
  

 
Measure #46: Medication Reconciliation        

 
DESCRIPTION: 
Percentage of patients aged 65 years and older discharged from any inpatient facility (e.g., 
hospital, skilled nursing facility, or rehabilitation facility) and seen within 60 days following 
discharge in the office by the physician providing on-going care who had a reconciliation of the 
discharge medications with the current medication list in the medical record documented 

 
INSTRUCTIONS: 
This measure is to be reported at an office visit occurring within 60 days of each inpatient facility 
discharge date during the reporting period. There is no diagnosis associated with this measure. If 
multiple claims are submitted within 60 days of inpatient discharge, only one instance of reporting 
will be counted. Part B claims data will be analyzed to determine the inpatient facility discharge 
date. This measure is appropriate for use in the ambulatory setting only. This measure may be 
reported by clinicians who perform the quality actions described in the measure based on the 
services provided and the measure-specific denominator coding. This measure is not to be 
reported unless a patient has been discharged from an inpatient facility within 60 days prior to the 
outpatient visit. 

 
This measure is reported using CPT Category II codes: 
CPT E/M service codes and patient demographics (age, gender, etc.) are used to identify patients 
who are included in the measure’s denominator. CPT Category II codes are used to report the 
numerator of the measure.  
  
When reporting the measure, submit the listed CPT E/M service codes and the appropriate CPT 
Category II codes OR the CPT Category II codes with the modifier. The reporting modifier allowed 
for this measure is: 8P- reasons not otherwise specified. There are no allowable performance 
exclusions for this measure. 

 
NUMERATOR: 
Patients who had a reconciliation of the discharge medications with the current medication list in 
the medical record documented  

 
Definition: The medical record must indicate that the clinician is aware of the inpatient 
facility discharge medications and will either keep the inpatient facility discharge 
medications or change the inpatient facility discharge medications or the dosage of an 
inpatient facility discharge medication. 
 
NUMERATOR NOTE: The correct combination of numerator code(s) must be reported on 
the claim form in order to properly report this measure. The “correct combination” of codes 
may require the submission of multiple numerator codes. 
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Numerator Coding: 
Documentation of Reconciliation of Discharge Medication with Current Medication 
List in the Medical Record  
(Two CPT II codes [1111F & 1110F] are required on the claim form to submit this 
category) 
 
CPT II 1111F: Discharge medications reconciled with the current medication list in 
outpatient medical record 
AND 
CPT II 1110F: Patient discharged from an inpatient facility (eg hospital, skilled nursing 
facility, or rehabilitation facility) within the last 60 days  

OR 
If patient is not eligible for this measure because patient was not discharged from 
an inpatient facility within the last 60 days, do not report any CPT Category II codes. 
There are no reporting requirements in this case. 

OR 
Discharge Medication not Reconciled with Current Medication List in the Medical 
Record, Reason Not Specified 
(Two CPT II codes [1111F-8P & 1110F] are required on the claim form to submit this 
category) 
 
Append a reporting modifier (8P) to CPT Category II code 1111F to report circumstances 
when the action described in the numerator is not performed and the reason is not 
otherwise specified.  
• 1111F with 8P: Discharge medications were not reconciled with the current 

medication list in outpatient medical record, reason not otherwise specified 
AND 
CPT II 1110F: Patient discharged from an inpatient facility (eg hospital, skilled nursing 
facility, or rehabilitation facility) within the last 60 days  
 

DENOMINATOR: 
All patients aged 65 years and older discharged from any inpatient facility (e.g., hospital, skilled 
nursing facility, or rehabilitation facility) and seen within 60 days following discharge in the office by 
the physician providing on-going care 

 
Denominator Coding: 
A CPT E/M service code is required to identify patients for denominator inclusion. 
CPT E/M service codes: 99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 
99215  
 

RATIONALE: 
Medications are often changed while a patient is hospitalized. Continuity between inpatient and on-
going care is essential.  
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CLINICAL RECOMMENDATION STATEMENTS: 
No trials of the effects of physician acknowledgment of medications post-discharge were found. 
However, patients are likely to have their medications changed during a hospitalization. One 
observational study showed that 1.5 new medications were initiated per patient during 
hospitalization, and 28% of chronic medications were canceled by the time of hospital discharge. 
Another observational study showed that at one week post-discharge, 72% of elderly patients were 
taking incorrectly at least one medication started in the inpatient setting, and 32% of medications 
were not being taken at all. One survey study faulted the quality of discharge communication as 
contributing to early hospital readmission, although this study did not implicate medication 
discontinuity as the cause. (ACOVE) 
 
First, a medication list must be collected. It is important to know what medications the patient has 
been taking or receiving prior to the outpatient visit in order to provide quality care. This applies 
regardless of the setting from which the patient came — home, long-term care, assisted living, etc.  
The medication list should include all medications (prescriptions, over-the-counter, herbals, 
supplements, etc.) with dose, frequency, route, and reason for taking it. It is also important to verify 
whether the patient is actually taking the medication as prescribed or instructed, as sometimes this 
is not the case. 

  
At the end of the outpatient visit, a clinician needs to verify three questions: 
1. Based on what occurred in the visit, should any medication that the patient was taking or 

receiving prior to the visit be discontinued or altered?  
2. Based on what occurred in the visit, should any prior medication be suspended pending 

consultation with the prescriber?  
3. Have any new prescriptions been added today? 
 
These questions should be reviewed by the physician who completed the procedure, or the 
physician who evaluated and treated the patient. 

• If the answer to all three questions is “no,” the process is complete. 
• If the answer to any question is “yes,” the patient needs to receive clear instructions about 

what to do — all changes, holds, and discontinuations of medications should be 
specifically noted. Include any follow-up required, such as calling or making appointments 
with other practitioners and a timeframe for doing so. (IHI) 
 


