
	

August 2017 
MedMaestro | medmaestro.net 

1 

 

	
	
	
	
	
	

GETTING MEDICATION 
RECONCILIATION RIGHT: 
STRATEGIES, SCIENCE, AND THE 
SECRETS EVERY HEALTHCARE 
LEADER NEEDS TO KNOW 
 
 
August 2017 
By Michelle Verghese 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



	

August 2017 
MedMaestro | medmaestro.net 

2 

 
 
EXECUTIVE SUMMARY 

 
 
Medication reconciliation has been the subject of much discussion since it was named a 
National Patient Safety Goal by the Joint Commission in 2005. Experts are emphasizing 
that medication reconciliation is not simply the process of gathering a list of medications 
- rather, it is more time-consuming, requiring a detailed examination of a patient’s history 
to accurately cross-check frequent changes in medications. This complex process is 
conducted differently across the nation; from hospital to hospital, the depth of 
reconciliation as well as who conducts it - physician, nurse, or pharmacist - varies. But 
disorganized medication reconciliation is hazardous to patient health, especially patients 
with limited health literacy or polypharmacy. A lack in adequate analysis of patient’s 
medication history correlates to high rates of adverse drug effects and hospital 
readmissions. Recently, research has begun pointing towards a standardized process of 
reconciliation, which among other things places pharmacists or pharmacy techs at the 
forefront. A strong medication reconciliation program will lower hospital costs, help 
reduce medication error, and prioritize patient safety.  
 
The primary consequence of poor medication reconciliation is an adverse drug event 
(ADE). An ADE can occur if a patient’s medication history has not been fully collected 
during reconciliation, and therefore a change to their drug regimen causes an 
unintended reaction. Patient risk factors for ADEs are limited health literacy, in which 
patients struggle to understand medication instruction, as well as polypharmacy, in 
which patients take more than five medications regularly. Both risk factors complicate 
the process of prescribing medications but emphasize the need for thorough 
reconciliation even when a patient is uncertain of their own regimen. During admission 
and care transitions, the patient is most at risk for an unintended medication discrepancy 
which could lead to an ADE - it is estimated that around 60% of hospitalized patients 
have at least one unintended medication discrepancy upon admission.  
 
A complete picture of medication reconciliation could involve a number of steps, 
including getting patient background info, talking to family members, comparing 
medication history from all sources, and resolving discrepancies. Because reconciliation 
is a continuous process, a compiled medication list should ideally be agreed upon both 
by all physicians involved in the case as well as the patient themselves. It should allow 
for the removal of any unnecessary medications and the selection of the optimal option, 
to decrease patient burden and out of pocket costs. Current literature points to pharmacy 
technicians as a valuable option for the leaders of reconciliation. Pharmacy technicians 
are more familiar with various drug interactions and how to identify potential 
discrepancies and have been shown to be more capable of collecting medication history 
and reducing such discrepancies than nurses or physicians. Additionally, face-to-face 
medication reconciliation by a pharmacy member has been shown to reduce 
readmission and ED visit rates. The road to an ideal standard of medication 
reconciliation will involve an overall redesign of the system as a whole, but ultimately has 
the potential to benefit patients, healthcare leaders, and hospitals. 
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Establishing The Need For Excellent 
Medication Reconciliation  
 
 
Medication reconciliation is broadly defined as the process of obtaining a comprehensive 
medication history. However, as leaders in healthcare have begun to understand its 
importance, the definition of medication reconciliation has expanded greatly to 
encompass a much more thorough, intimate process involving many steps to reach an 
accurate list. In hospitals across the US, this critical process is unstandardized, and can 
be conducted by a physician, nurse, pharmacist, or some combination. This leads to 
variations in the quality of reconciliation administered and can deter the patient’s 
recovery.  
  
Medication reconciliation is no easy process to conduct. For one, often times patients do 
not know exactly what medications they are on. Upon admission to the hospital, they 
may present simply a bag of medication bottles, and the electronic medical records 
(EMR) can be incomplete. This can prompt a larger investigation in order to acquire an 
accurate list - a process which some studies estimate could take between 15 and 30 
minutes. In addition, care transitions between hospital units or entire health systems can 
be dangerous when they are poorly coordinated, especially because they involve more 
than one clinician. Medications can be continued, discontinued and modified by various 
health care professionals that the patient interacts with. 
  
In patients, certain common risk factors have been identified that complicate the process 
of reworking their medication list. One of the most significant is limited health literacy, 
which affects nearly half of American adults. These patients struggle to interpret medical 
instructions, often incorrectly taking their medications. Another is polypharmacy, in which 
patients are taking more than 5 medications. This affects almost one third of adults and 
increases the chance of confusion during administration on the patient’s end due to an 
unnecessary number of medications. If not taken into consideration, these risk factors 
can be dangerous - especially if there has been limited direct communication with the 
patient to accordingly promote their understanding of the drug regimen.  
  
Reconciliation that is conducted inadequately most of all stands to harm the patient; in 
particular, it can result in an adverse drug event (ADE). An ADE occurs when an 
unintended harm occurs to a patient from a certain drug, and of these ADEs, a certain 
number are due to medication error and are therefore preventable. A standardized 
process reconciliation is needed to reduce these errors, to reduce ADEs, and therefore 
to avert harmful consequences to the patient’s health that are preventable. 
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The Recommended Steps To Thorough 
Reconciliation  
 
Reconciliation is conducted differently from hospital to hospital - and even from 
practitioner to practitioner. Therefore, it is crucial that any improvements to the process 
are seen as systematic ones. Rather than scrutinizing specific providers for their 
practices, it is far more productive to assume providers are doing the best they can and 
aim for a redesign of the system as a whole.  
 
The literature, for the most part, agrees on certain priorities for this systematic 
improvement. For one, thorough reconciliation should aim for both clinician and patient 
agreement individually: all involved physicians should agree on the list, and the patient 
should hold the right to make decisions about what is on the list. The conductor of 
reconciliation should consider a few key elements as they review the medication list, 
such as deprescribing any medications that were not needed in the first place, 
decreasing patient burden by optimizing dosing intervals, and minimizing out-of-pocket 
expenses by considering the patient’s insurance plan. These steps are time-consuming 
and challenging, but by setting the patient’s well-being as first priority, they represent a 
patient-focused method of conducting reconciliation. A study called Project Red 
implemented the steps above and found a 30% decrease in patients returning to the 
hospital after 30 days.  
 
The actual process of reconciliation should be conducted in a face-to-face interview with 
the patient. It involves asking questions including what medications the patient is on 
currently or in the past, how they were prescribed, and how the patient is really taking 
them. Often, this involves comparing multiple lists which may not be correct nor up to 
date and filling in gaps in the EMR. It is estimated that up to 60% of hospitalized patients 
have at least one discrepancy in their medication history upon admission. Therefore, 
successful medication reconciliation will involve acquiring patient background info from a 
list or bottles the patient brings, asking details of how they take their medications, calling 
their pharmacy, talking to their family members, and resolving any discrepancies among 
these sources. Studies have shown that face-to-face reconciliation along with medication 
counseling and post-discharge calls can decrease readmissions by 15%.  
  
Though it is multifaceted and detail-oriented, thorough reconciliation is ultimately 
complete and safe. Incomplete medication reconciliation can lead to medication error 
which leads to ADEs - it is estimated that 40% of medication errors are caused by 
incomplete medication error. A new type of medication reconciliation should aim to 
reduce any negative consequences for the patient - be it a preventable ADE, 
unnecessary medications, high expenses, or multiple readmissions. The road to this 
begins with placing the right healthcare practitioner in the leadership role of 
reconciliation. 
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Introducing a New Promising leader in 
Medication Reconciliation 
 
 
Research is repeatedly showing that pharmacists and pharmacy techs are in the best 
position to perform medication reconciliation thoroughly. For one, they are the most well-
versed in a variety of medications and are up to date with new drugs as they are 
introduced into the scientific community. Compared with physicians or nurses, they 
would be performing at the top of their license - and it is critical that reconciliation is 
valued by its providers.  

  
A member of the pharmacy team is overall suited to addressing some of the key flaws in 
reconciliation as they currently stand. They can access over-the counter meds, vitamins, 
herbals, or whatever the patient may bring, as well as review bottle labels and family 
members. A pharmacy member is well educated in drug interactions and which such 
combinations are dangerous together to avoid ADEs. They are also able to address 
gaps in patient education by, for example, explaining medication instructions pre-
discharge especially for patients with limited health literacy. A pharmacy member also 
can be aware of a patient’s insurance plan and out-of-pocket expenses - typically, a 
physician is not familiar with the expenses associated with a certain medication.  

  
In general, readmission rates to US hospitals are high, and this has been correlated with 
both poor care transitions and errors in ordering upon hospital admission. The role of 
pharmacist therefore becomes most important at admission and during these care 
transitions.   One study compared the effects of reconciliation when provided by 
physician’s patient history and nursing staff counseling at discharge, compared with 
face-to-face reconciliation of admission by a pharmacist or pharmacy student along with 
post-discharge calls and medication counseling. It found a 15% reduction in inpatient 
readmissions or ED visits within 30 days post-discharge. Numerous other studies point 
to lowered medication discrepancies or risk of readmission when pharmacist 
reconciliation and follow-up is conducted. Another review directly compared 
reconciliation conducted by nurses to pharmacy technicians and found that the ultimate 
history was accurate 88% of the time for the tech, and 57% for the nurses. Additionally, 
techs reduced unintended discrepancies by 13% compared with anesthesiologists. The 
literature suggests that trained pharmacy technicians are capable of identifying 
medication discrepancies and collecting medication histories with accuracy similar or 
better to other health care professionals. 
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Discussing Patient Safety Improvements and 
Lowering Hospital Costs  
 
 
High rates of ADEs are disadvantageous to both patient and hospital. ADEs affect nearly 
5% of hospitalized patients and are one of the most common types of inpatient error. In 
many cases, they are serious and result in a readmission or prolonged length of stay; in 
some cases, they are life threatening. A recent study reviewed 4031 admissions into 
various units of a hospital and detected 247 ADEs. Of these, 12% were life threatening 
and 57% were judged as significant. In the Harvard Medical Practice Study (MPS), 
physician reviewers estimated that approximately 69% of ADEs are due in part to error 
in management are therefore are likely to be preventable. Per year, ADEs continue to 
account for nearly 700,000 ED visits, and studies are showing that improving medication 
reconciliation could aid in reducing these medication errors that lead to preventable 
ADEs and readmission.  
  
ADEs and readmissions are also extremely costly, and as outlined above, in some cases 
they may be preventable costs. Literature suggests that an ADE costs a hospital 
anywhere between $2595 and $4685. One study aimed to break this down, revealing 
that the cost and length of stay increased with the severity of the ADE in a community 
hospital. Preventable ADEs tended to cost upwards of $3000 dollars and result in a stay 
of around three days. As the severity increases, as does the cost and length of stay. 
Extrapolating, the total costs have been estimated to exceed $5 million annually for a 
typical teaching hospital. With around half of ADEs being preventable, a significant cost 
reduction could follow if medication errors were reduced. Considering that thorough 
medication reconciliation helps to resolve discrepancies and reduce errors, hospitals 
stand to see a cost benefit by focusing on improving their reconciliation programs.  
 
 

 
 
FOR MORE INFORMATION 
 

Contact us at  
info@medmaestro.net 
703-662-1725


