Reconciling M edications:
A Medication Safety Collaborative

Reconciling medications is defined as the process of comparing the patient’s list of current
medications against the physician’s admission, transfer, and/or discharge orders. Discrepancies are
brought to the attention of the physician and, if appropriate, changes are made to the orders.

Medication errors that can be prevented by adopting the reconciling process include errors associated
with omissions of needed home medications while in the hospital, failure to discontinue contra-
indicated home medications, doubling up (e.g. brand/generic combinations, formulary substitution),
failure to resolve discrepancies in dosages or route, and missed or duplicate doses resulting from
inadequate records of frequency and last administration at transfer. Evidence indicates that, for up
to 25-40% of patients entering the hospital, there are unintentional discrepancies between the
medications prescribed on admission and those taken at home. Reconciling medication orders on
admission has been shown to prevent these errors.

Need: Medication errors are one of the leading causes of injury to hospital patients, and chart
reviews reveal that over half of al hospital medication errors occur at the interfaces of care[Rozich,
Resar 2001]. Discrepancies in patient medication orders have been documented by many hospitals.

A multidisciplinary check of medication orders for pediatric cancer patients revealed that 42% of the
orders being reviewed needed to be changed [Branowicki 2002]. Another study, also of pediatric
cancer patients, revealed variances between medication orders and information from patient/guardian
or prescription labels on the container 30% of the time. A home medication omitted from admission
orders was the most common error and incorrect dosages ordered in admission orders also exceeded
errors attributable to errors in information obtained from the patient/family [Billman 2002].
Inaccuracy of patient/family provided information on medications, however, has also been noted as
an underlying cause of several recently-reported medication errors with serious adverse outcomes.

Potential for impact: The reconciling process has been demonstrated to be a powerful strategy to
reduce these errors. A series of interventions, introduced over a seven month period, successfully
decreased the rate of medication errors by 70% and reduced adverse drug events by over 15%
[Rozich, Resar 2001]. In another study, the utilization of pharmacy technicians to initiate the
reconciling process by obtaining medication histories for the scheduled surgical population reduced
potential adverse drug events by 80% within three months of implementation [Michels, Meisel
2002].

A successful reconciling process also reduces work and rework associated with the management of
medication orders. After implementation, nursing time at admission was reduced by over 20 minutes
per patient. Establishing a systematic approach to reconciling and then carrying it through the
hospitalization also reduced pharmacist time at discharge by over 40 minutes [Rozich, Resar 2001].

Safe Practice Recommendations: The Coalition convened a Consensus Group comprised of a
cross-section of hospital representatives from all key disciplines and led by Clark Fenn, Vice
President of Management Services at Holyoke Hospital and Frank Federico from the Risk
Management Foundation. This group identified a set of safe practices associated with adopting
reconciling procedures that have been shown to promote patient safety. The practices include
adopting a standardized form for reconciling and placing that form in a consistent, highly visible
location within the patient chart; assigning responsibility for resolving variances in medication orders
to someone with sufficient expertise; identifying timeframes for completing the reconciling process,



improving access to complete medication lists at admission; and other recommendations addressing
supporting policies and infrastructure.

Collaborative Support: The Coalition and MHA have convened a learning collaborative to support
hospitals in implementing the Safe Practices for reconciling medications. A toolkit containing sample
forms, policies, staff education materials, examples of successful implementation strategies,
implementation worksheets, guidelines for getting started, and reference lists is provided all
organizations in the Collaborative. Opportunities to learn from others are also offered at Collaborative
meetings and through listServ and other networking strategies. All participants will be using the same
measurement paradigm to assess their progress (see example chart below).
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Contact: For more information, contact Gina Rogers, MA Coalition for the Prevention of
Medical Errors (Phone: 781-431-7827; Email: gina-rogers@attbi.com)



