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Background

Nearly one fifth of patients experience an adverse event 

following hospital discharge and 60 percent of adverse events 

are preventable and related to mediation errors.1,2 Pharmacist 

involvement in hospital discharge improves patient outcomes 

by resolving medication discrepancies, preventing ADRs, and 

improving patient understanding of medications.3-6

Purpose 

When a pharmacist performs medication reconciliation, there 

is an opportunity to educate patients about their medications 

while simultaneously reconciling the medication list. The 

objective of this study is to determine the impact of 

pharmacist-led medication reconciliation on patient 

satisfaction scores pertaining to communication about 

medications when a pharmacist participates in patient 

education while reconciling the medication list. Additionally, to 

determine a pharmacist’s ability to identify and reconcile 

medication discrepancies. 

Methods 

Preliminary Results  

Design:

 Prospective observational study assessing impact of pharmacist-

led medication reconciliation and discharge medication education on 

patient satisfaction scores pertaining to communication about 

medications. 

Inclusion and Exclusion Criteria:

 Inclusion Criteria: 

• Adult patients admitted to the medical floor at SPH and 

discharged to home between August 2016 and December 2016. 

Exclusion Criteria: 

•Pediatric patients

•Pregnant females 

•Patients discharged to prison, long term care facilities, or group 

homes 

•Patients diagnosed with dementia and no documented care giver 

•Patients discharged to hospice care 

Outcomes: 

Primary: Impact of medication education on patient satisfaction 

scores pertaining to communication about medications. 

Secondary: Number of discrepancies caught per patient, number 

and type of interventions made per patient, and time required for 

services provided. 

Primary Outcome 

HCAHPS: Understood Purpose of Taking Medications 

Secondary Outcome 

Number and Type of Discrepancies Caught on Admission 
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A total of 179 discrepancies were caught in 105 interventions (average of 1.7 discrepancies  per patient). 

Secondary Outcome 

Who Completed Medication Reconciliation Prior to Pharmacist Intervention and Discrepancies Caught During Intervention   
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Project Initiation 

Secondary Outcome 

Type of Pharmacist Interventions Made at Discharge 

Secondary Outcome 

Average Time Requirement per Pharmacist Intervention 

A total of 20 discrepancies were caught in 88 

interventions (average of 0.23 discrepancies/patient).

 Example of discrepancy caught by pharmacist 

during discharge medication reconciliation: 

dabigatran ordered as once daily instead of twice 

daily for new onset atrial fibrillation. 

Of the 88 medication reconciliation interventions 

completed, 86 received discharge medication counseling 

(2 patients declined).  

The average time dedicated to admission medication 

reconciliation and education was 26.6 minutes per patient 

with a range of 5-100 minutes per patient. 

The average time dedicated to discharge medication 

reconciliation and education was 27.5 minutes per patient 

with a range of 5-75 minutes per patient. 

Evaluation 

Thus far, pharmacist involvement in medication reconciliation on admission and discharge appears 

to correlate with improvement in patient satisfaction scores pertaining to communication about 

medications.  Prior to initiation of the pharmacist medication reconciliation and education service, 

patient satisfaction scores relating to communication about medications were on a consistent 

downward trend. Since initiation of the service, the downward trend has been reversed. 

Pharmacists consistently catch medication discrepancies during medication reconciliation that were 

missed by other health care professionals. 

Discussion  

Future Plans: 

 Survey providers and nurses to assess other healthcare team members’ satisfaction with the 

medication reconciliation service and identify possible areas of improvement. 

Expand pharmacist medication reconciliation service to include coverage over the weekend. 

Track percentage of patients admitted and discharged from SPH medical floor who have contact 

with a pharmacist on admission and/or discharge. 

Expand medication education service to include targeted disease-state education.
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