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Partnering with patients

Clinical benefits include:1

• Decreased morbidity and mortality
• Decreased readmission rates
• Reduced length of stay
• Improved adherence to treatment (medication) regimens



Medication errors at interfaces of care

Medication errors are one of the leading causes of injury to 
hospital patients

More than 50% of medication errors occur at transitions of 
care 2

• Admission, transfer and discharge

20% of adverse drug events result from errors at interfaces 
of care 3



Medication errors at interfaces of care

Medication histories
• Up to 67% of contain one or more errors4

• Up to a third have potential to cause harm5

Medication ordered on admission
• 30 – 70% patients ≥ 1 unintended variation between

medication history and admission orders 5,6

Medication ordered on discharge
• 12 – 15% patients have an error on discharge script 7,8

Readmission 2.3 times more likely if ≥ 1 medicines 
unintentionally omitted from the discharge 
summary9



Medication reconciliation

Formalised medication reconciliation at admission, transfer 

and discharge reduces medication errors 

by 50 – 94% 3,4,7,11

Errors reduced if patients:7

bring in medicine containers

have a current list of medicines  



Medication reconciliation 

Objective
Reduce medication errors and adverse events through

formalised process of medication reconciliation that
actively involves patients, carers and or families.

Intervention:
WHO High 5s Project- Assuring medication 

accuracy at transitions of care



WHO High 5s Project

Implement standard operating protocol (SOP) for 
multidisciplinary medication reconciliation conducted in 
partnership with patients and carers/families

5 year international project, currently in third year

13 Australian health services participating

ACSQHC:
• Conducting Australian collaborative
• Providing resource materials



WHO High 5s Project methodology

Phased approach
• Focus on patients aged 65 years or older admitted 

to inpatient services through the ED

Participating hospitals are required to:
• Implement the SOP 
• Report on:

• Performance measures (process and quality of 
medication reconciliation)

• SOP implementation experience
• Adverse event analysis related to medication 

reconciliation



Medication reconciliation SOP process

Steps
1. Compiling a best possible medication history (BPMH) 

in partnership with the patient and family/carer
2. Confirming the medication history with at least one other 

source
3. Reconciling the BPMH with medication orders on 

admission, transfer and discharge
4. Supplying accurate medicines information when care is 

transferred



Step 1. Best Possible Medication History

“A BPMH is a medication history obtained by a clinician 
which includes a thorough history of all regular 
medication use (prescribed and non-prescribed), using a 
number of different sources of information.”

It is the baseline from which:
drug treatment is continued on admission
therapeutic interventions are made
self-care is continued after discharge



Step 1. Best Possible Medication History

Main point is to elicit what the patient 
is actually taking 
Patient is interviewed whenever 
possible to obtain:
a. details of previous adverse drug 
events and allergies
b. all medicines the patient is taking at 
the time of presentation to hospital 
including:

• prescribed medicines
• non-prescribed, over-the counter 

medicines
• Complementary/herbal medicines
• PRN meds

c. Recently ceased or changed 
medications



Step 2. Confirm accuracy of history with at least 
one other source

A second source is used to confirm the medicines 
information obtained.

Sources include
• Medicine containers (including blister packs)
• Patient’s medicines list
• Community prescribers and/or community pharmacist
• Carer or family
• Previous medical records e.g. discharge summaries, electronic 

health records

Patients/carers instructed to bring medicines containers and 
current medicines list into hospital



Step 2. Confirm accuracy of history with at least 
one other source

Percent Accuracy of Sources of information for Best Possible Med 
History (BPMH)
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Documenting the BPMH

National Medication Management Plan

•Prompts for key information (drug 
name, dose, form, frequency, duration)
•Documentation of:

• BPMH
• Plan to continue/cease/change  
medicine
• Medicines recently ceased
• Allergies and adverse drug 
reactions

•Kept with NIMC 



National Medication Management Plan

Checklist to aid with patient interview

Risk assessment for medication misadventure



Step 3. Reconcile history with prescribed medicines

• BPMH is compared to admission medication orders 
on NIMC

• Any discrepancies identified are resolved and 
documented.



Step 4. Supply accurate medicines information to 
next provider and the patient / carer

Whenever the patient’s care is transferred the person taking 
over the patient’s care is supplied with an accurate and 
complete list of the patient’s medicines and explanation of 
any changes. 

• Health professional; and
• Patient and family/carer



Step 4. Supply accurate medicines information to 
next provider and the patient / carer

At discharge the medicines ordered (discharge prescription) 
are reconciled against the current NIMC and the BPMH. This 
reconciled list is used to produce the patients medication 
list and update the summary provided to the patient’s GP.



Patient role in medication reconciliation

Only constant in the process

Contributing to accurate and complete medication 
history by:

• Bringing medicines containers into hospital 
• Maintaining a current list of medicines (including OTC, 

complementary medicines)
• Being honest about their medicine taking behaviour

Helping prevent medication errors and adverse events 
by:

• Speaking up if they are unsure about their medicines, or suspect a 
medication error

Participation encourages ownership and medicines self-
management



High 5s hospitals results

Performance measures 
% Patients ≥ 65 years reconciled within 24 hours of admission

Range 16 – 94%

MR1: Percent of Patients with Medications Reconciled within 
24 hours of the Decision to Admit the Patient
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High 5s hospitals results

Quality of process
• Potential medication errors (after reconciliation) 
• Identified by an independent observer

MR3: The Mean Number of Outstanding Unintentional Medication 
Discrepancies Per Patient
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WHO High 5s medication reconciliation measure

Mean number of outstanding unintentional med errors per 100 
patients
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Medication management plan
+ implementation resources

MATCH UP Medicines Resources

Medication reconciliation resources



Consumer resources

• Consumer wallet / information sheet
• “Mistakes can happen with your medicines”
• How to prevent them
• Have a medicines list



Consumer information



NPS Medicines list



National Safety and Quality Health Service 
Standards – Standard 4: Medication Safety

Criterion 2: The clinical workforce accurately records patient’s 
medication history and this history is available throughout the 
episode of care 

Criterion 4: The clinician provides a complete list of a patient’s 
medicines to the receiving clinician and patient when handing 
over care or changing medicines

Criterion 5: The clinical workforce informs patients about their
options, risks and responsibilities for an agreed medication 
management plan



Medication Safety Accreditation Standard

Actions required

4.6.1 A best possible medication history is documented for each patient

4.6.2 The medication history and current clinical information is available at the point of care

4.7.1 Known medication allergies and adverse drug reactions are documented in the patient clinical 

record

Core

4.8.1 Current medicines are  documented and reconciled at admission and transfer of care between 
healthcare settings

Developmental 

4.12.1 A system is in use that generates and distributes a current and comprehensive list of medicines 
and explanation of changes in medicines

4.12.2 A current and comprehensive list of medicines is provided to the patient and/or carer when 
concluding an episode of care

4.12.3 A current and comprehensive list of medicines is provided to the receiving clinician during clinical 
handover

4.12.4 Action is taken to increase the proportion of patients and receiving clinicians that are provided 

with a current comprehensive list of medicines during clinical handover

Core



Medication Safety Accreditation Standard

Actions required Core/Develop
mental Action

4.14.1 An agreed medication management plan is documented and available in the patient’s 
clinical record.

4.15.1 Information on medicines is provided to patients and carers in a format that is understood 
and meaningful.

4.15.2 Action is taken in response to patient feedback to improve medicines information distributed 
by the health service organisation to patients

Developmental



Conclusion

A formalised process of medication reconciliation involving 
patients and/or family/carers minimises medication errors at 
transitions of care.

It is a complex process that requires cooperation among health 
practitioners within, and between, healthcare settings and 
benefits from the active involvement of patients and carers.

Patients and their families can play a crucial role by keeping an 
up to date and accurate medicines list, bringing this into hospital 
along with their medicines containers, being honest about the 
medicines they are taking and speaking up if they suspect an 
error has occurred.
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Australian Commission on Safety and Quality in 
Health Care

Resources are available at 
www.safetyandquality.gov.au

or 

contact Helen Stark, Senior Project Officer at 
helen.stark@safetyandquality.gov.au



Thank you


