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Abstract 

Background: Medication safety by reducing the proportion of older adults who use 

inappropriate medications is a Healthy People 2030 goal (Office of Disease Prevention and 

Health Promotion, n.d.(a)). The research for this proposal supported an established medication 

reconciliation (MR) to reduce errors and adverse drug events (ADEs). Consistent MR is essential 

for patient safety and positive patient outcomes in rural outpatient primary care clinics, as these 

patients possess multiple comorbidities.  

Purpose: This Doctor of Nursing Practice (DNP) quality improvement project (QIP) established 

a routine MR process within a rural primary care clinic with reduced unnecessary polypharmacy 

and decreased risk of medication errors and ADEs as the implementation goals. 

Methods: The DNP QIP included stakeholder meetings to identify the goals and discuss the QIP 

development, an educational session for clinic staff before the QIP implementation, and printed 

resources for the clinic staff and patients to reinforce awareness of the evidence-based practice 

(EBP) QIP. 

Results: The post-implementation report produced a total of 99 patient visit records within the 

March 18-31, 2023, evaluation period. Ages ranged from 65-97 years with an average of 74.9 

and a median of 81. There were 53 female and 46 male patients. The primary goal was to 

establish a consistent, routine MR process to address unnecessary polypharmacy in patients 65 

and older, which documented consistent review of medication lists for polypharmacy for at least 

95% or greater of all appointments at the end of the QIP or a greater than 4.4% increase (≥95%) 

of patients having a “medication review” completed less than 90 days ago, based on a 

retrospective chart review, compared to the baseline data collected. This goal was met with all 99 

patient visits (100%) having a documented MR within the last 90 days. Other measurable clinic-
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specific goals included a 10% or more significant reduction of patients with nine or more 

“unnecessary” medications listed (≤83.25%). This goal was also met with only 64 of the 99 

patients (64.6%) having listed nine or more current medications. Of these patients, it was noted 

that female patients had the higher rate of nine or more medications at 53.1% (34/64), while 

46.9% of male patients (30/64) had nine or more medications listed on their recent MRs. 

Conclusion: This QIP addressed unnecessary polypharmacy in older adult patients in a rural 

primary care setting. The results of the QIP provided encouraging findings and 

supported the hypothesis that primary care providers can appraise patient medication lists 

in an effort to successfully deprescribe. The results also validated the evidence in the literature 

review advocating education and evidence-based QIPs as part of those efforts. This QIP was 

successfully implemented during the eight weeks, and the MD-PC reported that she and the NP 

providers could see other benefits of the QIP including simplifying patients’ medication lists, 

ensuring continuity of care, and preventing potential interactions or unnecessary side effects 

from medications. They also agreed that they saw re-freezing of the process begin as early as six 

weeks into the QIP. Preceptor evaluations were scored highly (5/5) and her comments were 

appreciative of the QIP being implemented at the clinic. 

Keywords: 65 and older, elderly, older adults, unnecessary polypharmacy, routine 

process, medication reconciliation 
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Establishing a Routine Process of Medication Reconciliation in a Rural Primary Care 

Clinic to Address Unnecessary Polypharmacy in Patients 65 and Older 

According to Healthy People 2030, inappropriate use of medications, including over-the-

counter (OTC) and prescriptions, is a significant concern for injury for older adults (Office of 

Disease Prevention and Health Promotion, n.d.(c)). A 2015 survey also found that 15.9% of 

adults 65 and older inappropriately used medications, both theirs and those belonging to others. 

This statistic was derived using a numerator including all adults 65 and older who received one 

or more of 33 potentially inappropriate medications during the calendar year included within the 

Beers criteria (ODPHP, n.d.(b)). All medical providers and prescribers should work towards the 

target goal of reduction by at least 4.7% as listed in the 2030 objective “Injury prevention in 

older adults: Reduce the proportion of older adults who use inappropriate medications — OA-

02” (ODPHP, n.d.(a)). 

Background 

Medication safety is enhanced by reducing the proportion of older adults who use 

inappropriate medications according to the Healthy People 2030 goal (ODPHP, n.d.(a)). 

Research supports the presence of an established routine of medication reconciliation (MR) as a 

strategy to reduce medication errors and adverse drug events (ADEs). A consistent MR process 

is essential for patient safety and positive patient outcomes in rural outpatient primary care 

clinics where patients are routinely considered for high-risk pharmaceutical therapies due to their 

multiple comorbidities. “Polypharmacy is defined as the use of multiple medications by a 

patient. Problematic polypharmacy is defined as using multiple medications in a way that is not 

considered appropriate” (Rochon, 2022). The minimum number of medications used to define 

‘polypharmacy’ is variable but often ranges from 5 to 10. While polypharmacy most commonly 
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refers to prescribed medicines, it is essential to consider the number of OTC and herbal 

supplements used. 

Needs Analysis 

Various sources were utilized to determine the need for the proposed QIP. These sources 

included data obtained from the proposed clinic site and external sources. Internal sources were 

patient population statistics, staff observations, and clinic characteristics. Although internal 

sources are most significant to clinic staff, external sources demonstrate and advocate 

implementing a QIP to reduce polypharmacy. 

Internal Data Supporting the QIP 

The initial DNP QIP Stakeholder Meeting was held on Tuesday, June 7, 2022, at the 

focus clinic with the clinic’s owner/medical director (MD). The physician was chosen as the 

clinic’s DNP project champion (MD-PC) and a SWOT Analysis was performed (Appendix A). 

She discussed with the DNP Candidate, who will also function as the QIP’s principal 

investigator (PI), that she and the certified registered nurse practitioner (CRNP) providers at the 

clinic recently met to discuss ideas for quality improvement (QI). Providers were especially 

concerned about polypharmacy in patients 65 and older. Since the DNP QIP site focuses on 

functional medicine and holistic treatment of their patients, the providers agreed to address 

polypharmacy in their patients’ medical records and treatment plans.  

No formal or consistent MR process was used at the focus clinic. Current practice 

expectations included medical assistants (MAs) asking patients about medication changes during 

each office encounter. Frequently, MAs addressed the prescribed therapies one by one with the 

patient, and the patient reported medication use or modifications to those therapies listed in the 

electronic medical record (EMR). Patients were also asked to bring their current medications to 
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their office visits. Providers also tried to review the medication list with the patient, focusing on 

the medications that manage chronic major medical conditions or those with potentially adverse 

effects. However, patients in this age group often need help remembering their medicines, their 

dosage and frequency, and bringing the medications with them. Further exacerbating 

polypharmacy risk, the rural clinic also encourages holistic approaches; therefore, many patients 

rely on natural remedies they find online, at local retail stores, or based upon recommendations 

from others. These remedies often pose significant risks, outweighing any negligible benefit for 

the patient. 

From a report within the clinic’s EMR over 12 days (June 8-20, 2022), 106 patients age 

65 and older had an encounter with the clinic’s providers. Of the 106 patients, 98 (92.5%) had 

nine or more medications included in their patient profile, and ten patients (9.4%) had a 

“medication review” conducted by office staff greater than 90 days before the dates within the 

focus report. The MD-PC and NPs noted that most patients have an increased risk of preventable 

adverse effects from unnecessary or inappropriate use of medications, especially medications 

included within the Beers criteria or with other known hazards (i.e., black box warnings, 

comorbid conditions, frequent falls, and lack of home assistance). Providers also noted that these 

patients have an increased frequency of office and hospital visits to manage, monitor, and require 

re-education efforts. These can all cause provider, patient, and caregiver frustration, as well as 

increased time and resource utilization. 

The MD-PC and her colleagues acknowledged the following caveats: First, medications 

to treat or manage chronic diagnoses (i.e., cardiovascular or lung diseases; diabetes; pain, 

thyroid, inflammatory, or autoimmune conditions) would be excluded from restrictive 

interventions but would be evaluated for the lowest effective dose or need for adjustments to 
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dose or frequency by applying current evidence-based practice (EBP) and treatment guidelines. 

Secondly, medications the MD-PC mentioned that would be primary considerations for 

eliminating would be the long-term use of proton pump inhibitors (PPIs), histamine two 

antagonists, montelukast, vitamins, supplements, and herbals. The MD-PC echoed much of the 

same sentiments of “stepping past lists of medications that our older patients should not be using 

based on their individual medical and pharmacologic issues (‘low hanging fruit’) to address 

medications that were once suitable for them and their conditions but may not be any longer 

because of their current age, condition (life expectancy versus quality of life), preferences, or 

personal goals of care” (National Institute on Aging, 2021). 

Therefore, the ultimate goal of this DNP QIP was to decrease or maintain these patients’ 

medication lists at ≤ 9 “long-term use” medications to effectively treat or manage their 

significant, chronic, or uncontrolled conditions that have a considerable impact on the patient’s 

quality of life, ability to function, perform ADLs, or that could cause harm, defect, or death. 

External Data Supporting the QIP 

Hession (2018) also implemented a DNP QIP in an outpatient clinic to improve the 

consistent use of MR and noted (p. 4), “in a busy, outpatient specialty clinic where patients are 

routinely considered for high-risk pharmaceutical therapies, a consistent MR process is essential 

for patient safety and positive health outcomes.” Taylor (2021) explains an effective MR process 

as complex and requiring providers to complete multiple steps, including reviewing discharge 

paperwork, office records, and pharmacy records, then evaluating those with what the patient is 

currently using, including over-the-counter, supplements, natural remedies, and prescribed 

medications. 
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The main objective is to reconcile discrepancies; however, the actual method is not 

simple and does not have a specific structure. Patient expectations, goals, and personal 

commitment should also be variables considered. 

When assessing the clinic’s need for the QIP, it is equally important to consider patient 

goals, patient safety, and clinic resources. Comorbidities also escalate the need for QI 

interventions aimed at reducing polypharmacy. Although future complication risk is decreased, 

immediate polypharmacy risk may increase. Saljoughian (2019) found that roughly 44% of men 

and 57% of women older than 65 use five or more medications (non-prescription or prescription) 

per week. Twelve percent of people in this age group use ten or more medications non-

prescription or prescription) per week. Patients with multiple comorbidities (i.e., respiratory 

problems, diabetes, cardiovascular disease) may use up to six or nine medications to address 

those illnesses and their associated complications. Rigorous compliance with standardized 

treatment guidelines for these conditions usually leads to a minimum of six prescription 

medications. Therefore, polypharmacy becomes challenging when adverse consequences 

happen. 

It is important to consider individual patient factors when modifying prescription lists. 

Alsuwaidan et al. (2019) sought to collect patient data to review patients for appropriate numbers 

of prescription medications and consider their comorbidities. They analyzed 4,011 patient 

profiles in Saudi Arabia but disqualified 1,002 profiles (24.9%) for not meeting exclusion criteria 

due to the use of “inappropriate medications.” The remaining 3,009 profiles (having one or more 

appropriate medications) included 56% males (n = 1685) and 44% females (n = 1,324). Analysis 

of the sample found that 55.7% (n = 1,676) of these patients were taking more than five 

appropriate medications (53% males; 47% females). The average age in years of the patients was 
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73.26 ± 6.6 (SD), with no considerable difference between the mean age of males (73.5 years) 

and females (72.8 years). The average amount of appropriate medications was 5.31 ± 2.8 SD, 

and the average number of comorbidities was 2.56 ± 1.25 SD. 

Polypharmacy, especially in older adults, can create various problems, some of which 

may be life-threatening. Many OTC products and supplements can have potential interactions 

when used concurrently or with prescription medications. Rochon (2022) noted that one study 

included over 3,000 adults aged 75 years or older. Almost 75% of these individuals took at least 

one prescribed medication and one supplement. Providers usually do not ask patients whether 

they take herbal remedies, and patients do not think mentioning them is important. In one 

American survey, 75% of individuals 18 years and older stated that they did not tell their 

provider they were taking supplements or herbs. Another review of 369 patients aged 60 to 99 

revealed possible interactions between their prescriptions and 10 of the 22 supplements reported. 

Both patients and providers must understand the significance surrounding the discussion of 

supplement use. Ensuring the accuracy of medication lists takes time and effort. Some 

medications may become “unnecessary” for the patient to use because the condition has been 

treated, managed, or resolved. Providers must also consider the patient who stops using a 

medication or it has expired but remains on the patient’s medication list. In this case, the 

provider may be reluctant to prescribe or alter the current medication order because it appears the 

patient is already receiving or using that medication at a specific dose or frequency. Patients may 

still be using medications or supplements that are no longer safe or recommended for long-term 

use, their risks outweigh the benefits, or they are weak in EBP (i.e., PPIs, H2 antagonists, 

montelukast). As the number of medications increases, especially in older adults with multiple 
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chronic conditions (MCC), so does the risk for patient misuse, confusion of medication details, 

and ADEs (i.e., interactions, minimized/maximized effects).  

The Optimize Trial demonstrated “the importance of linking de-prescribing with patients’ 

and care partners’ overall goals of care, and framing deprescribing as routine and positive versus 

a withdrawal of treatment. Here too, physicians expressed the need for de-prescribing 

communication tips addressing specific clinical situations” (NIA, 2021). Tarn and Schwartz 

(2020) stated that the U.S. Food and Drug Administration (FDA) has authorized over 20,000 

pharmaceuticals. Clinical experts and groups advocate for many medications to be used as part 

of their treatment guidelines so providers consistently prescribe them. Medicines have evolved 

from using plants, honey, grease, and other homeopathic remedies to evidence-based allopathic 

treatments; however, such developments do not have purely positive outcomes. In effect, 

providers have produced a new iatrogenic medical condition in the form of polypharmacy. 

Providers acknowledge the creation of polypharmacy, but its definition varies, further 

illustrating the need for QIPs to investigate this issue. Saljoughian (2019) explains that among 

the many studies found, no specific number determines what polypharmacy means. “The use of 

medications that are not indicated, are ineffective, or constitute therapeutic duplication would be 

considered polypharmacy, and this definition necessitates a clinical review of medication 

regimens” (Saljoughian, 2019). It also causes multiple negative effects, including increased 

systemic and individual healthcare costs, poor medication adherence, an increased risk of ADEs 

and drug-drug interactions, an increased risk for falls and injuries, forgetfulness, unpleasant side 

effects, and many more issues. While many studies agree that nine or more medications 

constitute polypharmacy, others argue that anything more than five should be classified as 

polypharmacy. Again, many treatment guidelines often recommend using multiple medications 



16 

to manage chronic diseases and illnesses effectively. As a result, an older adult with two chronic 

conditions, such as diabetes and cardiovascular disease, will typically go over five or even nine 

medications. 

NIA (2021) also addresses the issue of defining inappropriate polypharmacy and 

prescribed medications meant to treat one condition, exacerbate another or create an entirely new 

problem. “Polypharmacy also burdens patients and their families, who need to understand the 

purpose of the many prescriptions written by multiple providers, get refills, take each medication 

at the correct time of day, and recognize side effects” (NIA, 2021). 

Some useful prescribing tools for use in the older adult and elderly population were 

identified in the initial literature review, such as the Beers criteria on the American Geriatrics 

Society website (Rochon, 2022). Although the Beers criteria is evidence-based and expert-

developed, providers must “consider many factors in prescribing decisions, including using 

common sense and clinical judgment, understanding that strict adherence to the criteria is not 

always possible” (Rochon, 2022). The Centers for Medicare and Medicaid Services [CMS] drug 

utilization review standards focus on eight prescription drug classes (digoxin, calcium channel 

blockers, ACE inhibitors, H2 receptor antagonists, NSAIDs, benzodiazepines, antipsychotics, 

and antidepressants) along with four kinds of prescribing issues (inappropriate dose, 

inappropriate duration of therapy, duplication of treatments, and potential for drug-drug 

interactions). One study found that 19% of 2,508 older adults incorrectly used one or more 

medications, most commonly NSAIDs and benzodiazepines. Other instruments mentioned were 

the Screening Tool of Older Person’s Prescriptions (STOPP), STOPP/START (Screening Tool to 

Alert doctors to the Right Treatment), and the FORTA (Fit FOR The Aged). 
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Saljoughian (2019) considers that “the various models for ambulatory care often overlap 

to serve patients’ fluctuating health and wellness needs, as well as to obtain income that might 

otherwise go elsewhere.” According to Marcel Salive, a health science administrator in NIA’s 

Division of Geriatrics and Clinical Gerontology, “A vast majority of health spending goes 

toward treating people with MCC which includes about 75% of older adults” (NIA, 2021). A 

current, concise, reconciled medication list and evidence-based treatment plans ensure safe and 

efficient practice, avoidance of ADEs, and continuity of care. This also affords healthcare 

communities and their patients positive individual patient outcomes, patient-centered care with 

informed and invested patients, subsequent decreased cost, and improved patient outcomes at all 

levels of the healthcare system. 

An identified practice gap exists in developing a consistent, routine MR process. Possible 

additional approaches for ongoing QI efforts related to polypharmacy include the development of 

pre-appointment prompts to encourage patients to bring all medications to the scheduled visit, 

ongoing polypharmacy education of patients, caregivers, and staff, and regular provider chart 

review of polypharmacy avoidance. Saljoughian (2019) encourages that “the focus here [primary 

care clinics] is on team care that may include more collaborative medical services for group 

visits.” 

Problem Statement and QIP Goals 

The initial PICOT question is as follows, “Among patients 65 and older, does 

establishing a routine process of MR eliminate unnecessary polypharmacy, compared with no 

process, resulting in an increase in deprescribing activity over eight weeks?” (Appendix B). The 

PI and QIP Team determined that an eight-week implementation period was an appropriate 

timeframe. The clinic’s MD-PC and CRNP providers had agreed upon a goal to reduce the 
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number of necessary medications in their patients 65 and older to between five and nine 

therapies, but less than nine for all patients. However, after discussing the QIP, a more 

significant goal was to establish a consistent, routine MR process to address unnecessary 

polypharmacy in patients 65 and older, which documented consistent review of medication lists 

for polypharmacy for at least 95% or greater of all appointments at the end of the QIP, based on 

a retrospective chart review, compared to the baseline data collected. This goal was agreed upon 

as more attainable and patient-centered. Other measurable clinic-specific goals included a 10% 

or more significant reduction of patients with nine or more “unnecessary” medications listed 

(≤83.25%) and a 4.4% or more increase (≥95%) of patients having a “medication review” 

completed less than 90 days ago. Other identified benefits of the QIP included simplifying 

patients’ medication lists, ensuring continuity of care, and preventing potential interactions or 

unnecessary side effects from medications. 

Review of Literature 

A literature review used the following keywords: 65 and older, elderly, older adults, 

unnecessary polypharmacy, routine process, and MR. PubMed, CINAHL, MedLine, and Google 

Scholar searches gleaned academic and peer-reviewed journal articles as well as public health 

and governmental organization resources with information current within the last 5-7 years. At 

least 70 sources were reviewed, 37 were included in the evidence table (Appendix B), and 31 

were directly referenced in this manuscript. 

Polypharmacy Defined and Its Effects 

A Korean study by Chang et al. (2020) studied the connection between polypharmacy 

and the risk of hospitalization and death in a large, national longitudinal cohort of elderly 

community-dwelling persons from the Korean National Health Insurance Service (NHIS) 
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database, compared to the nationwide pharmacy claims data. Those prescribed more medications 

were also more likely to be older and have more comorbidities, as well as a correlation between 

the number of daily ordered medications and the risks of hospitalization and death. Their 

findings emphasize the need to identify approaches to decrease polypharmacy in clinical practice 

and prompt more thoughtful treatment with multiple medications, especially in the geriatric 

population. 

Only when polypharmacy is taken more seriously and in a more clinically meaningful 

manner will the adverse outcomes linked with it be entirely known. Still, literature reviews such 

as Davies et al. (2020) found that the research analyzing the adverse outcomes of polypharmacy 

in older people is “complex, extensive, and conflicting” (p. 186). It synthesizes current evidence 

on the adverse health, social, medicine management, and healthcare utilization outcomes of 

polypharmacy in older people in any healthcare facility, residential setting, or country. Most 

reviews characterized polypharmacy as a specific medication count, but few researched 

medication classes or disease states as sub-groups. Evidence supporting a relationship between 

polypharmacy and adverse outcomes, including ADEs and disability, was conflicting. Patterns 

were observed between hospitalization and inappropriate prescribing. No research explored 

polypharmacy in the very old (≥85 years) or explored the possible social concerns of medication 

use (i.e., loneliness and isolation). The quality of the original primary studies was not assessed, 

but the artifact depended on the information provided in the systematic reviews. However, the 

authors of this artifact recognized that the resources fluctuated in style and quality. Most 

resources described polypharmacy as multiple medicines but did not distinguish between 

appropriate and inappropriate prescribing or details such as medication classes, indications, 

doses, and durations. Polypharmacy was defined as different numerical values, which could have 
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led to inconsistent effects. Observational studies are predisposed to confounding, which is also a 

concern in reviews that did not focus on polypharmacy. 

Fernández et al. (2021) attempted to evaluate the pervasiveness and forms of potentially 

inappropriate medication according to the Beers criteria in the community-dwelling elderly and 

to distinguish the primary clinical and functional outcomes of potentially problematic medication 

over the following two years. The group with persistent potentially inappropriate medication 

discovered a deteriorating health self-assessment, intensified frailty, a higher occurrence of 

recurrent falls and depression, increased hospital admissions, urgent care visits, and additional 

prescribed medications. Although they did not find an impact on functional capacity, potentially 

inappropriate medication was more common among frail and depressed male individuals with 

poor health self-assessment and comorbidities, particularly diabetes mellitus and chronic 

obstructive pulmonary disease.  

Sheikh-Taha and Asmar (2021) also evaluated polypharmacy among older adults with 

cardiovascular disease (CVD) and acknowledged severe potential adverse effects. 

Polypharmacy, hyper-polypharmacy, and severe adverse effects are commonplace in older adults 

with CVD. Providers should cautiously evaluate patients’ drug lists and modify therapy 

appropriately to avoid adverse drug reactions and negative health outcomes. 

Studies on polypharmacy range from 4% among community-dwelling older people to 

over 96.5% in hospitalized patients. Pazan and Wehling (2021) performed a narrative review to 

understand and synthesize recent publications on the “definitions, epidemiology and clinical 

consequences of polypharmacy” (pp. 443-444, 447), which found 143 explanations of 

polypharmacy and related terms, but most were numerical definitions. Numerous adverse clinical 

outcomes were also associated with polypharmacy. 
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However, another Korean study by Cho et al. (2022) delineated their results based on the 

definitions of “polypharmacy” (greater than five medications) and “hyper-polypharmacy” (> ten 

medications) in the elderly from 2010-2019. They found that polypharmacy remained high at 42 

and 38%, while hyper-polypharmacy increased from 6.4 to 9.4%, respectively. 

Medication Reconciliation – The Answer to Polypharmacy? 

In 2008, Barnsteiner examined the evidence for MR and made recommendations for 

nursing practice based on a systematic literature review. It includes QIPs with small sample sizes 

conducted at focus clinical sites. It was noted that, although there was some evidence to validate 

that an MR process helps prevent adverse drug events, MR studies had focused on “the accuracy 

of the medication history during various transitions: ambulatory to acute care inpatient setting, 

skilled nursing facility to the acute care inpatient setting, inpatient acute care setting to the 

skilled nursing facility, inpatient acute care setting to discharge, inpatient floor to the intensive 

care unit (ICU), and ICU to discharge” (Barnsteiner, 2008, Ch. 38, pp. 2-461). However, 

research was still limited that concentrated on outcomes related to the frequency of errors 

stemming from a lack of or an inadequate patient medication list, as well as establishing how to 

do the process successfully or summarizing the costs related to the design and implementation of 

such programs. 

Other patient safety website searches included the Institute for Safe Medication Practices 

(ISMP), the National Patient Safety Foundation (NPSF), the Joint Commission (JC), and the 

Institute for Healthcare Improvement (IHI). MR is valuable for patient safety and outcome 

intervention in all settings. Studies have concentrated on MR accuracy in different settings. Still, 

few have aimed at outcomes associated with the dominance of errors stemming from the absence 

of or an inadequate patient medication list. Evidence validates that an MR process is valuable in 
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avoiding adverse drug events (ADEs). There are also few published studies establishing how to 

implement the process effectively or describing the expenses related to the design and 

implementation of such strategies. However, successful MR processes throughout the continuum 

that compare the patient’s current medications with what is ordered are essential to reduce errors, 

like avoiding omissions, drug-drug interactions, drug-disease interactions, and other 

discrepancies. 

Qato et al. (2008) found that “medications are a critical modality for prolongation of life 

and improved quality of life for many older adults” (p. 2878). This statement may aid attempts to 

improve the safety and quality of pharmacotherapy for older adults in determining patterns of 

prescription and nonprescription medication use among the elderly, which is particularly 

imperative. In this study’s sample of community-dwelling elderly in the US, 1 in 25 stated they 

received simultaneous drugs with the risk for injury from dangerous drug-drug interactions. 

Rose et al. (2018) observed a high rate of discrepancies between the medicines used by 

the patient and the prescriptions documented by the primary care physician. A collaborative MR 

and medication management process that combines the complete medication list would prevent 

this and ensure patient safety. 

Goldsmith et al. (2022) proposed in their study that polypharmacy intensifies with age 

and is related to significant health and economic expenses. It gave an account of the changes 

over ten years regarding common medication uses and polypharmacy in Israeli community-

dwelling older adults aged ≥ 65. The findings were much the same – polypharmacy, while 

decreased in that time, involves constant awareness, particularly regarding lack of knowledge of 

indications leading to inadequate adherence and adverse side effects. Healthcare staff and 

providers must perform consistent MR in vulnerable elderly patients. 
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Medication Reconciliation as an Evidence-Based Intervention 

Global studies on polypharmacy and the importance of MR have prompted organizations 

like the Agency for Healthcare Research and Quality (AHRQ, 2012) and National Institute on 

Aging (NIA, 2021) to develop helpful information and tools for designing or redesigning an MR 

process. The Institute for Healthcare Improvement (IHI, 2022a, b, c) also provides current 

resources that may be used or altered to develop and implement medication review and 

reconciliation processes. 

Juma (2019) also conducted a DNP QIP on MR in a rural primary care clinic. He found 

that MR leads to “increased patient safety and a higher quality of care” (pp. 2, 16). Patients with 

numerous OTC medications compounded time spent in the clinic and had an increased risk for 

errors. The conclusions from his QIP provide evidence for application across all healthcare 

settings. In addition, the DNP provider plays a vital part in collaboration with the community in 

synthesizing and translating the evidence and advocating for improvement under their training. 

Rochon et al. (2021) concentrate on improving prescribing for older adults through dose 

reductions or stopping potentially dangerous or no longer necessary drugs. It also studies how 

sex (biological) and gender (sociocultural) factors are significant in safe prescribing. It provides 

a practical approach to medication safety that providers can consistently apply to older patients, 

emphasizing how sex and gender affect medication decision-making. It used the International 

Reducing Inappropriate Medication Use and Polypharmacy position statement to find resources 

that use prescribing tools and deprescribing processes and conducted systematic reviews on these 

two topics. The study encourages the “DRUGS” approach to improve medication safety for older 

adults. 
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Conclusion of Literature Review 

Polypharmacy in the elderly has many definitions, subsets, variables, and adverse 

outcomes. Still, the best way to avoid or address it remains to be a constant theme within the 

literature: consistent MR processes throughout the healthcare continuum. This ensures that 

patients – especially the elderly with multiple comorbidities – their caregivers, healthcare staff, 

and providers are all aware, educated, and engaged participants in the process to be advocates 

and good stewards of medication use and prescribing. When medication lists are complete and 

reconciled as “current” and “appropriate,” the risks for adverse effects and all accompanying 

negative outcomes can be avoided or decreased. Once this is achieved, other efforts such as 

education, titrating to the lowest effective dose, using alternative therapies, or de-prescribing can 

be attempted. Therefore, MR is the starting point for further efforts to minimize the risks of 

polypharmacy in the elderly. 

Theoretical Framework 

Kurt Lewin’s “Change Model Theory,” or “Three-Stage Change Model Theory,” was 

chosen for this DNP QIP. The application of Lewin’s theory was significant to this QIP, as it 

included the three stages of change. Lewin’s first stage, “unfreezing,” identified a current gap in 

practice. The QIP’s implementation phase served as Lewin’s second stage of “changing.” 

Finally, the third stage, “refreezing,” incorporated the clinic staff's day-to-day use of a structured 

MR process following the QIP (Barto, 2019; Harrison et al., 2021; Saleem et al., 2019). 

Many healthcare settings use Kurt Lewin’s Change Theory, especially in nurse-led QIPs 

(Saleem et al., 2019). According to Lewin, the fundamental basis of process or behavior change 

includes three steps: unfreezing, changing, and refreezing. A method for changing behaviors, 

cultures, or processes is developed during unfreezing. Unfreezing addresses resistance to change, 
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but change agents should realize that it is a natural response, and attempting to remove all 

resistance is often a waste of valuable time. Following the unfreezing stage is the changing or 

moving stage. New thoughts, feelings, and behaviors are introduced during this time. A specific 

implementation plan and staff involvement are crucial for success. Refreezing is the last stage, 

where the implemented behavior is maintained. Lewin stated, “The stability of human behavior 

is based on quasi-stationary equilibrium supported by a large force field of driving and 

restraining forces” (Barto, 2019, p. 23).  

Lewin’s theory provides a framework for change, while transformational leadership 

applies the approach. A transformational leader steers, inspires, collaborates, and unites those 

involved to support change. According to Lewin, an organization must unfreeze its existing state 

to a neutral position to change internal processes. This process allows the previous method to be 

unlearned and the new one to occur. The change becomes the motivation for an organization to 

reduce the opposing influences. After implementing the change, the organization can refreeze 

into the new status. Harrison et al. (2021) further explained this, who reviewed 38 studies that 

used 12 change management methods in ten countries within various healthcare settings. The 

most frequently used were Kotter (19) and Lewin (11). “These methods were often valuable as 

steering ideologies to reinforce organizational changes in multifaceted healthcare settings and 

were utilized appropriately in implementing QI projects” (Harrison et al., 2021, pp. 85 & 100). 

Two of these nurse-led change QIPs used Lewin’s Model to enhance hand-off communication in 

the various units of four Australian hospitals. This model was used to explain the change process 

instead of guiding the phases of the change. Just as in this DNP QIP, their baseline data 

collection period was a component of the unfreezing stage; the implementation phase was the 

actual change; the data collection and post-intervention period was considered the refreezing 
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stage. The second nurse-led change QIP involved using an electronic patient caseload tool in a 

community setting. The initial stages used were unfreezing and moving. A significant advantage 

of using Lewin’s model was that it allowed the QIP manager to evaluate the change process and 

its evolution thoroughly. A similar QIP in the US used Lewin’s Model and noted an increase in 

patient satisfaction results from 75% to 87.6% over six months (Harrison et al., 2021). 

According to Sokol et al. (Harrison et al., 2021, p. 103), the Lewin and McKinsey models 

were also used to effect “office-wide culture and provide structural support to meet the twin 

goals of safe opioid prescribing and treating patients with opioid-use disorder.” Combining the 

two approaches allowed the team to tackle specific issues in a broader framework of the overall 

change management process. Since Lewin’s method includes phases, it enables change agents to 

evaluate QIP objectives and establish celebratory milestones. It also emphasizes engaging 

participants in change efforts, addressing reactions to change, and sustaining change with 

effective exchange and teamwork (Harrison et al., 2021). 

Applying transformational leadership methods within Lewin’s Theory can influence staff 

members to realize that the change is meaningful. Unfreezing the current practice involves 

having staff members surrender their opinions and views regarding the existing system to utilize 

EBPs as an alternative. Unfreezing stage approaches include performing a gap analysis to 

confirm inconsistencies between the current and desired status, sharing literature findings and 

data related to the EBP, recognizing the driving and resisting forces, devising ways to address 

them, and making sure that stakeholders work together to modify the behavior (Barto, 2019).  

These unfreezing approaches were a part of the DNP QIP over the Summer and Fall 2022 

semesters. The focus clinic’s MD-PC participated in the QIP’s development as the primary 

stakeholder from its inception. She also functioned as the QIP’s champion within the clinic to 
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counter the internal resisting forces by validating the significance of the EBP. Other driving 

influences included engaging the CRNP providers as team leaders with a personal stake in 

supporting the EBP. 

The moving stage included a staff education “lunch and learn” session provided by the 

MD-PC to gain staff members’ commitment. The PI developed handouts (Appendix C) for the 

MD-PC, which were given to the staff to help explain and remind them of the process. Ongoing 

engagement and education of clinic staff, patients, and visitors was achieved through a PI-

developed information sheet attached to the patient’s medication list. This patient information 

sheet (Appendix C) describes the QIP’s significance, steps, goals, and other pertinent details. 

Clear and regular communication is crucial. Therefore, the MD-PC, PI, and DNP Project Chair 

(DNP-PC) met during status update meetings (via Microsoft Teams) and communicated 

regularly (via email and texts) to discuss any issues that arose and any changes necessary to 

improve the initiative, both currently and for sustainability. Another communication method 

utilized throughout the QIP was the clinic’s internal messaging system. The MD-PC was 

identified as an in-clinic resource that staff members could consult regarding the QIP. The PI 

created “Files” within the Microsoft Teams group link with all current documentation for easy 

access by the QIP Team (PI, MD-PC, and DNP-PC). The PI included her contact information on 

the staff education sheets in case they needed to contact her directly with issues, questions, or 

input throughout the QIP’s implementation stage. 

It should be noted that during the QIP process, AthenaHealth has been advancing its 

EMR software, including the patient portal (Freedman, 2023; Pifer, 2022). Most notably, recent 

software updates have allowed patients to review their medication lists during the electronic pre-

registration and check-in process. The PI brought this new feature to the MD-PC and clinic 
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staff’s attention on February 28, 2023. Most medications allow the patient to edit their dosage 

and frequency or delete the medicines if they no longer take them. However, some could not be 

edited or deleted by the patient. Although the MD-PC and clinic staff were unaware of this 

particular update in the patient portal and AthenaHealth is still perfecting these updates, all were 

hopeful that this would be another helpful step in their QIP efforts.  

Promoting awareness of the clinic’s successes to its staff, patients, and community is 

another approach to commend their commitment to providing quality care and refreezing the new 

system (Barto, 2019). According to Barto (2019), refreezing is the process of assimilating the 

change as part of the organization’s culture and is achieved through ongoing monitoring of the 

EBP’s use. Following the QIP, the MD-PC will decide which staff members will be delegated to 

conduct this monitoring. The MD-PC and her team leaders will address lapses in the EBP’s 

utilization, and necessary retraining must occur for sustainability. The clinic’s new employee 

orientation must include training on the EBP method to ensure knowledge and compliance. 

Methodology 

MR is an established EBP per the review of literature, including being an identified goal 

of the Healthy People 2030 (HP 2030) initiative and the Joint Commission’s National Patient 

Safety Goals (JC-NPSG). This QIP aimed to support the clinic and its providers in addressing 

unnecessary polypharmacy in patients 65 and older by implementing a consistent, routine MR 

process. The primary intervention for the clinic was to establish, implement, and better utilize 

this process. 

The PI’s role in this QIP was to support the basis of the EBP’s implementation through a 

Gap and Needs Analysis, a literature review, an analysis of pre-and post-implementation 

findings, and dissemination of the results to the stakeholder, clinic, and our colleagues for use in 
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similar clinical settings. Since this qualitative project enhanced the performance and completion 

of an established EBP and standard of practice, it is primarily provider-driven with little or no 

delegation to unlicensed staff. However, the primary stakeholder acknowledged that the best way 

for the clinic to succeed is to involve all staff members during the patient’s visit – from check-in 

through check-out. 

Setting 

The focus clinic was a primary care family medicine and direct primary care clinic in 

rural Northeast Alabama. Its MD-PC and three CRNP providers care for newborn to elderly 

patients with acute illnesses, chronic disease management, routine care, and wellness. The staff 

includes approximately 12-16 full-time and part-time multi-skilled employees who function as 

office and clinic staff. 

Population 

The population of interest was the clinic’s patients 65 and older who visited the clinic for 

a scheduled appointment within the eight-week implementation timeframe. This process and data 

enabled the providers to address patients within that population who were receiving nine or more 

medications, as those would be potential candidates for deprescribing unnecessary drugs. 

Inclusion/Exclusion Criteria for Patients 

Inclusion criteria included: 

• Patients/charts for review must have had scheduled appointments within the eight-

week implementation period 

• Patient age was ≥65 and older 

There were no exclusions to the inclusion criteria. 
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Recruitment, Risks, Benefits, and Compensation 

First, clinic staff was made aware of the QIP’s purpose, initial findings (i.e., baseline 

data) and literature review, the EBP process to be implemented, post-implementation analysis, 

and dissemination of the results. Participation by the clinic staff was necessary and expected by 

the MD-PC, especially since implementing the EBP was part of the clinic’s ongoing QI process. 

There was no promise of reward or risk for the clinic staff for their participation, or lack of, from 

the PI; however, benefits to clinic staff included improving the current standard of care, 

enhanced quality of patient care, and heightened patient outcomes.  

Patients, family members, and other visitors to the clinic were made aware of the QI 

initiative through a visual aid in the form of a patient information sheet (Appendix C), which was 

attached to the patient’s medication list. Implementation was part of the clinic’s QI initiative and 

mandated by HP 2030 and JC-PSHG; therefore, patient and staff consent was unnecessary. Also, 

there were no identified physical risks or rewards for patients who met the inclusion criteria. 

There was only a minimal potential risk for breach in patient confidentiality participating in this 

QIP, but benefits to the patient’s medication adherence and outcomes were more significant. The 

PI assured all involved parties that the collected data would be unidentifiable. In addition, the PI 

utilized safeguards to maintain the privacy and confidentiality of all data. 

This QIP was implemented during Spring 2023 after institutional review board (IRB) 

approval (Appendix D) and receiving a letter of support from the facility (Appendix E) during 

Fall 2022. The QIP adhered to all ethical standards to protect the clinic staff and patients, 

including the completion of CITI Training (Appendix F). Primarily, this QIP observed the 

principles of non-maleficence and beneficence by acting in the best interest of the participants 

while minimizing or preventing risk. The principle of autonomy was respected by encouraging 
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the patient’s involvement in the MR process. The PI, MD-PC, DNP-PC, and clinic staff 

promoted the principle of justice by treating all participants equitably, regardless of their age, 

sex, religion, race, medical conditions, or insurance status. Overall, this QIP’s core was to 

support the clinic in improving standards and quality of patient care and outcomes. 

Design 

This QIP applied the Plan, Do, Study, Act (PDSA) design model. This design model is 

commonly used in QIPs in healthcare settings and is simple yet successful with MR processes, as 

cited in Dabrowski and Lawrie (2021), Sabeen et al. (2021), and numerous other works of 

literature referenced by this QIP. Planning occurred during Summer and Fall 2022 semesters’ 

tasks. Implementation of the QIP took place during the Spring 2023 semester, signifying the 

doing stage of the PDSA model. Analysis and data dissemination represented the study and 

action stages of PDSA. Other specific QIP tasks using PDSA included finding the appropriate 

methods and tools necessary to develop the MR process, educating the clinic personnel regarding 

the process, identifying the patients meeting the QIP criteria, communicating the need for 

reconciliation, ongoing documentation of the MR process, evaluation, analysis, and 

dissemination of the post-implementation findings. 

Strengths and Weaknesses 

The positive outcomes and strengths of this QIP and its design far outweigh any 

weaknesses. Resistance to the process was expected to be minimal because the QIP enhanced the 

current clinic’s practice instead of introducing an entirely novel approach. Also, face-to-face 

interaction between the providers and patients regarding MR provided opportunities to increase 

rapport, educated and empowered patients to become more actively involved in their healthcare, 

and initiated behavior changes for patients, families, caregivers, and clinic staff. This process 
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also provided numerous opportunities for sustainability and growth of further interventions, such 

as the ability to focus on specific medication classes for patient education and focused 

deprescribing attempts, such as with PPIs. 

Some weaknesses identified were time, adherence, and perception. The MR process 

required varying amounts of time per patient visit depending on the patient’s interpersonal needs 

and personality, medication adherence, comorbidities, fragility, cognitive status, presence of 

caregivers during the MR process, and fluctuating health status. This variability in time may 

cause other patients to perceive that providers are spending excessive time with an exclusive 

group of patients or that providers prefer patients who require more time to address their needs 

and concerns related to their medications. Ancillary clinic staff can also hold this misconception. 

Finally, non-adherence by tenacious, uncommunicative, or ambivalent patients may cause 

frustration and resentment between patients, providers, and clinic staff, driving poor or unmet 

QIP outcomes. 

Timeline 

The QIP from development, planning, approval, implementation, analysis, and 

dissemination occurred over four academic semesters (one calendar year), from Summer 2022 to 

Summer 2023 (Appendix G). Development, planning, and approval took place during the 

Summer and Fall 2022 semesters (Appendix G), while the implementation phase occurred over 

eight weeks during the Spring 2023 semester. Final data analysis, manuscript completion, and 

QIP dissemination occurred during the Summer 2023 semester, followed by the conferral of the 

DNP Degree in early August 2023. 

 

 



33 

Budget and Resources  

The PI, MD-PC, QIP Team members, and participants had no excessive financial costs 

during the QIP. Overall, the most valuable resource utilized was time. 

Data and Informatics 

Data Review Process and Data Security 

The PI conducted a pre-intervention chart review during the Summer of 2022 using the 

inclusion criteria to demonstrate the QIP’s need within the clinic. The current documentation of 

MR for patients during their office visits included a single checkbox to indicate the MR was 

completed by staff on that date. Providers did not consider this a reliable or credible source of 

MR documentation. The MD-PC (or her designee) monitored the MR intervention regularly 

during implementation to ensure adherence by office staff. After eight weeks, the PI completed 

the post-intervention chart review to analyze the use of the standardized MR process, including 

any documented changes in the medication lists after the scheduled visits. 

The report compiled within the clinic’s AthenaHealth EMR only contained the patients’ 

dates of birth as identifiable data; however, after the data was retrieved, all identifiable data 

fields were omitted (or de-identified), making the patient’s record unidentifiable. The PI was the 

only person retrieving and analyzing the data, identifiable or de-identified. Unidentifiable data 

was the only data analyzed in this QIP. 

Data Gatekeepers 

The PI requested and gained access from the MD-PC and office manager to the EMR 

utilized by the practice. The clinic’s EMR, AthenaHealth, is accessed through the entry of a 

username and is password-protected. All AthenaHealth passwords must be 8-20 characters in 

length and include all of the following elements: one upper case letter, one lower case letter, one 



34 

unique character, and one numerical character. After 90 calendar days, the system will prompt 

the user to change their password. The clinic’s office manager asked the PI to communicate if 

this prompt occurs during the login process so the office manager may reset the password. The 

login to access provided to the PI is shared for all students within the clinic (i.e., NPs and PAs). 

Data Acquisition Process: Access, Collection, Storage, and Maintenance 

Despite being in a rural community, the clinic has access to a computerized, cloud-based 

EMR, AthenaHealth, which includes patient data tracking and reports, uploading documents 

from patients and other healthcare providers, intra-office texting communication capabilities, and 

provides access to a patient portal. AthenaHealth also has built-in medication and treatment 

“alerts” for contraindications, ICD-10 and CPT coding, and considers the provider’s medical 

decision-making. AthenaHealth also provides immediate, in-application access to Epocrates, an 

additional application with prescribing information. Before submitting any prescription, 

Epocrates includes information to help providers make EB decisions and includes tools such as 

dosage information, insurance formulations, anticipated patient costs, side-effect information, 

potential interaction information, alternative therapies, and dosage calculators. 

The DNP QIP did not require access to administrative, staffing, or financial data; 

however, the process to access this data was the same, as Athena Health is an all-inclusive EMR 

system. After the PI requested and gained access through a username and password to the EMR 

supplied by the MD-PC and office manager, the PI used the “Help” function of the EMR system 

to learn the necessary steps to create a report utilizing practice data. Although the PI did not 

include any specific demographic or identifying data in the initial baseline information, some 

descriptive data may be used in the final results. However, the PI took proactive measures to 

ensure compliance with the Health Insurance Portability and Accountability Act of 1996 
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(HIPAA). The PI had personal access to a locked filing cabinet and document shredder for any 

printed EMR documents utilized within the QIP during the process could be stored or disposed 

of in a HIPPA-compliant manner. Any EMR files or downloaded documents relevant to the QIP 

were kept on a dedicated flash drive, set to private, and encrypted. 

Defining the Data Fields 

To obtain baseline data to support the practice gap and the need for the QIP, the PI 

compiled a report from the clinic’s EMR. The parameters used to compile the initial report were 

“patients seen by the clinic providers during a specific timeframe” and “patients 65 and older.” 

The PI printed this report and manually reviewed it for the additional criteria of “patients with 

nine or more meds listed” and “date of last medication review.” This process was replicated after 

the QIP to determine the results.  

To maintain consistency between the baseline and post-implementation reports using the 

same criteria, the PI replicated the process during pre- and post-implementation data analysis. 

This process ensured that each data set could be compared without variations to evaluate the 

QIP’s efficacy and interventions. The initial criteria of “patients seen by the clinic providers 

during a specific timeframe” and “patients 65 and older” remained the same to run the post-

implementation report. Since the baseline report was run for 12 calendar days, the PI ran the final 

post-implementation report for 12-14 days to maintain consistency with that specific criterion. 

She then printed the post-implementation report to review it manually for the additional criteria 

of “patients with nine or more meds listed” and “date of last medication review.” Other 

descriptive data items were gleaned from this report and are discussed in the evaluation and 

analysis. 
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Evaluation and Analysis 

Statistical Considerations 

The data gathered to evaluate the QIP performance included analysis of a post-

implementation report the PI compiled from the clinic’s EMR. The parameters used to compile 

the report were “patients seen by the clinic providers during March 18-31, 2023,” and “patients 

65 and older.” The PI printed this report and manually reviewed it for the additional criteria of 

“patients with nine or more meds listed” and “date of last medication review.” 

To maintain consistency between the baseline and post-implementation reports using the 

same criteria, the PI replicated the process during pre- and post-implementation data analysis. 

This process ensured that each data set could be compared without variations to evaluate the 

QIP’s efficacy and interventions. The criteria of both reports included similar date ranges and 

“patients 65 and older.” Since the baseline report was run for 12 calendar days, the PI ran the 

post-implementation report for 14 calendar days at the end of the implementation phase (March 

18-31) to maintain consistency with that specific criterion. She then printed the post-

implementation report to review it manually for the additional criteria of “visit/encounter date,” 

“patients with nine or more meds listed,” and “date of last medication review.” Other items such 

as “age” and “gender” were also gleaned from this report to provide the focus clinic with more 

specific descriptive data to evaluate trends and establish additional goals in the future. 

Results 

The post-implementation report produced a total of 99 patient visit records within the 

March 18-31, 2023, evaluation period. Ages ranged from 65-97 years with an average of 74.9 

and a median of 81. There were 53 female and 46 male patients. 
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The primary goal was to establish a consistent, routine MR process to address 

unnecessary polypharmacy in patients 65 and older, which documented consistent review of 

medication lists for polypharmacy for at least 95% or greater of all appointments at the end of 

the QIP or a greater than 4.4% increase (≥95%) of patients having a “medication review” 

completed less than 90 days ago, based on a retrospective chart review, compared to the baseline 

data collected. This goal was met with all 99 patient visits (100%) having a documented MR 

within the last 90 days. 

Other measurable clinic-specific goals included a 10% or more significant reduction of 

patients with nine or more “unnecessary” medications listed (≤83.25%). This goal was also met 

with only 64 of the 99 patients (64.6%) having listed nine or more current medications. Of these 

patients, it was noted that female patients had the higher rate of nine or more medications at 

53.1% (34/64), while 46.9% of male patients (30/64) had nine or more medications listed on 

their recent MRs. 

Discussion 

This QIP aimed to address unnecessary polypharmacy in older adult patients in a rural 

primary care setting. The results of the QIP provided encouraging findings and 

supported the hypothesis that primary care providers can appraise patient medication lists 

in an effort to successfully deprescribe. The results also validated the evidence in the literature 

review advocating education and evidence-based QIPs as part of those efforts. 

This QIP was successfully implemented during the 8-week period, and the MD-PC 

reported that she and the NP providers could see other benefits of the QIP including simplifying 

patients’ medication lists, ensuring continuity of care, and preventing potential interactions or 

unnecessary side effects from medications. They also agreed that they saw re-freezing of the 
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process begin as early as six weeks into the QIP. Preceptor evaluations were scored highly (5/5) 

and her comments were appreciative of the QIP being implemented at the clinic. 

Implications for Clinical Practice 

The QIP’s goals regarding clinical practice were met as evidenced by an increase in MR 

consistency within the last 90 days, a decrease in older adult patients with nine or more meds, 

and an increase in the providers’ and patients’ awareness of polypharmacy. The QIP presented 

beneficial findings for clinical practice, including compelling evidence regarding the high 

number of rural primary care clinic patients with unnecessary medications. This also confirms 

that these patients can undergo successful deprescribing of at least some of the unnecessary 

medications. It is also evident that providers can effectively manage the additional time 

commitment necessary for evaluating patients’ medication lists and discussing potentially 

inappropriate medications with patients. 

Implications for Healthcare Policy 

The results of the QIP imply that clinical management or individual clinics can 

implement the assessment of patient medication lists as a necessity for providers. Additionally, 

those in charge of healthcare policy can decide which evidence-based clinical tools are most 

helpful in their setting and establish which medications can be placed on a focus list for 

deprescribing. Policy leaders could require prescribing providers to review medication lists with 

patients with their annual comprehensive exam and schedule a more detailed discussion 

regarding each medication. 

Implications for Quality and Safety 

The QIP employed the participation of all team members, including patients, to improve 

the knowledge of unnecessary polypharmacy, foster open communication, reconcile and correct 
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errors on patient medication lists, provide opportunities for follow-up education regarding 

medication use, and encourage positive change through deprescribing when possible. When 

medications are found inappropriate, unnecessary, or no longer used, those can be considered for 

deprescribing between the provider and patient. As the patient’s medication burden is reduced, 

so is the financial burden – on the patient, clinic, and entire healthcare system – as well as 

reducing any potential drug-drug or drug-disease interactions (Halli-Tierney 

et al., 2019). 

Medication safety is a major safety issue in healthcare, especially as age life expectancy 

and co-morbidities increase (Halli-Tierney et al., 2019). Polypharmacy, chiefly those 

unnecessary or duplicated medications, comprises a substantial portion of medication safety risk, 

causing negative outcomes when patients take multiple medications (Halli-Tierney et al., 2019). 

Addressing polypharmacy also involves considering other quality and safety issues like reducing 

patient falls, decreasing untoward side effects and concomitant risks, as well as increasing 

quality of life (Halli-Tierney et al., 2019). 

Implications for Education 

This QIP shows that all healthcare team members, including patients, can be informed 

about polypharmacy and the need for deprescribing efforts. Education and communication 

regarding these topics were positively received by all those involved in the clinic’s QIP. 

Increasing educational opportunities, resources, and their frequency can emphasize awareness of 

polypharmacy and promote consistent MRs in recognizing inappropriate medications. 

All levels of healthcare, especially primary care clinics, should consider annual education 

sessions involving polypharmacy and deprescribing efforts. These can be presented during clinic 

in-services, new employee orientation, to patients and the public during clinic and community 
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outreach events. Educational sessions should be informative and include an open discussion with 

opportunities for questions to facilitate an optimal learning environment. 

Limitations 

There were very few limitations of this QIP. However, the existing ones were consistent 

with similar DNP QIPs or out of the control of the PI and clinic (i.e., staffing and turnover, 

weather, and technology issues). 

During the PI’s review of the post-implementation reports, it was noted that many 

patients with nine or more medications were taking treatments to manage chronic conditions 

such as cardiovascular, respiratory, metabolic, or inflammation. Therefore, these patients would 

not be candidates for rigid deprescribing efforts. Another observation was that one-time doses 

and self-limiting prescriptions (i.e., antibiotics) were still on the patients’ current medication 

lists. There are multiple options that the provider and clinic staff could discuss to have these 

automatically clear from the current list. Floyd (2022, p. 20) states that polypharmacy may 

continue for many patients despite deprescribing efforts. For example, a patient taking twelve 

medications may have two unnecessary medications deprescribed, leaving ten current 

“necessary” medications for that patient. Deprescribing occurred but the patient still experienced 

polypharmacy. 

Early during the implementation phase of the QIP, one NP provider gave short notice that 

she was leaving and was replaced during the second half of the implementation. A second NP 

provider gave a longer notice and stayed throughout the QIP. There was also some staffing 

turnover with the MAs. AthenaHealth EMR had some updates during QIP implementation, most 

of which were helpful for this QIP. 
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Dissemination 

The findings of this research will be shared at the Jacksonville State University Annual 

Virtual Dissemination Day on July 13, 2023. The findings will be disseminated via poster 

presentation or podium presentation, as well as within this manuscript. The results were shared 

with the clinical preceptor after project implementation. 

Sustainability 

Sustainability is achievable after the completion of the QIP, with many different areas in 

which to revise, adapt, or expand the implementation process as the focus clinic sees fit. Another 

goal would be to decrease unnecessary polypharmacy by at least 5%. This may be achieved by 

educating the clinic personnel and patients on the dangers of polypharmacy, the risks versus 

benefits of long-term use of unnecessary medications (i.e., PPIs, H2 antagonists, montelukast), 

and gauging the patient’s desire for deprescribing based on their individual needs. Still, this goal 

may be limited by the length of the QIP and may be set by the focus clinic in the future. The plan 

for sustainability includes leaving the participating clinic with copies of the handouts for 

continued use and ongoing education. Collaborating with patients will greatly benefit the clinic 

and its outcomes. Additionally, obtaining patient input concerning their views about 

polypharmacy and deprescribing will support sustainability. This QIP can easily be implemented 

in any outpatient clinical setting. In addition, it can be used by staff during the triage, new 

patient, or routine MR processes. Various other methods exist that providers and clinics can use 

for MR and deprescribing medications. 

The PI will also apply the routine in her practice and while educating her nursing students 

on the importance of consistent MR, the risks of polypharmacy, and coordinating deprescribing 

with providers. The PI is excited to be an advocate for patients in the decision-making process, 
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evaluate medication lists for those in her care, deprescribing unnecessary medications when 

possible, and being able to address polypharmacy.  

Plans for Future Scholarship 

This QIP confirms existing data and literature regarding polypharmacy and 

deprescribing. However, more research is necessary to support the consistent use of MRs in 

reducing polypharmacy and deprescribing. Additional studies to apply different clinical tools and 

methods will be enlightening. Furthermore, future studies on patient involvement can focus on 

the barriers of patient reluctance concerning deprescribing. 

This QIP was led by the PI and involved the participation of a rural primary care clinic 

with four prescribing providers, the clinic staff, and patients. Future scholarship in other clinics 

would benefit from including all prescribing healthcare providers in the study, including NPs and 

physician assistants (PAs). Pharmacy staff could also be included since pharmacists are primarily 

responsible for dispensing prescribed medications. Consequently, this project involved more than 

100 patients over an eight-week implementation period and evaluated 99 patient records over the 

last two weeks. Future studies would be more useful if evaluating a larger group of patients over 

a longer timeframe. In addition, patient follow-up after deprescribing medications would benefit 

gauging effectiveness. 

Throughout this QIP, the PI was confident it would produce valuable outcomes for the 

professional field. The PI has also been inspired and gained confidence that future research can 

be conducted and will bear data to support the professional community. 

Conclusion 

Polypharmacy is a concerning issue nationally and locally. Ensuring consistent use of 

MR processes to address polypharmacy and deprescribing efforts is an established evidence-
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based practice (Saljoughian, 2019). This QIP assisted providers in establishing a consistent MR 

process. Despite current evidence-based research and studies, a need still exists for more 

effective MR methods and identifying inappropriate medications (Halli-Tierney et 

al., 2019). This QIP project aimed to establish an MR process and increase its consistent use, 

raise awareness of polypharmacy in primary care practice settings, reduce polypharmacy, and 

support deprescribing efforts. Projects like this emphasize the benefits of implementing 

evidence-based QIPs for the MR process to identify inappropriate medications and unnecessary 

polypharmacy, allowing providers to collaborate with patients to deprescribe when indicated. 
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Appendix A 

SWOT Analysis Table 
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Appendix B 

PICOT and Evidence Table 

Clinical Question (PICOT): “Among patients 65 and older (P), does establishing a routine 

process of medication reconciliation (I) eliminate unnecessary polypharmacy (O), compared 

with no process (C), resulting in an increase in deprescribing activity (O) over eight weeks (T)?” 

Evidence Table: Polypharmacy among adults 65 and older 
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Appendix C 

QIP Implementation – Clinic Education Handouts 

Clinic Staff Educational Session Outline 
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Staff Education: Color-coded Staff MR Flow Chart and Policy 
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Patient (General Use) Information Sheet 
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Appendix D 

University IRB Approval 

 



85 

Appendix E 

Facility Support Letter 
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Appendix F 

CITI Training Certificate 
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Appendix G 

Projected Timeline 

Simplified QIP Timeline 

Task 
May June July August September October November 

SUMMER 2022 FALL 2022 

Obtained Preceptor/Site X       

Stakeholder Analysis X X      

Met with Stakeholder  X X     

Stakeholder Approved 
Problem 

 X      

Gap/Needs Analysis  X      

Search of Problem   X     

Evidence Table   X     

PICOT Question   X     

Draft Proposal   X     

IRB/PERC Approval      X X 

Theoretical Framework, 
Design and 

Methodology, Expanded 
Evidence Table, and 
Review of Literature 

   X X X X 

 

Task 
January February March April May June July August 

SPRING 2023 SUMMER 2023 

Staff Education, Buy-in, 
Feedback, and Planning X        

Implementation  X X      

Analysis and Synthesis 
of Findings 

   X X    

Disseminate Findings to 
Focus Clinical Site 

    X    

Present QIP during JSU 
DNP Dissemination Day 

      X  
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