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A Worthy Challenge for the Office Practice

Many factors increase the risk of a
medication error or adverse event

occurring in the ambulatory setting. A | g /ll

single patient may seek or obtain
health care from many providers/
specialists, sometimes even within the
same office practice. The general
availability of a multitude of
prescription drugs, a proliferation of
over-the-counter medications, and
herbal and nutritional supplements can
increase the risk of a medication-
related injury to a patient. Further,
varying degrees of health care literacy
among a multigenerational and
multilingual client base can create the
perfect environment for medication errors
to occur.

By improving the information we collect
on patient medication use, and how we
manage and communicate this information
to patients, we can lessen the impact of the
aforementioned variables and the
probability of a medication-related patient
injury. One evidence-based risk
management tool that can be used in the
office setting that assists in reducing the
risk of an adverse drug event is medication
reconciliation.

Medication reconciliation is a patient
safety initiative supported by several
organizations, including the Institute for
Safe Medication Practices (ISMP), The
Joint Commission (TJC), the Institute for
Healthcare Improvement (IHI), and the

Centers for Medicare and Medicaid
Services (CMS). The emphasis has been
on implementation of medication
reconciliation processes in the hospital
setting, however; office practices and other
ambulatory care settings are increasingly
under pressure to adopt procedures aimed
at decreasing the risk of adverse events
caused by medication mismanagement. In
fact, for a medication reconciliation
process to be effective at any one point of
health care access, medication reconcilia-
tion must be successfully integrated along
the entire continuum of health care.

Why medication reconciliation and can it
prevent adverse drug events? Consider the
following:

A patient is on Coumadin therapy for
long standing and controlled atrial
fibrillation. She is instructed by a consult-
ing gastroenterologist to discontinue the
Coumadin prior to an elective screening

Continued on page 2



Medication Reconciliation: A Worthy Challenge for the Office Practice

colonoscopy. The procedure is uneventful. She is to follow up
with her primary care physician in two weeks regarding the
results and further care. In the meantime, she is not in-
structed to resume the Coumadin. She experiences a stroke
and permanent functional impairment.

Medication reconciliation is an active process meant to
identify discrepancies and possible medicine interactions, and
involves the collection of information and communication
amongst providers and the patient. So yes, medication
reconciliation, correctly performed by either the PCP or
consulting physician/hospital, could have prevented the
outcome in this case. However, medication reconciliation is
more than a mere list of medications handed to the patient on
a piece of paper.

The process of medication reconciliation involves several
steps. The first step, is obtaining the list of medications. On
the surface, this step seems the easiest since most office
practices already maintain a medication list. For an
established patient, the office can use its own copy of the list
as found in the patient’s medical record as the starting point.
For a new patient, or for patients seeing multiple providers,
the list can be generated from the patient’s own list, collection
of medication bottles, or communications from referring or
referral physicians. However, some patients pose additional
challenges because of their inability to produce a list or
bottles, use of multiple pharmacies, and or lack of understand-
ing about what constitutes a “medicine.”

...medication reconciliation requires more than a
mere list of medications handed to the patient on

a piece of paper.

The next step in the process is verification. The goal of this
step is to ascertain which medications are being taken, in what
dosage, and how frequently. For a patient with a complicated
medication regimen, this step may involve some detective
work, such as contacting other providers, pharmacies, and
patient surrogates. Reconciliation occurs when the initial list
is generated and the provider verifies that the medications the
patient is actually taking correspond to what is actually
ordered.

In a study by Persell, Cooper Bailey, Tang, Davis, and Wolf
(2010), they compared patients’ lists of medications for
control of hypertension against those in their medical record
and found discrepancies in 75.2% of the patients studied. In
one case, the patient reported taking Cardizem (diltiazem) and
Taztia XT (also diltiazem); however, according to the medical
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record, the patient was to be on Cardizem and Lasix
(furosemide). Examples like these reinforce the need for an
active medication reconciliation process at each health care
encounter.

Bringing all the above information together should culminate
in creation of a medication list that accurately reflects what
the patient is to take. The provider should keep a copy for
reference at future patient visits, and to share with other health
care providers needing clarification of the patient’s
medication regimen.

The final step actually occurs throughout the process of
medication reconciliation; teaching the patient about his or her
medications and providing him or her with clear instructions
on what he or she is to take and why. In addition, the provider
should give a copy of the list to the patient, and the patient
should be instructed to share this list with future providers,
including physicians, out-patient treatment centers, hospitals,
and pharmacies. The patient should be reminded to bring this
list and any revisions to the list to future appointments.
Providing the patient with a written list of his or her
medications is a step toward transitioning the patient away
from the “my doctor knows what I take” attitude, and moves
them toward taking more responsibility for their own health
maintenance.

So how does a medical office develop an effective medication
reconciliation process? While there are several example forms
and policies, the most successful initiatives regarding
medication reconciliation were those processes developed
after consideration of office based data, which required
provider and staff input, and were monitored after implemen-
tation to gauge success, as well as to identify opportunities for
improvement and/or reinforcement.

(Continued on page 4)



In Compliance

Prescribing of Schedule II Controlled Substances
by the APN in Illinois

While the Nursing and Advance Practice Nursing Act*
and the Illinois Controlled Substance Act* permit the
APN with delegated prescriptive authority to prescribe
Schedule II controlled substances, the federal Drug En-
forcement Agency (DEA) has not yet issued approval for
the APN to prescribe Schedule II controlled substances in
[linois. Therefore, the APN should not be writing pre-
scriptions and pharmacies should not be filling prescrip-
tions for Schedule II controlled substances written by
APNS, until such time they are authorized by the DEA to
do so.

Once the DEA has approved the limited Schedule II con-

trolled substances prescribing by the APN, and the APN

has been delegated prescriptive authority for such, the

APN must apply for extended DEA coverage of con-

trolled substances. An extended license from the DEA

will permit the APN to only prescribe Schedule II con-

trolled substances in an oral dosage — not transdermal dosage/patches, i.e. fentanyl patches. Further, the extended DEA license will
only allow the APN to prescribe Scheduled II controlled substances within the following parameters:

The APN must have the appropriate authority, completed all applications, and have paid the required fees

The APN may be delegated authority to prescribe no more than 5 Schedule II controlled substances by oral dosage
Any delegation must be for controlled substances that the collaborating physician prescribes

No more than 30 days supply of a Schedule II controlled substance may be prescribed

The collaborating physician must approve a continuation of a Schedule II controlled substance prescription beyond 30
days, in advance

e The APN must discuss with the physician any patient who is prescribed a monthly controlled substance

Prior to seeking extension of the DEA registration, when available, the APN must seek a change in his or her Illinois Controlled
Substance License.

These provisions under the Illinois Controlled Substance Act apply equally to the physician assistant, who has been delegated pre-
scriptive authority by his/her supervising physician for the prescribing of Schedule II controlled substances.

Should you have any questions concerning this issue, or would like additional information, please contact, Mary Stankos, Director
Risk Management, (630) 276-5565, mstankos(@ihastaff.org.m

*http://www.ihatoday.org/issues/regulatory/midlevelpractitioner.pdf

*ILCS 225 65-40: http://ilga.gov/legislation/ilcs/ilcs5.asp? ActID=1312&ChapAct=225%26nbsp%3IBILCS%26nbsp%3B65%
2F & Chapter]D=24&ChapterName=PROFESSIONS+AND+OCCUPATIONS&A ctName=Nursing+and+Advanced+Practice+Nur

sing+Act

*https://www.ilpmp.org/il_csa.pdf
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Medication Reconciliation: A Worthy Challenge for the Office Practice

Prior to developing and
implementing a medication
reconciliation process in the office,
the physician must first gather data
on how well the office keeps track
of the medications its patients are
— taking (and have taken). What is
"5+ the policy/procedure for
~ maintaining a medication list for
- each patient? What is the
. compliance rate for completion of
_ the patient’s medication list? Who
gets the information and from
where? Does the medication list include over-the-counter
medications, herbals, and nutritionals? How frequently is the
list updated? Look at the current form for recording
medications. Does it capture the name of the medication,
dosage, and frequency? How often is the accuracy of the
medication list verified? At each visit? Annually?

Another tip is to involve key staff early, and identify the office
“champions.” Not only will they identify possible snags and
pitfalls before trying to implement a program, but they will be
the positive force behind the program when it is presented to
other providers and staff. A new initiative with the solid
backing of the front line users will be more successful more
quickly, than will a program created apart from the care setting
and forced into the staff’s established practice pattern.

Trial the medication reconciliation process, expecting that
changes may need to be made in the form or the procedure,
and that what works at one practice site may not work at
another because of unforeseen circumstances. Keep in mind
that any data collected during this time may be impacted by
the learning curve as staff, providers, and patients become
familiar with and integrate the new process into their office
Visits.

continued from page 2

Once the final version of the medication reconciliation process
is live, data collection should continue until it is evident that
compliance and impact goals have been reached and sustained.
Periodic spot checks will probably be needed, and can be
worked into other record audit activities.

...they (key staff) will be the positive force
behind the program when it is presented to
other providers and staff.

Creation and integration of a highly efficient and highly
accurate medication reconciliation process is challenging.
However, it is obvious that current practices are too passive to
effectively reduce the risk of an adverse event caused by
inappropriate medication management by providers and
patients. Medication reconciliation is an effective risk
management strategy that not only decreases the risk of
medication errors due to duplication, contraindications,
inappropriate combinations, or inadvertent discontinuation of
medications, but also improves communication between
providers and patients concerning the goals of therapy and the
roles of the medications prescribed.

For additional information on the medication reconciliation
process contact Mary Stankos at (630)276-5565 or
mstankos@ihastaff.org.m

Persell SD, Cooper Bailey S, Tang J, Davis TC, Wolf MS. (2010)
Medication reconciliation and hypertension control. 4m J
Medicine, 123: 182.€9-182.e15. doi: 10.1016/
j.amjmed.2009.06.027

The Joint Commission. Medication Reconciliation National Patient
Safety Goal to be reviewed, refined. March 05, 2010. Retrieved
from http://www.jointcommission.org/PatientSafety/
NationalPatientSafetyGoals/npsg8_review.htm?print=yes
Accessed May 5, 2010.

MAIC/IRMS Education Sessions

June 24 Medical Negligence Litigation:
A Legal Primer for Physicians

SIH, Carbondale, IL

July 15  ED Risk Management Meeting

Southern IL location TBD

July 21  ED Risk Management Meeting

IHA, Naperville, IL

Augl9 The “Write Stuff?”
Creating a Legally Sound Medical Record

Carbondale, IL

Sept 29 IRMS Annual Meeting
Marriott, Normal, IL

Oct 13  Getting Informed about Informed Consent
Freeport, IL
Oct 20 Getting Informed about Informed Consent

Carbondale, IL

Visit www.maicinsurance.com to obtain an agenda, driving
directions, and registration form or contact Lisa Galvan at
630/276-5694 or lgalvan(@jihastaff.org for additional
information.

April/May 2010 Page 4



http://www.jointcommission.org/PatientSafety/NationalPatientSafetyGoals/npsg8_review.htm?print=yes
http://www.jointcommission.org/PatientSafety/NationalPatientSafetyGoals/npsg8_review.htm?print=yes

Case Study

Medication Error:

Allergies, Allergies, Where do I find the Allergies?

A 38 y/o woman presented to her primary care
physician’s (PCP) office with complaints of low
back pain. The patient was seen by the PCP who
_ diagnosed her with vaginosis. The patient was
= prescribed Metronidazole for the infection. The
—— patient had a documented history of allergies to
3 - Flagyl, Motrin, Ibuprofen and PCN. The office
practice was to list allergies on the front of the
medical record, on the patient’s medication
J history form, and to ask the patient upon each
’/ ; visit to confirm and update the allergy list. In this
case, the patient’s allergies were documented on
the cover of the medical record as listed above,
a but the documentation on the medication history
form did not include the PCN allergy, and listed
& Metronidazole rather than Flagyl.

Sy

Approximately five days later the patient was admitted to the hospital with a
diagnosis of pancreatitis. Initially, the patient spent four days in the hospital, but had
to be re-admitted after discharge, because she required additional monitoring of her
liver enzymes. In total the patient was hospitalized for 10 days and missed more
than five weeks from work. The patient filed a claim through an attorney for her lost
wages, and her pain and suffering due to the medication error.

The PCP indicated that she knew the locations in the medical record where allergies
were listed. She believed in all likelihood she had seen it, because she had the
medical record in the room with her at the time she examined the patient, but for
some reason the allergy did not register with her since “Flagyl” was listed on the
cover of the medical record and not “Metronidazole.” She also indicated that her
routine was to check allergies before prescribing by asking the patient to verbally
confirm, but thought that this check may have been missed.m

Risk Management Issues:

. The PCP made a simple human

error or slip, and it would not be
necessary to evaluate and
change the office practice of how
allergies are listed in the medical
record.

True or False

. The patient is partially

responsible for the medication
error because she failed to speak
up when she should have known
she was allergic to the prescribed
medication.

True or False

The office should consistently list
both the generic and trade
names of medications that
patients are allergic to in the
medical record.

True or False

General Risk Management
Principle:

MAIC/IRMS Online Risk Management

Self-Study Courses

Review of patient allergies at each
patient visit and periodic audit of
patient medical records are a good
way to ensure that patient allergy
information is current, up to date,
and correct.

True or False

MAIC has partnered  instructions for registration are
with ELM Exchange, available on our website at
Inc. for online risk WWWw.maicinsurance.com.
management courses
for 2010. MAIC

Should you have any questions, please
insured physicians contact Mary Stankos, RN, MJ at
interested in taking mstankos@ihastaff.org or (630)276-
these online risk management courses 5565.

and receiving premium discounts will

need to re-register for 2010. The

Continue on page 6
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continued from page 5

Answers and Discussion

False

No medical error that causes harm to a patient should be
ignored, even though in this case the patient most likely
experienced an adverse effect, rather than a true allergy.
The fact of the matter is that an error was made, and
while the error made by the PCP was considered a
simple human error - a “slip” that occurs when
competent providers become distracted or overloaded,
the physician office practice needs to prevent another
similar error from occurring. This can only be
accomplished by examining and re-engineering the
process used to list and identify patient allergies in the
office setting.

The staff and the PCP believed they followed a
particular practice with regard to recording allergy
information; however, in retrospect, it was clear that the
adherence to this practice was inconsistent. The
absence of an office policy and procedure on allergy
documentation allowed for individual interpretation of
how and when allergy information was to be asked and
recorded. This type of variance can be a trigger for
medical error and can be effectively addressed by
standardization of the process through establishment of
a policy and procedure on documentation of allergy
information, reiteration of the policy, and on going
monitoring of the policy through chart audit reviews.

The absence of an office policy and procedure on
allergy documentation allowed for individual inter-
pretation of how and when allergy information was

to be asked and recorded.

False

From a risk management perspective, the patient had no
duty to inform the physician she was allergic to
Metronidazole, because she did not know it. She only
knew she was allergic to Flagyl, the trade name of the
drug. In the event that the patient knew that the two
drugs were one in the same, then the patient could be
contributorily negligent for not speaking up and
notifying the provider of the error. It is an important
patient safety measure for patients to speak up, ask
questions when medications are prescribed, and to be
assured that providers are aware of potential interactions
and allergies (Institute for Safe Medication Practices,
http://www.ismp.org/pressroom/Patient Broc.pdf.)
Nevertheless, absent specific knowledge about the
allergy to Metronidazole, the patient was under no
affirmative duty to say anything.

April/May 2010 Page 6

False

It is not necessary to record both the generic and trade
names of a drug a patient is allergic to in the medical
record. A physician, mid-level provider, or RN should
know the generic names of commonly prescribed trade
name drugs like Flagyl or other medications such as
Benadryl/Diphenhydramine, Motrin/Ibuprofen, Pepcid/
Famotidine, etc. Thus, the absence of the generic or
trade name from a list of allergies does not relieve the
provider of liability for prescribing a medication the
patient is known to be allergic to by history. The
responsibility of the provider is to know all the names
and forms a medication can present as before writing a
prescription. In the event a provider is unfamiliar with
the generic or trade name of a medication, the provider
should look the medication up in a PDR, or similar drug
reference, to double check the generic or trade name of
an unknown medication.

General Risk Management Principle:

True

It is a good risk management and patient safety practice
to consistently review and ask patients about their
allergies at each visit or prior to ordering a new
medication. The redundant process provides a double
check to make sure that what is in the medical record is
accurate and up to date. To ensure staff is consistently
following office policies and procedures on
documentation of allergies periodic chart audits are
helpful in identifying potential safety/risk issues with a
particular provider or nurse. In addition, it provides the
opportunity to correct any inaccuracies in the record.
An electronic medical record system with computerized
physician ordering or e-prescribing may help in alerting
providers and staff to patient allergies before
prescribing, and make the process of reviewing and
updating patient allergy information easier.

For additional information on this case study contact
Mary Stankos at (630)276-5565 or
mstankos@ihastaff.org.m
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