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In 2017 the World Health Organization (WHO) set up a global initiative to reduce serious preventable effects of medication errors by 50% in all countries over the subsequent 5 years.

Medication reconciliation is key to ensuring patient safety and reducing the risk of prescription error [START_REF] Mekonnen | Pharmacy-led medication reconciliation programmes at hospital transitions: a systematic review and meta-analysis[END_REF]. The aims of medication reconciliation are prevention and detection of prescription discrepancies at transition stages and at every step of medication management process. The WHO defines medication reconciliation as "a formal process in which healthcare professionals partner with patients to ensure accurate and complete medication information transfer at interfaces of care" [START_REF]The High5s Project -Standard Operating Protocol for Medication Reconciliation[END_REF].

The first step in medication reconciliation is to obtain the best possible medication history (BPMH), which is a review of all medications that the patient was taking before hospitalization. To obtain this information, three sources are required: the patient and/or family; medication packages; and medical records and/or the patient's physicians or pharmacists. The second step consists of comparing the BPMH with the first hospital prescription. Then, medication discrepancies between the BPMH and the hospital prescription can be identified by pharmacists, and can lead to a pharmaceutical intervention to propose a modification of medication to prescribers. This intervention allows a collaborative discussion between pharmacists and physicians to classify the type of discrepancy as intentional or unintentional, and to correct the prescription, if necessary. The French National Authority for Health defines intentional medication discrepancies (IMDs) as voluntary deviation, documented or not documented in the patient record; whereas unintentional medication discrepancies (UMDs) are defined as involuntary, and are considered as medication errors. IMDs are physicians' choices, i.e. there is a medical reason to modify the patient's prescription. UMDs are medication errors, such as overdosing, underdosing or omission or substitution of the patient's medication, and must be corrected.

Medication reconciliation was implemented in the cardiology department of Saint-Antoine Hospital in November 2017, after analysis of the CACTUS study [START_REF] Chung | Medication reconciliation: Predictors of risk of unintentional medication discrepancies in the cardiology department[END_REF], which identified patients' prioritization criteria: eight or more prescribed medications; French not spoken; low educational level; admission to a hospitalization unit rather than an intensive care unit (ICU); and two or more co-morbidities.

To assess the benefit of medication reconciliation on the evolution of medication prescriptions, we performed quantitative and qualitative retrospective analyses of the medication reconciliation process in the cardiology department from November 2017 to June 2021. A trained pharmaceutical team, composed of pharmacy students and a pharmacy resident, performed medication reconciliation within 24 to 72 hours after admission. Collected covariates were sociodemographic characteristics (sex, age), hospitalization data (hospitalization unit or ICU) and reconciliation data (number of prescribed medications, type of discrepancies, number of pharmaceutical interventions and corrected number of UMDs). As mentioned previously, UMDs are considered to be medication errors that can lead to adverse events for the patient, and need to be corrected; therefore, this analysis focused on unintentional discrepancies.

Continuous data are expressed as means ± standard deviations, and categorical variables are expressed as numbers and percentages. A P value < 0.001 was considered significant. A  2 test of independence was used to compare adjusted corrected UMD rates, and a  2 test of trend was used to study rate evolution, with R software (R Foundation for Statistical Computing, Vienna, Austria).

From November 2017 to June 2021, 6820 patients were hospitalized in the cardiology department. Following the prioritization criteria from the CACTUS study, 1164 patients were included in the medication reconciliation process, and 1361 medication reconciliations were realized: n = 89 in 2017 (2 months); n = 669 in 2018; n = 367 in 2019; n = 156 in 2020; and n = 80 in 2021 (6 months).

Among them, 1291 (94.9%) were successful, defined as achievement of: review of the BPMH based at least on three sources; comparison with the first hospital prescription; and discussion between physicians and pharmacists to classify discrepancies and correct them, if necessary. There were 70 (5.1%) unsuccessful reconciliations because of: discharge before BPMH achievement; no known medication at admission; fewer than three sources available.

The mean age was 73 ± 15.0 years, 679/1164 (58.3%) were male and 73% of patients were admitted to a hospitalization unit rather than an ICU. The average length of hospitalization was 13.6 ± 7.5 days. Hospitalization was mainly related to circulatory system diseases (81.2%): ischaemic heart disease; cerebrovascular disease; cardiopulmonary circulation disease; or disease of the arteries or veins. Other reasons for hospitalization were: follow-up of medical device implantation or investigation after treatment for other diseases (9.4%); and abnormal results of clinical or biological investigations (5.4%).

A total of 10,283 prescribed medications were analysed in the reconciliation process, with a mean of 7.6 ± 4.2 medications/patient. Discrepancies were observed for 4803/10,283 (46.7%) prescribed medications. Of these, 4448 (92.6%) prescribed medications were flagged as IMDs, and 355 (7.4%) as UMDs. At least one UMD was identified for 191 (16.4%) patients, with 1-12 UMDs per patient. The median number of UMDs per patient was 1.0 (interquartile range 1-2), with a mean of 1.8 ± 1.4 UMDs per patient. Among the 1291 successful medication reconciliations, we observed no UMDs for 1099 reconciliations (85.1%), one UMD for 100 (7.7%), two UMDs for 54 (4.2%), three UMDs for 25 (1.9%) and more than three UMDs for 13 (0.2%). After pharmaceutical intervention, 209/355 (58.9%) of UMDs were corrected. The corrected UMD rate was significantly different by year (P < 0.001), and increased significantly from 2017 to 2021 (P < 0.001; Fig. 1).

A successful medication reconciliation process was achieved for 18.9% of hospitalization stays in the cardiology from 2017 to 2021. Almost half of the prescribed medications had at least one discrepancy, and 7.4% were flagged as UMDs.

The medication reconciliation process corrected almost 60% of UMDs as a result of pharmaceutical interventions. The corrected UMD rate increased with time, and reached 87% in 2020. increase probably reflects an improvement in the relationship between cardiologists and pharmacists after years of collaboration.

Our work had some limitations. The study was performed in only two cardiology units (the hospital ward and the ICU) in the same hospital. Medication reconciliation could not be performed and achieved successfully for all patients. We observed that medication reconciliation inclusions varied from year to year; we also noticed decreases caused by a temporary lack of pharmacists or related to the COVID-19 pandemic. Patient care is influenced by the evolution of resources allocated to the clinical pharmacy. Because of the retrospective analysis, we were unable to collect some data, such as classification of medications involved in discrepancies. Cardiovascular treatments are the most likely to be involved in UMDs [START_REF] Fernandes | Medication Reconciliation at hospital admission and discharge: Evaluation of fidelity and process outcomes in a real-world setting[END_REF]. It would be pertinent to use the Anatomical, Therapeutic and Chemical (ATC) classification system, which classifies drugs according to organs and/or systems targeted by their therapeutic pharmacological effects. Using the ATC classification system could help to identify the types of medications and therapeutic indications that are concerned by UMDs, and also to grade UMD severity [START_REF] Marinovic | Impact of an integrated medication reconciliation model led by a hospital clinical pharmacist on the reduction of post-discharge unintentional discrepancies[END_REF].

There were also strengths to this study. The medication reconciliation process is based on a standardized method described by French authorities, and set up after a feasibility study (CACTUS) [START_REF] Chung | Medication reconciliation: Predictors of risk of unintentional medication discrepancies in the cardiology department[END_REF], which allowed an important number of medication reconciliations.

In conclusion, the medication reconciliation process allowed the identification of a huge number of discrepancies in medication prescriptions, with 17% of patients concerned at cardiology department admission. Pharmacists have a major responsibility in preventing medication errors [START_REF] Mekonnen | Effectiveness of pharmacist-led medication reconciliation programmes on clinical outcomes at hospital transitions: a systematic review and meta-analysis[END_REF], and are an essential part of the cardiology care team. The multidisciplinary collaboration of health actors (city and hospital) is crucial for the proper conduct of medication reconciliation. 
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