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Learing Objectives

Participantsshouldbe able:
ATodescribethe importanceof MedicationReconciliatiorprocess;

ATopresentthe principlesand strategies tospreadand measurethe
iImprovementsn MedicationReconciliation.

ATorecognizethe Physicianpharmacistandb dzNJof i €his
process.
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Program Outlines

V Outlinethe keystepsfor effectiveand safeMedication Reconciliation

V GivenPatientscenario, accuratelglentify the appropriate resourceand

skills neededo completemedicationreconciliation

V Developing medicatioreconciliation competencgrogram fornealth

careprofessionals

V Sharing challengeendlessondearnedfrom medicationreconciliation
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Medication Reconciliation: e
The3 Ws he
What? Why?When?
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What Is Medication Reconclliation?

AAsdefined bythe Institute for Healthcare ImprovementiHI):

AMedicationreconciliationis aprocessof identifyingthe mostaccuratelist of all
medicationsa patientistakingt including namegosage frequency,androutet
andusingthis list to provide correcimedicationdor patients anywheravithin the
health caresystem.

AThe proceswhereby a prescribar pharmacistonsidersrevious medication
therapywhile formulating new ordershat will be initiatedfollowing a transition
In care

AManyregulations requir¢hat the final approvabe completed byan authorized
prescriber
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Whatis medicationreconciliation?

A Activedecision aboutmedicationrequirementsduring atransition of
careafter reviewinghome medicationsfor possible drugdrug
Interactions,drug duplications,dosingerrors, or omissions

U Addinganew medication

U Stoppingan existingmedication

U Changin@gn existingmedication (dose@nd/or frequency)

A Medication reconciliationshould beconsideredat major transitionsof ‘.__ 7

patient care

U Admissiorto hospital/otherfacility

U Transferto adifferentlevel ofcarein samefacility
U Discharge from hospital/othefacility

U Ambulatory facility/EDvisit

0\5‘

Patient Safety

Collaboration

2. Reconcibe/Charify
M"mvon.’fmr’
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What i1s Medication Reconciliation? ‘ xR
F s

AProces®f collectingand documentingcomplete LJ
medicationandallergyhistoriesfrom the patientand/or
family.

AProces®f comparingand decidinowhichmedications
should becontinued,held, ordiscontinuedon admission
, transferand at discharge.

Aincludescommunicationbetweenhealth careproviders.

Aincludes azommitment to reviewall medicationsat time
of admissiontransfers,and/or discharge.
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Why Is Medication Reconcliliation Important?

AMost frequentlyoccurringtype of medicalerror:
c¢ Medicationerrors

AMost frequently citeccategoryof root causedor seriousadverse
events:

C Ineffectivecommunication
AMost vulnerable parts o& process:
¢ Linksbetweenthe steps(the d K -3 S NA& £ 0
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Medication errors adverselaffect millions ofpatients everyyear

AAnN Institute of Medicinereport estimates there ard..5million
preventableAdverseDrugEventsn the U.S.everyyear.

(IOM Report: Preventing Medication ErréQ07)

APrescribingerrorsare a principalsourceof all medicationerrors:
Incidentratesbetween19-58%

(IOM Report: Preventing Medication ErréQ07)

AEstimatessuggesmorethan 46% ofmedicationerrorsoccuron
admission odischargevhen patientordersare placed (JAMA1997)

AMedication discrepancies, durihgytransition points suchashospital
admissionjntra-hospitaltransfer,and discharge.
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AVariancedetween medicationpatientswere taking priorto
admission and their admissiamndersranged from30- 70%.

AA study of medicationreconciliationerrorsandrisk factorsat hospital
admissiomoted that 36%of patients haderrorsin theiradmission
medicationorderswith the majority of theseoccurring duringhe
medicationhistory gatheringohase.

APatientsprescribedchronicmedicationswere athigher riskfor
unintentionaldiscontinuationfollowing hospital dischargand
Intensivecareunit (ICU)stayduring hospitalizationncreasedhe risk
of medicationdiscontinuation everiurther.

Medication reconciliation addressed| of these
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Medication Reconciliation

AA processto reduceadversemedicationeventsby:
U Ensuringoatientsreceiveall intendedmedicines

U Mitigatingcommonerrorsof transcription,omission,
commissiorandduplication

U Ensuringaccurate currentand comprehensive
medicationinformationfollows patientson transfer
anddischarge
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The Initiatives

AThehigh5 project
http://www.who.Int/patientsafety/implementation
/solutions/high5s/h5sguide.pdf?ua=1

AHigh5 Guidingprinciples

AMedicationWithout Harm WHO'sThirdGlobal

Patient SafetyChallenge

http:// wwwwho.Int/ patient safety/ medication-
safety/en/

A TheSaudiCenterfor patient Safety
https://twitter.com/spsc_sa https://spsc.gov.sa/

A The JoinCommission </)
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http://www.who.int/patientsafety/implementation/solutions/high5s/h5s-guide.pdf?ua=1
http://www.who.int/patientsafety/implementation/solutions/high5s/h5s-guide.pdf?ua=1
http://www.who.int/patientsafety/medication-safety/en/
https://twitter.com/spsc_sa
https://spsc.gov.sa/
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Medication Errors

DESCRIPTION:
Medication Errors represent a major problem affecting many
patients. According to a study conducted in four hospitals in
Riyadh, Adverse Drug Events (ADEs) occur in 6.1 (95% CI 5.4
to 6.9) per 100 admissions and 7.9 (95% CI 6.9 to 8.9) per
1000 patient-days. ADEs occur most commonly (84%) in the
prescribing stage by physicians. Generally medication errors
occur in the flowing five stages of medication use process:
Prescribing (The most common),
Transcription
Dispensing
Administration
* Monitoring.
DEFINITIONS:
MEDICATION ERRORS:
A medication error is defined as any error that occurs in the
medication use process (ordering, transcribing, dispensing,
administering, and monitoring)
ADVERSE DRUG EVENTSS (ADEs):
Adverse drug events (ADEs) are defined as injuries due to
medications, which include both ADRs and injuries caused by
medication errors.
ADVERSE DRUG REACTIONS (ADRs)
According to the World Health Organization ADRs is defined as
(“a response to a drug which is noxious and unintended, and
which occurs at doses used in man for prophylaxis, diagnosis,
or therapy of disease, or for the modifications of physiological
function”).
The most common causes of medication errors are as follow:
lllegible Handwriting.
Incomplete Prescription.
Using of Unapproved Abbreviations.
Lacking of Medication Reconciliation.
Improper use of verbal and telephone orders
Lacking of Look Alike Sound Alike (LASA) error
preventive Strategies.
Lacking of High Alert Medications Error Preventive
Strategies.
No effective Pharmacy & Therapeutics (P&T)
Committee.

CATEGORY:

Leadership — Clinical Pharmacists, hospital and community
pharmacists, Medical — Nursing — Provision of Care - IPC —
Medication Management.

TARGET AUDIENCE:

Hospitals, Primary Healthcare Centers, Ambulatory Care
Centers, Medical Laboratories, Community Pharmacies,
Radiology and Diagnostic Imaging Centers.

A

Privileged and confidential

RECOMMENDATIONS
ACTION ITEMS

The following recommendations
must be implemented in all
healthcare facilities:

9.

10.Emphasize

. Establish an

. Implement

. Establish a Medication Safety

Program.

. Designate a Medication Safety

Officer.

effective
Pharmacy & Therapeutics
(P&T) Committee.

. Create a “Just Culture”.
. Enhance reporting of Adverse

Drug Events (ADEs)
(Medication Error + Adverse
Drug Reaction).

. Implement a Look Alike &

Sound Alike (LASA) and High
Alert Medications Policies.
Medication
Reconciliation policy.

. Use Electronic Health Records

(EHR) with Computerized
Provider Order Entry (CPOE).
Empower and Engage patient
in their treatment plan.
proper Patient
Counselling.

11.Develop a Medication Safety

Course for all healthcare
professionals  involved in
medication use process.

Released: August 2017
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PP The Joint Commission PP Joint Commission Mi‘h ¥ Organization

International

WHO Collaborating Centre for Patient Safety Solutions Ajide Memoire

Assuring Medication Accuracy at Transitions in Care

Patient Safety Solutions
| volume 1, solution 6 | May 2007

Medicationerrorsoccurmostcommonlyat transitions. Medication
reconciliationis a processdesignedo preventmedicationerrorsat patient

transitionpoints. The recommendations addreseationof the most
completeand accuratelist of all medicationghe patient iscurrentlytakingt

alsocalledthed K2 YS ¢ Y S RAOFK (i O tfellidit agAinstAey
admissiontransferand/or dischargerderswhenwriting medication2 NR S
and communicationof the list to the next providerof carewheneverthe
patient istransferredor discharged.
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How do We Justify the Need for a Medication
Process that Addresses Transitions of Care?

APrescribingerrorsknownto occur wherthere isincomplete
iInformationabout thepatient

A27%o0f hospitalprescribingerrorsattributed to incomplete
medicationhistoryon admission

AMedication discrepancies ca@adto harm:
w27%- In hospital
w59%- after discharge

ReferencelNorthwestern MemoriaHospital Medication Reconciliation Grag007
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Supported Evidence

¢ Rateof medicationerrorsin a 6 month period decreasedy /0% after
Implementationof a medicationreconciliationprocessat all phasesof

hospitalization
-Rozich).D.& ResalRR.JCOM2001;8:27-34

¢ Onestudyfound 94%o0f patients hadorc
reconcilingall pre-hospital, ICUanddisc
all medicationerrorsin dischargeprescri

erschangeaafter ICUstay.By
nargamedicationorders,nearly

pingwere avoided

-ProvonosP,et al. Journal ofCriticalCare. 2003;18:20%205.

o

ol ot uragewdl j4all

¢



v tul

» MM.20 Safeprescribing, orderingandtranscribingof
medicationordersare guidedby a cleamolicyand
procedure.

MM.20.3

Medication reconciliations conducted athe time of admission
anddischarge.
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TJCRequirements at Admission

AMMU 4 Prescribing, ordering and transcribing are guided by policies
and procedures.

MEsfor MMU.4

5.Patient records contain alist of current medications taken prior to

admission and this information is made available to the pharmacy andthe
patient's care providers.

6.Initial medication orders are compared tothe list of medications taken
prior to admission, according to the organization's established process.

vy

PP Joint Commission
International
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TJCRequirements at Discharge

ACC.4.3 The complete discharge summary is prepared for all patients

ME O s

4. The discharge summary contains significant medications, including discharge
medications

ACC.4.3.1 Patient education and follow up instructions are given in a form and
language the patient can understand

ME 0 S

1. Follow up instructions are provided in writing and in a form and language the
patient can understand
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Medication
Reconciliation

Across the
Continuum of Care

irsmp © Institute for Safe Medication Practices Canada 2005@® 1 uragewll j43all ‘

I SAFETY CENTER




Required Steps in the Reconciliation Process

ADevelopaccuratelist of patient's medications

AReconcile listethedicationswith new orders
wOmission
wDuplication
wAdditions
wAdjustments

AUpdate listasorderschange during episodef care
ACommunicate updated lisb next provider(spndpatient, as required.
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Identifying and Resolving Discrepancies

ADiscrepanciefound between admission medicatioordersand the
BPMHcanbe dividedinto three main categories:

V Intentional
V Undocumentedntentional

V Unintentional
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Documented Intentional discrepancies

AAre clinicallyunderstandableand appropriatediscrepancies betweethne
BPMH and the admissiandersbasedon theLJl (i A fayfaf €ase.

AThe prescriber has made an to add, change or
discontinuea medicationand their choices clearlydocumented.

Alntentional disaepancies include orders prescribedfor
the first time basedon theLJl (I A dtagnogsaclinical status.
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Examples

AA patientis admitted with pneumoniaandstarted on IVantibiotic which
they were not on at home. Thigs clearlydocumentedon the chart and ian

Intentional discrepancy.

AA patient wason an herbal supplemenaindthis supplementas
discontinued bythe prescriber dudo a drugdruginteractionwith ablood

thinner and thiswasclearlydocumented.
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An undocumented intentional discrepancy

Als one in which the prescriberhasmadean intentional choiceto add,
changeor discontinue a medication but this choice is not clearly
documented

AAny orders which need clarification with the prescriberor may be
confusingto other clinicianscaringfor the patient but are intentional,
are consideredundocumentedntentional discrepancies
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Example

AA patientwas on armantinypertensive medicatioat home,but the
LI O A shirgdordid not order theanti-hypertensive medicationpon
admission duéo concernsaboutpreoperative hypotension; however

the reasonfor not ordering theantihypertensive medicationwas not

documentedn themedicationrecord.
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An unintentional discrepancy

ATheprescriberunintentionally changeq addedor omitted a medication
the patient was taking prior to admission Unintentional discrepancies
have the potential to become medication errors that may lead to
adverseevents Unintentionaldiscrepanciedall into 2 main categories
omissionand commission

AAlwaysclarify to find out undocumentedntentional or an unintentional
discrepancy

i poll dodud uragewll jSpall

26
* 4




Typeof
unintentional

Description

Example

discrepancy

Omission

Commission

Patientwasnot ordereda pre-admission
medication.Thereis no clinical
explanationor documentationfor the
omission.

Incorrectaddition of amedicationnot part
of the LI O A Beyadngisiion medication
andthereis noclinicalexplanationor
documentationfor adding themedication
to the LI O A tBeyapyQ &

A patient wason aspirinat home but itwasnot
orderedon admissionWhen the clinician
clarifies with theprescriber it is evidentthat the
prescriberwasnot awarethat the patient was
on this medication.A clarificationorder was
written to restartthe LIl {0 A &Spfriin Q08ng
po daily.

A patient wason ablood pressuremedicationat
homebut it wasdiscontinuedby the family
prescriber2 monthsago.The bloodoressurepill
was broughin with the LJI (i A @hgrii Q &
medicationsandinadvertentlyorderedupon
admission. Clarificatiowith the prescriber
revealsthat the prescriberwasnot awareof the
recentdiscontinuation othe medicationand an
order was writtento discontinuethe
medication.



Examples of Medication Errors

Aspirin anctlopidogrel
ceased in ICU anmbt
recommencedvhen
patient transferredto

ward

Patientinitiated on
new cardiac
medication,

dischargedvith no

summaryor medicine

Patient suffered

suddencardiac

arrestresultingin
death

Patientbecame
acutelyunwelland
wasre-admitted

May have
contributedto
LI 0 A Syl Qa
death

Caused
temporary
harm and

required
intervention
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Medication Reconciliation: |
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Components of Inpatient Medication Reconciliation

ATakingand documenting araccurate
preadmission medicatiorhistory

AUsingthat historyto order medicationsin the
hospital

AUsingpreadmissiorand current inpatient
medicationsto produce dischargenedication
orders

ADocumentingand communicating discharge
medication regimerto patient/caregiverand
next provider(s)of care
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