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EXAMPLE OF
Assuring Medication Accuracy at Transitions in Care

. Orientation, Education, Assign
Pﬂllﬂ}‘ Advice, Drug information Form respnnsihilit)r

- F = Dose
Current = Frequency

. . - = Route
MEUIT“ List ~ Timing of last dose

Place the form
in a highly visible location in the chart

Provider

+

omissions, duplications, dosing errors, or potential Initial orders
interactions within specified time frames: * R
» within 24 hours of admission
= shorter time frames for high-risk drugs,

potentially serious dosage variances * . . .
Reconcile any discrepancies Medications revised orders

Compare the list with the new orders to identify

Reconcile New or

Transitions in setting, service, level of care, or provider.
Communicate list to the next provider and to the patient.

Repeat Process

This exampie /s not necessarly appmopriate for all health-care sefiings.
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Why it is vital to MATCH UP
patients’ medicines

cause patient harm dunng a hospind stay or
after discharpe.
MATCHING UP the madicines that the
patiortt should be prescribad with thosne
that are actually prosorbed = o prmoess
called medication reconciiation. This
can halp enaure continuity of core, and

prevent harmn by reducng the opportunity for
rmecication ermoes.

Facts to motivate you to
MATCH UP medicines

* Beotweonn 105:-67% of rmeadication
hstones hoave o lenst one error |

* Up to cre third of these oerrom Farve the
potertind 1o cause patient harm ®

* Mom $han 80% of medication smons cocur
o trarstions of cam?

o Pationts with one or more medicnes
mizsing from ther discharge rformation
are 2.3 times more Baly to be readmtted
to hospial than those with cormect
miormation on discharge.*

» 85% of descrpances in madication
treaiment orgnate from poor rmedication
history taking.*

Medication reconciliation:

4 simple steps to improve patient safety

Obtain a
best possible
medication

history

.>2

Confirm the
accuracy of
the history

Using information from patient intendows,

GP mfermals and ofher souroes, cormpile o
comprshensve st of the patient's current
medicnees. Inchude prescnption, over the counter
and cormplementary medianes and information
obout the madiane's name, dose, fraquency
and route.

This madicaion hisiong, sometimes neéfemad to

as a Bast Fossile Madication Hatory (BPMH),
=hould rvolve & patient medication riorview,
where poesbie. The BPMH s diferent and rmore
comprehensve than a routine pamary medication
hetory, which is often & quick madication hestorg

Use a second sowrce to canfrn the mformation
cbtaned, and erzure you have the best poszbile
medication history. Verfication of medication

v’ Heviewing patiert’s medicnes st

v Fepoction of medicine containems.

v Cortacting community pharmacsts
and GPs, with $he pabent's consent.

v Cormmunicating with carees or the
pabiont’s umdy mambens.

v Heviewing previous paient health racords.

Reconcile the
history with
prescribed
medicines

C

Supply
accurate

medicines
information

> 4

Cornpare the patent’s madication hestory with
ther prescribod rpationt treatment. Check that
these matoh, or that aryy changes are dincally
approprata

Where thers are dscrepencios, decuss these with
the prascrber and ensure that the reesons for
changes {o thempy are documeniad og. atencicl
coused phor 1o sungeny.

When patents are trensformed betwoon wards,
hospdoiz or to ther home or resdential care balty,
ensure that the parson takdng over ther coe s
wuppied with an accurate and complete k=t o the
pahent’s medicones.

Ersune that the care provider, patent and/or ther
carer are ako provided with informabon about any
changes that have boon made to rmedicines.




MATCH UP MEDICINES 4 simple steps to improve patient
safety

1. FRENEEDRTHE
2. FRINZAYIRYERETE

3. tMEH EFATTHY)

4. EWMNMABGMER
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