
PEER REVIEW HISTORY 

BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   

 

ARTICLE DETAILS 
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Vaughan, Louella; Bell, Derek 

 

VERSION 1 - REVIEW 

REVIEWER Dr Tamasine Grimes 
School of Pharmacy & Pharmaceutical Sciences  
Trinity College Dublin  
Dublin 2  
Ireland 

REVIEW RETURNED 04-Nov-2015 

 

GENERAL COMMENTS This paper presents on a quality improvement project dealing with 
medication reconciliation in an acute admission unit. There is an 
absence of evidence regarding the details of sustainable 
interventions to guide medication reconciliation efforts. This work 
contributes to the evidence base.  
 
Abstract:  
Results – the evidence in the run charts does not support the claim 
that “Variation in results occurs at junior doctor rotations showing a 
negative … “ – according to the method of SPC outlined in the 
methods.  
 
Introduction:  
It would be helpful to relate the introduction regarding age to the 
evidence regarding medication reconciliation, and to the 
characteristics of the study unit – does it deliver care only to older 
patients, or to a general adult population?  
Paragraph 2, sentence 1 would benefit from a supporting citation.  
Medication reconciliation should be defined.  
 
Methods:  
Setting – please provide more information regarding the AAU – 
typical patient profile, average length of stay.  
Planning the intervention – it would be useful to provide more detail 
regarding the group’s generation and appraisal of ideas for change, 
and the rationale for selection of the interventions.  
Analytic plans:  
Qualitative – this could be better described within the methods 
section. Much of the detail regarding this is currently in the 
discussion. It would be useful to relate it to the generation and 
implementation of interventions.  
The rationale for choice of process measures is unclear, in particular 
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the relevance of using two units of analysis – the patient and the 
medicine. Presentation of both is welcome, because it allows a more 
complete picture to be drawn, particularly as there may be a 
clustering effect present.  
Please define medication reconciliation, medication error, error in 
TTO (does this mean the item was dispensed incorrectly?), error at 
discharge (does this mean on the discharge summary or 
prescription?).  
It seems the errors were identified retrospectively by a pharmacist – 
was there any validation performed of the error identification, even 
for a proportion of the errors. Were the errors identified as being 
intentional. If not, the potential bias should be discussed.  
The medication history process seems to identify the medicines that 
were prescribed for the patient, as distinct from the medication the 
patient was actually using or exposed to before hospitalisation – this 
should be acknowledged, and any potential bias discussed. This is 
important because it relates to the likelihood that identified changes 
were intentional or not.  
Were all patients in the study independent (i.e. no patient included 
twice). Please state.  
In places, a number of colloquialisms could be explained, e.g. what 
is a “pharmacy session” (Education, para 2).  
The details provided regarding “Documentation” is useful.  
Communication with the GP – the paper would benefit from a 
supporting citation regarding the best method to establish a valid 
pre-admission medication list.  
 
Results  
Suggest considering including the data from 2014 in the run charts.  
Is there capacity to understand whether the patients who received 
med rec at admission were the same patients who received it at 
discharge? (And does receipt of either or both affect the likelihood of 
being error free at discharge?).  
A series of run charts are presented. It would be helpful to ensure 
that these are all in the same format, and that efforts are taken to 
enable the reader to inter-relate the different measures at a given 
point in time.  
Although there is an explanation of SPC provided, there is 
opportunity for more rigorous application and analysis of the run 
charts, for example:  
Inclusion of the 1 sigma and 2 sigma lines would enable richer 
interpretation of the charts.  
Fig1A – identify and discuss the process change Aug-Oct 2012; the 
pharmacists’ admission activity declined with time.  
Fig1A and B - It seems the volume of pharmacist activity was not 
affected by the periods of bed pressure in Jan/Feb and May – this is 
worth identifying and discussing.  
Fig2 – Suggest report and comment on the points of special cause 
variation in Mid Sep 2012 and Nov 2012. Explain the significance of 
the UCL and the LCL stretching almost from 0 to 100% for most of 
the chart (discuss variation in the process). What is the rationale for 
including data about bed pressure here? Worth discussing.  
Fig4 – suggest explain the special cause variation in Oct 2011 and 
Nov 12.  
Overall, there appears to be something happening Aug-Oct 2012, 
and this has not been identified in the results, or discussed. – why 
did this come about, what context can you relate to this period from 
the team meetings, qualitative work, resource data, bed pressure 
data.  
The results generally show a decline in pharmacist involvement at 
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admission, an increase in pharmacist involvement at discharge (but 
with no information about whether patients received either or both 
admission or discharge care), little change in the proportion of 
patients error free. Can this be discussed or explained? Does this 
tell anything about the need for pharmacist involvement at both 
interfaces? What was the model of integration between pharmacists 
and prescribers – was there any measure of the uptake or 
acceptance of pharmacists’ suggestions?  
Was there any change in manpower during the study period? 
Suggest this then needs to feature in the discussion: How was the 
enhanced pharmacist activity supported – what was the opportunity 
cost associated with greater involvement at discharge? Did it mean 
that another aspect of pharmacy service was suspended?  
 
Discussion  
Page 9 -discussion relating to ref 14 is incorrect – this was a survey 
of hospital chief pharmacists, and not of ED patients.  
Commentary of ref 11 requires consideration – although the authors 
were North American, the eligibility criteria for studies was not 
restricted geographically. Rather, there was an absence of eligible 
studies published elsewhere.  
“in the 2013 systematic review the authors note that the actual 
benefits of resolving unintended discrepancies are not seen; 
medication reconciliation does not seem to reduce ED visits or 
readmission” – suggest this requires review of the discussion in 
Kwan’s systematic review. The point made by the authors was the 
Med Rec of itself likely does not affect these outcomes, however, 
when bundled with medication review and other aspects of a 
complex intervention, it likely contributes to improved outcomes. The 
authors should reflect on this. It may be useful to provide context as 
to how the MedRec activities in this QI work were integrated into the 
overall pharmaceutical care of the patient.  
Page 9, final paragraph: To my eye, the data presented in the run 
charts does not support the assertion that there was a critical 
relationship between discharge summary quality and junior doctor 
rotations.  
P17 – the involvement of allied health professionals in MedRec is 
relatively novel – please explain how this contributed to the success 
of this project.  
P17, para 2 regarding sustainability – please explain / clarify 
whether there was any manpower requirement to support the 
changes (or explicitly state that there was not).  
 
Lessons learnt – there is some really rich context in here. Suggest 
some of the material from the appendices could valuably be brought 
into the main paper. In particular, more detail regarding how ideas 
for change were generated, the context regarding the inter-play 
between the various elements.  
 
Recommendations  
I agree with the authors that there likely is much richer analysis that 
could be undertaken. It would be interesting to use multi-variate 
analysis.  
 
Appendix 7 – please explain all aronyms. Suggest add dates to 
allow the reader relate this to the run charts.  
 
A blank STROBE checklist was included. It is unclear why the 
SQUIRE checklist was not included, given this was a QI project 
rather than an observational study. Suggest it would be helpful to 
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employ the SQUIRE checklist to support revisions.  
 
A final proof of the paper would be valuable (some typos 
throughout).  

 

REVIEWER Janice Kwan 
University of Toronto, Canada 

REVIEW RETURNED 18-Nov-2015 

 

GENERAL COMMENTS In this study, the authors set out to evaluate the effect of a 
multicomponent intervention to improve medication reconciliation at 
discharge in an acute care hospital in the UK. The authors should be 
commended on describing and disseminating the results of their 
local experience to a wider audience.  
 
Major Comments  
 
1) I found it challenging to follow the reporting of the outcomes. For 
example, what was the gold standard for “unintended 
consequences”? (How did you know if an order was intended or not 
intended? Was the ordering physician contacted to clarify?) How did 
you determine when a medication error was made (e.g. clinician 
chart review)? Please work on describing your results with better 
clarity.  
2) I found the presentation and interpretation of the SPC charts 
difficult to understand. You may want to consider explicitly saying 
why a trend met criteria for special cause variation in each of the 
graphs. Moreover, on each of the graphs, you may want to label 
when the intervention was implemented for clarity. As I am not an 
expert in SPC analysis, review of the results by a statistician with 
such an expertise can be considered.  
3) You report an impressive sustained and continuous improvement 
in reliable documentation of current medications on discharge 
summaries from 49.2% to 85.2% based on a small audit one-year 
post-intervention. Why do you think the effects were sustained even 
when the program was stopped? It is plausible that there may have 
been secular trends at play? Is there a way in which you could 
demonstrate the presence or absence of such trends, such as the 
inclusion of a control group or an interrupted time series analysis?  
 
Minor Comments  
 
Abstract  
1) For those unfamiliar with the UK health care context, could you 
please describe what you mean by “secondary care”? (pg. 2, line 15)  
2) What do you mean by “randomized sample”? (pg. 2, line 17) This 
might imply a randomization process to the casual reader (i.e. those 
that might read the abstract only). Perhaps it might be clearer to say, 
“simple random sample” or something along these lines.  
3) What do you mean by “reliable documentation”? Kindly clarify.  
 
Introduction  
1) You describe a local audit had revealed “only 1 in 10 patients 
were discharged from hospital with sufficient information on their 
discharge summaries to enable safe ongoing prescribing.” (pg. 3, 
line 37) Could you please clarify what “sufficient information” means 
in this context?  
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Methods  
1) Could you please elaborate on what you mean by “QI 
methodologies were employed throughout the project” (pg. 4, line 
29)? I note that you elaborate upon the interventions (education, 
documentation, and communication with GP) several paragraphs 
below. You may want to consider integrating these concepts more 
seamlessly to better clarify your interventions and methodologies for 
the reader.  
2) You describe the study as a “qualitative and quantitative 
improvement project using SPC to monitor improvement measures”. 
Could you please elaborate on the qualitative aspects of your study?  
3) What is the rationale for moving the description of SPC analysis 
to a box? It might be easier for the non-QI expert reader to follow 
along continuously in paragraph form.  
 
Results  
1) In Table 1, please elaborate on what are the numerators and 
denominators that make up these process measures.  
2) Please clarify what the difference is between an “error” and 
“omission” in Table 1.  
3) In Figure 2, please better align the labels on the top of the graph 
with the lines or arrows they are meant to describe.  
4) The process maps for the lower level (AAU) is illegible even when 
I try and zoom in. Could you please provide a higher resolution 
version?  

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

This paper presents on a quality improvement project dealing with medication reconciliation in an 

acute admission unit. There is an absence of evidence regarding the details of sustainable 

interventions to guide medication reconciliation efforts. This work contributes to the evidence base.  

Abstract:  

Results – the evidence in the run charts does not support the claim that “Variation in results occurs at 

junior doctor rotations showing a negative … “ – according to the method of SPC outlined in the 

methods.  

**Apologies we changed the wording of the abstract to say not sustained**  

Introduction:  

It would be helpful to relate the introduction regarding age to the evidence regarding medication 

reconciliation, and to the characteristics of the study unit – does it deliver care only to older patients, 

or to a general adult population?**general adult population. We have given the demographics of the 

AAU and mentioned our future targeting of patients with frailty**  

Paragraph 2, sentence 1 would benefit from a supporting citation.**reference 7 added**  

Medication reconciliation should be defined.**added - see tracked changes**  

Methods:  

Setting – please provide more information regarding the AAU – typical patient profile, average length 

of stay.**added - see tracked changes**  

Planning the intervention – it would be useful to provide more detail regarding the group’s generation 

and appraisal of ideas for change, and the rationale for selection of the interventions.  

**added - see tracked changes**  

Analytic plans:  

Qualitative – this could be better described within the methods section. Much of the detail regarding 

this is currently in the discussion. It would be useful to relate it to the generation and implementation 

of interventions. **revised and further detail added - see tracked changes**  

The rationale for choice of process measures is unclear, in particular the relevance of using two units 
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of analysis – the patient and the medicine. Presentation of both is welcome, because it allows a more 

complete picture to be drawn, particularly as there may be a clustering effect present.**added - see 

tracked changes and also the description of measures expanded. We included patients on no 

medication but the majority were on one or more**  

Please define medication reconciliation, ** done** medication error, error in TTO (does this mean the 

item was dispensed incorrectly?), error at discharge (does this mean on the discharge summary or 

prescription?).** errors are defined. We were not looking for dispensing errors but unresolved 

discrepancies and these are now explained in the document**  

It seems the errors were identified retrospectively by a pharmacist – was there any validation 

performed of the error identification, even for a proportion of the errors. Were the errors identified as 

being intentional. If not, the potential bias should be discussed.** all errors had to have been identified 

at the time of processing the TTO and resolved before discharge or picked up retrospectively by the 

research pharmacist. We added to the description of 'errors' and potential for bias in document - 

tracked changes**  

The medication history process seems to identify the medicines that were prescribed for the patient, 

as distinct from the medication the patient was actually using or exposed to before hospitalisation – 

this should be acknowledged, and any potential bias discussed. This is important because it relates to 

the likelihood that identified changes were intentional or not.**this is now explained in the text - see 

tracked changes**  

Were all patients in the study independent (i.e. no patient included twice). Please state. ** No patient 

included twice. I have noted this in the document**  

In places, a number of colloquialisms could be explained, e.g. what is a “pharmacy session” 

(Education, para 2).**added - see tracked changes**  

The details provided regarding “Documentation” is useful.  

Communication with the GP – the paper would benefit from a supporting citation regarding the best 

method to establish a valid pre-admission medication list.** I have added the IHI method and also 

referred to receiving faxes from the GP as per ref 7**  

Results  

Suggest considering including the data from 2014 in the run charts.** We could include theses data, 

however it means producing either charts with large gaps in data or with broken axes. Neither option 

is optimal for presentation of data –wasting space or cramping results respectively – which is why we 

did not provide the results this way at first. We can produce such charts at the discretion of the 

editors**  

Is there capacity to understand whether the patients who received med rec at admission were the 

same patients who received it at discharge? (And does receipt of either or both affect the likelihood of 

being error free at discharge?).** this is now explained in the text - we did not consider it possible to 

reconcile at discharge if not done reliably at admission**  

A series of run charts are presented. It would be helpful to ensure that these are all in the same 

format, and that efforts are taken to enable the reader to inter-relate the different measures at a given 

point in time.**please find new charts attached**  

Although there is an explanation of SPC provided, there is opportunity for more rigorous application 

and analysis of the run charts, for example:  

Inclusion of the 1 sigma and 2 sigma lines would enable richer interpretation of the charts.  

**We can provide the XmR charts with these limits, however we feel that the increase in visual clutter 

is not warranted as these limits add little to the interpretation of the data set in question. With only the 

% error free medications noting a 2 of 3 consecutive points in lower third following a junior doctor 

rotation in July. This reduction is not sustained.**  

Fig1A – identify and discuss the process change Aug-Oct 2012; the pharmacists’ admission activity 

declined with time. ** added to discussion- see tracked changes**  

Fig1A and B - It seems the volume of pharmacist activity was not affected by the periods of bed 

pressure in Jan/Feb and May – this is worth identifying and discussing.** explained in results and 

added to discussion- see tracked changes**  
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Fig2 – Suggest report and comment on the points of special cause variation in Mid Sep 2012 and Nov 

2012. Explain the significance of the UCL and the LCL stretching almost from 0 to 100% for most of 

the chart (discuss variation in the process). What is the rationale for including data about bed 

pressure here? Worth discussing.** added to discussion and some explanation given where found - 

see tracked changes**  

Fig4 – suggest explain the special cause variation in Oct 2011 and Nov 12.** added an explanation- 

see tracked changes**  

Overall, there appears to be something happening Aug-Oct 2012, and this has not been identified in 

the results, or discussed. – why did this come about, what context can you relate to this period from 

the team meetings, qualitative work, resource data, bed pressure data.** added some explanation as 

above to discussion- see tracked changes**  

The results generally show a decline in pharmacist involvement at admission, an increase in 

pharmacist involvement at discharge (but with no information about whether patients received either 

or both admission or discharge care), little change in the proportion of patients error free. Can this be 

discussed or explained? Does this tell anything about the need for pharmacist involvement at both 

interfaces? What was the model of integration between pharmacists and prescribers – was there any 

measure of the uptake or acceptance of pharmacists’ suggestions?** some explanation added to 

discussion and a description of the other pharmacist duties given - see tracked changes**  

Was there any change in manpower during the study period? Suggest this then needs to feature in 

the discussion: How was the enhanced pharmacist activity supported – what was the opportunity cost 

associated with greater involvement at discharge? Did it mean that another aspect of pharmacy 

service was suspended? ** some explanation added to discussion and a description of the other 

pharmacist duties given - see tracked changes**  

Discussion  

Page 9 -discussion relating to ref 14 is incorrect – this was a survey of hospital chief pharmacists, and 

not of ED patients.** with many apologies for this! My only excuse is that I truncated it from a larger 

'essay' I wrote on the subject citing this survey and managed to change the wrong bits. I have altered 

the citation and tracked the change**  

Commentary of ref 11 requires consideration – although the authors were North American, the 

eligibility criteria for studies was not restricted geographically. Rather, there was an absence of 

eligible studies published elsewhere. **agree and have made appropriate changes**  

“in the 2013 systematic review the authors note that the actual benefits of resolving unintended 

discrepancies are not seen; medication reconciliation does not seem to reduce ED visits or 

readmission” – suggest this requires review of the discussion in Kwan’s systematic review. The point 

made by the authors was the Med Rec of itself likely does not affect these outcomes, however, when 

bundled with medication review and other aspects of a complex intervention, it likely contributes to 

improved outcomes. The authors should reflect on this. It may be useful to provide context as to how 

the MedRec activities in this QI work were integrated into the overall pharmaceutical care of the 

patient.** this has now been incorporated into the revision - thank you**  

Page 9, final paragraph: To my eye, the data presented in the run charts does not support the 

assertion that there was a critical relationship between discharge summary quality and junior doctor 

rotations.** a fair critique - although there was an effect it was not sustained. We have altered the 

pitch - see tracked changes**  

P17 – the involvement of allied health professionals in MedRec is relatively novel – please explain 

how this contributed to the success of this project.** now explained - see tracked changes**  

P17, para 2 regarding sustainability – please explain / clarify whether there was any manpower 

requirement to support the changes (or explicitly state that there was not).** there was not and this is 

now explicit in the text**  

Lessons learnt – there is some really rich context in here. Suggest some of the material from the 

appendices could valuably be brought into the main paper. In particular, more detail regarding how 

ideas for change were generated, the context regarding the inter-play between the various elements.  

**added to planning the intervention- see tracked changes**  
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Recommendations  

I agree with the authors that there likely is much richer analysis that could be undertaken. It would be 

interesting to use multi-variate analysis.**Thank you for this agreement, for the purposes of this paper 

and the work so conducted these multivariable analyses (single response and single predictor – time) 

were sufficient, with visual comparisons between the variables - according to our statistician**  

Appendix 7 – please explain all aronyms. Suggest add dates to allow the reader relate this to the run 

charts.** done - see updated appendices**  

A blank STROBE checklist was included. It is unclear why the SQUIRE checklist was not included, 

given this was a QI project rather than an observational study. Suggest it would be helpful to employ 

the SQUIRE checklist to support revisions.** the SQUIRE checklist was not listed by BMJOpen on the 

submission instructions. I can however confirm that we have followed the additional checklist**  

A final proof of the paper would be valuable (some typos throughout).  

 

Reviewer: 2  

Janice Kwan  

 

University of Toronto, Canada  

In this study, the authors set out to evaluate the effect of a multicomponent intervention to improve 

medication reconciliation at discharge in an acute care hospital in the UK. The authors should be 

commended on describing and disseminating the results of their local experience to a wider audience.  

Major Comments  

1) I found it challenging to follow the reporting of the outcomes. For example, what was the gold 

standard for “unintended consequences”? (How did you know if an order was intended or not 

intended? Was the ordering physician contacted to clarify?) How did you determine when a 

medication error was made (e.g. clinician chart review)? Please work on describing your results with 

better clarity. ** These are all now defined and described in detail - particularly how we do our 

pharmacy interventions and verifications - see tracked changes throughout the document**  

2) I found the presentation and interpretation of the SPC charts difficult to understand. You may want 

to consider explicitly saying why a trend met criteria for special cause variation in each of the graphs. 

Moreover, on each of the graphs, you may want to label when the intervention was implemented for 

clarity. As I am not an expert in SPC analysis, review of the results by a statistician with such an 

expertise can be considered.** these have been further commented on and referenced by our 

statistician - see tracked changes**  

3) You report an impressive sustained and continuous improvement in reliable documentation of 

current medications on discharge summaries from 49.2% to 85.2% based on a small audit one-year 

post-intervention. Why do you think the effects were sustained even when the program was stopped? 

** we believe this is because of the embedding of systems which support documentation of medicines 

reconciliation and a cultural change within our hospital especially at MDT level. It is hard to measure 

the change but an example is that junior doctors expect a weekly pharmacy update and feedback as 

to how they are doing. And all of this in front of their consultant without feeling uncomfortable about 

what they don't know** It is plausible that there may have been secular trends at play? Is there a way 

in which you could demonstrate the presence or absence of such trends, such as the inclusion of a 

control group or an interrupted time series analysis? **agree about trends but we have been 

persuaded by our QI scientists that more is not needed for this data. We included all discharged 

patients who had been originally been admitted to AAU. For our follow-on study looking at patient 

outcomes we agree will need a control group**  

Minor Comments  

Abstract  

1) For those unfamiliar with the UK health care context, could you please describe what you mean by 

“secondary care”? (pg. 2, line 15) **I have removed the term described the setting in more detail - see 

tracked changes**  

2) What do you mean by “randomized sample”? (pg. 2, line 17) This might imply a randomization 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010230 on 9 June 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


process to the casual reader (i.e. those that might read the abstract only). Perhaps it might be clearer 

to say, “simple random sample” or something along these lines.** agree and changed**  

3) What do you mean by “reliable documentation”? Kindly clarify.** defined and described in the 

expanded documented - see tracked changes**  

Introduction  

1) You describe a local audit had revealed “only 1 in 10 patients were discharged from hospital with 

sufficient information on their discharge summaries to enable safe ongoing prescribing.” (pg. 3, line 

37) Could you please clarify what “sufficient information” means in this context?* defined and 

described in the expanded documented - see tracked changes**  

Methods  

1) Could you please elaborate on what you mean by “QI methodologies were employed throughout 

the project” (pg. 4, line 29)? I note that you elaborate upon the interventions (education, 

documentation, and communication with GP) several paragraphs below. You may want to consider 

integrating these concepts more seamlessly to better clarify your interventions and methodologies for 

the reader.** revised and updated accordingly - see tracked changes**  

2) You describe the study as a “qualitative and quantitative improvement project using SPC to monitor 

improvement measures”. Could you please elaborate on the qualitative aspects of your 

study?***described in greater detail now - see tracked changes. plus we have more qualitative data 

on file should it be required**  

3) What is the rationale for moving the description of SPC analysis to a box? It might be easier for the 

non-QI expert reader to follow along continuously in paragraph form.** removed from box and put into 

main text - agree it was not helpful in a box  

 

Results  

1) In Table 1, please elaborate on what are the numerators and denominators that make up these 

process measures.** new column with description of measures and denominators etc in**  

2) Please clarify what the difference is between an “error” and “omission” in Table 1.** defined and 

described in the text**  

3) In Figure 2, please better align the labels on the top of the graph with the lines or arrows they are 

meant to describe.** done and new graphs uploaded**  

4) The process maps for the lower level (AAU) is illegible even when I try and zoom in. Could you 

please provide a higher resolution version?** new version added to the appendices** 

VERSION 2 – REVIEW 

REVIEWER Dr Tamasine Grimes 
School of Pharmacy & Pharmaceutical Sciences, Trinity College 
Dublin 

REVIEW RETURNED 08-Feb-2016 

 

GENERAL COMMENTS Thanks for the opportunity to review the revised manuscript. This 
work describes a quality improvement effort to improve medication 
reconciliation at hospital discharge from an acute care unit in a UK 
hospital. The authors have addressed the reviewer comments. My 
remaining question is with regard to the outcome measure at 
discharge - can the authors please clarify the denominator for this: In 
this revision and the response to reviewers, the authors have made 
clear that discharge medication reconciliation was provided and 
possible only for those patients with a verified admission medication 
list (i.e. having received admission medication reconciliation). It 
would be helpful to clarify then if the percentage patients receiving 
discharge reconciliation is based on the total number of patients in 
the study, or only the patients who received admission reconciliation. 
Could the authors also comment as to how they managed the other 
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patients (i.e. those with admission MedRec) - was there any 
indication provided to the next care provider that reconciliation had 
not been performed?  
 
The authors have outlined in the response to reviewers that the 
SQUIRE checklist was employed - perhaps a statement to this effect 
could be included in the manuscript?  
 
Minor point: The final sentence in the abstract results is somewhat 
confusing - could this be revised to ensure clarity. 

 

REVIEWER Janice Kwan 
University of Toronto, Canada 

REVIEW RETURNED 03-Feb-2016 

 

GENERAL COMMENTS Thank you for the opportunity to review your revised manuscript. I 
appreciate the effort you’ve taken to improve the manuscript, and I 
believe that it has become stronger as a result. Please find below 
some comments to further improve your manuscript:  
 
1) I still find the presentation of the SPC charts difficult to follow. It 
may still be helpful to explicitly say why a trend met criteria for 
special cause variation (or why it did not) and label where the 
intervention was implemented in each of the graphs for further 
clarity. Please work on making the presentation of your data easier 
to follow and comprehend.  
 
2) Thank you for your thoughts and explanation regarding the 
possibility of secular trends. Please include these details as a 
limitation in the discussion of the manuscript.  
 
3) It is unclear why you mention the usage of qualitative methods 
and the availability of such data if requested. Please elaborate as to 
why this has been included in the manuscript and/or include more 
qualitative data in order for readers to understand your rationale for 
including this information.  

 

VERSION 2 – AUTHOR RESPONSE 

Thank you for your helpful reviewer comments. I have answered them point by point here and I hope 

the updated manuscript is acceptable:  

Reviewer 2  

1) I still find the presentation of the SPC charts difficult to follow. It may still be helpful to explicitly say 

why a trend met criteria for special cause variation (or why it did not) and label where the intervention 

was implemented in each of the graphs for further clarity. Please work on making the presentation of 

your data easier to follow and comprehend.  

Our reply:  

In terms of dates of intervention, we added a statement explicitly stating the overall time period of 

interventions at the top of the "Interventions" section and “further details are provided in the 

appendix." This replaces the original first sentence of that section. We think this should make it clear 

to the reader that interventions took place throughout, and that it would be too much to add this detail 

into the charts.  

 

Regarding clarity on the "criteria for special cause variation" we added a further reading reference in 

the "Analytic plans" section, at the end of the sentence "..., and 7 or more points consecutively above 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-010230 on 9 June 2016. D

ow
nloaded from

 

http://bmjopen.bmj.com/


or below the mean line." This book: Urdhwareshe H (2011) Six Sigma for Business Excellence: 

Approach, Tools and Applications. Dorling Kindersley (Chennai, India) ISBN 978-81-317-3154-3 P259 

- has these specific rules in.  

 

In terms of highlighting the special cause variation in the text we have reorganised the results section 

a bit so that statements pertaining to a particular chart read more clearly. We have added statements 

of the special causes detected in the results section (see tracked changes in the results section):  

Fig 1 A. "a temporary uplift in the process is observed starting in June 2012 with seven points above 

the mean line, however the process reverts to previous performance levels after this period.  

Fig1B "a single point outside the natural process limits is observed in March 2012, indicating a special 

cause. From August 2012 onwards all points lie above previous mean performance (special cause 

variation), hence the natural process limits are calculated separately for this period to better represent 

the improved process.  

Fig2 " there are two indications of special cause variation with data lying beyond the natural process 

limits in October 2012 and November 2012.  

Fig3 "there are three indications of special cause variation, October 2011, September 2012, and 

October 2012.  

Fig4 "there are two indications of special cause variation, September 2012 and October 2012.  

 

2) Thank you for your thoughts and explanation regarding the possibility of secular trends. Please 

include these details as a limitation in the discussion of the manuscript.  

Our reply:  

We have expanded the ‘lessons learned’ to clearly include limitations. See tracked changes  

 

3) It is unclear why you mention the usage of qualitative methods and the availability of such data if 

requested. Please elaborate as to why this has been included in the manuscript and/or include more 

qualitative data in order for readers to understand your rationale for including this information.  

Our reply:  

We held focus groups and invited feedback from patients and members of the public about various 

aspects of the pharmacy service and medicines management. We analysed the qualitative data and 

used the themes emerging to help in the design of the interventions. We have added a little more 

about this in analytic plans (see tracked changes) but it was felt not appropriate to include in full in this 

paper. We have changed it to read ‘details’ available rather than ‘data’ available.  

 

Reviewer: 1  

Thanks for the opportunity to review the revised manuscript. This work describes a quality 

improvement effort to improve medication reconciliation at hospital discharge from an acute care unit 

in a UK hospital. The authors have addressed the reviewer comments. My remaining question is with 

regard to the outcome measure at discharge - can the authors please clarify the denominator for this: 

In this revision and the response to reviewers, the authors have made clear that discharge medication 

reconciliation was provided and possible only for those patients with a verified admission medication 

list (i.e. having received admission medication reconciliation). It would be helpful to clarify then if the 

percentage patients receiving discharge reconciliation is based on the total number of patients in the 

study, or only the patients who received admission reconciliation.  

Our reply:  

It is based on the total number of patients in the study – we have clarified this and tracked changes  

 

Could the authors also comment as to how they managed the other patients (i.e. those with admission 

MedRec) - was there any indication provided to the next care provider that reconciliation had not been 

performed?  

Our reply:  

This detail (ie medicines NOT reconciled) is provided at our hospital in the patient’s Discharge 
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Summary if medicines are included. We have added a note to this effect in the ‘documentation’ 

section and tracked changes.  

 

The authors have outlined in the response to reviewers that the SQUIRE checklist was employed - 

perhaps a statement to this effect could be included in the manuscript?  

Our reply:  

This is included in the uploaded version.  

 

Minor point: The final sentence in the abstract results is somewhat confusing - could this be revised to 

ensure clarity.  

Our reply:  

We have re-written this – see tracked changes 

 

VERSION 3 - REVIEW 

REVIEWER Tamasine Grimes 
Trinity College Dublin, Ireland 

REVIEW RETURNED 06-Apr-2016 

 

GENERAL COMMENTS Thank you for the opportunity to review this paper.  
I have only minor comments now for your consideration which have 
been tracked in the attached.  
I note you mention in your response to reviewers that the SQUIRE 
checklist has been included - my apologies if I am incorrect, but I 
cannot find this in the manuscript or any supplementary files. 

 

REVIEWER Janice Kwan 
University of Toronto, Canada 

REVIEW RETURNED 20-Mar-2016 

 

GENERAL COMMENTS Thank you for the opportunity to review your revised manuscript. I 
appreciate the effort you’ve taken to improve the manuscript, and I 
believe that it has become stronger as a result.  
 
1) The SPC charts are easier to follow now, thank you for the 
revisions.  
 
2) Thank you for your thoughts and explanation regarding the 
possibility of secular trends. However, the ‘lessons learned’ added to 
the manuscript do not appear to directly address the issue of secular 
trends. Consider refining this section to be more precise, as this is 
an important limitation of the manuscript.  
 
3) Thank you for addressing the comments regarding qualitative 
data. 

 

VERSION 3 – AUTHOR RESPONSE 

Reviewer 2  

We have now directly addressed the issue of secular trends by refining the limitations and lessons 

learned section. We added the following:  

'We were not able to examine for secular trend as there are no prior data nor further sites; we 
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recommend a step-wedge design for any scale up initiative to allow comparisons'. (see tracked 

changes)  

 

Reviewer: 1  

 

The completed SQUIRE checklist is properly attached now. Apologies for this technical omission. 
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