Medication Reconciliation  
2/07 FAQ’s for Emergency Departments 

[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]
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]

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]
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] 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]

If a patient comes into the ED and no medications are given to or prescribed for the patient during the ED visit, must a list of the patient’s medications be obtained on admission to the ED? If a list is required, must the list which will be unchanged be returned to the patient on discharge from the ED?

If there are no medications administered or prescribed during the encounter, then Goal # 8 does not apply.  If medications are administered but there are no changes to the patient’s continuing medications after the discharge from the ED, then the home medication list must be obtained and reconciled with meds ordered in the ED but thee is not need to provide a new copy of the discharge med list which hasn’t changed back to the patient. 
[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]
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