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What is Medication Reconciliation v

A process for obtaining and documenting a
complete and accurate list of a patient’s
current medicines upon admission and
comparing this list to the prescriber’s
admission, transfer and/or discharge orders
to identify and resolve discrepancies.

Santell JP Jt Comm J Qual Patient Safety 2006
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What is Medication Reconciliation v

A formal, systematic process

Healthcare professionals partner with
patients to ensure accurate and
complete medication information transfer
at interfaces of care

Designed to prevent potential medication
errors and adverse drug events
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Purpose of Medication Reconciliation v

Reduce preventable errors

 Unintentional discrepancies
e.g. eye drops for glaucoma omitted as
medication history incomplete

« Undocumented intentional discrepancies

e.g. antihypertensive ceased on admission intention
to restart not documented

Patients receive medicines as intended
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The Medication Reconciliation Process v

Four key steps

1. Obtain and document best possible
medication history

Confirm medication history

Reconcile history with prescribed medicines
and follow up discrepancies

4. Supply accurate information when care

transferred '(
AUSTRALIANCOMMISSION
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Effective medication reconciliation v

e To be successful needs to be built into the
process of care — not added to it:

— e.g. replace multiple histories with one that is used
throughout episode of care

* Integrate steps into existing processes:
— Patient flow, medication management system

e Best conducted in environment of shared
accountability

e Multiple approaches
— Models will differ from hospital to hospital, ’W(o team

AUSTRALIANCOMMISSIONon
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Proactive Model \/

Occurs when the BPMH is conducted before admission medication orders

STEP 1 STEP 2 STEP 3
W A Admission Ve rify RRely
BPMH  LEADsTo | Medication Orders medication in
D 4 (AMO) BPMH has been
assessed by
prescriber.

1. Create the BPMH
2. Using the BPMH, admission medication orders (AMOs) are written by the prescriber
3. Verify that the prescriber has assessed every medication on the BPMH, identifying and

resolving any outstanding discrepancies with the prescriber
Sor\ﬁg;l_l-ﬁihﬁﬁﬁﬂéaiﬁlvﬁgIS%leéoNr}]cJIiation Getting Started Kit 2010 d
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Retroactive Model

v

. Occurs when the BPMH along with formal admission reconciliation
occurs after admission medication orders are written
STEP 1 STEP 2 STEP 3 STEP4
f ” 1 / s ) ( ' Compare BPMH
rimary ~ mission .
Medication T Medication Orders BPMH with AMOs and
History .- (AMO) resolve any
. J . 20 /7 discrepancies

Primary medication history is taken
AMOs are written by prescriber

1

2

3. Create the BPMH

4 Compare the BPMH against the patient’s AMOs, identify and resolve

discrepancies
Source: High 5s Medication Reconciliation Getting Started Kit 2010
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Safe practice recommendations v

1. Develop a formal and systematic approach to
reconciling patient medicines across the continuum
e Multidisciplinary, reps from key depts (ED, ICU, pre-
admission, med/surg units, pharmacy, Q&S unit)

2. Create P&Ps that outline roles, tasks in each step in
the process

3. Adopt a standardised form for collecting pre-
admission medicines list and reconciling medicines

— Place in consistent, highly visible location with patient’s
chart - easily accessible when medicines are ordered

— Electronic and paper

Massachusetts Coalition for prevention of medical errors
.//www.macoalition.org/initiatives.shtml
AUSTRALIANCOMMS 1o drec
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Safe practice recommendations

v

4. Assign responsibility for obtaining BPMH to
someone with sufficient expertise

 Shared accountability (MO, nurse and
pharmacist work together)

5. Assign responsibility for resolving variances to
someone with sufficient expertise

6. Establish specific time frames within which
medicines should be reconciled

e <24 hours, within 4 hours for high risk
medicines

AUSTRALIANCOMMISSIONox
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Safe practice recommendations v

7. Provide clinicians ready access to drug
information and a pharmacist consult when
needed

8. Improve access to complete medicines lists at
admission

9. Provide orientation and ongoing training to
all health professionals

10.Monitor performance and provide feedback

AUSTRALIANCOMMISSIONon
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WHO Patient Safety Solution 6

-

\

EXAMPLE OF
Assuring Medication Accuracy at Transitions in Care
- Orientation, Education, Assign
PU"C! Adciiz:l; D“rjung infﬁ?rila:i:m Form mspnnsihi"ty
o - = Dose
. Current = Fraquency
Provider : .- - Route
Mﬂdlﬂilﬂl'l List - |r|l1Jing of last dose
Place the form
in a highly visible location in the chart
Compare the list with the new orders to identify "
omissions, duplications, dosing errors, or potential Initial orders
interactions within specified time frames: ‘ ‘n,
= within 24 hours of admission
ol Reconcile New or
feconio a,"ﬂtﬁ;;ﬁ;mm FATEEE <+ Medications —.ravisad orders
Patient Transitions in setting, service, level of care, or provider.

Communicate list to the next provider and to the patient.

Repeat Process

This exampie fs not necessarily appropriate for ail health-care seffings.

/
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Medication reconciliation toolkit \/
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Medication reconciliation toolkit \/

e |nitial focus on the admission process

— In line with High 5s medication reconciliation
project

— |If medication history on admission incorrect
errors flows through to discharge

— 49% of prescribing reconciliation failures occur at
admission *

— Other Commission work occurring on discharge
process

* Santell JP Jt Comm J Qual Pt Safety 2006 K
AUSTRALIANCOMMISSIONon
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Medication reconciliation toolkit

Toolkit contents
e Educational materials

— Medication reconciliation
 National Medication Management Plan
(MMP)

e MMP training material

 Admission history training resource
e Other support material

e New tools on order |
AUSTRALIANCOMMISSIONow M
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MATCH UP medicines

* Poster
e Brochure
e Powerpoint template

e Customise with
hospital logo
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[For mors information about madication
mconcilintion, =os the accompanying bmchure
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MATCH UP medicines Brochure

Why it is wvital to MATCH UP
patients’ medicines

Lininterftional changes ta patients’ madicine
regmens aften happen during hospital
admizsions. Thess unintended changes can
cause patient hamn during a hospital stay or
after discharge.

MATCHING UWP the modicines that the
patier?t showld be presoribed with those
that are actvalfy presoibed s & pooess
calied medication reconciliation. This
can help ensure continuity of oore, and
presertt harm by reducing the opportunity for
rmedicafion ermors.

Facts to motivate you to
MATCH UP medicines

= Batepsan 10E-E7% of medication
histores hawe ot lbast one ermoe 1

= Iip to one thind of these arroms hawve the
poterfinl o couse pafient ham ”

= More than 0% of medication smoms ooour
at trereitions of cam 1

= Patients with one or moee medicines
are 2.3 fimes mone Bkely o be resdmitted
to hospital than thoss with cormect
information on dischange.®

= B5% of dscrepandies in medication
treatmeant originate from pocr medication
hisiony taking.®

Medication reconciliation:
4 simple steps to improve patient safety

Obtain a
bast possible
madication

history

Confirm the
T accuracy of
the history

Using information from patient inberviews,

GF miermals and ofher sounoes, aomipile &
comprehensive list of the patient’s currer
medicines. Include prescription, over the counter
and complementary medicines and information
about the madicine's names, dose, frequency
and rowle.

Thi= medication hisiorg, sometimes nefemsd ta
as a Bag! Possible Madication History (BPMH),
should irvche 2 patient medication intenview,
where possible. The BPMH s diferemt and mors
comprehensive than a routine primary medioation
history, which is aften a quick medication historg

U=se a seoond souroe 1o confirm the information
obtained., and ersurs you have fhe best possible
medication histon: Verfication of medication

" Heviewing pationt’s medicinos st.
» Imepaction of medicine containers.
H’Ch:rr,a—tn;:u:rrrumryp}u.n-mr
and GPs, with the patent's consent.
w" Cormmunicating with corers or the
patient’s family mambers.
" Feviewing previous patient bealth reconds.

Reconcile the
history with
prescribed

madicinas

Supply

~ accurate
- medicines

information

Compare the patient’s medicaiion histony with
their prescribed inpatiert trestment. Check: that
these matoh, or that @y changes are dinically
approprbs.

‘Where there ane discrepancies, discuss these with
the presoriber and ensure that the reesons. for
changes to thempy are documenied ag. atenoclol
oeased prior 1o sugen.

When pafients ane trnsfomed boetwoson wands,
hospitals or 1o their home or residential cans bt:li'ry.
ensue that the parson taking over ther oore s
supplied with an acourais and complets kst of the
pabient’s medicines.

Ersure that the care provider, patient andfor their
carer are ako provided with information abowt ary
changes that have been made 1o medicnes.

AUSTRALIANCOMMISSIONon
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Step 1. Best possible medication history v

Obtain a
best possible S
medication
history

Using information from patient interviews,

GP referrals and other sources, compile a
comprehensive list of the patient’s current
medicines. Include prescription, over the counter
and complementary medicines and information
about the medicine’s name, dose, frequency
and route.

This medication history, sometimes referred to

as a Best Possible Medication History (BEFPMH),
should involve a patient medication interview,
where possible. The BPMH is different and more
comprehensive than a routine primary medication
history, which is often a quick medication history.

AUSTRALIANCOMMISSIONon
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Step 2. Confirm the accuracy of the medicatior\l/

Confirm the
> accuracy of
the history

Use a second source to confirm the information
obtained, and ensure you have the best possible
medication history. Verification of medication
iNnformation can include:

v Reviewing patient’s medicines list.
v Inspection of medicine containers.

» Contacting community pharmacists
and GPs, with the patent’'s consent.

" Communicating with carers or the
patient’s family members.

»” Reviewing previous patient health records.

AUSTRALIANCOMMISSIONon
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Step 3. Reconcile history with prescribed medicines {

Reconcile the
history with
prescribed
medicines

Compare the patient’'s medication history with
their prescribed inpatient treatment. Check that
these match, or that any changes are clinically

appropriate.

Where there are discrepancies, discuss these with
the prescriber and ensure that the reasons for
changes to therapy are documented eq. atenolol
ceased prior to surgery.

AUSTRALIANCOMMISSIONow '(
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Step 4. Best possible medication history v

Supply
accurate
medicines
information

>

When patients are transferred between wards,
hospitals or to their home or residential care facility,
ensure that the person taking over their care is

supplied with an accurate and complete list of the
patient’s medicines.

Ensure that the care provider, patient and/or their
carer are also provided with information about any
changes that have been made to medicines.

AUSTRALIANCOMMISSIONow '(
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How to take a best possible At these points, clinicians
medication history should ask:
Whemwer appropriate, intenies the patient i i i ”
or their carenfamiy. Ensure the pations knows W = it clear what the patient should be taking?
meuduh(ymmgmh:mg-h v Have any medicines been withheld that =hould m
th
+ Have all changes to treatment besn cleardy o
Ny

informaticn. Explain the imporianos of having be pestarted?
acoumbs medicnes information » |s these anything the patient has been
pre=cribed that they no longer need?

Approach the interdew in a systematic woy,
using & form swdch as the Mational Medication
Maragsment Plan to guids youw, Uss aper-endad
questions and gather infomnation aboue:
w" The nemes of all medicines tnken, inchuding
prescription, cver-the-counted, and
medicines.

# The dosa taken, including strength, dasa form
and conosriration, whens relesant.

w" The duration of reatment.

w" Dther important information inchudes: reco
changes 1o reatment, and presicus adverss
dnug reactions.

Vulnerable points in transition
of care

‘Whenever thers is a transfer of o patient’s core,
there is an cpporfunity for eroms: bo be introduced

W Brizsion 1o hosstal,

# Transfer from the Emengency Depariment
to other cre areas (wards, Intensve

Care, ar home].
" Transfer from the KCU fo the weed.

w" Transfer from hospizal to home, residential
aged cans fadlity or anather hospital.

AUSTRALIANCOMMISSIONon
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documented for the next caregiver? E '
Medicaticn rsconciliation is evarybody's
and teamwork among staff imvolved in the !gf
pharmacy staff AND the patiant, their carer or 4
family members is vital for its success.

patient’s cars - medical, nursing, ambulance and

MATCH UP medicines:
Help prewant adwerse medicine events
in our hospstal.

Falorenogs: 1. Tam Vo, Hnowles ER of o CMAT
HI0E;1 PE I Comigh PL. Hnowlae SR of of. Amiv
Iarm 0 DEE-474-9. 3. Sullsvan C, Glasson KM of al J
hurs Core Dol 2006; MROC-9E 4. Showessor (A, Clowassor
M, Coling: DM. Journal o Famacy Pracbos and' Ressai
M0 A135-40. B Teason KM, MoDaniel MR of ol J Gen
Imdiaem Mef; DROM: 0 01 007 18004 0- 12568

AL STRALIANCOMMISEI0Men
SAFETYuQlALITY WHEALTHCARE

A guide to Medication
Reconciliation.

msiching m=dicnss st iraneficns =f care
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National Medication Management Plan
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Medication Management Plan v

Adopt a standardised form for collecting
pre-admission medicines and reconciling
variances

Place in consistent, highly visible location in patient
notes

Easily accessible when medicines are prescribed
Electronic and paper

Massachusetts Coalition for prevention of medical errors

http://www.macoalition.org/initiatives.shtml K
AUSTRALIANCOMMISSIONon
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National Medication Management Plan v

History
e NIMC Workshop September 2008

— Recommended a form replace section on front of NIMC for
recording medicines prior to admission
e Working party convened
— Collated charts from around Australia

— ldentified core elements
e APAC Guiding Principles to Achieve Continuity of Medic’n Manag’t
e SHPA practice standards for medication reconciliation

— Built on 5 years work by Queensland Health in design of

form
AUSTRALIANCOMMISSIONo I(Ed rec
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National Medication Management Plan v

History cont’d

 Considered by Commission Medication Safety
Program committees

 Modified for use in paediatrics

— Trialled at Royal Children’s Hospital, Brisbane
— Consultation thru Children’s Hospital Australasia

e Approved by Commission’s Interjurisdictional
and Private Hospital Sector Committee

AUSTRALIANCOMMISSIONox
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National Medication Management Plan

Supports key steps of Medrec

1. Obtain and document
best possible medication
history

2. Confirm medication
history

3. Reconcile history with
prescribed medicines

4. Document
issues/discrepancies and
actions

5. Supply accurate
information when care
transferred

AUSTRALIANCOMMISSIONon
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National Medication Management Plan

\

[Affix patient identicaticn ehal hare and avariaal)

I s ividainsiia Nl IR

Famiy name: 1} tALSS
ICHAEL TRNMID

momess: A Broo =T

Gitven names:

|dentifies is supply
required at discharge

w
[ ]
®
®
e Capture of complete and - e
. . - IMHmmn:m;n::;:;:ﬁmﬁiim = .
accurate medication e |~ |— | e e
H H H = de (i) Do :m;m Lo 7- '_’?b“.:.ma !/IV

history on admission osmnice L) Mi—fm . ,,:;
! R A

° . _ S WE |l
Allows for §harecL = /jﬁy’ ®
accountability — o
 Doctors plan column /; s
helps with reconciliation 5 -
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National Medication Management Plan

v

CANx patiend identfication lab=d hare snd ovarlaan)

Prompts for and consolidates | o
. . Medication PO
|nf0 rmation Management Plan

sk Llindcian to Frint Patient

® Recently Ceased Or ChakREcEm'—"’CEASEDDR_RECEH;;;;(;-::T?:::;::mwprasmm:ohospdaf} —]
medicines ~ —

e Confirmation of history SO o NEDERETET

Source Confirmed by Date Source Candirmad by ! Date
— Several sources may be needed\g%:'nTZ'L :_E.T"mf.i';i‘m |
___:i::;::; | ] Previous Admission [
. . GENERAL INFORMATION )
e General information N oty et o7 |
Prefermed admdnistraton method: i ) |
— Who administers i oo bt D1t D ostntom i ]
oner datails c '_ details ‘Care Facility dedails

— Immunisation status (children) R —

— Community contacts B

MEDICATION RISK IDENTIFICATION

. . . - Level of Independence Was Mo Patient Assessmeni '15‘ Ho
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National Medication Management Plan

\
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. E ; lE .l l '
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. - w L Glesciam to Print Patant | MW.EE_
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Medication Management Plan

(A patiant idantification label Mare and cvertaa’) <
FLLEFIIES E ADWVEREE DR REACTIONE [ACA] .
L] mii e L wrknown ’ o | URN:
Drogiorofer] | ReacionDate | Indaks
Farmily nafme:
Givan nameas:
Adchrass; ‘
| Deate af birth: Sax OM OF |
i 'q
. . . . A e PO DS e v G Lol Gt
e Medication issues and actions R . |
Medication Management Plan —— — |
FaclitySanica: = —

— Changes made when = s | e | g
discrepancies identified | | h
L . : |
— Medication review issues — *;
identified & resulting changes E I —— o
[
£ | 5
— Clinical Handover : | — | | 8
18 | T
i !Immmemr.cny g
; Comat rumbar | 5
B
g Ihmiﬁrlﬂw_t.nl | i
E__ ‘Coriart numibsr: | | 5
; |
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Medication Management Plan

Assists with discharge
v" Medication Risk Identification

— Informs discharge process

— Identify if assistance required to
manage medicines at home

Medication Changes During

Given nami

Medication
Management Plan

(AMx patien identfication label Nere and ovanear)
URN:
Famiy nama: ——
.
Sex: M F

........

RECENTLY CEASED OR RECENT CHANGES TO MEDICINES ioror to sreasntatin fo haapdal)

SOURCES OF MEDICINE LIST
Confirmed

Sourcs by Date

Source Confirmasty | Date
ran Medisines |
Comenurity Hurse [
N o
(MM patiant iangNcation kabel here and overdeal)
LIRN:
:::::: ma:
- - Givar namas:
Medication P
Management Plan

Admission

— Inform the patient or GP

Comments

nooOgpoong |

OO g

- —

MEDICATION CHANGES DURING ADMISSION

{a.5. medicatian adminissaton, lisan requied, supply notes)

v’ Specific administration =sopply
requirements on discharge

Discharge Checklist

Referral for Home Medicines
Review Considered

MEDICATION DISCHARGE CHECKLIST
Rocancitad an isch: ame Sign:

D madicings returmed Sign:

-y for dispasal of medicines Sign:

=l sign

[ a Tyne:

(] Seript givan ta patient {if applicasle)

[ Discharge Medication Recond givenisentto: [ Paters (1 GP [l Phamacy [ omer
S - Da=

[0 Gonsumer Medicing Infarmation 59 g . S

[ Education prosiced Sag: e,

Rocommane s Wi S ratral oo chosazpairuy? [ ver o
RECOMMENDING A HOME MEDICINES REVIEW REFERRAL CHECKLIST
Consider recommending a Home Medicines Review referral because:

(] Difcudty managing madici ros [ Taking mara than 12 doses par day .
] Suspacted non comatiance [ Sigrifcant changes % madication regimen during admissian
] Irsabikity ba manage crg related th davice: (] requiring th whoring

] Taking more than & medicines

Clother

“KEEP WITH ACTIVE MEDICATION CHART - DO NOT REMOVE



NMMP Support materials v

i AUSTRALIANCOMMISSIONow
e User Gui d e SAFETYanoQUALITYINHEALTHCARE

— Use to record BPMH,
reconcile medicines

National Medication Management Plan

— Privacy issues

User Guide

— Page by page instructions
for use

e Forms basis for P&Ps on
medication reconciliation

August 2010

Natioral Medication Management Plan Liser Guite — August 2010
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NMMP User Guide v

* Provides examples on how to complete the
form

Date of admission: | D&/ =7 /Do
Medication Management Plan w1 Gl | Cgmpmy Ve
FacitgSanass: | 207 4 | Consultant | et
Purson Date oF | b osult of Action

(KRS
Time N o Proposed Action Responsibie || Action

g on R FE ey
f .

M?Wﬁ}ﬂ iezue inarine by WO, L Loy Planrea

| Contaetnumber. 000 R

AUSTRALIANCOMMISSIONow Med rec
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NMMP User Guide

Faediatric Patients

Record details on the method of administration usually used in the "medicine” column. This should include

the route (e.g. "NG") and the formulation (e_g. “oral mixfure”). it may be necessary to use an additional line
for detailed information (e.g. "~ 10mg fablef dispersed in 10ml water, give TmlL").

MEDICINES TAKEN PRIOR TO PRESENTATION TO HOSPITAL T

-Elnlrlr-ru“r:ﬁ:tmm Doz Froquency | {confirm with ILT:LEE I“m%re‘g:ﬁﬁ gﬁ E

Srength | Form | Route | started :::I::I'mna ?_
Omepnzol longdols oo | 10wy |Maming ,ﬁ&hm ﬁﬂgﬁ v v v

{ E}mhﬁ&“"‘-h ) B %i“ﬁl‘é wrie me
- - —1—
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NMMP User Guide

[Guide to

Plan (MMP) Form |

g the Medication M

Medication
History Interview

Documenting the Interview
Idasally @ MMP Form should be comphitid for every patent on admission, Othanarse targel sekctod
pastieents (1, high risk patient), For examph

= Elderly z 65 years

Taking 4 or more madications

‘With & history of allergy of an ADR which may have contributed to the admission
Wit el of
\Wish impaed renal function

Document the meadi obtaned on ad on page 3 of the Management
Plan (MMP) form
Al admission, record
= GF and community phamacy name and contact number (page 2) in the GENERAL
INFORMATION saction
« Al medicabon taken on admission in the MEDICINES TAKEN PRIOR TO
PRESENTATION TO HOSPITAL section (page 3) - dale, guneric nanm (rade
name), strength, form, route, dose, frequency, indication, and duration, using the
chacklst provided
*  Sowce of this information (page 2)
s Ay recently ceased of altered medications should bi documented in the RECENTLY

Confirmation of
the medication | Confirming the history
history .

CEASED OR RECENT CHANGES TO MEHCINES section (page Z)

L

MEDICINE LIST secton (page 2). Suitable sources mcude:- carer, tamily, nursing
, OWn and, whire Ui health cane provider

icommumity phanmacist of GP)

*  Record the source and date of the confirmation

= Verify the confirrmed medication history with the patient o caner

*  Once confammed, record the Dr's plan (to continue, cease, withhold, change) for each of

the madications listed (page 3)
= Sign and identy yourself as the person obtaining and recording the information at the

Reconciling the
medication
history

Reconciling
= Check that each medicine listed matches the med d on th ol
chart taking into consideration the Dr's plan

i

= Tick thi reconcibe column once thi medscing has been checked and matchies thi plan
(Do not mark this column until the discrepancy has been resohved)

Medication risk identification
= Comglete thi medicalion risk identification on Page 2

Medi

issues and
management plan

issues and plan
= Menbly and document any medication issues on page 1 of the MMP form
»  Docurment proposad action nedguined and person responsiie
= Mdenbfy yourself and provide a contact number
*  Document date and result of action taken (this may occur at a later date)

N~

checklist & referral for home medicines review

*  Use the medicines kist {with consideration to the Dr's plan and the Medication
Management Plan) together with the medication chart and any discharge plan 1o

Discharge rsconcile e deschinge prescription. Crosscheck with the discharge summary and follow
reconciliation up any discrepancies.
s Fabor o whan & discharge
& llaison (DMR) for the patient

»  Ensure all points on the discharge checkiist have been considered and completed if

AUSTRALIANCOMMISSIONon
SAFETYanoQUALITYINHEALTHCARE

provider (if applicable) and docurment on page 4 of tha MAP form
*  Happlicable request a Home Medcines Review 10 be organised by the GP and tick
rmirson for this requist on page 4 of the MAP form

The MMP form should be kept with the active medication chart and on discharge
filed in the medical record with the medication chart for that admission

Confirrn the history with a second source if possible and document in the SOURCES OF

Battom of page 3 of in the “Date, Initials & Profession” colurmn if adding 10 an exsting list

applcable
»  On discharge send DMR to GP, and other health care

drec
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Medication Reconciliation
Matching Medicines at Transition of Care

Using the National Medication
Management Plan
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Overview of contents \/

v What is “Medication Reconciliation”?
v Why do it?

v’ What is the National Medication Management
Plan form?

v How is it used?

v’ Discussion '(
AUSTRALIANCOMMISSIONan
SAFETYamQUALITYIWHEALTHCARE edrec



Guide to using the Medication Management Plan (MMP) Form
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Assess if patient requires referral
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Other resources
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v

Medication History Taking

Power point presentation with
videos

AUSTRALIANCOMMISSIONon l(
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Admission History Education Resource v

Can be used for

e Facilitated group sessions
e Self directed learning
Contains

e Instructional notes

* Contents

— What is involved in obtaining an accurate history
— 8 steps in medication history interview

— Communication technique l(
AUSTRALIANCOMMISSIONow
SAFETYmoQUALITYINHEALTHCARE ed rec
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Session objectives v

1. Outline the processes required to obtain and document an
accurate medication history

2. Demonstrate effective communication skills

v’ appropriate and inappropriate questioning
styles/responses

3. Describe the limitations and benefits of information sources
available to elicit and confirm a medication history

AUSTRALIANCOMMISSIONox I(
SAFETYanoQUALITYHEALTHCARE ed I"ec
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Obtaining an accurate medication history: What
does it involve? \/

v/ Structured process
1. Review of sources of patient information
2. Patient/carer medication history interview
3. Organisation of patient data

v’ Confirmation
— Ensuring completeness and accuracy
— Not relying on a single source

AUSTRALIANCOMMISSIONw I(
SAFETYanoQUALITYHEALTHCARE d I"ec



Medication history interview

%k
8 steps \/

Obtain relevant patient background

Open the consultation

Confirm and document allergies and adverse drug events
Take and document a comprehensive medication history
Undertake a thorough adherence assessment

Assess patient’s ability to manage their own medication
Confirm medication history

Reconcile medication history with current medication chart
and current medical problems

O NOUEWNPE

*This 8 step procedure has been developed using the Society of Hospital Pharmacists of Australia’s Standards of Practice
for Clinical Pharmacy (2005) and the Queensland Health Safe Medication Practice Unit — A Competency Framework for Pharmacy
Practitioners to Provide Minimum Standard of Pharmaceutical Review: the General Level Framework Handbook (2006).

AUSTRALIANCOMMISSIONo .(
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Communication technique v

v’ Verbal versus non verbal communication
— Body positioning
— Voice tone
— Eye contact

v’ Consider the patient’s perspective
— How would you feel if in their situation?

— Is the patient able to hear clearly/do they need
assistance?

AUSTRALIANCOMMISSIONox I(
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Case study — Medication history interview videosV

As you watch the video, use the Medication
Management Plan form to document what you think

the patient is taking and what you would want to
clarify.

v’ Consider communication skills
— Verbal and non-verbal cues
— Communication technique
— Consider patient’s perspective

AUSTRALIANCOMMISSIONw I(
SAFETYanoQUALITYHEALTHCARE ed rec



Medicine Dose | Frequency Indication How Other information
long obtained
Aspirin 100mg tab 1 mane
Avapro HCT 150/12.5mg 1 mane
Frusemide 40mg tab 2 mane Fluid Increased 2 days ago
by GP
Metoprolol 50mg tab 1 bd
Simvastatin 40mg tab 1 evening

Coloxyl & Senna tab prn




Medicine Dose Frequency Indication How Other information
long obtained
Aspirin 100mg tab 1 mane Thins blood 2 yrs Started post Ml
Avapro HCT 150/12.5mg 1 mane BP 2/12
Frusemide 40mg tab 2 mane Fluid 6 yrs Increased 2days ago by
GP. Regularly omits
doses
Metoprolol 50mg tab 1 bd BP 2 yrs
Simvastatin 40mg tab 1 evening Cholesterol 2 yrs
Coloxyl & Senna tab prn
Salbutamol MDI 2 gid SOB 2 days Commenced by GP
Temazepam 10mg 1 nocte Sleep Years Left at home — keeps by
bedside
Paracetamol 500mg tab 2 prn Headache Only takes occasionally
Hydrocobalamin 1000 mcg | 1000 2 monthly Vit B12 Due this Wednesday
IMI mcg replacement
Latanaprost eye drops 1 RE nocte Glaucoma 5-6 yrs Keeps in fridge
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ime = our Wark = Medication Safety

ssuring Medication Accuracy at Transitions of Care: bl ke
ledication Reconciliation a8 a

'The interface between different care settings is particularly prone to error and a potential target for interventions to reduce medication error.”

Easton, K., T. Maorgan, =t al. [2008). Medication safety in the community: A review of the litersture. Sydney, National Presxibing Service)

“ommunication problems between settings of care. or between health professionals, are a significant factor in causing medication errors and adverse drug events. Unint
hanges to patients’ medicines regimens often happen during hospital admissions. These unintended changes can cause sericus problems during a haspital stay or wh
yatients are discharged.

'he process of medication reconciliation has been shown to reduce errors and adverse events associated with poor quality information at transfer of care and inaccurate
locumentation of medication histories on patient admission to hospital.

\ssuring medication accuracy at transitions of care through the process of medication reconciliation is one of five patient safety priorities nominated by the VWaorld Healt
in Patient Safety.

What is medication reconciliation?

Aedication reconciliation is a formal process of obtaining and verifying @ complete and accurate list of each patient’s current medicines. Matching the medicines the pe
sirould be prescribed to those they are actually prescribed. Where there are discrepancies, these are discussed with the prescriber and reasaons for changes to therap
locumented. When care is transferred (e.g. between wards, hospitals or home). a current and accurate list of medicines, including reasons for change is provided to the
aking over the patient's care. Points of transition that require special attention are:

+ Admission to hospital
s Transfer from the Emergency Department to other care areas (wards, Intensive Care, or hame)

¢ Transfer from the Intensive Care Unit to the ward



The national Medication Management Plan (MIMP} is an initiative of the Australian Commission on Safety and Quality in Health Ca

- E Commission). The MMP provides health service providers with a standardised form that can be used by nursing, medical, pharmac
= . allied health staff to improve the accuracy of information recorded on admission and available to the clinician responsible for therap
e * decision making.
= o gy ey = ||
E A standardised form to record the medicines taken prior to presentation at the hospital and use for reconciling patients’ medicines
: e admission, intra-hospital transfer and at discharge is considered essential for the medication reconciliation process. The national |
i e Provides Australian hospitals with a suitable form to use for this purpose The MMP form has been designed for use in adult and pa
! *  patients.
[ |
i :  The MMP is based on the Medication Action Plan developed by the Safe Medication Management Unit, Queensland Health. This s
i done in consultation with nurses. doctors and pharmacists. The MMP aligns with the Australian Pharmaceutical Advisory Council®
i principles to achieve continuity in medication management. It incorporates the minimum data set for a medication history outlined
¢ principle 4 - Accurate medication history.

— = : Mational Medication Management Plan POF version
S Mational Medication Management Flan design files can be supplied on request.

Support materials for the National Medication Management Plan

auide on how to complete the WP

ssues Register for National Medication Management Plan

'he Commission maintains the Medication Management Plan {(MMP).

\ register of change requests, and outcomes of considerations will become available at a later date.

World Health Organization's High 5s Medication Reconciliation Program

Sixteen Australian health services are participating in the World Health Organization's High 55 Medication Reconciliation Program. Participating h
will test a standard operating protocol designed to assure medication accuracy at transitions of care. It i1s an opportunity for participating hospitals
on medication recanciliation in high risk areas. They will have high visibility and recognition from implementing and evaluating the standard operatil
protocol, and for their leadership in standardising patient care processes.

This is a five year project. The first phase of the project is the introduction of medication reconciliation for patients 65 years of age and older who 3
admitted to an inpatient ward from the emergency department. In subsequent phases. the scope will be expanded to include all patients from all e
rrinte to inraticnt and noitraticnt cottinne




Under Development

e OSSIE Guide to medication
reconciliation

— Implementation template

e Performance
measures/indicators

e E- medication reconciliation

e Consumer information

 On-line training tool for
NMMP
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Resources vs best practice recommendations v

Recommendations Resource Status
Systematic process for reconciling | OSSIE guide to
medicines medication reconciliation

Medrec materials

NMMP guide, PPT Z
P & Ps for each step in process User guide for NMMP Z
Standardised form for history and | NMMP ﬂ

reconciling

ASTRAANGSNHHSSHEo Nédrec
SAFETYanoQUALITYINHEALTHCARE e 27 e B T

at transitions of care




Recommendations

Resource

=

Assign roles and responsibilities

OSSIE Guide to
medication
reconciliation,

NMMP User guide

Improve access to complete
medicines list at admission

Advocate patient
medicines lists,
consumer education

Training health professionals

Medrec materials
History ppt & videos
NMMP guide, PPT

Monitoring and feedback

QUM indicators,

performance Mmeasures

AUSTRAIIANCOMMISSIONqw
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