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PROBLEM STATEMENT: Studies show that Medication errors are common and often occur when patients move between healthcare settings. Around half 

of hospital medication errors occur on admission, transfer and discharge and 30% of these have the potential to cause significant patient harm. Advanced 

age and taking several prescription medicines are associated with an increased risk of medication errors. Medication reconciliation is done to avoid 

medication errors such as omissions, duplications, dosing error, or drug interactions. The process involves obtaining, verifying and documenting a list of the 

patient's current medicines and comparing this list to the medication orders and the patient's condition to identify and resolve any discrepancies. Hospital 

discharge is a critical interface when patients are at high risk of fragmented care, adverse drug events, and medication errors as they transition out of the 

hospital to their home environment. The process of medication reconciliation can significantly decrease errors, which are an important element of patient 

safety and an economic burden to health services 

 

Medication Reconciliation is not consistently completed for medical patients at discharge, potentially related to: 

 Time consuming if reconciliation occurs at discharge rather than in advance 

 Information is not always readily available to ensure accuracy 

 Best possible medication history (BPMH) may not have been completed at admission 

 Reason for change in medications may not be documented in progress note  by previous physician 

 Not documented in previous discharge summary to inform primary care physician and change not continued in community 

GOALS METRICS 

 50% of hospitalists will initiate use the med rec tool in advance of the patient’s 
discharge 

 # of hospitalist to self-report their usage of the form in advance of discharge (rather 
than on discharge date) 

 % of admitted patients reconciled 

 All completed discharges will have the reason for changes in medication clearly 
stated for the primary care physicians 

 # of discharge summaries with reasons listed for medication adjustments, 
removals or additions 

 All discharges will have the Discharge Med Rec Form completed that is current 
and accurate 

 % of discharged patients reconciled 

DELIVERABLES / MILESTONES 

 Develop or revise Med Tracking Tool (either use new tool or revise existing Discharge Med Rec Form)  

 Educate staff and physicians on process for documenting and tracking 

 Document and communicate changes in medications 

 Evaluate results of new processes and tools 
SCOPE - IN: SCOPE - OUT: 

Medical inpatients that with patients who are admitted and discharged by the 
hospitalists 

 

 

Inpatient admitted or discharged by a physician group other than hospitalist  
i.e. surgery, psychiatry unit, maternity unit 
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