[image: image7.jpg]MANITOBA INSTITUTE
ror PATIENT SAFETY

1720 - 330 Portage Ave, Winnipeg, Manitoba R3C 0C4 | Phone: 204.927.6477 | Fax: 204.779.6477 | www.mbips.ca






It’s Safe to Ask
Reference List:  Medication Reconciliation
Agency for Healthcare Research and Quality.  Medication Reconciliation.  Patient Safety Primer.  Full text available from: http://psnet.ahrq.gov/primer.aspx?primerID=1
This Patient Safety Primer is a guide to the key concepts of medication reconciliation (med rec).  It offers background information, a description of how to accomplish med rec, and a frequently updated list of new and classic resources.
Bails D, Clayton K, Roy K, Cantor MN.  Implementing online medication reconciliation at a large academic medical center.  Joint Commission Journal on Quality and Patient Safety.  2008 Sept; 34 (9): 499-508.
Most examples of successful medication reconciliation (MR) programs report on paper-based systems.  This study found that an electronic MR is preferable to a paper-based process in organizations with an electronic health record (EHR) and computerized physician order entry.  MR was a mandatory part of the admission and discharge process and included a blocking function in the EHR that prevented medication orders if the admission MR had not been completed.
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Coffey M, Cornish P, Koonthanam T, Etchells E, Matlow A.  Implementation of Admission Medication Reconciliation at Two Academic Health Sciences Centres: Challenges and Success Factors.  Healthcare Quarterly. 2009; 12 (Special: Patient Safety Papers 4): 102-109.  Full text: http://www.longwoods.com/product.php?productid=20719 
The implementation of admission Med Rec is described at two academic health sciences centres in Ontario, Sunnybrook Health Sciences Centre and The Hospital for Sick Children.  Common challenges included the multi-step, inter-professional nature of Med Rec, staffing and workload concerns, and the frequent staff turnover in a teaching environment. Both teams acknowledged accreditation standards to be a major accelerator of implementation and spread.   The majority of patient admissions are complying with Med Rec, though very high levels of compliance have not yet been achieved.
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Cornish PL, Knowles SR, Marchesano R, Tam V, Shadowitz S, Juurlink DN, Etchells EE.  Unintended medication discrepancies at the time of hospital admission   Archives of Internal Medicine. 2005; 165 (4): 424-429.  Full text available from: http://archinte.ama-assn.org/cgi/content/full/165/4/424 
Patients admitted to the hospital who were on 4 or more prescription medications were studied to identify errors between their admission medication orders and their actual medication use.  54% had at least one error/unintended discrepancy, 39% of which had the potential to cause moderate to severe harm.  The authors emphasize that better methods to ensure accurate medication history at the time of hospital admission are needed.
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Forster AJ, Clark HD, Menard A, Dupuis N, Chernish R, Chandok N, Khan A, van Walraven C.  Adverse events among medical patients after discharge from hospital.  CMAJ: Canadian Medical Association Journal.  2004: 170 (3): 345-349.  Full text available from: http://www.cmaj.ca/cgi/content/full/170/3/345 

This study determines the incidence, severity, preventability and ameliorability of adverse events in patients discharged from the hospital.  Telephone interviews and chart reviews were used to identify outcomes after discharge.  One-quarter of patients discharged experienced at least one adverse event, half of which were preventable.  The most common adverse events were adverse drug events (72%), therapeutic errors (16%) and nosocomial infections (11%).
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Kwan Y, Fernandes O, Nagge J, Wong G, Huh J, Hurn D, Pond G, Bajcar J. Pharmacist medication assessments in a surgical preadmission clinic. Archives of Internal Medicine. 2007; 167 (10): 1034 – 1040.

This study found that having a pharmacist conduct medication assessments and create a postoperative medication order form reduced postoperative medication discrepancies/errors.
Lesselroth B, Adams S, Felder R, et al.  Using consumer-based kiosk technology to improve and standardize medication reconciliation in a speciality care setting.  Joint Commission Journal on Quality and Patient Safety.  2009; 35 (5): 264-271.

A process improvement team at the Portland Department of Veterans Affairs developed an automated patient history intake device (APHID) for the chemotherapy administration unit.  Patients used a computer terminal kiosk in the clinic lobby to enter their medication information.  This new process reduced nursing time dedicated to med rec by nearly 50%, without loss of accuracy in data.  

Pippins JR, Gandhi TK, Hamann C, et al. Classifying and predicting errors of inpatient medication reconciliation.  Journal of General Internal Medicine. 2008 Sept; 23 (9): 1414-1422.  Epub 2008 Jun.
The objectives of this study were to determine the reasons, timing, and predictors of potentially harmful medication discrepancies.  Most preventable adverse drug events occurred at discharge (75%).  Unintentional medication discrepancies were more often due to errors taking an accurate medication history (72%) than errors reconciling this history with patient orders (26%). 
Rozich JD, Resar RK. Medication Safety: One organization’s approach to the challenge.  Journal of Clinical Outcomes Management. 2001; 8 (10): 27-34.

A community hospital in Wisconsin implemented broad cultural changes and a series of specific interventions to improve safety. These efforts have reduced the occurrence of all medication errors, including errors with potential to cause harm.
Santell JP. Reconciliation failures lead to medication errors. Joint Commission Journal on Quality and Patient Safety. 2006; 32 (4): 225-229.

Poor communication of medical information at transition points of care--at admission, transfer, and discharge--often results in medication errors, but various strategies can reduce the likelihood of error.

Schnipper JL, Hamann C, Ndumele CD, et al.  Effect of an electronic medication reconciliation application and process redesign on potential adverse drug events: a cluster-randomized trial.  Archives of Internal Medicine. 2009 Apr; 169 (8): 771-780. 

A computerized medication reconciliation tool and process redesign was implemented and involved physicians, nurses, and pharmacists.   The computerized med rec tool and process contributed to a decrease in potentially harmful medication discrepancies.
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Tam VC, Knowles SR, Cornish PL, Fine N, Marchesano R, Etchells EE. Frequency, type and clinical importance of medication history errors at admission to hospital: a systematic review. CMAJ: Canadian Medical Association Journal. 2005;173 (5):510-515.  Full text available from http://www.cmaj.ca/cgi/reprint/173/5/510
Medication history errors at the time of hospital admission are common and potentially clinically important. This systematic review examines the frequency, type, and clinical importance of medication history errors at hospital admission.  Improved physician training, accessible community pharmacy databases and closer teamwork between patients, physicians and pharmacists could reduce the frequency of these errors.
Van den Bemt PM, Van den Broek S, van Nunen AK, Harbers JB, Lenderink AW.  Medication reconciliation performed by pharmacy technicians at the time of preoperative screening.  Annals of Pharmacotherapy.  2009 May; 43 (5): 868-874.
The role of pharmacy technicians in the medication reconciliation (med rec) process has never before been studied.  This study shows that pharmacy technicians can contribute in the med rec process and decrease the number of medication discrepancies.
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Wong JD, Bajcar JM, Wong GG, et al.  Medication reconciliation at hospital discharge: evaluating discrepancies.  Annals of Pharmacotherapy.  2008; 42 (10): 1373-1379.
Medication discrepancies were found to occur commonly at the time of hospital discharge. Understanding the type and frequency of discrepancies can help clinicians better understand ways to prevent them. Structured medication reconciliation may help to prevent discharge medication discrepancies.
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