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Medication reconciliation is the process of comparing a 
patient’s medication orders to all of the medications 
that the patient has been taking. This reconciliation is 
done to avoid medication errors such as omissions, 
duplications, dosing errors, or drug interactions. It 
should be done at every transition of care in which new 
medications are ordered or existing orders are 
rewritten.

Medication Reconciliation

2

The Joint Commission. Medication reconciliation. Sentinel event alert, Issue 35.2006. http://www.joint
commission.org/SentinelEvents/SentinelEventAlert/se_35.htm   Accessed August 15, 2016

http://www.joint/


Medication Errors & Discrepancies in Nursing Homes

• 70% of nursing home admissions include at least one medication discrepancy 
and an average of 3.5 discrepancies per admission from hospital

Tjia, et al, Medication Discrepancies upon Hospital to Skilled Nursing Facility Transitions.  J Gen Intern Med. 2009

• Up to 90% of nursing home health records contained at least one medication 
discrepancy 

Tong, et al, Nursing home medication reconciliation: a quality improvement initiative. J Gerontol Nurs. 2017

• A well-run medication reconciliation program improves outcomes
• A nurse practitioner run standardized medication reconciliation process resulted in 

a 29.7% decrease in the rate of hospital readmissions within a 30-day period
Anderson, et al, A nurse practitioner-led medication reconciliation process to reduce hospital readmissions from a 
skilled nursing facility. J Am Assoc Nurse Pract. 2020



Benefit of Medication Reconciliation Program

85% 
reduction in medication 
errors over 10 months 

(average)

Reduction of 
Errors

The Joint Commission Journal on Quality and Patient Safety. January 2006. (32)1:48

3 Massachusetts hospitals 
implemented a Medication 
Reconciliation Program. 

Implementation



Preventing and Reducing Adverse Drug Events

Anticoagulants, Opioids,
Hypoglycemics: 

 Communication failures
 Suboptimal management systems
 Inadequate access to medication lists and lab results

“Medication reconciliation as a care transitions strategy is 
important to reduce potential medication discrepancies.”

The National Action Plan for Adverse Drug Event Prevention:

https://health.gov/our-work/national-health-initiatives/health-care-quality/adverse-drug-events/national-ade-action-plan


Transition of Care 

The movement of patients between health care locations, providers, 
or different levels of care within the same location as their conditions 
and care needs change. 

Coleman, Eric A. Commissioned Paper: Transitional Care Performance Measurement. Performance Measurement 
Report, Institute of Medicine, 2006. Appendix I, pp. 250-276.



Medication Reconciliation Challenges During 
Transitions

• Lack of standardized process, clear ownership
• Communication failures
• Coordination gaps
• Non-formulary medications and therapeutic interchanges
• Lack of standardized medication list “source of truth” 



A Good Medication History Is Critical for 
Patient/Resident Safety

• Adverse drug events
• Definition: injury due to a medication
• Affect ~10% of patients during hospitalization
• Affect ~15% of patients after hospital discharge

• Errors in the medication history
• Account for up to 75% of all potentially harmful medication discrepancies in 

admission and discharge orders



Steps involved with Medication Reconciliation

1. Verification: 
Taking the Best Possible Medication History (BPMH)

2. Clarification: 
Ensuring appropriateness of medications

3. Reconciliation:
Documenting changes to the orders

IHI. Getting Started Kit: Prevent Adverse Drug Events (Medication Reconciliation. How-to Guide. 
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Verification Clarification Reconciliation



Verification: Taking the BPMH 

BPMH is “the most accurate list of medications the 
patient should be taking and the list of medications 

the patient is actually taking prior to admission.”
Society of Hospital Medicine. Marquis Implementation Manual; 

A guide for Medications reconciliation quality improvement. September 15, 2011. 
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Verification Clarification Reconciliation



Goals of a Good Medication History

• To obtain complete information on the patient’s regimen, including 
the:
• Name of each medication
• Formulation (e.g., extended release)
• Dosage
• Route
• Frequency

• To distinguish between what patients are supposed to be on vs. 
what they actually take



Elements the BPMH

 Drug Name

 Strength

 Dosage form 

 Dose

 Route

 Frequency

 Duration (if applicable)

 Last dose administration

Elements the 
BPMH



History Also Ideally Includes

• Drug indications
• Any recent changes in the regimen
• Over-the-counter drugs
• Sample medications
• Vitamins, herbals, nutraceuticals, supplements
• When the patient last took each medication
• Allergies and the associated reactions
• Prescriber(s)
• Pharmacy(ies)



Obtaining the Best Possible Medication History

• Obtaining and comparing existing medication lists
• Pre-hospital admission med list

• EHR medication list
• Community pharmacy – critical for understanding patterns of 

adherence
• Health Information Exchange list (SureScripts, DrFirst, local RHIO)

• Hospital discharge medications list
• Inventory of medications in home

• Patient/family/care partner interview
• Structured questions
[Tools: MARQUIS, IHI]



Medication History Probes

• Assess when was the last dose of each med
• When did you take the last dose of your [warfarin, blood pressure medicine, 

insulin]?

• Ask about adherence
• Many patients don’t take their medicines exactly as they should every day. 

In the last week, how many days have you missed a dose of one of your 
medicines?



When to Gather Additional Data

• Patient/resident is unsure about medication names, doses, and 
indications

• Patient/resident cannot explain discrepancies in lists
• Patient/resident doesn’t have a list and can’t provide medication 

information from memory
• Sources of information not updated recently 
• The missing information is potentially dangerous



High-Performance Behaviors
Asks the patient open-ended questions about what medications she or he is taking (i.e., doesn’t read the list and ask if it is correct)

�

Uses probing questions to elicit additional information: non-oral meds, non-daily meds, PRN medications, non-prescription meds
�

Uses other probes to elicit additional medications: common reasons for PRNs, meds for problems in the problem list, meds prescribed by specialists
�

Asks about adherence �
Uses at least two sources of medications, ideally one provided by the patient and one from another “objective” source (e.g., patient’s own list and ambulatory 
EMR med list) �

Knows when to stop getting additional sources (e.g., if patient has a list or pill bottles and seems completely reliable and data are not that dissimilar from the 
other sources, and/or the differences can be explained) �

Knows when to get additional sources if available (e.g., if patient is not sure, relying on memory only or cannot resolve discrepancies among the various 
sources of medication information) �

When additional sources are needed, uses available sources first (e.g., pill bottles present). Then obtains pharmacy data. If the medication history is still not 
clear: obtains outpatient provider lists, pill bottles from home and/or other sources. �

Uses resources like Drugs.com to identify loose medications (i.e., for a bag of medications, not in their bottles, provided by a patient)
�

Returns to patient to review new information, resolve all remaining discrepancies �
Gets help from other team members when needed �
Educates the patient and/or caregiver of the importance of carrying an accurate and up to date medication list with them

�



I have a list.  Now what? 

• The BPMH is used to:
• Initiate admission orders

• Compare needs and identify 
problems at transfer of care

• Identify needs and potential 
concerns at discharge. 

• BPMH is the critical first step in 
medication reconciliation
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Clarification
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 Identify potentially serious drug 
related problems
 Discrepancies

 Appropriateness

 Drug interactions

 Therapeutic duplication

Goal:



Categories of Medication Related Problems (MRPs): 

Medication Related Problems
•Unnecessary medications
•Wrong medication
•Dose too low
•Dose too high
•Adverse drug reaction
•Inappropriate adherence
•Needs additional drug therapy



Medication Discrepancies

• Unintended or unexplained/undocumented differences among 
medication lists across different sites of care. Examples are: 

• Omissions
• Duplications 
• Dose/frequency/route of administration errors
• Drug name discrepant/incorrect

• Sometimes discrepancies are differentiated as “intended” or 
“unintended” – intended discrepancies would have the rationale 
documented 



Reconciliation

• Composing a single Medication Strategy

• Continuing verified medications on BPMH when appropriate during current 
clinical circumstance

• Addressing concerns identified during the verification and clarification steps 
of medication reconciliation



• Documenting medication list

• Offering the information for future consideration at transfers of 
care

Transmission



Specific Concerns at Discharge
• 3 med lists to reconcile

• BPMH
• Active medication orders
• Home medication list post-discharge

• Self-care post-discharge
• Disease state education
• Medication counseling

• Care coordination
• Primary care providers
• Specialists
• Community Pharmacy 
• Essential high risk medication communication elements



Barriers to Medication Reconciliation

• Ownership of the task
• Perception of added work

• Interprofessional collaboration
• No standardized process
• Patient unable to provide information
• Linking BPMH to each 

transition of care order process
• Time



Strategies to Implement: Leadership

• Organizational commitment to medication safety
• Leadership provides framework and resources
• Accountability
• Culture of safety with a just and non-punitive error reporting 

and learning environment
• Implementation of effective medication safety processes



Strategies to Implement: Logistics

• Personnel
• Are personnel already doing this job?
• If not, are personnel available who could be re-allocated to this job?
• If not, can you hire new personnel?
• If not, how can you get the resources to do this?



Summary

• Implement an effective medication reconciliation program on 
patient admission and discharge

• Medication reconciliation consists of verification (BPMH), 
clarification (med appropriateness), and documentation 
(documentation of changes and final list) 

• Safe medication management requires effective communication on 
transitions of care



Medication Reconciliation Resources 

 Society of Hospital Medicine’s 
MARQUIS Implementation Manual
and Med Rec Collaborative

 INTERACT tools and resources
 Institute for Healthcare 

Improvement  Medication 
Reconciliation Resources to 
Prevent Adverse Drug Events

https://www.hospitalmedicine.org/globalassets/clinical-topics/clinical-pdf/shm_medication_reconciliation_guide.pdf
https://www.hospitalmedicine.org/clinical-topics/medication-reconciliation/marquis-med-rec-collaborative/
https://pathway-interact.com/
http://www.ihi.org/Topics/ADEsMedicationReconciliation/Pages/default.aspx


Resources for Safe Medication Use

 Be aware of medications that 
should not be crushed
 http://www.ismp.org/tools/don
otcrush.pdf

http://www.ismp.org/tools/donotcrush.pdf


Nursing Home Warm Hand-off Across Care Settings



High Risk Medication Essential Communication at 
Transitions of Care



Nursing Home Warm Hand-off to Pharmacy 



Sharing Collaboratives

• Next Steps:
• Identifying and Categorizing challenges
• Self-paced learning to train staff
• New roles for pharmacy partners



Thank you!



Learn More & Stay Connected

https://qi.ipro.org/ Follow IPRO QIN-QIO 
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