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Despite decades of concerted effort, medication reconcili-
ation remains one of the most persistent patient safety–

related challenges in health care, particularly during hospital 
discharge. Such care transitions are known to be periods of 
heightened patient vulnerability, as discrepancies in medication 
lists can lead to adverse drug events (ADEs), preventable read-
missions, and poor continuity of care.1-4 A recent systematic 
review by Alqenae and colleagues found that across 11 stud-
ies, a median of 50% of adult patients experienced at least one 
unintentional postdischarge medication discrepancy.5 Another 
recent study by Accomando and colleagues reported that even 
with pharmacist review, discrepancies were found in 57% of the 
medications among 89% of patients.6 

Medication reconciliation has been defined as the system-
atic process of identifying and maintaining an accurate list of 
a patient’s current medications and using it consistently across 
care settings.4,7 This includes obtaining a complete medication 
history, verifying the list during hospitalization, and updating it 
at discharge. Yet despite national mandates from accrediting 
bodies such as The Joint Commission, hospitals continue to 
face significant obstacles that compromise the accuracy and 
timeliness of this process.2,7,8 Prior studies have identified mul-
tiple barriers, most notably role ambiguity, workflow fragmen-
tation, time constraints, and limited communication among 
interdisciplinary team members.2,7,8 For example, Lee and col-
leagues found that physicians, nurses, and pharmacists often 
held differing views regarding who is responsible for complet-
ing and verifying medication lists, and that good interdisciplin-
ary communication was sometimes lacking.8 Although 
electronic health records have improved the accessibility of 
medication information, inconsistent documentation practices 

and poor integration across systems continue to create confu-
sion for both clinicians and patients.8,9

Nurses have a central role in preparing patients for hospital 
discharge, and they are crucial to preventing medication discrep-
ancies. They often serve as the final checkpoint before discharge, 
reinforcing the patient’s understanding of new prescriptions, any 
discontinued medications, and follow-up care. Yet nurses have 
reported challenges in verifying the accuracy of medication lists, 
especially when updates occur late in a hospitalization or when 
after-visit or discharge summaries are incomplete.1 In addition to 
the aforementioned barriers, nurses often name the after-visit 
summary (AVS) as a vulnerable component, particularly when mul-
tiple clinical teams contribute to medication decisions and updates 
aren’t immediately entered in real time.1,4,5 (The AVS is the patient-
facing discharge document used to educate patients and families, 
whereas the discharge summary is the clinician-facing medical 
record used to communicate with outpatient providers.) Such 
lapses can undermine nurses’ ability to provide accurate patient 
education and contribute to preventable postdischarge confusion, 
ADEs, and readmissions. 

For an illustrative example, see The Case of Mr. J.: Challenges 
in Medication Reconciliation at Discharge.

Study purpose. This study aimed to explore RNs’ perspectives 
of medication reconciliation during hospital discharge, focusing 
on barriers, communication patterns, and opportunities for sys-
tem improvement. We hope that the survey findings serve to 
inform recommendations that will strengthen interdisciplinary col-
laboration and support safer patient transitions from hospital to 
home. This work builds on our prior study, a broader quality 
improvement initiative examining nurses’ perspectives on dis-
charge processes and care transitions, which identified medica-
tion reconciliation as one of the most recurrent challenges 
affecting safe patient discharge.1

METHODS
Design and setting. This study used a cross-sectional survey 
design to examine nurses’ perspectives on discharge medication 
reconciliation and communication processes. The survey was con-
ducted at Ronald Reagan UCLA Medical Center, a 520-bed quater-
nary academic teaching hospital in Los Angeles. Data were 
collected from bedside RNs working on medical telemetry, car-
diac observation, short-stay, and general observation units 
between March 21 and April 30, 2022. At this institution, which 
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uses the Epic electronic health record system, physicians com-
plete discharge medication reconciliation, pharmacists provide 
counseling for selected patients, and bedside nurses review the 
AVS and reinforce discharge education.

This analysis represents a focused secondary examination 
of data collected during the aforementioned prior study.1 That 
study identified several common challenges in discharge plan-
ning and provided nurses’ recommendations for ways to 
improve care transitions and patient safety. The present study 
builds on those findings by examining medication reconciliation 
as a distinct and recurrent challenge within hospital discharge 
processes. Per the UCLA institutional review board, the study 

ABSTRACT
Background: Medication discrepancies remain a persistent patient safety concern despite decades of quality improvement efforts. 
Research indicates that about half of hospitalized adults experience at least one such discrepancy after discharge, often stemming 
from unclear clinician roles and poor communication among nurses, physicians, and pharmacists. Understanding nurses’ perspectives 
is critical to designing interventions that will improve medication reconciliation and enhance patient safety at discharge.
Purpose: This study aimed to explore RNs’ perspectives of medication reconciliation during hospital discharge, focusing on barriers, 
communication patterns, and opportunities for system improvement. 
Methods: A cross-sectional survey was administered to nursing staff across medical telemetry, cardiac observation, short-stay, and 
general observation units at a large quaternary academic teaching hospital between March 21 and April 30, 2022. The survey assessed 
nurses’ comfort with patient education, perceived role responsibilities, and collaboration with other disciplines. Quantitative responses 
were summarized descriptively, and open-ended responses were analyzed using inductive content analysis to identify recurring themes.
Results: Of the 217 nurses invited to participate, 108 completed the survey. Most nurses reported high comfort levels in using teach-
back methods (93.5%) and reviewing reconciled medication lists with patients (87%). Responsibility for medication-related discharge 
tasks was most often viewed as shared, including medication teaching and schedule review as well as communicating medication 
changes made during hospitalization. Collaboration with pharmacists received the most favorable evaluations, with a majority (60.1%) 
rating it good or excellent. In contrast, a majority rated as average or worse collaboration with physicians (54.6%), case managers 
(68.5%), and social workers (63.9%). Free-text responses to open-ended items added further insights.  
Conclusions: The study findings indicate that while nurses generally feel confident about their ability to provide patient education, 
their ability to deliver accurate medication information is hindered by incomplete or inconsistent documentation, role ambiguity, and 
lapses in interdisciplinary communication. Addressing these issues will require targeted educational interventions, improved interpro-
fessional collaboration, and expanded pharmacy integration. Embedding technological tools such as automated notifications into dis-
charge planning workflows could further improve medication reconciliation and ensure safe care transitions. To achieve these goals, 
nurses must have accurate medication information, role clarity, and integrated interdisciplinary support. 
Keywords: care transition, hospital discharge, interdisciplinary communication, medication reconciliation, nursing, patient safety, 
pharmacist collaboration

met quality improvement criteria and did not require formal 
human-subjects approval.

Sample. All bedside RNs who were working on the selected 
units were invited to participate, as they are directly involved in 
discharge education and coordination. Nurse managers and 
nurses working in non-bedside administrative roles were not eli-
gible. Participation was voluntary and anonymous. 

Each unit identified a nurse champion who posted recruitment 
flyers in staff areas, announced the study during huddles, and 
encouraged participation. Unit managers also promoted the study 
during staff meetings. An invitation email containing a link to the 
survey, which was hosted on the Qualtrics platform, was 

The Case of Mr. J.: Challenges in Medication Reconciliation at Discharge

Mr. J. was a 68-year-old man admitted to the hospital with 
acute decompensated heart failure. (This is a composite case 
based on the primary investigator’s clinical experience, rel-
evant cases referred to peer review, and themes identified 
from the open-ended survey responses.) During the course 
of his five-day stay, the inpatient health care team made mul-
tiple changes to his medication regimen, including discon-
tinuing the diuretic he took at home, starting a β-blocker, and 
adjusting his anticoagulant dosage regimen based on his 
renal function. Although updates were entered into the hos-
pital electronic health record (EHR), the after-visit summary 
(AVS) printed at discharge contained outdated information, 
reintroducing medications that had been stopped during hos-
pitalization. 

The discharge nurse, though generally confident in her abil-
ity to provide patient education, struggled to determine which 
medication instructions were accurate. With contradictory doc-
umentation and delayed communication from the team physi-

cian, she was unable to answer Mr. J.’s daughter’s questions 
about which medications to resume and which to stop. More-
over, Mr. J.’s AVS gave a vague follow-up plan: “See primary care 
provider and cardiologist within seven days.” But no appoint-
ments had been scheduled, and it was unclear whether the 
patient’s primary care provider had received a copy of the dis-
charge summary. Because the cardiologist used a different EHR 
system, the inpatient team assumed that this outpatient pro-
vider would retrieve records manually.

After returning home, Mr. J. and his daughter contacted the 
primary care provider’s office because they weren’t sure which 
medications to continue. Reconciling the discrepancies required 
additional phone calls among the outpatient clinic, pharmacy, 
and hospital teams. Although the errors were corrected before 
serious harm occurred, this case illustrates how communication 
and workflow gaps during care transitions can delay care, 
increase clinician workloads, and place patients at unnecessary 
risk following hospital discharge.
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review by hospital medicine physicians and nursing leadership 
and by pilot testing prior to distribution.

Data analysis. As noted, findings from the full survey have been 
published previously.1 The present study involved a focused sec-
ondary data analysis, examining medication reconciliation as a dis-
tinct discharge challenge. This analysis covered survey responses 
to 12 closed-ended items and two optional open-ended items span-
ning four domains relevant to the discharge planning workflow: 
patient and family engagement in discharge education, discharge-
related communication challenges, perceived responsibility for 
medication-related tasks at discharge, and interdisciplinary collab-
oration in discharge planning. Most of the closed-ended items used 
a 4- or 5-point Likert-type response scale to rate the respondent’s 
perceptions regarding patient and family engagement in discharge 
education, discharge-related communication challenges, quality of 
interdisciplinary collaboration, and frequency of discharge planning 
discussions during nurse–physician rounding. Some of these items 
also included a not applicable option. Perceived responsibility for 
medication-related tasks at discharge was assessed using multi-
ple-choice options. For items using Likert-type response scales to 
assess positive constructs (such as comfort with patient educa-
tion), higher scores indicate more favorable perceptions. For neg-
atively worded items (for example, “Changes in medication lists 
are not clearly communicated”), higher scores indicate greater lev-
els of perceived problems.

Quantitative responses were summarized descriptively. Open-
ended responses were analyzed using inductive content analysis to 
identify recurring themes that contextualized quantitative findings.

RESULTS
A total of 108 RNs completed the survey out of the 217 invited to 
participate (a 50% response rate). The majority (79.6%) identified 
as female. The largest age group consisted of nurses ages 35 to 44 
years (31.5%), followed by nurses ages 34 years and younger 
(27.8%). Almost all nurses (95.4%) had a bachelor’s degree or higher, 
and most (80.5%) reported having five or more years of RN expe-
rience. For more detailed participant characteristics, see Table 1. 

All respondents completed the closed-ended items included 
in this analysis. Optional open-ended responses were provided by 
26 nurses (24.1%) to the prompt “Please provide any feedback or 
comments regarding the above questions [on patient and family 
engagement]”; and by 31 nurses (28.7%) to the prompt asking for 
more details from respondents rating interdisciplinary collabora-
tion as “poor” or “terrible.” 

Quantitative findings are presented below, along with illustra-
tive comments to the open-ended items.

Patient and family engagement in discharge education. 
Most respondents expressed strong confidence in their ability to 
engage with and educate patients and families during the dis-
charge process. Of the 108 respondents, 101 (93.5%) reported 
being comfortable or very comfortable using teach-back to edu-
cate the patient and family on the patient’s condition and to 
explain medications, and 94 (87%) reported being comfortable or 
very comfortable reviewing the reconciled medication list with 
the patient and family on the day of discharge (see Figure 1). 
However, open-ended responses to the first prompt cited above 
revealed ongoing concerns about the reliability of the medication 
information provided to patients. Among the 26 nurses who sub-
mitted comments to that prompt, many described frustration 

distributed via the nursing listserv and by the unit champions, 
with one reminder email sent midway through the active survey 
period. Two $50 Amazon gift cards were raffled off among par-
ticipants who opted to provide their contact information in a sep-
arate, unlinked form. 

Survey instrument. The survey instrument was developed in 
2022 for our prior study1 and was informed by the Agency for 
Healthcare Research and Quality’s Care Transitions from Hospital 
to Home: IDEAL Discharge Planning Implementation Handbook.10 
The survey comprised multiple-choice items, items that used a 
Likert-type response scale, and open-ended items, and addressed 
a range of discharge planning and care transition topics that 
included communication, patient education, role clarity, and inter-
disciplinary collaboration during hospital discharge. Demographic 
data were also collected. Content validity was supported through 

Table 1. Participant Characteristics (N = 108)

Characteristic No. (%)

Age in years

≤34 30 (27.8)

35-44 34 (31.5)

45-54 25 (23.1)

≥55 11 (10.2)

Prefer not to answer 8 (7.4)

Gender identity

Female 86 (79.6)

Male 12 (11.1)

Transgender female 1 (0.9)

Nonbinary 2 (1.9)

Prefer not to answer 7 (6.5)

Race/ethnicity

Asian 48 (44.4)

Black/African American 6 (5.6)

Hispanic/Latino 9 (8.3)

Native Hawaiian or other Pacific Islander 4 (3.7)

White 20 (18.5)

Other 4 (3.7)

Prefer not to answer 17 (15.7)

English as primary language

Yes 80 (74.1)

No 28 (25.9)

Highest educational level

Associate degree 5 (4.6)

Bachelor’s degree 76 (70.4)

Master’s or doctoral degree 27 (25.0)

Years of RN experience

<5 21 (19.4)

5-10 22 (20.4)

10-20 44 (40.7)

>20 21 (19.4)

Note: Because of rounding, percentages may not sum to 100. 



PUBLISHED AHEAD-OF-PRINT

Copyright © 2026 Wolters Kluwer Health, LLC. All rights reserved. Unauthorized reproduction of this article is prohibited.

with unreconciled or outdated medications appearing on the AVS, 
which created confusion for patients and families about which 
medications to continue at home. One nurse explained,

Medication reconciliation [is] not updated by the team, and 
it can be difficult to know if the patient should continue 
taking certain meds at home that they stopped taking in 
the hospital.

Discharge-related communication challenges. Survey 
responses reflected the respondents’ persistent concerns about 
physician–nurse communication. Fifty-eight respondents (53.7%) 
indicated that greater physician input was needed to ensure the 
accuracy of medication information, and 69 (63.9%) somewhat or 
strongly agreed that changes to medication lists were not clearly 
communicated. Open-ended responses to the first prompt cited 

above reinforced these findings. Nurses frequently described time-
consuming efforts to clarify or correct AVS content. One nurse noted 
that “the nurse spends a lot of time going back and forth with the 
MD to fix problems [with the AVS],” while another noted that inac-
curacies “cause confusion for the patient and family.” Communication 
challenges extended beyond medication-related tasks, with 57 
(52.8%) respondents reporting that discharge planning was not con-
sistently discussed during nurse–physician rounding. 

Perceived responsibility for medication-related tasks at 
discharge. The respondents expressed mixed views regarding 
responsibility for these tasks. Sixty respondents (55.6%) identi-
fied medication teaching and schedule review as a shared respon-
sibility of nurses and physicians, while 47 (43.5%) viewed this as 
primarily a nursing responsibility; only one respondent (0.9%) iden-
tified it as primarily a physician responsibility. Similar perceptions 
were held regarding responsibility for communicating medication 

(1) Use teach-back to educate patient 
and famliy

93.5%

87%

6.5%

13%(2) Review reconciled medication list 
wth patient and family

Comfortable or very comfortable
Somewhat comfortable or not comfortable

Figure 1. Nurses’ Comfort Level with Patient and Family Engagement Tasks During Discharge

Nurses rated their comfort performing each of two patient and family engagement tasks during the discharge process: (1) using teach-back to explain 
the patient’s condition and medications, and (2) reviewing the reconciled medication list with the patient and family. Bars represent the percentage of 
respondents reporting being “comfortable” or “very comfortable” versus “somewhat comfortable” or “not comfortable” for each task.

Figure 2. Nurses’ Perceptions of Role Responsibility for Medication-Related Discharge Tasks

(1) Medication teaching
     and schedule review

(2) Communicating
     medication changes

55.6%

56.5%37%6.5%

Nursing Physicians Shared

0.9%43.5%

Nurses were asked to indicate who has primary responsibility (nursing, physician, or shared) for each of two medication-related discharge tasks: (1) medi-
cation teaching and schedule review, and (2) communicating medication changes made during hospitalization. Bars represent the percentage of respon-
dents selecting each response option for each task.
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changes made during hospitalization. Sixty-one respondents 
(56.5%) viewed this as a shared responsibility, 40 (37%) assigned 
primary responsibility to physicians, and seven (6.5%) assigned 
primary responsibility to nurses. (See Figure 2.) 

Interdisciplinary collaboration in discharge planning. 
Respondents’ perceptions of the quality of interdisciplinary collab-
oration varied across professional groups, with pharmacists receiv-
ing the most favorable evaluations. Sixty-five nurses (60.1%) rated 
their collaboration with pharmacists as good or excellent. In con-
trast, just 49 nurses (45.4%) rated their collaboration with physi-
cians as good or excellent, while 59 (54.6%) rated it as average, 
poor, or terrible. Collaboration with case managers and with social 
workers was rated as average, poor, or terrible by 74 respondents 
(68.5%) and 69 respondents (63.9%), respectively. (See Figure 3.)

Collaboration challenges were also evident across care set-
tings. Sixty-five respondents (60.1%) reported inadequate commu-
nication between inpatient and outpatient providers. Among the 
31 nurses who provided open-ended responses to the prompt ask-
ing for details about collaborations they rated as poor or terrible, 
many described a lack of direct communication, delayed discharge 
planning, and an overreliance on nurses as intermediaries between 
teams. One nurse wrote,

Outpatient and inpatient providers rarely talk if at all. 
Inpatient should alert outpatient providers about the 
course and [discharge] plan. However, there are not 
enough staff to do this. More providers or care liaisons 
need to be hired to do this well.

For a summary of the analyzed survey items and correspond-
ing response options, see Table 2.

DISCUSSION
The findings from this survey reveal persistent systemic and 
interprofessional communication issues that afflict medication 

reconciliation during the hospital discharge process. They high-
light gaps in the discharge planning workflow that can contribute 
to medication discrepancies and fragmented follow-up after dis-
charge. Three interrelated themes were identified across the data. 
First, nurses reported high confidence in their patient and family 
education skills but low confidence in the accuracy of discharge 
medication information. Second, the nurses held varying percep-
tions of role responsibility for medication-related tasks even as 
they indicated that physician communication was too limited. 
Third, nurses reported that interdisciplinary collaboration varied 
widely by professional group, with notable gaps in communica-
tion between inpatient and outpatient providers. Taken together, 
these findings underscore the need for coordinated, team-based 
solutions that strengthen communication, clarify roles, and sup-
port accurate, patient-centered care transitions. 

Theme 1. High confidence in teaching skills, low confidence 
in information reliability. Most survey respondents reported high 
levels of comfort with using the teach-back method and with 
reviewing medication lists with patients and families, yet their con-
fidence was often overshadowed by frustration. Respondents 
described frequently finding inconsistencies between physician 
orders and the AVS, including discontinued medications reappear-
ing, late updates to orders, and unclear documentation of medi-
cation changes. These issues created confusion and made it 
difficult for nurses to answer patients’ questions.

These findings suggest that skillful patient education alone may 
be insufficient when medication information is inaccurate or 
incomplete, a troubling indication given previous studies demon-
strating that medication discrepancies at discharge remain com-
mon and contribute to postdischarge ADEs.5,11 In our study, the 
AVS, which is intended to serve as a clear and comprehensive dis-
charge guide for patients and families, instead emerged as a point 
of vulnerability as a result of delayed or late updates, fragmented 
workflows, and inadequate communication across clinical roles 
and teams. For nurses to engage effectively with patients and 

Figure 3. Nurses’ Ratings of Interdisciplinary Collaboration During Discharge 

Nurses rated the quality of their collaboration with case managers, pharmacists, physicians, and social workers during the discharge process, using a 
5-point Likert-type scale (range, excellent to terrible). Bars represent the percentage of respondents selecting each rating category for each discipline.

Case managers

Pharmacists

Physicians

Social workers

6.5% 25% 30.6% 29.6% 8.3%

5.6%

1.9%14.8%

34.3%44.4%15.7%

6.5%

9.3% 26.9% 32.4%

38.9% 37.9%

9.3%22.2%

Excellent Good Average Poor Terrible
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Table 2. Summary of Survey Items Included in the Secondary Analysis

Survey Items Analyzed Response Options 

Patient and family engagement: Below is a list of suggested practices from the AHRQ that improve the discharge process involvement of patients and 
their families throughout the hospital stay. Please indicate your comfort level in performing the following practices.

Daily during hospital stay: Use teach-back to educate the patient and fam-
ily on the patient’s condition and explain medications to them.

4-point Likert-type scale: not comfortable, somewhat comfortable,  
comfortable, very comfortable; N/A

On the day of discharge: Review the reconciled medication list with the 
patient and family.

4-point Likert-type scale: not comfortable, somewhat comfortable,  
comfortable, very comfortable; N/A

Please feel free to provide any feedback or comments regarding the above 
[patient and family engagement] questions. 

Free-text response

Discharge-related challenges: Below are some challenges in providing high-quality care as patients leave the hospital. These challenges have been 
adapted from the AHRQ’s IDEAL Discharge Planning Implementation Handbook. To what extent do you agree with the following statements?

There is lack of communication between inpatient and outpatient providers. 5-point Likert-type scale: strongly disagree, somewhat disagree, neither 
agree nor disagree, somewhat agree, strongly agree

Changes in medication lists are not clearly communicated. 5-point Likert-type scale: strongly disagree, somewhat disagree, neither 
agree nor disagree, somewhat agree, strongly agree

The primary team physician does not effectively communicate discharge 
planning to nursing.

5-point Likert-type scale: strongly disagree, somewhat disagree, neither 
agree nor disagree, somewhat agree, strongly agree

Perceived responsibilities for discharge education and communication: Below is a list of patient education discharge items. These challenges have been 
adapted from the AHRQ’s IDEAL Discharge Planning Implementation Handbook. Is the item primarily a nursing, physician, or shared responsibility?

Medication teaching and schedule Nursing, physician, shared responsibility

Communicate changes in medication regimen made during hospitalization. Nursing, physician, shared responsibility

If you answered nursing or shared, is more input needed from physicians 
in order to successfully fulfill this responsibility?

Yes, no, unsure

Interprofessional collaboration: How would you rate nursing collaboration with the following professionals regarding discharge?

Case managers 5-point Likert-type scale: terrible, poor, average, good, excellent; N/A

Pharmacists 5-point Likert-type scale: terrible, poor, average, good, excellent; N/A

Physicians 5-point Likert-type scale: terrible, poor, average, good, excellent; N/A

Social workers 5-point Likert-type scale: terrible, poor, average, good, excellent; N/A

If you answered “terrible” or “poor” for any of the above, please explain 
why and indicate which professionals you are referring to.

Free-text response

Tools and interventions

How often is discharge planning discussed during physician/nurse rounding? 5-point Likert-type scale: never, rarely, about half the time, most of the 
time, always

AHRQ = Agency for Healthcare Research and Quality; N/A = not applicable. 
Note: Items are organized according to their original survey sections rather than analytic themes. The two open-ended questions were included to capture contextual explanations 
related to patient engagement and “terrible” or “poor” interprofessional collaboration. Perceived responsibility responses were analyzed descriptively.

families, they must have timely access to accurate and fully rec-
onciled medication information. Without this, the final step of dis-
charge teaching, when patient understanding is solidified, becomes 
compromised despite nurses’ strong communication skills.

Theme 2. Role ambiguity and interdisciplinary communi-
cation issues. The data revealed uncertainty regarding which cli-
nicians are responsible for specific components of discharge 
medication reconciliation. The respondents frequently noted mis-
alignment between their expectations and the level of physician 
engagement in updating medication lists, documenting discharge 
instructions, and communicating changes. This is consistent with 
literature that has described persistent role ambiguity in medica-
tion reconciliation workflows.3,4 When responsibilities are unclear 
or inconsistently executed, nurses may be forced to “fill in the 
gaps,” contributing to workflow delays, unnecessary task duplica-
tions, and frustration.

Educational interventions have shown promise in reducing 
role ambiguity. At one California hospital, an interdisciplinary 

educational program aimed at clarifying medication reconcilia-
tion responsibilities increased completed reconciliation rates 
from 64.7% to 81.3%.12 Another study, conducted at a medical 
center in South Carolina, found that implementing pharmacist-
led education for nursing and medical staff led to improved med-
ication history accuracy and identification of medication 
discrepancies.13 At academic medical centers, where resident 
physicians and other clinical trainees often complete discharge 
orders, embedding standardized medication reconciliation train-
ing into graduate medical and nursing education curricula is espe-
cially important. Early clarification of roles and responsibilities, 
followed by reinforcement through interprofessional feedback, 
may reduce errors downstream and strengthen shared 
accountability.

Theme 3. Interdisciplinary collaboration and communica-
tion gaps across settings. The survey respondents identified col-
laboration and communication gaps, both within the inpatient 
health care team and between inpatient and outpatient 
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providers, as significant barriers to effective medication reconcil-
iation. They described difficulties in reaching physicians for clari-
fication, inconsistent communication with case managers and 
social workers, and delays in addressing medication changes. 
These findings are in keeping with the literature, which has linked 
such gaps to patients receiving incorrect or confusing medica-
tion instructions, increased risk of readmission, and increased 
risk of postdischarge ADEs.5,14

In the present study, respondents identified pharmacists as 
a critical but underutilized resource and expressed their desire 
for greater pharmacist involvement. This is supported by prior 
studies, which found that pharmacists identified medication dis-
crepancies more effectively than did other clinicians.6,9 Moreover, 
when pharmacists provided medication-related counseling at 
discharge to patients with low health literacy, the rate of 
unplanned postdischarge health care utilization was lowered.15 
Pharmacist-led interventions targeting patients at higher risk for 
readmission have been shown to reduce 30-day readmission 
rates by pairing comprehensive medication reconciliation with 
proactive follow-up.16  

Lapses in communication between inpatient and outpatient 
providers further threaten safe care transitions. In the present 
study, respondents emphasized that discharge summaries and 
medication lists were not consistently transmitted to primary care 
providers, resulting in delayed continuity of care and incomplete 
follow-up plans. One potential solution to such lapses was tested 
in a study by Smith and colleagues, which demonstrated that send-
ing automated electronic notifications to primary care providers 
reduced medication errors and improved postdischarge out-
comes.17 Similarly, the RightRx system, which automates the inte-
gration of community-based pharmacy records into hospital 
medication reconciliation workflows, has shown potential for 
reducing discrepancies and improving communication across 
settings.18

In short, ensuring the completion of accurate medication rec-
onciliation, improving role clarity, promoting interdisciplinary col-
laboration, and strengthening communication across care settings 
are essential to optimize the discharge planning workflow, pre-
vent care fragmentation, and keep patients safe. 

Implications for practice, technology, and systems design. 
Findings from this study point to several opportunities for sys-
tem-wide improvement. First, interprofessional education and 
clear role delineation are fundamental to reducing undesirable 
task variation and duplication in practice. Joint training sessions 
for nurses, physicians, pharmacists, and resident physicians and 
other clinical trainees can foster a shared understanding of 
responsibilities and improve medication-related communication 
during care transitions. Second, integrating pharmacists more 
effectively into the discharge process can support both 

medication reconciliation accuracy and workflow efficiency. In 
settings with limited staffing, at least including pharmacists in the 
discharge process for high-risk or complex patients may signifi-
cantly reduce medication discrepancies and prevent readmis-
sions. Third, technology-enabled solutions should be embedded 
directly into discharge planning workflows. Through the use of 
automated provider notifications, real-time medication reconcil-
iation dashboards, standardized AVS templates, and artificial intel-
ligence–assisted medication verification tools, hospitals could 
potentially reduce manual errors, ensure timely information shar-
ing, lessen clinicians’ cognitive load, and strengthen communica-
tion across disciplines and settings. Such technologies are 
especially important given the myriad communication challenges 
identified by the study respondents. Together, these implications 
highlight the need for systemic approaches that combine educa-
tion, interdisciplinary collaboration, and technological support to 
enhance the safety and reliability of medication reconciliation at 
discharge.

Limitations. This study was conducted at a single quaternary 
academic medical center, which may limit the findings’ generaliz-
ability to other settings with different workflows or patient popu-
lations. The use of self-reported data may introduce response bias, 
particularly regarding respondents’ perceptions of communica-
tion or responsibility. Because the survey gathered only nurses’ 
perspectives and not those of physicians, pharmacists, case man-
agers, social workers, or other clinicians, it could not fully assess 
interprofessional dynamics. Future research should incorporate 
multisite sampling and include multiple disciplines in order to guide 
the development of relevant interventions and evaluate their 
impact over time.

CONCLUSIONS
The study results provide new nursing insights into the system-
level barriers affecting discharge medication reconciliation. While 
the surveyed nurses reported strong confidence in their ability to 
provide patient education, their ability to deliver accurate medi-
cation information at discharge was undermined by incomplete 
or inconsistent documentation, delayed updates, and lapses in 
communication with physicians and other team members. These 
findings revealed persistent gaps in role clarity, interdisciplinary 
collaboration, and inpatient–outpatient provider communication, 
all of which hinder safe, efficient care transitions.

Addressing these barriers will require targeted educational 
interventions, strengthened interprofessional collaboration, and 
expanded pharmacy integration. Embedding technological tools 
such as automated communication systems and medication rec-
onciliation software into discharge planning workflows could fur-
ther reduce medication discrepancies and improve care continuity 
across settings. Together, these strategies can enhance patient 
safety, reduce the risk of ADEs, and promote more reliable transi-
tions from hospital to home. Ensuring that nurses have accurate 
information, role clarity, and integrated team support is essential 
to achieving these goals.  ▼

REFERENCES
	1.	Emmanouilidou E, Krishnan D, Kaplan E, et al. Nursing recommendations 

to improve discharge and care transitions from the bedside. J Patient Saf. 
2025;21(8):552-558. doi:10.1097/pts.0000000000001382

	2.	Kwan JL, Lo L, Sampson M, Shojania KG. Medication reconciliation during 
transitions of care as a patient safety strategy: a systematic review. Ann 

The findings revealed persistent  
gaps in role clarity, interdisciplinary  
collaboration, and inpatient–outpatient 
provider communication.



PUBLISHED AHEAD-OF-PRINT

Copyright © 2026 Wolters Kluwer Health, LLC. All rights reserved. Unauthorized reproduction of this article is prohibited.

Intern Med. 2013;158(5 Pt 2):397-403. doi:10.7326/0003-4819-158-5-
201303051-00006

	3.	Marien S, Krug B, Spinewine A. Electronic tools to support medication rec-
onciliation: a systematic review. J Am Med Inform Assoc. 2017;24(1):227-
240. doi:10.1093/jamia/ocw068

	4.	Schnipper JL, Reyes Nieva H, Yoon C, et al. What works in medication rec-
onciliation: an on-treatment and site analysis of the MARQUIS2 study. BMJ 
Qual Saf. 2023;32(8):457-469. doi:10.1136/bmjqs-2022-014806

	5.	Alqenae FA, Steinke D, Keers RN. Prevalence and nature of medication 
errors and medication-related harm following discharge from hospital to 
community settings: a systematic review. Drug Saf. 2020;43(6):517-537. 
doi:10.1007/s40264-020-00918-3

	6.	Accomando M, DeWitt K, Porter B. Pharmacist impact on medication 
reconciliation of behavioral health patients boarding in the emer-
gency department. Ment Health Clin. 2022;12(3):187-192. doi:10.9740/
mhc.2022.06.187

	7.	Kennelty KA, Chewning B, Wise M, Kind A, Roberts T, Kreling D. 
Barriers and facilitators of medication reconciliation processes for 
recently discharged patients from community pharmacists’ per-
spectives. Res Social Adm Pharm. 2015;11(4):517-530. doi:10.1016/j.
sapharm.2014.10.008

	8.	Lee KP, Hartridge C, Corbett K, Vittinghoff E, Auerbach AD. “Whose job is it, 
really?” Physicians’, nurses’, and pharmacists’ perspectives on complet-
ing inpatient medication reconciliation. J Hosp Med. 2015;10(3):184-186. 
doi:10.1002/jhm.2289

	9.	Bishop MA, Cohen BA, Billings LK, Thomas EV. Reducing errors through 
discharge medication reconciliation by pharmacy services. Am J Health 
Syst Pharm. 2015;72(17 Suppl 2):S120-S126. doi:10.2146/sp150021

	10.	Agency for Healthcare Research and Quality. Care Transitions from Hospital 
to Home: IDEAL Discharge Planning Implementation Handbook. 2025. 
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/

hospital/engagingfamilies/strategy4/Strat4_Implement_Hndbook_508_
v2.pdf

	11.	Coleman EA, Smith JD, Raha D, Min SJ. Posthospital medication dis-
crepancies: prevalence and contributing factors. Arch Intern Med. 
2005;165(16):1842-1847. doi:10.1001/archinte.165.16.1842

	12.	Al Garsan M, Leon E, Alyami HS, et al. Effectiveness of an educational inter-
vention in improving the patient medication reconciliation in the emergency 
department. Int J Clin Pract. 2021;75(11):e14782. doi:10.1111/ijcp.14782

	13.	Holt KM, Thompson AN. Implementation of a medication reconciliation 
process in an internal medicine clinic at an academic medical center. 
Pharmacy (Basel). 2018;6(2). doi:10.3390/pharmacy6020026

	14.	Mogaka B, Clary D, Hong C, Farris C, Perez S. Medication reconciliation in 
the emergency department performed by pharmacists. Proc (Bayl Univ 
Med Cent). 2018;31(4):436-438. doi:10.1080/08998280.2018.1499005

	15.	Bell SP, Schnipper JL, Goggins K, et al. Effect of pharmacist counseling 
intervention on health care utilization following hospital discharge: a ran-
domized control trial. J Gen Intern Med. 2016;31(5):470-477. doi:10.1007/
s11606-016-3596-3

	16.	Rajaguru V, Han W, Kim TH, Shin J, Lee SG. LACE index to predict the high 
risk of 30-day readmission: a systematic review and meta-analysis. J Pers 
Med. 2022;12(4). doi:10.3390/jpm12040545

	17.	Smith KJ, Handler SM, Kapoor WN, Martich GD, Reddy VK, Clark S. 
Automated communication tools and computer-based medication recon-
ciliation to decrease hospital discharge medication errors. Am J Med Qual. 
2016;31(4):315-322. doi:10.1177/1062860615574327

	18.	Tamblyn R, Winslade N, Lee TC, et al. Improving patient safety and effi-
ciency of medication reconciliation through the development and adop-
tion of a computer-assisted tool with automated electronic integration of 
population-based community drug data: the RightRx project. J Am Med 
Inform Assoc. 2018;25(5):482-495. doi:10.1093/jamia/ocx107

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy4/Strat4_Implement_Hndbook_508_v2.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy4/Strat4_Implement_Hndbook_508_v2.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/systems/hospital/engagingfamilies/strategy4/Strat4_Implement_Hndbook_508_v2.pdf



