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Background

Patients often receive new medications or have changes made to their existing medications at times of

transitions in care—upon hospital admission, transfer from one unit to another during hospitalization, or

discharge from the hospital to home or another facility. Although most of these changes are intentional,

unintended changes occur frequently for a variety of reasons. For example, hospital-based clinicians might

not be able to easily access patients' complete pre-admission medication lists or may be unaware of recent

medication changes. As a result, the new medication regimen prescribed at the time of discharge may

inadvertently omit needed medications, unnecessarily duplicate existing therapies, or contain incorrect

dosages. These discrepancies place patients at risk for adverse drug events (ADEs), which have been

shown to be one of the most common types of adverse events after hospital discharge. Medication

reconciliation refers to the process of avoiding such inadvertent inconsistencies across transitions in care

by reviewing the patient's complete medication regimen at the time of admission, transfer, and discharge

and comparing it with the regimen being considered for the new setting of care.

Accomplishing Medication Reconciliation

The evidence supporting patient benefits from reconciling medications is mixed and the most effective and

generalizable strategies remain unclear. A 2022 multi-pronged transitional pharmaceutical care program

which included medication reconciliation did not decrease the proportion of patients with ADE after hospital

discharge. A 2016 systematic review found evidence that pharmacist-led processes could prevent

medication discrepancies and potential ADEs at hospital admission, in-hospital transitions of care (such as

transfer into or out of the intensive care unit), and at hospital discharge. A 2013 systematic review

published as part of the AHRQ Making Health Care Safer II report also found that pharmacist engagement

in medication reconciliation prevented discrepancies and potential ADEs after discharge. However, both

the actual clinical effect of medication discrepancies after discharge appears to be small, and therefore,

https://psnet.ahrq.gov/primer/medication-reconciliation
https://psnet.ahrq.gov/primer/medication-errors-and-adverse-drug-events
https://psnet.ahrq.gov/primer/readmissions-and-adverse-events-after-discharge
https://psnet.ahrq.gov/issue/impact-pharmacist-led-admission-medication-reconciliation-patient-outcomes-large-health
https://psnet.ahrq.gov/issue/effect-transitional-pharmaceutical-care-program-occurrence-ades-after-discharge-hospital
https://psnet.ahrq.gov/issue/pharmacy-led-medication-reconciliation-programmes-hospital-transitions-systematic-review-and
https://psnet.ahrq.gov/issue/making-health-care-safer-ii-updated-critical-analysis-evidence-patient-safety-practices


medication reconciliation alone does not reduce readmissions or other adverse events after discharge.

Information technology solutions are being widely studied, but their effect on preventing medication

discrepancies and improving clinical outcomes is similarly unclear. The same 2016 systematic review found

that electronic tools often lacked the functionality to accurately reconcile medications, perhaps explaining

why medication discrepancies persist even in organizations with fully integrated electronic health records

(EHR). Several studies have also investigated the role of enhanced patient engagement in medication

reconciliation in the outpatient setting, the emergency department, and after hospital discharge. These

efforts are promising but also lack evidence regarding the impact on medication error rates.

Medication reconciliation has therefore become an example of a safety intervention that has been effective

in research settings but has been difficult to implement successfully in general practice. A 2016 

commentary identified the major reasons for difficulty achieving safety improvements via medication

reconciliation. They include the resource intensive nature of interventions such as clinical pharmacists,

which disincentivizes organizations from investing in medication reconciliation; the alterations to clinical

workflow that result from interventions, which creates inefficiencies and confusion regarding the best

possible medication history; and conflict between medication reconciliation and other system quality

improvement priorities, such as patient flow improvement. The commentary provides recommendations for

organizations, clinicians, and researchers on how to better implement and evaluate medication

reconciliation interventions.

Current Context

Medication reconciliation was named as 2005 National Patient Safety Goal #8 by the Joint Commission.

Since July 2011, medication reconciliation has been incorporated into National Patient Safety Goal #3,

"Improving the safety of using medications." This National Patient Safety Goal requires that organizations

“obtain information on the medications the patient is currently taking when they are admitted to the hospital

or is seen in an outpatient setting" and "compare the medication information the patient brought to the

hospital with the medications ordered for the patient by the hospital in order to identify and resolve

discrepancies."

Most medication reconciliation interventions have focused on attempting to prevent medication errors at

hospital admission, discharge, or in-patient transitions of care. However, research into other settings of

care is increasing. Pharmacist-led interventions are being studied in both long-term care and outpatient

settings. 

Given the considerable amount of time and resources required for medication reconciliation, methods to

improve the efficiency and effectiveness of medication reconciliation are being studied. Knowing which

patient populations- such as children, older adults, and those with polypharmacy- are at higher risk of

medication errors and adverse drug events enables clinicians to target patients most likely to benefit.

Patients taking high-risk medications such as insulin or anticoagulants may also benefit. Another strategy is

to use trained pharmacy technicians in place of pharmacists to decrease costs.

https://psnet.ahrq.gov/primer/patient-engagement-and-safety
https://psnet.ahrq.gov/issue/improving-admission-medication-reconciliation-pharmacists-or-pharmacy-technicians-emergency
https://psnet.ahrq.gov/issue/engaging-patients-medication-reconciliation-patient-portal-following-hospital-discharge
https://psnet.ahrq.gov/issue/problem-medication-reconciliation
https://psnet.ahrq.gov/issue/national-patient-safety-goals
https://psnet.ahrq.gov/primer/national-patient-safety-goals
https://psnet.ahrq.gov/issue/standardized-assessment-medication-reconciliation-post-acute-care
https://psnet.ahrq.gov/issue/implementation-medication-reconciliation-outpatient-cancer-care
https://psnet.ahrq.gov/issue/drug-related-problems-and-polypharmacy-nursing-home-residents-cross-sectional-study
https://psnet.ahrq.gov/issue/pharmacist-led-program-improve-transitions-acute-care-skilled-nursing-facility-care
https://psnet.ahrq.gov/issue/improving-admission-medication-reconciliation-pharmacists-or-pharmacy-technicians-emergency
https://psnet.ahrq.gov/issue/obtaining-best-possible-medication-history-hospital-admission-description-pharmacy-technician

