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Objectives 

 

• Review the key threats to patient safety in 
primary care settings and interventions to 
engage patients and families to improve safety 

• Describe the role and value of the Medication 
Management strategy in improving patient 
safety 

• Identify strategies for implementing the 
Medication Management strategy in primary 
care settings 
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Guide – Project Goals 

• Meaningful engagement with 
patients and families in ways 
that impact safety, not just 
quality 

• Based on evidence  

• Tools that are easy to use 

• Tools for practices who have 
not done much in this area 
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Key Project Deliverables 

• Environmental Scan 

• Four Case Studies of 
Exemplar Practices 

• Four Interventions to 
Improve Safety by PFE 

• Final Guide 
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Key Threats & Promising Interventions 

 

Threats to Patient Safety 

• Breakdowns in 
communication 

• Medication management 

• Diagnosis and treatment 

• Fragmentation and 
environment of care 

Promising Interventions 

• Shared Decisionmaking 

• Patient and Family Advisory 
Councils (PFAC) 

• Team-based Care 

• Medication Management 

• Family engagement in care 

• Structured communication 
tools 
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Patient & Family Engagement in Primary Care 



Four Interventions 

• Teach-Back 

• Be Prepared to be 
Engaged 

• Medication 
Management 

• Warm Handoff 
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What is the Medication Management Strategy? 

• Develop a complete & 
accurate medication list 
– Patients and family 

members bring all their 
medications – OTC and 
prescriptions 

• Complete medication 
reconciliation using the 
accurate medication list 
– Identify & correct safety 

issues 

 



Why Use the Medication Management 

Strategy? 

• 2.3 billion prescriptions are prescribed by 
primary care clinicians each year (CDC) 

• Adverse drug events result in as many as 4.5 
million ambulatory visits each year 1 

• Medication reconciliation improves patient 
safety and reduces adverse drug events: 

– prescribing errors, medication contraindications, 
overprescribing, under-prescribing, and patient 
adherence 
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Medication Management – Safety Checks 

• Challenges in how the patient is taking the 
medication 

• Possible interactions with other medications 
or over the counter medicines 

• Overdoses 

• Appropriateness as a treatment 

• Avoidable regimen complexity 

• Avoidable side effects9 
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Getting Started 

Step 1 
• Identify a Champion and get 

Leadership Buy-in 

Step 2 
• Develop processes for using 

Medication Management Tools 

Step 3 
• Train team members and initiate 

implementation 

Step 4 
• Introduce Medication 

Management Materials to patients 

Step 5 
• Evaluate and refine  
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Step 1. Leadership Buy-in 

13 

• Identify a Medication 
Management practice 
champion 

• Obtain leadership buy-
in and support 

• Identify a process 
improvement team 

Engage a patient or two 
in developing your plan 



Step 2. Design Implementation 

• Identify a team to help 
design processes for 
each of the Medication 
Management strategy 
tools 

• Identify resources for 
implementation 
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Design Support 

Before Appointment 

Rooming the Patient 

During the Exam 

Electronic Health Record 



Reviewing the Medicines 

• Detailed process for 
engaging patients in 
medicine review 

• Supported by additional 
checklists 



Step 3. Orient Practice Staff 

• Information about  the 
Medication 
Management Strategy 
for: 

– Practice Staff 

– Clinicians 

• Provide overview of 
tools and how to use to 
enhance engagement 
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Medication List 



Checklist for Staff 

• Checklist to help 
support adoption 

• Supplements procedure 
guide 

• Can be used at the 
point of care every time 
staff conduct medicine 
review 

 



Common Barriers Fact Sheet 

• Aids clinicians in 
discussing barriers & 
facilitators of 
medication: 

– Filling 

– Adherence 

• Available in 

– Full page 

– Pocket size version 

 



Step 4. Orient Patients 

• Orient the patient to 
the Medication 
Management Strategy  
– Patient Fact Sheet 

• Discuss why it is 
important 

• Reinforce the need for 
patients to engage in 
discussions about their 
medicines 
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Appointment Reminder Card 

22 



Step 5. Evaluate & Refine 

Design 

Implement 

Evaluate 

Refine 
• Observations 

• Team debriefs 

• Simple counts 
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How can the AHRQ PFE Guide help practices 
achieve success?  



How Can I Get Started? 
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QUESTIONS? 



Other Resources 

• Brown Bag Medication Review: Tool #8 from the Agency for 
Healthcare Research and Quality’s Health Literacy Universal 
Precautions Toolkit (http://www.ahrq.gov/professionals/quality-
patient-safety/quality-resources/tools/literacy-
toolkit/healthlittoolkit2-tool8.html)  

• Help Patients Remember How and When to Take Their Medicine: 
Tool #16 from the Agency for Healthcare Research and Quality’s 
Health Literacy Universal Precautions Toolkit 
(http://www.ahrq.gov/professionals/quality-patient-safety/quality-
resources/tools/literacy-toolkit/healthlittoolkit2-tool16.html)  

• Brownbag Tool Kit from the Ohio Patient Safety Institute 
(http://ohiohospitals.org/Patient-Safety-Quality/Ohio-Patient-
Safety-Institute-OPSI/Professional-Resources/Medication-
Safety.aspx)  
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