How do | obtain the ‘most accurate’

medicine, allergies and ADRs list for

a patient?

Wherever appropriate, interview the patient or

their carer/family. Ensure the patient knows who

you are and why you are gathering this information.

Explain about the value of the medication history

and possible consequences if it is inaccurate. The

patient is more likely to provide accurate information
if they understand its importance.

Approach the review in a systematic way. Use open-

ended questions and gather information about:

* the names of all medicines taken, including
prescription, overthe-counter and complementary
medicines
the dose taken, including strength, dose form and
concentration, where relevant
the dose, frequency and route of administration
the duration of treatment
the indication for therapy
recent changes to treatment

previous adverse drug reactions and allergies.

Vulnerable points in transition of care

Whenever there is a transfer of a patient’s care,
there is an opportunity for errors to be introduced
info their medicines. The following transition points
require special attention:
® admission to hospital
e transfer from the emergency department to other
care areas or home
transfer from intensive care to the ward
transfer or discharge from hospital to home,
residential aged care facility or another hospital.

At these points, clinicians should ask:

e s it clear what the patient should be taking right now?

* have any medicines been withheld that should be

restarted?
is there anything the patient has been prescribed that
they no longer need?

have all changes fo treatment been clearly documented
for the next caregiver?

Medication reconciliation is everybody’s business.
Strong collaboration, communication and teamwork
between medical, nursing, ambulance and pharmacy
staff involved in the patient’s care AND the patient,
their carer or family members is vital for its success.
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Medicine reconciliation

Changes to patients’ medicine often happen during
transitions of care, ie, admission, transfer or discharge
from health care facilities. Some of these changes

are uninfentional due fo poor information and some
are intentional but not clearly documented. Both types
of change can result in medication errors and/or
patient harm.

Medicine reconciliation is about obtaining the most
accurate list possible of patient medicines, allergies

and adverse drug reactions (ADRs) and comparing this
with the prescribed medicines and documented allergies
and ADRs. Any discrepancies are then documented

and reconciled.

Medicine reconciliation is an evidence-based process,
which has been demonstrated to significantly reduce
medication errors or medication-related harm that can
occur at transition points of care'.

Did you know?

International studies show:

* between 10 and 67 percent of medication histories
have at least one error?
up to one-third of these errors have the potential to
cause patient harm?
more than 50 percent of medication errors occur
at transitions of care*
patients with one or more medicines missing from
their discharge information are 2.3 times more likely
to be readmitted to hospital than those with correct
information on discharge®
85 percent of discrepancies in medication treatment
originate from poor medication history taking®.

For more information on medicine reconciliation,
email: info@hqsc.govt.nz

key steps to improve patient safety”

1. Collect the most accurate list of medicines, allergies
and ADRs from a minimum of two source types.

There is a difference between medication history taking
and obtaining the ‘most accurate’ list of medicines,
allergies and ADRs.

Consult and confirm with the patient (or family/caregivers)
first, when possible, prior to using secondary sources like
the GP or community pharmacist.

Include prescription, over-the-counter and complementary
medicines.

2. Compare the most accurate list of medicines, allergies
and ADRs with the prescribed medicines, allergies and ADRs.
Check that these match or that any changes are clinically
appropriate.

Any differences found not documented (ie undocumented)
even if clinically indicated, are a discrepancy.

3. Communicate the most accurate list of medicines,
allergies and ADRs information.

Accurate communication of changes to a patient’s
medicines, allergies and ADR list is essential in reducing
medication errors.

Where there are discrepancies, the prescriber must
reconcile these and ensure that the changes and the
reasons for them are documented so that appropriate
patient care can continue.

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 the patient’s
most accurate list of medicines, allergies and ADRs.

Medicine Reconciliation Process

Health practitioner (HP)
collects medicines list

HP compares
NO differences patient’s collected Differences
identified medicines against identified
the patient’s
medication chart

Reason Reason not
documented documented

HP communicates discrepancies
to prescriber

Prescriber identifies discrepancies as
intentional or unintentional

Prescriber reconciles discrepancies

Prescriber signs off medicine
reconciliation process

Footnote: Allergies and ADR differences found are
presented to the prescriber for an appropriate clinical
decision and documentation. They are classified as
differences rather than discrepancies as they are
unable to be reconciled.




