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Executive Summary—Improving Care Transitions:   
Optimizing Medication Reconciliation
INTRODUCTION
Medication reconciliation is an integral part of the care tran-
sitions process in which health care professionals collabo-
rate to improve medication safety as the patient transitions 
between patient care settings or levels of care.  In 2005, 
medication reconciliation came to the forefront of health 
care when The Joint Commission on Accreditation of Health-
care Organizations, now known as The Joint Commission, 
designated it National Patient Safety Goal (NPSG) 8.  The 
Joint Commission subsequently revised its requirements for 
medication reconciliation under NPSG 03.06.01, which be-
came effective July 1, 2011.  Although the new goal consists 
of only five elements of performance compared with 17 ele-
ments in the previous version, the implementation of medica-
tion reconciliation continues to be a complex process.  Each 
health care professional may have a different role in the 
process, but the overall focus of medication reconciliation is 
on global patient safety and improved patient outcomes.1 

The intent of this publication is to provide a better under-
standing of the medication reconciliation process, its effect 
on patient care and outcomes, and how pharmacists can 
contribute to improving this process using a standardized 
framework of service delivery defined in the context of 
medication therapy management (MTM).  Common barriers 
to implementation of medication reconciliation and founda-
tional concepts important to its adoption are presented. 

DEFINING MEDICATION  
RECONCILIATION
In early 2007, the American Pharmacists Association and 
the American Society of Health-System Pharmacists con-
vened an expert panel to establish a shared vision of medi-
cation reconciliation.  The goal was to develop a definition 
that the two organizations could use in discussions with both 
peers and interdisciplinary groups.  The shared definition 
developed by the expert panel is:

Medication reconciliation is the comprehensive evalu-
ation of a patient’s medication regimen any time there 
is a change in therapy in an effort to avoid medica-
tion errors such as omissions, duplications, dosing 
errors, or drug interactions, as well as to observe 
compliance and adherence patterns. This process 
should include a comparison of the existing and 
previous medication regimens and should occur at 
every transition of care in which new medications are 
ordered, existing orders are rewritten or adjusted, or 
if the patient has added nonprescription medications 
to [his or her] self-care.2

The health care team should consider adopting this defini-
tion and the medication reconciliation process described to 
improve communication among health care professionals 
during care transitions in all patient care settings. 
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DEFINING MEDICATION  
RECONCILIATION AS A  
COMPONENT OF MEDICATION  
THERAPY MANAGEMENT 
Although medication reconciliation may be inaccurately 
perceived as the mere compilation of a medication list, it is a 
critical, if not the primary, element in MTM.  Effective medi-
cation reconciliation is composed of multiple processes that 
together reduce medication errors, support safe medication 
use by patients, and encourage community-based providers 
and those practicing in hospitals and health systems to col-
laborate in organized medication reconciliation programs 
to promote overall continuity of patient care.  Medication 
reconciliation can be efficiently, effectively, and consistently 
performed by pharmacists or other qualified health care 
professionals using an established, standardized approach 
as a component of MTM.  

The Patient Protection and Affordable Care Act of 2010, 
which provides grants or contracts for the implementation 
of MTM services by pharmacists in the treatment of chronic 
diseases, identifies 10 specific MTM service components.3 
These components are included in service models estab-
lished for pharmacy for the provision of MTM services.  One 
service model, Medication Therapy Management in Phar-
macy Practice: Core Elements of an MTM Service Model, 
Version 2.0, includes the following five core elements: 
medication therapy review, personal medication record, 
medication-related action plan (MAP), intervention and/
or referral, and documentation and follow-up.  Pharmacists 
can use these five core elements of MTM to provide medica-
tion reconciliation in any patient care setting.4   

MTM is vital to the contemporary model of patient care 
which allows for enhanced relationships among health care 
providers to optimize patient care through collaboration.  
This is particularly true for the rapidly emerging hospitalist 
model of inpatient care which offers new and significant 
opportunities to optimize patient care through collabora-
tion among hospitalists, pharmacists, and other health care 
providers.  As pharmacists in all practice settings join with 
prescribers and others to ensure safe and effective medica-
tion therapy, medication reconciliation becomes an increas-
ingly important element of collaborative practice models, 
particularly during care transitions.  The process of medica-
tion reconciliation is essential to the reduction of medication 
errors in prescribing, assurance of safe medication use by 
patients, and appropriate monitoring and adjustment of 
drug therapy. 

JUSTIFYING THE NEED FOR MEDICATION 
RECONCILIATION
The goal of medication reconciliation is to obtain and 
maintain accurate and complete medication information 
for a patient and use this information within and across the 
continuum of care to ensure safe and effective medication 
use.  When there is a lack of consistency in documenting 
medication histories and performing medication reconcilia-
tion, a variety of medication-related problems (MRPs) occur.  
In recent years, numerous studies have demonstrated the 
need to address MRPs and improve patient safety through 
medication reconciliation and MTM.  Evidence includes:

Approximately 1.5 million preventable adverse drug 
events (ADEs) occur annually as a result of medication 
errors, at a cost of more than $3 billion per year.5

Approximately half of all hospital-related medication 
errors and 20% of all ADEs have been attributed to poor 
communication at the transitions and interfaces of care.6,7

The average hospitalized patient is subject to at least one 
medication error per day.5

ADEs account for 2.5% of estimated emergency depart-
ment visits for all unintentional injuries and 6.7% of those 
leading to hospitalization.8

The occurrence of unintended medication discrepancies at 
the time of hospital admission ranges from 30% to 70%, 
as reported in two literature reviews.9,10
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EVIDENCE SUPPORTING THE  
PHARMACIST’S CONTRIBUTION TO  
MEDICATION RECONCILIATION
Recent studies have demonstrated that the pharmacist’s 
involvement in medication reconciliation during transitions 
of care results in improved patient outcomes and an overall 
reduction in health care costs.  The following evidence sup-
ports pharmacist involvement in care transitions:

Results of the largest medication reconciliation study to 
date indicate that 36% of patients had medication errors 
at admission, of which 85% originated from the patient’s 
medication history.11

Strategies shown to reduce medication errors at transitions 
include pharmacist medication review at discharge.12,13

Pharmacist-provided medication therapy review and 
consultation in various settings resulted in reductions in 
physician visits, emergency department visits, hospital 
days, and overall health care costs.4

Medication reconciliation reduced discharge medication 
errors from 90% to 47% on a surgical unit and from 57% 
to 33% on a medical unit of a large academic medical 
center.12

THE ROLE OF THE PHARMACIST IN  
MEDICATION RECONCILIATION
Pharmacists have a pivotal role in collaborating with other 
health care providers to ensure that an effective process for 
medication reconciliation is in place and is used success-
fully to reduce MRPs across the continuum of care.  To fulfill 
this role, pharmacists should lead the design and manage-
ment of patient-centered medication reconciliation systems, 
educate patients and other health care providers about 
the benefits and limitations of the medication reconciliation 
process, and serve as patient advocates throughout transi-
tions of care.  Pharmacists must work in an interdependent 
fashion with pharmacy colleagues, hospitalists, primary care 
physicians, specialists, nurses, and other health care profes-
sionals in a wide variety of circumstances to facilitate com-
munication among health care professionals, optimize the 
use of health information technology (HIT) to support safe 
care transitions, and ensure the bidirectional flow of medica-
tion, diagnostic, and laboratory information.

Pharmacists can consistently and effectively provide medi-
cation reconciliation for patients during care transitions by 
using a standardized approach to MTM service delivery that 
is consistent with services specified in federal legislation and 

regulations.  Beginning with a comprehensive medication 
therapy review and subsequently formulating a personal 
medication record and MAP, pharmacists can work with 
other members of the health care team to evaluate medi-
cation therapy, resolve identified problems, and refer the 
patient to an appropriate health care professional if needed.  
Proper documentation, including maximizing the use of HIT 
solutions, will allow the pharmacist to safely transition the 
patient to another health care professional or setting and 
can demonstrate improvements in clinical, economic, and 
humanistic outcomes.4  The pharmacist’s role in the provision 
of medication reconciliation is evident in each of the five 
components of the MTM service model.  

COMMON BARRIERS TO  
IMPLEMENTATION OF MEDICATION  
RECONCILIATION
It is important to explore potential barriers to the medica-
tion reconciliation process so the health care team can work 
together to address and overcome these issues.  Common 
barriers to consider when designing and implementing the 
medication reconciliation process within a patient care set-
ting include:

Insufficient standardization of data elements in the medi-
cation record (list).

Need for adoption of the standardized medication record 
(list) and sharing of appropriate information by both 
patients and health care professionals.

Lack of established best practices.
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FOUNDATIONAL CONCEPTS FOR  
IMPROVING CARE TRANSITIONS 
THROUGH MEDICATION RECONCILIATION
Just as there are common barriers to the implementation of 
medication reconciliation, there also are foundational con-
cepts for improving care transitions and reducing the impact 
of MRPs through medication reconciliation.  The following 
foundational concepts outline the tenets of medication recon-
ciliation and can be applied in collaboration with other health 
care professionals in the medication reconciliation process 
across the health care continuum.  Health care profession-
als involved in medication reconciliation are encouraged to 
collaborate in implementing the foundational concepts by 
aligning standard operating procedures and assigning re-
sponsibilities in the overall process.  Pharmacist involvement in 
each of the foundational concepts will further improve patient 
safety and the medication reconciliation process. 

Foundational Concept 1: Medication reconcili-
ation is a key process required to improve patient 
care and outcomes in care transitions.

Foundational Concept 2: Medication recon-
ciliation is a patient-centered process focusing on 
patient safety.

Foundational Concept 3: Medication recon-
ciliation requires an interdisciplinary, collaborative 
approach.

Foundational Concept 4: Medication reconcili-
ation must be based on a culture of accountability.

Foundational Concept 5: Medication reconcili-
ation should be standardized.

Foundational Concept 6: Effective medication 
reconciliation requires coordinated communication.

Foundational Concept 7: Medication recon-
ciliation requires integration of health information 
technology solutions.

Foundational Concept 8: Medication recon-
ciliation requires a process of continuous quality 
improvement.

CONCLUSION
Although research on medication reconciliation has been  
increasing, more studies are needed on the implementation 
and adoption of effective medication reconciliation processes, 
with emphasis on the identification of current best practices 
for medication reconciliation.  The information provided in 
this publication can be used to stimulate discussion among re-
searchers and health care providers on how to best research 
and implement improvements in the medication reconcilia-
tion process.  The application of the foundational concepts in 
this publication and future work on the enhancement of the 
medication reconciliation process will help to improve patient 
safety and patient care outcomes during care transitions. 
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Improving Care Transitions: Optimizing Medication Reconciliation

INTRODUCTION
Medication reconciliation is an integral part of the care 
transitions process in which health care professionals col-
laborate to improve patient safety and clinical outcomes, 
specifically related to medications, as the patient transitions 
between patient care settings or levels of care.  The goal of 
medication reconciliation is to improve “patient well-being 
through education, empowerment, and active involvement in 
the accurate transfer of medication information throughout 
transitions along the health care continuum.”1 This process 
involves interventions by the health care team to identify and 
reconcile medication-related discrepancies.  These interven-
tions have been shown to reduce hospital readmission rates 
by 30%,2 which demonstrates the importance of medication 
reconciliation across the continuum of care. 

In 2005, medication reconciliation came to the forefront 
of health care when The Joint Commission on Accredita-
tion of Healthcare Organizations, now known as The Joint 
Commission, designated it National Patient Safety Goal 
(NPSG) 8.  Amid confusion about the definition, process, and 
implementation of NPSG 8,3 The Joint Commission subse-
quently revoked medication reconciliation as a requirement 
for accreditation in January 2009 and announced its plans 
to revise the goal.   The revised requirements for medication 
reconciliation under NPSG 03.06.01 became effective July 1, 
2011.  Although the new goal consists of only five elements 
of performance compared with 17 elements in the previ-

ous version, the implementation of medication reconciliation 
continues to be a complex process. 

Much of the complexity surrounding medication reconcili-
ation is a consequence of the number of individuals and 
practice settings involved in the process. The implementation 
of medication reconciliation often involves pharmacists, phy-
sicians, nurses, administrators, patients and their caregivers, 
and other health care professionals.  Patient care settings 
that may be involved in the process include community 
pharmacies and other ambulatory care settings, hospitals 
and other acute care settings, home care, long-term care, 
medical offices/clinics, and hospice care.  Although a 
myriad of health care professionals and patient care settings 
may be involved in the process, it is essential that the focus 
of medication reconciliation is on global patient safety and 
not the fulfillment of accreditation standards.3

Pharmacists are in the position to play a leadership role 
in collaborating with other health care professionals in the 
coordination and implementation of medication reconcili-
ation in a variety of patient care settings.  The intent of 
this publication is to provide a better understanding of the 
medication reconciliation process, its effect on patient care 
and outcomes, and how pharmacists can contribute to 
improving this process using a standardized framework of 
service delivery defined in the context of medication therapy 
management (MTM).  Common barriers to implementation 
of medication reconciliation and foundational concepts 
important to its adoption are presented. 
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DEFINING MEDICATION  
RECONCILIATION 
Although the definition of medication reconciliation has 
been widely discussed among health care professionals, a 
consensus definition has not been reached.  In early 2007, 
the American Pharmacists Association and the American 
Society of Health-System Pharmacists convened an expert 
panel to establish a shared vision of medication reconcili-
ation.  The goal was to develop a definition that the two 
organizations could use in discussions with both peers and 
interdisciplinary groups.  The shared definition developed 
by the expert panel is:

Medication reconciliation is the comprehensive evalu-
ation of a patient’s medication regimen any time there 
is a change in therapy in an effort to avoid medica-
tion errors such as omissions, duplications, dosing 
errors, or drug interactions, as well as to observe 
compliance and adherence patterns. This process 
should include a comparison of the existing and 
previous medication regimens and should occur at 
every transition of care in which new medications are 
ordered, existing orders are rewritten or adjusted, or 
if the patient has added nonprescription medications 
to [his or her] self-care.1

This definition agrees with the one used by the Pharmacy 
Quality Alliance4 and the definition provided by The Joint 
Commission.5  The health care team should consider using 
this definition and the medication reconciliation process de-
scribed here to improve communication among health care 
professionals during transitions in all patient care settings. 

According to The Joint Commission, the medication recon-
ciliation process consists of five steps: (1) develop a list of 
current medications; (2) develop a list of medications to be 
prescribed; (3) compare the medications on the two lists;  
(4) make clinical decisions based on the comparison; and 
(5) communicate the new list to appropriate caregivers and 
to the patient.5  The Institute for Healthcare Improvement has 
further simplified the process of medication reconciliation 
into three steps: (1) verification (collection of the medication 
history); (2) clarification (ensuring that the medications and 
doses are appropriate); and (3) reconciliation (documenta-
tion of changes in the orders).6  Both views of the process 
should be considered when medication reconciliation is 
provided.

Medication reconciliation should be performed when the 
patient undergoes (1) a transition of care between care 
settings (e.g., an entry/admission or discharge to/from the 
hospital, ambulatory care setting, or long-term care facility)7-9 

or (2) a new level of care within a setting or a change of 
care location in a setting9 and/or change in care providers.  
A transition of care, defined as “the movement of patients 
between health care locations, providers, or different levels 
of care within the same location as their conditions and care 
needs change, frequently involves multiple persons, including 

the patient, the family member or other caregiver(s), nurse(s), 
social worker(s), case manager(s), pharmacist(s), physician(s), 
and other providers.”10  The medication reconciliation process-
es described should be performed at each transition of care 
to ensure medication safety for the patient in all health care 
settings.  The collaboration of pharmacists with the patient, 
caregivers, and other health care providers is critical for the 
provision of successful medication reconciliation.

DEFINING MEDICATION  
RECONCILIATION AS A  
COMPONENT OF MEDICATION  
THERAPY MANAGEMENT
Although medication reconciliation is sometimes inaccurate-
ly perceived as the mere compilation of a medication list, 
it is a critical, if not the primary, element in MTM.  Effective 
medication reconciliation is composed of multiple processes 
that together reduce medication errors, support safe medi-
cation use by patients, and encourage community-based 
providers and those practicing in hospitals and health 
systems to collaborate in organized medication reconcilia-
tion programs to promote overall continuity of patient care.  
Medication reconciliation can be efficiently, effectively, and 
consistently performed by pharmacists or other qualified 
health care professionals using an established, standardized 
approach as a component of MTM.

“Medication therapy management” has been defined by 
the pharmacy profession as “a service or distinct group of 
services that optimize therapeutic outcomes for individual 
patients.”  MTM services are independent of, but can occur 
with, the provision of a medication product.  They encom-
pass a broad range of professional activities and respon-
sibilities within the licensed pharmacist’s or other health 
care provider’s scope of practice.11 The Patient Protection 
and Affordable Care Act of 2010, which provides grants 
or contracts for the implementation of MTM services in the 
treatment of chronic diseases, identifies 10 MTM service 
components and specifies that MTM services shall include12:

Performing or obtaining necessary assessments of the 
health and functional status of each patient receiving such 
MTM services.

Formulating a medication treatment plan according to 
therapeutic goals agreed upon by the prescriber and the 
patient or caregiver or authorized representative of the 
patient.

Selecting, initiating, modifying, recommending changes 
to, or administering medication therapy.

Monitoring, which may include access to, ordering, or 
performing laboratory assessments, and evaluating the 
response of the patient to therapy, including safety and 
effectiveness.
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Performing an initial comprehensive medication review to 
identify, resolve, and prevent medication-related problems 
(MRPs), including adverse drug events (ADEs), quarterly 
targeted medication reviews for ongoing monitoring, and 
additional follow-up interventions on a schedule devel-
oped collaboratively with the prescriber.

Documenting the care delivered and communicating es-
sential information about such care, including a summary 
of the medication review, and the recommendations of the 
pharmacist to the patient’s other health care providers in a 
timely fashion.

Providing education and training designed to enhance the 
understanding and appropriate use of the medications by 
the patient, caregiver, and other authorized representative.

Providing information, support services, and resources 
and strategies designed to enhance patient adherence 
with therapeutic regimens.

Coordinating and integrating MTM services within the 
broader health care management services provided to the 
patient. 

Such other patient care services allowed under pharma-
cist scopes of practice in use in other federal programs 
that have implemented MTM services.

A foundational service model for the provision of MTM, 
Medication Therapy Management in Pharmacy Practice: 
Core Elements of an MTM Service Model, Version 2.0, 
incorporates these 10 MTM service components into the fol-
lowing five core elements:

Medication therapy review—a systematic process of col-
lecting patient-specific information, assessing medication 
therapies to identify MRPs, and creating a plan to resolve 
them.

Personal medication record—a comprehensive record of 
the patient’s medications.

Medication-related action plan (MAP)—a patient-centric 
document containing a list of actions for the patient to use 
in tracking progress for self-management.

Intervention and/or referral—pharmacist-provided consul-
tative services to address MRPs; when necessary, referral 
of the patient to a physician or other health care provider.

Documentation and follow-up—documentation in a con-
sistent manner and follow-up or transition of the patient 
from one care setting to another.13

Pharmacists can use these five core elements of MTM to 
provide medication reconciliation in any patient care setting.  
An effective medication reconciliation process following 
these MTM core elements reduces medication errors, sup-
ports safe medication use by patients, and encourages both  
community-based providers and those in hospitals and 

health systems to collaborate in organized medication  
reconciliation programs to promote overall continuity of 
patient care. 

MTM is vital to the contemporary model of patient care 
which allows for enhanced relationships among health care 
providers to optimize patient care through collaboration.  
This is particularly true for the rapidly emerging hospitalist 
model of inpatient care which offers new and significant 
opportunities to optimize patient care through collabora-
tion among hospitalists, pharmacists, and other health care 
providers.  As pharmacists in all practice settings join with 
prescribers and others to ensure safe and effective medica-
tion therapy, medication reconciliation becomes an increas-
ingly important element of medication therapy management 
particularly during care transitions. 

The pharmacist’s activities in MTM include, but are not 
limited to, initiating and modifying the patient’s drug therapy 
under collaborative agreements with prescribers; monitor-
ing the patient’s response to drug therapy; ordering and 
performing laboratory and related tests; assessing patient 
response to therapy; counseling and educating the patient 
on medications; and administering medications.  As a 
component of MTM, medication reconciliation is an espe-
cially important step in the provision of safe and effective 
medication therapy as a growing number of providers and 
specialists are responsible for patient care by means of an 
interdisciplinary team approach.

JUSTIFYING THE NEED FOR  
MEDICATION RECONCILIATION 
The goal of medication reconciliation is to obtain and 
maintain accurate and complete medication information 
for a patient and use this information within and across the 
continuum of care to ensure safe and effective medication 
use. When there is a lack of consistency in collecting and 
documenting medication histories and performing medica-
tion reconciliation, a variety of MRPs occur.  Potential MRPs 
that can be prevented by medication reconciliation include 
failure to receive a medication (for pharmaceutical, psy-
chological, sociological, or economic reasons), ADEs, drug 
interactions, and medication use without indication.

Patients are particularly vulnerable to ADEs during transi-
tions of care, when communication about medications is 
more likely to break down across the care continuum.  An 
estimated 60% of all medication errors occur during times of 
care transitions.14  In recent years, studies have demonstrated 
the need to address MRPs and improve patient safety 
through medication reconciliation.  Study results indicate:   

Approximately 1.5 million preventable ADEs occur annu-
ally as a result of medication errors, at a cost of more than 
$3 billion per year.15   



8

Approximately half of all hospital-related medication 
errors and 20% of all ADEs have been attributed to poor 
communication at the transitions and interfaces of care.16,17

The average hospitalized patient is subject to at least one 
medication error per day.15

One in five patients discharged from hospitals suffers 
an adverse event, 72% of which are related to medica-
tions.18,19 

Seventy-six percent of Medicare re-hospitalizations in 
2007 were potentially preventable, suggesting that  
$13 billion of the $15 billion in readmission costs may  
be unnecessary and preventable.20

ADEs account for 2.5% of estimated emergency depart-
ment visits for all unintentional injuries and 6.7% of those 
leading to hospitalization.21

The occurrence of unintended medication discrepancies at 
the time of hospital admission ranges from 30% to 70%, 
as reported in two literature reviews.22,23

These examples illustrate the need for medication reconcilia-
tion to ensure patient safety during transitions of care.

EVIDENCE SUPPORTING THE  
PHARMACIST’S CONTRIBUTION TO  
MEDICATION RECONCILIATION
Pharmacists have a unique combination of knowledge, 
skills, and position in the medication-use process to facilitate 
the implementation of effective medication reconciliation 
processes.1   Although the process may vary with practice 
settings and available resources, pharmacists can serve an 
important role in care transitions by providing MTM services 
and facilitating medication reconciliation across the con-
tinuum of care.  As a key member of the health care team, 
the pharmacist, as a medication expert, can work with the 
patient’s other health care providers to prevent morbidity 
and mortality by identifying and resolving MRPs, including 
improper drug selection, sub- and supratherapeutic dos-
ages, medication non-adherence, therapeutic duplication or 
omission, drug interactions, drug use without indication, and 
treatment failures. 

Recent studies have demonstrated that the pharmacist’s 
involvement in medication reconciliation during transitions 
of care results in improved patient outcomes and an overall 
reduction in health care costs.  The following evidence sup-
ports pharmacist involvement in care transitions:

Results of the largest medication reconciliation study to 
date indicate that 36% of patients had medication errors 
at admission, of which 85% originated from the patient’s 
medication history.24

Strategies shown to reduce medication errors at transi-

tions include the involvement of pharmacist medication 
review at discharge.25,26

Pharmacist-provided medication therapy review and 
consultation in various settings resulted in reductions in 
physician visits, emergency department visits, hospital 
days, and overall health care costs.13

Medication reconciliation reduced discharge medication 
errors from 90% to 47% on a surgical unit and from 57% 
to 33% on a medical unit of a large academic medical 
center.25

THE ROLE OF THE PHARMACIST IN  
MEDICATION RECONCILIATION 
The pharmacist’s provision of MTM is based on a commit-
ment to continuous care on behalf of the patient, including 
the assurance that continuity of care is maintained when a 
patient moves from one component of a health care system 
to another.27  Pharmacists have a pivotal role in the ad-
vancement of collaboration among health care providers to 
ensure that an effective process for medication reconciliation 
is in place and is used successfully to reduce MRPs during 
care transitions in all practice settings.  To fulfill this role, 
pharmacists should provide leadership in the design and 
management of patient-centered medication reconciliation 
systems, educate patients and other health care providers 
about the benefits and limitations of the medication recon-
ciliation process, and serve as patient advocates throughout 
transitions of care.  Pharmacists must work in an interdepen-
dent fashion with pharmacy colleagues, hospitalists, primary 
care physicians, specialists, nurses, and other health care 
professionals in a wide variety of circumstances to facilitate 
communication among health care professionals, optimize 
the use of health information technology (HIT) to support 
safe care transitions, and ensure the bidirectional flow of 
medication, diagnostic, and laboratory information.  

As stated in a draft ASHP Statement on the Pharmacists Role 
in Medication Reconciliation (in development as of October 
2011) pharmacists should take a leadership role in system-
based medication reconciliation activities, including: 

Development of policies and procedures for patient- 
centered medication reconciliation systems.

Implementation and performance improvement of sys-
tems, including workflow development.

Training and competency assessment of those performing 
medication reconciliation activities.

Development of electronic medication record applications.

Professional and community advocacy.

Pharmacists can consistently and effectively provide medi-
cation reconciliation for patients during care transitions by 
using a standardized approach to MTM service delivery that 
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is consistent with federal legislation and regulations.  Begin-
ning with a comprehensive medication therapy review and 
subsequently formulating a personal medication record and 
MAP, pharmacists can work with other members of the health 
care team to evaluate medication therapy, resolve identified 
problems, and refer the patient to an appropriate health care 
professional if needed.  Proper documentation, including 
optimizing the use of HIT, will allow the pharmacist to safely 
transition the patient to another health care professional or 
setting and can demonstrate improvements in clinical, eco-
nomic, and humanistic outcomes.13 The pharmacist’s role in the 
provision of medication reconciliation is presented below for 
each of the five components of the MTM service model.

Performing A Medication Therapy Review

Gather relevant information from the patient and/or the 
patient’s family as needed to start the medication recon-
ciliation process.

Obtain a complete and accurate list of medications that 
the patient is currently taking and document the informa-
tion in the medical record.

Develop a medication lista to include “all medications as 
defined by accrediting organizations such as The Joint 
Commission, including, at a minimum, prescription medi-
cations; sample medications; vitamins and nutriceuticals; 
over-the-counter (OTC) drugs; complementary and alter-
native medications; radioactive medications; respiratory 
therapy–related medications; parenteral nutrition; blood 
derivatives; intravenous solutions (plain or with additives); 
investigational agents; and any product designated by the 
Food and Drug Administration as a drug.”8

Assess the patient’s medications for the presence of any 
MRPs, develop a prioritized list of MRPs, and create a 
plan to resolve them by:

—Comparing current medications with new medica-
tion orders and new OTC medications.  Medi-
cations that need to be discontinued should be 
documented along with the reason for the discon-
tinuation.5

—Making and documenting clinical decisions based 
on the comparison of the two medication lists.5

—Identifying and resolving discrepancies identified 
through clinical decision processes (reviewing any 
MRPs or discrepancies, such as omissions, dupli-
cations, contraindications, adjustments, deletions, 
additions, and unclear information).7

Assess cultural issues, education level, language barri-
ers, literacy level, and other characteristics of the patient’s 
communication abilities that could affect outcomes.

Providing A Personal Medication Record

Provide the patient with an up-to-date personal medica-
tion recordb by:

—Instructing patients being transitioned between 
community ambulatory (home) settings and in-
patient care settings to share the current personal 
medication record with their community or inpa-
tient pharmacist, physicians, and other health care 
providers.

—Following up with patients to provide up-to-date 
personal medication records as MRPs are resolved.

—Including the following  information in addition to 
medication-related information:

 
  physician, or other health care professional

 —Obtaining the health care provider’s signature.

 —Providing special instructions.

a In addition to the medication name, complete and accurate information should be noted pertaining to the route and frequency of administration, indication for use, patient al-
lergies, prescriber, pharmacy name, and other medication-related information (at a minimum include the dose, route, and dosing interval in addition to the medication name).8

b The maintenance of the medication list is a collaborative effort among the patient, pharmacist, physician, and other health care professionals. Patients should be educated 
to carry their medication list with them at all times and share it at all health care visits and at all admissions to or discharges from institutional settings to help ensure that all 
health care professionals are aware of their current medication regimen.13
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Creating A Medication-Related Action Plan

Provide the patient with a medication-related action plan 
(MAP)c that includes the following:

—Patient name

—Primary care physician contact information

—Pharmacy/pharmacist contact information

—Date of MAP creation

—Action steps for the patient

—Notes for the patient

—Appointment information, if applicable

—Specific items that require intervention

Intervention and/or Referral and  
Documentation/Follow-Up

Communicate with appropriate health care professionals 
(e.g., prescribing physician, pharmacists) as needed to re-
solve MRPs and discrepancies and document interaction.

Clarify or resolve MRPs with the prescriber.

Document the resolution to update the medication list 
accordingly and communicate with relevant prescribers as 
appropriate.5,7,9

COMMON BARRIERS TO  
IMPLEMENTATION OF MEDICATION  
RECONCILIATION
It is important to explore potential barriers to the medica-
tion reconciliation process so the health care team can work 
together to address and overcome these issues.  There are 
several common barriers to consider when designing and 
implementing the medication reconciliation process within a 
patient care setting. 

Insufficient Standardization of Data Elements 
in the Medication Record (List)

Providing the patient with an updated medication list is an 
integral part of the medication reconciliation process.  In 
order to improve communication and the exchange of in-
formation among different patient care settings, a standard-
ized approach for the medication list should be developed.  
A medication list is defined as “a record of current medica-
tions that an individual carries across the continuum of care 
to stimulate conversation between the individual and his or 
her health care providers regarding the patient’s current 
medications.”28 A standardized data set for the medication 
list that can serve as a tool of verification should be used to 

accelerate the initiation of patient care and to encourage 
consistency.29

By working with community pharmacies, ambulatory 
care centers, hospitals, physician offices/clinics, and other 
patient care settings in the nearby and surrounding area, 
the health care team can effectively implement the use of 
a standardized medication list.  In addition to employing 
the data elements presented previously under “Providing a 
Personal Medication Record,” (example available at www.
pharmacist.com/MTM/PMR) the health care team can utilize 
the proposed draft of the standardized personal medication 
list30 to be used for Part D beneficiaries receiving MTM  
from a health care professional. The team can also refer-
ence the ASHP My Medicine List, available at www.ashp.
org/MyMedicine List, which was developed through a 
consensus process. It is anticipated that over time a stan-
dardized format that meets the needs of both patients and 
providers will be adopted universally.  In addition to written 
versions, teams can build electronic versions capable of be-
ing integrated into electronic health records (EHRs).

Need for Adoption of the Standardized  
Medication Record (List) and Sharing of the 
Appropriate Information by Both Patients  
and Health Care Professionals

Lack of use of the medication list by the patient and health 
care professionals hinders the widespread adoption of 
medication reconciliation.  Patients must present the medi-
cation list to their health care professionals, and health 
care professionals should inquire about the medication list 
during care transitions.  When both parties participate in 
this manner, widespread adoption of this integral part of the 
medication reconciliation process can be established. 

The main barriers to the adoption of a medication list by 
patients are the perceived value, usability, and portabil-
ity of the medication list.  Through education, pharmacists 
and other health care professionals can convey to patients 
and caregivers the importance and value of carrying a 
medication list with them throughout the continuum of care.  
To ensure that the patient can easily access and use the 
medication list, the health care team should consider the 
“consumer’s vision, literacy level, language spoken, cognitive 
ability, and assistance of a provider or caregiver” when de-
veloping the list.28 The size of the list and medium used also 
should be considered so it can be portable across all patient 
care settings.  Engaging the patient in each of these areas 
can lead to the adoption and increased use of the medica-
tion list by the patient.  In addition, stakeholder organiza-
tions can develop incentives, conduct social marketing, and 
educational campaigns to target this issue.

Health care professionals also must fully utilize the medi-
cation list and share appropriate information for optimal 

c In institutional settings, the MAP could be established at the time the patient is discharged for use by the patient in medication self-management.13
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success in medication reconciliation.  Barriers to the use of the 
medication list by health care professionals include “duplica-
tive and additive workflow, misaligned financial incentives 
across the continuum of care, low reliability of the current 
health care system, misperception of increased liability, lack of 
evidence to validate the importance of the medication list, and 
failure by the public to adopt the list.”28 Potential resolutions to 
these barriers include:

Incorporating the medication list into the patient’s health 
record.

Implementing financial incentives for health care profes-
sionals who update and provide medication lists as part of 
medication reconciliation.

Developing a culture of accountability.

Promoting the adoption of legislation to ease provider  
liability.

Conducting research that validates the use of the medica-
tion list.

Promoting legislation and regulation that encourages the 
use of medication lists that can be integrated into an elec-
tronic health care record infrastructure. 

In order for effective medication reconciliation to occur,  
providers, including pharmacists, need access to appropriate 
clinical information (e.g. diagnosis and laboratory values). The 
emerging health-information technology infrastructure  
will help to support connectivity between all entities.

The health care team should openly discuss these barriers as 
well as barriers specific to patient care settings to determine 
how to best address them.  

Lack of Established Best Practices

Pilot programs exploring the implementation of medication 
reconciliation have been conducted, but further research is 
needed to address the lack of established best practices for 
medication reconciliation.  Research should focus on imple-
mentation strategies for medication reconciliation, integration 
of HIT-based innovations, addressing patient privacy concerns 
including requirements stemming from the Health Insurance 
Portability and Accountability Act (HIPAA), identification 
and development of best practices, and potential solutions to 
overcome barriers to providing medication reconciliation.3 
Results from future studies should be communicated to the en-
tire health care community.  It is anticipated that the research 
provided from such studies will translate into recommenda-
tions that can be developed into established practice models 
for various patient care settings.  These models can then be 
adapted and adopted accordingly by the health care team to 
fit the needs of the patient and the institution. 

FOUNDATIONAL CONCEPTS  
FOR IMPROVING CARE  
TRANSITIONS THROUGH  
MEDICATION RECONCILIATION
Just as there are common barriers to the implementation 
of medication reconciliation, there also are foundational 
concepts for improving care transitions through medication 
reconciliation.  The following foundational concepts outline the 
tenets of medication reconciliation and can be applied in col-
laboration with other health care professionals in the medica-
tion reconciliation process across the health care continuum.  
Health care professionals involved in medication reconciliation 
are expected to work together in implementing the founda-
tional concepts by aligning standard operating procedures 
and assigning responsibilities in the overall process.31

The foundational concepts are intentionally broad to facilitate 
medication reconciliation in a variety of patient care settings.  
Implementing these foundational concepts will vary with 
respect to the patient care setting, resource availability, patient 
population, and HIT capacity. 

Methods pertaining to the specific implementation of each 
foundational concept are beyond the scope of this publica-
tion.  The foundational concepts are presented here as the 
underpinnings for the design and implementation of medica-
tion reconciliation in a variety of patient care settings. 

Foundational Concept 1:  Medication reconcilia-
tion is a key process required to improve patient 
care and outcomes in care transitions.

Studies have shown that performing interventions such as 
medication reconciliation during care transitions can signifi-
cantly improve patient care.2,24,25,32,33  The benefits of provid-
ing medication reconciliation, such as reducing ADEs and 
medication-related errors, extend beyond the hospital envi-
ronment as health care continues to evolve to include a variety 
of patient care settings and services.  The health care team 
must keep pace with this increased complexity and provide 
medication reconciliation during each step of the patient care 
continuum to maintain continuity and improve patient safety. 

Owing to their involvement with patients throughout the health 
care continuum, pharmacists should take a lead role in the 
establishment and optimization of medication reconciliation 
during care transitions.
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Foundational Concept 2:  Medication reconcili-
ation is a patient-centered process focusing on 
patient safety. 

Although medication reconciliation has been linked to 
accreditation standards, the focus should always be on the 
safety of the patient.  The health care team should engage 
the patient in the process to address individual concerns 
and empower the patient to take a more active role in his 
or her medication management.  Patient participation is 
fundamental in having the patient take ownership of his or 
her medication regimen and be accountable in the medica-
tion reconciliation process. 

A patient-centric approach fosters a stronger rapport be-
tween the patient and health care professional during care 
transitions.  One of the goals of establishing this relation-
ship is to instill competence and confidence in the patient to 
update his or her medication list, adhere to the MAP, and 
properly manage the medication list when changes are 
made.  These patient-oriented documents will facilitate com-
munication during care transitions and serve as important 
tools for the safety of the patient. 

As one of the most accessible and trusted health care 
professionals, pharmacists are in the position to help im-
prove patient safety by further developing the pharmacist-
patient relationship and empowering the patient to take 
responsibility for his or her medication management.

Foundational Concept 3:  Medication reconcilia-
tion requires an interdisciplinary, collaborative 
approach.

An interdisciplinary, collaborative approach involves clearly 
defined roles within the medication reconciliation process. 
The definitions of these roles should include those of the 
patient and should be understood by each member of the 
health care team.  Notably, participants in the process must 
“recognize that these responsibilities may change depend-
ing on the dependency or vulnerability of the patient (e.g., 
children or geriatric patients) or the transition of care being 
undertaken by the patient (i.e., admission, transfer, or dis-
charge), thus requiring sites to develop clear policies about 
these roles and responsibilities and how they may change 
in various situations.”3

To ensure that clear policies and roles are developed and 
defined, it is important to engage higher administration 
in the process.  Upper management can provide critical 
support and guidance and can remove barriers to help the 
health care team effectively implement medication recon-
ciliation.3   Higher administration and the health care team 
should collaborate across patient care settings to develop 
cooperative goals for medication reconciliation and use 
this shared vision to help shape policies and procedures. 
Modification of medication reconciliation policies and pro-
cedures may need to occur if obstacles are encountered.

Medication reconciliation under the scope of MTM services 
is dependent upon pharmacists working collaboratively 
with physicians and other health care professionals to op-
timize medication use in accordance with evidence-based 
guidelines.13 Pharmacists are primed to lead the health care 
team in collectively determining the roles and responsibili-
ties of each member, including those of the patient.
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Foundational Concept 4:  Medication reconcili-
ation must be based on a culture of account-
ability. 

With the variety of health disciplines involved in a patient’s 
care, it is crucial that all members of the health care team 
and the patient be accountable and take responsibility for 
medication reconciliation.  Established policies and proce-
dures that outline each member’s role and responsibilities 
during different care transitions set the framework for build-
ing a culture of accountability. Having the health care team 
periodically come together to review the roles and respon-
sibilities can reinforce the health care team being account-
able for executing a shared vision and reaching coopera-
tive goals to improve patient safety.  Patient care settings 
also can develop an incentive or reward system in order to 
align accountability with one’s actions and to further instill a 
sense of ownership for each step in the process. 

Pharmacists, in collaboration with each member of the 
health care team, can foster a culture of accountability 
for providing medication reconciliation in accordance 
with the policies and procedures developed for a particu-
lar patient care setting.

Foundational Concept 5:  Medication reconcilia-
tion should be standardized.

The framework of the service model for MTM can and 
should be adopted by patient care settings to allow for a 
more standardized approach to the delivery of medication 
reconciliation across the health care continuum.  A stan-
dardized approach will increase uniformity and potentially 
lead to widespread adoption by both patients and other 
health care professionals.  By starting with a medica-
tion therapy review and then providing the patient with a 
personal medication list and MAP, the health care team can 
rely on a proven service model that can be easily adapted 
to each care episode.  Using an established foundational 
MTM service model allows for research to be conducted 
and used across care transitions to help identify areas in 
need of improvement for patient safety. 

As a leader in MTM, the pharmacist can perform medica-
tion reconciliation using a standardized approach to the 
provision of MTM as a framework to reduce medication-
related issues, improve health outcomes, and standardize 
the process of medication reconciliation.  Medication 
Therapy Management in Pharmacy Practice: Core Ele-
ments of an MTM Service Model, Version 2.0, is a prime 
example of such a standardized approach.13

Foundational Concept 6:  Effective medication 
reconciliation requires coordinated communi-
cation.

To ensure a seamless transition for the patient, members of 
the health care team must communicate with each other in 
an effective and reliable manner.  After medication recon-
ciliation has been performed, documentation needs to be 
provided to the patient, current health care professional, 
and the next health care professional(s) in the patient’s 
continuity of care.  Standardized documents, such as the 
medication list and MAP, as well as any interventions or 
referrals made by the health care professional performing 
medication reconciliation, will facilitate effective, bidirec-
tional communication.  Members of the health care team 
should hold each other accountable for this documenta-
tion and communication transfer to ensure that any noted 
discrepancies are resolved in a timely fashion. 

During care transitions, the pharmacist or transferring 
health care professional(s) should provide compre-
hensive and accurate information to the health care 
professional(s) responsible for continuing or maintaining 
medication management in accordance with the patient’s 
MAP.31

Foundational Concept 7:  Medication reconcilia-
tion requires integration of health information 
technology solutions. 

Despite the increased use of EHRs and electronic MTM 
documentation forms, a disparity in communication among 
health care professionals still exists.  The use of HIT can close 
this gap by expediting the transfer of information among 
health care professionals with increased reliability, consis-
tency, and quality.  This communication gap emphasizes the 
importance of electronic interoperability among community 
pharmacies, hospitals, physician offices/clinics, insurers, and 
other key stakeholders in order to improve the medication 
reconciliation process.  Once interoperability in HIT becomes 
widespread, the consistency of the medication reconcilia-
tion process can vastly improve.  Stakeholder organizations 
should convey to legislators the importance of interoperabil-
ity across patient care settings in alignment with the 2009 
Health Information Technology for Economic and Clinical 
Health (HITECH) Act Final Rule for EHR certification.3 

Pharmacists have the technological knowledge and 
expertise of using multiple health information platforms 
that can assist in the development and standardization 
of medication reconciliation by integrating HIT solutions 
into patient care setting infrastructures. With this skill set, 
pharmacists should be included as “meaningful use” 
eligible providers to enhance the medication reconcilia-
tion process. 
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Foundational Concept 8:  Medication reconcili-
ation requires a process of continuous quality 
improvement. 

Medication reconciliation often involves a phased imple-
mentation to identify areas for quality improvement before 
expanding into the next area or service of a particular 
patient care setting.  This process of continuous quality 
improvement should continue to be performed once medica-
tion reconciliation is fully implemented.  It is the responsibility 
of the transferring health care professional to evaluate the 
completeness of the medication reconciliation process to 
ensure that continuity of care has been achieved.31 At each 
step, the health care professional performing medication rec-
onciliation should note areas for improvement and relay that 
information to the health care team for continuous quality 
improvement.  As a patient-centered process focusing on pa-
tient safety, medication reconciliation also should include the 
patient for feedback regarding how to improve the current 
process.  Systems should be in place to facilitate data collec-
tion from both patients and other health care professionals to 
measure and evaluate the success of the current process. 

Pharmacists, often the last health care professional the 
patient sees before the next care episode, are in the position 
to evaluate data and outcomes to ensure that medication 
reconciliation is achieving its intended outcome of improving 
patient safety.

CONCLUSION
Since its introduction as a NPSG by The Joint Commission in 
2005, medication reconciliation has continued to be a high 
priority in the assurance of patient safety during transitions 
of care.  Although research on medication reconciliation has 
been increasing, more studies are needed on the successful 
implementation and adoption of medication reconciliation 
processes, with emphasis on the identification of current 
best practices for medication reconciliation.  The informa-
tion provided in this publication can be used to stimulate 
discussion among researchers and health care providers on 
how to best research and implement improvements in the 
medication reconciliation process.  The application of the 
foundational concepts in this publication and future work on 
the enhancement of the medication reconciliation process 
will help to improve patient safety and patient care outcomes 
during care transitions. 



IM
PR

O
V

IN
G

 C
A

R
E

 T
R

A
N

S
IT

IO
N

S
: 

O
P
TI

M
IZ

IN
G

 M
E
D

IC
A

TI
O

N
 R

E
C

O
N

C
IL

IA
TI

O
N

15

REFERENCES
1. Chen D, Burns A.  Summary and Recommendations of ASHP-APhA Medica-

tion Reconciliation Initiative Workgroup Meeting, February 12, 2007. Avail-
able at: http://www.ashp.org/s_ashp/docs/files/MedRec_ASHP_APhA_
Wkgrp_MtgSummary.pdf.  Accessed July 1, 2011. 

2. Voss R, Gardner R, Baier R, et al. The care transitions intervention: translat-
ing from efficacy to effectiveness.  Arch Intern Med. 2011;171:1232-7.

3. Greenwald JL, Halasyamani LK, Greene J, et al. Making inpatient medica-
tion reconciliation patient centered, clinically relevant, and implementable: 
a consensus statement on key principles and necessary first steps. Jt Comm J 
Qual Patient Saf. 2010;36:504-13.

4. Pharmacy Quality Alliance. 2009 PQA Annual Meeting: Measure Concepts 
Up for Vote. November 10, 2009. Available at: http://www.pqaalliance.
org/files/2009AnnMeet/4_Approved_Measure%20Concepts.pdf.  Ac-
cessed July 1, 2011. 

5. The Joint Commission. Using medication reconciliation to prevent errors. 
Sentinel Event Alert. Issue 35. January 25, 2006. Available at: http://www.
jointcommission.org/assets/1/18/SEA_35.PDF. Accessed July 1, 2011.

6. Institute for Healthcare Improvement. 5 Million Lives: Preventing Adverse 
Drug Events (Medication Reconciliation): How-to Guide. Available at: 
http://www.ihi.org/IHI/Programs/Campaign/ADEsMedReconciliation.htm. 
Published Oct. 1, 2008. Accessed July 1, 2011.

7. The Joint Commission. 2011 National Patient Safety Goals. Available 
at: http://www.jointcommission.org/assets/1/6/NPSG_EPs_Scoring_
HAP_20110706.pdf. Accessed July 1, 2011.

8. National Quality Forum. Patient Safety: Safe Practices 2010. Safety Mea-
sure 17: Medication Reconciliation. Available at: http://www.qualityforum.
org/Projects/Safe_Practices_2010.aspx. Accessed April 22, 2010.

9. Academy of Managed Care Pharmacy, American Pharmacists Associa-
tion, American Society of Consultant Pharmacists, American Society of 
Health-System Pharmacists, National Community Pharmacists Association. 
Re: Docket no. CMS-0033-P. Centers for Medicare and Medicaid Services. 
Medicare and Medicaid Programs; Electronic Health Records Incentive Program; 
Proposed Rule I42 CFR 412 et al) Document ID: RIN-0991-AB58. Department 
of Health and Human Services. Initial Set of Standards, Implementation Speci-
fications, and Certification Criteria for Electronic Health Record Technology; 
Interim Final Rule (45 CFR Part 170). Letter to Charlene Frizzera and David 
Blumenthal, MD, MPP. March 15, 2010. Available at: http://www.ncpanet.
org/pdf/leg/commenttoonccmsregmedrec.pdf.  Accessed July 1, 2011. 

10. National Transitions of Care Coalition, NTOCC Measures Work Group. 
Transitions of Care Measures. 2008. Available at: http://www.ntocc.org/
TransitionsOfCare_Measures.pdf. Accessed July 1, 2011.

11. Bluml BM. Definition of medication therapy management: development of a 
professionwide consensus. J Am Pharm Assoc. 2005;45:566-72. 

12. Patient Protection and Affordable Care Act, Pub. L. No. 111-148, §2702, 
124 Stat (2010).

13. American Pharmacists Association. Medication Therapy Management in  
Pharmacy Practice: Core Elements of an MTM Service Model, Version 2.0. 
March 2008. Available at: http://www.pharmacist.com/MTM/Core 
Elements2. Accessed July 1, 2011. 

14. National Transitions of Care Coalition. Improving Transitions of Care: The 
Vision of the National Transitions of Care Coalition. May 2008. Available at: 
http://www.ntocc.org/Portals/0/PolicyPaper.pdf. Accessed July 1, 2011. 

15. Institute of Medicine. Preventing Medication Errors. Washington, DC: The 
National Academies Press; 2007.

16. Barnsteiner JH.  Medication reconciliation: transfer of medication informa-
tion across settings: keeping it free from error.  J Infus Nurs. 2005;28 
(2 suppl):31-6.

17. Rozich J, Roger R.  Medication safety: one organization’s approach to the 
challenge.  J Clin Outcomes Manag. 2001;8:27-34.

18. Forster AJ, Murff HJ, Peterson JF, et al. The incidence and severity of adverse 
events affecting patients after discharge from the hospital. Ann Intern Med. 
2003;138:161-7.

19. Forster AJ, Clark HD, Menard A, et al. Adverse events among medical 
patients after discharge from hospital. CMAJ. 2004;170:345-9.

20. Medicare Payment Advisory Commission. Report to the Congress: Promoting 
Greater Efficiency in Medicare. June 2007. Available at: http://www.med 
pac.gov/documents/jun07_entirereport.pdf. Accessed July 1, 2011. 

21. Budnitz DS, Pollock DA, Weidenbach KN, et al. National surveillance of 
emergency department visits for outpatient adverse drug events. JAMA. 
2006;296:1858-66.

22. Cornish PL, Knowles SR, Marchesano R, et al. Unintended medica-
tion discrepancies at the time of hospital admission. Arch Intern Med. 
2005;165:424-9.

23. Gleason KM, Roszek JM, Sullivan C, et al. Reconciliation of discrepancies 
in medication histories and admission orders of newly hospitalized patients. 
Am J Health Syst Pharm. 2004;61:1689-95. 

24. Gleason KM, McDaniel MR, Feinglass J, et al. Results of the Medications At 
Transitions and Clinical Handoffs (MATCH) study: an analysis of medication 
reconciliation errors and risk factors at hospital admission. J Gen Intern Med. 
2010;25:441-7.

25. Murphy EM, Oxencis CJ, Klauck JA, et al. Medication reconciliation at an 
academic medical center: implementation of a comprehensive program 
from admission to discharge. Am J Health Syst Pharm. 2009;66:2126-31.

26. Schnipper JL, Kirwin JL, Cotugno MC, et al. Role of pharmacist counseling 
in preventing adverse drug events after hospitalization. Arch Intern Med. 
2006;166:565-71.

27. American Society of Hospital Pharmacists.  ASHP statement on pharmaceuti-
cal care.  Am J Hosp Pharm. 1993;50:1720-3.

28. American Society of Health-System Pharmacists. Executive summary of 
the Continuity of Care in Medication Use Summit. Am J Health Syst Pharm. 
2008;65:e3-9.

29. ASHP Continuity of Care Task Force. Continuity of care in medication man-
agement: review of issues and considerations for pharmacy. Am J Health 
Syst Pharm. 2005;62:1714-20.

30. Department of Health and Human Services Centers for Medicare and Med-
icaid Services. Letter to All Part D Sponsors:  Standardized Format for the 
Comprehensive Medication Review Action Plan and Summary—Request for 
Comment. Available at: http://www.cms.gov/PrescriptionDrugCovContra/
Downloads/MemoMTMPDraftStandardFormat_03.11.11v2.pdf. Accessed 
July 1, 2011. 

31. Australian Pharmaceutical Advisory Council. Guiding Principles to Achieve 
Continuity in Medication Management. July 2005. Available at: http://www.
health.gov.au/internet/main/publishing.nsf/Content/4182D79CFCB23CA2
CA25738E001B94C2/$File/guiding.pdf. Accessed July 1, 2011.

32. Coleman EA, Parry C, Chalmers S, et al. The care transitions intervention: 
results of a randomized controlled trial. Arch Intern Med. 2006;166:1822-8. 

33. Kramer JS, Hopkins PJ, Rosendale JC, et al. Implementation of an electronic 
system for medication reconciliation. Am J Health Syst Pharm. 2007;64:404-
22.



16



IM
PR

O
V

IN
G

 C
A

R
E

 T
R

A
N

S
IT

IO
N

S
: 

O
P
TI

M
IZ

IN
G

 M
E
D

IC
A

TI
O

N
 R

E
C

O
N

C
IL

IA
TI

O
N

17



1
1
-3

6
1


