

















Medication discrepancies affecting

senior patients at hospital admission
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Unintended Medication Discrepancies
at the Time of Hospital Admission




Medication histories and admission orders

Reconciliation of discrepancies

in medication histories and admission
orders of newly hospitalized patients
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Conciliar: «Conformar dos o mds proposiciones o doctrinas
al parecer contrarias».

Justificacion

Los errores de medicacion son una de las principales causas
de morbilidad de los pacientes hospitalizados. La revisitn de
las historias clinicas muestra que la mitad de Ics errores de
medicacién se producen en procesos relacionados con la
transicion asistencial y con cambios en el responsable del
paciente?. Las discrepancias que se producen entre los me-
dicamentcs que el paciente tomaba antes del ingreso y la
prescripcion hospitalaria se han puesto en evidencia en di-
versos estudios*A. De forma similar, |a vulnerabilidad de los
pacientes al alta se pone de manifiesto por datos que indi-
can que un 12% de los pacientas experimentan un efecto
adverso en las 2 semanas posteriores al alta hospitalaria®.

Realizar una historia farmacoterapéutica completa y correc-
ta al ingreso hospitalario es parte importante de la anamne-
sis_médica. Lina historia farmacoterapéutica errénea o in-

Al conciliar el tratamiento, se debe comprobar no sélo que
la prescripcion necesaria del paciente se mantiente durante
la transicion asistencial, sino valorar conjuntamente la con-
cordancia y la adecuacion de la medicacion cronica con la
prescrita en el hospital, por o que se deben considerar las
duplicidades yfo las interacciones gue se producen entre el
tratamiento cronico y el hospitalario.

De esta forma, podriamos definir la conciliacion del trata-
miento (reconciliation of medication) como el proceso for-
mal que consiste en valorar el listado completo y exacto de
la medicacion previa del paciente conjuntamente con la
prescripcion farmacoterapéutica después de la transicin
asistencial (al ingreso, después de un cambio de adscrip-
cion o al alta hospitalaria). Si se encuentran discrepancias,
duplicidades o interacciones entre el tratamiento cronico y
el hospitalario, se debe comentarlas con el médico vy, si pro-
cede, modificar la prescripcion médica. Toda discrepancia
no justificada por el médico se considera un error de conci-
liacion®,

Causas de los errores de conciliacion
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FAQs for The Joint Commission’s

2007 National Patient Safety Goals
(Updated 1/07)

Questions about Goal 8 (Reconcile medications)

[SA&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/chient/resident has
been taking prior to the time of admission or enfry to a new setiing with the medications that the
organization 1s about to provide. The purpose of the reconciliation is to avoid errors of
transcription, omission, duplication of therapy, dmg-drug and dmg-disease interactions, etc. It 1s
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. [2/04]

[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
dmugs; vaccines; diagnostic and contrast agents used on or administered to persons to diagnose,
treat, or prevent disease or other abnormal conditions; radicactive medications; respiratory
therapy treatments; parenteral nutrition; blood derrvatives; intravenous solutions (plain, with
electrolytes and/or drugs); and any preduct designated by the Food and Dmug Adnunistration
(FDA) as a drug. This definition of medication does not include enteral nutrition solutions, which
are considered food products, oxvgen, and other medical gases.

Obwviously, this is a very comprehensive definition and for mest patients/clients/residents
coming from home or recetving care in their homes, many of the items will not be relevant.
However, you should at least inguire about prescription meds, over-the-counter or sample

ammdimntinans el aea dsate rritnanses smssrbedasarteanls dere satathas ned cnceieatoer s Hanenanes



Table 1. Summary of Safe Practice Recommendations for Reconciling Medications at Admission*

Collect complete and accurate pre-admission medica-
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Example: Reconciling Form

.’ UMassMemorial

PREADMISSION MEDICATION LIST
VERIFICATION AND ORDER FORM
(Medication Reconciliation)

O CHECK HERE IF THIS IS AN ADDENDUM 10 OR
REVISION OF PREVIOUSLY COMPLETED
MEDICATION LIST
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PHYSICIAN | PHYSICIAN
ORDER ORDER
Ceatinue Comtiue  JCOMPLETE
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Duplicidad
terapéutica
4%

Mto innecesario
4%
Prescripcion
iIncompleta
7%

Mto noguia _—

13%

Mto equivocado
1%

Dif. Dosis via pauta
18%

Omisién de mto
53%




No hubiera
alcanzado al
paciente
13%

Podria haber
causado dafo
temporal
18%

Hubiera requerido

monitorizacion
7%

Podria haber
causado dafno
permanente
3%

Hubiera alcanzado
sin dafo
59%
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