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Learning Objectives

Participants should be able:

ÅTo describe the importance of Medication Reconciliationprocess;

ÅTo present the principles and strategies to spread and measure the  
improvements in MedicationReconciliation.

ÅTo recognize the Physician, pharmacist and bǳǊǎŜǎΩ role in this  
process.
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ProgramOutlines

VOutline the key steps for effective and safe MedicationReconciliation

VGiven Patient scenario, accurately identify the appropriate resources and  

skills needed to complete medicationreconciliation

VDeveloping medication reconciliation competency program for health  

careprofessionals

VSharing challenges and lessons learned from medicationreconciliation
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Medication Reconciliation:  
The 3 Ws

What? Why?When?



What is MedicationReconciliation?

ÅAs defined by the Institute for Healthcare Improvement(IHI):
ÅMedication reconciliation is a process of identifying the most accurate list of all  

medications a patient is takingτincluding name, dosage, frequency, and routeτ
and using this list to provide correct medications for patients anywhere within the  
health caresystem.

ÅThe process whereby a prescriber or pharmacist considers previous medication  
therapy while formulating new orders that will be initiated following a transition  
in care

ÅMany regulations require that the final approval be completed by an authorized  
prescriber
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What is medicationreconciliation?

ÅActive decision about medication requirements during a transition of  
care after reviewing home medications for possible drug-drug  
interactions, drug duplications, dosing errors, or omissions

üAdding a newmedication

üStopping an existingmedication

üChanging an existing medication (dose and/or frequency)

ÅMedication reconciliation should be considered at major transitionsof
patient care

ü Admission to hospital/otherfacility

ü Transfer to a different level of care in samefacility

ü Discharge from hospital/otherfacility

ü Ambulatory facility/EDvisit
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What is MedicationReconciliation?

ÅProcess of collecting and documenting complete  
medication and allergy histories from the patient and/or  
family.
ÅProcess of comparing and deciding which medications  
should be continued, held, or discontinued onadmission
, transfer and at discharge.
ÅIncludes communication between health careproviders.

ÅIncludes a commitment to review all medications at time  
of admission, transfers, and/or discharge.
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Why is Medication ReconciliationImportant?

ÅMost frequently occurring type of medicalerror:

ςMedicationerrors

ÅMost frequently cited category of root causes for serious adverse  
events:

ςIneffectivecommunication

ÅMost vulnerable parts of a process:

ςLinks between the steps (theάƘŀƴŘ-ƻǾŜǊǎέύ
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Medication errors adversely affect millions of patients everyyear

ÅAn Institute of Medicine report estimates there are 1.5 million  
preventable Adverse Drug Events in the U.S. everyyear.

(IOM Report: Preventing Medication Errors.2007)

ÅPrescribing errors are a principal source of all medication errors:  
Incident rates between19-58%

(IOM Report: Preventing Medication Errors.2007)

ÅEstimates suggest more than 46% of medication errors occuron
admission or discharge when patient orders are placed (JAMA,1997)

ÅMedication discrepancies, during key transition points such as hospital  
admission, intra-hospital transfer, and discharge.
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ÅVariances between medications patients were taking prior to  
admission and their admission orders ranged from 30- 70%.

ÅA study of medication reconciliation errors and risk factors at hospital  
admission noted that 36% of patients had errors in their admission  
medication orders with the majority of these occurring during the  
medication history gatheringphase.

ÅPatients prescribed chronic medications were at higher risk for  
unintentional discontinuation following hospital discharge, and  
intensive care unit (ICU) stay during hospitalization increased the risk  
of medication discontinuation evenfurther.

Medication reconciliation addresses all of these
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Medication Reconciliation

ÅA process to reduce adverse medication eventsby:

üEnsuring patients receive all intendedmedicines

üMitigating common errors of transcription, omission,  
commission andduplication

üEnsuring accurate, current and comprehensive  
medication information follows patients on transfer  
anddischarge
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The initiatives
ÅThe high 5 project 

http://www.who.int/patientsafety/implementation
/solutions/high5s/h5s-guide.pdf?ua=1
ÅHigh 5 Guidingprinciples

ÅMedication Without Harm: WHO's Third Global  
Patient Safety Challenge 
http:// www.who.int/patientsafety/medication-
safety/en/

Å The Saudi Center for patient Safety 
https://twitter.com/spsc_sa; https://spsc.gov.sa/

ÅThe JointCommission

ÅAmerican Society of Health-SystemPharmacists

Å ISMPCANADA
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Medication errors occur most commonly at transitions. Medication  
reconciliation is a process designed to prevent medication errors at patient  

transition points. The recommendations address creation of the most  
complete and accurate list of all medications the patient is currently takingτ

also called the άƘƻƳŜέ ƳŜŘƛŎŀǘƛƻƴ ƭƛǎǘ˟ ŎƻƳǇŀǊƛǎƻƴ of the list against the  
admission, transfer and/or discharge orders when writing medication ƻǊŘŜǊǎ˟  

and communication of the list to the next provider of care whenever the  
patient is transferred or discharged.
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How do We Justify the Need fora Medication  
Process that Addresses Transitions of Care?

ÅPrescribing errors known to occur when there is incomplete  
information about thepatient

Å27% of hospital prescribing errors attributed to incomplete  
medication history on admission

ÅMedication discrepancies can lead to harm:
ω27% - in hospital

ω59% - after discharge

Reference: Northwestern Memorial Hospital Medication Reconciliation Grant,2007
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Supported Evidence
ÇRateof medicationerrorsin a 6 month perioddecreasedby 70%after

implementationof a medicationreconciliationprocessat all phasesof
hospitalization

-Rozich J.D. & Resar R. JCOM. 2001; 8:27-34

ÇOne study found 94% of patients had orders changed after ICU stay. By  
reconciling all pre-hospital, ICU, and discharge medication orders, nearly  
all medication errors in discharge prescribing were avoided

-Provonost P,et al. Journal of CriticalCare.2003;18:201-205.
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Å MM.20 Safe prescribing, ordering, and transcribing of  
medication orders are guided by a clear policy and  
procedure.

MM.20.3

Medication reconciliation is conducted at the time of admission  
anddischarge.
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TJC Requirements at Admission

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

MEs for MMU.4

5.Patient records contain a list 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 theorganization's established process.
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TJC Requirements at Discharge

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

MEôs

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

MEôs

1. Follow up instructions are provided in writing and in a form and language the  

patient can understand
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The goal of admission medication

reconciliation is to ensure there is a

conscious decision on the part of the

patient's prescriber to continue,

discontinue or modify the medicating

regime that a patient has been taking

at home.

ADMIS SION

AT ADMISSION:

transfer

AT TRANSFER:

The goal of transfer m edication

reconciliation is to consider not only what

the patient was receiving on the

transferring unit but also any medications

they were taking at home that may be

appropriate to continue, restart,

discontinue or modify.

Com pa re :

Best Possible Medication History  

(BPMH)

vs.

Admission medication Orders  

(AMO)

Com pa re :

Best Possible Medication History  

(BPMH)

and the

discharge

AT DISCHARGE:

The goal of discharge medication

reconciliation is to reconcile the medications

the patient is taking prior to admission and

those initiated in hospital, with the

medications they should be taking post-

discharge to ensure all changes are

intentional and that discrepancies are

resolved prior to discharge.

Compare:

Best Possible Medication History  

(BPMH)

and the

Admission Medication Orders(AMO)

to identify and resolve  

discrepancies

to identify and resolve  

discrepancies

Patient Transfer  Data Sheet from  

Mycare

vs.

N e w  MyCare Transfer Orders

vs.

N e w  medications started upon  

d ischarge

to identify and resolve  

discrepancies and prepare the  

Best Possible medication  

Discharge Plan (BPMDP)

From Admission to Discharge
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Required Steps in the ReconciliationProcess

ÅDevelop accurate list of patient'smedications

ÅReconcile listed medications with new orders
ωOmission

ωDuplication

ωAdditions

ωAdjustments

ÅUpdate list as orders change during episode of care

ÅCommunicate updated list to next provider(s) and patient, as required.
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Identifying and ResolvingDiscrepancies

ÅDiscrepancies found between admission medication orders and the  
BPMH can be divided into three maincategories:

VIntentional

VUndocumentedintentional

VUnintentional
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Documented Intentional discrepancies

ÅAre clinically understandable and appropriate discrepancies between the  
BPMH and the admission orders based on the ǇŀǘƛŜƴǘΩǎ plan of care.

ÅThe prescriber has made an intentional choice to add, change or  
discontinue a medication and their choice is clearlydocumented.

ÅIntentional discrepancies include new medication orders prescribedfor  
the first time based on the ǇŀǘƛŜƴǘΩǎ diagnosis or clinicalstatus.
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Examples
ÅA patient is admitted with pneumonia and started on IV antibiotic which  

they were not on at home. This is clearly documented on the chart and is an  

intentionaldiscrepancy.

ÅA patient was on an herbal supplement and this supplement was  

discontinued by the prescriber due to a drug-drug interaction with a blood  

thinner and this was clearlydocumented.
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An undocumented intentional discrepancy

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

ÅAny orders which need clarification with the prescriberor may be
confusingto other clinicianscaringfor the patient but are intentional,
areconsideredundocumentedintentional discrepancies.
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Example

ÅA patient was on an antihypertensive medication at home, but the  

ǇŀǘƛŜƴǘΩǎ surgeon did not order the anti-hypertensive medication upon  

admission due to concerns about preoperative hypotension; however  

the reason for not ordering the antihypertensive medication was not  

documented in the medicationrecord.
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An unintentional discrepancy

ÅTheprescriberunintentionally changed, addedor omitted a medication
the patient was taking prior to admission. Unintentionaldiscrepancies
have the potential to become medication errors that may lead to
adverseevents. Unintentionaldiscrepanciesfall into 2 main categories:
omissionandcommission.

ÅAlwaysclarify to find out undocumentedintentional or an unintentional
discrepancy
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Type of  
unintentional  
discrepancy

Description Example

Omission Patient was not ordered a pre-admission  
medication. There is no clinical  
explanation or documentation for the  
omission.

A patient was on aspirin at home but it was not  
ordered on admission. When the clinician  
clarifies with the prescriber, it is evident that the  
prescriber was not aware that the patient was  
on this medication. A clarification order was
written to restart the ǇŀǘƛŜƴǘΩǎ aspirin 100mg
po daily.

Commission Incorrect addition of a medication not part  
of the ǇŀǘƛŜƴǘΩǎ pre-admission medication  
and there is no clinical explanation or  
documentation for adding the medication  
to the ǇŀǘƛŜƴǘΩǎtherapy.

A patient was on a blood pressure medication at  
home but it was discontinued by the family  
prescriber 2 months ago. The blood pressure pill  
was brought in with the ǇŀǘƛŜƴǘΩǎ other  
medications and inadvertently ordered upon  
admission. Clarification with the prescriber  
reveals that the prescriber was not aware of the  
recent discontinuation of the medication and an  
order was written to discontinue the  
medication.



Examples of MedicationErrors

Aspirin andclopidogrel  
ceased in ICU and not  
recommenced when  
patient transferred to  

ward

Patient suffered  
sudden cardiac  

arrest resultingin  
death

May have  
contributedto  
ǇŀǘƛŜƴǘΩǎ  

death

Patient initiated on  
new cardiac  
medication,  

discharged with no  
summary or medicine

Patient became  
acutely unwelland  
wasre-admitted

Caused  
temporary  
harm and  
required  

intervention
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Medication Reconciliation:  
²ƘƻΩǎ Job is it? How to get the BPMH?



Components of Inpatient MedicationReconciliation

ÅTaking and documenting an accurate  
preadmission medicationhistory

ÅUsing that history to order medications in the  
hospital

ÅUsing preadmission and current inpatient  
medications to produce discharge medication  
orders

ÅDocumenting and communicating discharge  
medication regimen to patient/caregiver and  
next provider(s) of care
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