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Question: When considering errors in medication reconciliation among the adult population, 
does patient admission have a higher occurrence of errors when compared to discharge? 

Summary: Medication reconciliation is an important component of patient safety and is 
especially crucial during transition periods. Patient care transfers, either between healthcare 
professionals or facilities, has shown to be a high-risk area of medication reconciliation errors. 
Since the patient is passed between caregivers and facilities, one of the most pressing challenges 
when trying to eliminate medication reconciliation errors is the lack of ownership of the 
medication reconciliation process. A BMJ Quality Improvement Report found that patient 
admission and discharge are often treated as separate processes, instead of a series of events in 
the continuity of care. This makes it difficult to place responsibility and accountability for 
medication reconciliation errors (Kreckman et al., 2018). Another study found that physician 
experience, number of pre-admission prescribed medications, and previous surgeries are some 
other identifiable risk factors that lead to medication reconciliation errors (Rodriguez Vargas et 
al., 2016). When researching how often medication reconciliation errors occur, a study 
performed at Montpellier Hospital in France found that 29.4% of their patient sample had at least
one unintended medication discrepancy throughout care. Looking at the population in which the 
medication discrepancies occurred, the study found that 36% of the time the medication errors 
were serious (Breuker et al., 2017). 

Conclusion: Despite an increase in guidelines and the streamline of technology, medication 
errors continue to be the most common type of medical error and can result in lethal 
consequences (2018). Comparing the errors at admission and discharge is crucial in reducing 
medication reconciliation and providing safe and effective care for our patients. An observational
2-year study performed at a reginal hospital found that 64.5% of patients had a medication 
reconciliation error during admission, whereas, 32.4% of patients had a medication reconciliation
error during discharge (Belda-Rustarazo et al., 2015). This means that there were double the 
amount of errors upon admission when compared to discharge. In order to reduce medication 
reconciliation errors and to appoint ownership and accountability, a hospital in Illinois created a 
Transition of Care Team that begins medication reconciliation at admission and continuously 
reviews the list until after discharge. The implementation of the Transition of Care Team showed
great success by reducing admission errors from 33.9% to 18.4% and reducing discharge errors 
from 22.9% to 5.0% (2018). 
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