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Objectives 

1. Concept of Medication Reconciliation (MedRec)  

2. MedRec is team work 

3. Accessing a patient’s medication profile 

4. MedRec processes and provincial forms  

5. MedRec compliance audits 
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What is Medication Reconciliation (MedRec)? 

“Medication Reconciliation is a formal process in which 
healthcare providers work together with patients, families, 
and care providers to ensure accurate and comprehensive 

medication information is communicated consistently across 
transitions of care.  Medication reconciliation requires a 

systematic and comprehensive review of all the medications a 
patient is taking to ensure that medications being added, 
changed or discontinued are carefully evaluated.  It is a 

component of medication management and will inform and 
enable prescribers to make the most appropriate prescribing 

decisions for the patient.” 
[Institute for Safe Medication Practices Canada (ISMP) & Canadian Patient Safety Institute (CPSI)] 



What is MedRec? 

MedRec is: 

• an Accreditation Canada Required Organizational 
Practice (ROP) 

• Key action in the Ministry of Health Plan for 
2018-19  

• An element in the Connected Care Strategy 

 

 

Continued 



Why MedRec? 
To improve patient safety 
by preventing and/ 
eliminating any adverse 
drug events on: 
        -Admission 
        -Transfer and 
        -Discharge 
 



True Patient Story 

BACKGROUND INFORMATION: 
 

•In April 2017, a 30-yr-old  diabetic female patient , CW, with acute coronary syndrome was 
discharged from the cardiac unit following a Coronary Artery Bypass Graft x 6 stents in 
March.  She started on Ticagrelor (prevents clots when used with Aspirin) in hospital. 
 

•CW experienced repeated excessive nose bleeds resulting in Ticagrelor being discontinued 
and a notation to be reviewed later on. 
 

•Her post-operation course was further complicated by acute kidney injury and required 
hemodialysis.  She received four treatments prior to being discharged home. 
 

•Arrangements were made to continue hemodialysis 3x/week at the receiving acute care 
site following her discharge from the tertiary centre. 
 

 

•At the time of the patient’s discharge: Aspirin, Ticagrelor, Lasix, an ACE inhibitor,  Beta 
Blocker and insulin as well as some other meds were indicated on the Discharge Summary, 
but not dispensed. 

 

 What went wrong? 
 



True Patient Story continued… 

RESULT: 
•Patient went  10 days without taking any of her prescribed meds including Ticagrelor, 
until it was discovered during her dialysis treatments at the receiving site while 
performing MedRec  for new patients.  It took the nurses and pharmacy  three  separate 
visits with CW to fully determine her medication regimen with  numerous follow up calls 
to the discharging unit and physician 
•Fortunately, due to MedRec, there was no harm to this patient and meds were resumed. 
  
IDENTIFIED ISSUES: 
•The discharging  facility did not perform MedRec on discharge / transfer. 
•Discharging physician intentionally utilized a document outside of its intended use as a 
discharge prescription and caused confusion. 
•CW was unknowingly  without meds for 10 days–lack of  a clear prescription and 
counselling 
•Limited amount of information was shared with the receiving hemodialysis unit—
medication info received did not match.  CW is quiet and shy and did not ask any 
questions about her medications or treatments.   

Why MedRec?  It saved this patient’s life! 



Medication Safety Statistics 

• Research suggests that more than 50% of clients have at least one discrepancy between 
the medications they take at home with those a physician or nurse practitioner orders 
upon admission to hospital.  

• A Canadian family health team office reported that when charts of patients on 4 or 
more medications were audited, only 1 of 86 EMR based medication lists was accurate 
when compared to a comprehensive patient interview/medication history collection 
(Barber et al., 2013).  

• A 2011 report states that the total cost of preventable, drug-related hospitalizations is 
about $2.6 billion per year (Hohl et al)  

• A review of published articles found that 10-67% of patients had at least ONE 
prescription medication history error, when non-prescription medications were 
included, the frequency of errors was 25-83%   

• 12% of patients don’t fill their prescription at all  

• 12% of patients don’t take medication at all after they fill the Rx  

• 22% of patients take less of the medication than prescribed 

(Safer Healthcare Now- Canadian Medication Reconciliation Quality Audit-2015 Recap Report) 

 



TITLE GOES HERE 

•Performing MedRec involves multidisciplinaries working together as a TEAM 
for the patient, as they move through the transitions of care. 
 

 

Long Term 

Care /Home 
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MEDICATION 
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Pharmacy 

Physicians 

Who is Responsible for MedRec? 

MedRec is team work 



What is the Pharmaceutical Information Program (PIP)? 

Screenshots courtesy of eHealth 

Accessing a patient’s medication profile 



 ASA (for most pts) / OTC meds (for most pts) / samples  

(unless entered by prescriber) 

 Meds dispensed in other provinces 

 Cancer, Tuberculosis, & STI drugs  

(dispensed through agency not Community Pharmacies) 

 Meds ordered/given in hospital 

 Supplies such as needles, areo chambers, etc  

(exception: diabetic strips will appear) 

Screenshot courtesy of eHealth 

Accessing a patient’s medication profile 



Screenshots courtesy of eHealth 

Accessing a Patient’s PIP/Medication Profile Online: 
 • 3 available options: 

1. Pharmaceutical Information Program (PIP)  
 

Register for a PIP account and /or login with an existing account at: 
https://pip.ehealthsask.ca/PIN_GUI/login.do?operation=prepareLogin 

 
 
 
 
 
 
 
 
 
 
 

2. Health Record Viewer (eHR Viewer)                 
Access PIP through a tab on www.ehealthsask.ca/services/ehrViewer 
 

3. Sunrise Clinical Manager (SCM) 
 View the patient’s eHR Viewer profile through “Medications” tab in SCM. 

Accessing a patient’s medication profile 

https://pip.ehealthsask.ca/PIN_GUI/login.do?operation=prepareLogin
http://www.ehealthsask.ca/services/ehrViewer


*minimum 3 page form 

Screenshots courtesy of eHealth 

Accessing a patient’s medication profile 



MedRec on ‘Admission’ 

“When a person is formally accepted into a facility, MedRec is 
done at the time of admission that results in a BPMH (Best 
Possible Medication History), orders and a medication 
administration record (MAR)”. 
                    (from the Ministry of Health Definitions 2017) 

MedRec processes and provincial forms  



MedRec on ‘Admission’ 
• 3-step process:  

MEDICATION 
RECONCILIATION 

Community 
Pharmacy 

PATIENTS 

RNs/LPN’s 

Hospital 
Pharmacy 

Physicians 

 

Long Term 
Care  

/Home Care 

Step #1:  

Collecting the 
Best Possible 
Medication 

History 

 

“The Best Possible Medication History (BPMH) is a ‘snapshot’ of the 

patient’s actual medication use, which may be different from what is 

contained in their records.   This is why the patient involvement is vital.”               

 (from Getting Started Kit by ISMP and CPSI) 

MedRec processes and provincial forms  



Step 1: Collecting the BPMH  

MedRec on ‘Admission’ 
 

Addressograph/Label 
 

Example, Patient 
Box 123 
Yorkton, SK 
HSN: 000 000 000 

Date of Birth & Age maybe 
included in this info & is 
important  to know for 
specific meds 

Height & Weight: patient size 
significant when ordering meds (ie 
Pediatrics) &/or for renal function. 
Record in METRIC units ONLY! 

Allergies: recorded on regional 
Allergy document & stamp 

List of  ISMP 
unacceptable/acceptable 
abbreviations when recording 
the BPMH & prescribing  

A patient interview is the first 
source of info.  Suggested to use 
at least ONE other reliable source 
as well. Mark ALL that apply 

Disposition of meds (location ) 

MedRec processes and provincial forms  



Step 1: Collecting the BPMH  con’t 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

 

Printed PIP MedRec forms 
only list meds dispensed in        

the past 4 months 
 

Medication:  
Generic & Trade Name 

Strength Dispensed                 
(not necessarily prescribed) 

Dispensing Date (bold font) 

Route 

Prescribers Name 

If the same med (both generic & 
strength) are dispensed more than 

once in the past 4 months &/or 
filled by multiple providers—only 

the latest entry will show 

MedRec on ‘Admission’ 
 

Addressograph/Label 
 

MedRec processes and provincial forms  



 

Addressograph 
 

 

Record medication dose, frequency, time/date of last dose & 
comments as the patient takes it at home-  

MAY BE DIFFERENT than what was prescribed!   
 

Draw a wavy line through any med 
that is completed (ie. Antibiotics).  

 

DO NOT CROSS off any meds that the 
patient reports as “stop taking on their 
own’.  Write comments for the 
prescriber to review accordingly “X” if “End of med list” OR “meds 

continued on next page” 

                   Provide any general comments in this section                   
(ie. Pt has dementia-unable to provide thorough history) 

“Completed by” is the ind. that 
OBTAINS THE BPMH.  Sign every page! 

“Reviewed by” signed by the ind. that 
reviews for discrepancies.   

MedRec on ‘Admission’ 
Step 1: Collecting the BPMH  con’t 

MedRec processes and provincial forms  



MedRec on ‘Admission’ 
Step 2 : Admitting Orders 

 

Step #1:  

BPMH 

 

 

Step #2:  
 

ADMITTING 

ORDERS 

(Prescribers) 

MEDICATION 
RECONCILIATION 

Community 
Pharmacy 

PATIENTS 

RNs/LPN’s 

Hospital 
Pharmacy 

Physicians 

Long Term 
Care /  

Home Care 

MedRec processes and provincial forms  



MedRec on ‘Admission’ 
Step 2 : Admitting Orders 

•Ordering ‘Meds as 
at home’ or ‘Meds 
as per PIP’ without 

completing the 
BPMH on the PIP 
MedRec Form is 

NOT AN 
ACCEPTABLE ORDER 

1. Review the BPMH 

*If a dosage, frequency or 
route is missing- Prescribers 
SHOULD NOT WRITE 
ORDERS till info obtained or 
it is a discrepancy! 

2. Order EACH medication to 
continue, change or stop 

2 Medication order 

changes AND/OR 

rationale for changing 

or stopping a medication 

are recorded in the 

“Comments” for 

communication to other 

disciplines 

3. Prescribers MUST 

print and sign name, 

record date and time to 

EACH page  

EXCEPTION: if there are 
no meds ordered on 
the LAST page no 
signature is required 

4.  Reviewed by: Signed by the 
nurse, pharmacist or 
prescriber that COMPARES the 
BPMH, prescriber orders & 
RECONCILES any 
discrepancies, including title, 
date & time 

MedRec processes and provincial forms  



1.  Any NEW medications that are NOT 

listed on the PIP MedRec Form and need to 

be ordered on admission are written on the 

Physician’s Orders Sheet  (may vary in 

color/formatting pending on facility) 

2.  In urgent situations when prescribers are 
not able to complete orders on the PIP 
MedRec Form prior to the next scheduled 
doses of meds - these meds can be 
ordered STAT on the Physician Orders 
Sheets and be administered to avoid 
missed doses until the PIP MedRec Form 
can be completed by the prescriber 

 

 

MedRec on ‘Admission’ 
Step 2 : Admitting Orders con’t 

MedRec processes and provincial forms  



MedRec on ‘Admission’ 
Step 3: Evaluation 

 

 

Step #1:  

BPMH 

 

 

 

Step #2: 
ADMITTING 

ORDERS 

Step #3: 

Review/Evaluation 

REVIEW THE BPMH AND COMPARE TO THE 
PHYSICIAN ORDERS AND 

RECONCILE ANY DISCREPANCIES  
 

– this is the whole intent of the  
MedRec process! 

MEDICATION 
RECONCILIATION 

Community 
Pharmacy 

PATIENTS 

RNs/LPN’s 

Hospital 
Pharmacy 

Physicians 

 

Long Term 
Care  

/Home Care 

 

Addressograph 
 

MedRec processes and provincial forms  



 

Addressograph 
 

MedRec on ‘Admission’ 
Step 3: Evaluation 

MedRec processes and provincial forms  



MedRec on ‘Admission’ 

Example of discrepancies  

Step 3: Evaluation 

MedRec processes and provincial forms  



Example of discrepancies  

MedRec on ‘Admission’ 
Step 3: Evaluation 



MedRec on ‘Admission’ 

Example of incorrect AMO 

Step 3: Evaluation 



MedRec on ‘Admission’ 

Example of correctly 
completed form 

Step 3: Evaluation 



MedRec for‘Non Admitted’ Emergency Patients: 
   

  
Individuals presenting to the ER 
may need MedRec completed as a 
‘non admitted patient’, based on 
specific criteria as per area 
policies.  This may include use of: 
 

•High Alert medications such as  
anti-coagulants, narcotics, diabetic or 
psychiatric medications, antiretroviral 
therapy (HIV clients) or anti-rejection 
medications (post organ transplant) 

•AND/OR  possibly an identified 
length of stay in the ER 



MedRec on ‘Discharge’ 

“is the movement of a patient from an acute care facility to his or her 
residence (ie. Home with or without home care support, personal care home 
or LTC facility) or to a supportive care bed (ie. Respite or palliative care) in the 
same or different facility OR within the same facility with a change in 
pharmacy provider…”                                

    (from the Ministry of Health Definitions 2017) 



MedRec on ‘Discharge’ 
• 3-step process:  

MEDICATION 
RECONCILIATION 

Community 
Pharmacy 

PATIENTS 

RNs/LPN’s 

Hospital 
Pharmacy 

Physicians 

Long Term 
Care /  

Home Care Step #1:  

“Review” DTMR 
with MAR, BPMH 

& DR orders 

 



MedRec on ‘Discharge’ 
Step 1: Review 

Section 1 

Location / Patient / Allergy Info 

Pre-populates on top 

All active meds will   
pre-populate  

 (section 1 only) 

Clinicians 
&/or 

prescribers 
use this area 
to record all 

pertinent 
medication 

info 

“Reviewed by”- signed & dated by person 

confirming document is complete and discrepancies 

have been identified. If left BLANK, and prescriber 

has signed, indicates prescriber has reviewed form. 

“Completed by” is signed and dated by person who 

completed medication status, compared and 

reviewed forms as stated above. 

“Handwrite” any orders received after form was 

printed & ‘status ’in blank lines provided 

 

Review  DTMR form to the last MAR(s), last 72 

hrs of prescriber orders & the initial BPMH AND 

indicate the status of each med as ‘Same as 

prior to admission’, ‘Adjusted in hospital’ OR 

‘New in hospital’ 

 

Patient Destination: Check one 



MedRec on ‘Discharge’ 
Step 1: Review con’t 

  ANY meds that appeared on the PIP and are not 

on the DTMR form are to be recorded in 

Section 2 

• record change(s) in comments 

Record any info for meds ‘held or stopped’ from 

admission  in the Comments/Rationale/Indication 

column 

Section 2 

Meds may pre-populate  

in Section 2-varies on site 



Step #1:  

Reconcile with MAR, 
BPMH & DR orders 

 

 

 
Step #2:  

 

Discharge 
RX 

(Physicians) 

MEDICATION 
RECONCILIATION 
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Pharmacy 
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Home Care 

MedRec on ‘Discharge’ 
Step 2: Discharge Rx 



Step 2: Discharge Rx con’t 

MedRec on ‘Discharge’ 

Rx CAN ONLY BE COMPLETED by authorized prescribers- 

 Nursing cannot take verbal/phone  orders for a discharge Rx 

Prescribers only complete this form on 
Discharge to ‘home’ or ‘Long Term Care’ as a Rx 

 

 

Discharge ONLY- reviews active meds, 

identifies/resolves discrepancies (MedRec) 

prior  to √  ‘continue’ or ’stop’ 

Review current meds & initiates the Rx 
using “stop” or “continue” 

Discharge ONLY- complete Rx by 

recording quantity using ‘1/12’ tickbox or 

specific amount for every med.  If 

appropriate, “Check off” the ‘no Rx needed’ 

column.  Refills are optional. 

“Comments” Column -record changes 
to meds/info, follow-up appt’s for med 
reviews/Rx with regular GP  &/or other 
pertinent med info 

4. Discharges ONLY- Prescriber/Most 

Responsible Physician completing the Rx will 

sign, date & time every completed page.  

Exception: if there are no med orders, do 

not need to sign 



Page numbers pre-populate.  

Change accordingly & include all 

blank pages when faxing/copying! 

Prescriber # / address/phone number is completed 

when narcotics/controlled substances/gabapentin are 

ordered (Prescription Review Program requirement) 

Discharge Only-Reviews med list and completes Rx 

for section 2 

Cross out all blank lines after Rx is completed OR if 

patient is a transfer to another acute site (this 

section is not completed) 

 Discharges only- ‘handwrite’ all NEW meds to 

start AFTER discharge & complete the quantity (Rx) 

Section  2 & 3 

MedRec on ‘Discharge’ 
Step 2: Discharge Rx con’t 



MedRec on ‘Discharge’ 

 

Step #1:  

Compare with 
MAR, BPMH & DR 

orders 

 

 

 
Step #2:  

 

Discharge RX 
(Physicians) 

Step #3: 

Review/Evaluation 

MEDICATION 
RECONCILIATION 

Community 
Pharmacy 

PATIENTS 

RNs/LPN’s 

Hospital 
Pharmacy 

Physicians 

 

Long Term 
Care /  

Home Care 

Step 3: Review/Evaluation 



Select destination category and enter 

recipient(s) name and date faxed. 

Before faxing Rx or sending med list on transfer-

Review current meds & Rx to identify and 

resolve discrepancies (medrec).   

 

 

MedRec on ‘Discharge’ 
Step 3: Evaluation 

If discrepancy is noted: 

•contact prescriber asap to return to reconcile 

directly on the form.  

•If prescriber is not available, provide 

description of “unresolved discrepancies” 

below  in “Comments” to  inform Community 

Pharmacy/ other services of discrepancy &  

prescriber will need to contact the Pharmacy 

directly to reconcile the Rx.   

 

 



MedRec on ‘Discharge’ 

Example of unclear orders 

Step 3: Evaluation 



MedRec on ‘Discharge’ 

Example of an unreconciled  
discrepancy from admission 

Step 3: Evaluation 



MedRec on ‘Discharge’ 

Example of discrepancy 
(previous DTMR format) 

Step 3: Evaluation 



MedRec on ‘Discharge’ 

Example of meds ‘completed’ 
after form is printed 
(previous DTMR format) 
 

Step 3: Evaluation 



MedRec on ‘Discharge’ 
Step 3: Evaluation 

Example of a well 
completed DTMR form 



MedRec on ‘Transfer’ 
 Is the movement of an acute care patient between two acute 

care inpatient facilities (Ministry of Health definitions, 2017 )  

During the MedRec on transfer process, only one BPMH, taken using the PIP generated 
form, by the first acute facility, is collected during an acute inpatient episode. 
This BPMH is used for MedRec at all transfers between acute facilities during the episode 
(regardless of number) and at the final discharge to home, long-term care (LTC) or 
supportive care  (from the Ministry of Health “Medrec at Discharge & Transfer in Acute Care FAQ’s) 



External  

 On ‘transfer’ to another 
acute site, the form serves 
as a ‘medication list’ that 
will be used by the 
receiving site/physician to 
review and write ‘admitting 
orders’  for the patient 

MedRec on ‘Transfer’ – Sending site  

Prescribers DO NOT 
complete any medication 
orders on the form for 
transfers ‘out’ 

 

-Complete med status 
columns for ‘same’, 
‘adjusted’ or ‘new’ by 
comparing: 

 

 PIP MedRec Form 

last 24-72 hrs of MARS 
and Prescriber orders with 
the DTMR  

- Cross off section 3 
(New meds to start 
after discharge, this 
section is not used for 
transfers) 

 



The form can be used to write the 
“admitting orders” on transfer as 

receiving site 

MedRec on ‘Transfer’ - Receiving Site  
External  

 

Admitting Orders 

Note that for both sending & receiving 
prescribers, New med orders will be 
written on the Physician Order sheets. 

“Receiving” Prescribers: complete ‘Stop’ 
or ‘Continue’ columns only.  Sign & date 
as “Authorized Prescriber”. 

CROSS OFF the ‘quantity’, ‘refill’ & ‘No Rx 
Needed’ columns, and the “New Meds to 
Start after Discharge” (section 3) and 
Preprinted Order sets (PPO) 

Sending & Receiving UNITS: 
Discrepancies will be reconciled and 
documented with outcomes on the form.  
Form sent to Pharmacy 

Forms will be marked as:               
“Admitting Orders” 

Receiving Site: 

compare all documents 
to ensure there are no 
discrepancies on the 

discharge form to 
reconcile & sign the 

“reviewed by” 



MedRec on ‘Transfer’  
Internal  

 
Regions are at various implementation stages- 
check with your facility/region  
 

•Occurs at these points: 
oCritical care unit  Ward 

o Operating room  Ward 

oPsychiatry ↔ Ward 



MedRec Compliance  Audits 

MedRec is audited and reported to the 
Ministry of Health monthly. The target is to 

complete MedRec at ≥ 90%.     
 

Do your part & ensure patient safety! 

MedRec compliance audits 

The End 


