the administration process ensuring the patient understands the 
medicinal product being administered.” 

Level 2 “The registrant is responsible for the safe storage of the medicinal products. 
At administration time, the patient will ask the registrant to open the cabinet 
or locker. The patient will then self-administer the medication under the 
supervision of the registrant.” 

Level 3 “The patient accepts full responsibility for the storage and administration of the 
medicinal products. The registrant checks the patient’s suitability and compliance 
verbally.” 

 

Despite these predefined levels, one guideline described a level four. This level described patients self-

administering medication in another environment (during leave), yet being able to return to the 

hospital pharmacy in order to collect their weekly medicines (Riley & Mills, 2014). All guidelines 

described agreements and practical arrangements concerning self-administration of medication (e.g. 

prescribing, storing and dispensing medication). Component four; the intake of self-administered 

medicines should be monitored. Notwithstanding this component, one guideline did not provide any 

concise chart or list for monitoring self-administration of medication. This could be explained by 

following statement within the guideline: “The policy does not apply to patients who require close 

support, training and monitoring in order to take their own medications safely.” (Glinn, 2013). Another 

guideline provided both a medicines reminder sheet and a self-administration tick chart for patients, 

and a self-medication compliance checklist for nurses in order to check medication compliance 

(Palmer, 2014). This was again different compared to the other guideline, in which nurses conducted 

checks based on counting remaining tablets or medicines. Also, a monitoring form was provided (Riley 

& Mills, 2014). 

In conclusion, it is possible to state that the guidelines within the NHS hospitals were based on the 

NMC Standards for Medicines Management (Nursing and Midwifery Council, 2010). However, the 

content of included components varied. It was not possible to state the content of e.g. the patients’ 

assessment was based on a body of literature or recent evidence concerning the topic. Also, the NMC 

withdrew their standards on March 28th 2018, as stated on their website; “However, it’s not within our 

remit as a regulator to provide this type of clinical practice guidance, so we won’t be replacing these 

standards”. A referral to the Royal Pharmaceutical Society for updates on professional guidance was 

provided. 
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Literature review on the types of self-administration of medication interventions in hospitals described 

a great diversity (Richardson et al., 2014; Wright et al., 2006). Two systematic reviews indicated the 

majority of their included studies on self-administration of medication had a variety of levels for a 

patient to complete during self-administration. A total of 12 studies out of 43 provided three levels, 10 

studies provided one level, other studies had levels varying between two and nine (Richardson et al., 

2014). Acute settings tended to have more single-stage approaches compared to rehabilitation wards 

(Wright et al., 2006). The vast majority of the self-administration intervention comprised an 

educational element, in which the pharmacist and/or nurse provided education (Richardson et al., 

2014). Education was provided verbally or written; e.g. information sheets, diary cards, record sheets 

and compliance aids (Wright et al., 2006).  

Abovementioned systematic reviews evaluated the structure of self-administration interventions. 

Evidence on the assessments used for evaluating the patients’ competences in order to self-administer 

medication could not be obtained, as this was not discussed. Also, as previously stated, the 

assessments provided within the NHS guidelines for self-administration did not appear to be evidence 

based, nor were they validated instruments. Therefore, further literature research was performed on 

validated tools to examine patient’s ability to self-administer medication in hospital. This search 

identified the self-administration of medication (SAM) screening tool. This tool was developed and 

validated in Australia on three medical wards by Manias et al (Manias, Beanland, Riley, & Hutchinson, 

2006). The SAM screening tool consisted of two parts. The first part had to be answered by the patient 

and was filled in by an administrator. The patient’s desire to self-manage was evaluated with the use 

of a visual analog scale. This scale questioned the patient about (1) whether he/she deems him/herself 

competent for managing regular medication independently while in hospital and (2) how much he/she 

would like to manage these regular medications while in hospital. Also, demographic data on the 

patient’s discharge destination and responsibility for medication management following discharge was 

collected. The second part had to be filled in by the nurses if the patient was willing to self-manage. It 

consisted of questions on the patient’s capability to self-medicate (11 questions), knowledge of 

medications and behavior (7 questions), and experience with self-medicating (6 questions). In the end, 

the nurse needed to make a global assessment with the use of a visual analog scale, resulting in a 

maximum score of 96 points. The cut-off was installed at 60, below this cut-off patients were not able 

to self-manage medication (Manias et al., 2006). Afterwards, a study by Anderson et al on the validity, 

reliability and utility of the SAM screening tool in a rehabilitation unit showed the SAM screening tool 

could be used to predict patient’s ability to self-administer medication. Also, this tool identified itself 

as a more objective approach compared to healthcare professionals subjectively evaluating patients’ 

abilities (Anderson, Manias, Kusljic, & Finch, 2014).  

1.2.3 Evidence on the consequences of self-administration of medication in hospital 

Self-administration of medication in hospital results in consequences for patients and healthcare 

providers. Two systematic reviews on the effect on outcomes related to the abovementioned 

stakeholders and one qualitative study on potential benefits and barriers to self-administration 

concerning patients’ were identified (Manias, Beanland, Riley, & Baker, 2004; Richardson et al., 2014; 

Wright et al., 2006). In order to provide a structured overview, each consequence described in 

literature was listed separately. 

a) Patient adherence/medication errors 

Both systematic reviews evaluated patient adherence, one during self-administration of medication in 

hospital, the other after discharge. It was seen self-administering patients in hospital were significant 

more adherent in five studies, compared to the control group (n= 9 studies). However, three studies 
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found lower adherence rates or even more errors in the self-administering group compared to 

controls. Adherence during self-administration in hospital was also measured over a period of time in 

four studies, one included high quality paper observed a significant reduction in non-compliant 

behavior. Descriptive studies (n= 7) reported high rates of adherence (40-100%) to medication 

regimens and error rates ranging from 2.5% - 7.5% (Richardson et al., 2014). Results on adherence 

after discharge were found to be inconclusive; therefore, conclusions could not be formulated (Wright 

et al., 2006).  

b) Patient knowledge 

The effect of self-administration of medication on the knowledge of patients on their own medication 

was tested in multiple studies. Following aspects concerning knowledge were evaluated: drug name, 

purpose, appearance, dosage, frequency and side effects. In both RCT’s as non-RCT’s, it seemed 

patient’s knowledge on their own medication significantly increased. Yet, it is not possible to state 

which aspects of knowledge increased most as this varied between studies. Also, differences between 

the education provided (type of counselling), made it difficult to draw conclusions (Richardson et al., 

2014; Wright et al., 2006). Concerning patients, self-administration of medication does allow respect 

for the patient’s own knowledge on their medicines (Manias et al., 2004). 

c) Patient satisfaction 

The measurement of patient’s satisfaction when self-administering medication showed some 

contradictory findings. On the one hand patients reported high satisfaction rates (90%-100%), on the 

other hand, 80% of questioned patients from the control groups stated they prefer nurse-

administration if they could choose between self-administration or nurse-administration. These results 

seem to acknowledge patients who experienced self-administration are more likely to do so again. 

Also, the patient’s age influenced the willingness for self-administration of medication; 45% of patients 

younger than 60 years of age were willing to self-administer compared to 18% of patients over 60 years 

of age (Richardson et al., 2014; Wright et al., 2006).  

d) Staff satisfaction and workload 

Only the systematic review by Richardson et al. provided a synthesis of evidence concerning the 

satisfaction of healthcare providers and possible effects on workload. It was observed healthcare 

providers very much preferred to use self-administration of medication interventions. They stated it 

would benefit structured teaching, multidisciplinary communication, nurse’s medication knowledge 

and collaboration between the team and patient. Nevertheless, self-administration was stated to be 

time consuming and resulted in increased work stress and workload (preparing medication cards, 

clerical work, educating patients). Yet, it was also mentioned the invested time was eliminated if 

patients were following the protocol reliably and by saving time on prescriptions and dispensing, and 

drug rounds. It should be noted, currently no evidence on the actual time investment spent on 

education or facilitating self-administration of medication has been described in literature (Richardson 

et al., 2014). According to the opinion of patients, self-administration would lead to a decrease in time 

devoted to medication rounds. They confirmed it encourages a shared relationship and improves the 

nurse-patient relationship (Manias et al., 2004). 
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1.3 Problem statement 

The definition of health and Dorothea Orem’s General Theory of Nursing both stress out the 
importance of individuals being able to provide self-care and self-management. Within Orem’s Theory 
of Nursing Sytems, nurses should identify deficits related to self-care and possible actions should be 
defined in order to tackle them. In recent years, an evolution towards increased patient self-
management and self-care was observed. This resulted in more actively involved patients and 
healthcare providers who provided a more empowering approach. Nevertheless, the increased focus 
on self-management, and the specific aspect of medication self-management, literature clearly 
described individuals still struggle during this process. These problems lead to an economic burden 
and a negative impact on several patient related outcomes. Therefore, focusing on the aspect of 
medication self-management is particularly important.  

Bearing in mind Orem’s Theory of Nursing Systems and a majority of individuals who do not succeed 
in mediation self-management, allowing patients to self-manage their medicines in hospital under 
supervision and with support of healthcare providers needs to be stimulated. Medication self-
management can provide continuity in the medication self-management process of the patient, detect 
problems related to medication self-management and intervene by for example providing education, 
and result in better medication self-management and therapy adherence.  

Conclusive notes on the history of self-management of medication, the prevalence, the current 

state of the art, and the consequences. 

 

 Self-management of medication in hospital was already described in literature since 

1959. Back then, it was described as ‘bedside self-medication’ and ‘self-administered 

medications’. In recent times, it is referred to as ‘self-administration of medication’ (See 

appendix I for more information on terminology). 

 Recent literature on the prevalence rates of self-administration of medication in hospital 

is scarce. A Belgian pilot study indicated 32% of hospitalized patients on medical and 

surgical wards were self-administering at least one medicine. Mostly policies in NHS 

hospitals for self-administration of medication are in place, yet they are only applied to a 

limited category of patients.  

 Existing NHS guidelines for self-administration of medication showed variations in the 

included components. These guidelines were not based on a body of literature or recent 

evidence, and were withdrew in March 2018 by the NMC.  

 Academic literature on self-administration of medication showed a very diverse set of 

self-administration of medication interventions. The content of these interventions 

consisted of patients entering levels of self-administration, the majority included an 

educational element. Nevertheless, none of these interventions were thoroughly 

validated.  

 One validated Australian assessment was identified. This SAM tool evaluated the 

patient’s ability to self-administer medication in hospital. 

 Literature reviews identified self-administration of medication lead to an increased 

adherence during hospitalization, increased patient medication knowledge, and 

increased patient satisfaction. Healthcare providers prefer self-administration of 

medication, yet the consequences on workload were unclear.  
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Literature on the prevalence of self-administration of medication in hospital is limited. A Belgian pilot 
study identified self-administration of medication occurred, yet procedures or protocols lacked. An 
evaluation of existing guidelines for self-administration of medication in hospital identified they were 
not developed based on evidence, they were not validated, and were recently withdrew. Systematic 
reviews on this topic described a range of diverse self-administration of medication interventions, also 
lacking an evidence based approach. Only one validated Australian assessment to evaluate the 
patient’s ability to self-administer medication in hospital was identified. Literature on the effects of 
self-administration of medication suggested an increased patient adherence during hospitalization, 
increased patient medication knowledge, and increased patient satisfaction. 

Notwithstanding, the existence of guidelines and several types of self-administration of medication 

interventions, these items were not sufficiently validated and it is not possible to state their 

development has been based on the existing body of evidence. Moreover, a Flemish pilot study 

confirmed procedures for self-administration were absent. In addition, the existing guidelines, self-

administration of medication interventions and the identified validated Australian tool did not comply 

Belgian rules and regulation concerning self-administration of medication in hospital. Therefore, the 

need for further studying the topic of self-administration of medication in Belgian hospitals was 

confirmed and the SelfMED study was launched.  

1.4 Research aims 

The SelfMED study aimed: 

Aim 1 

To describe the legal context of self-administration of medication and current practices 

including the prevalence of self-administration of medication in Flemish hospitals. 

Aim 2 

To explore and describe the willingness of patients, nurses, physicians and hospital 

pharmacists to perform or allow self-administration of medication, their attitude towards it, 

and prerequisites and perceived consequences of self-administration in hospital. 

Aim 3 

To develop and validate an evidence based SelfMED procedure for self-management of 

medication by patients whilst in hospital, and to evaluate the number of medication 

administration errors and registration errors, and the feasibility after the implementation of 

the SelfMED procedure.  

1.5 Outline of the thesis 

In order to evaluate whether self-administration of medication fits within the current Belgian 

regulation, Chapter 2 aimed to explore the current legal context in relation to self-administration. 

Afterwards, we aimed to describe daily practices related to self-administration of medication in 

hospital. This comprised an evaluation of the prevalence rates of self-administration of medication in 

hospital, and the relationship between patient related and organizational factors (Chapter 3).  

With the objective to explore and describe the willingness of all stakeholders towards self-

administration, their attitude, prerequisites and consequences of self-administration of medication, 

both qualitative as quantitative studies were provided. Chapter 4 aimed to explore qualitatively 

healthcare providers’ and patients’ perspectives concerning self-management of medication in 

hospital. The use of a strengths, weaknesses, opportunities and threat (SWOT) analysis aimed to 
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provide insights in benefits, disadvantages, opportunities and threats for self-administration of 

medication. Afterwards, Chapter 5 and Chapter 6 aimed to further quantitatively investigate these 

results in order to evaluate the qualitative results in a larger sample of stakeholders with different 

backgrounds and environments. They aimed to quantitatively describe the willingness of all 

stakeholders (patients, nurses, physicians and hospital pharmacists) towards self-administration of 

medication, their attitude towards it, and prerequisites and perceived consequences of self-

administration in hospital. 

Based on the results of the abovementioned studies, evidence on the content of a procedure could be 

obtained. These results allowed us to develop the SelfMED procedure, which was validated afterwards 

(Chapter 7). Under Chapter 8 the SelfMED procedure was tested for the first time in daily practice. We 

aimed to evaluate the number of medication administration errors and registration errors, and the 

feasibility reported by the cardiologists after the implementation of the SelfMED procedure. 

In conclusion, Chapter 9 confronts the research aims of the SelfMED project with the current findings, 

describes the strengths and limitations of this doctoral thesis, and describes the future of the SelfMED 

project. 

 

Conclusive notes on the meaning of the term self-management of medication within the 

SelfMED project 

 

 We define self-management of medication in hospital as patients who store, prepare and 

administer their medication themselves, if they comply with certain criteria. During the 

process of self-management of medication, patients are monitored and supported by 

nurses, physicians and hospital pharmacists. 

 If problems occur during the act of medication self-management, these should be 

identified and addressed in order to prevent medication related problems after discharge. 

In addition, also patients who are not able to self-manage medication, yet are expected to 

self-manage after discharge, should be given the opportunity to learn to self-manage their 

medication whilst in hospital. 
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2 Legal aspects of self-management of medication in Belgian hospitals 

When aiming to develop and implement an intervention for self-administration of medication in daily 

practice, this should be performed within the framework of the legal rules and regulation. Therefore, 

relevant aspects on Belgian healthcare regulation related to self-administration of medication were 

presented below.  

2.1 The hospital pharmacy and the hospital pharmacist 

The Royal Decree of March 4th 1991 defines the standards for hospital pharmacies. Article seven of this 

law states all medicines for providing a diagnosis or treatment of hospitalized patients should be 

delivered by the hospital pharmacist. In addition, article eight describes medicines should be 

distributed individually, based on the prescription in the name of the patient. These medicines should 

be distributed with the use of unit dose medication and the number of dispensed doses should be 

limited to a treatment duration of maximum five days. Article nine, fourth° states the hospital 

pharmacist should actively cooperate with the nursing staff, this concerning the procedures for 

manipulating medicines and practical recommendations for safe usage of medicines and patient 

administration. In addition, hospital pharmacists should, in cooperation with the medical and nursing 

department, provide patient support in relation to their health during hospitalization and after 

discharge (article nine, sixth°). 

2.2 The physician 

According to the Law on Medicinal Products (March 25th 1964), prescriptions can only be provided by 

healthcare professions who are allowed to by the Law on health professions (Mai 10th 2015). In case 

of medication prescription in hospital, physicians should provide the prescription for therapies.  

2.3 The nurse 

The Royal Decree of Mai 10th 2015 describes the pursuit of nursing. Activities that can be performed 

by nurses are divided into three levels.  

A-activities Activities to observe, define and report on the physical, psychological and social 

health status of patients. 

B-activities B1: Technical interventions without prescription of a physician. 

B2: Technical interventions with prescription of a physician. 

C-activities Activities physicians can entrust to nurses. 

 

Bearing in mind self-administration of medication, A-activities relate to observing, defining and 

reporting on the physical, psychological and social health status of patients in relation to the self-

administered medication. Also, they relate to nurses supporting patients when self-administering 

medication, and providing them with information. B2-activities require a prescription of a physician. 

In order to administer medication, a medical prescription can be provided written (by hand, 

electronically or by fax) or an oral prescription (by phone or webcam), or by a standing order. In 

relation to medication administration, nurses are allowed to prepare and administer medication; oral, 

rectal, vaginal, subcutaneous, intramuscular, intravenous, by airway, hypodermoclysis, by a gastro-

intestinal catheter, by drain, eye drips, ear drips and percutaneous.   
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2.4 Self-administration of medication in hospital 

There are no Royal Decrees that describe self-administration of medication. Nevertheless, the Care 

Inspection of the Flemish Division of Wellbeing, Public Health and Family provided rules to be adhered 

to. If self-administration of medication occurs, this has to be noted in the patient’s personal medical 

file and it has to be clearly described which medication is self-administered and which is administered 

by nurses. Healthcare providers have a duty of care and a duty of surveillance at all time during 

hospitalization. If any problems occur during self-administration, these have to be noted in the 

patient’s medical files. The treating physician is then held responsible (Care Inspection of the Flemish 

Division of Wellbeing, Public Health and Family, personal communication, October 2015).
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3 SelfMED: Self-administration of medication in hospital: a prevalence study in 

Flanders, Belgium 

 

This chapter has been published as:  

Vanwesemael, T., Van Rompaey, B., Petrovic, M., Boussery, K., & Dilles, T. (2017). SelfMED: Self-Administration 

of Medication in Hospital: A Prevalence Study in Flanders, Belgium. J Nurs Scholarsh, 49(3), 277-285. 

doi:10.1111/jnu.12290 

3.1 Abstract 

Background  
Self-management is a key element in regaining and maintaining health. However, during 

hospitalization it becomes less obvious. Patient self-administration of medication during 

hospitalization is suggested to be beneficial to patient satisfaction, adherence to 

pharmacotherapy, and self-care competence.  

Objectives  
This study aimed to examine the prevalence of self-administration of medication during 

hospitalization, and possible contributing factors. 

Design and Setting  
A cross-sectional observational study was conducted in 12 Belgian hospitals from February 

2015 until June 2015. 

Participants 
Data were collected on all hospitalized patients at 57 wards, based in 12 hospitals. 

Data Collection 
A structured questionnaire at ward level and patient level on medication management, self-

administration of medication, and rationale for prohibiting or allowing patients to self-

administer their medication was conducted in consultation with the head nurse. 

Results 
Of the 1,269 patients participating in this study, 22% self-administered at least one medicine 

during hospitalization and 13.8% self-administered at least 50% of their total amount of 

medication. In the opinion of the head nurse, 40.9% of the hospitalized patients would have 

been able to self-administer their medication during hospitalization. Only a few wards had an 

available procedure and screening tool to assess the competence of the patients to self-

administer their medication. This did not affect the prevalence of self-administration. Self-

administration occurred significantly more at surgical short-stay wards, compared to other 

wards. The self-administering patients were on average younger and female and had a lower 

number of different medications per day before and during hospitalization. These patients had 

a good health status and were independent to mildly dependent on nurses on the ward. 

Related factors were used to provide a multivariate logistic regression model. 

Conclusions 
Sometimes self-administration of medication was allowed. According to the surveyed nurses, 

however, more patients would be able to self-administer their medication during 

hospitalization. There seems to be a lack of procedures and screening tools to assess the 

competence or appropriateness of patients to self-administer their medication. 

Clinical Relevance  
This study provides new knowledge about the prevalence of self-administration of medication, 

contributing factors, the types of self-administered medications, and the organization of self-

administration of medication on different wards. 
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3.2 Introduction 

In 1948, the World Health Organization (WHO; 1948, p. 100) defined health as “a state of complete 

physical, mental and social well-being and not merely the absence of disease or infirmity.” Increasing 

criticism of the term “complete” in relation to well-being, and the complex measurement of 

“complete” health, have resulted in a new definition of health: “the ability to adapt and self-manage 

in the face of social, physical, and emotional changes” (Huber, 2011). As self-management is a key 

element in maintaining and regaining health, healthcare professionals need to support self-

management. In nursing literature, self-management of a chronic disease refers to the behaviors that 

persons use to manage the disease and its associated effects (Lorig & Holman, 2003; Trappenburg et 

al., 2013). Medication use is one of these behaviors used to manage the disease and its associated 

effects (Miller, Lasiter, Bartlett Ellis, & Buelow, 2015).  

To support self-management of medication, healthcare professionals have the responsibility to 

evaluate to what extent a patient needs assistance, to detect self-management problems, to provide 

the care the patient needs, and to try to improve self-management abilities. Healthcare professionals 

should not take over actions without considering the patient’s self-management abilities (Meleis, 

2012; Orem, 2001).  

However, during hospitalization, self-management of medication is not obvious. Recently, a guideline 

by Peninsula Community Health stated “Self-Administration of Medication (SAM) is the process where 

a patient, following assessment is able to administer their own medicines whilst in hospital” (Peninsula 

Community Health, 2014, p. 4).  

Inconclusive study results indicate that self-administration of medication during hospitalization has 

advantages compared to administration of medication by nurses, for example, increased patient 

satisfaction and an improvement of adherence to pharmacotherapy and self-care competence. 

Additional quantitative data are needed (Barnason, Zimmerman, Hertzog, & Schulz, 2010; Richardson, 

Brooks, Bramley, & Coleman, 2014; Tran, Elliott, Taylor, & Woodward, 2011; Wright, Emerson, 

Stephens, & Lennan, 2006).  

So far, prevalence rates of self-administration of medication during hospitalization are scarce. A 

Belgian pilot study conducted at a medical and a surgical ward showed that 32.1% of the included 

patients (n = 81) self-administered at least one medicine during hospitalization. The majority of these 

were oral medications (58%) or inhalation therapy (39%) (Vanwesemael, Hellemans, & Dilles, 2014a, 

b). A recent study on the medication systems and processes used within the U.K. National Health 

Service (NHS) described a presence of self-administration of medication policy in 93% of the hospitals 

(n = 100) (McLeod, Ahmed, Barber, & Franklin, 2014).  

Considering the potential benefits of self-administration of medication, the aim of this study was to 

describe the prevalence of self-administration of medication during hospitalization in Flanders, 

Belgium, and the relationship with patient-related and organizational factors. 

3.3 Methods 

3.3.1 Design 

A cross-sectional observational study was conducted in 12 hospitals in Flanders, Belgium, from 

February 2015 until June 2015. For each included patient, a questionnaire was completed in an 

interview with the head nurse. Data were registered on the prevalence of self-administration and 

demographic characteristics of each patient, and organizational characteristics of the included wards. 
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3.3.2 Participants 

A convenience sample of three university hospitals, seven general hospitals, and two psychiatric 

hospitals participated in the study. The following wards were excluded: pediatrics, emergency 

departments, operating theatres, intensive care units, and day hospitals. A total of 65 wards were 

contacted. Eight refused participation because of time constraints, resulting in a sample of 57 wards. 

All patients of the participating wards were included. 

3.3.3 Data collection 

For each included patient, a self-administration of medication questionnaire was completed in an 

interview with the head nurse. Furthermore, the head nurse completed a questionnaire to describe 

ward characteristics and self-management policies. Interviewing the head nurse (or representative) to 

provide data on all patients was chosen in order to be able to include all patients, independent of 

physical or mental status, and for practical reasons. Nurses consulted the patients’ files and, if needed, 

other healthcare professionals to complete the questionnaires.  

At the level of the ward, data were collected on the type of ward, number of (occupied) beds, 

procedures for self-administration of medication, intake of home medication, and the storage of 

medication in the patient’s room.  

At the level of the patient, patient and self-administration of medication characteristics were collected 

using a questionnaire per patient. Questions concerning patient characteristics included gender, age, 

source of admission, discharge destination, care dependency, and health status. Both care dependency 

and health status had to be indicated on a 4-point Likert scale. Data collected on medication 

characteristics concerned the number of medications taken at home, the number of medications taken 

during hospitalization, and the number and type of changes in the medication schedule used at home 

compared to the medication used during hospitalization. In the last part of the questionnaire, we 

questioned whether self-administration of medication was considered, who was involved in this 

decision-making process, and whether the nurse thought that the patient would have been able to 

self-administer medication during hospitalization. Also, the current medication management of the 

patient (self-administration or administration of medication by nurses) was questioned. If the patient 

did self-administer medication, the name and route of administration of self-administered medication 

were registered. Afterwards, they were coded using the Anatomical-Therapeutic-Chemical 

classification on the fourth level (WHO, 2014). Finally, the reasons why patients were considered able 

or not able to self-administer were questioned. 

3.3.4 Instrument development 

The questionnaires were developed through literature review, pilot testing, and expert validation. 

Firstly, questionnaire items were developed based on a review of literature on self-administration of 

medication and influencing factors. Afterwards, the instrument was pilottested for comprehensibility 

and item selection in a small-scale study on the prevalence of self-administration of medication in a 

regional hospital (n = 81) (Vanwesemael et al., 2014a, 2014b). As a result of this pilot test, five 

questions on demographic characteristics of the patient, two questions concerning medication 

characteristics, and three questions on self-administered medications were added. Afterwards, the 

adapted questionnaires were presented to a panel of practicing nurses, physicians, and a hospital 

pharmacist. This resulted in minor alterations in some answer categories. 
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3.3.5 Data analysis 

The Statistical Package for Social Sciences (SPSS) version 23.0 (SPSS Inc, Chicago, IL, USA) was used to 

analyze the data. Kolmogorov-Smirnov and Shapiro-Wilk tests showed non-normality of the 

distributions of age, number of different medications taken at home, number of different medications 

taken during hospitalization, and number of self-administered medications during hospitalization. 

Nonparametric statistics were used to analyze these data. Discontinuous data were described using 

frequency distributions. Continuous data were described using a mean value and standard deviation if 

normally distributed, or using a median and range if non-normally distributed. The differences 

between patients with or without self-administration of medication were calculated using 

nonparametric statistics (Mann-Whitney test for continuous variables and chi-square test for 

discontinuous variables). To explore the relationship between patient-related characteristics and self-

administration of medication, stepwise multiple logistic regression was applied. Because we wanted 

to distinguish between patients who were allowed to self-administer a substantial part of their 

medication and those who were not allowed to (or only occasionally a limited number), we decided to 

use a cut-off of 50% self-administered medications in the multivariate analysis. Patients had to self-

administer at least 50% of their medications in order to be included in the self-administering group of 

the logistic regression analysis. A p value of ≤0.05 was considered as statistically significant. 

3.3.6 Ethical considerations 

Before the start of the study, approval was obtained from an ethics committee (reference 

B670201523494). For each participating ward, informed consent was provided to the head nurse. 

Patient data were collected by interviewing nurses. There was no direct patient contact and all 

collected data were coded (no identification data of patients). Patients received an information letter 

about the study and could refuse participation. 

3.4 Results 

3.4.1 Population 

Of the 57 participating wards, 23 were based in a university hospital, 29 in a general hospital, and 5 in 

a psychiatric hospital. One questionnaire at the level of the ward was not completed and was therefore 

excluded from analysis. Most of the wards were medical, surgical, rehabilitation, or geriatric wards. As 

shown in Table 2, the wards had a mean of 29 available and 24 occupied beds.  

Ward Characteristics (n = 56)  

Type of ward (%)  
Surgical ward 32.1 
Medical ward 19.6 

Rehabilitation ward  10.7 
Geriatric ward 10.7 

Psychiatric ward 8.9 
Surgical Short stay  7.1 

Maternity 1.8 
Others 8.6 

Number of beds (mean [range]) 29 [18-64] 
Number of occupied beds (mean [range]) 24 [8-62] 

 

Table 2. Ward characteristics 
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At inclusion, 1,269 patients were hospitalized at the participating wards; none refused participation.  

The mean age was 64 years, and 51.2% were female. The majority of the patients were living at home 

before hospitalization (76.1%), and after discharge the majority (69.1%) returned back home. The 

largest group was functionally independent or mildly dependent (63.9%), with a good or rather good 

health status (64.2%; Table 3).  

Participant characteristics (n = 1,269)  

Male (%) 48.8 
Age (mean [range]) 64 ± 18.7 
Pre-hospitalisation environment (%)  

Home 76.1 
Other hospital 8.8 

Internal transfer 8.8 
Nursing home 3.6 
Rehabilitation  0.9 

Unknown 0.2 
Other 1.7 

Post-hospitalisation environment (%)  
Home 69.1 

Unknown 10.5 
Nursing home 9.6 
Rehabilitation 4.4 

Other 4.2 
Other hospital 2.2 

Care dependency (%)  
Independent 25.3 

Mildly dependent 38.6 
Dependent 17.7 

Completely dependent 18.4 
Overall health status (%)  

Good 21.6 
Rather good 42.6 

Rather bad 28.2 
Bad  7.5 

Table 3. Participant Characteristics (n = 1,269) 

Additional analysis (Table A1, appendix II) showed differences based on gender. Men were on average 

younger (men: 63 years; women: 66 years; p = .002), were less likely to go home (men: 66.8%; women: 

71.3%; p < .001), had higher care dependency levels (men: 22.0%; women: 15.0%; p = .013), and had a 

lower general health status (rather bad health status of men: 32.0%; women: 24.7%; bad health status 

of men: 9.6%; women: 5.6%; p < .001). 

Hospitalized patients took on average six different medications at home and nine within the hospital. 

In 75.0% of the hospitalized patients, the transition from home to the hospital resulted in one or more 

changes in the medication schedule. The most frequent change was a new prescription in 84.5% of the 

patients, followed by an alteration in the brand name in 75.0% of the patients. Additional analysis of 

these results showed differences between the average amount of six medications taken by men and 

seven by women (p = .002). Furthermore, a correlation between the age and the amount of 

medications taken before hospitalization and during hospitalization, respectively r = 0.276 and r = 

0.232, was found (p < .001).  

Tables 4 and 5 show details on the medication management characteristics at both ward and patient 

level. Out of 56 wards, 10 wards (17.9%) had a procedure for self-administration of medication during 

hospitalization; only four wards (7.1%) had a screening tool to assess patients’ competence to self-
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administer their medication during hospitalization. On 37 wards (74%), some patients used medication 

brought from home during hospitalization. In half of the included wards (55.4%), less than 20% of their 

patients stored their medication in their own room. These medications were most frequently stored 

in the patients’ cabinet (64.3%), inside the regular medication package (62.5%), and inside a 

medication tray belonging to the patient (44.6%). 

Medication management characteristics at level of the ward (n = 56)  

Presence of SMM procedure* (%) 17.9 
Presence of screening tool for SAM* (%) 7.1 
Use of home medicines during hospitalisation (%) 74.0 
Storage of medicines in the patient room (%)  

No storage   8.9 
< 20% of the patients 55.4 

20 – 50 % of the patients 16.1 
51 – 80 % of the patients 10.7 

> 81% of the patients 8.9 
Way of storing medicines in the patient room (%) a  

Closet of the patient in the patient room  64.3 
Medicine package 62.5 

Medicine box 44.6 
Safe of the patient in the patient room 7.1 

Note: SAM = self-administration of medication.  
a Multiple answers were allowed. 

Table 4. Medication management characteristics at level of the ward  

 

Medication management characteristics at level of the patient (n = 1,091)  

Number of medicines taken before hospitalisation (n= 1091) (mean [range]) 6.4 [0-30] 
Number of medicines taken during hospitalisation (mean [range]) 9.2 [0-34] 
Changes in medicines caused by hospitalization (n= 1119) (%) a  75.0 

a Multiple answers were allowed. 

Table 5. Medication management characteristics at level of the patient 

3.4.2 Prevalence of self-administration of medication 

Self-administration of medication was considered in 25.0% of the hospitalized patients (n= 300). The 

decision-making process of allowing self-administration of medication was a generally shared 

endeavor. In 28.3% of cases the decision-making process was shared between the treating physician, 

the nurse, and the patient; in 26.3% of cases between the nurse and the patient; in 14% of cases 

between the treating physician and the patient; in 9% of cases between the nurse, treating physician, 

patient, and the patient’s family; and in 6% of cases between the treating physician and the nurse. 

Hospital pharmacists were only involved in 0.1% out of 300 decisions. The general practitioners, 

providing the general medical treatment for the patient at home, were not involved.  

Of 1,269 patients, 278 (22%) self-administered at least one medicine during hospitalization, with a 

maximum of 16 different self-administered medications and an average of 4 medications. On average 

patients took 13.1% of their total amount of medications in self-administration (ratio self-administered 

medications/number of medications taken during hospitalization). Moreover, 13.8% of the patients 

self-administered at least 50% of the total amount of prescribed medication, and 5.8% of these 

patients self-administered 100% of the total amount of prescribed medication. The majority of self-

administered medications were oral medications (83.5%) and inhalation therapy (7.7%). The most 
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frequently self-administered medications were grouped by the nervous system (23.3%), the 

cardiovascular system (21.7%), and the alimentary tract and metabolism (16.8%).  

The head nurses were asked to judge the ability of every patient to self-administer medication. They 

estimated that 40.9% of the patients would be able to fully self-administer (prepare and take 

medication independently during hospitalization) their medication, 20.8% would be able to only self-

administer their medication if their medications were prepared by the nurses at the ward, and 38.3% 

would still be fully dependent on the nursing staff for their medication management during 

hospitalization. 

3.4.3 Reasons for prohibiting or allowing self-administration of medication 

Nurses indicated multiple reasons for prohibiting or allowing self-administration of medication for 

each patient. Reasons for prohibiting self-administration of medication were: procedures not allowing 

self-administration (56.3%), the health status of the patient (31.4%), and the caregiver’s opinion on 

self-administration of medication (24.2%). Factors for allowing patients to self-administer their 

medication were: the patients’ mental status (84.8%), the patients’ motor skills (82.2%), the patients’ 

ability to express themselves (82.2%), the patient was already self-administering medication at home 

(82.2%), and the patients’ ability to ask for advice concerning their medication (80.8%; Table A2, 

appendix II).  

Self-administration of medication was not considered in 78.1% of those patients who did not self-

administer medication (n = 967). 

3.4.4 Organizational characteristics and patient-related characteristics associated with 

self-administration of medication 

In order to evaluate whether organizational characteristics influenced the prevalence of self-

administration, the percentage of self-administering patients on different types of wards and wards 

with and without a procedure were compared. This comparison showed a difference between surgical 

short-stay wards (81.2%), psychiatric wards (32.1%), surgical wards (22.1%), medical wards (16.9%), 

rehabilitation wards (9.7%), and geriatric wards (5.6%; p = .037). The presence of a procedure for self-

administration of medication did not influence the percentage of patients self-administering 

medication.  

To evaluate whether patient-related characteristics were associated with self-administration of 

medication, patients who self-administered at least 50% of their total amount of medications were 

considered as self-administering patients. As shown in Table 5, self-administration was related to 

gender, care dependency level, general health status, place of stay before admission and after 

discharge, and age. Patients who were self-administering their medication during hospitalization were 

more frequently female (16.7% women vs. 10.8% men, p = .003) and on average younger (self-

administering patients: 52.7 years; non self-administering patients: 66.4 years; p < .001). A lower level 

of care dependency and a better general health status corresponded with patients self-administering 

medication more often (respectively 20.3% and 20.3%, compared to 2.4% and 2.5%; p < .001). Patients 

living at home before hospitalization self-administered their medication more often (16.0%) compared 

to patients with other admission sources (7.3%; p < 0.001). Also, patients returning home after 

hospitalization self-administered their medication more often (17.5%) compared to patients with 

other discharge destinations (5.4%; p < .001). Besides patient characteristics, changes in medication 

use were related to self-administration of medication. Changes in the home medication schedule 

negatively influenced the prevalence of self-administration (23.7% if medication schedule was not 

changed compared to 10.9% if medication schedule was changed; p < .001). Patients self-administering 
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medication took a lower amount of different medications during their hospitalization and before 

admission compared to the not self-administering group (respectively, 6.5 at the hospital and 5.5 at 

home compared to 9.9 at the hospital and 6.6 at home; p < .001 and p = .005).  

The multivariate analysis of the above-mentioned variables (see Table 6) resulted in a model explaining 

30.3% of the variance (p < .001). In this model, being a woman resulted in 55% more chance to self-

administer (relative risk [RR] = 1.55; 95% confidence interval [CI] [1.03–2.31]). Also, self-administration 

of medication was associated with lower care dependency levels, and a better general health status 

(respectively, RR = 3.42; 95% CI [1.71–6.84] and RR = 3.70; 95% CI [1.85–7.39]). If changes were made 

in the patients’ home medication schedule, this resulted in a decrease of 51% to self-administration of 

medication during hospitalization (RR = 0.49; 95% CI [0.32– 0.73]). For each year of age increased, the 

odds of self-administering medication decreased with 3.0% (RR = 0.97; 95% CI [0.96–0.98]). Each extra 

medicine taken during hospitalization resulted in 17.0% less self-administration of medication (RR = 

0.83; 95% CI [0.77–0.89]). Compared to the medication taken at home, each extra medicine taken at 

home before hospitalization resulted in 16.0% increase of self-administration medications (RR = 1.16; 

95% CI [1.08–1.25]). 

Factors related to self-administration 
of medication 

Univariate  
(n= 1269) 

Multivariate b 
(n= 1250) 

  % c p-value RR [CI 95%] RR [CI 95%] 

Sex     
 Female 16.7 0.003 1.65 [1.19-2.30] 1.55 [1.03-2.31] 
 Male 10.8  ref ref 
Care dependency     
 Independent -mildly dependent  20.3 <0.001 10.19 [5.46-19.00] 3.42 [1.71-6.84] 
 (Completely) dependent 2.4  ref ref 
Health status     
 (Rather) good 20.3 <0.001 10.14 [5.44-18.90] 3.70 [1.85-7.39] 
 (Rather) bad 2.5  ref ref 
Pre-hospitalisation environment     
 Home 16.0 <0.001 2.43 [1.52-3.87] / 
 Other 7.3  ref  
Post-hospital environment     
 Home 17.5 <0.001 3.70 [2.30-5.93] / 
 Other 5.4  ref  
Changes in home medicine scheduled     
 Yes 10.9 <0.001 0.40 [0.28-0.56] 0.49 [0.32-0.73] 
 No 23.7  ref ref 

  Meane    

  Yes No p-value RR [CI 95%] RR [CI 95%] 

Age (year) 52.7 66.4 <0.001 0.96 [0.96-0.97] 0.97 [0.96-0.98] 
Number of medicines taken during 
hospitalisation  

6.5 9.9 <0.001 0.85 [0.81-0.88] 0.83 [0.77-0.89] 

Number of medicines taken before 
hospitalisation  

5.5 6.6 0.005 0.95 [0.91-0.99] 1.16 [1.08-1.25] 

Note. CI = confidence interval; ref = reference; RR = relative risk; / = these variables were not included in the 
model. a Self-administration of medication; this concerned patients self-administering ≥ 50% of their 
medications. b R² (Nagelkerke) = 0.303; p value of the model <.001. c Proportion of patients self-administering 
medication. d Changes in the home medication schedule of the patient caused by hospitalization. e Mean value 
of self-administering or not self-administering patients. 
 

Table 6. Influence of patient- or medication-related characteristics on self-administration of 

medication: logistic regression analysis 
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3.5 Discussion 

In Flemish hospitals, 22% of the patients self-administer at least one medicine. Nurses judged 40.9% 

of the hospitalized patients would be able to fully self-administer (prepare and take medication 

independently during hospitalization) their medication. These findings show that far more patients 

would have been able to self-administer their medication during hospitalization.  

The study sample was representative for patients hospitalized in Flemish hospitals, as all patients of 

57 participating wards were included. The sample was obtained by interviewing head nurses. 

Interviewing the head nurse (or representative) provided data on all patients, in order to be able to 

include all patients, independent of physical or mental status, and for practical reasons.  

Self-administering patients were on average younger and female, and had a lower number of different 

medications per day before hospitalization and during their hospital stay. More often, they came from 

their own home environment and returned there after discharge. Self-administering patients had a 

better general health status and lower care dependency levels. Other research involving a population 

of patients who did not self-administer medication during hospitalization showed that patients under 

60 years of age had a significantly greater desire to self-administer their medication in hospital, 

compared to patients over 60 years of age (Deeks & Byatt, 2000). Combined with the rationale to 

prohibit or allow self-administration of medication, these results described the type of patient who 

could possibly self-administer medication. These results should be used in further research on 

developing a screening tool to assess patients’ competence to self-administer medication.  

Although self-administration of medication was allowed and decisions concerning this topic were 

made, only 17.9% of the wards had a procedure for self-administration and only 7.1% of the wards had 

a screening tool to assess patients’ competence to self-administer their medication during 

hospitalization. These data confirm the need for a uniform protocol and a uniform screening tool to 

assess patients’ appropriateness to self-administer their medication. The differences in the progress 

of implementing self-administration in hospitals was also reported in an audit performed by the NHS, 

which provides health care for all U.K. citizens, in different NHS Trusts (London Audit Commission, 

2001). A clear policy and protocols on self-administration are required in case of hospital accreditation. 

For example, the Joint Commission International (JCI) has set a standard on Medication Management 

and Use (MMU), or to be precise “Standard MMU.6.2 policies and procedures govern medications 

brought into the hospital for patient self-management or as samples.” Moreover, JCI allows self-

management if this is governed by policies and procedures (JCI, 2013).  

A policy for self-administration of medication for inpatients is necessary. This policy should consist of 

a procedure on self-administration of medication during hospitalization; an assessment to decide 

whether patients are appropriate to self-administer medication; an observation tool to monitor 

medication adherence while self-administering medication; and support for both patients who need 

to self-administer medication and caregivers who support patients while self-administering (e.g., 

patient education). In an attempt to provide a facilitating context for self-administration of medication, 

a clear social and legal context should be provided, for example, responsibility in case of errors and 

delivery of medication. Legal concerns on self-administration of medication should be addressed in 

order to prevent the promotion of self-administration of medication to be problematic. A shared 

decision on allowing or prohibiting self-administration of medication has to be made. This decision has 

to be made in consultation between physicians, nurses, and patients, but also with the hospital 

pharmacist. Hence, the provision of medication remains the responsibility of the hospital pharmacists 

in active cooperation with the nurses who administer medication (Royal Decree, 1991). The 

involvement of hospital pharmacists during this study was practically nonexistent. Self-administration 
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of medication requires an integrated multidisciplinary approach to ensure that patients maximize the 

benefits from their medication. 

Another important factor in providing a facilitating context for self-administration concerns the 

approach of possible barriers for implementation, for example, possibly adapting the current 

medication management system, considering what schedule of drugs can be allowed, how and where 

to safely store self-administered medication, etc. Because of the significant impact of self-

administration of medication on health care, the term “self-administration” might not be wide enough. 

Therefore, we suggest the term “self-management of medication,” which includes a broader range of 

aspects: protocol, screening tool, observation tool, multidisciplinary approach, and social and legal 

context. Furthermore, self-management of medication demands not only that the patient administers 

medication, but demands more patient engagement.  

Self-management of medication will affect the daily nursing practice. Rather than preparing and 

administering medication, nurses will be providing more person-centered care, thereby allowing more 

self-management of patients during hospitalization. The activity of preparing and administering 

medication will be partly replaced by the assessment of patients’ competence or appropriateness 

concerning self-management of medication, supporting and providing education concerning 

medication, and evaluating the possibility of self-management of medication during the entire hospital 

stay. 

3.6 Conclusions 

During this study, 22% of the hospitalized patients self-administered at least one medicine during 

hospitalization. Although self-administration of medication was allowed, only 17.9% of the wards had 

a procedure for self-administration of medication during hospitalization and 7.1% of the wards had a 

screening tool to assess patients’ competence to self-administer medication. Self-administering 

patients were on average younger and female, and had a lower number of different medications per 

day before and during hospitalization. These patients had a good health status, and were independent 

to mildly dependent on nurses on the ward. 
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4 Self-management of medication during hospitalisation: Healthcare providers’ 

and patients’ perspectives 

 

This chapter has been published as:  

Vanwesemael, T., Boussery, K., Manias, E., Petrovic, M., Fraeyman, J., & Dilles, T. (2018). Self-management of 

medication during hospitalisation: Healthcare providers' and patients' perspectives. J Clin Nurs, 27(3-4), 753-

768. doi:10.1111/jocn.14084 

4.1 Abstract 

Aims and objectives 

To explore healthcare providers’ and patients’ perspectives on self-management of medication 

during the patients’ hospital stay. 

Background 

Self-administration of medications relates to the process in which hospitalized patients—

instead of healthcare professionals—prepare and consume medications by themselves. 

Literature suggests possible advantages of medication self-management such as increased 

patient satisfaction, adherence to pharmacotherapy and self-care competence. 

Design 

A qualitative descriptive study design was adopted, using semi-structured interviews and  

qualitative content analysis to examine data. 

Methods 

Six physicians, 11 nurses, six hospital pharmacists and seven patients were recruited from one 

regional hospital and two university hospitals, situated in Belgium. Interviews were conducted 

between October 2014–January 2015. 

Results 

Strengths of medication self-management were described by participants, relating to benefits 

of self-management for patients, time-saving benefits for nurses and benefits for better 

collaboration between patients and healthcare providers. Weaknesses were also apparent for 

patients as well as for nurses and physicians. Opportunities for self-management of medication 

were described, relating to the organisation, the patient and the process for implementing 

self-management. Threats for self-management of medication included obstacles related to 

implementation of self-managed medications and the actual process of providing medication 

self-management. A structured overview of conditions that should be fulfilled before allowing 

self-management of medication concerned patient-related conditions, the self-managed 

medication and the organisation of self-management of medication. 

Conclusions 

This study provides new insights on the strengths, weaknesses, opportunities and threats from 

the perspectives of key stakeholders. Interpretation of these findings resulted in an overview 

of adaptations in the medication management process to facilitate implementation of self-

management of medication. 

Relevance to clinical practice 

A medication management process for self-management of medication was proposed. Further 

interventional studies are needed to test and refine this process before implementing it in daily 

practice. 
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4.2 Introduction 

In hospitals, there has been a shift from a paternalistic approach, in which a patient receives health 

care in a passive way, towards an approach in which the patient becomes an active partner in health 

and disease management (Barlow, Wright, Sheasby, Turner, & Hainsworth, 2002; Trappenburg et al., 

2013). Approaching patients as active partners is supported by the World Health Organization, as 

demonstrated by the Framework on Integrated People-Centred Health Services and the Orem Self-

Care Theory (Meleis, 2012; Orem, 2001; WHO, 2016). An example of providing and enhancing active 

participation of patients in hospitals is allowing and supporting self-management. 

As defined by Huber et al. (2011), health is “the ability to adapt and self manage in the face of social, 

physical, and emotional challenges”. In contemporary society, self-management is a major way in 

which individuals can actively be involved in their healthcare regimen. Trappenburg et al. examined 

determinants of self-management by undertaking pooled evidence of studies of patients with chronic 

heart failure, hypertension, asthma, chronic obstructive pulmonary disease (COPD), type 2 diabetes 

mellitus, musculoskeletal pain and patients taking oral anticoagulation. They found that self-

management positively affected a variety of outcomes, such as clinical outcomes, quality of life, self-

management behaviour and reduced healthcare costs (Trappenburg et al., 2013). This study focused 

on self-management of medications, which is one component of self-management. 

 

 

 

 

 

 

 

 

 

4.3 Background 

Self-administration of medication relates to the process in which patients prepare and consume 

medications themselves rather than a health professional taking on this role. Self-administration of 

medication in hospital was first mentioned in the literature in 1959, and it 

has been studied internationally for many years (Parnell, 1959; Richardson, Brooks, Bramley, & 

Coleman, 2014; Wright, Emerson, Stephens, & Lennan, 2006). Compared to self-administration of 

medication, self-management of medication includes more than allowing the patient to perform the 

act of self-administering medication. Selfmanagement of medication in hospital includes a broader 

range of activities such as patient education about medication, and monitoring patients while self-

managing their medication (Vanwesemael, Van Rompaey, Petrovic, Boussery, & Dilles, 2017). 

Literature suggests that self-administration of medication provides some advantages over 

administration of medication by nurses, such as increased patient satisfaction and improved 

adherence to pharmacotherapy and self-care competences. Results on the impact of medication 

administration errors (MAEs) are not conclusive. Studies on the prevalence and the causes of MAEs in 

What does this paper contribute to the wider global clinical community? 

• This study provides new insights on the strengths, weaknesses, opportunities and 

threats regarding self-management of medication from the perspectives of patients, 

nurses, physicians and hospital pharmacists. 

• The study findings show lack of clarity concerning prerequisites for the 

implementation of medication self- management in hospital. Therefore, this study 

provides a medication management process for self-management of medication in 

hospital to facilitate implementation in daily practice. 

• The suggested medication management process for self-management of medication 

should be validated during future research in order to facilitate its use in daily practice. 
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hospitals indicate that the prevalence of errors is high (8.6%–28.3%), and multiple systems factors 

influence this prevalence (Keers, Williams, Cooke, & Ashcroft, 2013a,b). Studies on self-administration 

MAEs lack methodological rigour; therefore, more experimental studies are needed (Barnason, 

Zimmerman, Hertzog, & Schulz, 2010; Richardson et al., 2014; Tran, Elliott, Taylor, & Woodward, 2011; 

Wright et al., 2006). 

A cross-sectional multicentre observational study of Belgian hospitals showed that 22% of the 1269 

patients did self-administer at least one medication during their hospitalisation. Nurses stated that 

41% of the hospitalised patients would have been able to selfadminister their medication during their 

hospital stay. Only few wards had a procedure or screening tool to assess the competences of the 

patients to self-administer their medication. None of the wards had a validated procedure 

(Vanwesemael et al., 2017). A national survey of inpatient medication systems in English National 

Health Service (NHS) hospitals by McLeod, Ahmed, Barber, and Franklin (2014) concluded that 39% of 

the hospitals had a self-administration of medication policy (n = 100). 

In Belgium, it is legally possible to allow self-management of medications in hospital. Yet, this has to 

be registered in the patients’ personal medical file, and it has to be clearly defined which medications 

the patient self-manages and which are administered by nurses. During hospitalisation, healthcare 

providers have a “duty of care” and a “duty of surveillance.” If problems concerning medication arise, 

these have to be registered in the patients’ personal medical file. The treating physician is responsible 

for allowing and evaluating self-management of medication (Care inspection of the Flemish division of 

Wellbeing, Public Health and Family, personal communication, October 2015). The London Audit 

Commission encouraged self-management of medication in hospital by patients, and described it as a 

quality standard and a target for medicines management in their report on medicines management in 

NHS hospitals (London Audit Commission, 2001). Recently, Palmer, Finnegan and Darko published a 

guideline for patient self-administration of medication during hospitalization (Palmer, Finnegan, & 

Darko, 2014). 

In order to increase the implementation of self-management of medication, it is necessary to have an 

insight into the perspectives of stakeholders concerning this topic. At the moment, it is unclear how 

various aspects of self-management of medication are managed in different hospitals, and the factors 

that facilitate or impede implementation. Furthermore, there is a relatively small body of evidence 

that addresses the opinions of key stakeholders including patients, nurses, physicians and hospital 

pharmacists. Nevertheless, they remain key stakeholders and are a crucial factor in implementing self-

management on a daily basis in practice. Hence, the aim of this research was to explore healthcare 

providers’ and patients’ perspectives concerning self-management of medication in hospital. 

4.4 Methods 

4.4.1 Design 

A qualitative descriptive research design was used. This type of research design was appropriate, 

because as described by Sandelowski this design is “especially amenable to obtaining straight and 

largely unadorned (e.g., minimally theorized or otherwise transformed or spun) answers to questions 

of special relevance to practitioners and policy makers.” This design was adopted to explore healthcare 

providers’ and patients’ perspectives concerning the strengths, weaknesses, opportunities and threats 

of self-management of medication during patients’ hospitalisation (Sandelowski, 2000). 

4.4.2 Sample 

We sought to capture many different perceptions on self-management of medication and therefore 

used a purposive sampling strategy (Palinkas et al., 2015; Patton, 2002). Under the assumption that 
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there would be differences in medication management, procedures or protocols, we recruited one 

regional private hospital (451 beds), one public university hospital (1,061 beds) and one private 

university hospital (573 beds) in Belgium. All hospital management teams consented to participate. 

The following wards were excluded because of limited opportunities for self-management of 

medication: paediatrics, maternity, palliative care units, emergency departments, intensive care units, 

operation rooms and day hospitals. 

Healthcare providers were selected after consultation with the director of nursing. Inclusion criteria 

for healthcare providers consisted of individuals who were directly involved in the management of 

patients’ medication and were employed as a nurse, physician or hospital pharmacist. To obtain as 

many physicians and nurses with different specialties as possible, no more than two healthcare 

professionals from the same speciality were included from each hospital. With respect to gender 

parity, both male and female healthcare providers were included. Exclusion criteria comprised nurses, 

physicians or hospital pharmacists who were not directly involved in the management of patients’ 

medication or who were temporarily employed health professionals. 

In consultation with the head nurse or representative, potential patients were identified for the study. 

Patients were included if the following inclusion criteria were fulfilled. Patients had to be admitted to 

wards that were involved in the study, were aged older than 18 years and were mentally and physically 

able to articulate an opinion about the topic, as assessed by the head nurse. To obtain patients from 

different wards, no more than one patient per ward was included. Exclusion criteria comprised patients 

who were physiologically or mentally unstable. 

We aimed to obtain a diverse sample of healthcare providers and patients by recruiting individuals of 

different age and situated in various settings. Data collection of new participants was ceased when no 

new themes arose from the interviews, and as such, saturation was reached. This process was assessed 

during the process of data analysis and after reflection with one co-author. Data collection and analysis 

therefore occurred in parallel with each other. 

4.4.3 Topic guide 

The topic guide was based on a literature review and a pilot study. First, a review of literature was 

undertaken on self-management of medication, with particular reference to possible strengths, 

weaknesses, opportunities and threats of self-management of medication. This process resulted in a 

topic guide with four questions (Box 1, questions 1–4). Afterwards, the semi-structured interview 

schedule was pilot-tested for comprehensibility. This test was conducted with three nurses, three 

patients and a hospital pharmacist. The questions were found to be clear and comprehensible. 

Interviews were conducted in Dutch. Additional information was collected on the gender and type of 

ward or healthcare discipline for healthcare providers and on the gender and hospital ward for 

patients. 

4.4.4 Data collection 

Data were collected using a semi-structured interview approach. The interviews were conducted in 

Dutch, between October 2014–January 2015, and a topic guide was used (see Box 1). The interviews 

were audio-recorded and conducted by one member of the research team. All interviews took place 

in a quiet room in the hospital ward. If necessary, terms such as opportunities or threats were 

explained. Strengths were described as characteristics of self-management that provide advantages, 

and weaknesses were described as characteristics of self-management that provide disadvantages. 

Opportunities were described as characteristics that make self-management possible, while threats 

were described as characteristics that make self-management impossible. 
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4.4.5 Data analysis 

The interviews were transcribed verbatim by the interviewer. The data were managed using the NVivo 

10 program and undertaking a qualitative content analysis (Hsieh & Shannon, 2005). For each group, 

nurses, hospital pharmacists, physicians and patients, data were repeatedly read to obtain 

familiarisation. For each healthcare discipline group, several codes emerged out of the data. These 

codes were clustered in line of the research question: strengths, weaknesses, opportunities and threat 

(SWOT). Because of a large amount of different codes for the SWOT grouping, codes were assigned to 

categories, resulting in meaningful clusters, for example, benefits for patients. To increase the 

trustworthiness, each step of the analyses was discussed with a co-author (Vaismoradi, Turunen, & 

Bondas, 2013). A language editing service performed the translations of the quotations. 

4.4.6 Ethical considerations 

Before the commencement of this study, the Ethics Committee of the University Hospital of Antwerp 

provided approval (reference B300201422410). Each participant signed informed consent, agreeing 

the interview was audio-taped. Participation was voluntary and confidentiality was assured for all 

participants of interviews. Participants were informed that they could withdraw from the study at any 

time. 

4.4.7 Rigour of the research process 

To obtain rigour during the data collection process, the first author conducted all interviews with 

participants to ensure consistency of approach. All interviews were conducted using a semi-structured 

topic guide. To obtain rigour during the data analysis, the data transcripts were read several times. To 

increase the trustworthiness, each step of the analyses was discussed with one co-author. Any 

disagreement was resolved through discussion. 

4.5  Results 

4.5.1 Population 

A total of six physicians, 11 nurses, six hospital pharmacists andseven patients were interviewed.  Table 

7 shows more details on the sample who has been interviewed. The interviews ranged from 8– 42 min. 

On average, an interview with a physician took 24 min [range 20–29 min], a nurse took 25 min [range 

19–43 min], a hospital pharmacist took 25 min [range 19–29 min] and a patient took 12 min [range 8–

20 min]. 

Box 1 Main questions from the topic guide 

1. What would be the strengths for patients or healthcare providers (doctors, nurses, 

hospital pharmacists) if patients self-manage their medication while in hospital? 

2. What would be the weaknesses for patients or healthcare providers (doctors, nurses, 

hospital pharmacists) if patients self-manage their medication while in hospital? 

3. Which threats are present for patients or healthcare providers to self-manage 

medication while in hospital? 

4. Which opportunities are present for patients or healthcare providers to self-manage 

medication while in hospital? 

5. Which conditions should be fulfilled before you would allow self-management of 

medication? 
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Table 7. Characteristics of the interviewed groups per hospital 

4.5.2 Strengths of self-management of medication 

Healthcare providers and patients believed that self-management of medication could have a number 

of strengths. These strengths were subdivided into three main themes: benefits for patients, benefits 

for nurses and benefits for collaboration (see Table 8). 

 

Characteristics (n= 30) Hospital 1 Hospital 2 Hospital 3 

 Hospital characteristics    
 Type of hospital regional private  

hospital 
private university 

hospital 
public university 

hospital 
 Number of hospital beds 451  573  1061  
     
 Codes interviewed groups * 

Specialty area 
   

 Patients P1, P3, P4 
gastro-oncology, 

pulmonology-nephrology, 
general surgery 

P5, P7 
gastroenterology, 

cardiology-nephrology 

P6, P8 
endocrinology 

nephrology 

 Nurses N1 - N4 
pulmonology-nephrology, 

gastro-oncology, 
geriatrics, 

general surgery 

N5 - N8 
gastroenterology, 

geriatrics, 
cardiology-nephrology, 

geriatrics 

N9 - N11 
endocrinology, 

nephrology, 
neurology 

 Treating physicians TP1 - TP3 
pulmonologist, 

geriatrician, 
endocrinologist 

TP4 
 geriatrician 

TP5, TP6 
cardiologist, 
nephrologist 

 Hospital pharmacists HP1, HP2 
 hospital pharmacy 

HP3, HP4 
 hospital pharmacy 

HP5, HP6 
 hospital pharmacy 

     
 Patients    
 Male 0 0 1 
 Female 3 2 1 
 Nurses    
 Male 0 0 1 
 Female 4 4 2 
 Treating physicians    
 Male 2 1 1 
 Female 1 0 1 
 Hospital pharmacists    
 Male 1 0 2 
 Female 1 2 0 
     
 Duration of the interviews (minutes, mean, SD)   
 Patients 13 [9-20] 12 [11-13] 11 [8-13] 
 Nurses 23 [19-29] 27 [19-43] 27 [20-32] 
 Treating physicians 24 [20-28] 29 23 [18-27] 
 Hospital pharmacists 29 [29-29] 22 [19-24] 24 [20-28] 
 
P: patient, N: nurse, TP: treating physician, HP: hospital pharmacist. 
* For each person in each group an individualised code was used. 
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Strengths of self-management of medication  Stated by  

Benefits for patients 
Nurses Hospital 

pharmacists 
Physicians Patients 

- continuing the medication management routines from home 
whilst in hospital 

x x x x 

- enhancing medication adherence x x x x 
- practicing their therapy in a controlled hospital environment x x x x 
- practicing medication will result in a better therapeutic 

adherence after discharge 
 x x  

- practicing medication will result in an increased patient 
confidence towards medication management before 
discharge 

x    

- increased medication knowledge caused by education and 
independency training 

x x   

- patients would feel more autonomous and independent x x x x 
- increased patient satisfaction   x  
- patients can let go of the roll of controlling nurses of 

administering medication correct 
   x 

- patients can control their medication intake and therefor have 
full control on their health/illness 

   x 

- safer medication management  x  x x 

Benefits for nurses 
    

- self-management of medication is time-saving for nurses 
because patients do prepare and administer medication 
themselves  

x x x  

- self-management of medication is time-saving for nurses 
because nurses do not need to be unnecessary bothered 
by patients concerning medication 

   x 

Benefits for collaboration 
    

- improved communication between physicians and 
nurses/patients, concerning changes in medication 
schedules 

x    

- improved relationship between patients and the health care 
providing team caused by self-management  

 x x  

 

Table 8. Strengths of self-management of medication 

4.5.2.1 Benefits for patients 

In general, healthcare providers mostly reported the same benefits as patients. One benefit was the 

possibility of continuing the medication management routines from home while in hospital. This 

process allowed patients to take their medication at exactly the same time as they were used to at 

home. Participants were convinced this approach would also enhance medication adherence:  

Well, if I could self-manage my medication during hospitalisation, I can just take my medication as I am 

used to do so at home, at exactly the same time as I am used to. Patient 3 

Because we often see that if we prescribe something we then have feedback from the patient saying 

‘no, I take that one in the evening’; we obviously know that we give it at another time and that causes 

resentment, perhaps too strong a word, as the patients do speak to us about it. So that obviously needs 

to change. If they administer it themselves then they can take it at the same time as they do at home. 

Physician 3 
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And they can self-administer medication as they are used to doing, as opposed to the nurse giving it. 

Then it is at exactly 8 o’clock, while on the ward not so much attention is paid to medication that really 

should be taken on an empty stomach. Nurse 3 

All healthcare providers and patients stated that it would be beneficial for patients to practise their 

self-management programme during their hospital admission, in a controlled environment. From the 

perspective of physicians and hospital pharmacists, medication adherence after discharge might 

improve because of supervision of medication intake and independency training within self 

management of medication during admission. Both nurses and hospital pharmacists believed 

education and supervised training while self-managing medication could increase patients’ knowledge 

about medication. Furthermore, nurses stated that patients who already tried to self-manage their 

medication therapy in hospital could be more confident concerning their medication management 

before discharge:  

. . . as you also have to do at home (self-manage medication); you have to be able to before you can go 

home. Patient 6 

. . . a patient who gets it wrong at home will also get it wrong here. A patient who gets it correct at 

home will probably also get it correct here. . . . If the patient is doing it wrong, then this is possibly an 

opportunity to educate the patient by saying, look, you would be better taking that medication in the 

evening or you would be better taking it twice a day. That is in fact also the time to correct things. 

Hospital pharmacist 5 

I think that for the patient there is certainly an advantage in learning about our medication, certainly 

if new medication is started in the hospital because afterwards the patient is allowed home and has to 

self-administer it there as well. Hospital pharmacist 1 

Healthcare providers and patients were convinced that patients would feel more autonomous and 

independent, and patient satisfaction would increase when given the opportunity to self-manage 

medication. Moreover, patients emphasised the benefit of being in control of their own medication.   

Patients indicated that full medication management by nurses resulted in constant questioning from 

patients about when and which types of medication would be administered by nurses. In case of self-

management, this approach was not considered a burden, as patients were able to fully control their 

medication. They felt that they could be sure that they took the right medication at the right time and 

felt more in control about their health: 

. . . the big advantage is that what people could do before, you hand back to them. In fact, this is about 

independence and autonomy, and respect for that autonomy. Nurse 6 

Also, because I have more control. Which they (nurses) give me, because as I have a lot of medication, 

it causes a lot of difficulties for the nurses, with, what is that now and what is that now. They have 

trouble understanding it while I know all about it. . . .if I am in charge I know that I have taken them 

correctly and yes, that gives me peace of mind. Patient 5 

. . . the empowerment, or a bit more emphasis given to the knowledge and experience of the patient 

means that people feel more involved and respected, and this possibly does give better patient 

satisfaction. Physician 3 

Another benefit for patients was suggested by patients, nurses and physicians. They stated that self-

management of medication would benefit the safety of patients. Patients recalled events involving not 

receiving medication or receiving the wrong medication from healthcare providers. Nurses confirmed 

that some patients had better medication knowledge, compared to nurses. They also emphasised that, 
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if medication was self-administered, it would be taken on time. An example involved a patient who 

had to take his Parkinson medication before breakfast: 

Yes, medication error. . . . In the morning, I had to ask twice where is my medicine, it is not here. That 

is why for this second hospitalisation I said, ‘I will keep my medicines with me’ I won’t hand them over, 

I will take them myself. Patient 3 

. . . a lot of studies show that many mistakes in medication administration in hospitals occur because 

so many steps have to be gone through. . . It may even be that self-management of medication will 

lead to fewer mistakes than via the hospital, so that is something that needs to be looked at. Physician 

3 

4.5.2.2 Benefits for nurses 

Healthcare providers and patients also perceived the time-saving aspect of self-management as a 

benefit for nurses. Patients discussed that they did not want to unnecessarily bother nurses concerning 

medication and therefore believed that self-management would save nurses’ time. Healthcare 

providers indicated that self-management would lead to preparing and administering medication by 

patients themselves, which would also save time for other nursing tasks: 

If I can help the nurses with this so that they have less work, because they are so busy anyway. . . I also 

try and trouble the nurses as little as possible. Patient 6 

. . .if you don’t have to prepare all, or at least some of the medication, you have more opportunity to 

do other things. . . you also see that even if there are fewer patients on your ward. Nurse 3 

4.5.2.3 Benefits for collaboration 

Lastly, healthcare providers mentioned two benefits concerning collaboration between all 

stakeholders. Nurses suggested that self-management of medication would result in improved 

communication between physicians, nurses and patients concerning possible changes in the 

medication schedule. Hospital pharmacists and physicians also indicated that self-management would 

result in a better patient– healthcare provider relationship: 

Physicians often change medication and we sometimes forget to tell the patient. But if the patient self-

administers we are obliged to inform the patient. I think that that is an advantage for both the patient 

and the nurse. They are informed in the same way, directly from the physician. Nurse 10 

I think this (discussion about self-management of medication) opens more possibilities for improving 

the connection between the patient and the team, not patient and doctor but patient and care team. 

Physician 2 

4.5.3 Weaknesses of self-management of medication 

Weaknesses generally differed between healthcare providers and patients. Three main themes 

emerged from the data: disadvantages for patients, disadvantages for nurses and disadvantages for 

physicians. Physicians mentioned the most disadvantages (see Table 9). 
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Weaknesses of self-management of medication  Stated by  

Disadvantages for patients 
Nurses Hospital 

pharmacists 
Physicians Patients 

- possible misuse of self-managed medication   x x 
- medication could be stolen and abused by other patients   x  
- risk for medication errors because patients already take 

medication wrong at home and continue this in self-
management whilst in hospital 

 x   

- risk for medication errors    x  
- not getting the expected outcome of the therapy caused by 

medication errors 
  x  

- use of medicines formulary results in less recognisability of 
medication 

x x  x 

- other patients will be able to see the exact amount different 
medication when preparing 

   x 

- patients will receive both self-managed medication and 
medication administered by nurses 

  x  

Disadvantages for nurses 
    

- providing education results in a more time-consuming 
intervention compared to preparing medication by nurses 

x  x  

Disadvantages for physicians 
    

- responsible if medication errors occur during self-management    x  

 

Table 9. Weaknesses of self-management of medication 

4.5.3.1 Disadvantages for patients 

A disadvantage that physicians and patients agreed on was the possible abuse of self-managed 

medication. For example, patients that self-managed their medication could take an overdose of 

painkillers. Physicians also stated that self-managed medication could be stolen and abused by other 

patients: 

. . . how should I explain, maybe there are patients who take too much medication. I mean painkillers. 

. . . This might lead to an addiction, I would be rather careful. Patient 3 

Some types of medication might be very interesting for a specific type of patients. If you share your 

room with four other patients, and there is a box full of tranquilizers available. . . This might be stolen 

in some way! Physician 6 

Hospital pharmacists and physicians were concerned about the risks of medication errors. In particular, 

hospital pharmacists stated that patients, who already administered medication incorrectly at home, 

would continue this practice during self-management of medication in hospital. Physicians stated that 

there was a risk of medication errors occurring, and there was the possibility of not achieving the 

expected outcome of therapy because of these medication errors: 

Misuse of sleeping tablets, for example, is often a problem (in self-management of medication) and 

then you no longer have any oversight. Physician 6 

As patients needed to take medication from the hospital formulary, patients, nurses and hospital 

pharmacists questioned whether patients would be able to recognise generic alternatives of their 

home medications. Generic or brand alternatives might lead to confusion for patients who self-manage 

their medication: 
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That also means that the patient doesn’t recognise his medication as it normally has a pink hearted 

shape— something he needs to take for his heart—but now in the hospital it is, for example, no longer 

a pink pill but a white one. Nurse 9 

Another consequence of self-management of medication was mentioned by one patient. When 

removing medication from the container herself, other patients in the room could observe the exact 

amount of medication that she needed to take. She perceived the visibility of the act of preparing the 

medication herself as losing her privacy in hospital:  

They (fellow patients) also see that you are taking medication but everything is together in one 

container. But if you take it yourself . . . then it stands out more. That you are taking several pills or that 

you get them in a little container. Patient 3 

An additional disadvantage as voiced by physicians was the situation involving medications that were 

partially self-managed by a patient and partially administered by nurses as this change in responsibility 

could lead to confusion for the patient: 

I think that it is also difficult for a patient if he takes his pills from home . . . and then the nurse comes 

in and she gives another extra container of medication. Physician 6 

4.5.3.2 Disadvantages for nurses 

Nurses and physicians suggested that providing education during self-management of medication was 

a time-consuming intervention. Given the current working environment, nurses already lacked time 

during their shifts: 

The greatest disadvantage for care givers is that if the patient still has to be taught (to self-administer 

medication), it takes more time. Nurse 7 

In order to work patient centred, we need to have some resources to deliver this quality. At this 

moment, we are confronted with staff cut backs. We got the feeling we cannot deliver the quality we 

would like to. Nurse 6 

4.5.3.3 Disadvantages for physicians 

Also for physicians, one specific disadvantage was discussed. It was perceived that physicians would 

feel personally responsible, if medication errors occurred during self-management of medication. 

4.5.4 Opportunities for self-management of medication 

Many opportunities were discussed during the interviews (see Table 10). Because of their diversity, 

they were subdivided into opportunities related to the organisation, the patient and implementation. 
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Opportunities for self-management of medication  Stated by  

Opportunities related to the organisation 
Nurses Hospital 

pharmacists 
Physicians Patients 

- lockers are already available at the patient’s room x  x x 
- possibility to take medication everywhere in the hospital    x 
- a clear overview of self-managed medication and medication 

administered by nurses 
x    

- unit dose medication is provided at the hospital pharmacy  x   
- delivery of self-managed medication can be the same as 

medication administered by nurses 
 x   

Opportunities related to the patient 
    

- intrinsically motivated patients for self-management of 
medication 

x    

- patients sometimes know their medication better in comparison 
with the nurse or treating physician 

x x  x 

Opportunities related to the implementation 
    

- self-management of medication does already occur at their ward x x  x 
- a team of nurses who are willing to allow/implement self-

management of medication 
x    

- when self-administering medication health care providers 
already monitor medication intake 

   x 

- education before discharge is already provided  x  x 
- pharmacists assistants are possibly available to provide 

education 
   x 

 

Table 10. Opportunities for self-management of medication 

 

4.5.4.1 Opportunities related to the organisation 

An opportunity considered by patients, nurses and physicians was that bedside lockers were already 

available in the patient’s room. As such, medications could easily be locked up. This is, however, not 

the case in all hospitals. Patients also mentioned that it was possible to take medication in almost every 

room of the hospital. In addition, patients could retrieve water or coffee in their room and in every 

corridor. This retrieval would facilitate the intake of self-managed medication:  

As far as I know in every patient room there are lockers . . . why shouldn’t you keep medication in there? 

Physician 1 

If it is urgent (taking medication) then I take them with me. I can always get a glass of water here. 

Patient 1 

Some nurses stated that they did have a well-designed software application for medication self-

management. This software provided a clear overview of self-managed medication and medication 

administered by nurses. This is, however, not the case in all hospitals. Another opportunity for self-

management was the possible provision of unit dose medication at the hospital pharmacy. Hospital 

pharmacists also confirmed that the current logistic process for medication distribution could be used 

for patients that self-managed their medication: 

It is very noticeable (self-managed medication), it is obvious for anyone to see, it is a big red cross. 

Nurse 1 

That they (pharmaceutical companies) provide packaging that is all in dosage units. . . . A number of 

companies already do this, but not all. Hospital pharmacist 6 
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4.5.4.2 Opportunities related to the patient 

Two specific opportunities for self-management of medication were related to the patient. Nurses 

mentioned the presence of intrinsically motivated patients for self-management of medication. These 

patients already asked about the possibility to self-manage their medication. Patients, nurses and 

hospital pharmacists agreed that patients sometimes had better medication knowledge, compared to 

the nurse or the treating physician:  

For medication that the patient already knows and which the patient is in fact taking at home when he 

is admitted here for another operation or disease, then I can see advantages for the nursing staff of 

self-management of that medication. In that sense, the patient often knows all his (self-managed) 

medication better than the nurses or the treating physician, because it often involves something 

completely different to the disease for which he is being treated. Hospital pharmacist 1 

4.5.4.3 Opportunities related to the implementation 

Lastly, some opportunities directly related to the implementation of self-management of medication. 

Nurses, hospital pharmacists and patients emphasised that self-management of medication was 

actually being conducted on some wards. Moreover, some nurses stated that their team was already 

willing to allow and implement self-management of medication: 

Yes, they always give a good explanation about how you should do it (self-injection of insulin during 

hospitalisation). Patient 6 

Patients mentioned that when they self-managed their medication, healthcare providers already 

monitored their medication intake. Patients and hospital pharmacists also emphasised that education 

before discharge was already provided. One patient referred to the pharmacy assistants as an 

opportunity for providing education concerning medication, as they were present at the hospital 

pharmacy: 

So that (education) is, naturally, now partly done by the nurse, even if it is not self-managed it is 

nevertheless stated how I should take it and when and how after discharge from hospital. Hospital 

pharmacist 2 

She (pharmacy assistant) can also explain about (self-management of medication) before meals, after 

meals, yes that sort of thing. Patient 3 

4.5.5 Threats for self-management of medication 

Some threats for self-management of medication were expressed by healthcare providers. These 

threats concerned obstacles related to the implementation of self-managed medication and obstacles 

concerning the medication itself. In comparison with nurses, who stated many threats, hospital 

pharmacists and physicians stated fewer threats (see Table 11). 
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Threats for self-management of medication  Stated by  

Obstacles related to the implementation 
Nurses Hospital 

pharmacists 
Physicians Patients 

- absence of a clearly defined legal context in which 
responsibilities were determined 

x x x  

- assessing the patients’ competences in order to self-administer   x  
- changes in medication management routines and habits at the 

hospital 
x  x  

- current work environment and the limited time for both nurses 
and hospital pharmacists to educate patients  

x x   

Obstacles concerning medication 
    

- medication has to be provided from the present formulary  x x   
- the delivery of medication at the right time x x   
- changes in this medication schedule caused by medical 

examinations during hospitalisation  
x  x  

- a continuously changing or non-stable medication schedule x    
- a medication schedule with fragile medication or high risk 

medication 
x    

- the lack of medication program who allows to tick of one 
medicine at a time 

x    

- the lack of medication program who allows to show an overview 
of the medication schedule for the hospital pharmacist and 
other health care providers  

x x   

- the lack of a locker to safely hide the medication itself x    

 

Table 11. Threats for self-management of medication 

4.5.5.1 Obstacles related to the implementation 

Four obstacles were identified relating to the implementation of self-management of medication. A 

much-debated obstacle during the interviews, and one about which all healthcare providers were 

unanimous about, was the absence of a clearly defined legal context in which responsibilities were 

determined. In addition, physicians also stated the challenge of how to decide who was able to self-

manage. A structured way of approaching this “selection” of patients of who were able to self-manage 

their medication was lacking: 

Surely it is important that everyone knows who is responsible and for what, and to what degree? And 

if the hospital pharmacist is involved . . . then procedures have to be established . . . a decision tree with 

which the patient has to comply, if it happens under these conditions it can be done. Hospital 

pharmacist 2 

Another obstacle concerned nurses’ and physicians’ worries about the adoption of other ways of 

approaching medication management. Changing the current fixed routine of medication management 

in hospital might be challenging. Moreover, nurses and hospital pharmacists perceived the current 

work environment and limited time as obstacles for educating patients during self-management of 

their medication: 

It is of course a completely different attitude and approach by care workers and will require another 

approach, another way of thinking. On one side, it will be time-saving for the nursing staff, on the other, 

they will have to give other information because something like this is different and it needs to be 

looked at differently. Physician 3 
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4.5.5.2 Obstacles concerning medication 

Other important threats for self-management of medication were some obstacles related to 

medication. During hospitalisation, it was mandatory that medication was delivered by the hospital 

pharmacy; therefore, patients would receive medication from the present medicines formulary of that 

specific hospital. It was also a well-known problem in hospital pharmacies to make sure that 

medication arrived on time on the wards. Hence, problems on stock shortages or rare medications 

were common: 

We work with the pharmacy which is not so efficient here . . . the medication arrives here but it is not 

always  on time. Nurse 5 

Other perceived obstacles related to the medication schedule. Many nurses stated that changes in the 

medication schedule could cause problems. These changes could be caused by medical examinations 

that implied adaptations in the medication schedule due to, for example, fasting before having surgery. 

Otherwise, changes could be linked to nonstable medication schedules, for example, patients on 

warfarin. Furthermore, nurses were worried about self-management of fragile or high-risk medication, 

for example, medication for kidney transplant patients: 

If a patient with acute heart failure deteriorates, his medication will be adjusted. The type of medication 

might also change during hospitalisation. If so, I think he cannot self-manage as long as his medication 

schedule is unstable. Nurse 7 

Medication for kidney patients is so delicate, so precise that they (care team) want to have it all in their 

own hands. We will rarely be able to put a red star next to a kidney patient [mark of self-management 

of medication]. Nurse 1 

Practically, there was a lack of a well-designed software application for self-management of 

medication. Healthcare providers believed this software would enable caregivers to tick off one self-

managed medication at a time, thereby providing a clear overview on which medication was self-

managed and which was managed by nurses. Also, it was perceived that this overview should be 

available for all nurses, physicians and hospital pharmacists involved in the patients’ care.  

In the end, not every hospital had lockers in their patient rooms in order to be able to lock away self-

managed medication. Therefore, in some cases, this was an obstacle for self-management of 

medication: 

Our electronic patient file also doesn’t lend itself to indicating: what is electronic, under individual 

control? We could put home medication completely under the individual’s control but then you can’t 

directly see what that patient is taking. Nurse 7 

4.5.6 Conditions for allowing self-management of medication 

Healthcare providers and patients mentioned important conditions for allowing self-management of 

medication. Hence, question 5 was added after the first three interviews (see Box 1). As shown in Table 

12, these conditions were subdivided into conditions related to the patient, the medication and the 

organisation. 
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Conditions for allowing self-management of medication Stated by  

Conditions related to the patient 
Nurses Hospital 

pharmacists 
Physicians Patients 

- patient already self-managed medication at home/before 
admission 

x x x  

- patient will self-manage medication after discharge x    
- patient is willing to self-manage medication whilst in hospital x    
- patient is willing to take his responsibility during self-

management 
  x  

- patient’s mental and physical condition is adequate x x x x 
- patient needs to have knowledge about the self-managed 

medication 
  x  

Conditions related to the medication 
    

- patient needs to take low risk medication   x  
- patient does not take to many different types of medication   x  
- patient cannot self-administer intravenous, intramuscular or 

subcutaneous medication 
x    

Conditions related to the organisation of self-management of 
medication 

    

- presence of a clear legal context with defined responsibilities in 
case of self-management of medication 

x x x  

- an overview of both self-managed medication as medication 
administered by nurses for every health care provider 

x x x  

- a medication review of both self-managed medication as 
medication administered by nurses  

x x x  

- a monitoring system for the medication intake of patients self-
administering 

x x x x 

- ability to lock away self-managed medication x x x x 
- an agreement concerning self-managed medication logistics 

e.g. supply of stock at the patient room, correct 
preservation and labelling of medication 

x x x  

- if the medication schedule has been changed, health care 
providers and patients have to be notified 

x    

 

Table 12. Conditions for allowing self-management of medication 

4.5.6.1 Conditions related to the patient 

The anticipated conditions that patients had to meet were very clear; the patient had to be self-

managing at home before and after hospitalisation, had to be willing to self-manage medication while 

in hospital and had to be able—mentally and physically—to self-manage medication. In addition to 

these conditions, patients had to take their part of the responsibility, and they should have knowledge 

on the self-managed medication. Not only did patients’ characteristics have to be evaluated, but also 

the type, the amount of different medication and the administration route of the medication had to 

be identified. 

4.5.6.2 Conditions related to the medication 

Physicians and nurses cited some prerequisite requirements that medication had to meet. Self-

managed medication had to be low-risk medication, patients should not self-manage too many 

different types of medication, and patients could not self-manage medication which had to be 

administered intravenously, intramuscularly or subcutaneously. 

4.5.6.3 Conditions related to the organisation 

Moreover, specific conditions were described that had to be met by the organisation in order to self-

manage medication. These conditions involved a clear legal context with defined responsibilities in 
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case of self-management, a well-designed software application for self-management which included 

an overview of both self-managed medication and medication administered by nurses. Furthermore, 

a medication review could be performed on both self-managed medications and medications 

administered by nurses. Also, both healthcare providers and patients preferred a system to monitor 

medication self-management and lockers to safely hide away self-managed medication. 

Healthcare providers agreed the logistic process concerning self-management had to be clear and had 

to be considered in discussions with all stakeholders. It had to be clear where to store self-managed 

medication in the patients’ room, how to preserve certain medication and how to label medication 

correctly. Furthermore, healthcare providers and patients needed to be notified if any changes 

occurred in the self-managed medication schedule. 

4.6 Discussion 

4.6.1 Main findings 

This study identified comprehensively the strengths, weaknesses, opportunities and threats of self-

management of medication in hospital (see Table 13). Overall, it is possible to conclude that self-

management of medication was found to be very beneficial especially for patients and for nurses, and 

the process facilitated collaboration between all stakeholders. Most strengths were previously 

described in a qualitative patients’ perspective study and in a systematic review (Manias, Beanland, 

Riley, & Baker, 2004; Richardson et al., 2014). The benefits for patients being able to practise 

medication intake and management— resulting in an increased patient confidence before discharge 

and an improved therapeutic adherence after discharge—were also described in a study concerning 

the supporting measures by the healthcare team in kidney transplant patients (Williams, Low, Manias, 

& Crawford, 2016). Weaknesses of self-management of medication concerned disadvantages for 

patients, nurses and physicians. While aspects of these results have been previously described, insights 

from physicians on this topic have been lacking until now (Richardson et al., 2014; Williams et al., 

2016). Self-management of medication created possible tensions between enabling patients to self-

manage medication— resulting in several benefits—and the possible misuse of medication or 

increased incidence of medication errors. At this moment, a small body of evidence suggests that self-

management of medication would result in reduced medication errors (Richardson et al., 2014). In 

addition, participants indicated that patients might know their own medication better compared to 

nurses or the treating physician on the ward. This increased knowledge might be related to the benefit 

of creating a safer medication management. The opportunities described in this study were not 

previously explored. They reveal the differences in implementing self-management of medication in 

different hospitals, as some hospitals had lockers in the patients’ room and some hospitals did not. 

Also, some hospitals did have a medication management programme, which was suitable for self-

management, while others did not. This variation resulted in some items that were being described as 

obstacles, if they were absent or inadequate or opportunities if available. The threats of self-

management concerned overall threats, such as the lack of a clearly defined context and an assessment 

to define the appropriateness of patients, the changes in routines and habits and the limited time 

within the current work environment, were similar to the threats described in the literature (Manias 

et al., 2004; Richardson et al., 2014). Further interpretation of the study results, and specifically the 

effect of self-management on time management, indicated that some aspects of self-management 

(e.g., providing education) will result in a time-consuming intervention, while others (e.g., less 

preparation of medication by nurses) will result in a time-saving effect. A study on the effect of self-

management on staff satisfaction identified that they believed self-management of medication would 

be time-consuming and increase work stress. Other studies indicated that self-management increased 

time spent on medication management and patient education. Nevertheless, also reports from a 
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reduction in time spent on medication administration by nurses were found. These diverse findings 

suggest that further research should focus on the impact of self-management on time management 

for every stakeholder (Richardson et al., 2014).  

Strengths of self-management of medication 

  Benefits for patients 
  Benefits for nurses 

  Benefits for collaboration 
Weaknesses of self-management of medication 

  Disadvantages for patients 
  Disadvantages for nurses 
  Disadvantages for physicians 
Opportunities for self-management of medication 

  Opportunities related to the organisation  
  Opportunities related to the patient 
  Opportunities related to the implementation 
Threats for self-management of medication 

  Obstacles related to the implementation 
  Obstacles concerning medication 

 

Table 13. Themes and subthemes of the SWOT-analysis 

4.6.2 Implications for practice—process changes advised for implementing self-

management of medication 

The findings of this study result in potentially important implications for practice. They provided 

comprehensive insights on the viewpoints of all relevant stakeholders concerning self-management of 

medication. Findings also indicated that some aspects for implementing self-management of 

medication are lacking. For example, there is the need for a protocol or procedure including tailor-

made agreements on medication logistic for every hospital or ward when self-managing medication. 

Also, a protocol or procedure would create clarity on how to assess the competences of the eligible 

patient population, how medication delivery will take place, the management of self-managed high-

risk medication, and how to monitor medication intake. This policy should consist of a procedure on 

self-management of medication during hospitalisation; an assessment to decide whether patients are 

able to self-manage their medication; a monitoring tool for medication intake during self-management 

of their medication and support both for patients and for involved caregivers. A clear social and legal 

context should be provided to facilitate self-management of medication and to facilitate smooth 

promotion of the self-management of medication process. 

Overall, the results of this study gave new insights on the actual implementation of self-management. 

Therefore, the research team explored the feasibility of self-management of medication. The 

medication management process as described by the Nursing and Midwifery Council and the nursing 

medication processes as described by Dilles et al. were used as guides to describe adaptations in the 

medication management process to enable implementation of self-management of medication (Dilles, 

Elseviers, Van Rompaey, Van Bortel, & Stichele, 2011; Nursing and Midwifery Council, 2007). A flow 

chart was created including advised process changes for implementing self-management of 

medication (see Figure 5).  
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Figure 5. Advised changes in the medication management process for implementing self-

management of medication. 

The medication management process starts with a prescription for medication. During the first step, 

nurses collect data on the patients’ competences to self-manage their medication. To evaluate these 

competences, an assessment is needed. During interviews, healthcare providers and patients 

comprehensively provided their opinions on the type of patients and specific conditions that had to be 

met before allowing self-administration of medication. The conditions that were related to the patient 

were also described in the qualitative study by Manias et al. and were included in the Self-

Administration of Medication (SAM) tool, which was validated by these authors (Anderson, Manias, 

Kusljic, & Finch, 2014; Manias et al., 2004). 

During the second step, if a screening tool indicates that a patient is competent for self-management, 

these medication needs to be supplied. Hospital pharmacists articulated that medication shortages in 

hospital pharmacies were a barrier for this supply. These shortages were not directly related to self-

management, although they had a considerable influence on medication management. Participants 

described the use of home medicines brought into hospital by patients in order to be able to continue 

the patients’ therapy in hospital. This issue has been extensively described in a survey by the European 

Association of Hospital Pharmacists (EAHP) in 2014 (Preece & Price, 2014). Self-managed medication 

should be supplied in unit dose; hence, cutting each medicine out of a medication blister strip results 

in medication which cannot be recognised or identified by the patient, nor can expiration dates or lot 
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numbers be retrieved. Furthermore, hospital pharmacies supply medication as recommended by their 

formulary; hence, it might be difficult for patients to recognize generic and brand names. It would be 

ideal to supply medication which is known by the patient; nevertheless, it is not possible to prescribe 

outside the formulary. Also, the software application of the hospital should provide an overview of 

self-managed and medication managed by nurses. This software should be able to show healthcare 

providers an up-to-date medication chart at all time. 

The third step, dispensing medication, might have been influenced by stock shortages or rare 

medications that were difficult to obtain. It is desirable that (self-managed) medication is delivered 

directly on the hospital ward.  

The abovementioned three steps indicate that hospital pharmacies and their current logistic process 

of preparing, supplying and dispensing medication might need some adaptation. 

In the next phase of the medication management process, during the fourth step, planning the action 

of medication (self)-management is essential. If a patient is allowed to self-manage medication, a well-

designed software application was deemed necessary. This software should provide nurses with an 

overview of self-managed medicines and the possibility to tick off medicine by medicine if they had 

been taken for consumption. 

During the fifth step, the actual action of self-management of medication starts. This medication needs 

to be stored in a safe manner; therefore, it is recommended that lockers should be provided in the 

patient room. Additionally, the administration of self-managed medication implies supporting and 

informing patients by providing education on self-managed medication. This might also overcome 

problems when patients need to take generic or brand medication that they did not recognise. A 

systematic review on existing self-management programmes indicated that most of the programmes 

already provide an educational aspect (Richardson et al., 2014). While patients self-manage their 

medication, monitoring (e.g., type of medicine taken, number of medicines taken, medication errors) 

is essential. A review on the literature of studies on patient self-management measured outcomes such 

as medication errors or patient compliance; most of these studies used pill counts and patient self-

reported compliance (Richardson et al., 2014). 

During the entire process of self-management of medication, self-management will result in changes 

in medication management routines which have to be managed. Nurses will, instead of preparing and 

administering medication, assess patients’ competence or appropriateness concerning self-

management of medication, support and provide education concerning medication and evaluate the 

possibility of self-management of medication during the entire hospital stay. Also, the responsibilities 

of every stakeholder should be clearly defined. In Belgian hospitals, it is legally possible to allow self-

management. If implemented, this has to be noted in the patients’ personal medical file and it has to 

be clearly described which medication the patient self-manages and which are administered by nurses. 

During hospitalisation, healthcare providers have a “duty of care” and a “duty of surveillance.” If 

problems concerning medication arise, these have to be noted in the patients’ personal medical file. 

The treating physician is then held responsible (Care inspection of the Flemish division of Wellbeing, 

Public Health and Family, personal communication, October 2015). 

Self-management of medication should be a multidisciplinary intervention. The importance of this 

approach has already been described as an important factor to achieve improved patient safety 

(Adhikari, Tocher, Smith, Corcoran, & MacArthur, 2014). Given the strengths, weaknesses, 

opportunities and threats stated by nurses, it is possible to conclude that nurses play a key role within 

this multidisciplinary approach (Adhikari et al., 2014). 
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Before implementing this specific medication management process for self-management of 

medication in daily practice, additional research is recommended. The validity and feasibility for the 

use in clinical practice should be tested. Afterwards, in an interventional study, the effect of the 

adjusted process of self-management of medication on outcome parameters (e.g., time management, 

medication administration errors) could be tested. Next to the process of self-management, additional 

tools should be developed and tested. This concerns, for example, a screening tool to screen patients’ 

abilities or competences to self-manage medication in hospital, a tool to monitor the patients’ 

medication intake and supportive tools to support patients while self-managing medication. 

4.6.3 Strengths and limitations 

The key strength of the study was the inclusion of the perception of all stakeholders comprising nurses, 

physicians, hospital pharmacists and patients who were situated in three different hospitals. A 

limitation of the study was the short duration of patient interviews, compared to the interviews with 

healthcare providers. It is possible that, as self-management of medication is not actively followed in 

hospital settings, the process of patients reflecting on the topic of self-management of medication 

might be difficult. Not all patients in this study did self-manage their medication. Additional studies 

might focus on the perspectives of patients that structurally self-manage their medication in hospital, 

and should include a larger sample, with both male and female participants. The views expressed in 

this study may have reflected on the fact that individuals who participated were interested and in 

favour of the practice of self-management of medication compared with those who did not participate. 

4.7 Conclusions 

This study provides unique insights on the possible strengths, weaknesses, opportunities and threats 

for self-management concerning four important stakeholders: patients, nurses, hospital pharmacists 

and physicians. Strengths of self-management were mostly perceived as benefits for patients and 

nurses, and benefits for collaboration between stakeholders. Weaknesses concerned possible 

disadvantages for patients, nurses and physicians. Opportunities for self-management were mostly 

related to the organisation, the patients itself and some factors for facilitating the implementation. 

Nevertheless, some factors impede implementation; also, some obstacles concerning medication were 

described as threats for self-management. After interpreting the study findings, adaptations in the 

medication management process were described. This newly described process provides the basics to 

start implementing self-management of medication in daily practice. Further research to validate and 

test the process, and to develop practical additional tools, is recommended. 

4.8 Acknowledgements  

Research for this work was financially supported by the Thomas More University College.  

4.9 Contributions 

Study design: TV, KB, TD; data collection and analysis: TV, EM, MP, TD; and manuscript preparation: 

TV, KB, EM, MP, TD, JF. 

4.10 ORCID 

Toke Vanwesemael http://orcid.org/0000-0003-3030-4024 



 

70 
 

4.11 References 

Adhikari, R., Tocher, J., Smith, P., Corcoran, J., & MacArthur, J. (2014). A multi-disciplinary approach

 to medication safety and the implication  for nursing education and practice. Nurse

 Education Today, 34(2), 185–190. https://doi.org/10.1016/j.nedt.2013.10.008 

Anderson, J., Manias, E., Kusljic, S., & Finch, S. (2014). Testing the validity, reliability and utility of the

 Self-Administration of Medication (SAM) tool in patients undergoing rehabilitation. Research

 in Social and Administrative Pharmacy, 10(1), 204–216.

 https://doi.org/10.1016/j.sapharm.2013.04.013 

Barlow, J., Wright, C., Sheasby, J., Turner, A., & Hainsworth, J. (2002). Self-management approaches

 for people with chronic conditions: A review. Patient Education and Counselling, 48(2), 177

 187. https://doi.org/doi: 10.1016/S0738-3991(02)00032-0 

Barnason, S., Zimmerman, L., Hertzog, M., & Schulz, P. (2010). Pilot testing of a medication self

 management transition intervention for heart failure patients. Western Journal of Nursing

 Research, 32(7), 849–870. https://doi.org/10.1177/0193945910371216 

Dilles, T., Elseviers, M. M., Van Rompaey, B., Van Bortel, L. M., & Stichele, R. R. (2011). Barriers for

 nurses to safe medication management in nursing homes. Journal of Nursing Scholarship,

 43(2), 171–180. https://doi.org/10.1111/j.1547-5069.2011.01386.x 

Hsieh, H. F., & Shannon, S. E. (2005). Three approaches to qualitative content analysis. Qualitative

 Health Research, 15(9), 1277–1288. https://doi.org/10.1177/1049732305276687 

Huber, M., Knottnerus, J. A., Green, L., Horst, H. V. D., Jadad, A. R., Kromhout, D., Smid, H. (2011).

 How should we define health? British Medical Journal, 343, d4163.

 https://doi.org/10.1136/bmj.d4163 

Keers, R. N., Williams, S. D., Cooke, J., & Ashcroft, D. M. (2013a). Causes of medication administration

 errors in hospitals: A systematic review of quantitative and qualitative evidence. Drug Safety,

 36(11), 1045– 1067. https://doi.org/10.1007/s40264-013-0090-2 

Keers, R. N., Williams, S. D., Cooke, J., & Ashcroft, D. M. (2013b). Prevalence and nature of

 medication administration errors in health care settings: A systematic review of direct

 observational evidence. Annals of Pharmacotherapy, 47(2), 237–256.

 https://doi.org/10.1345/aph.1R147 

London Audit Commission (2001). A spoonful of sugar: Medicines management in NHS hospitals.

 London, UK: London Audit Commission. 

Manias, E., Beanland, C., Riley, R., & Baker, L. (2004). Self-administration of medication in hospital:

 Patients’ perspectives. Journal of Advanced Nursing, 46(2), 194–203.

 https://doi.org/10.1111/j.1365-2648.2003.02979.x 

McLeod, M., Ahmed, Z., Barber, N., & Franklin, B. D. (2014). A national survey of inpatient medication

 systems in English NHS hospitals. BMC Health Services Research, 14, 93.

 https://doi.org/10.1186/1472- 6963-14-93 

Meleis, A. I. (2012). Theoretical nursing: Development and progress. Philadelphia, PA: Wolters Kluwer

 Health/Lippincott Williams & Wilkins. 

Nursing and Midwifery Council (2007). Standards for medicines management. London: NMC. 

Orem, D. E. (2001). Nursing: Concepts of practice. St. Louis, MO: Mosby. 

Palinkas, L. A., Horwitz, S. M., Green, C. A., Wisdom, J. P., Duan, N., & Hoagwood, K. (2015).

 Purposeful sampling for qualitative data collection and analysis in mixed method

 implementation research. Administration and Policy in Mental Health and Mental Health,

 42(5), 533–544. https://doi.org/10.1007/s10488-013-0528-y 



 

71 
 

Palmer, R., Finnegan, T., & Darko, A. (2014). Guidelines for Patient Self- Administration of Medication

 (SAM). Retrieved from http://studylib.net/doc/8439031/patient-self-administration-of

 medicine–sam  

Parnell, M. A. (1959). Medicines at the bedside. American Journal of Nursing, 59, 1417–1418. 

Patton, M. Q. (2002). Qualitative research and evaluation methods. Thousand Oaks, CA: Sage

 Publications. 

Preece, D., & Price, R. (2014). PS-076 The problem of medicines shortages in hospitals across Europe:

 The European Association of Hospital 

Pharmacists (EAHP) Survey. European Journal of Hospital Pharmacy: Science and Practice, 21(Suppl

 1), A174–A175. https://doi.org/10.1136/ejhpharm-2013-000436.427 

Richardson, S. J., Brooks, H. L., Bramley, G., & Coleman, J. J. (2014). Evaluating the effectiveness of

 self-administration of medication (SAM) schemes in the hospital setting: A systematic review

 of the literature. PLoS ONE, 9(12), e113912. https://doi.org/10.1371/journal.pone.0113912 

Sandelowski, M. (2000). Whatever happened to qualitative description? Research in Nursing &

 Health, 23(4), 337.  

Tran, T., Elliott, R. A., Taylor, S. E., & Woodward, M. C. (2011). A self-administration of medications

 program to identify and address potential barriers to adherence in elderly patients (January).

 Annals of Pharmacotherapy, 45(2), 201–206. https://doi.org/10.1345/aph.1P473 

Trappenburg, J., Jonkman, N., Jaarsma, T., van Os-Medendorp, H., Kort, H., de Wit, N., Schuurmans,

 M. (2013). Self-management: Onesize does not fit all. Patient Education and Counselling,

 92(1), 134– 137. https://doi.org/10.1016/j.pec.2013.02.009 

Vaismoradi, M., Turunen, H., & Bondas, T. (2013). Content analysis and thematic analysis:

 Implications for conducting a qualitative descriptive study. Nursing & Health Sciences, 15(3),

 398–405. https://doi.org/10.1111/nhs.12048 

Vanwesemael, T., Van Rompaey, B., Petrovic, M., Boussery, K., & Dilles, T. (2017). SelfMED: Self-

 administration of medication in hospital: A prevalence study in Flanders, Belgium. Journal of

 Nursing Scholarship, 49(3), 277–285. https://doi.org/10.1111/jnu.12290 

WHO (2016). Framework on integrated people-centred health services. Retrieved from New York

 http://www.who.int/servicedeliverysafety/areas/people-centred-care/fullframe.pdf?ua=1 

Williams, A., Low, J. K., Manias, E., & Crawford, K. (2016). The transplant team’s support of kidney

 transplant recipients to take their prescribed medications: A collective responsibility. Journal

 of Clinical Nursing, 25(15–16), 2251–2261. https://doi.org/10.1111/jocn.13267 

Wright, J., Emerson, A., Stephens, M., & Lennan, E. (2006). Hospital inpatient self-administration of

 medicine programmes: A critical literature review. Pharmacy World & Science, 28(3), 140

 151. https://doi.org/10.1007/s11096-006-9014-x



 

 
 

 

 



 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chapter 5 
The willingness and attitude of patients towards self-administration of 

medication in hospital



 

 
 

Outline 

5     The willingness and attitude of patients towards self-administration of medication in hospital 75 

5.1 Abstract 75 

5.2 Introduction 76 

5.3 Methods 77 

5.3.1 Design 77 

5.3.2 Participants 77 

5.3.3 Data collection 77 

5.3.4 Study outcomes 78 

5.3.5 Ethical considerations 78 

5.3.6 Data analysis 78 

5.4 Results 79 

5.4.1 Population 79 

5.4.2 Patients’ willingness and attitude towards self-administration of medication in  

                  hospital 79 

5.4.3 Association between patient characteristics and their willingness to self-administer       

                  medication 82 

5.4.4 Patients’ ability to self-administer medication in hospital 82 

5.4.5 Prerequisites for self-administration of medication 83 

5.4.6 Perceived consequences of self-administration of medication 84 

5.5 Discussion 85 

5.5.1 Main findings: willingness and attitude towards self-administration of medication 85 

5.5.2 Secondary outcomes 86 

5.5.3 Implications for practice 88 

5.5.4 Strengths and limitations 89 

5.6 Conclusion 89 

5.7 Authors’ note 89 

5.8 Funding 89 

5.9 Conflict of interest statement 89 

5.10 References 90 

 



 

75 
 

5 The willingness and attitude of patients towards self-administration of 

medication in hospital 

 

This chapter has been published as:  

Vanwesemael, T., Boussery, K., van den Bemt, P., & Dilles, T. (2018). The willingness and attitude of patients 

towards self-administration of medication in hospital. Therapeutic Advances in Drug Safety, 9(6), 309-321. 

doi:10.1177/2042098618764536 

5.1 Abstract 

Background 

Literature suggests a positive impact of self-administration of medication during 

hospitalization on medication adherence and safety, and on patient satisfaction. However, 

self-administration is not a common practice in Belgian hospitals. The aim of this study was to 

describe patients’ willingness towards self-administration of medication while in hospital. 

Methods 

A cross-sectional observational study was conducted in three Belgian hospitals in November 

and December 2015. All patients of 14 randomly selected wards were asked to participate. The 

structured questionnaire comprised patient characteristics, their willingness and attitude 

towards self-administration of medication, perceived ability to self-administer during 

hospitalization, and prerequisites and perceived consequences. 

Results 

In total, 124 patients participated (36% of all eligible patients). The main reasons not to 

participate were the patients’ physical and mental condition (30%) and the absence of patients 

during the time of data collection (23%). The majority of the 124 participating patients had a 

positive attitude towards the implementation of self-administration; 83.9% were willing to 

self-administer their medication while in hospital. Most important prerequisites were self-

administration at home before and after hospitalization, patients’ motivation, and a regular 

evaluation of the patients’ competences. Patients acknowledged benefits such as an increase 

in autonomy, independence and medication knowledge. Patients did not expect self-

administration would cause important safety issues. 

Conclusion 

The majority of patients, capable of participating in the study, would want to self-administer 

medication during hospitalization. They had a positive attitude towards self-administration of 

medication. Nevertheless, patients stated important conditions which need to be considered 

in order to implement self-administration. 

Keywords 

attitudes, hospital, nursing, patient, perspectives, SAM, self-administration of medication 
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5.2 Introduction 

Administration of medication in acute care settings is traditionally a nursing responsibility. 

Nevertheless, self-administration of medication by patients during their hospitalization has been 

reported in literature since 1959.1 It relates to the process in which patients prepare and consume 

medications themselves rather than a health professional taking on this role.  

There are two systematic reviews on self-administration of medication by hospitalized patients that 

describe the structure and implementation of several self-administration of medication schemes and 

self-administration of medication programmes.2,3 Studies on self-administration described advantages 

compared with administration of medication by nurses, such as an increased patient satisfaction and 

an improvement of adherence to pharmacotherapy and self-care competence.2–4 

The prevalence of self-administration has not been studied extensively. A Flemish prevalence study 

indicated 22% in a total population of 1269 hospitalized patients self-administered at least one 

medication during their hospitalization. According to the opinion of the head nurses in this study, 

almost twice this number of hospitalized patients would have been able to self-administer their 

medication during hospitalization (41%). The decision-making process of allowing self-administration 

was mostly shared between the treating physician, the nurse, and the patient. Therefore, requiring an 

engagement of every stakeholder. Although, hospital pharmacists were not involved in the decision-

making process, they remain responsible for medication provision in hospitals and should be involved 

in self-administration of medication.5,6 A study by McLeod and colleagues which took place in English 

National Health Service (NHS) hospitals showed the majority of surgical and medical wards (93%) did 

have a patient self-administration policy.7 

In implementing self-administration of medication, the patients’ attitude, as a key stakeholder, is 

essential. Studies on the opinion or attitudes of patients towards self-administration of medication are 

however scarce. A study by Deeks and Byatt showed self-administering patients had a significantly 

better overall impression of care, and were significantly more willing to self-administer medication if 

hospitalized again.4 In a qualitative study by Manias and colleagues patients described benefits of self-

administration, such as: increased patient control, it allows respect for patient knowledge, it 

encourages a more sharing nurse–patient relationship, and it helps to reinforce the patients’ 

knowledge about medication.8 Another qualitative descriptive research on healthcare providers’ and 

patients’ perspectives on self-administration of medication during the patients’ hospital stay identified 

some important perspectives concerning patients. Participants were convinced self-administration 

would lead to more satisfied patients, who feel more autonomous and independent. Moreover, 

patients indicated the benefit of being in control of their own medication, they would not have to 

disturb nurses in order to question them concerning when and which type of medication would be 

administered. Patients suggested this approach would result in safer medication management. 

Although, patients were very positive, they also acknowledged the possibility of medication being 

abused or stolen by other patients. Also, a possible challenge could be the use of medication from the 

hospital formulary, resulting in difficulties recognizing generic or brand alternatives.9 

To increase levels of implementation, patients’ attitude towards self-administration of medication in 

hospital has to be known, acknowledged, and taken into account in change management. The 

presence of qualitative studies concerning this topic allowed the research team to develop a 

questionnaire. This made it possible to investigate the willingness and attitude of a larger sample of 

patients. 

This study aimed to describe the willingness of Flemish hospitalized patients to self-administer 

medication and their attitude towards it. Secondary, this study aimed to describe the association of 
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several factors with the willingness to self-administer medication, and to describe the ability of 

patients to self-administer as well as prerequisites and perceived consequences of self-administration. 

These results will be taken into account when developing a self-administration of medication policy in 

Belgian hospitals. 

5.3 Methods 

5.3.1 Design 

An observational cross-sectional study was conducted in three Belgian hospitals. Hospitalized patients 

were questioned in a structured interview on their willingness and attitude towards self-administration 

of medication. 

5.3.2 Participants 

In each of two university hospitals and one general hospital, five different wards were randomly 

selected and invited to participate. The following wards were excluded because of their specific 

medication management process: pediatrics, emergency departments, intensive care units, operating 

theatres, and day hospitals. One ward refused to participate due to time restraints. All hospitalized 

patients, on the day of data collection (n = 342) on these wards were first screened in consultation 

with the head nurse. Patients were excluded if they were deemed to be too ill to participate, not 

present on the ward at the time of data collection, not able to speak Dutch, or aged younger than 18 

years. The remaining patients were informed about the study and asked to sign informed consent in 

case of participation (see Table 14). 

 

 
 

n % 
Hospitalized patients on included wards  342 100.0 

Step 1: Screening in consultation with head nurse    
   Excluded because of:    

Too ill to participate  100 29.3 
Not present during study  78 22.8 
Not able to speak Dutch  17 5.0 

Step 2: Providing oral and written informed consent for patients    

Refused to participate  23 6.7 

Participating patients in the study  124 36.3 
    Hospitalized on:     

Surgical ward  64 51.6 
Medical ward  53 42.7 

Geriatric ward  4 3.2 
Rehabilitation ward  3 2.4 

 

Table 14. Flowchart of participants in the study 

5.3.3 Data collection 

A self-developed structured questionnaire was used. Firstly, patients were questioned about their 

characteristics (demographic data and routines of managing chronic medication at home). Secondly, 

they were questioned about their ability to self-administer medication in hospital. This concerned their 

own opinion on their ability to self-administer. If they already took chronic medication at home, it 

concerned the ability to self-administer these medications during hospitalization. If they did not take 

any chronic medication, it concerned their ability to self-administer medication they got during that 

particular hospital stay. Thirdly, their attitude towards self-administration of medication in hospital 
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was questioned by a set of five questions. They could be answered with the use of a four-point Likert 

scale: strongly disagree, disagree, agree, and strongly agree. Fourthly, one explicit question on the 

patients’ opinion on being keen to self-administer questioned their actual willingness to self-

administer with the use of a six-point Likert scale; absolutely not willing, not willing, rather not willing, 

rather willing, willing, absolutely willing. In the end, their opinion on prerequisites and consequences 

of self-administration of medication in hospital were assessed (see Table 15 for the structure of the 

questionnaire and Table 17, Figures 8 and 9 for the items).  

Structured patient questionnaire n of questions 

1.Patient characteristics  
  a. Demographic data 7 
  b. Medication management chronic medication 2 
2. Ability to self-administer medication in hospital 1 
3. Attitude towards self-administration of medication in hospital 5a 

4. Willingness to self-administer medication in hospital 1b 

5. Opinion on prerequisites for self-administration of medication 8a 

6. Opinion on consequences of self-administration of medication 7a 

                 a 4 point Likert scale: strongly disagree-disagree-agree-strongly agree 
                b 6 point Likert scale: absolutely not willing, not willing, rather not willing, rather willing, willing,   
            absolutely willing 
 

Table 15. Structured overview of the patient questionnaire 

The questionnaire was developed using results from a previous prevalence study on self-

administration of medication,5 and a literature review on potential influencing factors of self-

administration, benefits and prerequisites for self-administration of medication. 4,8,9 The questionnaire 

was completed, if needed with the help of the interviewer who wrote down the answers for the 

participant. Data collection was conducted between November and December 2015. 

5.3.4 Study outcomes 

The primary outcome of this study was the willingness of patients to self-administer medication during 

hospitalization and their attitude towards self-administration of medication. The secondary outcome 

of this study were the patient characteristics associated with the patients’ willingness to self-

administer, the ability of patients to self-administer, prerequisites for self-administration of 

medication, and perceived consequences of self-administration.  

5.3.5 Ethical considerations 

Permission of the ethics committee of Antwerp University Hospital was received (reference 

B300201422410). Each patient signed an informed consent document before participating in this 

study. All collected data were coded. 

5.3.6 Data analysis 

The Statistical Package for Social Sciences (SPSS) version 24.0 (SPSS Inc, Chicago, IL, USA) was used to 

analyse the data. Kolmogorov–Smirnov and Shapiro–Wilk tests showed nonnormality of the 

distributions of age, number of chronic medications taken, the total attitude of patients towards self-

administration of medication and their willingness to self-administer. Nonparametric statistics were 

used to analyse these data. Discontinuous data were described using frequency distributions. 

Continuous data were described using a mean value and standard deviation if normally distributed, or 

using a median and range if non-normally distributed. A p-value ⩽0.05 was considered as statistically 
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significant. The willingness of patients to self-administer medication during hospitalization was 

questioned with the use of a six-point Likert scale. The attitude of patients towards self-administration 

of medication in hospital was questioned by a set of five questions, which could be answered with the 

use of a four-point Likert scale. Out of this set of questions, the first four questions were combined 

into a scale to describe the overall attitude towards self-administration of medication (see Table 17 for 

the content of these questions). Before including all questions into this scale, question four was 

recoded from a negative into a positive statement. The scale was constructed with the use of a sum 

score of the four questions, resulting in a number between 0 and 12. The higher the number, the more 

positive the attitude of the patients. The internal consistency of this scale was calculated with 

Cronbach’s alpha. 

5.4 Results 

5.4.1 Population 

In total 36.3% of all eligible patients (n = 124) participated in the study (see Table 14). The main reasons 

not to participate were the patients’ illness (29.3%), the patient was not present during the time of 

research (22.8%), and the patient refused to participate (6.7%). Patients were recruited from surgical 

(51.6%), medical (42.7%), geriatric (3.2%) and rehabilitation wards (2.4%). Table 16 shows the 

characteristics of all included hospitalized patients; 46.0% were male, the mean age was 60 years old. 

Primary education was the highest educational level of 15.3%, over half of the population completed 

secondary education (55.6%), and 16.1% obtained a Bachelor’s degree. More extended knowledge of 

the healthcare system could be expected in 18.9%, currently working in healthcare. Most of the 

patients remained in hospital in the past 2 years, most of them were hospitalized 1–5 nights (29.0%). 

Of a total of 124 patients, 77.1% took chronic medications at home. They took five different 

medications on average. The majority of included patients (92.6%) did completely self-manage these 

medications at home. 

Medication use in the population was related to age. Patients who were taking chronic medication at 

home were significantly older, compared with those who were not (respectively 62.8 years and 46.1 

years, Mann–Whitney U, p < 0.001). Furthermore, a positive correlation between the age and the 

number of chronic medications taken at home was found (Spearman’s rho, r = 0.298, p = 0.006). 

5.4.2 Patients’ willingness and attitude towards self-administration of medication in 

hospital 

Figure 6 shows the actual willingness of patients to self-administer medication in hospital, if their 

health condition would allow them to do so. The majority of patients, stated that they were willing to 

self-administer their medication in hospital (83.9%). The patients’ attitude towards self-administration 

of medication was questioned in five questions (see Table 17). 

The results indicated that patients were convinced they should be able to proceed their home routines 

of medication management while in hospital (85.8%). In addition, patients stated if they wished to and 

were able to self-administer, they should be allowed to do so in hospital (80.3%). Furthermore, 

participating hospitalized patients in this study agreed with the statement ‘Patients should be 

stimulated to self-administer medication during hospitalization so they can learn how to take 

medication correctly’ (72.6%). This is in line with the almost 60% of the participants in this study whom 

did not agree with the quote ‘it is always the duty of nurses to prepare and administer medication, 

even for patients who would be able who do this themselves.’ When self-administering medication, 

55.7% of the patients did not agree that healthcare professionals need to monitor the medication 

administration of the patients. 
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Participant characteristics (n= 124)  

Male (%)  46.0 
Age (median [range])  60.5 [18-97] 
Age (mean (SD))  59.6 (18.5) 
Level of education (%)                                                                       None  4.8 

Primary school  15.3 
Secondary school  55.6 

Bachelor  16.1 
Master   8.1 

Educated in healthcare (%)  18.9 
Working in healthcare (%)  18.9 
Hospitalized nights in the past 2 years (%)                                           0  15.3 

1-5  29.0 
6-10  13.7 

11-15  4.0 
16-30  15.3 

>30  22.6 
Chronic medication intake at home                                            Yes (%)  77.1 

mean (SD)  4.5 (3.5) 
Chronic medication management at home (%) (n= 94)   

Self-management  92.6 
Aid for preparing  4.3 

Aid for preparing and taking  3.2 
SD, standard deviation.   

 

Table 16. Participant characteristics 

I think that…                                                                                                       
n=118 

Disagree* 
(%) 

Agree* 
(%) 

1. patients should be able to continue their own home routines of medication 
preparation and administration when hospitalized.  

14.2 85.8 

2. if I wish to self-administer and I am able to, I should be allowed to do so 
during a hospital stay. 

19.7 80.3 

3. patients should be stimulated to self-administer medication during 
hospitalization so they can learn how to take medication correctly.  

27.4 72.6 

4. it is always the duty of nurses to prepare and administer medication, even 
for patients who would be able who do this themselves.  

59.8 40.2 

5. I can only self-administer my medication during hospitalization if a 
healthcare professional monitors me. 

55.7 44.3 

Total opinion on self-administration of medication*   

Median [range] 8 [0-12] 

Mean (SD) 7.5 (2.7) 

** Disagree: sum of % patients who indicated strongly disagree and disagree; Agree: sum of % patients who 
indicated agree and strongly agree  
* The total opinion was calculated by adding statement 1 - 4.  Statement 4 was initially negative and therefore 
recoded into a positive statement. The internal consistency of this scale is α= 0.786. 
 

Table 17. The attitude of patients towards self-administration of medication in hospital 
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Figure 6. Willingness of patients to self-administer medication in hospital 

 

Spearman’s rho, r= .570, p= <.001 
Attitude towards self-administration of medication; calculated from questions 1 to 4 (α= 0.786); range from 0 
to 12. 
This figure was built with SPSS, jittering allowed us to show every case. 

Figure 7. Relationship between willingness to self-administration of medication and the overall 
attitude towards self-administration of medication. 

As shown in Figure ,7 the willingness of patients positively correlated with the patients’ overall attitude 

towards self-administration of medication (Spearman’s rho, r = 0.570, p = <0.001). This overall attitude 

was calculated by four questions, that were integrated into a scale defining the overall attitude of 

patients towards self-administration of medication in hospital (α = 0.786). 
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5.4.3 Association between patient characteristics and their willingness to self-administer 

medication 

As described in Table 18, patients in this study who were willing to self-administer medication tended 

to be younger compared with those who were not [one-way analysis of variance (ANOVA), p = 0.345], 

and did self-administer their chronic medication more often at home (Kruskall–Wallis, p =0.306). The 

only factor significantly related to the willingness of patients to self-administer was their own 

perceived ability to self-administer medication in hospital. Patients who were convinced of their own 

ability to self-administer were more willing to do so compared with those who stated they would need 

partial or full help with self-administering medication in hospital (Kruskall–Wallis, p < 0.001). 

  Willingness to self-administer medication in hospital  

 

n 

abs. not 

willing 

not 

willing 

rather 

not 

willing 

rather 

willing willing 

abs. 

willing p 

Age (years, mean) 112 74.2 63.8 60.5 59.0 58.6 58.3 .345 
MM at home (%)         

Self-administration a 80 6.3 6.3 2.5 12.5 28.8 43.8 
.306 Partial help b 4 0.0 0.0 0.0 25.0 50.0 25.0 

Full help c 2 50.0 0.0 50.0 0.0 0.0 0.0 
Possibility to self-administer 
in hospital (%) 

 
      

 

Self-administration a 84 2.4 4.8 1.2 8.3 36.9 46.4 
<.001 Partial help b 15 6.7 6.7 6.7 26.7 26.7 26.7 

Full help c 9 33.3 33.3 0.0 22.2 11.1 0.0 

 
a Self-administration: patients self-administer their medication completely independent. 
b Partial help: patients receive partial help and administer medication independent. 
c Full help: patients are fully dependent on nurses for medication management.  
MM: medication management, abs.: absolutely.  
 
Table 18. Relationship between patient characteristics and their attitude towards self-administration 

of medication 

5.4.4 Patients’ ability to self-administer medication in hospital 

Patients were questioned about their opinion concerning their own ability to self-administer 

medication during their hospitalization (see Table 19). If they stated they did take chronic medication, 

they were questioned about their ability to self-administer these. A total of 80.0% indicated they would 

be able to self-administer their chronic medication completely independently in hospital, 14.1% would 

self-administer them independently if they got some help in for example filling their medication box, 

and 5.9% would be fully dependent on the administration of medication by nurses. If they stated they 

did not take any chronic medication at home, they were questioned about their ability to self-

administer their prescribed medication during hospitalization. A total of 80.8% indicated they would 

be able to self-administer their medication completely independently, 3.8% would self-administer 

them independently if they got some help in for example filling their medication box, and 15.4% would 

be fully dependent on the administration of medication by nurses. 
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  Ability to self-administer medication in hospital  

 n Self-administration a Partial help b Full help c p d 

Chronic medication intake at 
home (%) 

     

Yes 85 80.0 14.1 5.9 
.896 

No 26 80.8 3.8 15.4 
a Self-administration: patients able to self-administer their medication completely independent. 
b Partial help: self-administer them independent if they got some help in for example filling their medication 
box. 
c Full help: be fully dependent on the administration of medication by nurses. 
d Mann-Whitney test. 
 

Table 19. Patients’ perception of their own ability to self-administer medication in hospital 
 

5.4.5 Prerequisites for self-administration of medication 

Patients were questioned about important prerequisites for self-administration of medication (see 

Figure 8). The majority of participants indicated that patients had to be motivated to self-administer 

(95.1%) and should already be self-administering medication at home before their hospitalization 

(88.2%). On top of this, patients acknowledged the importance of a regular evaluation of the patients’ 

ability to self-administer (81.2%). The prospect of returning home after discharge was another 

important condition (75.0%). Most patients would not mind a combination of self-administered 

medication and medication administered by nurses (71.6%). Opinions on locking up self-administered 

medication, receiving the exact same brand of medication during self-administration, and changes in 

the home medication schedule during hospitalization were divided. Some patients thought these 

prerequisites to be necessary, others did not. No significant differences between patient 

characteristics and prerequisites could be found. 

 



 

84 
 

 

Figure 8. Prerequisites for self-administration of medication 
 

5.4.6 Perceived consequences of self-administration of medication 

Hospitalized patients were questioned about the perceived consequences of self-administration of 

medication in hospital (see Figure 9). A total of three out of four patients were convinced that self-

administration would increase their autonomy and the feeling of being independent, it would not 

jeopardize the safety of other patients, and they would also gain knowledge on the medication through 

the support they would receive from healthcare professionals. Patients also suggested that self-

administration would result in an increased compliance after their discharge (68%) and it would even 

increase their own safety while in hospital (65.4%). A smaller percentage of the patients indicated that, 

self-administration would make them more satisfied about their hospital stay (62.4%). Over half of the 

patients were convinced self-administration would lead to patients taking their medication more 

correctly compared with administration of medication by nurses (56.7%). 

 

0 10 20 30 40 50 60 70 80 90 100

I am motivated to take medication correctly

I already independently self-administered my
medication at home

I will be evaluated on a regulary basis concerning
my ability to self-administer medication in hospital

I return back home after discharge

my home medication schedule will not be changed
during hospitalization

during hospitalization, I will receive the exact same
brand of medication

I can lock up my medication safely

I do not get any other medication administered by
nurses

Before I self-administer my medication during 
hospitalization, it is a prerequisite that…
n= 103

Totally disagree Disagree Agree Totally agree
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Figure 9. Consequences of self-administration of medication 

5.5 Discussion 

5.5.1 Main findings: willingness and attitude towards self-administration of medication 

The study resulted in valuable insights into the willingness and attitude of hospitalized patients 

concerning self-administration of medication in hospital. Patients indicated they were very willing to 

self-administer medication, and they judged themselves capable to do so while in hospital. The 

majority of the patients would appreciate it, if healthcare providers would facilitate this. They had an 

overall positive attitude towards self-administration of medication. These findings are consistent with 

those of Deeks and colleagues who described patients who already self-administered medication were 

significantly more likely to be willing to self-administer medication again during a future 

hospitalization.4 Also, a qualitative study by Manias and colleagues and Vanwesemael and colleagues 

indicated patients were positive about self-administration of medication.8,9 

Patients were very positive towards maintaining their own home routines in medication management 

in hospital. Literature indicated this comes with an extra benefit, as it may contribute to increased 

adherence. A systematic review and meta-analysis on medication adherence difficulties identified that 

creating a habit-based intervention that links the patients’ daily routines to medication administration, 

results in an increased adherence. When practicing self-administration of medication in hospital, both 

patients and healthcare professionals can work together to create those links (e.g. take medication 

right before breakfast).10 A systematic review on self-administration of medication programmes 

confirmed the increase of compliance and decrease of medication errors.2 

Although, there definitely is a reason to believe self-administration benefits adherence, this might still 

be very much influenced by the patients’ drug regimen. Research by Vanwesemael and colleagues 

indicated the complexity of a patients’ drug regimen as an important obstacle to implement self-

0 10 20 30 40 50 60 70 80 90 100

I will feel more autonomous and more independent
during hospitalization.

I will not jeopardize the safety of fellow patients.

I will gain knowledge because of the support of
health care professionals.

I will adhere better to my medication regimen after
my discharge.

I will increase my own safety.

I will be more satisfied with my hospitalisation.

I will take my medication more correct (time of
administration, amount of medication,…

Because of self-administration of medication in hospital...
n= 113

Totally disagree Disagree Agree Totally agree
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administration. A relevant quote underpinned this issue; ‘Medication for kidney patients is so delicate, 

so precise that they (care team) want to have it all in their own hands. We will rarely be able to put a 

red star next to a kidney patient [mark of self-management of medication.’ (Nurse 1). This study not 

only highlighted a complex regimen as an obstacle, also changes due to medical examinations that 

influenced the drug regimen.9 

Also, patients in this study indicated self-administration as a possibility to learn how to take medication 

correctly. This might impact medication-related problems after discharge. A Dutch study on patients’ 

medication-related problems after hospital discharge (n = 124) indicated 15% of the population 

experienced medication-related problems (e.g. the indication and how to use the medication was not 

clear) and 27% reported side effects after hospital discharge.11 Allowing patients to already self-

administer medication in hospital provides a certain amount of days to observe the patients’ 

medication management. When observing medication errors, healthcare professionals have the 

opportunity to detect errors in patients’ home routines, and are able to react and implement 

interventions. A systematic review on the effects of self-administration of medication confirms the 

positive effect on increased knowledge about medication and medication regimens.3 

Concerning patients, being able to already self-administer in hospital allows them to practice 

unfamiliar medication administration routes before being discharged.8,9 In conclusion, observing and 

evaluating patients’ self-administration of medication management is of great importance. Yet, in 

order to be able to sufficiently and correctly evaluate this medication management, it is necessary that 

patients stay hospitalized for a sufficiently long period of time. 

5.5.2 Secondary outcomes 

The association between patient characteristics and their willingness to self-administer was reported. 

Younger patients tended to be more willing to self-administer their medication. This result seems to 

be consistent with other research which found self-administering patients were on average younger 

compared with nonself-administering patients (self-administering patients: 52.7 years; nonself-

administering patients: 66.4 years; p < 0.001).5 The current study did not investigate the association 

between patient characteristics such as functional status, disease severity, or length of stay and their 

willingness to self-administer. A previous study however indicated self-administering patients were 

mostly women, had a lower number of different medications per day before and after their 

hospitalization. Self-administering patients mostly came from their own home environment and 

returned back there after discharge. Also, self-administering patients had a better general health 

status and were less depending on nursing aid during their hospital stay.5 

The participating patients were asked to judge for themselves whether they would be able to self-

administer their medication in hospital. If they already took chronic medication at home, it concerned 

this medication. If they did not take any medication at home before hospitalization, it concerned the 

medication administered during their hospitalization. There were no significant differences found 

between the group of patients who already took chronic medication at home or patients who did not 

and their own perceived ability to self-administer. Overall, patients judged themselves capable to self-

administer. Nevertheless, this cannot be the only evaluation before actually performing self-

administration in hospital. Literature clearly described the necessity of an assessment to objectively 

define the actual competencies and ability of the patient. This assessment should take several aspects 

into account, that is, specific conditions related to the patients; mental and physical condition, 

conditions related to the type of medication; high/low-risk medication, intravenous medication.9 

Important prerequisites for self-administration of medication were questioned. More than half of the 

patients did not consider it necessary to have healthcare professionals monitor patients while self-
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administering medication. This might be explained by the majority of patients estimating themselves 

able to self-administer medication in hospital. They assumed by being able to self-administer, they did 

not need any monitoring while doing so. 

Compared with patients indicating monitoring is not really needed, 81% considered it necessary that 

patients were regularly evaluated on their ability to self-administer medication. These findings 

highlight another aspect namely evaluation of the patients’ competences in order to self-administer 

medication. Patients do think it is necessary to evaluate patients on their capabilities or competences 

to self-administer. At this moment, several existing self-administration of medication programmes 

include a tool to evaluate patients’ competences in order to self-administer.3 Nevertheless, only two 

articles described the validation of a tool, named Self-Administration of Medication (SAM). This tool 

aimed to objectively determine patients’ ability to self-administer. 12,13 These findings confirm the need 

for further research on the validation of tools in different patient populations. If patients are deemed 

capable to self-administer their medication, patients did not consider it necessary to be monitored by 

professionals. Yet, from the healthcare professional point of view a monitoring system for self-

administration is recommended. In Belgium, it is possible to allow self-administration of medication. 

Yet, if implemented, this has to be noted in the patients’ personal medical file, and it has to be clearly 

described which medication is self-administered and which is administered by the nurses. Healthcare 

providers have a duty of care and a duty of surveillance at all time. If any problems occur during self-

administration, these have to be noted in the medical files. The treating physician is then held 

responsible (Care Inspection of the Flemish Division of Wellbeing, Public Health and Family, personal 

communication, October 2015). The duty of care and surveillance allows healthcare providers to 

identify possible medication errors and implement patient tailored interventions. Again, these 

interventions might prevent medication errors occurring after hospital discharge.2,3,5 

Participants in this study indicated some prerequisites for self-administration of medication, for 

example, only patients who already self-administered medication at home before hospitalization, and 

will be self-administering after discharge should be allowed to self-administer medication. These study 

findings might be combined with previous study findings from Vanwesemael and colleagues resulting 

in a list of prerequisites for patients before allowing self-administration of medication in hospital.5 

From this study, we are able to conclude that patients believe it is possible to combine self-

administration of medication and administration of medication by nurses. Nevertheless, it was 

suggested that combining both should be communicated clearly with the patient in order to prevent a 

lack of clarity. Also, communicating clearly about any changes in the medication schedule is considered 

important, because 58.2% of the patients stated, ‘not changing the medication schedule from home 

during hospitalization’ as a prerequisite for self-administration. This communication might prevent 

problems concerning the medication schedule after discharge. 

A study by Manias and colleagues showed several patients were worried about possible misuse of their 

medication by others.8  This result was also discussed by Vanwesemael and colleagues this study 

suggested lockers to safely store medication and prevent other patients from abusing or stealing 

medication.9 However, findings in this study indicated patients did not fully agree on the fact that a 

locker for storing their medication is necessary. In the end, it should always be stated clearly in the 

hospital self-administration of medication policy whether it is essential to lock away self- administered 

medication or where to store this (e.g. inside a locker). 

At the end of the questionnaire, possible perceived consequences of self-administration of medication 

were questioned. These study findings are in line with previous quantitative and qualitative research. 

Specifically, an increased autonomy or feeling of being independent, increased patient satisfaction, 
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gaining knowledge on medication, and increasing compliance after discharge were previously 

described.3,4,8 This study added more insights into the patients’ beliefs about the safety of self-

administration: they did not especially worry about their own or others safety while self-administering. 

5.5.3 Implications for practice 

The main objective of this study was to gain an insight in the willingness and attitude of hospitalized 

patients towards self-administration of medication. Given the very positive results and the willingness 

of patients to self-administer, focus on increasing the implementation of this concept in daily practice 

is of foremost importance.  

While in our study patients who were willing to self-administer were younger, this did not reach 

statistical significance. Previous research did prove self-administering patients tended to be younger, 

more healthier and rather independent during their hospital stay. Also, these patients were more 

prevalent on surgical short-stay wards, psychiatric wards, surgical wards, and medical wards. These 

observations give insight in the implementation of self-administration on different types of wards and 

their patients who would self-administer medication during hospitalization.5 

When implementing self-administration of medication in hospital, some barriers should be overcome. 

Due to hospital admission, patients will receive medication from the current hospital formulary.6 This 

might result in patients receiving other types or brands of medication. From the study results it is not 

possible to conclude whether this might be a major obstacle for implementing safe self-administration 

of medication. Nevertheless, it has to be considered how to tackle problems concerning recognisability 

of medication. This might be an opportunity to strengthen a multi-disciplinary team approach to 

achieve better and safer medication management in consultation with the patient.14 On top of this, 

previous literature already mentioned medication shortages in hospital pharmacies, which have a 

significant influence on medication management.15 

When allowing patients to self-administer medication, the current routines of medication 

management will change. These changes and differences compared with administration of medication 

by nurses should be well described; protocols or procedures for self-administration of medication 

could enhance clarity on both the process and the role of every stakeholder (patient, nurse, 

practitioner, hospital pharmacist). In order to realize these protocols, it is recommended to question 

patients, nurses, practitioners, and hospital pharmacists in a qualitative study concerning their 

opinions on self-administration of medication, possible barriers or facilitators within their organization 

or ward. Afterwards, a protocol could be developed and tested for validation in daily practice. As this 

study showed, important aspects which should be included in a self-administration of medication 

protocol consist of (1) a tool to screen patients’ competences before allowing them to self-administer, 

(2) a monitoring tool to monitor the intake of self-administered medication, (3) a support tool to both 

support patients while self-administering (e.g. provide education on medication preparation or intake), 

and healthcare providers (e.g. additional information on medication or how to educate patients). 

When testing and validating a self-administration of medication protocol, we should try to investigate 

how to overcome any organizational restraints in order to improve patients care, without jeopardizing 

the patient safety. 

Implementing self-administration of medication implies that patients need to be hospitalized for a 

sufficiently long period of time. At first, there will be time needed to assess the patients’ capability and 

willingness to self-administer. Secondly, the process of self-administration should be started, 

medication should be prepared, patients might need to be educated concerning their (newly 

prescribed) medication. Thirdly, patients should be monitored while self-administering, in order to be 
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able to assess their actual abilities and, if needed, provide interventions to improve adherence or 

medication knowledge.9 

Because of the inclusion of several aspects such as supporting, screening, monitoring and empowering 

patients, the term self-administration of medication does not fully cover all these aspects. Therefore, 

it is suggested to install the term self-management of medication in hospital, which tries to define a 

broader range of aspects which need to be looked into when self-administering medication in hospital. 

5.5.4 Strengths and limitations 

A strength of this study was the random inclusion of several wards in two university and one general 

hospital. Due to this sample, a diversity of patients were included in the study sample. Also, a random 

inclusion of surgical, medical, geriatric and rehabilitation wards resulted in attitudes from different 

types of patients hospitalized for different types of medical backgrounds. 

Despite including a very diverse sample, the total number of participating patients was rather low. It 

is not possible to make statements concerning the willingness and attitude of all hospitalized patients 

towards self-administration of medication. The main reason for this is that 29% of the eligible patients 

did not participate in the study due to the severity of their illnesses. Therefore, the results of this study 

reflected the willingness of the healthier or fitter rather than the acutely or severely ill hospitalized 

patients. Also, because of the use of a questionnaire, it could have been more likely that only patients 

with a more positive attitude participated in the study. 

On the other hand, as the findings of our study confirm previous findings in international qualitative 

studies we can assume they are generalizable for this type of hospitalized patients internationally. 

5.6 Conclusion 

The majority of patients were very positive towards self-administration of medication, and they were 

definitely willing to effectively self-administer their medication in hospital. This positive attitude will 

facilitate the implementation of self-administration of medication. The stated prerequisites such as a 

motivated patient, and a regular evaluation of the patients’ abilities should be considered before 

allowing patients to self-administer medication in hospital. Patients acknowledged some positive 

benefits such as increased autonomy, independence, and knowledge on their medication. They were 

not worried about jeopardizing the safety of others, nor were they worried about their own safety 

when self-administering medication in hospital. In future research, it is important to implement self-

administration of medication in hospital with the use of a well-designed and validated protocol, and 

to study outcomes such as patient satisfaction, knowledge, medication errors, and adherence after 

discharge in order to objectively investigate the impact of self-administration of medication. 
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6 The attitude and opinion of healthcare providers on self-administration of 

medication by hospitalized patients 

6.1 Introduction 

Self-administration of medication is not an exceptional approach of medication management. A recent 

cross-sectional multicenter observational study conducted in Flemish hospitals indicated 22% of 

hospitalized patients self-administered at least one of their medicines. Concerning the opinion of the 

head nurses on the included wards, even more patients would be able to self-administer medication. 

They deemed 40.9% of the patients capable of fully self-administering medication (prepare and take 

medication independently during hospitalization), and an additional 20.8% was deemed able to self-

administer medicines if they were prepared in for example a pill case (Vanwesemael, Van Rompaey, 

Petrovic, Boussery, & Dilles, 2017). Literature on this topic described some advantages such as an 

increased patient satisfaction and an improvement of adherence to pharmacotherapy and self-care 

competence (Richardson, Brooks, Bramley, & Coleman, 2014; Wright, Emerson, Stephens, & Lennan, 

2006).  

When self-administration of medication occurs in hospital, several stakeholders are included during 

this process: the treating physician, nurses and the patient. Hospital pharmacists are rather 

exceptionally involved (Vanwesemael et al., 2017). In facilitating and providing self-administration of 

medication in daily practice, the opinion of all these stakeholders is important. In order to evaluate 

this opinion, previous qualitative research on healthcare providers’ and patients’ perspectives 

concerning self-administration of medication in hospital was conducted. This study identified 

strengths, weaknesses, opportunities and threats (SWOT) of self-administration. The qualitative study 

results also confirmed previous findings and reported even more in-depth knowledge on the opinion 

of nurses, physicians and hospital pharmacists (Deeks & Byatt, 2000; Manias, Beanland, Riley, & Baker, 

2004; Vanwesemael, Boussery, Manias, et al., 2018). The SWOT-analysis revealed following main 

themes and subthemes: 

 Strengths of self-administration of medication 

o Benefits for patients 

o Benefits for nurses 

o Benefits for collaboration 

 Weaknesses of self-administration of medication 

o Disadvantages for patients 

o Disadvantages for nurses 

o Disadvantages for physicians 

 Opportunities for self-administration of medication 

o Opportunities related to the organization  

o Opportunities related to the patient 

o Opportunities related to the implementation 

 Threats for self-administration of medication 

o Obstacles related to the implementation 

o Obstacles concerning medication 

In order to evaluate the identified themes from the qualitative study, this quantitative study 

questioned a larger sample of nurses, physicians and hospital pharmacists from several institutions 

and with different work environments. This study aimed to identify their willingness to allow self-
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administration of medication, their attitude towards it, prerequisites and perceived consequences of 

self-administration of medication in hospital. 

6.2 Methods 

6.2.1 Design 

This quantitative observational cross-sectional study was the second part of a mixed method research 

(Vanwesemael, Boussery, Manias, et al., 2018). Healthcare providers were questioned in a structured 

interview on their willingness, attitude, prerequisites and consequences of self-administration. 

6.2.2 Participants 

Two university hospitals and one regional hospital were invited to participate, as were two nursing 

associations, an association of physicians and one of hospital pharmacists. All institutions and 

organizations consented to participate in the study. All nurses, physicians and hospital pharmacists 

within these organizations, could participate if they were currently working in a Flemish hospital, 

students were excluded. 

6.2.3 Data collection 

A structured online questionnaire was used. Hospitals forwarded an invitation for participation to all 

nurses, physicians and hospital pharmacists within their organization; it included the hyperlink for 

completing the online questionnaire. One nursing association published an article in the Flemish 

“Nursing” journal concerning the topic of self-administration of medication and invited their readers 

to complete the online questionnaire (see Appendix III). Information concerning the study and the 

hyperlink was provided on their website. The second nursing association provided information 

concerning the study and the hyperlink on the associations’ blog. The professional organization of 

physicians provided a topic in their electronic newsletter “e-specialist” with information and the 

hyperlink. The professional organization for hospital pharmacists e-mailed their members an invitation 

to participate the study with access to the hyperlink. 

The questionnaire was developed using results from a previous prevalence study on self-

administration of medication (Vanwesemael et al., 2017), and was based on the results of a SWOT 

analysis of self-administration of medication in hospital (Vanwesemael, Boussery, Manias, et al., 2018). 

First, healthcare providers were questioned on demographic characteristics and information 

concerning their work environment. Information on their work environment concerned;  their 

involvement in patients’ managing chronic medication (1 question), whether they were responsible in 

hospital for patients who self-administered their chronic medication at home (1 question), how they 

prepared patients for their hospital discharge (1 question) and whether their hospital ward allowed 

self-administration of medication (1 question). Second, the perception towards medication self-

administration was evaluated with the use of seven statements (4-point Likert scale: strongly disagree, 

disagree, agree, strongly agree). The third section of the questionnaire concerned the willingness of 

healthcare providers (1 question, 6-point Likert scale; absolutely not willing, not willing, rather not 

willing, rather willing, willing, absolutely willing) and 11 statements concerning possible prerequisites 

for self-administration of medication (4-point Likert scale: absolutely not important, rather not 

important, rather important, absolutely important). Also, 12 statements concerning possible 

consequences of medication self-administration were evaluated (4-point Likert scale: strongly 

disagree, rather disagree, rather agree, strongly agree). In conclusion, respondents were questioned 

about the required content of a tool to support medication self-administration in hospitals and which 

items should be evaluated on the level of the patient in order to perform an evaluation of the patient’s 

competences for self-administration of medication.  
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6.2.4 Study outcomes 

The primary outcome of this study was the willingness of healthcare providers to let patients self-

administer their medication and their attitude towards self-administration of medication in hospital 

(overall attitude, prerequisites for self-administration and consequences of self-administration). 

Secondary outcomes concerned the results on the content of supportive measures for self-

administration and items patients’ should be evaluated on in order to assess their self-administration 

competences.  

In this study we focused on medicines which were already taken before hospital admission or will be 

after discharge. Self-administration of medication was defined as: “Hospitalized patients who store, 

prepare and administer their medication themselves, if necessary supported by physicians, nurses and 

hospital pharmacists.” 

6.2.5 Data analysis 

The Statistical Package for Social Sciences (SPSS) version 24.0 (SPSS Inc, Chicago, IL, USA) was used to 

analyze the data. Shapiro–Wilk tests showed nonnormality of the distributions of age and work 

experience. Nonparametric statistics were used to analyze these data. Discontinuous data were 

described using frequency distributions. Continuous data were described using a mean value and 

standard deviation if normally distributed, or using a median and range if non-normally distributed. A 

p-value ⩽0.05 was considered statistically significant. 

6.2.6 Ethical considerations 

Permission of the ethics committee of Antwerp University Hospital was received (reference 

B300201422410). Each participant received information before completing the study. By completing 

the questionnaire, the participant provided consent. All collected data were coded. 

6.3 Results 

6.3.1 Population 

As shown in Table 20, a total of 271 healthcare providers participated in this study; 159 nurses, 75 

physicians and 36 hospital pharmacists. The respondents were on average 42 years old, and the 

majority were female (64.9%). Most of them had an employment rate over 80%. The majority of nurses 

and physicians were working on surgical and medical wards. 

6.3.2 Medication management 

The majority of nurses and physicians who participated the study were responsible for patients on 

chronic medication treatments in their daily practice. Also, the majority were responsible for a 

population of patients who self-administer their chronic medication at home.  

A total of 54.6% participating healthcare providers stated their hospital ward allowed self-

administration of medication. Yet, of these 40.2% stated patients were not standardly evaluated in 

order to facilitate self-administration of medication.  

The role of nurses, physicians and hospital pharmacists differed when it came to discharge planning. 

Just over 61.6% of nurses prepared the medication list for patients, 64.8 % delivered this list to the 

patient and 69.2% discussed this with the patient or the family. Significantly less physicians performed 

these actions (respectively 56.6%, 51.3% and 28.9%), and hospital pharmacists did even fewer (11.1%, 

8.3% and 8.3%, p <.001) (see Table 21). 
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Total 
(n=271) 

Nurses 
(n= 159) 

Physicians 
(n 76) 

Hospital 
pharmacist 

(n= 36) 

p-value 

Demographic data      
Age (year)      

median (min-max) 40.0 (21.0-
70.0) 

37.0 (21.0-
63.0) 

52.0 (27.0-
70.0) 

31.5 (24.0-
50.0) <0.001a 

mean [SD] 41.5 [11.8] 39.7 [11.1] 49.1 [10.7] 33.3 [7.9] 
Gender (%)      

Male  35.1 21.4 75.0 11.1 
<0.001b 

Female  64.9 78.6 25.0 88.9 
Work experience  

(yr, median (min-max)) 
15.0 (0.3-42.0) 14.0 (0.3-42.0) 24.0 (1.0-40.0) 7.0 (1.0-26.0)  

Work characteristics      
Employment rate (%)      

<50% 0.7 0.6 1.3 0.0 
0.020 b 50%-80% 21.8 28.3 9.2 19.4 

>80% 77.5 71.1 89.5 80.6 
Type of ward (%(n))*      

Surgical ward 22.1 (60) 22.6 (36) 31.6 (24) 0.0 (0) 0.001 b 
Medical ward 17.3 (47) 22.6 (36) 14.5 (11) 0.0 (0) 0.004 b 

Rehabilitation ward 4.1 (11) 5.0 (8) 3.9 (3) 0.0 (0) 0.385 b 
Geriatric ward 8.5 (23) 10.1(16) 6.6 (5)  5.6 (2) 0.532 b 

Neurological ward 3.3 (9) 4.4 (7) 2.6 (2) 0.0 (0) 0.381 b 
Psychiatric ward 18.1 (49) 25.2 (40) 7.9 (6) 8.3 (3) 0.001 b 

Pediatric ward 3.0 (8) 4.4 (7) 1.3 (1)  0.0 (0) 0.226 b 
Maternity 2.6 (7) 1.9 (3) 5.3 (4) 0.0 (0) 0.180 b 

Intensive neonatal care 0.4 (1) 0.6 (1) 0.0 (0) 0.0 (0) 0.702 b 
Emergency 2.6 (7) 0.6 (1) 6.6 (5) 2.8 (1) 0.027 b 

Operating theatre/ 
Recovery 

5.9 (16) 0.6 (1) 19.7 (15) 0.0 (0) <0.001 

b 
Intensive care 9.2 (25) 8.2 (13) 15.8 (12) 0.0 (0) 0.020 b 

Hospital pharmacy 12.2 (22) 0.0 (0) 0.0 (0) 91.7 (33) <0.001 

b 
Other 13.3 (36) 9.4 (15) 25.0 (19) 5.6 (2) 0.002 b 

* Multiple answers were allowed. 
a Kruskall Wallis test 
b Chi-Square test 

Table 20. Demographic and work characteristics 
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 Total 
(n= 271 

Nurses 
(n= 159) 

Physicians 
(n= 76) 

Hospital 
pharmacist  

(n= 36) 

Proportion of patients under their responsibility who take 
chronic medication (%) 

    

0%-25% 7.5 6.6 9.3  
26%-50% 14.1 10.5 21.3  
51%-75% 24.2 25.7 21.3  

76%-100% 54.2 57.2 48.0  
Proportion of patients under their responsibility who self-
administer chronic medication at home (%) 

    

0%-25% 19.8 23.0 13.3  
26%-50% 20.3 21.1 18.7  
51%-75% 28.2 25.7 33.3  

76%-100% 31.7 30.3 34.7  
Self-administration of medication on hospital ward (%)     

No 45.4 32.7 73.7 41.7 
Yes, but not standardly evaluated for each patient 40.2 48.4 18.4 50.0 

Yes, standardly evaluated for each patient 14.4 18.9 7.9 8.3 
Actions undertaken for preparing a hospital discharge 
                                                                                        (% yes)*1 

    

Prepare a medication list for the patient at home 53.5 61.6  56.6 11.1 
Deliver a medication list for the patients’ family doctor 26.9 22.6 46.1 5.6 

Deliver a medication list for the patient at home 53.5 64.8 51.3 8.3 
Discuss the medication list with the patient and/or family 49.8 69.2 28.9 8.3 

Provide patient education in order to promote self-
administration and therapy adherence 

31.7 42.8 21.1 5.6 

None of the above  24.0 10.7 22.4 86.1 
* Multiple answers were allowed. 
1 p-value of every difference on actions for discharge between healthcare providers  <.001; Chi Square 

Table 21. Characteristics on medication management 

6.3.3 Healthcare providers’ willingness 

Figure 10 shows the actual willingness of healthcare providers to allow self-administration of 
medication in hospital. A total of 88.7% of the nurses, 75.0% of the physicians and 100% of the hospital 
pharmacists were willing to allow this (p= .002, Kruskall Wallis Test). 
 

6.3.4 Overall attitude towards self-administration of medication 

The healthcare provider’s attitude towards self-administration of medication was questioned with the 

use of seven statements (see Table 22).  

It was observed a narrow majority of physicians (53.9%) deemed it the role of nurses to prepare and 

administer medication, independent of the ability of patients to be able to self-administer. This was in 

contrast to 28.3% of nurses and 22.2% hospital pharmacists agreeing this statement (p <.001). The 

majority of healthcare providers agreed on allowing patients to self-administer medication if they were 

found able. In addition, they agreed patients should be stimulated to self-administer so they can learn 

how to take medication correctly, as should they be able to continue own home routines on 

medication during hospitalization. Nevertheless, physicians always agreed less with these statements 

compared to nurses and hospital pharmacists (resp. p =.007, p =.009, p =.002). Nurses and physicians 

agreed less with the statement of involving a hospital pharmacist during the decision-making on 

allowing or declining patients to self-administer (respectively 21.4% and 35.5%), compared to hospital 

pharmacists (72.2%, p <.001).   
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All healthcare providers were convinced patients can only self-administer medication if a professionals 

monitors their medication intake. Although, nurses agreed least on this statement (56.0%) compared 

to physicians (69.7%) and hospital pharmacists (88.9%) (p <.001). In the end, over half of the physicians 

(55.3%) deemed themselves capable to decide on his/her own whether a patient can self-administer 

medication. This significantly differed from only 22.0% of nurses agreeing they could decide this and 

27.8% of hospital pharmacists (p <.001). 

 
 

 
Legend 
Willingness all healthcare providers: n= 271 
Willingness hospital pharmacists: n= 36 
Willingness nurses: n= 159 
Willingness physicians: n=76 
Difference between the willingness of the three disciplines p= .002; Kruskall Wallis Test 

 
Figure 10. Willingness of healthcare providers to allow self-administration of medication in hospital 
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Attitude towards self-administration of medication (n= 271) Agree* Disagree* p-value1 

1 It is always the duty of nurses to prepare and administer 
medication, even for patients who would be able who do this 
themselves.** 

34.7 65.3 
 

Nurses 28.3 71.7  
Physicians 53.9 46.1 <.001 

Hospital pharmacists 22.2 77.8  
2 If patients wish to self-administer and are able to, they should be 
allowed to do so during a hospital stay. 

78.6 21.4 
 

Nurses 84.9 15.1  
Physicians 67.1 32.9 .007 

Hospital pharmacists 75.0 25.0  
3 Patients should be stimulated to self-administer medication during 
hospitalization so they can learn how to take medication correctly. 

83.4 16.6 
 

Nurses 87.4 12.6  
Physicians 72.4 27.6 .009 

Hospital pharmacists 88.9 11.1  
4 Patients should be able to continue their own home routines on 
medication preparation and administration when hospitalized. 

78.9 21.1 
 

Nurses 85.5 14.5  
Physicians 65.8 34.2 .002 

Hospital pharmacists 77.8 22.2  
5 It is important to involve a hospital pharmacist when making the 
decision of allowing or declining patients to self-administer their 
medication during hospitalization.  

32.1 67.9 
 

Nurses 21.4 78.6  
Physicians 35.5 64.5 <.001 

Hospital pharmacists 72.2 27.8  
6 Patients can only self-administer their medication during 
hospitalization if a healthcare professional monitors the medication 
intake. 

74.3 35.8 
 

Nurses 56.0 44.0  
Physicians 69.7 30.3 <.001 

Hospital pharmacists 88.9 11.1  
7 As a healthcare provider, I can decide on my own whether patients 
can self-administer their medication whilst in hospital   

32.1 67.9 
 

Nurses 22.0 78.0  
Physicians 55.3 44.7 <.001 

Hospital pharmacists 27.8 72.2  
* Disagree: sum of % healthcare providers who indicated strongly disagree and disagree; Agree: sum  
of % healthcare providers who indicated agree and strongly agree. 
** This statement was phrased negatively in the questionnaire.  
1 Differences between healthcare providers was calculated with the use of the Chi Square test. 

 

Table 22. The attitude towards self-administration of medication in hospital 

6.3.5 Prerequisites for self-administration for medication 

Healthcare providers were questioned about prerequisites for self-administration of medication (see 

Table 23). The results could be subdivided into prerequisites related to the patient (statement 1-3) and 

those related to facilitating implementation and organization of self-administration of medication 

(statement 4-11).  
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Healthcare providers agreed all three prerequisites related to the patient were important. These 

included; a patient should be motivated to take medication correctly, s/he should already self-

administer his/her medicines at home, and s/he should return back home after discharge. 

A total of eight prerequisites related to facilitating and organizing self-administration of medication in 

daily practice. Overall, the majority of healthcare providers indicated evaluating the patient’s 

competences for self-administration on a regular basis and medication reconciliation as an important 

prerequisite. Also, healthcare providers agreed the hospital pharmacy should deliver the patient’s 

home medicines. Both nurses and physicians found receiving the exact same brand of medication for 

self-administration important. This was in complete opposite to the opinion of hospital pharmacists, 

who deemed this not important (p <.001). The overall opinion concerning locking up self-administered 

medication safely on the patient’s room showed this was an important prerequisite. Nevertheless, 

hospital pharmacists deemed this far more important compared to nurses and physicians (p= .011). 

The prerequisite of patients not receiving both self-administered and nurse administered medicines, 

was the only one deemed not important. 

6.3.6 Consequences of self-administration of medication 

Nurses, physicians and hospital pharmacists were questioned on 12 potential consequences of self-

administration of medication (see Table 24). Eight consequences were related to the patient 

(statement 1-8), four related to healthcare providers or the hospital (statement 9-12). 

All healthcare providers agreed the patient’s knowledge would increase due to their support when 

self-administering, patients would also be more satisfied with their hospital stay, and self-

administering patients would adhere better to their medication after discharge. Also, all healthcare 

providers agreed patients would feel more autonomous and more independent during hospitalization. 

Nevertheless, physicians agreed to a lesser extent compared to nurses and hospital pharmacists 

(respectively 82.2%, 96.1% and 100% , p <.001). The healthcare providers did not agree on one 

consequences, which indicated self-administration, would result in a financial benefit for the patient. 

Variation between the opinions of healthcare providers was seen in whether patients who self-

administer would take their medicines more correctly compared to nurse-administered medicines. 

Almost 70% of nurses and hospital pharmacists agreed on this statement, this in contrast with only 

50.7% of physicians who agreed this statement (p= .032).  

The remaining statements related to healthcare providers or the hospital. It was observed healthcare 

providers agreed self-administration would result in a financial benefit for the hospital if patients 

would bring their own medication from home into the hospital. No consensus between healthcare 

providers on self-administration resulting in an increased healthcare providers’ knowledge due to the 

related communication was observed. Nurses tended to agree this statement (67.1%), in comparison 

to hospital pharmacist and physicians opinion being almost equally divided (respectively 57.6% and 

49.3%, p = .035). 
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Prerequisites for self-administration of medication (n= 271) Important* Not 
important* 

p-value1 

1 The patient will return back home after discharge 71.6 28.4  
Nurses 68.9 31.1  

Physicians 73.8 26.2 .420 
Hospital pharmacists 79.4 20.6  

2 The patient already self-administered medication at home 85.2 14.8  
Nurses 81.5 18.5  

Physicians 90.8 9.2 .120 
Hospital pharmacists 91.2 8.8  

3 The patient is motivated to take medication correctly 98.4 1.6  
Nurses 99.3 0.7  

Physicians 96.9 3.1 .344 
Hospital pharmacists 97.1 2.9  

4 The patients’ home medication schedule will not be changed during 
hospitalization 

50.4 49.6 
 

Nurses 49.0 51.0  
Physicians 49.2 50.8 .572 

Hospital pharmacists 58.8 41.2  
5 During hospitalization, the patient receives exactly the same brand of 
medication 

65.2 34.8 
 

Nurses 72.8 27.2  
Physicians 63.1 36.9 <.001 

Hospital pharmacists 35.3 64.7  
6 The self-administered medication can be locked up safely on the patient’s 
room 

59.6 40.4 
 

Nurses 53.0 47.0  
Physicians 64.6 35.4 .011 

Hospital pharmacists 79.4 20.6  
7 Medication reconciliation has to be provided  97.2 2.8  

Nurses 97.4 2.6  
Physicians 95.4 4.6 .411 

Hospital pharmacists 100.0 0.0  
8 The patient will not receive both self-administered and nurse 
administered medication 

25.2 74.8 
 

Nurses 24.5 75.5  
Physicians 30.8 69.2 .343 

Hospital pharmacists 17.6 82.4  
9 The hospital pharmacy should deliver the patient’s home medicines 77.6 22.4  

Nurses 84.1 15.9  
Physicians 69.2 30.8 .008 

Hospital pharmacists 64.7 35.3  
10 During the hospital stay, the patient’s competences for self-
administration will be evaluated on a regular basis  

98.0 2.0 
 

Nurses 99.3 0.7  
Physicians 93.8 6.2 .020 

Hospital pharmacists 100.0 0.0  
11 The reason for the hospital admission is not linked to the home 
medicines 

58.0 42.0 
 

Nurses 55.6 44.4  
Physicians 63.1 36.9 .593 

Hospital pharmacists 58.8 41.2  
* Not important: sum of % healthcare providers who indicated absolutely/rather not important; Important: sum of % 
healthcare providers who indicated rather/very important  
1Differences between healthcare providers was calculated with the use of the Chi Square test. 

 
Table 23. Prerequisites for self-administration of medication 
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Consequences of self-administration of medication (n= 258) Agree* Disagree* p-value 

1 Patients will take their medication more correctly compared to medication 
administration performed by nurses 

63.2 36.8 
 

Nurses 67.8 32.2  
Physicians 50.7 49.3 .032 

Hospital pharmacists 69.7 30.3  
2 The patient will gain knowledge because of the support of healthcare 
professionals 

82.2 7.8 
 

Nurses 94.7 5.3  
Physicians 86.6 13.4 .080 

Hospital pharmacists 93.9 6.1  
3 Patients will feel more autonomous and more independent during 
hospitalization 

92.6 7.4 
 

Nurses 96.1 3.9  
Physicians 82.2 17.8 <.001 

Hospital pharmacists 100.0 0.0  
4 Patients will be more satisfied with their hospital stay 74.4 25.6  

Nurses 78.9 21.1  
Physicians 65.8 34.2 .102 

Hospital pharmacists 72.7 27.3  
5 Patients will adhere better to their medication after discharge 82.6 17.4  

Nurses 84.9 15.1  
Physicians 72.6 27.4 .014 

Hospital pharmacists 93.9 6.1  
6 The safety of fellow patients will not be jeopardized  55.4 44.6  

Nurses 54.6 45.4  
Physicians 53.4 46.6 .589 

Hospital pharmacists 63.6 36.4  
7 The patients’ own safety will increase 54.7 45.3  

Nurses 59.2 40.8  
Physicians 45.2 54.8 .142 

Hospital pharmacists 54.5 45.5  
8 There will be a financial benefit for patients who bring their medication 
from home into the hospital 

30.6 69.4 
 

Nurses 33.6 66.4  
Physicians 31.5 68.5 .113 

Hospital pharmacists 15.2 84.8  
9 The healthcare providers’ knowledge will increase due to the 
communication concerning self-administration of medication 

60.9 39.1 
 

Nurses 67.1 32.9  
Physicians 49.3 50.7 .035 

Hospital pharmacists 57.6 42.4  
10 The workload for healthcare providers will decrease 44.6 55.4  

Nurses 41.4 58.6  
Physicians 52.1 47.9 .314 

Hospital pharmacists 42.4 57.6  
11 There will be a financial benefit for the hospital if patients bring their 
medication from home into the hospital 

66.7 33.3 
 

Nurses 64.5 35.5  
Physicians 65.8 34.2 .281 

Hospital pharmacists 78.8 21.2  
12 There will be a decrease in time investment on medication management 
(prescribing medication, preparing medication, reviewing medication and 
administering medication) 

58.1 41.9 
 

Nurses 58.6 41.4  
Physicians 60.3 39.7 .690 

Hospital pharmacists 51.5 48.5  
* Disagree: sum of % healthcare providers who indicated strongly disagree and disagree; Agree: sum  
of % healthcare providers who indicated agree and strongly agree. 1 Chi Square 

 

Table 24. Consequences of self-administration of medication 
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6.3.7 Supportive measures for self-administration of medication 

Healthcare providers were questioned on supportive measures in order to support the facilitation of 

self-administration of medication in hospital. All supportive measures provided in the questionnaire 

were deemed necessary, as shown in Table 25. Overall, healthcare providers deemed the SelfMED 

control least important, and both the SelfMED assessment and support as most important.  

Required supportive measures for self-administration of medication 
concerning healthcare providers*1 (%)   
n= 254 

 SelfMED control 62.6 
 SelfMED protocol 68.1 
 SelfMED assessment 70.1 
 SelfMED support 71.7 
 Other measure 7.1 

* Multiple answers were allowed. 
1 SelfMED control: an instrument for healthcare providers to monitor self-administration of medication. 

  SelfMED assessment: an instrument for healthcare providers to evaluate the patients’ competences for self- 

  administration of medication. 

  SelfMED support: an instrument for patients to provide them with information and support them during self-  

  administration. 

  SelfMED protocol: a protocol to support healthcare providers (physicians, nurses, hospital pharmacists) during   

  the facilitation of self-administration. 

  Other measure: free text was invited, no prominent notes were identified. 

Table 25. Supportive measures for self-administration of medication 

6.3.8 Patients competences for self-administration of medication  

A set of 17 competences, which could be assessed in order to determine whether patients are capable 

for self-administration of medication, were provided. Healthcare providers were asked to check off 

which ones they deemed important (see Table 26).  

Except for the need of assessing the patients’ ability to name side effects of medication, whether they 

already self-administered medication during previous hospital admissions, assessing the patients’ 

history of medication abuse or assessing their ability to ask supplementary medication, or their use of 

a memory aid for medication management, the majority of competences was stated as important. 
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Competences for self-administration 
(n= 254) 

% 

1 The patient’s ability to name side effects 33,1 

2 Self-administration of medication during previous hospitalizations 42,9 

3 The patient’s history of medication abuse 54,3 

4 The patient’s ability to ask supplementary medication (e.g. pain medication) 58,7 

5 The patient’s ability to use of a memory aid for medication management 59,4 

6 The patient’s ability to describe his/her own home medicines schedule  66,1 

7 The patient’s ability to report his/her own needs to a healthcare professional 68,1 

8 The patient’s ability to take medication out of a blister 69.3 

9 The patient’s ability to identify him/herself 72,4 

10 The patient’s ability to know the indication of their medicines  72,8 

11 The patient’s ability to verbally communicate with healthcare professionals 73,2 

12 The patient’s ability to orientate to place  74,4 

13 The patient’s willingness to self-administer 81,1 

14 The patient’s ability to orientate to time 81,5 

15 The patient’s ability to recall his/her last administered medicine 83,5 

16 The patient’s medication management at home 84,3 

17 The patient’s ability to adhere to the therapy 86,2  

 

Table 26. Competences for self-administration of medication 

6.4 Discussion 

During this study the willingness to let patients self-administer their medication, the attitude towards 

it, prerequisites and perceived consequences of self-administration of medication in hospital 

concerning nurses, physicians and hospital pharmacist were questioned. By including all stakeholders, 

this study provided valuable insights. 

6.4.1 Healthcare providers’ willingness and attitude 

The study findings on the willingness and attitude towards self-administration confirmed healthcare 

providers’ positive attitude and willingness (Richardson et al., 2014; Vanwesemael, Boussery, Manias, 

et al., 2018). It was noted nurses and hospital pharmacists were generally more willing and had a more 

positive attitude towards self-administration of medication in hospital compared to physicians. This 

less positive attitude was already been observed in our prior qualitative research. Physicians described 

the majority of risks related to self-administration of medication in hospital (Vanwesemael, Boussery, 

Manias, et al., 2018). It should be taken into account physicians are possibly less willing to implement 

self-administration of medication in daily practice. Interventions to make sure physicians – and all 

involved healthcare providers - are willing to facilitate self-administration and assist this should be 

installed. These interventions should for example include a clear description on the engagement of the 

physician within the goal of facilitating self-administration, should describe the shared purposes within 

this new approach, and should highlight the added value for physicians  (Gupta, Boland, & Aron, 2017). 

A significant difference between physicians, and nurses and hospital pharmacists concerned the ability 

of the healthcare provider being able to define the patient’s capability for self-administration of 

medication on his/her own. Over half of the physicians were certain about being able to judge on their 

own whether a patient is capable to self-administer medication. This was in contrast to only one out 

of five nurses or hospital pharmacists who deemed themselves capable of doing this alone. Literature 

on explaining this difference was not found. It is suggested to further explore possible reasons for this 
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finding as this might impede facilitation of self-administration of medication. From our point of view 

self-administration of medication benefits form a multidisciplinary approach in which every healthcare 

provider can contribute from their own competence. For example, hospital pharmacists have an 

important role in medication provision and medication reconciliation in hospital and should therefore 

be involved during self-administration of medication ("Royal decree setting out the standards which 

hospital pharmacies must meet to be authorized," 1991; Vanwesemael, Boussery, Manias, et al., 2018; 

Vanwesemael et al., 2017). 

In this study, hospital pharmacists deemed their role during the decision making on allowing or 

declining patients to self-administer as obvious, nevertheless nurses and physicians did not as much 

agree on this statement. Recent evidence indicated hospital pharmacists are currently seldom involved 

in medication self-administration in daily practice (Vanwesemael et al., 2017).  

6.4.2 Self-administration of medication in daily practice 

This study identified important prerequisites for self-administration of medication in hospital. 

Generally, they concerned aspects directly related to the patient and aspects related to the facilitation 

of self-administration. Supplementary, this study gained information on the needs of healthcare 

providers concerning supportive measures for actually facilitating self-administration in daily practice 

(SelfMED assessment, SelfMED control, SelfMED support and the SelfMED protocol) and the evaluation 

of required patient competences for self-administration (SelfMED assessment).  

We do recommend further research on important prerequisites for self-administration. For example, 

identifying whether it is essential or not the patient receives the exact same brand during self-

administration of medication in hospital, evaluating the possibility of using the patient’s own 

medicines (PODs), the influence of storing self-administrated medicines in closed lockers or in the 

patient’s bedside locker, and to which degree patients can adapt to changes in the self-administered 

medicines schedule without impacting patient safety. 

6.4.3 Consequences of self-administration of medication 

Healthcare providers in this study were positive about the consequences of self-administration of 

medication for patients. For example, patient’s knowledge would increase, they would be more 

satisfied and self-administration would result in better therapy adherence after discharge. When 

comparing these findings with two systematic reviews on the topic of self-administration of 

medication, it is possible to draw some conclusions. Literature on the patient’s knowledge indicated 

self-administration does increase knowledge, nevertheless it is not clear which aspects significantly 

improve (e.g. knowledge on drug name, purpose, dosage…). Also, previous studies tended to use 

different types of education, therefore results should be interpreted cautiously (Richardson et al., 

2014). Several contradictory findings were reported in literature on the effect of self-administration 

on patient satisfaction (Richardson et al., 2014; Wright et al., 2006). Most recent Belgian study on the 

perception of 124 hospitalized patients indicated 62.4% stated self-administration of medication 

would make them more satisfied about their hospital stay (Vanwesemael, Boussery, van den Bemt, & 

Dilles, 2018). Evidence on the effect of self-administration on therapy adherence after discharge was 

found to be very ambiguous (Wright et al., 2006).  

Consequences that related to healthcare providers or the hospital were also evaluated in this study. 

Healthcare providers anticipated self-administration would result in a financial benefit for the hospital 

if patients would bring their own medication from home into the hospital. This approach, ‘PODs, 

patients’ own drugs’ was already described in a study by McLeod et al (McLeod, Ahmed, Barber, & 

Franklin, 2014). However, this approach is not allowed within the current Belgian regulation, as 
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medicines should always be distributed by the hospital pharmacy ("Royal decree setting out the 

standards which hospital pharmacies must meet to be authorized," 1991). 

Based on the study results, it is not clear whether self-administration would lead to an increased 

healthcare providers’ knowledge due to the related communication, or a decreased workload and a 

decreased time investment on medication management. Literature on these topics indicated self-

administration results in benefits concerning multidisciplinary communication (Richardson et al., 

2014). Yet, whether knowledge would increase should be further evaluated. The actual effect of self-

administration in daily practice on time investment and workload has not been studied heretofore 

(Richardson et al., 2014).  

In conclusion, it is possible to state a large number of the included articles in the systematic reviews 

by Richardson et al and Wright et al on the effects of self-administration lack rigor, have 

methodological flaws, or results contradict each other. Also, the number of recent studies on this topic 

are very limited (Richardson et al., 2014; Wright et al., 2006). Therefore, it is advised to further evaluate 

whether abovementioned consequences actually appear during self-administration in daily practice. 

Future randomized controlled trials should focus on aspects such as patient and staff satisfaction, 

medication knowledge, patient autonomy and satisfaction, therapy adherence (with providing a long-

term follow up, even after discharge), and the impact on time investment and workload compared to 

nurse-administered medication. 

6.4.4 Strengths and limitations 

A strength of this study was the inclusion of all important involved healthcare providers for self-

administration of medication. Due to the construct of data collection, several institutions and 

organizations were involved resulting in healthcare providers with different work environments and a 

broad range of work experience. Nevertheless, it is possible respondents with a more explicit opinion 

on self-administration of medication were more likely to have completed the questionnaire. It was not 

possible to provide a calculation of the response rate, because of the digital distribution of the 

questionnaire. The absence of selection bias can not be guaranteed.  

During this study, perceptions of different stakeholders were questioned. The study results are 

essential in order to develop a self-administration of medication procedure. In order to evaluate the 

actual impact of a self-administration of medication procedure on the patient, healthcare providers 

and the organization related outcomes in daily practice, a RCT should be installed.  

6.5 Conclusion 

Nurses and hospital pharmacists were very willing and physicians were willing to let patients self-

administer their medication during a hospital stay. They stated self-administration of medication could 

result in several positive patient related and staff related outcomes. Nevertheless, in order to facilitate 

self-administration of medication in hospital important requisites were defined. Future research 

should focus on developing an evidence-based procedure for facilitating self-administration of 

medication in hospital and consequences in daily practice should be further evaluated. 
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7 An evidence-based procedure for self-management of medication in hospital: 

development and validation of the SelfMED procedure 

 

This chapter has been published as:  

Vanwesemael, T.; Dilles, T.; Van Rompaey, B.; Boussery, K. An Evidence-Based Procedure for Self-Management 

of Medication in Hospital: Development and Validation of the SelfMED Procedure. Pharmacy (Basel), 2018, 6 

(3), 77. 

7.1 Abstract 

Aim 

To develop and validate a procedure for self-management of medication by patients whilst in 

hospital.  

Background 

Self-management of medication allows patients to self-manage their medication in a 

controlled and supportive hospital environment. This practice is encouraged worldwide, yet 

an evidence-based procedure to evaluate the ability of patients to self-manage and to monitor 

and support self-management are absent.  

Methods 

The evidence-based procedure for self-management of medication (SelfMED) was developed 

based on previous conducted qualitative research, literature review, and the current 

regulation. It was validated by healthcare providers and a multidisciplinary expert meeting. 

Questions within the procedure that could be biased were tested for inter-rater reliability.  

Results 

First, the SelfMED procedure was developed. It consists of a stepped assessment of patient’s 

competencies for self-management performed by healthcare providers and the patient. When 

self-management is allowed, the SelfMED monitoring tool monitors the patient’s intake of self-

managed medication. Secondly, the procedure was revised for clarity, appropriateness, and 

face validity by five healthcare providers and a multidisciplinary expert meeting, resulting in 

the final version. Thirdly, three questions from the final version were tested for interrater 

reliability. Cohen’s Kappa showed moderate to strong levels of agreement. 

Conclusions 

The developed SelfMED procedure provides an evidence based approach of facilitating self-

management of medication. The content of the procedure was found valid to evaluate the 

patient’s ability to self-manage and to monitor them while self-managing. 

Keywords 

hospital medicine; medication management; medication self-management; inpatients 
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7.2 Introduction 

Patients self-administering their medication while hospitalized has been mentioned in literature as far 

back as 1959 [1]. Previous research established self-administration of medication has been 

implemented in acute hospitals in the United Kingdom. Nevertheless, the levels of implementation 

remained variable [2,3]. The Society of Hospital Pharmacists of Australia, described self-management 

as a strategy to evaluate the medication management of hospitalized patients in order to prevent 

medication related problems after discharge. Facilitating self-administration in a supervised setting 

and combined with support could result in confident and competent patients. The Society describes 

self-administration in hospitals as an important contribution to a return to independent living at home 

after discharge [4]. Belgian research on the actual prevalence showed 22% of hospitalized patients did 

self-administer medication. Concerning the opinion of nurses on the ability of these hospitalized 

patients to prepare and administer medication by themselves, just 40.9% of the patients were deemed 

able to do so. The decision of allowing self-administration was mostly a shared process between 

patients and healthcare providers. In 28.3% the patient, nurse, and treating physician were involved 

and in 26.3% the nurse and the patient [5]. Overall, it is possible to conclude self-management is not 

an unusual practice and it has been studied and implemented worldwide [4,6,7,8]. 

Although, self-administration of medication is implemented in practice, a rigorous study on 56 Flemish 

nonacute hospital wards showed some clear shortcomings. Only 17.9% of the included wards had a 

procedure for self-administration of medication and 7.1% of the wards had a screening tool to assess 

patients on their self-management ability before allowing them to self-administer [5]. A qualitative 

study on the perspectives of healthcare providers and patients concerning self-administration of 

medication during hospitalization acknowledged these findings. The interviewed respondents 

indicated it is not clear how to identify whether a patient is able to self-administer medication or not. 

Also, healthcare providers and patients worried about how to monitor self-administered medication 

correctly, as there was no guideline to support this act. Respondents in this study were not up to date 

on the current legislation or regulation concerning self-administration of medication and were very 

insecure on how to handle this in practice [9]. 

Self-administration of medication, as described in the literature, focuses on the actual administration 

of medication. However, allowing self-administration of medication by patients whilst in hospital 

requires adjustments in general medication management (e.g., preference for the use of unit dose 

medication and providing patient education on self-administered medication). Therefore, the term 

self-management of medication is preferred. This term includes both medication administration and 

aspects of medication management such as monitoring self-administration, providing education on 

self-administered medication by healthcare providers, and the support of every stakeholder in the 

process in order to succeed in self-managing medication [5,6,9]. Two systematic reviews on self-

management of medication confirmed the presence of very diversely structured self-management 

programs (SMP’s), with different contents. Although, several SMP’s have been designed in studies, 

very little have been thoroughly validated and tested [6,7]. 

As previous research showed, a self-management of medication procedure should include an 

assessment in order to define whether a patient is capable of self-managing medication. If a patient is 

deemed capable, a monitoring tool should support self-management to be safe and all aspects on the 

current regulation should be clear in order to adhere to [5,9]. 

A literature search on assessments in order to define whether a patient is capable of self-managing 

medication identified two articles on the validation of a self-administration of medication (SAM) 

screening tool in order to define the patient’s competencies. The SAM screening tool consisted of two 
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parts. The first part had to be answered by the patient and was filled in by an administrator. The 

patient’s desire to self-manage was evaluated with the use of a visual analog scale. This scale 

questioned the patient (1) whether he/she deems him/herself competent for managing regular 

medication independently while in hospital and (2) how much he/she would like to manage these 

regular medications while in hospital. Also, demographic data on the patient’s discharge destination 

and responsibility for medication management following discharge was collected. The second part had 

to be filled in by the nurses if the patient was willing to self-manage. It consisted of questions on the 

patient’s capability to self-medicate (11 questions), knowledge of medications and behavior (7 

questions), and experience with self-medicating (6 questions). In the end, the nurse needed to make a 

global assessment with the use of a visual analog scale, resulting in a maximum score of 96 points. The 

cut-off was installed at 60, below this cut-off patients were not able to self-manage medication [8,10]. 

Specific literature concerning the validation of a monitoring tool to follow up self-administration are 

still lacking, although the systematic review written by Wright et al. indicated nurses monitored the 

intake of self-administered medication. Yet, monitoring in these studies was part of collecting the 

outcome (adherence), not a way of observing and monitoring self-management [6,7]. 

Results from previously conducted research provided some evidence on the content of a procedure 

for self-management of medication in hospitals. Nevertheless, they revealed some important issues 

not included in the previous tools. First, there is a need for a multidisciplinary approach; hospital 

pharmacists, physicians, nurses, and patients have their own responsibilities and should therefore be 

included in the process of evaluating competencies for self-management [11]. Secondly, this 

multidisciplinary approach should be included in a much-needed assessment which clarifies and takes 

into account the current legal framework on self-management in hospitals. Thirdly, an instrument for 

monitoring self-management should be provided within the procedure of self-management. 

Therefore, this study aimed to develop and validate a procedure for self-management of medication 

whilst in hospital, also named the SelfMED procedure. 

7.3 Materials and methods 

During the first stage of this study a procedure for self-management of medication was developed. 

During the second stage, it was validated with the involvement of several healthcare providers and a 

multidisciplinary expert meeting. Questions in the assessment that could be biased by the opinion of 

nurses were tested for inter-rater reliability. The study was conducted in accordance with the 

Declaration of Helsinki, approval of the ethics committee of the general hospital Klina was provided on 

19 November 2015, reference number 031/200/015. 

7.3.1  Stage 1: Development of procedure 

During the first stage of developing the SelfMED procedure several actions were undertaken. As shown 

in Figure A1, a previously conducted qualitative study on the perspectives of patients, nurses, 

physicians, and hospital pharmacists concerning the strengths, weaknesses, opportunities, and threats 

of self-management of medication during hospitalization was used. Study results indicated both 

healthcare providers and patients stated important prerequisites in order to facilitate self-

management of medication in hospital. Analysis of these results allowed the authors to allocate these 

prerequisites to three major topics; prerequisites related to the patient, the medication, and the 

organization. Those related to the patient were; e.g., patients had to be self-managing medication at 

home before hospitalization, they had to be willing to self-manage medication, and had to be able—

mentally and physically—to self-manage medication. Those related to the medication were; e.g., self-

managed medication should not consist of to many different types of medication. Those related to the 

organization were; e.g., provide a clear legal context with defined responsibilities in case of self-
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management, and a system to monitor medication self-management [9]. Secondly, literature on 

medication adherence and validated tools to assess patient’s competencies to self-manage were 

supplementary examined and compared to the findings of the qualitative research. Also, the Morisky 

Medication Adherence Scale was consulted [8,9,10,12]. Thirdly, it was important to adhere current 

regulation concerning medication self-management in Belgian hospitals. Therefore, the Care 

inspection of the Flemish division of Wellbeing, Public Health, and Family was consulted. Self-

management of medication is allowed in hospitals if the self-managed medication is registered in the 

patient’s personal medical file. During this process, healthcare providers maintain their duty of care 

and their duty of surveillance, while the treating physician takes responsibility for allowing and 

evaluating self-management of medication (Care inspection of the Flemish division of Wellbeing, Public 

Health, and Family, personal communication, October 2015). Because of the current regulation on self-

management, the developed SelfMED procedure clearly stated self-managed medication had to be 

noted down in the patient’s medical file. Also, the SelfMED monitoring tool—a part of the SelfMED 

procedure—facilitated the duty of surveillance and care, and the overall evaluation of self-

management. In the end, the described role of treating physician in the procedure indicated he/she 

has the final decision on allowing or declining self-management and the type of self-managed 

medication. 

7.3.2 Stage 2: Validation 

The first draft of the SelfMED procedure was validated in several phases (see Figure A1, appendix IV), 

by three pharmacists, a physician, and a nurse manager who were employed in both university and 

regional hospitals. They were selected based on their knowledge of hospital medication management, 

tool development, and their role in direct patient care. 

The first draft was evaluated on clarity, appropriateness, and face validity. Face validity measured the 

degree to which the included questions measured what they were supposed to [13,14]. Also, the clarity 

and wording were evaluated during this process. In addition, the healthcare providers assessed the 

importance attached to the content of the questions and the appropriateness of the response scale 

used. The format and the overall presentation of the SelfMED procedure was evaluated. After the 

evaluation, adjustments were made based on the feedback; fewer answer categories were provided 

and questions were reformulated in order to avoid jargon in the patient’s self-assessment. The 

monitoring tool for self-managed medication was adjusted in order to make it easier to use and a clear 

description was provided to support completing the form correctly. 

The second draft of the SelfMED procedure was discussed in a multidisciplinary expert meeting. The 

expert meeting consisted of nurses (n = 3), a nurse manager (n = 1), physicians (n = 2), and a hospital 

pharmacist (n = 1) from a regional hospital. They were selected based on their knowledge on hospital 

medication management in daily practice, as stakeholders who would use the procedure in daily 

practice. Again, a revision for clarity, appropriateness, and the format and overall presentation was 

conducted. Some minor alterations were made after this expert meeting; the lay-out was simplified 

and adjusted in order to facilitate the use of a paper-based SelfMED procedure, the actual number of 

days a patient needed to be hospitalized in order to assess his/her ability to self-manage was deleted, 

the order of the first two statements of the nurse assessment was changed, the provided description 

on how to use the monitoring tool was rewritten more concisely. 

A part of the SelfMED procedure consisted of an assessment that questioned the opinion of a nurse 

on the capabilities of hospitalized patients to self-manage their medication. Three statements 

concerned the mental and physical state of the patient, and one the capability to deal with changes in 
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the medication regimen. As these questions may be biased by the nurse assessing the patient, two 

nurses independently assessed patients. 

7.3.3 Study methodology 

The study on evaluating bias took place in a regional hospital, on a cardiology ward specialized in heart 

failure, cardio revalidation, and postinterventional care. Two nurses agreed on assessing the patients, 

both nurses were working on the participating ward. All consecutive patients on the ward were eligible 

to participate if over the age of 18 years old. All subjects received oral and written information about 

the study and who—with the use of the nurse’s assessment—assessed their competence for self-

management of medication in hospital. Also, the nurse’s assessment evaluated whether patients had 

to be taking medication in hospital, if not they could not participate the study. All patients gave their 

informed consent for inclusion before they participated in the study. Data collection was performed 

from February until March 2016. During the completion of the assessment there was no contact 

between the assessing nurses. Both conducted their assessment one after the other, in order to rule 

out possible changes in the health status of the patients. Afterwards the inter-rater reliability was 

calculated by the Cohen’s Kappa, this resulted in the percentage agreement between both nurses 

[15,16,17,18]. The Statistical Package for Social Sciences (SPSS) version 24.0 (SPSS Inc., Chicago, IL, 

USA) was used to analyze the data. Discontinuous data were described using frequency distributions. 

Continuous data were described using a mean value and standard deviation if normally distributed or 

using a median and range if non-normally distributed. A p value of 0.05 was considered as statistically 

significant. 

7.3.4 Translation 

For publication purposes a forward-translation from the Dutch version of the SelfMED procedure to 

English was performed. Two translators independently performed their translations, one translator 

was a native English speaker the other was perfect bilingual. None of them were previously involved 

in this study, yet they did have knowledge concerning medication management, healthcare, and 

hospital care. After translating, both translators discussed their translations and resolved some 

differences. Then, the English version of the SelfMED procedure was back-translated by an 

independent translator with an academic background and a level five (C1) in English concerning the 

Common European Framework of Reference. This translator was bilingual and has not been involved 

in this, nor previous studies concerning this topic. Back-translation revealed some minor unclear 

wordings; these were adapted in the English version [16]. 

7.4 Results 

7.4.1 Stage 1: Development 

The SelfMED procedure in this study was developed through several stages (see Figure A1, appendix 

IV). As a result of this process, the SelfMED procedure consists of several phases, each described in 

following sections (see Figure A2, appendix IV). The complete SelfMED procedure can be consulted in 

Figure A3 (appendix IV). 

7.4.1.1 Nurse assessment 

A ten-statement assessment allows the nurse to assess the eligibility of the patients for self-

management of medication. Filling out this assessment can be done based on the information which 

is obtained during the intake and information available in the patient’s medical file. Nurses are able to 

define an answer to the statement in the first column (agree/not agree/not known) and assess 

whether the statements are a barrier for self-management in the second column (barrier for self-
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management/possible barrier for self-management/no barrier for self-management). At the end of the 

assessment the nurse indicates whether the patient is eligible for self-management, if so the patient 

needs to further fill out the patient self-assessment. 

7.4.1.2  Patient self-assessment 

If the nurse deems the patient capable of self-managing medications, the next phase of the procedure 

consists of a patient questionnaire. The patient should complete this self-assessment on their own. 

The questions in the assessment consist of: the current medication management at home (one item), 

the patient’s willingness to self-manage medication in hospital (one item), a possible need for aide 

while self-managing in hospital (one item), and the patient’s therapy adherence out of hospital (seven 

items). If a patient indicates he/she is not self-managing medication at home or is not willing to self-

manage medication, he/she does not have to complete the questionnaire. 

The information from both the nurse’s assessment and the self-assessment enables nurses to 

formulate advice for the treating physician to allow or decline self-management of medication. If 

patients are willing to self-manage medication, nurses can further interpret the results of the resulting 

questions concerning the patient’s medication management at home and their medication adherence. 

Because of the active involvement of the patient during the assessment, it is possible to also test the 

patient’s fine motor skills. These skills are of great importance in, for example, opening medication 

blisters or checking off the medication list of self-managed medication. 

If the nurse formulates negative advice, there is a possibility to advise a reassessment at another 

moment in time. Improvement in health status can result in improvements in self-management 

competence. 

7.4.1.3 Physician assessment 

In the next phase, the patient’s physician can make a final decision on allowing the patient to self-

manage medication. The advice formulated by the nurse, the nurse’s assessment, and the patient’s 

self-assessment are available to make an informed decision. If the treating physician decides it is not 

allowed to self-manage medication, there was a possibility to re-assess the patient at another moment 

in time. If a patient is judged to be eligible and self-management is allowed, the actual self-managed 

medicines need to be specified by the treating physician and registered in the patient’s personal 

medical file. A clinical pharmacist can be involved to provide supplementary comments if they are 

involved in the medication process. 

7.4.1.4 Practical issues for starting self-management of medication 

If a patient is capable of self-managing medication, several practical arrangements have to be made: 

provide the patient with a medication list on his medication, provide correct medication to the patient 

room, and document the self-managed medication in the patient’s medical file. Also, patients need to 

be educated on the monitoring system. 

7.4.1.5  Monitoring self-management of medication 

Self-managing patients are instructed on the use of the monitoring tool. They are aware of the type of 

medication, the time when to take medication, and the dosage. If the self-managed medication has 

been taken, patients are asked to check off these medicines on the hour of intake on their medication 

list. On a daily basis—during medication administration tours—the list with self-managed medication 

has to be checked for mistakes by the nurse. If problems concerning medication self-management 

occur, there is doubt about medication intake, or for research purposes, a pill count can be provided 

optionally in order to detect medication errors. 
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The monitoring tool consists of a first column to define the date and the second shows the initials of 

the monitoring nurses that day. The third and fourth column questions whether the patient is still 

capable to self-manage medication, if not the reason should be formulated (e.g., sudden illness, mental 

decline). If the status of the patient has not changed and he/she was self-managing medication, the 

medication list is then evaluated and a pill count is optionally performed. The results should be noted 

in the monitoring file on the patient’s room. If the patient succeeds in every aspect of self-

management, self-management can be continued. If patients fail in self-managing their medication, 

the nurse can intervene by providing patient education to prevent this error from occurring again. If 

the errors in the self-management are found to be problematic, it is possible to stop self-management. 

In case a patient is not capable of self-managing medication, self-management stops. A possibility to 

reassess over a period of time is provided. 

7.4.2 Stage 2: Validation 

Question four, five, and seven in the nurse’s assessment may be biased by the rater (see section Nurse 

assessment Figure A3). Therefore, the kappa statistic was used to test inter-rater reliability [14]. A total 

of 158 hospitalized patients were assessed by two raters. Table 27 gave an insight in the demographics 

of the assessed patient population. Only, if the assessing nurse deemed patients capable, they 

completed the self-assessment. Therefore, only data from these patients on the level of education, 

chronic medication intake at home, and self-management of medication during previous admissions 

were collected and showed in Table 27. As shown in Table 28 all three questions had moderate to 

strong levels of agreement between both raters (n = 158, question 4 κ 0.892, question 5 κ 0.843, 

question 7 κ 0.784; p < 0.001). 

 

Patient characteristics n % 

Age (yr, mean [range]) 158 72.8 [23-95] 
Sex  158  

Male   47.5 
Female  52.5 

Level of education 73  
None  12.3 

Primary school  17.8 
Secondary school  52.1 

Bachelor  15.1 
Master  2.7 

Chronic medication intake at home (mean [range]) 71 4.7 [0-15] 
Self-management of medication during previous admissions 74  

Yes  74.3 
No  25.7 

 

Table 27. Demographics 
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  Opinion nurse 2 (n)  

  Not agree Agree Unknown 
Kappa 
p value 

 Opinion nurse 1 (n)      

The patient is physically 

able to self-manage his 

medication (n= 159) 

Not agree 33 0 0 
.892 

<.001 
Agree 6 120 0 

Unknown 0 0 0 

      

The patient is mentally 
able to self-manage his 
medication (n= 159) 

Not agree 46 1 0 
.843 

<.001 
Agree 10 102 0 

Unknown 0 0 0 

      

The expectation is that 

the patient can handle 

possible treatment 

changes (n= 159) 

Not agree 47 3 0 

.784 

<.001 

Agree 10 96 0 

Unknown 
3 0 0 

      

 
Table 28. The inter-rater reliability of three question from the nurse’s assessment 

 

7.5 Discussion 

In this study the SelfMED procedure was developed. This procedure guides and supports patients and 

healthcare providers during the decision-making process concerning allowing or declining self-

management and during actual self-management of medication. During the development, the opinion 

of, not only nurses and patients, but also hospital pharmacists and physicians and the current 

regulation on self-management in hospitals were taken into account. Therefore, all these important 

stakeholders were included in the procedure. 

The SelfMED procedure consists of a stepped assessment performed by the nurse (1), the patient (2), 

and the hospital pharmacist and treating physician (3). This assessment enables the treating physician 

to provide a well-informed decision on allowing or declining a patient to self-manage medication in 

hospital. If a patient is allowed, the SelfMED monitoring tool will monitor the intake of self-managed 

medication and detect possible medication errors or other medication related problems. If problems 

occur, the SelfMED procedure encourages interventions such as patient education to provide them 

from reoccurring. The procedure distinguishes itself from previously developed tools, as it includes all 

important stakeholders and adheres to current regulation. Furthermore, it not only assesses patient’s 

competencies but also guides and supports monitoring self-management and encourages healthcare 

providers to improve the patient’s self-management skills if necessary [6,7,10]. 

The role of hospital pharmacists was briefly described in the assessment phase. Nevertheless, their 

involvement is foremost important. As described in literature, the active involvement of hospital 

pharmacists on clinical wards resulted in several benefits such as improved care and reduced harm 

[19]. Specifically, for self-management of medication in hospital, hospital pharmacists can provide 

counseling sessions for patients when problems arise concerning adherence that occurs during self-

management, and they can support nurses in educating patients on medication. Also, pharmacists can 

clarify discharge prescriptions, as literature indicated this as a problem for patients [20]. Research on 

hospital pharmacists providing patient counseling before hospital discharge and telephone follow up 

after discharge indicated a significant association with less adverse drug events [21]. These findings 

strengthen the hospital pharmacists’ important role. 
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7.5.1 The SelfMED procedure in daily practice 

Previous literature on self-management of medication indicated possible advantages such as; 

increased patient satisfaction, increased patient safety, an improvement of adherence to 

pharmacotherapy, and self-care competence [5,6,9,22]. Research on the willingness of patients 

highlighted they were generally very willing to self-manage medication in hospital. Nevertheless, if 

patients do not want to self-manage medication this should be respected [22]. 

Notwithstanding the possible advantages of self-management of medication, actually implementing 

the SelfMED procedure requires some changes in the current medication management process. 

Compared to nurses preparing and administering medication, self-management implicates patients 

have to be assessed first to determine their competence for self-management. Additionally, self-

managed medication is ideally supplied as unit dose and logistics on how to transport medication to 

the patient room and store it should be apparent. Previous research already provided a flowchart on 

these advised adaptations [9]. Secondly, problems on medication shortages might influence the 

delivery of self-managed medication, as the medicines might not be in stock [23]. 

Also, adaptations on ward-level are advisable. As stated in the procedure, the storage of self-managed 

medication in closed lockers or the patient’s personal locker is advised. It is possible not all patient 

rooms have access to a personal locker. Nevertheless, nightstands mostly tend to have a build in locker. 

Also, when self-managing patients check off their medication list, as stated in the SelfMED procedure, 

nurses are not possible to observe this other than checking the actual medication list on the patient’s 

room. It would be an added value if this medication list could be provided on a tablet or linked to an 

electronic patient data management system. Additionally, this can also provide nurses with an 

overview on self-managed and nurse administered medication. 

7.5.2 Implications for research 

The SelfMED procedure developed and validated in this study provides a first evidence-based guide 

for self-management of medication. In order to refine and provide further improvements, following 

implications for research were discussed. 

The current SelfMED assessment comprised a stepped approach with a limited amount of questions 

for nurses, patients, and physicians. It is expected that due to this approach the time investment for 

completing the assessment remains limited for each stakeholder. Supplementary research on the 

effect of self-management on time management of involved stakeholders is advised. 

Because of the possible bias in three questions from the nurse assessment, inter-rater reliability was 

calculated. Yet, in future research the inter-rater reliability of the complete SelfMED assessment 

should be determined, since the opinion of physicians can be a subject to bias and bias in other 

questions from the nurse assessment could be present. 

When patients are found to be capable to self-manage, the nurse formulates a positive advice for the 

treating physician. It is expected nurses are adequately educated and have sufficient clinical judgment 

to assess a patient with the use of a checklist already providing all important topics. By providing these 

topics, reproducibility can be increased. The final decision on self-management can be taken by the 

physician. As this healthcare provider remains responsible for medication during hospital admission, 

the physician will be able to define which medicines can be self-managed. Previous qualitative research 

indicated physicians are more likely to prohibit patients to self-manage high-risk medication. 

Nevertheless, this viewpoint can be discussed and should be investigated further, for example 

transplant patients self-manage their medication in order to be able to manage them correctly after 

discharge. Allowing patients to already self-manage high-risk medication in a controlled environment 
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might ultimately result in a benefit for the patient [9]. Literature on the treatment of diabetes in 

hospital even encouraged patients to self-manage their insulin when hospitalized on the condition that 

this is also monitored by healthcare providers [24,25]. 

The current SelfMED monitoring tool provides an evaluation of medication self-management. If 

medication errors occur, the flowchart suggests healthcare providers to educate patients in order to 

prohibit the error from reoccurring. As this is a crucial step towards improving the self-management 

skills and possible medication knowledge further research should focus on expanding this aspect of 

the SelfMED procedure [26]. 

Previous literature on the effect of self-management of medication indicated several positive results. 

Nevertheless, these results should be taken into account cautiously due to methodological flaws and 

low-quality research [6,7]. Future research should therefore focus on the effect of self-management 

of medication on patient outcomes (patients satisfaction, medication errors during hospitalization, 

influence on therapy adherence after discharge, and patient self-management skills after discharge), 

the influence on quality of care, medication management processes, and influence on the healthcare 

costs. 

The current SelfMED procedure was developed focusing on the average hospitalized patient on a 

cardiology ward. Therefore, it is important when using this procedure in a specific population, in 

example geriatric or psychiatric patients, adaptations in the assessment criteria might be needed in 

order to meet the aim of correctly assessing patients and supporting self-management of medication. 

7.6 Conclusions 

The SelfMED procedure developed and validated in this study has the potential to guide and support 

self-management of medication in hospital. Because of the inclusion of all important stakeholders 

within the medication management process, the evidence-based approach and the fit with current 

regulation the procedure distinguishes itself from previously described tools. Further refinements and 

validation in daily practice are advised, also a tool for providing tailor made interventions for 

medication related problems during self-management should be developed and validated. 

7.7 Supplementary materials 

The following are available in appendix IV or online at http://www.mdpi.com/2226-4787/6/3/77/s1, 

Figure A1: Development and validation of the SelfMED procedure, Figure A2: The SelfMED flowchart, 

Figure A3: The SelfMED procedure. 
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8 The SelfMED procedure –self-management of medication on a cardiology 

ward: administration errors, registration errors and feasibility 

 

This chapter has been submitted for publication: 

Vanwesemael, T.; Boussery, K.; Jordan S.; Van Rompaey, B.; Dilles, T.  The SelfMED procedure –self-management 

of medication on a cardiology ward: administration errors, registration errors and feasibility  

8.1 Abstract 

Purpose 

This study aimed to evaluate the SelfMED procedure through the measurement of medication 

administration and registration errors, and evaluated the feasibility of the procedure. 

Design 

A descriptive intervention study was conducted in a Flemish regional hospital where all 

patients on a cardiology ward were included. 

Methods  

The SelfMED procedure was introduced to facilitate self-management of medication and 

consequently evaluate self-managed medication administration errors. All four cardiologists 

involved were surveyed on the feasibility of the procedure. 

Findings 

Of 159 patients screened on their competences for self-management, 61 were included for 

medication self-management. A total of 367 medicines were self-managed. Medication 

administration errors occurred on three occasions (0.8%). In six of the self-managed medicines 

(1.7%) an error in the patient’s registration of the intake was registered. The SelfMED 

intervention was deemed feasible within the hospital ward. Yet, in the opinion of cardiologists 

it required a substantial time investment. 

Conclusion 

The SelfMED procedure facilitates self-management of medication and resulted in low 

numbers of medication administration and registration errors. Further refinement is 

recommended to increase feasibility. 

Clinical relevance 

The SelfMED procedure provided a guide for implementing and facilitating self-management 

of medication for hospitalized patients. Feasibility of the SelfMED procedure should be tested 

in larger trials.  

Key words 

self-management, medication systems, hospital, inpatients 
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8.2 Background 

The concept of patients self-administering their medication in hospital is nothing new under the sun, 

since it was cited in literature since 1959 (Parnell, 1959). Recently, the term self-management of 

medication was introduced. Patients are not only administering their medication; they are supported 

in managing, storing, organizing and reporting their self-managed medication in hospital and receive 

education from healthcare professionals, such as nurses, physicians and hospital pharmacists 

(Vanwesemael, Boussery, et al., 2017). 

Currently, 22% of Belgian hospitalized patients self-manage their medication. A cross-sectional 

observational study in 56 Flemish hospital wards indicated 10 wards (18%) had a self-management of 

medication protocol. Only four wards (7%) had an assessment available to determine patients’ abilities 

to self-manage (Vanwesemael, Van Rompaey, Petrovic, Boussery, & Dilles, 2017). Research on the 

actual implementation of self-management of medication in acute hospitals in the United Kingdom 

indicated the uptake is variable (London Audit Commission, 2001; McLeod, Ahmed, Barber, & Franklin, 

2014). Qualitative research on the perceptions of both healthcare providers (nurses, physicians and 

hospital pharmacists) and patients on self-management of medication pointed out ambiguity. This 

research regarded the prerequisites for self-management, impact on the current medication 

management process, legal responsibilities, and impact on medication safety (e.g. possible abuse of 

medication, medication getting stolen, medication errors due to incorrect self-management) 

(Vanwesemael, Boussery, et al., 2017).  

There is no established tool or instrument to monitor the intake of self-managed medication in hospital 

order to prevent over- or under dosage, misuse or other problems concerning medication 

management. Lack of clarity and guidance may be impeding self-management of medication in 

hospital, and patients’ capabilities need to be assessed. Therefore, the SelfMED procedure, including 

an assessment and monitoring tool, was developed and validated. The procedure offers a guide to 

evaluate whether self-management is advisable (SelfMED assessment), a monitoring tool for a 

structured follow up of patients self-managing their medication (SelfMED monitoring tool), and the 

possibility for nurses to intervene when medication errors occur (Vanwesemael, Dilles, Van Rompaey, 

& Boussery, 2018). 

Literature indicated that self-management of medication increased patient knowledge of their 

medicines, and compliance: RCTs found that self-managing patients were more compliant than their 

controls (Richardson, Brooks, Bramley, & Coleman, 2014). Most patients and professionals had a 

positive attitude towards self-management of medication, but staff were concerned over increased 

workload, time spent educating patients, preparing medication and medication lists, work stress, and 

a perception of increased medication errors, all due to self-management (Manias, Beanland, Riley, & 

Baker, 2004; Richardson et al., 2014; Vanwesemael, Boussery, et al., 2017). Simultaneously, if patients 

were reliably confirmed to be self-managing then nurses described a decrease in time spent on 

medication administration, ‘drug rounds’, and discharge planning. However, findings remain 

inconclusive, and further research is needed (Richardson et al., 2014; Wright, Emerson, Stephens, & 

Lennan, 2006).  

One important outcome in self-management of medication is the medication error rate. Previous 

research including healthcare professionals’ and patient’s perception on self-management indicated 

self-management could decrease medication errors, but healthcare providers feared patients misusing 

their medication (Manias et al., 2004; Vanwesemael, Boussery, et al., 2017). A systematic review 

confirmed that self-administering patients complied more with their therapy compared to a control 



 

131 
 

group. Also, descriptive studies reported high rates of compliance with the medicines regimens and 

low error rates (Richardson et al., 2014). 

During this study, the SelfMED procedure (Vanwesemael et al., 2018) was implemented on a cardiology 

ward in a regional hospital. The aim of the current study was firstly to describe the number of 

medication administration and registration errors, and secondly to report the feasibility by the 

included cardiologists after the implementation of the SelfMED procedure. The study is considered as 

a pilot in preparation of a larger randomized clinical trial on the subject. 

8.3 Methods 

8.3.1 Design 

A descriptive intervention study was conducted in a Flemish regional hospital. Approval of the ethics 

committee of the general hospital Klina, Belgium, was provided on November 19th, 2015, reference 

number 031/200/015. 

8.3.2 Participants 

In a non-profit regional hospital (581 beds), all patients hospitalized on the participating cardiology 

ward (32 beds) – specialized in heart failure, cardio revalidation (revalidation after a revascularization 

procedure performed in another University hospital) and postinterventional care – were screened for 

eligibility in the study. Patients aged <18 years or unable to sign the informed consent were excluded. 

Figure 11 shows the participant flowchart. 

8.3.3 SelfMED intervention 

The SelfMED procedure, based on evidence and regulation, guides healthcare providers and patients 

in the different stages of self-management of medication (See Figure A1, appendix IV) (Vanwesemael 

et al., 2018). First, patients are assessed to decide whether they are eligible for self-managing 

medicines in hospital (SelfMED assessment). The stepped assessment is first performed by the nurse 

(1), if s/he deems the patient capable; the patient completes a self-assessment (2). Based on these 

data the nurse advises the treating physician. Finally, the treating physician takes the decision 

regarding self-management and defines which medicines can be self-managed (3). If a patient is 

allowed to self-manage, several precautions need to be taken: to provide the patient with a medication 

list, to deliver and to correctly store medication in the patient’s room, to document the self-managed 

medication in the patient’s medical file. Also, patients should be instructed about the use of the paper 

medication list to ensure that they are aware of the type of medication, the time of administration and 

the dosage of self-managed medication. When the self-managed medication is taken, patients are 

instructed to tick these off on the medication list on the time and date of administration (SelfMED 

monitoring tool). This allows nurses to observe medication administration errors, and if so, provide 

tailored interventions (Vanwesemael et al., 2018). 

.
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8.3.4 Study outcomes 

First, the primary outcomes of this study were observed, these concerned medication administration 

errors and registration errors. Medication administration errors were observed by means of a daily pill 

count by the head nurse. The nurse manually reconciles the number of remaining pills also confirming 

that the patient adhered to the therapy. In addition, the nurse evaluated possible discrepancies 

between the patient’s logs of self-managed medication the patient stored on his/her room and the 

anticipated medication list on a daily basis. Any occurring problem was discussed with the patient in 

order to identify the reason for non-compliancy. During this study, following medication 

administration errors were observed: not taking the prescribed medication, taking the wrong type of 

medication, administering medication at the wrong time. Also, ticking off the medication list 

incorrectly was considered as a medication registration error. This was also evaluated by comparing 

the patient’s logs on the medication list and the anticipated medication list and performing a pill count. 

e.g., if a patient had taken his/her medicine correctly, but had not correctly ticked off the medicines 

list, this was identified by a correct pill count and an error on the medication list. Also, a discussion 

with the patient could confirm this medication registration error. 

Second, the feasibility of the SelfMED procedure on this cardiology ward was explored with a 

structured questionnaire for the four included cardiologists. This questionnaire covered content, user-

friendliness, time investment, and perceived consequences of self-management of medication in 

closed questions (7 questions, 10-point Likert scale; absolutely not satisfied – absolutely satisfied and 

3 questions, 10-point  Likert scale; strongly disagree – strongly agree). Free text comments were 

possible at the end of the questionnaire. 

8.3.5 Data collection 

Data were collected from February until March 2016. The stepped SelfMED assessment provided data 

on the nurse assessment, the patient self-assessment (extended with a questionnaire on 

demographics and medication intake at home), and the physician’s decision on allowing or declining 

medication self-management in hospital. The SelfMED monitoring tool collected data from the 

patient’s log on a medication list and the nurse’s pill count. 

8.3.6 Data analysis 

The Statistical Package for Social Sciences version 24.0 (SPSS Inc., Chicago, IL, USA) was used to analyze 

the data. Shapiro-Wilk tests showed non-normality of the distributions of age and the number of self-

management of medication. Nonparametric statistics were used to analyze these data. Discontinuous 

data were described using frequency distributions. Continuous data were described using a mean 

value and standard deviation if normally distributed, or using a median and range if non-normally 

distributed. Self-managed medicines were coded using the Anatomical-Therapeutic-Chemical 

classification (WHO, 2014). A p-value of 0.05 was considered as statistically significant. 

8.4 Results 

8.4.1 Implementation of the SelfMED assessment 

A total of 159 patients was eligible for inclusion in the study (See Figure 11). During the first step of the 

intervention, nurses assessed these patients using the nurse assessment, resulting in 85 patients being 

competent to perform self-management. Of these 85 patients, 11 did not consent to participate in the 

study, two were not willing to self-manage, and one patient dropped out of the study due to early 

discharge. Possible reasons for not willing to participate in the study or for not willing to self-manage 

medication were not collected. Based on the nurse assessment and the self-assessment the nurse 
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advised the physicians to let 70 of the resulting 71 patients, perform self-management of medication. 

The treating physician could reflect on the nurse assessment, self-assessment and the nurse’s advice 

during the decision-making process. The treating physicians confirmed 58 patients able to self-manage 

all of their medication and three patients part of their medication.  

As presented in Table 29, the most prevalent reasons for patients not to pass the nurse assessment 

were: not capable of handling changes in their medication regimen (n=48, 49.0%), mentally not 

capable to self-manage medication (n= 47, 48.0%), or not preparing their own medication at home (n= 

44, 46.8%). Likewise, physicians reported the reasons for not allowing patients to self-manage during 

the final step of the assessment: a presumption of therapy nonadherence (n=2), the physician does 

not trust the patient (n=2), too many changes in the medication schedule (n=2) and the patient did not 

take any medication at home (n=1). 

As described in Table 30, the median age of the population was 75 years. Self-managing patients were 

on average 70 years old, 5 years younger compared to those were not allowed to self-manage (p = 

.001, Mann-Whitney U). Overall, the total population consisted of 47.5% woman and 52.5% man. The 

majority of the included population completed secondary school as their highest level of education.  

Self-managing patients used on average 4.5 different long-term medications at home and almost all 

(96.7%) completely self-managed these at home. One out of four of these patients had previously self-

managed medication during a hospital admission. 

Questions in the assessment 

Positive assessment n=61 
 % (n) 

Negative assessment  
n= 98 
% (n) 

Agree Dis- 
agree 

Un- 
known 

Agree Dis- 
agree 

Un- 
known 

1  The patient can prepare his/her own medication    
    at home. 

98.3 (59) 1.7 (1) 0.0 51.1 (48) 46.8 (44) 2.1 (2) 

2  The patient administers his/her own medication  
    at home. 

100 (61) 0.0 0.0 78.7 (74) 19.1 (18) 2.1 (2) 

3  After release from hospital the patient is capable  
    of preparing and administering his/her own  
    medication. 

98.3 (60) 1.7 (1) 0.0 54.3 (51) 44.7 (42) 1.1 (1) 

4  The patient is physically able to administer  
    his/her own medication. 

98.4 (60) 1.6 (1) 0.0 67.3 (66) 32.7 (32) 0.0 

5  The patient is mentally capable of controlling  
    his/her own medication. 

100.0 (61) 0.0 0.0 52.0 (51) 48.0 (47) 0.0 

6  I have no knowledge of substance abuse by the  
    patient. 

88.5 (54) 9.8 (6) 1.6 (1) 43.3 (42) 7.2 (7) 49.5 (48) 

7  The expectation is that the patient can handle  
    possible treatment. 

96.7 (59) 3.3 (2) 0.0 48.0 (47) 49.0 (48) 3.1 (3) 

8  The patient will not be exposed to any other  
    medical interventions (e.g. surgery) where a new  
    medication scheme will need to be implemented  
    by nurses. 

96.7 (59) 0.0 3.3 (2) 86.6 (84) 3.1 (3) 10.3 (10) 

9  The expectation is that the hospitalisation will  
    be long enough to allow the patient to  
    commence his/her own medication therapy. 

98.4 (60) 1.6 (1) 0 76.3 (74) 18.6 (18) 5.2 (5) 

10 The patient speaks sufficient Dutch to  
     understand the treatment (verbal, written). 

100.0 (61) 0 0 91.8 (89) 4.1 (4) 4.1 (4) 

 
Table 29. Nurse assessment 

 



 

135 
 

 

 All screened 
patients  

Self-
management 
not allowed 

Self-
management 

allowed 

Age (years) *    
Number of respondents 158 97 61 

mean ± SD 72.8 ± 13.6 75.0 ± 14.1 69.5 ± 12.0 
median [range] 75.0 [23-95] 79.0 [23-95] 71.0 [45-89] 

Gender (%) **    
Number of respondents 158 97 61 

Female 47.5 65.3 34.7 
Male 52.5 57.8 42.2 

Level of education (%)     
Number of respondents   60 

None   11.7 
Primary school   18.3 

Secondary school   48.3 
Bachelor   18.3 

Master   3.4 
Number of chronic medicines taken at home     

Number of respondents   60 
mean ± SD   4.5 ± 3.2 

Medication management at home (%)    
Number of respondents   61 

Self-management   96.7 
Aid for preparing   3.3 

Aid for preparing and taking   0.0 
Self-management of medication during previous 
admission (yes, %) 

   

Number of respondents   61 
   24.6 

* Difference in age between the groups no self-management allowed/self-management allowed: p= .001, 
Mann-Whitney U  
** Difference in gender between the groups no self-management allowed/self-management allowed: p= .333, 
Pearson Chi-square value 

 
Table 30. Patient demographic data and medication management characteristics 

 

8.4.2 Self-management of medication 

A total of 367 medicines were self-managed in hospital by 61 patients with a median of 4 different self-

managed medicines per patient [1-11]. The majority of these were medicines for the cardiovascular 

system (21.2%) and for blood and blood forming organs (8.9%). The median duration of self-

management during hospitalization was 3 days (range 2 - 9 days) (See Table 31). 
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Characteristics  

Duration of medication self-management (days) (n= 61)  
Mean ± SD  3.7 (1.4) 

Median [range] 3.0 [2-9] 
Number of self-managed medication (n=61)  

Total number of self-managed medication 367 
Mean per patient ± SD  5.0 (2.9) 

Median per patient [range] 4.0 [1-11] 
Anatomical main group of self-managed medication (%) (n= 367)*  

Alimentary tract and metabolisma 6.0 
Blood and blood forming organs 8.9 

Cardiovascular system 21.2 
Dermatological drugs 0.0 

Genitourinary system and reproductive hormones 0.9 
Systemic hormonal preparations, excluding reproductive hormones and insulins 1.0 

Anti-infective for systemic use 0.6 
 Antineoplastic and immunomodulating agents 0.1 

Musculoskeletal system 1.0 
Nervous system 3.3 

Antiparasitic products, insecticides and repellents 0.0 
Respiratory system 0.9 

Sensory organs 0.6 
* Every self-managed medicine was categorized within its anatomical main group with the use of Anatomical 
Therapeutic Chemical Classification System (WHO, 2014) 

 
Table 31. Characteristics of the self-managed medication 

 

8.4.3 Medication administration errors and registration errors 

Nine errors occurred (2.5%) on a total of 367 self-managed medicines (see Table 32). Nine different 

patients - 14.8% of the self-managing population - made these errors. In three cases a medication 

administration error was reported. One medication administration error concerned the medicine 

Gabapentine ® (active substance: gabapentin), which was ticked off on the medicines list but not taken, 

as identified by the nurse’s pill count. The second administration error concerned a pill which was 

found on the floor by the nurse. Yet, it could not be identified since the medicines list was ticked off 

correctly and the pill count was correct (1.3%). The third error concerned one patient (0.6%) who was 

informed on the decision to stop Cordarone® treatment (active substance: amiodarone 

hydrochloride). Yet, the patient administered this medicine one more time, as it was still available in 

the patient’s room. This medication administration error was identified based on the medication list 

and a pill count. Subsequently, this medicine was removed from the patient’s room.  

n=367* n (%)  

Medication administration errors  
Patient did not take medication 2 (0.5) 

Patient did take medication while treatment was stopped by the physician 1 (0.3) 
Medication registration errors   

Took medication but did not tick off according to the pill count 4 (1.1) 
Ticked off in wrong place 1 (0.3) 

Ticked off but did not take medication according to the pill count  1 (0.3) 
Total amount of errors  9 (2.5) 

        * number of self-managed medicines 
 

Table 32. Errors in patient self-management 
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The majority of errors were registration errors; they were the result of patients who did not tick off 

the medication list (n = 4) or did this incorrectly (n= 1), while the patient actually had taken the correct 

medicine at the right time. In order to prevent these errors from reoccurring, the patients were 

informed by a nurse about the use of the medication list. 

8.4.4 Feasibility of the SelfMED procedure 

As shown in Table 33, all four cardiologists in this study completed a questionnaire on the feasibility of 

the SelfMED procedure on their ward. Overall, they scored a median score of 6.0/10 on their 

satisfaction of the SelfMED procedure, as on the user-friendliness of the procedure. A median score of 

6.5 was provided on the content of the items of the nurse and patient assessment. The number of 

questioned items of the nurse and patient assessment scored the highest score (7.0/10). The time 

investment to facilitate self-management scored a low median score of 4.0/10. This low score was 

explained in the free text: when patients are only hospitalized for a few days, self-management is a 

time consuming task. Also, teaching patients on self-management of medication takes time. In 

conclusion, they suggested the SelfMED procedure would be a more relevant procedure in wards with 

a longer length of hospital stay.  

Cardiologists stated in the free text that it was rather difficult to rate patient’s self-management of 

medication skills because their stay was too short, making it difficult to provide feedback and follow-

up of self-management. This was consistent with the rating of 6.5/10 on SelfMED contributing to a 

better self-management of patients’ prescribed medical therapy. In addition, according to the 

cardiologists SelfMED did not contribute to a better communication between patients, nurses and 

physicians concerning the prescribed medical therapy (4.0/10 rating). Nevertheless, they agreed that 

self-management contributed to a better understanding of the patient’s competences in order to self-

manage medication after hospital discharge (7.0/10 rating). 

(n= 4) Median [range] 

Question on the satisfaction of …a  
the SelfMED procedure 6.0 [3-7] 
the content of the questioned items of the nurses’ assessment 6.5 [6-7] 
the content of the questioned items of the patient self-assessment 6.5 [6-8] 
the number of questioned items of the nurses’ assessment 7.0 [7-8] 
the number of questioned items of the patient self-assessment 7.0 [7-8] 
the user-friendliness of the SelfMED procedure 6.0 [5-7] 
the time investment to facilitate self-management of medication 4.0 [3-5] 
  
The SelfMED procedure contributes to…b  
a better self-management of the patients’ prescribed medical therapy 6.5 [5-8] 
a better communication between patients, nurses and physicians concerning the 
prescribed medical therapy. 

4.0 [3-5] 

a better understanding of patients’ competences to self-manage medication after 
hospital discharge.  

7.0 [6-7] 

  
a 10-point Likert scale; absolutely not satisfied – absolutely satisfied 
b 10-point Likert scale; strongly disagree – strongly agree 

 

Table 33. Feasibility of the SelfMED procedure concerning participating cardiologists 
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8.5 Discussion  

8.5.1 Implementation of the SelfMED assessment 

During this study, the SelfMED assessment – as a part of the SelfMED procedure – was used in order 

to evaluate whether patients were capable of self-managing medication in hospital for the first time. 

The nurse assessment, being the first step of the SelfMED assessment, identified 85 patients being 

capable of self-management. Afterwards, these patients were invited to perform the self-assessment. 

Eleven patients did not complete this assessment as they did not volunteered to participate in the 

study, two patients indicated in the self-assessment they were not willing to self-manage their 

medicines, and one patient dropped out due to early discharge. During the third and final step of the 

SelfMED assessment, physicians identified 61 patients eligible for self-management. Reasons for 

deeming patients not capable of self-management comprised: the patient is not capable of handling 

changes in the medicines regimen, the patient is mentally not capable to self-manage, the patient does 

not adhere to the therapy, or the physician does not trust the patient. During this study, nurses and 

physicians did not take risks and excluded patients from the study if there were any doubts about the 

competences to self-manage based on the SelfMED assessment. Consequently, this may have biased 

our sample towards younger, fitter patients.  

Nonetheless abovementioned reasons for excluding a patient for self-management, if a patient returns 

back home and it is expected s/he will be responsible for self-managing medication, action should be 

undertaken. As stated by the Society of Hospital Pharmacists of Australia, self-management of 

medication could identify and address problems as a part of the discharge planning process, and the 

assessment and success rate of self-management can determine the correct needs for support after 

hospital discharge (Davis et al., 2002). Therefore, the reasons for allowing or declining self-

management of medication should be comprehensively evaluated, as are the consequences of this 

decision. Research on patients discharged on different wards (internal medicine, pulmonary medicine, 

neurology and cardiology) by Eibergen et al. indicated medication related problems occurred in 18 out 

of 104 included patients (15%). The problems were very diverse, e.g. patients did not know the 

indication and how to use their medication, they had concerns about combining all medicines, and did 

not receive their patient information leaflet, or got further prescription for supply (Eibergen, Janssen, 

Blom, & Karapinar-Carkit, 2018). This evidence stresses the importance of guiding patients and 

supporting them in order to self-manage medication in the hospital. 

8.5.2 Medication administration errors and registration errors 

Self-management of medication facilitated with the use of the SelfMED procedure resulted in three 

medication administration errors (0.8% of 367 self-managed medicines), caused by three different 

patients; no errors resulted in patient harm. Comparing our results with error rates included in a 

systematic review on descriptive studies on self-management of medication by Richardson et al. was 

found to be difficult. This because of the lack of a concise definition on medication errors, or a 

description on how they were observed (Richardson et al., 2014).  

During our study, medication administration errors were evaluated with the use of the patient’s log on 

their medication list and a pill count. Future research should use additional tools and supplementary 

observation of self-managing patients in order to more precise evaluate medication administration 

errors (e.g. wrong time, wrong dose, wrong administration technique, or wrong medicine). In order to 

compare care as usual and medication self-management, it is advised to include a control group with 

treatment as usual (nurse administered medication) and an intervention group (medication self-

management). These study results can provide more insights, e.g. on the effect of the SelfMED 

procedure on the safety of patients in relation to for example medication errors. Besides the 
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observation of medication adherence during hospitalization, it is advisable to continue the follow-up 

after hospital discharge.  

During this study observed errors included medication registration, resulting in four patients who did 

not tick off the administered medication and one patient did this incorrectly. We assumed the SelfMED 

monitoring tool may have affected this low number of errors, to be more precise the medication list 

on which patients logged their medicines intake influenced their behavior. It might be difficult for some 

patients to read, use or tick off the provided medication list. Consequently, further research should 

study this hypothesis. 

8.5.3 Feasibility of the SelfMED procedure 

The evaluation of the feasibility of the SelfMED procedure indicated that the involved cardiologists 

were satisfied with the number of questions within the SelfMED assessment. Also, they agreed the 

procedure contributed to a better understanding of the patient’s competences in order to self-manage 

medication after hospital discharge. This knowledge on the patient’s competences could be described 

as an advantage, given the fact that patients still experience problems such as a lack of knowledge, 

resource and self-efficacy which is required in order to self-manage after discharge when transitioning 

to their home environment (Pollack et al., 2016).  

Overall, the cardiologists suggested to facilitate self-management in patients who remained 

hospitalized during a longer period as teaching patients on their medicines takes time. These findings 

were in line of those reported in a systematic review by Richardson et al. Although, teaching patients 

takes time, less time will be spent on medication preparation and administration. Also, patients 

successfully self-managing their medication will require a lower time investment (Richardson et al., 

2014). In our study the aspect “time” is based on the perception of the cardiologists. Determining the 

exact time investment for facilitating self-management with the SelfMED procedure requires 

additional research. 

Previous research indicated not only physicians play an important role in self-management of 

medication. Nurses, patients and hospital pharmacists are also involved in the SelfMED procedure 

(Vanwesemael et al., 2018; Vanwesemael, Van Rompaey, et al., 2017). Therefore, further research 

should include these stakeholders when evaluating feasibility and all components of the procedure 

(i.e. the SelfMED assessment, the SelfMED monitoring tool and the provided medication list) in daily 

practice. 

This study was completely paper-based, as the medication management system on the ward did not 

allow the SelfMED procedure to be included within their medical software. Nevertheless, a strengths, 

weaknesses, opportunities and threats.(SWOT) analyses on self-management of medication in hospital 

indicated the use of an electronic medical file is advised when implementing medication self-

management. Hence, all healthcare providers have a constantly updated overview of self-managed 

and nurse administered medication (Vanwesemael, Boussery, et al., 2017). Therefore, we promote 

that the SelfMED procedure is included within the electronic medical software of hospitals. This would 

simplify the assessment of patients, resulting in immediately available information for all healthcare 

providers. Moreover, patients may be provided with an electronic device or application on which they 

can tick off their medicines (instead of the paper based medication list). This information would be 

directly linked to the medical software package of the hospital.  

In general, it is possible to conclude this first test of the SelfMED procedure in daily practice was 

successful. Information on the functioning and application of the SelfMED assessment, the monitoring 

tool, the effect of self-management on patient medication errors, the feasibility of the procedure 



 

140 
 

within the ward and a reflection on the entire process are valuable and should be taken into account 

when preparing and installing a complex RCT. 

8.6 Conclusion 

The SelfMED assessment identified eligible patients willing to self-manage their medicines in hospital. 

The SelfMED procedure resulted in a low number of medication administration and registration errors. 

The intervention was feasible, but required a vast time investment. The potential of the SelfMED 

procedure should be explored in a long term follow up in a restricted population with a digital format 

and before proceeding to a multicentered randomized controlled trial.   

8.7 Clinical Resources 

Belgian Centre for Pharmacotherapeutic Information http://www.bcfi.be/ 
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9 Discussion 

9.1 Main findings of the SelfMED project 

The SelfMED project comprised three major aims. First, we aimed to describe the legal context of self-

administration of medication and current practices including the prevalence of self-administration of 

medication in Flemish hospitals. In order to describe all relevant aspects of Belgian healthcare 

regulation related to self-administration of medication legal texts were consulted and the Care 

Inspection of the Flemish Division of Wellbeing, Public Health and Family was contacted. It was possible 

to conclude self-administration of medication can be provided within the current legal framework, yet 

conditions that are to be fulfilled are identified and should be taken into account. The most important 

are; noting the self-managed medicines down into the medical file, and adhering to the duty of care 

and surveillance. In addition, a clear image of the current prevalence rates of patients self-

administering their medicines during hospitalization and the use of self-administration protocols and 

assessments was obtained. Self-administration of medication of at least one medicine occurs in over 

one out of five hospitalized patients in Flemish hospital wards. According to head nurses, almost 

double the number of these patients would be able to actually self-administer their medicines in 

hospital. The context in which self-administration takes place indicates the decision-making process 

on allowing self-administration of medication is mostly shared between the treating physician and/or 

the nurse and the patient, hospital pharmacists are hardly ever consulted. In addition, the presence of 

protocols and assessments for self-administration of medication in hospital is very limited. In 

conclusion, we identified self-administering patients are more likely to be female, are on average 

younger, have a better general health status and lower care dependency levels, have a lower number 

of different medications per day before hospitalization and during their hospital stay. More often, they 

come from their own home environment and return back there after discharge. Based on these results 

we aimed to develop an evidence based procedure, structuring self-management of medication in 

hospital with the potential to result in better medication self-management competences and therapy 

adherence. 

As a first step in the preparation of the development of an evidence based procedure, we aimed to 

investigate stakeholders’ perceptions and interests; this was also our second aim of the SelfMED 

project. By exploring and describing the willingness of patients, nurses, physicians and hospital 

pharmacists to perform or allow self-administration of medication, their attitude towards it, and 

prerequisites and perceived consequences of self-administration in hospital we aimed to increase 

success rates for a sustainable implementation. Before the start of these studies, it was unknown how 

self-administration of medication was managed in different hospitals, and which factors could facilitate 

or impede implementation. Furthermore, there was only a relatively small body of evidence that 

addressed the opinion of patients, nurses, physicians and hospital pharmacists towards medication 

self-management in hospital.  

The conducted studies indicated healthcare providers and patients identify several important 

conditions for allowing self-administration of medication. These conditions are related to the patient 

(e.g. his/her mental and physical condition), to the medication itself (e.g. no self-administration of 

intravenous or intramuscular medication) and to the actual organization of self-administration (e.g. an 

overview of self-administered and nurse-administered medicines, a monitoring system for self-

administration). Overall, all stakeholders involved with self-administration of medication show to be 

willing to facilitate and perform self-administration of medication in daily practice. It is possible to state 

they have a positive attitude towards it. In addition, they define possible strengths or benefits, 

weaknesses or disadvantages, opportunities and threats in relation to self-administration of 

medication. As a result of the SWOT analysis and the stated conditions, an overview of advised changes 



 

146 
 

in the medication management process for implementing self-administration of medication is being 

provided. Aforementioned study results played an important role in the development of a self-

management of medication procedure. They provided insights in the willingness of stakeholders, in 

potential changes in the medication management process for implementing self-management of 

medication, important prerequisites and the potential consequences of self-management of 

medication. 

During our third and final aim, we aimed to develop and validate an evidence based SelfMED procedure 

for patient self-management of medication whilst in hospital. In addition, we aimed to evaluate the 

number of medication administration errors and registration errors, and the feasibility after the 

implementation of the SelfMED procedure.  

The SelfMED procedure was developed based on our previous research findings from the qualitative 

study on the perspectives of important stakeholders. Supplementary, literature on medication 

adherence and validated tools to assess patient competences to self-manage were examined and 

compared to the findings of the qualitative research. The SelfMED procedure also adhered to the 

regulation in relation to self-management of medication in hospital. In conclusion, the procedure is 

validated - as we aimed - by healthcare providers (on clarity, appropriateness, and face validity) and 

during a multidisciplinary expert meeting. Questions within the procedure that could be biased are 

tested for inter-rater reliability and show strong levels of agreement between raters.  

Afterwards, the SelfMED procedure was implemented for the first time, on a cardiology ward in a 

regional hospital. The study results indicate the SelfMED assessment – as a part of the procedure – is 

able to identify whether patients are able to self-manage their medicines in hospital. Self-management 

of medication, with the use of the SelfMED procedure, did not result in any severe or harmful 

medication administration errors. The SelfMED monitoring tool, which was also a part of the SelfMED 

procedure, enables healthcare providers to follow up and monitor self-managed medicines. With the 

use of this tool, a small number of medication registration errors occurred, reasons for these errors 

should be further examined. Furthermore, the intervention is found to be feasible concerning the 

opinion of involved cardiologists, but it requires a certain time investment. 
 

9.2 Strengths and limitations of the SelfMED project 

The SelfMED project provided a wide approach in order to describe the current situation of self-

administration of medication in Flemish hospitals, the regulation concerning this topic and the 

perspectives and attitudes of important stakeholders. This resulted in a broad fundament of new 

knowledge, allowing us to develop the SelfMED procedure fitted for the Belgian healthcare system.  

A specific strength of this project was the comprehensive dataset on the current rates of self-

administering hospitalized patients and the number of wards that had an available procedure and 

screening tool to assess patient competences for self-administration. Nevertheless, we did not further 

question the context of self-administration, for example how this was defined or how patients were 

evaluated on their competences for self-administration. 

By qualitatively evaluating the perspectives (SWOT analysis) and attitudes of nurses, physicians, 

hospital pharmacists and patients, a lot of in depth information concerning the topic of medication 

self-management was gained. This knowledge was tested and evaluated further in a larger and more 

diverse sample of stakeholders, with the use of quantitative structured interviews. These study results 

gave a much needed overview in order to assist implementation and facilitation of self-management 

in daily practice. Nonetheless, we studied perceptions and possible willingness to allow or perform 

self-management of medication in hospital. Due to this approach, it is not possible to state self-

management will e.g. lead to an increased patient satisfaction or decreased nursing workload when 
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actually facilitated and evaluated in daily practice. Nor can we - based on our study results - state 

healthcare providers and patients will remain equally willing to allow or perform self-management 

when they are actually allowing and performing this in their daily routines. 

The SelfMED procedure is developed based on the opinion of all important and involved stakeholders 

within the process of medication self-management in hospital, the current available literature, and the 

regulation concerning this topic is taken into account. Therefore, the SelfMED procedure distinguishes 

itself from previously developed interventions and tools related to the topic. During the validation 

process of the procedure, inter-rater reliability is calculated in order to evaluate possible bias in three 

questions from the nurse assessment. It is advised to not only evaluate these questions, as well the 

inter-rater reliability of the complete SelfMED assessment should be determined. 

The SelfMED procedure was implemented on a cardiology ward in order to test the feasibility. Yet, we 

did not evaluate feasibility from the perspectives of all stakeholders, as we only questioned the 

involved cardiologists. In addition, we evaluated the number of medication administration errors and 

registration errors. Evaluation of the overall safety and the effect of self-management on therapy 

adherence, as an important patient related outcome, was not provided. Evaluating these patient 

related outcomes would have taken more time-intensive and expensive research, which was not 

possible within the SelfMED project. As a result of this narrowed data collection, the completeness and 

generalizability of our research findings were limited.  

Overall, another strength from both the SelfMED project and the SelfMED procedure was the 

important clinical relevance. Data showed self-management of medication is allowed in daily practice, 

yet, it is performed without the use of any evidence based standards, guidelines, or protocols. It was 

clear during the process of the SelfMED project, healthcare providers saw potential within self-

management as they deemed 40% of the hospitalized patients capable of performing this act, both 

they and patients were very willing to allow and perform this in daily practice and overall they both 

had a positive attitude.   

9.3 The future of the SelfMED procedure 

9.3.1 Refinements of the SelfMED procedure 

All aspects of the SelfMED project finally resulted in the development and validation of the SelfMED 

procedure. This procedure consists of a stepped SelfMED assessment in order to evaluate the 

competences of patients for self-management of medication, practical issues for starting self-

management of medication, and a SelfMED monitoring tool for evaluating self-management. 

Although, healthcare providers and patients stated the importance of a support tool for self-

management of medication; this was not fully incorporated within the SelfMED procedure yet. The 

SelfMED procedure currently provides an evaluation of the self-managed medicines (SelfMED 

monitoring tool) and the possibility for healthcare providers to intervene with tailor-made 

interventions when problems arise. Therefore, it is highly recommended to further develop supportive 

educational interventions in case of non-adherence (SelfMED support) for self-managing patients; such 

as (digital) information leaflets on e.g. important side effects and how to prepare and administer 

medicines. As described by Bailey et al understanding and being able to monitor medication are 

important steps within the model of medication self-management (Bailey, Oramasionwu, & Wolf, 

2013). Also, healthcare providers should be able to support self-managing patients. Literature already 

showed clinical pharmacists are well placed to take on this important role. Nevertheless, self-

management of medication still requires a multidisciplinary approach in which also nurses and 

physicians should be involved in educating patients (Dunn et al., 2015; Nicholls, MacKenzie, & Braund, 

2017).  
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Another topic that emerged out of the SelfMED project was related to the use of the patient’s own 

medication during hospitalization. Concerning the Belgian Royal Decree of March 4th 1991, article 

seven, all medicines provided for diagnose or treatment of hospitalized patients should be delivered 

by the hospital pharmacist. Nevertheless, data showed in almost three out of four hospital wards 

patients used some medicines they brought from home during their hospitalization. Also, nurses, 

hospital pharmacists and patients are concerned whether patients would be able to recognize generic 

alternatives of their home medications. Furthermore, nurses and hospital pharmacists described 

common problems on medicines stock shortages and difficulties on obtaining rare medications. 

Nevertheless, the current SelfMED procedure adhered to the Belgian regulation concerning 

medication in hospital and did not allow patients to use their own medicines brought from home. 

Given the study findings, future development and evaluation of the procedure should explore the 

possibilities of the use and administration of patients’ own medicines during self-management of 

medication. The administration of patients’ own medicines during their hospital stay is encouraged 

and has already been seen in English NHS hospitals. The majority of NHS hospitals surgical and medical 

wards already administer patients’ own medicines in daily practice (London Audit Commission, 2001; 

McLeod, Ahmed, Barber, & Franklin, 2014). A recent Dutch study report on the effect of this approach 

in hospital indicated this lowers hospital related medicines costs due to spillage, results in a more 

effective use of resources and an increased patient satisfaction compared to the use of medication 

from the hospital formulary (van Onzenoort, van Bunningen, & Meeuwissen, 2017). Also, it can 

presumably improve continuity of care and ensure continuation of therapy during hospitalization 

(Lummis, Sketris, & Veldhuyzen van Zanten, 2006). In addition, the South Australians Health (SA 

Health), provided a “Patients’ Own Medications Policy Guideline” and stated “The administration of 

patients’ own medication to patients during their hospital stay can enhance the continuity of care by 

facilitating the timely provision of essential medications not routinely available at the hospital. It also 

creates opportunities for detection of issues and patient counselling relating to current medicines” 

(Government of South Australia - SA Health, 2018).  

When using patients’ own medicines in hospital during self-management of medication, the quality of 

these medicines needs to be guaranteed, both the NHS and the SA Health already provided an 

overview on the aspects that should be checked. A summary on these aspects are; the medicine was 

prescribed for the current patient, medicines should be identified preferably in their original packaging 

or foil strip, the dose, name of the medicine, the form and strength of the medicines should be 

provided, the quantity dispensed and the date of dispensing, the batch number of the medicine, the 

expiry date, and the condition of the medicines container should be evaluated (Health, 2018; London 

Audit Commission, 2001). If a randomized controlled trial shows, the use of patients’ own medicines 

during self-management of medication in hospital is beneficial, implementation of this practice has to 

be discussed with all stakeholders. 

Some aspects of the current SelfMED procedure are identified for potential improvement. First, the 

abovementioned SelfMED support tool should be developed and included within the procedure. 

Secondly, during the SelfMED project healthcare providers stated they prefer a medication review, a 

continuously up to date overview of both self-managed and nurse-administered medicines, and a 

monitoring system for self-managed medicines. Therefore, we recommend integrating the SelfMED 

procedure within an ICT based system. Other possible advantages of a digital incorporated SelfMED 

procedure could be:  
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 The SelfMED assessment can be completed on a laptop (nurse assessment) or application on 

a medical device or cellphone (patient self-assessment): 

o The data will be analyzed automatically and the results are available to healthcare 

providers involved in the patient’s self-management of medication process in 

hospital.  

 The SelfMED monitoring tool allows patients to register their medication intake digitally on 

an application on a medical device or cellphone: 

o The exact time of medication intake can be automatically registered. 

 The SelfMED assessment and monitoring tool is connected and linked to the hospital 

software, so data can be exchanged between the patient’s medical files and the SelfMED 

tools: 

o Nurses on the ward, the treating physician, and the hospital pharmacist can look into 

the SelfMED assessment. 

o The medicines schedule can be transferred automatically to the SelfMED monitoring 

tool which is available on the patient’s application or medical device. 

o Any type of medication changes can be adjusted automatically in the SelfMED 

monitoring tool of the patient, also all healthcare providers will be kept up to date on 

the most current medicines therapy prescribed. 

o If the patient registers the intake of a certain medicine, this can be checked 

immediately in the patient’s medical file. This allows healthcare providers to obtain a 

permanent overview on whether a patient may have been forgotten to take their 

medicines. 

o Using a digitalized system, a broader range of educational and supportive means for 

self-management and adherence could be accessible; patients can e.g. be given 

videos or digital information leaflets. 

In a distant future, the digital SelfMED procedure might also be integrated within the Belgian digital 

eHealth platform. It can be linked to Vitalink which is a digital platform from eHeatlh (Belgian Federal 

Government, 2018a, 2018b). Vitalink allows healthcare providers to access information concerning the 

well-being and care of the individual, they have a therapeutic relationship with. Integrating SelfMED 

into Vitalink could bridge care transitions and provide care continuity in relation to (self-management 

of) medication. By integrating SelfMED within Vitalink, patients can already use the SelfMED tools 

during their hospital stay. After hospital discharge, they will be able to continue using the SelfMED 

tools and for example have the same overview of their medicines at home, as they did in the hospital.  

9.3.2 Evaluation of the refined SelfMED procedure 

The digital SelfMED procedure with inclusion of the SelfMED support tool and possible use of patients’ 

own medicines should be further evaluated and the effects of self-management of medication on 

several patient, healthcare provider and organization related outcomes should be evaluated. In order 

to succeed this aim, an intervention study should be installed. During this study, first one group of 

patients will receive treatment as usual (TAU), the second group is considered the intervention group 

in which the SelfMED procedure will be provided.  
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Period 1: TAU 
(n= 200) 

Period 2: SelfMED procedure  
(n=200) 

Patient related outcomes Patient related outcomes 

 Medication knowledge 

 On admission  

 At discharge 

 At 2 months post discharge 

 Medication knowledge 

 On admission  

 At discharge 

 At 2 months post discharge 
 Self-management 1   

 On admission 

 At discharge 

 At 2 months post discharge 

 Self-management 1   

 On admission 

 At discharge 

 At 2 months post discharge 
 Adherence2 

 During hospitalization: 
medication errors 

 During 2 months post discharge: 
prescription and refill databases or 
electronic monitoring * 

 Adherence2 

 During hospitalization: SelfMED 
monitoring tool 

 During 2 months post discharge: 
prescription and refill databases or 
electronic monitoring * 

 Patient satisfaction and autonomy 

 At discharge 

 At 2 months post discharge 

 Patient satisfaction and autonomy 

 At discharge 

 At 2 months post discharge 
 Readmission rates related to medication use3 

 At 2 months post discharge 

 Readmission rates related to medication use3 

 At 2 months post discharge 
 Health service utilization related to medication 

use3 

 At 2 months post discharge 

 Health service utilization related to medication 
use3 

 At 2 months post discharge 
 

1 Proposed tool; Drug Regimen Unassisted Grading Scale (DRUGS): identification of the medication, access, 

dosage and correct timing of the medication intake (Advinha, Lopes, & de Oliveira-Martins, 2017; Edelberg, 

Shallenberger, & Wei, 1999). 
2  Adherence will be evaluated with the use of all three adherence components as described by Vrijens et al.; 

initiation (start of intake yes/no), implementation  (% of medicines are taken) and persistence (early stop of 

intake). It can be expected that self-management will influence adherence to all medicines after 

hospitalization. Starting from an estimated increase in general adherence from 80-90% in the intervention 

group, a sample size of n=199 in each group will be needed to confirm (with a 2-sided significance level of 0.05 

and a power of 0.80) the expected difference in adherence. 
3 Health service utilization related to medication use concerns for example GP consultations, or information 

gained from informal caregivers. Data could be derived from medical insurance company databases and/or 

patient questionnaires. 

* Electronic monitoring requires patient engagement compared to collecting data from prescription and refill 

databases (Vrijens, Antoniou, Burnier, de la Sierra, & Volpe, 2017) 

Also, the effect of self-management of medication on healthcare providers and organization related 

outcomes should be evaluated. It is proposed to make an inventory of all actions undertaken in relation 

to pharmaceutical care when providing treatment as usual, and during the facilitation of the SelfMED 

procedure. Afterwards, this list can evaluate actual differences in the medication management process 

and logistics related to this process. In addition, it will also enable the actual timing of actions by 

participating observation and a comparison between TAU and the intervention period could be 

provided. In addition, these data could also provide an outline of the role of all stakeholders within the 

medication self-management process when implementing SelfMED. Supplementary, in both groups 

(TAU and intervention) satisfaction of patients, nurses, physicians and hospital pharmacists involved 

should be questioned. This could be done with the use of a SWOT approach. Supplementary data on 

the feasibility of the SelfMED procedure could also be collected, as these were lacking in the current 

SelfMED project. 
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The SelfMED project provided data on the prevalence and context of self-management of medication 

and the perspectives of nurses, physicians, hospital pharmacists and patients. This project provided an 

important foundation for further expanding the implementation and facilitation of patient self-

management of medication in hospital. By clarifying the current regulation, exploring the stakeholder’s 

perspectives and willingness, evaluating the current state of the art and bringing all these study results 

together, the SelfMED procedure was developed, validated and evaluated for the first time. As a result 

of the SelfMED project, it is possible to formulate a new research hypothesis; the digital SelfMED 

procedure which is linked to the hospitals digital software, includes a SelfMED support tool, and 

provides the use of patient’s own medicines, can improve patient, healthcare provider and 

organization related outcomes.  

9.3.3 The SelfMED procedure embedded in daily practice 

The SelfMED project revealed self-management of medication during hospitalization is applied in 

clinical practice in an unstructured way. The project provided a structured approach for self-

management and clarity concerning the current regulation on this topic and the role of every 

stakeholder within the process. Nonetheless, a lot of work still has to be done in order to actually 

introduce the SelfMED procedure in a diversity of hospital wards in daily practice. Study results 

indicated self-management of medication was allowed mostly in surgical short-stay wards (81.2%), 

psychiatric wards (32.1%), and surgical wards (22.1%). Yet, concerning the opinion of the cardiologists 

who tested the SelfMED procedure, the procedure would be a more relevant procedure in wards with 

a longer total length of hospital stay. Currently, it is not possible to state the SelfMED procedure is 

more beneficial for patients who remain hospitalized during a longer or shorter period of time. Overall, 

we aim for allowing self-management of medication, if effective and beneficial, in as many clinical 

settings as possible, so patients, healthcare providers and our healthcare system can benefit the 

implementation and its potential positive effects. Bearing in mind the use of the SelfMED procedure 

within different wards and patient populations, this could result in a slightly modified version in 

relation to the ward or patient needs.   
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he definition of health and Dorothea Orem’s General Theory of Nursing both stress out the 
importance of individuals being able to provide self-care and self-management. Within 
Orem’s Theory of Nursing Systems, nurses should identify deficits related to self-care, and 

possible actions should be defined in order to tackle them. In recent years, an evolution towards 
increased patient self-management and self-care was observed. This resulted in more actively involved 
patients and healthcare providers who provided a more empowering approach. Because of increased 
self-management, focusing on the specific aspect of medication self-management, as one of the 
actions within self-management, is appropriate. Nevertheless, the importance of medication self-
management, literature indicated individuals still struggle during this process resulting in an economic 
burden and a negative impact on several patient related outcomes.  

Bearing in mind Orem’s Theory of Nursing Systems and a majority of individuals who do not succeed 
in mediation self-management, allowing patients to self-manage their medicines in hospital under 
supervision and with support of healthcare providers should be stimulated. Medication self-
management could provide continuity in the medication self-management process of the patient, 
detect problems related to medication self-management and intervene by for example providing 
education, and result in better therapy adherence.  

Literature on the prevalence of self-administration of medication in hospital is very scarce. An 
evaluation of existing guidelines for self-administration of medication in hospital identified they were 
not developed based on evidence, they were not validated, and were recently withdrew. Systematic 
reviews on this topic described a range of diverse self-administration of medication interventions, 
which also lacked an evidence based approach. Only one validated Australian assessment to evaluate 
the patient’s ability to self-administer medication in hospital was identified. Literature on the effects 
of self-administration of medication revealed an increased patient adherence during hospitalization, 
increased patient medication knowledge, and increased patient satisfaction. 

Notwithstanding, the existence of guidelines and several types of self-administration of medication 

interventions, these items are not sufficiently validated and their development was not based on the 

existing body of evidence. In addition, the existing guidelines, self-administration of medication 

interventions and the identified validated Australian tool could not be used, as they should comply 

Belgian rules and regulation concerning self-administration of medication in hospital. Therefore, the 

need for further studying the topic of self-administration of medication in Belgian hospitals was 

confirmed and the SelfMED study was launched.  

The SelfMED study aimed;  

(1) to describe the legal context of self-administration of medication and current practices 

including the prevalence of self-administration of medication in Flemish hospitals. 

(2) to explore and describe the willingness of patients, nurses, physicians and hospital 

pharmacists to perform or allow self-administration of medication, their attitude towards it, 

and prerequisites and perceived consequences of self-administration in hospital. 

(3) to develop and validate an evidence based SelfMED procedure for self-management of 

medication by patients whilst in hospital, and to evaluate the number of medication 

administration errors and registration errors, and the feasibility after the implementation of 

the SelfMED procedure.  

To describe the current legal context, Belgian legal texts and the Care Inspection of the Flemish Division 

of Wellbeing, Public Health and Family were consulted. It was possible to conclude self-administration 

of medication can be provided within the current legal framework, yet some conditions should be 
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fulfilled when facilitating medication self-administration in hospital. A clear image of the current 

context of self-administration of medication in daily practice in Flemish hospitals was described with 

the use of a cross-sectional study. Data were collected on all hospitalized patients at 57 wards, based 

in 12 hospitals. Of the 1,269 patients participating in this study, 22% self-administered at least one 

medicine during hospitalization and 13.8% self-administered at least 50% of their total amount of 

medication. In the opinion of the head nurse, 40.9% of the hospitalized patients would have been able 

to self-administer their medication during hospitalization. Only a few wards had an available procedure 

and screening tool to assess the competence of the patients to self-administer their medication. Self-

administration occurred significantly more at surgical short-stay wards, compared to other wards. The 

self-administering patients were on average younger and female and had a lower number of different 

medications per day before and during hospitalization. These patients had a good health status and 

were independent to mildly dependent on nurses on the ward. 

Overall, it is possible to conclude self-administration of medication can be facilitated within the current 

legal context. In daily practice, self-administration of medication was allowed, and even more patients 

would be able to self-administer their medication during hospitalization. Nevertheless, there is a lack 

of procedures and screening tools to assess the competence or appropriateness of patients to self-

administer their medication. 

To date, little was known on the willingness and attitude of important stakeholder in relation to the 

process of medication self-management. Also, very little was known on prerequisites and possible 

consequences of self-management of medication in hospital. Therefore, a qualitative descriptive study 

design was adopted, using semi-structured interviews and qualitative content analysis to examine 

data. Six physicians, 11 nurses, six hospital pharmacists and seven patients were recruited from one 

regional hospital and two university hospitals, situated in Belgium. Results indicated self-management 

of medication results in benefits for patients, nurses and could be beneficial for collaboration between 

patients and healthcare providers. Also, disadvantages for patients, nurses and physicians were 

described. In addition, participants described opportunities related to the organization, the patient 

and the process for implementing self-management. Also, some threats related to implementation of 

self-managed medications and the actual process of providing medication self-management were 

identified. The study results allowed us to provide a valuable overview of adaptations in the medication 

management process to facilitate implementation of self-management of medication. Supplementary, 

the study results were further examined during two quantitative cross-sectional observational studies. 

Nurses (n= 159), physicians (n= 76), hospital pharmacists (n= 36) and patients (n= 124) were 

questioned on their willingness and attitude towards self-administration of medication, and 

prerequisites and perceived consequences. Both studies identified stakeholders were willing to allow 

or perform self-administration of medication in hospital. In line with these findings, they had a positive 

attitude towards the topic. Nevertheless, stakeholders stated important conditions and prerequisites 

which need to be considered in order to implement self-management of medication in hospital.  

Based on our knowledge concerning the legal context of medication self-management, the current 

prevalence, the stakeholder’s attitude and important prerequisites, it was possible to develop the 

SelfMED procedure. Afterwards, it was validated by healthcare providers and a multidisciplinary expert 

meeting. Questions within the procedure that could be biased were successfully tested for inter-rater 

reliability. The SelfMED procedure consists of a stepped assessment - SelfMED assessment -, that 

evaluates whether patients are eligible for self-managing medicines in hospital. If a patient is allowed 

to self-manage, several measures need to be taken e.g. provide the patient with a medication list. 

When self-managing, the SelfMED monitoring tool will evaluate this process. This allows nurses to 

detect medication administration errors, and if so, provide tailor made interventions. 

The SelfMED procedure was implemented for the first time during a descriptive intervention study in 
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a Flemish regional hospital. All patients on a cardiology ward were included in the study. The procedure 

was introduced to facilitate self-management of medication, and to evaluate self-managed medication 

errors. All four cardiologists involved were surveyed on the feasibility of SelfMED. It was possible to 

conclude the SelfMED procedure facilitated self-management of medication. Of 159 patients who were 

screened on their competences for self-management, 61 patients were found capable and participated 

in the study. A total of 367 medicines were self-managed. Actual medication administration errors 

occurred on three occasions (0.8%). In six of the self-managed medicines (1.7%) an error occurred in 

the patient’s registration of the intake. The SelfMED intervention was deemed feasible within the 

ward, yet in the opinion of cardiologists it required a substantial time investment. 

The SelfMED project provided a wide approach in order to describe the regulation concerning self-

management of medication in hospital, the current situation of self-management in Flemish hospitals, 

and the perspectives and attitudes of important stakeholders. This resulted in a broad fundament of 

new knowledge, allowing us to develop the SelfMED procedure. It is advised to further refine the 

procedure, to invest in evaluating the effect on different outcomes and to embed this approach in daily 

practice.  
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e definitie van gezondheid en Dorothea Orem’s Algemene Verpleegkundige Theorie leggen 
beiden de nadruk op het belang van zelfzorg en zelfmanagement. Volgens Orem’s Theorie 
van Verpleegkundige Systemen spelen verpleegkundigen een belangrijke rol in het 

identificeren van zelfzorgtekorten en het opstellen van acties om deze tekorten aan te pakken. In de 
afgelopen jaren was er een duidelijke evolutie naar meer patiënt zelfmanagement en zelfzorg. Deze 
evolutie resulteerde in actieve betrokken patiënten en zorgverleners die patiënten meer empoweren. 
Door de toename in zelfmanagement is de focus op een specifiek aspect hiervan, met name medicatie 
zelfmanagement, aangewezen. Ondanks het belang, blijkt het proces van medicatie zelfmanagement 
nog steeds zeer gevoelig aan problemen. Doordat individuen er niet in slagen succesvol medicatie zelf 
te managen, is er sprake van een grote economische impact en een negatieve impact op diverse 
patiënt gerelateerde uitkomsten.   

Met in het achterhoofd Orem’s Theorie van Verpleegkundige Systemen en een meerderheid van 
individuen die er niet in slagen aan correct medicatie zelfmanagement te doen, zou het toestaan van 
medicatie zelfmanagement in het ziekenhuis met de nodige monitoring en ondersteuning moeten 
worden aangemoedigd. Medicatie zelfmanagement zou continuïteit in het medicatie zelfmanagement 
proces van de patiënt kunnen waarborgen, zou problemen gerelateerd aan medicatie zelfmanagement 
kunnen detecteren waarvoor interventies zoals educatie kunnen worden geïmplementeerd en kan 
resulteren in een betere therapietrouw. 

Er is een zeer beperkt aanbod van wetenschappelijke literatuur met betrekking tot de prevalentie van 
medicatie zelfmanagement in ziekenhuizen. Een evaluatie van de bestaande richtlijnen voor medicatie 
zelfmanagement in ziekenhuizen bracht aan het licht dat deze niet ontwikkeld werden op basis van de 
bestaande evidentie, de nodige validatie ontbrak en tevens werden ze recentelijk ingetrokken. 
Systematic reviews met betrekking tot het onderwerp beschreven een zeer divers aanbod van 
medicatie zelfmanagement interventies, die eveneens de nodige wetenschappelijke onderbouwing en 
validatie ontbraken. Eén gevalideerd Australisch assessment dat in staat is tot het evalueren van de 
competenties van patiënten voor het uitvoeren van medicatie zelfmanagement in ziekenhuizen werd 
geïdentificeerd. Evidentie over de gevolgen van medicatie zelfmanagement in ziekenhuizen bracht aan 
het licht dat patiënten meer therapietrouw zijn tijdens de opname, hun medicatiekennis toeneemt en 
de tevredenheid stijgt. 

Niettegenstaande dat er richtlijnen en diverse medicatie zelfmanagement interventies bestaan, zijn 
deze onvoldoende gevalideerd en was hun ontwikkeling onvoldoende gebaseerd op bestaande 
wetenschappelijke literatuur. Daarenboven konden de richtlijnen, interventies en het assessment niet 
gebruikt worden, aangezien deze niet voldeden aan de Belgische regels en wettelijke context. 
Bovenstaande bevindingen duiden het belang van verder onderzoek binnen het topic van medicatie 
zelfmanagement in Belgische ziekenhuizen en noopten ons tot de start van het SelfMED onderzoek. 

Het SelfMED onderzoek beoogde: 

(1) het beschrijven van de huidige wettelijke context in relatie tot medicatie zelfmanagement 

en de huidige context van medicatie zelfmanagement in Vlaamse ziekenhuizen. 

(2) het exploreren en beschrijven van de bereidheid van patiënten, verpleegkundigen, artsen 

en ziekenhuisapothekers om medicatie zelfmanagement uit te voeren en toe te staan, hun 

attitude ten opzichte van dit topic, mogelijke voorwaarden en gevolgen van medicatie 

zelfmanagement in ziekenhuizen.   

 

 



 

158 
 

(3) het ontwikkelen en valideren van een wetenschappelijk onderbouwde SelfMED procedure 

voor medicatie zelfmanagement door patiënten tijdens hun hospitalisatie, en het evalueren 

van het aantal medicatie inname fouten en medicatie registratie fouten, alsook de 

haalbaarheid na de implementatie van de SelfMED procedure.  

Om de huidige wettelijke context te beschrijven werden de Belgische wetteksten en de Zorginspectie 

van het Departement Welzijn, Volksgezondheid en Gezin geconsulteerd. Het is mogelijk te besluiten 

dat medicatie zelfmanagement kan worden voorzien binnen de huidige wettelijk context, maar dat er 

voorwaarden zijn waaraan voldaan moet worden. Een duidelijk beeld over de huidige context van 

medicatie zelfmanagement in Vlaamse ziekenhuizen werd beschreven aan de hand van een cross-

sectionele studie. Er werden gegevens verzameld van alle gehospitaliseerde patiënten op 57 diensten 

uit 12 ziekenhuizen. Van de 1296 deelnemende patiënten managede 22% zelf minimaal één 

geneesmiddel en 13.8% managede minstens 50% van hun totaal aantal te nemen geneesmiddelen. 

Volgens de mening van de bevraagde hoofdverpleegkundigen zou 40.9% van de gehospitaliseerde 

patiënten in staat zijn tot medicatie zelfmanagement. Een beperkt aantal diensten had een procedure 

of screeningsinstrument ter beschikking voor medicatie zelfmanagement in het ziekenhuis. 

Zelfmanagement kwam significant meer voor op chirurgische kortverblijf afdelingen, in vergelijk tot 

andere diensten. Patiënten die aan zelfmanagement deden waren voornamelijk jonger, vrouw en 

namen een lager aantal verschillende geneesmiddelen voor en na de hospitalisatie. Deze patiënten 

hadden daarenboven een betere gezondheidsstatus en waren in beperkte mate afhankelijk van de 

hulp van verpleegkundigen op de dienst.  

Algemeen is het mogelijk te besluiten dat medicatie zelfmanagement kan gefaciliteerd worden binnen 

de bestaande wettelijke context. In de dagelijkse praktijk werd medicatie zelfmanagement reeds 

toegestaan en potentieel zijn er nog meer patiënten die dit zouden kunnen uitvoeren tijdens hun 

hospitalisatie. Desondanks ontbreken er de nodige procedures of screeningsinstrumenten voor 

medicatie zelfmanagement in het ziekenhuis. 

Tot dusver was er weinig kennis over de bereidheid en attitude van belangrijke stakeholders met 

betrekking tot medicatie zelfmanagement in ziekenhuizen. Verder ontbrak voldoende kennis over 

belangrijke randvoorwaarden of gevolgen van medicatie zelfmanagement. Om deze hiaat in kennis 

aan te pakken werd een kwalitatieve beschrijvende studie opgezet. Dit onderzoek hanteerde semi-

gestructureerde interviews waarna de resultaten aan een kwalitatieve inhoudsanalyse werden 

onderworpen. Zes artsen, elf verpleegkundigen, zes ziekenhuisapothekers en zeven patiënten werden 

gerekruteerd uit één algemeen ziekenhuis en twee universitaire ziekenhuizen binnen België. De 

resultaten van deze studie toonden aan dat zelfmanagement van medicatie kan resulteren in 

voordelen voor patiënten, verpleegkundigen en de samenwerking tussen patiënten en zorgverleners. 

Alsook werden nadelen voor patiënten, verpleegkundigen en artsen omschreven. Aanvullend zagen 

respondenten kansen voor de uitvoering van medicatie zelfmanagement, deze waren gerelateerd aan 

de organisatie, de patiënt en het proces van implementatie van zelfmanagement. Eveneens werden 

barrières met betrekking tot de implementatie van het concept en de gevolgen voor het effectief 

proces van medicatie zelfmanagement besproken. De onderzoeksresultaten maakten het mogelijk een 

overzicht te voorzien van aanpassingen die nodig zijn om medicatie zelfmanagement te faciliteren in 

ziekenhuizen.  

Aanvullend werden deze studieresultaten verder onderzocht tijdens twee kwantitatieve cross-

sectionele studies. Verpleegkundigen (n= 159), artsen (n= 76), ziekenhuisapothekers (n= 36) en 

patiënten (n= 124) werden bevraagd over hun bereidheid en attitude ten aanzien van medicatie 

zelfmanagement in ziekenhuizen, mogelijke randvoorwaarden en gevolgen hiervan. Beide 

onderzoeken tonen aan dat de stakeholders bereid zijn tot medicatie zelfmanagement. In 

overeenstemming met deze resultaten hebben ze een positieve attitude ten aanzien van het topic. 
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Belangrijke randvoorwaarden werden geïdentificeerd, deze dienen weloverwogen te worden alvorens 

medicatie zelfmanagement te implementeren in ziekenhuizen. 

Op basis van onze kennis omtrent het wettelijk kader van medicatie zelfmanagement, de huidige 

prevalentie, de attitude en belangrijke randvoorwaarde van de stakeholders, was het mogelijk om een 

SelfMED procedure te ontwikkelen. Deze werd vervolgens gevalideerd door zorgverleners en een 

multidisciplinaire expertmeeting. Vragen die mogelijke bias kunnen ervaren werden succesvol getest 

op hun inter-beoordelaars betrouwbaarheid. De SelfMED procedure bestaat uit een getrapt 

assessment – SelfMED assessment – dat zorgverleners in staat stelt om patiënten te evalueren op hun 

competenties voor medicatie zelfmanagement in het ziekenhuis. Indien patiënten effectief medicatie 

zelf mogen managen, dienen verschillende item voorzien te worden zoals bijvoorbeeld een 

medicatielijst voor de patiënt. Tijdens het medicatie zelfmanagement zal de SelfMED monitoring tool 

het proces evalueren. Deze tool laat verpleegkundigen toe om medicatiefouten te detecteren en 

indien nodig specifieke interventies te voorzien.  

De SelfMED procedure werd voor de eerste maal geïmplementeerd in de praktijk gedurende een 

beschrijvende interventie studie in een Vlaams regionaal ziekenhuis. Alle patiënten op de dienst 

cardiologie werden geïncludeerd in de studie. De procedure werd geïntroduceerd om medicatie 

zelfmanagement te faciliteren en om medicatie fouten te evalueren. Vier cardiologen die deelnamen 

aan de implementatie van de procedure werden na afloop ook bevraagd over de haalbaarheid hiervan. 

Het is mogelijk te concluderen dat de SelfMED procedure medicatie zelfmanagement faciliteerde. In 

totaal werden 159 patiënten gescreend voor deelname, 61 patiënten werden capabel bevonden en 

namen deel aan het onderzoek. Een totaal van 367 geneesmiddelen werden in zelfmanagement 

genomen. Tijdens dit zelfmanagement van medicatie werden drie medicatie inname fouten 

geregistreerd (0.8%). Bij zes geneesmiddelen (1.7%) registreerde de patiënt deze foutief op de 

medicatie aftekenlijst. De SelfMED procedure werd als haalbaar gezien, maar vraagt volgens de 

cardiologen een zekere tijdsinvestering.  

Het SelfMED project voorzag een brede aanpak om de wettelijke context van medicatie 

zelfmanagement in ziekenhuizen te omschrijven, de huidige situatie van zelfmanagement in de 

dagelijkse praktijk en de perspectieven en attitudes van belangrijke stakeholders. Dit alles resulteerde 

in een brede basis van nieuwe kennis, die ons in staat stelde tot het ontwikkelen van de SelfMED 

procedure. Het is aangeraden om deze procedure verder te verfijnen, te investeren in het verder 

evalueren van het effect van de procedure op diverse outcomes en deze uiteindelijk te borgen in de 

dagelijkse praktijk. 
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Appendix I Self-management of medication – terminology  

 

The concept of self-management of medication in hospital was already described in literature since 

1959 by Marie A. Parnell. The article described self-management of medication in hospital as a way 

“to keep pace with the modern philosophy of care”. This quote relates to the majority of obstetric 

patients being young, intelligent, and trustworthy, who undergo a normal physiologic process. 

Terminology such as ‘bedside self-medication’ and ‘self-administered medications’ was used to 

describe nurses teaching mothers on their medicines by showing labels, calling out the name of the 

medicine and explaining its purpose. In addition, these nurses encouraged mothers to take their 

medicines, like they would do in their own home. More recent NHS guidelines, publications from 

hospital pharmacist society’s, and literature on the topic of medication self-management in hospital 

also implemented the term ‘self-administration of medication’. 

During the SelfMED project, it was noted the term ‘self-administration of medication’ does not cover 

the broad range of aspects who include this process; for example the need for a procedure who 

includes an assessment to determine the patient’s ability to self-administer medication, a monitoring 

tool to support and evaluate the act of medication self-administration in hospital, and a supportive 

tool to support self-administering patients. As a result of this broad range of aspects related to self-

administration of medication, advised changes within the medication management process were 

provided. In addition, self-administration of medication requires a multidisciplinary approach, and the 

engagement of the patient as a key stakeholder within this process. Resulting from the lengthy process 

within the SelfMED project, the term ‘self-management of medication’ was proposed. This term allows 

to include the broader range of aspects previously described and takes into account the role of every 

stakeholder. 
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Appendix II Prevalence self-administration of medication in hospital 

 

Participant characteristics (n= 1258) Men Women p 
    

Age (years) (mean ± SD) 63±17.6 66±20 0.002* 
Number of medications taken at home (mean ± 
SD) 

5.9±4.7 6.8±4.4 0.002* 

Discharge destination (%)    
Home 66.8 71.3  

Nursing home 8.1 11.0  
Other hospital 4.0 0.5 <0.001** 
Rehabilitation 4.5 4.3  

Other 4.2 4.2  
Care dependency (%)    

Independent 25.0 25.6  
Mildly dependent 36.7 40.3 0.013** 

Dependent 16.3 19.1  
Completely dependent 22.0 15.0  

Health status (%)    
Good 18.8 24.3  

Rather good 39.6 45.4 <0.001** 
Rather bad 32.0 24.7  

Bad 9.6 5.6  
*Independent T-test 
**Chi-square test 
 

Table A1. Differences in participant characteristics between men and women 
 

 
 
Rationale   

Rationale to  
prohibit SAM*¥  

% 
(n= 967) 

Rationale to  
allow SAM*¥   

% 
(n= 275) 

   
The patient’s ability to hear   2.3 75.7 
The patient’s ability to see 2.5 75.7 
The patient’s desire concerning SAM* 5.6 75.4 
The patient’s ability to express himself/herself 7.1 82.2 
The patient’s ability to ask for advice concerning medication 9.3 80.8 
The occurrence of SAM* at home 10.8 82.2 
The patient’s medication adherence 12.3 79.3 
The patient’s motor skills  14.8 82.2 
The patient’s knowledge on medicines  18.9 75.0 
The patient’s mental status 23.1 84.4 
The patient’s health status 31.4 77.9 
Medication taken at home by the patient was changed  8.2  
The type of medication taken by the patient has too many risks  13.1  
The opinion of the involved caregivers on SAM* 24.2  
The procedures of the hospital or ward do not allow SAM* 56.3  

* SMM: self-administration of medication 

¥ The head nurse was able to select multiple reasons for each patient, which supported the decision of 

prohibiting or allowing self-administration of medication. 

Table A2. Reasons for prohibiting or allowing self-administration of medication
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Appendix III Medicatie in eigen hand 
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Appendix IV Development and validation of the SelfMED procedure 

 

 

Figure A1. Development and validation of the SelfMED procedure
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2 Self-assessment 

The following questions need to be answered by the patient which will be included in the assessment  

1 How do you administer your medication at home?  
o I can prepare and administer my medication 
o The medication is prepared for me (i.e. using pre-filled medication dosage) but I am able to administer it myself  
o The medication is prepared for me (i.e. using pre-filled medication dosage) and I need help with administering the medication (i.e. the 

medication is administered by family, nurses or caregivers)  if this is applicable you don’t have to complete the questionnaire  
 

2 Would you be prepared, with support from caregivers, to control your own medication during your hospital stay? 
o Yes, I would 
o No, I would not  if this is applicable you don’t have to complete the questionnaire 
 

3 Do you believe, with support and control from caregivers, you can manage your own medication during your hospital stay? 

o Yes 

o Yes, with support from/or with help of: ……………………………………………………………………. 

o No 

 

4 Do you sometimes forget to take your medication?  Check the correct answer 

o Never o Sometimes o Frequently o Usually 

    

5 People sometimes miss taking their medications for reasons other than forgetting. Thinking over the past two weeks, were there any 
days when you did not take your medicine?  
o No, I took my medication 

correctly 

o Yes, I missed taking my 

medication once   

o Yes, I frequently missed 

taking my medication                             

o Yes, I always missed 

taking my medication  

6 Have you ever cut back or stopped taking your medicine without telling your doctor because you felt worse when you took it? 

o Never o Sometimes o Frequently o Usually 

7 When you travel or leave home, do you sometimes forget to bring along your medicine?  

o Never o Sometimes o Frequently o Usually 

8 When you feel like your symptoms are under control, do you sometimes stop taking your medicine? 

o Never o Sometimes o Frequently o Usually 

9 Taking medicine every day is a real inconvenience for some people. Do you ever feel hassled about sticking to your treatment plan? 

o Never o Sometimes o Frequently o Usually 

10 How often do you have difficulty remembering to take all your medicine? 

o Never o Sometimes o Frequently o Usually 
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5 Practical issues for starting self-management of medication 

It is important to note down overall attention points and agreements around self-management of medication. Below mentioned items will 

be a guideline for the execution of the self-management.  

- Create a checklist in consultation with the ward on all topics that need to be provided when patients start to self-manage their 

medication: note down in the patient’s medical file which medication will be self-managed, provide a medication list for the self-managed 

medication, order self-managed medication from the hospital pharmacy, provide education on the self-managed medication and the use of 

the medication list. 

- Medication can be self-managed (preferably in closed lockers, personal locker, nightstand) and self-administered by the patient. The 

allowed self-managed medication needs to be discussed with the relevant department, treating physician and hospital pharmacist. 

- On a daily base the patient needs to register on the medication list per medicine the dose and the timing of the medication intake. It’s 

allowed that the patient uses additional tools like a clock or an alarm to remind him of the medication intake. 

- It is important that the patient immediately gets a new medication list when adjustment/updates are needed. 

- The medication lists who are not correct or outdated, will be stored in a specific place as agreed by the hospital ward. 

- In consultation with the ward there will be a daily check of the medication list on the patient’s room. This can be performed during the 

last medication round. The results of the daily checks should be noted down on the follow up section.  Performing a pill count is optional.  

- If a patient needs to be re-assessed during a certain time, the result can be noted down on the follow up section. Also, if the patient’s 

health status declines this can be noted down. 
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6 Follow up self-management of medication  

The follow up section needs to be completed by the nurses covering the following topics 

 

- Column 1: To be completed daily with the date and the nurse’s initials 

 

- Column 2: The patient self-manages medication: complete on a daily basis  

- If the patient is able to complete their self-medication tick ‘YES’ 

- If the patient is unable to complete their self-medication state the reason why.  Where relevant refer back to reason in 

section one (nurse assessment) and enter corresponding number. If a new reason, then enter full description. 

       After a planned re-evaluation then respond either: 

- Positive re-evaluation based on the criteria directed then enter ‘Yes’: for example, day 2 after surgery re-evaluation 

indicated a patient is capable of self-managing medication, thick ‘Yes’. 

-Negative re-evaluation based on criteria directed then enter ‘No’ and the give full details of reason and advise 

response, where relevant refer back to original evaluation and enter any additional recommendations required. 

 

-Column 3: Enter details of visual confirmation of completeness of medication routine as specified in original prescription. If a pill count is 

performed note down the result. If medication self-management is performed correctly enter ‘OK’.  If incorrect then note the specific 

details of the error.  For example – incorrect quantity, incorrect timing.  Give the specific medication details. 

 

-Column 4: If there is any patient deviation from the predetermined criteria and/or prescribed medication, then enter details of any 

corrective actions that have been implemented, possibly in consultation with the physician. Examples; further education, patient 

reminders, … 

 

- Column 5: If the self-medication can continue then tick ‘Continue’.  If the self-medication is to be discontinued then tick ‘Stop’.  Any 

outstanding medication dosage is then under the control and supervision of the nurse
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Appendix V Medicatie in eigen beheer: werkt dat? 
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