FAQs for the 2007 National Patient Safety Goals

(Updated 1/07)

Questions about Goal 8 (Reconcile medications)
[8A&B] Click here to view a flow chart of the medication reconciliation process. [2/06]
[8A&B] What is meant by “completely reconcile?”

To “reconcile” is to compare and reach agreement. In the context of this safety goal, reconciliation is the process of comparing the medications that the patient/client/resident has been taking prior to the time of admission or entry to a new setting with the medications that the organization is about to provide. The purpose of the reconciliation is to avoid errors of transcription, omission, duplication of therapy, drug-drug and drug-disease interactions, etc. It is up to each organization to determine how this process takes place.  Whenever and however the comparison takes place, it should take place early enough to improve the safety of the organization’s medication management processes, and hence patient/client/resident safety. Ideally, the information will be available prior to ordering new medications.  [2/06]
[8A&B] What is the definition of “medication?”
A medication, as defined in the Medication Management standards, includes any prescription medications; sample medications; herbal remedies; vitamins; nutriceuticals; over-the-counter drugs; vaccines; diagnostic and contrast agents used on or administered to persons to diagnose, treat, or prevent disease or other abnormal conditions; radioactive medications; respiratory therapy treatments; parenteral nutrition; blood derivatives; intravenous solutions (plain, with electrolytes and/or drugs); and any product designated by the Food and Drug Administration (FDA) as a drug. This definition of medication does not include enteral nutrition solutions, which are considered food products, oxygen, and other medical gases.

Obviously, this is a very comprehensive definition and for most patients/clients/residents coming from home or receiving care in their homes, many of the items will not be relevant. However, you should at least inquire about prescription meds, over-the-counter or sample medications, herbal products, vitamins, neutriceuticals, drug patches, and respiratory therapy-related drugs such as inhalers.  [2/06]
[8A&B] Who is supposed to do the reconciliation?

Neither the Goal nor its requirements or Implementation Expectations specify who is to do the reconciliation. We are seeing two models: one in which the physician does the reconciliation when the orders are written and another in which the pharmacist or nurse does the reconciliation before preparing or administering the medications, and then notifying the physician if there are any concerns. Either is acceptable for meeting the requirements of this safety goal. [2/06]
[8A&B] Is this just an inpatient requirement?
No, it is not just for inpatients. As the Goal states, it applies “across the continuum of care.” Any time a patient/client/resident enters a health care organization—whether an emergency department, an ambulatory clinic, a home care service, or other setting or service—if medications are to be used or the patient/client/resident’s response to the treatment or service could be affected by medications that the patient/client/resident has been taking, then this Safety Goal applies. [2/06]
[8A&B] In a clinic or office-based setting where a patient/client comes for repeat visits, is it necessary to develop a complete list of the patient/client’s medications at each and every visit and generate a new “discharge” list before sending the patient/client home each time?

It’s not a matter of redoing everything each time the patient/client comes in. Certainly, we do expect that at the initial visit a complete list of the patient/client’s medications will be generated. Thereafter, it is simply a process of looking at the list when new meds are ordered, updating the list to reflect any changes in the medication regimen, and giving the list back to the patient/client. If there are other providers of care who are not part of the clinic but who are currently participating in the care of the patient/client, the list should also be communicated to them whenever it is updated. These are the essential requirements of Goal #8. They apply across the continuum of care wherever medications are used. [2/06]
[8A&B] There are some “minimal medication use” situations that would seem to carry little risk of duplication, omission or drug interaction—things like topical fluoride in dentistry, local infiltration anesthesia for dental work or suturing lacerations, enteric barium for imaging studies. Is a full medication reconciliation process required in these situations?

These situations typically occur as brief outpatient encounters, not involving other medication use, discharge prescription of medications, or any other changes in medications that the patient has been taking. However, all of the items mentioned in the question are “medications,” which carry a risk for drug interactions and allergic reactions. Therefore, for all medication use, including the “minimal use” scenarios noted above, a list of the patient’s current medications and a history of the patient’s allergies and past sensitivities must be obtained. Note that this is not a “new” requirement introduced by Goal #8. It has been an established expectation of the Medication Management standards (MM.1.10, Element of Performance #2).

“Reconciliation,” in this context, simply means checking the patient information (current medications and history of allergies and past sensitivities) to make an informed decision about the use of these “minimal medications.” Specific organization policies on reconciliation documentation may be modified in these circumstances. Further, if all of the following conditions apply, communication of the list of the patient’s current medications (requirement 8B) is not necessary:

· The “minimal medication use” is in the context of a brief outpatient encounter

· The medications in question act locally with negligible systemic effect (for example, minimally absorbed topical agents; low volume local infiltration anesthetics; non-absorbable enteric contrast agents)

· No other medications are used during the encounter

· No new medications are prescribed for or provided to the patient for use after discharge

· There are no changes to the patient’s “current medications”

· Any provider of care to whom the patient is being referred, already has the patient’s current medication information. [Revised, 1/07]

[8A&B] Are we required to have the process in place throughout the organization or will it be sufficient to have implemented it in a few units with a plan to complete the implementation during the rest of the year?

In 2005, the requirement was to “develop a process” for medication reconciliation. The 2006 requirement was to “implement a process.” The expectation was for full implementation throughout the organization as of January 1, 2006. While it is generally accepted that medication reconciliation is a necessary component of a safe medication use process, implementing a consistent process throughout a complex organization can be challenging. For this reason, a full year (2005) was provided for organizations to plan, design, and test their processes. In 2007, as for 2006, full implementation throughout the organization is expected. 

[Revised, 1/07]
[8A&B] Will The Joint Commission be expecting to see a specific form or document in the clinical record?

No. On admission/entry to a care setting, the expectation is that the patient’s current medication list is documented in some identifiable fashion as part of the patient/client/resident’s record.  The organization should specifically define the expected time frame for that to occur. A surveyor may during the course of a patient tracer review a patient/client/resident’s record to see if the medications on admission/entry were noted. If this information is only available electronically, the surveyor may ask the organization to describe or demonstrate how information about medications upon admission/entry is obtained and made available to appropriate staff. [2/06]

 

[8A&B] Is documentation of the reconciliation required and if yes, what type of documentation is required?

The only required documentation is the list itself. It is up to each individual organization to determine how it will monitor its compliance with the medication reconciliation requirements. This may or may not be supported by documentation that the organization requires for its own purposes. If you can answer the question, “How do I know the comparison process is consistently happening in my organization?” then you will be prepared to answer any surveyor’s question in this regard.  [2/06]
[8A] Should the list of medications that we obtain at the time of the patient’s entry into the organization include everything that the patient has ever taken or only what the patient is currently taking?

The list of medications obtained at entry should include only what the patient/client/resident is currently taking. It is not intended to be a complete medication history. [2/06]

[8A] What is the required time frame for completing the medication list when the patient enters the organization?

The ideal is to have the medication list completed before any new medications are ordered. If this is not possible, a decision must be made, based on the patient/client/resident’s condition and care needs, whether to wait until the medication list is available or to order the medications and do the reconciliation as soon as the list becomes available. This is a clinical decision to be made by the responsible licensed independent practitioner based on relative risk to the patient. For inpatients, at a minimum, the list should be completed within 24 hours (as is required for other initial assessments for inpatients). It is recommended that inpatient facilities consider establishing a shorter time frame for gathering information about any high-risk medications that the patient/client/resident might be on, such as insulin, opiates, or anticoagulants. In other settings of care, the organization should define the time frame requirements for completing the medication list. [2/06]

[8A] What is meant by “patient involvement?”

Simply put, the organization asks the patient/client/resident about his/her current medications. When the patient/client/resident is unable to provide this information, the organization should have a process to acquire this information, such as from a family member or the patient/client/resident’s primary care provider or pharmacist. [2/06]

New—[8A] What is the current expectation for medication reconciliation in the Emergency Department (ED)? Can we use different levels of medication reconciliation depending on the severity of the patient’s condition?

A consensus recommendation of the American Association of Emergency Medicine (AAEM), the American College of Emergency Physicians (ACEP), and the Emergency Nurses Association (ENA) provides for three levels of intensity of the medication reconciliation process in the ED, as follows:

a. “Screening reconciliation” for all ED patients should include routinely obtaining from each patient at each ED visit a list of the patient’s current medications (usually done by the triage nurse)

b. “Focused reconciliation,” as directed by the emergency physician, based on medical relevance, should include seeking additional information about the patient’s medications (exact drug list, dosage/route, etc.) from the patient’s pharmacy, primary care physician, family, etc.

c. “Full reconciliation” for admitted patients should be completed by the receiving inpatient unit and pharmacist

This consensus recommendation from the AAEM, ACEP, and ENA is in full compliance with NPSG requirement 8A since each level includes obtaining a list of the patient’s current medications to be used when ordering or prescribing medications in the ED. Therefore, this is approach is acceptable to The Joint Commission in meeting requirement 8A. [New, 1/07]

 [8A] What if we are unable to obtain a complete list of the patient’s current medications?

The expectation is that the organization will make its best effort to obtain for each of its patients/clients/residents a complete and accurate list of the patient/client/resident’s current medications. We recognize that for some patients/clients/residents this will not be possible, but failure to obtain a truly complete and accurate list should be because of patient/client/resident-specific factors, not for lack of trying. If a surveyor encounters an absent or incomplete list, the response will be to ask why a complete list could not be obtained. The reasons should be easy enough for the organization to identify. If there is no reasonable patient/client/resident-related explanation, then a RFI is indicated. 

[Revised, 1/07]

[8A] If a patient is admitted to the hospital from home, we create a list of the patient’s home medications and use it to reconcile against the admitting orders. Those new orders now become the patient’s “current medications.” That list will be further modified as the patient changes setting or level of care within the hospital. How many lists should we be keeping?
You should keep two lists during the hospitalization. The “home medications” list should be maintained unchanged and available for subsequent use in the reconciliation process. The list of the patient’s current medications while in the hospital is a dynamic document that will require updating whenever changes are made to the patient’s medication regimen. Whenever reconciliation is carried out, both lists should be considered. The reason for referring back to the “home” medication list is that some “home” medications may be held when a patient is admitted or goes to surgery. They may need to be resumed upon transfer to a different level of care, return from the OR, or at discharge.  [2/06]
New—[8A] In our organization, when a patient is admitted, a physician assistant reviews several sources of information (a patient database the patient fills out before admission, a pre-surgical medical clearance consultation) and interviews the patient, resolving any discrepancies between these sources and then writing a “home” medication list for the patient. Does the PA have to document that the discrepancy was noted and how it was resolved in addition to writing this first reconciled list?

There are two issues here: (1) is the PA qualified to do this; and (2) what documentation is required? Joint Commission requirements leave it to the organization to determine who is qualified to provide specific services consistent with applicable law and regulation. Any documentation beyond the lists themselves is up to the organization. In compiling a list of the patient’s medications from multiple sources, if there are discrepancies between sources it would seem helpful to share that information and how the discrepancies were resolved, but that is not a Joint Commission requirement. [New, 1/07]
[8A] Do I have to acquire the list of patient medications in an emergent or urgent admission/entry situation?

In urgent situations or when the resulting delay would harm the patient/resident/client, including situations in which the patient/resident/client experiences a sudden change in clinical status, immediate care takes precedence. However, as soon as possible thereafter, the organization should take steps to acquire this information and compare it to the medications it is providing.  [2/06]

New—[8A] We have a multi-specialty clinic. Would it be acceptable for each clinic to maintain its own list of the medications the patient is on relative to the care provided by that clinic? The patient would have all the lists.

No; that would not meet the expectations of Goal #8, which requires a single, complete list to be developed and subsequently provided to the patient and to all of the patient’s providers of care. Everyone should have the same list and the list should include all medications that the patient is on. For each provider to maintain a separate list of “relevant” medications would defeat the intent of the reconciliation process and represents an extremely provider-centric approach; clearly less safe than the patient-centered approach we are advocating for all aspects of care. [New, 1/07]

New—[8A] Who is qualified to do the screening interview with patients in the imaging services department? Is this required of the radiologist to perform or can this be delegated to a radiology technologist?

Again, The Joint Commission does not specify who does what in the medication reconciliation process, only that whoever is assigned responsibility to do something must be qualified and competent to do it. The determination of qualification and competency is left to the organization to determine, consistent with applicable law and regulation. If a radiology technologist is permitted by law to do this function and the organization determines the person is qualified and competent to do it, then it will be acceptable to The Joint Commission. [New, 1/07]
[8A] If, based on the provision of care, treatment or services to be rendered, there is no reason to ask a patient about his/her medications is the organization still required to inquire about the patient’s medications?

No. For example, if the patient comes to the organization for an x-ray without contrast, medication reconciliation would not be required. However, if a contrast agent is used or if the patient receives sedation or other medications, reconciliation must be done because of the potential for drug interaction.  [2/06]

New—[8A] When a patient is transferred from one level of care to another, who should reconcile the medications, the sending or receiving MD, or both?

It doesn’t have to be either but if your organization’s process assigns responsibility for doing the reconciliation to a physician, then it should be the person who will be writing the new orders; usually, this will be the receiving physician. [New, 1/07]
New—[8A] Some physicians (surgeons) are reluctant to review and act upon (decide to continue/change/discontinue) the home/current medication list at discharge because of lack of familiarity with many of the drugs. 

They don't need to do this. In fact, if they are not familiar with the drugs, they shouldn't be taking any action concerning them. In situations like this, it may be more practical for the reconciliation to be done by a pharmacist. Remember, the discharge list is not an order. If there are concerns about continuing some of the medications the patient was previously taking, the patient’s primary care physician or the original prescribing physician should be contacted. [New, 1/07]
New—[8A] How can a pharmacist reconcile without a physician reviewing and acting on each line item listed on the medication list at transfer or discharge?  

The pharmacist's role is to identify possible discrepancies and, if there are any, to bring them to the attention of the appropriate practitioner for resolution. [New, 1/07]
New—[8A] Is it necessary to reconcile medications upon admission for a patient in labor who is NPO except for sips of water until she delivers? Can the medications just be reconciled after delivery?

Since the intent is to avoid errors in the ordering of medications, every effort should be made to obtain a list of the patient’s current medications as soon as possible so that it will be available to the prescriber when medications are ordered. If this “patient in labor” has received prenatal care from the organization, this list should already have been obtained and included in the prenatal record. If not, it should be obtained as soon as possible. If the patient is receiving no medications (only “sips of water”) while in labor, then there is nothing to reconcile. When the time comes to order medications, the list should be available. After-the-fact reconciliation is not acceptable unless the urgency to treat the patient precludes prospective reconciliation. [New, 1/07]
New—[8A] How does Patient Safety Goal #8 apply to surgery and how can we meet this goal? All medications are suspended during surgery and the physician is required to reorder medications post-op.

Assuming there is an up-to-date list of the medications the patient was on before going to surgery (“home medication” list for outpatients; MAR for inpatients), all that is required is for the physician ordering the post-op medications to look at the pre-op list and consider that information in determining what to order for the patient post-op. Alternatively, a nurse or pharmacist can compare the post-op orders with the pre-op medication list and if there are any discrepancies or concerns (omissions, duplications, potential interactions, etc), the physician should be notified. [New, 1/07]
New—[8A] What about intraoperatively? All kinds of potent medications are administered in the operating room for anesthesia. Is medication reconciliation required here?

Yes; medication reconciliation is required, but all that means is that a list of the patient’s current medications must be available and known to the anesthesia provider and that the information on that list must be taken into consideration when administering intraoperative medications. This is a routine aspect of planning and administering anesthesia. Remember, other than the list itself, this safety goal does not have any specific documentation requirements. So, while the process of reconciliation must be done in the OR (as in any location where medications are used), caution should be exercised in deciding what, if any, additional documentation will be required by the organization.
New—[8A] Is it really necessary to do medication reconciliation in outpatient imaging services when the only “medication” used is a contrast agent? Can’t we just screen the patients for known interactive drugs like metformin?

The current position, supported by the American College of Radiology and by The Joint Commission’s Sentinel Event Advisory Group is that for imaging services in which a contrast agent is the only medication used, a screening process based on a list of the patient’s current medications will meet the expectations of NPSG requirement 8A. This applies both to inpatient and outpatient imaging services. This interpretation confirms that any patient who will be receiving any medication, even a single dose of contrast, must have his/her current medications listed and available as a basis for screening for any potentially interactive agents (such as metformin). If there are no changes to the patient’s medication regimen following the imaging study, then requirement 8B does not apply. [New, 1/07]
New—[8A] We provide imaging services (scans) that use radiopharmaceuticals and have a policy that when hospital inpatients and nursing home patients are referred for a study that it is the referring site’s responsibility to obtain a complete list of the patient’s medications and review and document that review. Is that acceptable?
The Joint Commission requires that medication reconciliation must be done whenever medications are used, and radiopharmaceuticals are medications. We don’t specify who must do the reconciliation, so it is acceptable for the referring facility to do the reconciliation process if that facility knows ahead of time what medications the patient will receive at the imaging center. That said, if we are accrediting the imaging center, it will be held accountable for seeing that the process is done and providing credible evidence that this is so. [New, 1/07]
New—[8A] Would the same apply to Physical Therapy or even outpatient Respiratory Therapy?

Whenever any medications are used (including “minimal medication use”), a list of the patient’s current medications must be available and must be referred to by a qualified person to determine whether there are any discrepancies or other potential problems relating to the medications to be used. If medications are used in the physical therapy or respiratory treatments or procedures, then these requirements apply. Remember, The Joint Commission doesn’t say who does what in this process so the physical therapist or respiratory therapist doesn’t necessarily have to gather the patient's medication information and do the comparison against the medications that will be administered—it could be the person who orders the treatments that does the reconciliation (as long as that prescriber knows what medications will be used in the treatment/procedure). If the reconciliation is done by the person ordering the treatments, the therapist should confirm that there have been no changes in the patient’s medications since the treatments were ordered. [New, 1/07]
New—[8A] What about eye drops used during a clinic visit? This seems to meet all the criteria for “minimal medication use.” Shouldn’t it be exempt from medication reconciliation requirements?

Eye drops are medications. As such, the medication reconciliation requirements apply. If the drops are used only during the visit and not prescribed for home use after the visit, then this only means that a list of the patient’s home medications must be available to check for any potential problems relating to the intended use of the eye drops. If nothing is prescribed that would alter the patient’s home medications, then nothing further needs to be done. The provision for “minimal medication use” is not an exemption from the medication reconciliation requirements. It simply says that the organization can use a simplified process for meeting the medication reconciliation requirements than it otherwise uses for the more complex medication use scenarios. In any medication use situation—minimal or complex—if the patient’s home medication list does not change, there is no “discharge reconciliation” requirement. However, in all cases of medication use—minimal or complex—a list of the patient’s current medications must be obtained (as required by Goal #8 and standard MM.1.10). [New, 1/07]
New—[8A] Does medication reconciliation apply to immunization clinics?

Influenza vaccine and other vaccines are medications. In the case of brief encounters where a single dose of a medication (such as a vaccine) is administered and there is no change to the patient’s continuing medication regimen, this would mean (1) obtaining a list of the patient’s current medications and (2) using that list to screen for any possible problems in relation to the medication to be administered. There would be no need to provide an “updated list” to the patient because the list of current medications would not have changed. 
In the case of influenza vaccination, we have attempted to determine whether it is necessary and reasonable to gather a list of the patient’s current medications when providing the flu vaccine. In other words, would knowing all the medications a patient is on be of any use in determining whether it is safe to vaccinate the patient? The following review has been provided by our medication safety expert advisors:

There currently are two types of vaccines available---the inactivated vaccine and the live vaccine.  The inactivated vaccine is used most extensively. Potential drug interactions would be most clinically relevant with the live vaccine; patients receiving immunosuppressant therapy should not receive the live vaccine.  Children receiving aspirin also should not receive the live vaccine because of the association of Reye's syndrome with wild-type influenza virus.

For the inactivated vaccine, there is no real contraindication to using it based on potential drug interactions.  Some clinicians still recommend screening for anticoagulant (i.e., warfarin) use, particularly since the vaccine is administered IM; others state that the inactivated vaccine is not contraindicated in someone receiving warfarin.  The main area of drug therapy that would be of interest is immunosuppressants (e.g., certain antineoplastics and corticosteroids) since the immune response to the vaccine may be blunted.  The main effect is on timing of vaccination relative to the last dose of the immunosuppressant, if the latter drug(s) is only given periodically (e.g., intermittent cancer regimens).  The risk is not in a potential toxicity from combined use but in possibly inadequate protection from the vaccine.  Even here, the bottom line is that giving the vaccine rather than withholding it would still be better than risking not getting the vaccine at all since a blunted vaccine response still could provide some benefit (e.g., ameliorate clinical severity if infection were to occur).

Based on that assessment, it is The Joint Commission’s position that medication reconciliation is required whenever the live vaccine is used but that it will be left to the provider organization to decide whether to gather a list of the patient’s current medications and review that list prior to administering inactivated vaccine. If the organization’s decision is not to do this, then each patient must be provided information about the risks of vaccination and encouraged to share any relevant information before receiving the vaccine. Note that Federal law requires that a Vaccine Information Sheet (VIS) be provided to the patient prior to administering a dose of vaccine. For more information on this requirement, please visit http://www.cdc.gov/nip/publications/VIS/vis-facts.htm [New, 1/07]
New—[8A] We are a long term, acute care (LTAC) hospital. Most patients have been hospitalized for 2 weeks to 4 months prior to coming to our organization. Are we required to document meds taken at home prior to the first hospitalization? Are they considered “current” meds?

No; in this situation the original “home” medication list is not the list of “current” medications at the time of entry into your LTAC facility. Upon entry into your facility, the patient’s “current” medications are those listed on the “discharge” list of medications provided to you by the sending organization. On the other hand, it might be a good idea to find out what the patient was taking at home to determine whether there are some medications that have been “held” that should be resumed or to counsel the patient about meds (especially OTCs, herbals, and other non-prescription meds) that were being taken, which, perhaps, should not be used. [New, 1/07]
New—[8B] The Implementation Expectations don’t say anything about updating the list of the patient’s medications. Is this really a requirement?

Yes; it is a requirement to update the medication list so that there will, at all times, be a current list available in the record. This is implied in IE #1 of requirement 8B but needs to be stated more explicitly. This will be corrected in a future update to the NPSGs.

[8B] At discharge, do we reconcile against the patient’s current (inpatient) medication list or the home medication list?

At discharge, a complete list of the medications that the patient/client/resident is to be taking following discharge should be developed and reconciled against both the current inpatient list and the home medication list. The discharge medication list should include not only the medications that are prescribed at the time of discharge, but any other medications the patient/client/resident will be taking, including over-the-counter meds, vitamins, etc. The purpose of this discharge reconciliation is to provide the patient with a single, clear list of all the medications that the patient is to be taking following discharge. This requires that all medications are identified, including any medications the patient/client/resident might have been taking at home that were discontinued or “held” during the episode of care. It should also determine whether any of the previous home medications should be discontinued. The complete, reconciled discharge medication list should then be used as a basis for the required patient/client/resident education on the safe and effective use of those medications.

[Revised, 1/07]
New—[8B] In the implementation expectations for Goal #8, the terms “admission” and “discharge” are used. Does this mean the requirements apply only if the patient is admitted to an inpatient service? 

When used in this context, the terms “admission” and “discharge” should be interpreted as the “entry” and “exit” of the patient accessing health care services. As this relates to the requirements of medication reconciliation, it doesn’t matter whether the patient was formally “admitted” or not. In other words, the requirements apply whenever medications are used, whether the patient is classified as an inpatient or an outpatient or an ED patient or whatever. That said, if the patient’s “current medication list” changes by virtue of the episode of care—new medications are ordered or one or more of the home medications is discontinued or changed—then a new “current list” must be generated and communicated to the next provider of care (if other than the clinic in which the change was made) and also provided to the patient. [New, 1/07]
[8B] When the patient changes level of care, is it necessary to reconcile both the current medication list and home med list?  Would it be okay to reconcile only the current medication list?

For internal transfers, change in level of care, etc, it is usually not necessary to reconcile against the original list of “home” medications. However, for changes to a less intensive level of care, it might be useful to review the home list to see if some medications that were discontinued on admission should be resumed now that the patient/client/resident is at a lower level of care. Of course, the home medication list must be considered in the reconciliation at the time of discharge. [2/06]
New—[8B] May the discharge list contain only the names of the medications or must it also include doses, routes, frequencies, etc?

Taken literally, the medication lists required by National Patient Safety Goal #8 need only contain the name of the drugs. However, when the lists are seen as resources supporting the required processes of reconciliation, communication, and patient/client/resident education about medication use, it becomes clear that more than just the drug name is required. Standard PC.6.10 requires the organization to educate patients/clients/residents about the safe and effective use of medications. The discharge list of medications is part of the discharge instructions required by standard PC.15.20, so to serve as an adequate basis for these discharge instructions and the required patient/client/resident education, information about the dose, route, frequency, duration of therapy, indications for the drug, and other relevant information must be available. The discharge list of medications required by 8B is an excellent place to have this information. [New, 1/07]
New—[8B] What goes on the discharge list of medications? Should it list everything that the patient was given while in the hospital?

The discharge medication list should include all the medications (prescription, OTC, herbals, etc) that the patient/client/resident should be taking following discharge. It should not include medications that were given only during that episode of care if those medications are not to be continued after discharge. The discharge medication list is not an “order” for medications; it is just a summary list of everything the patient/client/resident will be taking—similar to the home medication list that was gathered at the time of admission. It should be treated in the same way as other discharge instructions (PC.15.20, EP #9) and used for providing patient/client/resident education about the safe and effective use of medications (PC.6.10, EP #3). [New, 1/07]
New—[8B] If an antibiotic and/or pain medication is prescribed for an ambulatory or ED patient to be taken only for a short period of time, and the patient is given the prescriptions at discharge, must this temporary medication be added to the home medication list and given to the patient at discharge?  
Yes; if a new medication is added to be taken by the patient following the episode of care, even if only temporarily or “as needed” (prn), the list of the patient’s current medications should be updated to reflect this change. [New, 1/07]
New—[8B] Our surgeons are refusing to sign the reconciliation form. What should we do?

The Joint Commission does not require any signatures as part of the medication reconciliation process. This is likely a requirement imposed by the hospital itself. The Joint Commission’s requirement is that someone collects information about the patient’s medications and uses that information to compare and reconcile against any new medications that are ordered or administered. If your process accomplishes that without requiring a signature, that will be sufficient to comply with this safety goal. You may wish to ask the designers of your hospital’s reconciliation process to reconsider the need for the signatures. [New, 1/07]
[8B] Our doctors don’t feel they should be taking responsibility for ordering or reordering drugs such as herbal preparations or OTC drugs that the patient was taking at home, especially when they are not the patient’s primary care provider. What do we do?

The discharging physician is not expected to order or reorder any medications that the patient/client/resident was already taking prior to admission. The discharge medication list is not a doctor’s order. It is simply a list of all medications that the patient/client/resident will be on following discharge. Certainly, the discharge list must be reviewed to determine whether there are any items that should be discontinued or that might interact with newly prescribed medications. Any new prescription medications to be taken after discharge will require a prescription from the physician. However, medications that were previously prescribed by another physician and which are to be continued do not require a new prescription (as long as the original prescription is still valid). In other words, they don’t have to be re-ordered. Also, an order or prescription is not needed for over-the-counter medications. Of course, all of the medications that the patient/client/resident is to be on following discharge must be on the discharge list of medications and this must be explained to the patient/client/resident in a manner that is understandable to the patient/client/resident. Any discharge instructions, including the list of medications, must be in writing (required by standard PC.15.20). 

[Revised, 1/07]
[8B] So, if the discharging physician doesn’t have to reorder the patient’s home medications, can we just instruct the patient to “resume previous home medications?” Isn’t this a violation of the standards?

Three related terms are relevant to this discussion: discharge orders; discharge instructions; and the discharge list of the patient/client/resident’s medications, as required by Goal 8. They are all different and have different purposes. Discharge instructions are not orders. Nor is the complete list of the patient/client/resident’s medications at discharge an order. While the discharging physician doesn’t have to re-order patients’ OTCs or herbals that they were taking pre-admission, those OTCs and herbals must be on the list of medications that the patient/client/resident will be taking post-discharge if the patient/client/resident intends to continue them and there are no contraindications. 

Discharge instructions are directed to the patient. Discharge orders are directed to other caregivers. The requirement in the Medication Management standards that prohibits blanket reinstatement orders applies to medication orders, not to discharge instructions. Although the standards are silent on the subject of blanket reinstatement instructions, this is not considered acceptable practice and is inconsistent with standard PC.6.10, which requires the organization to educate patients on the safe and effective use of medications.
[Revised, 1/07]
[8B] What is the expectation under 8B, for communicating information to the next provider of service?

When discharging, referring, or otherwise handing over responsibility for the patient/client/resident’s care to another setting, service, practitioner, or level of care within or outside the organization, it is expected that each organization has a process to communicate to the next provider or setting a list of all the medications that the patient/client/resident is to be on following discharge or transfer. It is up to each organization to determine the method of communication of this information.  For example, the complete list of medications may be written or communicated via electronic system such as an up-to-date electronic MAR that can be accessed by the receiver, etc.  [2/06]
New—[8B] If the discharge medication list is available electronically to all members of our medical staff, such as in an electronic medical record (EMR) or other electronic database, will that meet this requirement? We would fax the list only to non-staff members.

Yes; if the medical staff member who is the “next provider of care” knows the information exists and is available in the EMR. [New, 1/07]

New—[8B] How do you define and identify the “next provider of care?”

For purposes of this safety goal, the “next provider of care” is that individual (or individuals) with whom the patient has an established relationship for receiving health care services or, if there is not yet an established relationship, has accepted a scheduled appointment for follow-up care. In all other cases, this information should be forwarded to a practitioner only if the patient/client/resident consents to this communication of his/her personal health information. [New, 1/07]
New—[8B] What if the patient will be following up with multiple caregivers?

The discharge list of medications—and, probably, other information—must be communicated to each of the caregivers that meet the above definition of “next provider of care.” [New, 1/07]
New—[8B] Can the discharge list of medications be part of the discharge summary or must it be a separate document?

It is acceptable to use the discharge summary as the vehicle for communication of this information to the next provider of care as long as it is available to the next provider when it is needed; for example, when the patient is seen next by that provider. However, the discharge summary would not necessarily be a useful form for providing the discharge list of medications to the patient. For that purpose, providing the list as a separate document or as part of the discharge instructions would be more useful to the patient. [New, 1/07]
New—[8B] What are the medication reconciliation requirements for an organization that caters to a transient population with respect to communicating the discharge list to the next provider of care?

In this situation, the treating organization is expected to make a reasonable effort to identify the patient/client/resident’s primary care provider (if one exists) and to offer to communicate the discharge list of medications (and any other relevant discharge documentation) to that next provider of care. The patient/client/resident may accept or decline that offer. In either case, the information must be given to the patient/client/resident. [New, 1/07]
New—[8B] If a patient is referred to a specialist, must the medication list be sent directly to the specialist rather than be carried by the patient?

Yes, if the patient has accepted a scheduled appointment with the specialist. On the other hand, if the patient is simply advised to make an appointment with the specialist, the information may be communicated but only with the patient’s authorization. Lacking that, the patient can assume responsibility for bringing the information to the practitioner or the practitioner can request the information from the sending organization once the patient has established a relationship with the specialist. If the specialist is in the same health care organization and has ready access to the medical records, then it is not necessary to communicate the medication list separately. [New, 1/07]
New—[8B] If the same attending physician is caring for the patient in the hospital and for the follow-up care, must a discharge list be forwarded to the physician’s office?

The intent is for the “next provider(s) of care” to have the discharge list of medications. Whether they have this information because it is sent to them or they have it in their own records from the hospitalization or can access it in the hospital’s electronic medical records or whatever, it really doesn’t matter. It’s the availability of the information when it is needed in the care of the patient that is important. The hospital’s obligation is to ensure reliable access to the information. [New, 1/07]
New—[8B] For the recurring patient in radiotherapy, wound care, outpatient chemotherapy, etc., do we need to provide a list of medications to the next provider after every visit?

Not if the list isn’t changing. [New, 1/07]
New—[8B] May a patient refuse authorization to send the reconciliation list to the next provider of care if that next provider is not part of the treating organization?

Yes; the patient/client/resident can refuse to allow the information to be sent to any practitioner. However, if the patient/client/resident refuses to allow the information to be communicated, the organization has a responsibility to inform the patient/client/resident of the reason for wanting to send the information and the potential risks of not sharing that information with the next provider of care. [New, 1/07]
New—[8B] Should consent to send the list be sought as a matter of routine?
That is left for each organization to decide. [New, 1/07]
[8B] How soon must the discharge list be communicated to the next provider of care?
The discharge medication list must be communicated to the next provider of care in a time frame that is consistent with the anticipated follow-up activities. In other words, the information should get to the next provider no later than the next follow-up visit. If there is no scheduled follow-up visit, then the information should be communicated within a reasonable time frame as determined by the organization. [2/06]

Is it sufficient to give the discharge list to the patient with instructions to give it to the next provider of care?
No. The requirement is to communicate the list directly to the next provider of care. Only when a next provider of care is not known, should the patient/client/resident be made responsible for communicating this information. This does not mean that the list should not also be provided to the patient/client/resident. In fact, this is now required under 8B for 2007.
[Revised, 1/07]

New—[8B] In a hospital-based office practice or ambulatory clinic, if a patient gets a new prescription or gets an old one discontinued or changed at an office visit, does the patient need to go home with a new list of all his/her current medications?  This would be a big challenge.

Yes; that is the expectation. We recognize this is a major undertaking but the principle is fairly straightforward and well grounded in evidence about the factors leading to medication errors. It recognizes the importance of maintaining continuity, currency, and completeness of every patient’s medication profile among all of the providers and the patient. Over time, as this becomes the norm in medication management, it should become easier and more routine. Without doubt, electronic health records will be a major help in accomplishing this. Once an initial list is developed for a patient, it should “just” be a matter of maintaining (updating) the list to ensure that it is current at all times and available to the patient and any of his/her caregivers. More public education about this will help. [New, 1/07]
New—[8B] Should patients being transferred to another acute care facility or discharged to a skilled care facility receive a list of their medications upon discharge or transfer? If so, why?

Yes. The purpose of giving the list to the patient is to enable the patient to be involved in his/her care. When a patient is discharged from a health care organization, whether to home or to another health care organization, Goal 8B requires that the list be given to the patient or to whomever the patient might have designated for receiving such information. In addition, the “PC” standards require that the patient be given information about those medications and how they should be taken/administered. Organization-to-organization transfer carries a very high risk of miscommunication. Keeping the patient/family in the loop will allow them to assist caregivers in making sure the necessary information is communicated in a complete and accurate manner.

If the patient is being sent to another facility for a test or treatment and will return to the original organization without having been discharged, then the list does not have to be provided to the patient. If the patient is confused, the list should be given to a family member or other person the patient has identified as an advocate. It’s all about patient and family involvement, and there will be an increasing emphasis on this going forward. [New, 1/07]
New—[8B] Must the list of reconciled medications provided to the patient be written out in a format with complete English language frequency instructions, or are standardized and approved medical abbreviations such as BID or TID acceptable?

The discharge list of medications is a part of the discharge instructions, which must be provided to the patient/client/resident in writing and in a form that the patient/client/resident can understand (standard PC.15.20, EP #9). The list also provides a basis for the required patient/client/resident education (PC.6.10) about the safe and effective use of medications. [New, 1/07]
New—[8B] If a patient comes in for an outpatient test such as an imaging study with contrast or to have a procedure such as endoscopy with sedation, but there is no change in their home medication regimen, is it required to give the patient a written list of their home medications?

If the patient already has the list and it hasn’t changed, you don’t need to provide another copy of it. However, if the patient doesn’t have a current list of his/her medications, a copy of the list should be provided. [New, 1/07]
New—[8B] When a patient is discharged home from the hospital emergency department, do we always need to communicate an updated list of the patient’s medications to the “next provider of care” (usually the patient’s primary care provider) whenever there is any change in the patient’s medications? Sometimes the change is only a temporary over-the-counter pain medication or a short course of antibiotic. Can’t we just give the list to the patient?

When a patient is discharged home from the emergency department (ED), a discharge medication list must be provided to the patient but, in this situation (ED to home), communicating the list to the next provider of care is not required as long as the patient understands that the list must be brought to the provider at the time of the next visit and is judged competent to do so. Otherwise, it is the responsibility of the ED to communicate the list to the next provider of care. [New, 1/07]
New—[8B] 
Does this provision for giving the discharge list only to the patient (not also communicating it directly to the next provider of care) apply just to hospital-based emergency departments or also to free-standing EDs and/or urgent care centers? 

It applies to hospital-based or free-standing emergency departments/services as defined by applicable law and regulation. It does not apply to treatment centers, urgent care centers, walk-in clinics, or other outpatient care facilities. This provision is a consensus recommendation from a meeting last year of an expert panel including representatives of the American Association of Emergency Medicine (AAEM), the American College of Emergency Physicians (ACEP), the Emergency Nurses Association (ENA), and The Joint Commission’s Sentinel Event Advisory Group. [New, 1/07]

New—[8B] When patients are discharged to home from the ED following treatment, can we provide a list of newly prescribed and recommended over-the-counter medications as well as a list of those medications to be discontinued, rather than a single updated list?

No. This suggested alternative to a single updated medication list will result in multiple documents, which the patient is now being asked to reconcile. This has the potential for increasing the risk for medication errors and does not comply with requirement 8B. [New, 1/07] 
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