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Scope of Adverse Drug Events

▪ More than 10,000 prescription medications

▪ Nearly 1/3 of adults in the US take 5 or more 
medications

▪ ADEs account for nearly 700,000 ED visits and 
100,000 hospitalizations per year. 

▪ Nearly 5% of hospitalized patients experience an 
ADE.

Agency for Healthcare Research and Quality- Patient Safety Network 
https://psnet.ahrq.gov/primers/primer/23/medication-errors

Accessed 4/17/18

https://psnet.ahrq.gov/primers/primer/23/medication-errors


Our med rec definition

Medication reconciliation is the process of 
creating and documenting the most accurate list 
possible of all medications a patient is taking, 
including drug name, dosage, frequency and 
route, and comparing that list against the 
provider’s admission, transfer and/or discharge 
orders with a goal of providing correct 
medications to the patient, families and care 
providers at all transition points within each 
environment of care.



AIM Statement

A medication reconciliation roadmap that is 
broad and flexible enough to be implemented 
by all MN hospitals for their inpatient 
populations will be written, tested, and 
distributed by the end of 2017. At least 50% of 
participating MN hospitals will utilize the newly 
developed medication reconciliation roadmap 
before the end of 2018 in an effort to reduce 
adverse health events and readmissions related 
to medication reconciliation.



Road Map Development Process

Road Map 
Drafts

• Research

• Revisions

• Stakeholder 
feedback

Pilot Draft

• 7 pilot sites

• Trial and 
feedback

Pilot Site Test

• Pilot site 
feedback

• Revision

• Analysis of 
progress

Final Road Map 
Published

• Online portal

• PDF version



Step 1: Develop an 
Accurate List of 
Medications Patient Takes 
at Home

▪ Utilize principles of 
obtaining Best Possible 
Medication History 
(BPMH)

Medication Reconciliation
Gather the list



Medication Reconciliation
Order Inpatient Medications

▪ Step 2:  Order 
Inpatient 
Medications

• BPMH is reference 
point for inpatient 
medications.



Medication Reconciliation 
Reconcile BMPH to ordered inpatient meds

▪ Step 3: Review 
BPMH and 
inpatient med list 
to create discharge 
med list.

▪ Address 
unintended 
discrepancies 

▪ Evaluated at each 
transitions in care



Medication Reconciliation
Clinical Decisions in Preparation for Discharge

▪ Step 4: Develop 
discharge med list

• Reconcile BMPH 
and inpatient 
med list



Medication Reconciliation
Communicate discharge med list

▪ Step 5: 
Communicate 
discharge med list 
to

• patient

• family

• accepting facility



Med Rec Roadmap

https://www.mnhospitals.org/Portals/0/Documents/patientsafety/Medication_Safety/Med
ication%20Reconciliation%20Road%20Map.pdf

https://www.mnhospitals.org/Portals/0/Documents/patientsafety/Medication_Safety/Medication Reconciliation Road Map.pdf


Med Rec Road Map Utilization
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MHA Medication Reconciliation Roadmap Pilot

Brent Williams, RPh., CPPS

▪ July 2018





MHA Pilot Rx Involvement

Meditech 
Upgrade

Med Rec 
Committee

Med Rec



Med Rec Oversight Structure 

Executive 
Oversight 

Committee

Med Rec 
Workgroup





Roadmap format during the pilot 
stage



RACI Tool
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Meditech medication list updated (new meds added to the list, current 

medications reviewed, dosages edited to reflect what the patient is 

actually taking, medications the patient is no longer taking are 

removed from the list)

2 Date and Time of Last Dose taken is entered in the Meditech list

3

Each medication on the Meditech medication list is marked as 

"reviewed" for the patient.    Any concerns or discrepancies regarding 

the medication are marked as "attention required"  in the comments 

section of the Last Taken screen

4 The patient's preferred pharmacy is updated in Meditech

5

Medication List is marked as "complete" in a PCS intervention to 

indicate that the list has been obtained.

6

Each medication on the patient's home medication list is acted upon 

for the current admission with an action of:  "Continue from Amb-

Queue", "Cancel", "Discontinue", "Hold" for each patient.

7

Medication Reconciliation is marked as "complete" in a PCS 

intervention in Meditech after all home medications have been 

addressed in step 6.



“What”   vs    “Who”

▪ Process People







Table created to keep track of all the 
moving parts



Implement now vs wait?



Progress to date

• Defined Best Possible Medication History (BPMH)  & 
Medication Reconciliation and time frame goals for 
completion of each.

• Instructional Guide for interviewing the patient to obtain 
the BPMH.

• Tool Tip  for navigating the VA system to obtain a med list

• TOC Pharmacists hired to obtain BPMH for patients 
admitted through the ED.

• Meditech views consistent for all disciplines





Medication Reconciliation  
Improvement Project

RiverView Health

Crookston, MN



Who We Are

• 25-bed Critical Access 
Hospital 

• Surgical Services

• Emergency Department

• 7 Outpatient Clinics

• Home Health

• 24-bed Memory Care Unit

• Ancillary Services



The Start of a Journey

• Spring 2017: Collaboration 
with community long-term 
care facility

• October 2017: Board of 
Directors and hospital 
leadership declared Med 
Rec a strategic priority
– Joined MHA’s Med Rec Pilot 

Program and formed internal 
improvement team 



The Team and Tools

• Interdisciplinary team

• Lean tools

• MHA’s roadmap and 
resources



Current State

Baseline roadmap 
completion was 28%

Problem Statement

Patients being discharged 
with incorrect medication 
list, inconsistent process 
with variation used for 
completion of med rec, 
incomplete med rec.

• Defects/Problems:
– Unclear roles and 

responsibilities

– Patients not bringing 
meds/list with them

– Lack of understanding 
and variability of 
performance within EHR

– Physician completing 
Med Rec prior to nurse 
obtaining BPMH

…. And Many More…



Scope and Goals

Scope

Inpatient Unit and Outpatient Departments

Goals

– 56% completion of the med rec roadmap by 
September 30th, 2018

– Reduce adverse drug events for hospitalized 
patients in 2018 



Progress

• GEMBA walks and understanding EHR 
workflows

• Complete Medication Reconciliation Policy 
revision and approval

• Education development and training specific 
to discipline and area

ADE’s



Continued Opportunities

• EHR enhancements

• Interoperability across EHR’s

• Communication with outpatient pharmacies

• Patient engagement



Next Steps

• Direct observation 
audits 

• Preadmission reminders

• Continued focus on 
education and 
communication
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