
 
 
 

   Medication SBAR #2 
SITUATION: Clinicians responsible for obtaining a patient’s medication 
history often lack specific training for this important task. 

BACKGROUND: A systematic review of 22 studies involving more than 
3,500 patients found errors in medication histories at the time of admission 
for up to 67 percent of patients. With the inclusion of patient allergies in 
this assessment, the incidence of errors rose to as high as 95 percent of 
patients; and up to 39 percent of errors had the potential to cause 
moderate to severe patient discomfort or deterioration in the patient’s 
condition.1 

ASSESSMENT: These errors are unintended but occur for a variety of 
reasons. In some settings, clinicians are performing a multitude of tasks 
and—in the case of an emergency department nurse—the patient’s 
medication history falls lower in priority after restoring normal breathing, 
stopping blood flow, and easing pain, which must come first. In addition to 
not having the time to obtain a comprehensive and accurate medication 

history, lack of specific training is another reason for unintended errors. During the development of the Medication 
History Toolkit, it was identified that some health systems do not provide the training or a standardized approach or 
tools during orientation to assist clinicians in performing this critical task. As a result, providers inadvertently omit 
needed medications, unnecessarily duplicate existing therapies, or order medications containing incorrect dosages. 
These discrepancies place patients at risk for adverse drug events (ADEs) during the hospital encounter and again when 
medication reconciliation occurs at discharge.  

RECOMMENDATION for ACTION: During the month of April, introduce the staff members of one department, unit or 
team in your organization to the Medication History Toolkit. Ask staff members, typically nurses or pharmacy 
technicians, to review Steps 1–6 of the toolkit. Then using the Competency Validation Tool, found on page 22, observe 
them in action as they complete a patient’s medication history. Write down your overall observations and identify what 
went well and what could be improved. Once the relevant steps in the process are performed satisfactorily, sign the 
document and include it in the staff member’s employee file as evidence of their competency to perform this task.  Here 
are some of the observations you will make:  

1. Did they review the patient’s medical record from a prior visit, if available? (Page 7 of the toolkit) 

2. Did they ask open-ended questions and appropriate follow-up questions? (Page 8 of the toolkit) 

3. Did they provide verification by contacting a second source? (Page 11 of the toolkit) 

4. Did they escalate issues identified to a supervisor, pharmacist, or charge nurse? (Page 13 of the toolkit) 
 
              To access the Medication History Toolkit, go to: https://www.hsag.com/medication-history-toolkit 
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