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Abstract 

TDHB is implementing electronic systems that will support comprehensive medication 
reconciliation for all inpatients.  

Medication Reconciliation is a set of processes that enforce a more rigorous approach to the 
transfer and maintenance of medication history and medication prescribing. There are currently 
great shortfalls in how the patient’s medication list is maintained during the continuum of care, 
and the degree of decision support provided in real time. These shortfalls contribute to adverse 
medical consequences. 

The TDHB Medication Reconciliation system will support medication reconciliation processes by: 

• Providing workflow to structure the completion of a comprehensive medication history 
upon admission. 

• Providing workflow to track and communicate medication changes during the inpatient 
admission.  

• Aiding communication of the discharge medication care plan to primary care providers 
via structured discharge summary information which will highlight medication changes. 

• Aiding communication of the discharge medication care plan to the patient and primary 
care provider via Patient Yellow Cards and structured discharge summary information. 

The solution will support electronic prescribing and administration in the future. 

 

1. Introduction 
The implementation of a Medication Reconciliation system within TDHB aligns with the NZQIC SMM Programme for 
improving medication management within the inpatient setting.  

“Each year an unacceptable number of New Zealanders die or are permanently disabled as a result of adverse 
drug events. Potential adverse drug events can occur throughout the health and disability sector at any time 
when medications are prescribed, dispensed or administered to a patient/consumer. People are most at risk 
from adverse drug events at any time when information about that person is transferred from one part of the 
health and disability sector to another or at any time information is passed within a primary or secondary 
health care setting.” [1] 

The SMM Programmes objectives are to  

• Reduce the number of adverse drug events in New Zealand  

• Reduce the number of patients who are permanently disabled or die as a result of adverse drug events  

• Reduce the costs associated with remedial treatment of patient injury caused by adverse drug events  

 



The implementation of systems and process at Taranaki DHB will directly contribute to all three of the NZQIP SMM 
Programme’s objectives. 

 

2. Manual Medication Reconciliation currently at TD HB 
Admission pharmacists’ currently screen all admitted medical patients within 24 hours of presentation using paper 
based tools. The screen consists of a verification of the medication history via the GP, screen for any other unmet 
pharmaceutical needs, and a handover care plan.  

Ward pharmacists perform a daily chart review and for a subset of patients provide a specific care plan, patient 
counselling, and medications advice cards. 

Upon discharge only specific patients are provisioned with yellow cards which are created by hand.  9.3% of all patients 
had yellow cards under the manual system.  

 

3. Medication Reconciliation System – Application F unctionality 
The TDHB Medication Reconciliation will provide the following functions which will facilitate medication 
reconciliation processes and thus ultimately contribute to the safer management of medications.  

• Structured recording and verification of all inpatient’s medications on admission, thus reducing errors due to 
inaccurate medication history.  

• Allow hospital clinicians or pharmacists to record medication changes during the inpatient stay. 

• Support the efficient production of a complete list of discharge medications within the discharge summary, 
complete the patient’s medication care plan (“yellow card”) and produce medication specific consumer patient 
information leaflets (CPILs), and the discharge prescription.  

• A medication reconciliation summary for the primary care provider which will clearly highlight medication 
changes.  

• Provide decision support capability and alerting including known drug – drug interactions, allergy status and dose 
range checking. 

• Provide the ability to integrate with a district wide medication history repository that will be viewable by all 
clinical stakeholders with appropriate permissions. 

The longer term strategy within TDHB is to electronically prescribe and administer medications as well. Therefore the 
initial medication reconciliation solution is expected to eventually scale to encompass such functionality in due course.  

 

4. Medication Reconciliation System – Interaction w ith Automated Dispensing 
TDHB has employed Pyxis Medstation cabinet technology for a number of years.  The current pharmacy information 
system is used to maintain a medication profile for all inpatients which is uploaded to the Pyxis system of medication 
cabinets.  To enable this, the paper medication chart is currently faxed to the hospital pharmacy whenever it is updated. 

Going forward, the medication reconciliation solution will assume the role of maintaining the master patient medication 
profile which is exported to the Pyxis cabinets. The patient medication profile is entered and verified by a clinical 
pharmacist within the solution and then electronically transferred to the Pyxis system.   

Every time the paper drug chart is updated, the electronic profile will be updated and verified by a clinical pharmacist 
and uploaded to Pyxis.  

 

5. Current project status and anticipated progress 
As at September 2009 an implementation planning study is underway.. The total implementation timeframe anticipates 
final delivery of the system by first quarter 2010.  As well as the technological aspects of the implementation, there will 
be further work to ensure that the technology is utilised as best possible 



6. Acknowledgments. 
We would like to acknowledge the assistance and support by the NZQIP SMM Programme.  

 

7. References 
[1]         NQIP. Why Safe Medication Management?  2008  [cited; Available from: 

http://www.safemedication.org.nz/Site/Resources/Fact_sheets.aspxBibliography 

 

8. Bibliography 
Berwick DM, Calkins D, McCannon CJ, Hackbarth AD.  The 100,000 Lives Campaign: Setting a Goal and a Deadline 
for Improving Health Care Quality. JAMA 2006; 295: 324-327. 

Davies EC, Green CF, Taylor S, Williamson PR, Mottram DR, Pirmohamed M. Adverse Drug Reactions in Hospital In-
Patients: A Prospective Analysis of 3965 Patient Episodes.  PLoS ONE. 2009; 4(2): e4439. 
doi:10.1371/journal.one.0004439 

Davis P, Lay-Yee R, Briant R, Ali W, Scott A, Schug S. Adverse events in New Zealand Public Hospitals II: 
preventability and clinical context. J NZMA. 2003; Vol 116 (1183) 

Kramer JS, Hopkins PJ, Rosendale JC, Garrelts JC, Hale LS, Nester TM, Cochran P, Eidem LA, Haneke RD. 
Implementation of an electronic system for medication reconciliation. Am J Health-Syst Pharm. 2007; 64: 404-22. 

Pronovost P, Weast B, Schwarz M, Wyskiel RM, Prow D, Milanovich SN, Berenholtz S, Dorman T, Lipsett P. 
Medication Reconciliation: A Practical Tool to Reduce the Risk of Medication Errors. J Crit Care. 2003; 18(4): 201-205. 

Tam VC, Knowles SR, Cornish PL, Fine N, Marchesano R, Etchells EE. Frequency, type and clinical importance of 
medication history errors at admission to hospital: a systematic review.  CMAJ. 2005; 173: 510-5. 

Turchin A, Hamann C, Schnipper JL, Graydon-Baker E, Millar SG, McCarthy PC, Coley CM, Gandhi TK, Broverman 
CA. Evaluation of an inpatient computerized medication reconciliation system. J Am Med Inform Assoc. 2008; 15: 
449-452. 

 


