VHA EPRP MEDICATION RECONCILIATION

Second Quarter, FY2010
DRAFT DATABASE QUESTIONS
	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES



	Enable if catnum = 29, 53, 55, 66, or 67 

	
	
	Inpatient Medication Reconciliation
	
	

	1
	ipallerg
	At the time of this admission, is there documentation the physician/APN/PA, pharmacist, or nurse reviewed the patient’s allergies with the patient/caregiver? 
1.  Yes

2.  No

3.  Documented patient/caregiver is unable to confirm allergies
	1,2,3
	Acceptable physician/APN/PA, pharmacist or nurse documentation (admission documentation only):

· Notation that the patient/caregiver was questioned about allergies, (e.g., Do you have any allergies?) or 

· Notation that the allergies were reviewed with the patient/caregiver

For example, nurse noted, “patient reports NKDA” is acceptable.  
Unacceptable documentation:

Notation of allergies in the body of admission documentation (e.g., Allergy:  PCN) without documentation that the allergies were reviewed with the patient.

Exception:   If the same allergy noted in the body of the admission documentation is the same allergy noted under “adverse drug reaction/allergies” under the reports tab of CPRS, select “1.”   

Suggested admission data sources:  nursing admission assessment, H&P, admit note, ED note, admit medication reconciliation note

	2
	actmed
	On the day or day after admission, did the physician/APN/PA, pharmacist, or nurse document a list of the patient’s current medications in the record? 
1.  Yes

2.  No

3.  Documented that medications were not currently prescribed for the patient upon admission 

	1,*2, 3*
*If 2 or 3, go to dcmedrec as applicable
	Current medications = Medications currently prescribed for the patient prior to this admission.  

In order to answer “1,” the list of the patient’s current medications must be documented in the admission H&P, admit note, or other admission documentation (e.g., ED note, admit medication reconciliation note). 
For surgical care cases that have surgery on the day of admission, documentation of the current medication list in the pre-op H&P done prior to admission AND provider documentation the day of or day after admission that the medications are unchanged (or similar wording) from the pre-op H&P is acceptable.  
If the medication admission documentation does not contain a list of current medications and only references a medication list prior to admission (e.g., see med list from last outpatient visit), answer “2.”  
Only answer “3” if there is explicit documentation that medications were not currently prescribed for the patient upon admission.  

	3
	ipvamed4
	On the day or day after admission, does the current medication list document the name, dose, route, and frequency for all VA medications?
	1,2
	If any of the four medication administration components are missing for any VA medication, select “2.”

Suggested admission data sources:  nursing admission assessment, H&P, admit note, ED note, medication reconciliation note


	4
	nonvamed
	Does the current medication list include documentation of non-VA medications?

2.  Non-VA medications are documented
3.  Non-VA medications are not documented
4.   Documented patient/caregiver reports non-VA medications are not taken
	2,3,4
If 3 or 4, auto-fill ipnonva4 as 95, and go to ipmedcon
	Non-VA medications include OTC medications (e.g. acetaminophen, ibuprofen, etc.), herbals, vitamins, and minerals. 
To select “4,” there must be documentation noting that the patient/caregiver reported he/she does not take any non-VA medications.  

	5
	ipnonva4
	On the day or day after admission, does the current medication list document the name, dose, route, and frequency for all non-VA medications?

1.  Yes

2.  No

3.  Documented patient/caregiver is unable to confirm dose, route, or frequency

95. Not applicable
	1,2,3, 95
Will be auto-filled 

as 95 if 

novamed = 3 or 4
	If any of the four medication administration components are missing for any non-VA medication, select “2.”
In order to select “3”, there must be documentation that the patient is unable to confirm the dose, route, or frequency of a non-VA medication.

Suggested admission data sources:  nursing admission assessment, H&P, admit note, ED note, medication reconciliation note

	6
	ipmedcon
	On the day or day after admission, is there documentation the physician/APN/PA, pharmacist, or nurse compared the patient’s current medication list with the active medication list noted in the record? 
1.  Yes

2.  No

3.  Documented the patient/caregiver is unable to confirm medication list
	1,2,3
	Patient’s medication list = a medication list provided by the patient/caregiver or medication bottles provided by the patient/caregiver.  

Acceptable documentation:

Notation by the physician/APN/PA, pharmacist, or nurse that the patient’s medication list was compared with the active medication list documented in the record. 
Note:  If the patient/caregiver does not provide a medication list, there must be documentation by the physician/APN/PA, pharmacist, or nurse that the active medication list was reviewed with the patient/caregiver.
Only select “3” if there is documentation by the physician/APN/PA,   pharmacist, or nurse that the patient/caregiver is unable to confirm the medication list. 
Suggested admission data sources:  nursing admission assessment, H&P, admit note, ED note, medication reconciliation note 


	7
	idiffip
	On the day or day after admission, is there documentation the physician/APN/PA, pharmacist, or nurse identified medication discrepancies between the active medication list and the patient’s medication list?   
2.  Medication discrepancies were identified

3.  Documented medication discrepancies were not identified

99. No documentation in the note regarding medication discrepancies
	2,3,99
If 3 or 99, auto addifip as 95, and go to dcmedrec as applicable
	There must be physician/APN/PA, pharmacist, or nurse documentation noting whether any discrepancies between the patient’s medication list and active medication list were identified.  Medication discrepancies include but are not limited to: 
· medication discontinued by the patient 
· new medications added

· changes in dose, route or frequency of administration
For example, metoprolol tartrate 50 mg PO bid is listed as an active outpatient medication in the admit note, but the patient reports “I take ½ tablet twice a day.”  In order to select “2,” the physician/APN/PA, pharmacist, or nurse must identify the discrepancy (e.g. “patient indicates he is taking ½ tab metoprolol 50 mg bid).

In order to select “3,” the physician/APN/PA, pharmacist or nurse must document that medication discrepancies were not identified.  For example, physician notes, “Active med list compared with patient’s medication bottles.  No discrepancies.”   
If the presence or absence of medication discrepancies is not documented, select “99.”  

Suggested admission data sources:  Admit note, History and physical, ED note, medication reconciliation note


	8
	addifip
	On the day or day after admission, is there documentation the physician/APN/PA, pharmacist, or nurse addressed the identified medication discrepancies? 

1.  Yes, medication discrepancies were addressed

2.  No, medication discrepancies were not addressed

95. Not applicable
	1,2,95
Will be auto-filled as 95 if idiffip = 3 or 99
	If the physician/APN/PA, pharmacist, or nurse identified medication discrepancies between the active medication list and the patient’s medication list, there must be physician/APN/PA, pharmacist, or nurse documentation that the discrepancies were addressed.    

Actions taken to address medication discrepancies include, but are not limited to:  
· updating medication list 
· discontinuing medications 
· providing education to patient/caregiver

· communicating discrepancies to the responsible prescribing provider
For example, admit note documents metoprolol tartrate 50 mg PO bid as an active outpatient medication.  Physician noted, “Patient reports taking ½ tablet metoprolol 50 mg twice a day.  Will order 25 mg PO bid and titrate as needed.”  
If there is no documentation the medication discrepancies were addressed by the physician/APN/PA, pharmacist, or nurse, select “2.”   
Suggested admission data sources:  Admit note, History and physical, ED note, medication reconciliation note


	If catnum 29 and DCSTATE = 20 OR (catnum 53 or 55 AND SIPTDC = 20) or (catnum = 66 or 67 AND VTEPTDC = 20), go out of module; else go to DCMEDREC

	9
	dcmedrec
	At the time of discharge, is there documentation the physician/APN/PN, pharmacist, or nurse reconciled the medications prescribed at discharge with the active medication list?  
	1,*2
*If 2, go to opallerg


	Reconcile discharge medications = the process of comparing a patient's discharge medications to all medications that the patient has been taking. Medication reconciliation is done to avoid medication errors such as omissions, duplications, dosing errors, or drug interactions.

The discharge documentation may contain one or more medication lists (e.g., active outpatient list, active inpatient medication list, and/or the discharge medication list).  Regardless of the number of medication lists contained in the discharge documentation, the physician/APN/PA, pharmacist, or nurse must document the reconciliation of the medications prescribed at discharge with the active medication list (outpatient and inpatient).  
For example, the discharge medication list is contained in the discharge summary.  The physician notes, “Stopped lisinopril.  Increased metoprolol tartrate to 50 mg PO bid.  Medication reconciliation completed.”  The discharge medication list includes metoprolol tartrate 50 mg 1 tablet PO bid, but does not contain lisinopril.  Select “1.”
Unacceptable documentation:

· Discharge medication list contained in the discharge documentation without documentation of reconciliation of the discharge medications with the active outpatient and/or inpatient medication list 
· Notation to “continue same meds” with/without notation to add additional medications 
For example, physician noted, “continue same home meds; take codeine 30mg/acetaminophen 300 mg 1 – 2 tabs PO every 4 hours prn for pain;” select “2.”
Suggested discharge data sources:  Discharge note, medication reconciliation note, discharge summary


	10
	revdcmed
	At the time of discharge, did the physician/APN/PA, pharmacist, or nurse review the reconciled list of discharge medications with the patient/caregiver? 
	1,2

	The reconciled list of discharge medications refers to the final list of medications that are prescribed at discharge.  Documentation by the physician/APN/PA, pharmacist or nurse that the discharge medications were reviewed with the patient/caregiver is acceptable.  If the discharge documentation only contains the list of discharge medications without notation that the medication list was reviewed with the patient/caregiver, select “2.”

Suggested data sources:  Discharge note, medication reconciliation note, pharmacy note, nursing discharge instructions, discharge summary

	11
	dcrxlist
	At the time of discharge, is there documentation that a written list of the reconciled discharge medications was provided to the patient/caregiver?
	1,2
	Documentation that a copy of the list of discharge medications was given to the patient/caregiver is acceptable.  For example, nurse notes, “discharge instructions printed and given to patient.”  If the discharge instructions included the patient’s discharge medications, select “1.”
Suggested data sources:  Discharge note/summary, medication reconciliation note, pharmacy discharge note, nursing discharge instructions

	12
	onlyvha
	At the time of discharge, does the record document the patient is to receive follow-up care in VHA only?

1.  Yes

2.  No

99. Unable to determine
	1,2,99


	Review the discharge documentation to determine whether the patient is to follow-up within the VHA only.  If it is not evident whether follow-up care is with a VHA provider(s), attempt to clarify with the liaison.  If unable to determine, enter “99.”

Suggested data sources:  Discharge note, medication reconciliation note, pharmacy discharge note, nursing discharge instructions


	13
	comdcmed
	At the time of discharge, is there documentation that the list of the reconciled discharge medications was provided to the next provider of service?

1.  Yes

2.  No


	1,2
	When a patient is referred to or transferred from one facility to another or discharged home, the complete and reconciled list of medications must be communicated to the next provider of service and the communication must be documented in the record.  

Acceptable documentation includes any of the following:

· discharge medication list communicated via telephone to next provider of service 
· discharge medication list faxed to next provider of service

· discharge medication list mailed to next provider of service

NOTE:  If there is documentation the patient is to receive follow-up care within VHA only AND the complete list of reconciled discharge medications is contained in the discharge documentation, select “1.”     
Suggested data sources:  Discharge note/summary, medication reconciliation note, pharmacy discharge note, nursing discharge instructions

	
	
	Outpatient Medication Reconciliation
	
	

	14
	opallerg
	At the first outpatient clinic encounter following discharge from this hospitalization, is there documentation the physician/APN/PA, pharmacist or nurse reviewed the patient’s allergies with the patient/caregiver?  

1.  Yes

2.  No

3.  Patient did not have an applicable outpatient clinic encounter following discharge and prior to the pull list date
	1,2,*3
*If 3, go to end
	Outpatient clinic encounter = Includes NEXUS clinics and specialty clinics.  For the purposes of this question, do not include psychology group visits, ED visits, or urgent care visits.  

Acceptable physician/APN/PA, pharmacist or nurse documentation:

· Notation that the patient/caregiver was questioned about allergies, or 

· Notation that the allergies were reviewed with the patient/caregiver

For example, nurse noted, “patient reports NKDA” is acceptable.”  

Unacceptable documentation:

Notation of allergies in the body of a clinic note (e.g., Allergy:  PCN) without documentation that the allergies were reviewed with the patient.

Exception:   If the same allergy noted in the body of the clinic note is the same allergy noted under “adverse drug reaction/allergies” in the reports tab of CPRS, select “1.”   

	15
	opactmed
	At the first outpatient clinic encounter following discharge from this hospitalization, did the physician/APN/PA, pharmacist, or nurse document a current list of the patient’s medications in the record? 
1.  Yes

2.  No 
	1,*2
*If 2, go to end
	Current list of medications = medication list furnished by the patient.  If the patient does not provide a current medication list, the patient’s list of active medications must be noted in the body of the clinic note.    

Suggested data sources:  clinic note, medication reconciliation note, clinical pharmacy note, intake note

	16
	opmed4
	Does the current medication list document the name, dose, route, and frequency for all VA medications?

1.  Yes

2.  No
	1,2
	If any of the four medication administration components are missing for any VA medication, answer “2.”

	17
	opnonva
	Does the current medication list include non-VA medications?

2.  Non-VA medications are documented

3.  Non-VA medications are not documented

4.   Documented patient does not take non-VA medications
	2,3,4

If 3 or 4, auto-fill opnonva4 as 95, and go to opmedcon
	Non-VA medications include OTC medications (e.g. acetaminophen, ibuprofen, etc.), herbals, vitamins, and minerals. 
To select “4,” there must be documentation noting that the patient/caregiver reported he/she does not take any non-VA medications.  

	18
	opnonva4
	Does the current medication list document the name, dose, route, and frequency for all non-VA medications?

1.  Yes

2.  No

3.  Documented patient/caregiver is unable to confirm dose, route, or frequency

95. Not applicable
	1,2,3

Will be auto-filled 

as 95 if 

opnonva = 3 or 4
	If any of the four medication administration components are missing for any non-VA medication, select “2.”

In order to select “3”, there must be documentation that the patient/caregiver is unable to confirm the dose, route, or frequency of a non-VA medication.

Suggested data sources:  clinic note, medication reconciliation note, clinical pharmacy note, intake note 

	19
	opmedcon
	During this outpatient clinic encounter, is there documentation the physician/APN/PA, pharmacist, or nurse reviewed the current medication list with the patient/caregiver? 

1.  Yes

2.  No

3.  Documented the patient/caregiver is unable to confirm list
	1,2,3
	The intent of the question is to determine whether the physician/APN/PA, pharmacist, or nurse reviewed the current medication list documented in the record with the patient/caregiver in order to confirm the accuracy of the list.  




	20
	idifop
	During this outpatient clinic encounter, is there documentation the physician/APN/PA, pharmacist or nurse identified medication discrepancies between the active medication list and the patient’s medication list?   

2.  Medication discrepancies were identified

3.  Documented medication discrepancies were not identified

99. No documentation in the note regarding medication discrepancies
	2,3,99

If 3 or 99, auto addifop as 95, and go to rxchange
	There must be documentation by the physician/APN/PA, pharmacist, or nurse indicating that the list of the patient’s active medications in the record was compared with the medication list verbalized or provided by the patient, and whether any discrepancies were identified.  

For example, metoprolol tartrate 50 mg PO bid is listed as an active outpatient medication, but the patient reports “I take ½ tablet twice a day.”  In order to select “2,” the physician/APN/PA, pharmacist, or nurse note must identify the discrepancy (e.g. “patient indicates he is taking ½ tab metoprolol 50 mg bid).

If there are no discrepancies identified and the physician/APN/PA, pharmacist, or nurse documents, “no discrepancies noted,” select “3.” 

	21
	addifop
	During this outpatient clinic encounter, is there documentation the physician/APN/PA, pharmacist, or nurse addressed medication discrepancies identified in the active medication list and the patient’s medication list?   

1.  Yes, discrepancies were addressed

2.  No, discrepancies were not addressed

95. Not applicable
	1,2,95

Will be auto-filled as 95 if idifop = 3 or 99
	The intent of the question is to determine whether the physician/APN/PA, pharmacist, or nurse addressed the medication discrepancies that were identified as a result of comparing the patient’s medication list with the active medication list. 

Actions to address medication discrepancies include but are not limited to: 
· updating medication list

· discontinuing medications 
· providing education to patient/caregiver 
· communicating medication discrepancies to the responsible prescribing provider
For example, metoprolol tartrate 25 mg PO bid is listed as an active outpatient medication, but the patient reports “I take 2 tablets twice a day.”  The physician/APN/PA, pharmacist, or nurse note must address what action was taken regarding the discrepancy (e.g. metoprolol 50 mg one tablet PO ordered).

If there is no documentation the medication discrepancies were addressed by the physician/APN/PA, pharmacist, or nurse, select “2.”   


	22
	rxchange
	Does the record document the physician/APN/PA made changes to the patient’s medications during this outpatient clinic encounter? 
	1,2

If 2, auto-fill revopmed as 95, and go to oprxlist
	Medication changes may include:

· changes to current medications (e.g., dose, frequency, route), 
· prescription of new medication 
· discontinuation of existing medication

	23
	revopmed
	Does the record document the physician/APN/PA, pharmacist, or nurse reviewed medication changes with the patient/caregiver prior to discharge from the outpatient clinic?

1.  Yes

2.  No

95. Not applicable
	1,2,95
Will be auto-filled as 95 if rxchange = 2
	In order to answer “1,” there must be physician/APN/PA, pharmacist, or nurse documentation that the medication changes were reviewed with the patient/caregiver.  Documentation that medication changes were reviewed with the patient/caregiver includes but is not limited to:  
· explaining medication changes to patient/caregiver 
· answering the patient’s questions 
· providing a medication handout that addresses medication changes 

· providing health care provider contact information  
Suggested data sources:  clinic note, patient education/instructions note, medication note, medication reconciliation note


	24
	oprxlist
	Was a written list of the reconciled medications provided to the patient/caregiver prior to discharge from the outpatient clinic?
	1,2
	List of reconciled medications refers to the medications that are continued and/or prescribed upon discharge from the outpatient clinic. Documentation that a written list of reconciled medications was given to the patient/caregiver is acceptable.  

As some patients may have more than one acceptable outpatient clinic encounter on the same date, a reconciled medication list may not be given to the patient until the last encounter is completed.    
For example, the patient sees a primary care provider in the morning and cardiology in the afternoon.  Both providers make changes to the patient’s medications.  The reconciled list of medications should be provided following the last encounter.  
Suggested data sources:  clinic note, patient education/instructions note, medication note, medication reconciliation note, after/post visit note


	25
	onlyvha2
	Upon discharge from the outpatient clinic, does the record document the patient is to receive follow-up care in VHA only?

1.  Yes

2.  No

99. Unable to determine
	1,2,99


	Review the clinic notes to determine whether the patient is to follow-up within the VHA only.  If it is not evident whether follow-up care is with a VHA provider(s) only, attempt to clarify with the liaison.  If unable to determine, enter “99.”

Suggested data sources:  clinic note, patient education/instructions note, medication note, medication reconciliation note, after/post visit note


	26
	comopmed
	Upon discharge from the outpatient clinic, is there documentation the list of the reconciled medications was provided to the next provider of service?

1.  Yes

2.  No


	1,2
	When a patient is transferred from one entity to another, the complete and reconciled list of medications must be communicated to the next provider of service and the communication must be documented in the record.  

If the patient is to follow-up with a private sector provider, the documentation must note that the reconciled medication list was communicated to the next provider of service.  

Acceptable documentation includes any of the following:

· reconciled medication list communicated via phone conversation with next provider of service 

· reconciled medication list faxed to next provider of service

· reconciled medication list mailed to next provider of service 

NOTE:  If there is documentation the patient is to receive follow-up care within VHA only AND the complete list of reconciled discharge medications is contained in the clinic note or other clinic discharge documentation in CPRS, select “1.” If a complete list of reconciled discharge medications is not contained in a note in CPRS or there is only a notation to “see active meds,” select “2.”

Suggested data sources:  clinic note, patient education/instructions note, medication note, medication reconciliation note, after/post visit note
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