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SITUATION: Without an accurate medication history, providers are 
limited in their knowledge about the patient’s current medication 
regimen and may make sub-optimal clinical decisions as a result. 

BACKGROUND: A study of medication reconciliation errors and risk 
factors at hospital admission noted that 36 percent of patients had 
errors in their admission medication orders with the majority of 
these occurring during the medication history gathering phase.1 

ASSESSMENT: Medication delivery in a hospital, nursing home, 
acute rehab, or long-term acute-care setting is a complex process 
consisting of prescribing, transcribing, dispensing, and administering 
medications. During any step in these processes an error may occur 
which could lead to an adverse drug event, serious harm, re-
hospitalization, a longer hospital length of stay, and higher overall 
cost to the health system. Compounding the complexity are a lack of 
clear ownership of who should perform this function, multiple 
providers and specialists ordering medications without 
communicating with each other, a high magnitude of medication 
exposure in an aging population, and a low level of medical literacy.  

RECOMMENDATION for ACTION: Ideally, the medication history standards established in your hospital are the same 
regardless of time of day or day of the week. This month, make it a goal in your organization that each patient 
experiences a high quality, complete, and accurate medication history process when entering your hospital. This may 
seem like a big endeavor but remember, every journey begins with a first step. Start small by adopting the medication 
history standards found in the Medication History Toolkit as your first steps in the journey: 

1. Review all paper and electronic sources when gathering medication history information (page 7). 

2. Improve interview skills to gather a complete medication history (page 8).  

3. Ensure that training protocols include competencies (page 22–23). 

4. Use tools and checklists to obtain a comprehensive medication history (page 24). 
 

To access the Medication History Toolkit and Arizona Medication Management Tools, go to: 
https://www.hsag.com/med-management-resources 
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