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Policy and Procedure: Medication Reconciliation
POLICY: 
It is the policy of this facility to prevent residents from experiencing adverse events related to medication usage. A medication reconciliation will be conducted for all resident admissions/readmissions and upon transfer/discharge. This medication reconciliation will be documented in the clinical record.

PURPOSE: 
To promote resident safety, quality of care, and avoidance of adverse drug events (ADE). The facility will review and reconcile the resident’s current medication regimen upon admission and/or readmission to the facility and provide an updated medication list to the next service provider at the time of discharge/transfer from this facility.
PROCEDURE: 
1. On admission/readmission the Admitting RN will review the hospital discharge medication list as well as the discharge summary.
2. The RN will request a medication list from the resident/resident representative and compare same to hospital discharge list. If the resident/representative does not have a medication list from the community the RN will ask what medications the resident was receiving in the community and why, including over the counter (OTC) vitamins, herbal supplements, and ointments.
3. This information will be reconciled with the hospital medication list by the RN.
4. Medication discrepancies, including the name of the drug, dosage, route, frequency, and reason for administration, will be reviewed by the RN with the primary physician.
5.  The Physician will provide current medication orders for the resident. 
6.  For Medication orders obtained via telephone order, The RN will read back to the physician all ordered medications.
7. The RN will document the medication reconciliation was completed in the medical record and that any discrepancies were clarified by PMD.
8. For residents under PPS Part A Medicare stay, this information will be documented on the MDS 3.0 Section N2005. Any discrepancies must be addressed by midnight of the night following admission.
9. The Unit nurse will transcribe all medication orders.
10. The vendor pharmacy will provide all ordered medications.
11. The Pharmacy consultant will conduct a drug regimen review monthly for all long-term care residents and within 7-10 days for residents on short-term stays. (Refer to P/P Pharmacy Consultant DRR)
12. In instances when the Pharmacist identifies any situation that has the potential for an adverse outcome, the Director of Nursing/designee will be notified immediately of the drug irregularity(s) for the resident.
13. The Pharmacist will inform the RNS on duty when in the absence of the DNS who will then be responsible to inform the DNS, Primary MD, and/or Medical Director.
14. The IDT team will review all new and readmissions at AM Meeting including validating that medication reconciliation was completed.
15. Medication reconciliation will be conducted prior to the transfer of the resident to another facility, e.g., hospital or other nursing facility. A list of current medications will be sent to the receiving facility. The charge nurse may contact a nurse at the receiving facility to provide this information.
16. Upon discharge to a private residence, a written list of all medications, including high-risk medications such as insulin and anti-coagulants, will be provided and reviewed with the resident and/or caregiver. The nurse will allow time for verbalizing understanding. Contact information for the nurse/designee familiar with the discharging resident’s care may be provided so questions can be answered once the resident returns home.
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