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PURPOSE

Purpose: Medication information was documented across
multiple forms using inconsistent processes, resulting in
fragmented communication, patient confusion, and frequent
medication-related clarification after discharge. This quality
improvement initiative developed and implemented a
standardized, patient-specific medication reconciliation and
post-operative documentation process to improve
documentation consistency, enhance patient understanding,
and strengthen perioperative medication safety

Background: Prior to implementation, perioperative
medication information was documented across multiple
forms and sections of the medical record, resulting in
fragmented communication, documentation variability, chart
addenda, and frequent verbal clarification. Surgical patients
routinely received 3—7 new post-operative prescription
medications while simultaneously managing their existing
home medications prescribed by other healthcare providers.
In addition to remembering when to begin newly prescribed
medications, patients were responsible for determining when
to hold, continue, or resume their chronic medications before
and after surgery. Discharge instructions were often
presented using generic medication lists rather than
individualized guidance, making it difficult for patients to
determine which instructions applied specifically to them.

A baseline review of 50 surgical charts (November 1, 2023—
January 31, 2024) demonstrated that 0% utilized a
standardized medication reconciliation process.
Approximately 74% of patients required medication-related
clarification following discharge regarding when to start, hold,
continue, or resume their medications, and nursing staff spent
an average of 6 minutes per patient reconciling medications
and reinforcing individualized instructions. These findings
identified a significant opportunity to standardize medication
communication, improve documentation consistency, reduce
workflow inefficiencies, and strengthen perioperative patient
safety through a single, individualized medication plan.

Unified Medication Reconciliation & Post-Op Chart Form

STEPHANIE ACCARDOQO, BSN, RN
PARK AVENUE PREMIER SURGICAL, PLLC

Significance: Fragmented medication documentation and
inconsistent patient instructions created inefficiencies,
increased staff workload, and frequently required post-
operative clarification. Standardizing medication reconciliation
into a single, individualized medication plan improved
communication, supported medication adherence,
strengthened perioperative patient safety, and enhanced the
patient recovery experience by providing clear guidance for
medication management. This practical, low-cost intervention
demonstrates how workflow redesign can produce
meaningful and sustainable improvements in ambulatory
surgical care.

GOAL

By the end of the 8-week remeasure period (February 1 —
March 31, 2024):

e > 90 % of surgical charts include a fully completed unified
form

e > 50 % reduction in staff time spent reconciling and
explaining medications

e > 50 % reduction in medication- related chart addenda and
clarification calls

REASON FOR THE GAP

Medication reconciliation, allergy documentation, and
perioperative medication instructions were documented
across multiple forms, resulting in fragmented
communication, inconsistent documentation, and reliance on
verbal reinforcement.

Patients were required to manage 3—7 new post-operative
medications in addition to their existing home medications
prescribed by other healthcare providers, each requiring
individualized instructions regarding when to start, hold,
resume, or discontinue therapy. Generic discharge
instructions often included medications for multiple
procedures rather than patient-specific guidance, creating
confusion regarding which medications applied to each
patient—particularly CO, laser patients, who required
additional medications and unique dosing schedules. This
fragmented process increased medication-related questions,
documentation variability, and unnecessary follow-up
communication.

CORRECTIVE ACTIONS

Old Fragmented Forms:

-Medication information documented across multiple forms

-Generic discharge instructions provided for multiple
procedures

-Reliance on verbal reinforcement to clarify medication
schedules
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MEDICATION REVIEW

Patient Name: DATE:

Robert A. Guida, M.D., P.C. | (212) 871-0900 | drguida.com ‘
Prescription Medication Instructions:

MEDICATION LIST AT INITIAL CONSULT
Medication Dose Freq Date Medication Dose Freq Date

Antibiotic

Start one day prior to surgery. Take one
pill twice daily. Finish bottle. On the
morning of surgery, please skip that dose.

FOLLOW-UP CARE

Antiemetic (For Nausea): i | Changesin
Place one tablet under tongue one ]
hour before surgery. The remaining pills
can be used after surgery, if needed.

Decription of Changes

Pain Medication:
Take 1-2 pills every 4 hours as needed
for pain.

C02 Laser Patients will also receive
the following:

Valtrex: 1 pill, twice daily. Starting 1 day
prior to surgery. Finish bottle.

Diflucan: 1 pill daily. Starting 1 day prior
Lo surgery. I'inish bottle.

ALLERGIES:

New Standardized Patient Specific Workflow:

PATIENT NAME:

\ DATE OF BIRTH: \
l DATE OF SURGERY: I
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MEDICATION RECONCILIATION FORM POST-OP MEDICATION CHART

ALLERGIES:

DATE: DAY 1
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DATE: AY
MEDICATION TIME TIME TIME TIME TIME TIME TIME

;Medication & Laser Face Washing Timetableé
DAY MORNING MID-DAY EVENING! BEDTIME COMPLETED
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** Apply Cold Compress at least every hour
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Implementation:
Jan. 28-30, 2024: Staff education (two 15-minute huddles).

Feb. 1, 2024: Unified Medication Reconciliation Form
implemented in all surgical charts.

Policy: Completed form required prior to patient discharge
and chart closure.

Baseline 1st Measurement 2nd Measurement Sustainment
S0 charts Goal 23 charts 23 charts 40 charts
11/1/23-1/31/24 2/1/24-2/29/2024 3/1/24-3/31/24 04/1/24-05/31/24
Implemented 0% >90% of charts >86% >91% 100%
Form ’ have form 20/23 charts 21/23 charts 40/40 charts
>50%
Addendum/ 26% T @ >50% reduction >65% reduction >95% reduction
m 13/50 charts did NOT charts 12/23 charts did NOT 15/23 charts did NOT 38/40 charts did NOT
et AR I T need addenda or . need addenda NEED addenda NEED addenda
calls clarification NOT needing or clarification or clarification or clarification
addenda
[
Staff time 6min/chart . 250% (3 2.5min/chart 2.5min/chart 2.5min/chart
=S minutes or less)
GOAL NOT MET
GOAL MET
Governing Body

*Quality improvement findings and outcomes presented to
the Governing Body on June 3, 2024, and documented in the
meeting minutes.

Clinical & Administrative Staff

Staff educated on the new workflow during two 15-minute
huddles (January 28-30, 2024) prior to implementation.
*Study findings, outcomes, and sustainment results presented
by the Nurse Manager during the June 6, 2024 staff meeting.
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