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Figure 1. Ideal Medication Reconciliation Process
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The ideal medication reconciliation process begins at time of patient admission, where patients are stratified into average- versus high-risk pathways, based
on particular baseline patient characteristics. Both average- and high-risk patients then proceed through the same subsequent four steps in the medication rec-
onciliation process that differ only in the additional dedicated time and expertise that is required for the intensive medication reconciliation bundle. These
subsequent four steps are (2) Admission interview to obtain the best possible medication history (BPMH); (3) Standard approach toward discharge reconcil-
iation of medications, where medication changes, discontinuations, and new medications are highlighted; (4) Standard approach to education of patient at
time of discharge on any changed, discontinued, or new medications; and (5) Standard approach of forwarding discharge medication list to the follow-up
provider(s). Notably, in the ideal medication reconciliation process, reconciliation occurs at time of admission, any transfer of service during patient hospiral-
ization, and discharge.
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Figure 2. Sample Process Map/“Swim Lane” Diagram
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Figure 2. Sample Process Map/“Swim Lane” Diagram (continued)
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This process map/ “swim lane” diagram can be customized for each site that allows QI and clinical personnel to visualize and document a shared understand-
ing of the envisioned ideal medication reconciliation process, including everyones role throughout the hospitalization and discharge. ED, emergency depart-
ment, PAML, preadmission medication list; BPMH, best possible medication history; PAA, planned action on admission; DML, discharge medication list.
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