
dlinmdconsult@yahoo.com

 Medication Reconciliation and
other Vulnerable Handoffs in

Care
Della M. Lin, M.D.

Quantros 2005 Safety Conference
New Orleans, LA

September 16, 2005



dlinmdconsult@yahoo.com

Frustrating conversations…
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JCAHO Goals

• Medication Reconciliation
• Handoffs of Care
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Medication Reconciliation
“Accurately and completely reconcile medication across the

continuum of care.”

“Implement a process for obtaining and documenting a
complete list of the patient's current medications upon the
patient's admission to the organization and with the
involvement of the patient.  This process includes a
comparison of the medications the organization provides to
those on the list.”
“A complete list of the patient's medications is communicated
to the next provider of service when it refers or transfers a
patient to another setting, service, practitioner or level of care
within or outside the organization”
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Definition

• Reconciliation is a process of identifying the
most accurate list of all medications including
name, dosage, frequency route a patient is
taking and using this list to provide care for a
patient in whatever their setting.

• It requires comparing the patient’s list of current
medications against the physician’s admission,
transfer and/or discharge orders
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How big is the problem?
• Organization baselines 30-90%

– Admission:
• Unaware of patient taking a med
• Thought a patient was taking a med
• Patient taking med on  a different schedule
• Drugs brought in do not match
• Patient doesn’t know, family/pharmacy unavailable

– Transfers:
• Unaware of a patient taking a med
• Thought drug was continued
• Thought drug was stopped
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Overall Challenge

• No one presently owns this process
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The Potential Gain
• 70% reduction in medication errors

associated in seven-months

• 15% reduction in ADEs

• Significant efficiency gains   Time saved
• At admission (nurse): 20-25 min.
• Transfer from CCU: 25-45 min.
• At discharge (pharmacist): 35-50 min.

    Rozich JD, Resar RK. JCOM. 2001;8(10):27-34.
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Three Parts

• Admission
• Each Transfer within the organization
• Discharge
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Medications Reconciled Upon
Admission

• The patient’s most accurate home
medication record is obtained and
compared to the physician’s admission
orders. All unreconciled drugs are
reconciled within a specified time frame
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Resources
• www.macoalition.org
• www.ihi.org (100K lives campaign)
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Caveats Learned to be successful
with the admission process

• Draw an algorithm of your current process
• Draw an algorithm of your proposed process
• Define responsibility of who will get the initial list

from the patient/family
• Don’t let perfection be the evil of good
• Script questions to capture as complete a home

medication list as possible
• Form forcing functions (e.g. allergies, weight,

local pharmacy phone #, abbreviation
reminders)

• Don’t add work
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Pt. Admitted            Is time of last  
                                                       dose in question  
        
                                                                                                                                          
 
                                                                                                                                                       Yes 
     Is this a 24 hour   
             Med? 
                         Can clinic chart or                      Does clinic chart  
             other sources be                       or other external  
             obtained in 24 hours            source reconcile?  
 
                Is the medication list  
               from an external source                                                                             No 
          available? 
 
   
      
 
     Does this confirm      Can Pharmacy reconcile  
     drug and dose?          drug and dose?  
              
 
       
Can patient or family give     
accurate, confirming data?    
              Is time of last dose  
        in question    
 

Nurse completes 
Med Coordination  
Data Sheet 

Physician orders with 
drugs, dosages, and 
times are assembled 

Stop. Use this 
information 

Yes 

Call M.D. 

Reconciled 

Yes 

No 

No 

Yes 

Call M.D. 

No 

Yes 

No 

No Yes 

No 

Reconciled 

No Call M.D. 

Yes No 

Reconciled 
Yes 

No 

Medication Coordination Flowsheet 
(Adapted from the work of Roger Resar, M.D.) 

G. Billman, M.D.
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Script Questions

• How do you take your meds?
• What barriers prevent you from taking your meds as

prescribed?
• What meds have you recently stopped on your own?
• Have you taken anyone else’s meds recently?
• Who assists you with your meds?
• Do you bring your meds with you to your doctor’s office, or

carry a wallet med card?
• What OTC meds do you take?
• Have you recently been given any sample drugs to take?
• Are you taking any creams, drops or patches?
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Test the form in your organizational
context

   
 This form is an official part of the Medical Record  
  Trial form: approved by Howard Cohen, MD & Tim Miller, MD   

                                                            Admission Orders for Home Medications 
 

 
 

 
Allergie s: Drug/Foods  

 
Reactions/Side Effects 

 
 

 
 

  
 

 
 

 
 

?  On No Medications at Home 
?  Unable to Obtain Medication History Ñ Reason: 

      Do you have a latex allergy or sensitivity?  ?  Yes   ?  No   ?  Unsure 
If yes, describe type of reaction:______________________________ 

Are you allergic to iodine? ?  Yes ?   No             

Are you allergic to dyes?  ?  Yes ?   No             
 
Height:   Actual________cm    
Weight:  Actual________kg     
 

Information Source:   ?   Patient    ?  Spouse    ?  Wallet Card      

                                   ?  Brought meds from home      

   ?   Other (Specify)_______________________  

 Home Medications on Admission 
 (Prescriptions, OTC, Herbals, Patches, Inhalers, Eye Drops & Supplements)  

Physician Medication 
Orders on Admission 

(Check Only One) 

 
Initials  

Drug Name  Dose Route Freq  Last Taken  
Date/Time  

Order 
Unchanged  

Change  
(Use Order 

Sheet) 

DO NOT 
ORDER  

      

?  ?  ?  
      

?  ?  ?  
    

 
 
 

 
 ?  ?  ?  

   
 

 
 

 
 

 
 ?  ?  ?  

   
 

 
 

 
 

 
 ?  ?  ?  

   
 

 
 

 
 

 
 ?  ?  ?  

      

?  ?  ?  
      

?  ?  ?  
      

?  ?  ?  
      

?  ?  ?  
      

?  ?  ?  
 
Person(s) Gathering Medication History:_____________________________________Date/Time____________________       ?   Sent to Pharmacy 
           

      _____________________________________ Date/Time____________________        
 
Orderin g Physician Signature: _____________________________________________Date/Time_____________________         
                              

                Dictation #: _____________________________________________       Page_____of_______ 
 

DO NOT REMOVE FRO M THE CHART  
Please place Reconciliation Forms as the bottom sheet in the Physician Order Section 

 

 PILOT FORM  

• Home list
– Drug
– Dose
– Route
– Frequency
– Last taken

• Coordinate as order
sheet

• Form Forcing
Functions
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Reconciling Upon Transfer Between
Units

• The patient’s most current medication
record is compared against the
physician's transfer orders

• Recheck against home list
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Reconciling Medications upon
discharge

• Three point reconciliation:
– Most recent medication list
– Preadmission list
– Physician’s discharge orders



dlinmdconsult@yahoo.com

Caveats Learned

• Provide patient with a comprehensive list
of all medications
– Schedule
– Reasons for change
– Expected side effects

• Get reconciled list to the next continuum of
care
– Standardize universal form
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Test in your community context

• Patient Friendly
Directions
– Yes/No
– Why, How, When

• Form Forcing
Functions
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Monitoring
• # of meds unreconciled
       total number of meds
• # of meds reconciled
      total number of meds
• % of patients with omitted information in the home med

list (e.g. route, frequency)
• % of staff trained in the reconciling process
• % of patients with at least one medication order changed
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Handoffs of Care

• “Implement a standardized approach to
“hand-off” communications, including an
opportunity to ask and respond to
questions.”
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Handoffs are Everywhere!
• Nursing shift change, relief breaks
• Transfer of patient between units
• Physician transfer of care to another physician
• Occupational/respiratory/physical therapy continuity

of care
• Technician (e.g. OR scrub) shift changes, relief

breaks
• Interhospital/interhealthcare facility transfers
• Ambulance to hospital
• Discharges to home
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Handoff Strategies from HRO:
Improving Effectiveness

• Face to face verbal
• Input from additional

practitioners
• Limit interruptions
• Two-way interaction

• Readback of information
• Limit initiation of operator

actions
• Include team’s stance

towards
changes/contingency
plans

Patterson,E et. al. Int J. for Quality in Health Care
 2004; Vol 16, No2 pp 125-132
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Handoff Strategies from HRO:
Improving Efficiency and

Effectiveness
• Outgoing writes summary

before
• Incoming scans historic

data before
• Incoming reviews

automatically-captured
changes before

• Incoming assesses
current status before and
during

• Information update in
same order every time

• Intermittent monitoring if
“on call”

• Outgoing has knowledge
of previous shift’s
activities

Patterson,E et. al. Int J. for Quality in Health Care
 2004; Vol 16, No2 pp 125-132
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Handoff Strategies from HRO:
Improving Coordination/data and

error detection
• Incoming receives

primary access to data
• Incoming receives

paperwork with
handwritten annotations

• Unambiguous transfer of
responsibilities

• Clear personnel
roles/responsibilities

• Overhearing others’
updates

• Outgoing overseeing
incoming’s work following
update

• Delay tx of responsibility
if status/stability of
concern

Patterson,E et. al. Int J. for Quality in Health Care
 2004; Vol 16, No2 pp 125-132
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Several Key Strategies Reflected in
JCAHO NPSG Goal

• Update information in the same order
every time

• Face to face verbal handoffs with
interactive questioning

• Limit interruptions
• Use of Readbacks
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Tips for Compliance

• Use a standardized tool as a
checklist/template

• Create unit:unit agreements to facilitate
verbal handoffs
– Beware of workarounds (faxed information,

audiotaped signouts)

• Script or ease the initiation of incoming
person asking questions
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Examples

• “SBAR”
• Creating unit: unit

agreements
• Daily Goals Plan

Sheet

Modified from Southwestern Vermont


