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Research……………..

“Studies have demonstrated that information 
on discharge summaries and transfer/referral 
forms do not match for more than 50% of LTC 
admissions, with at least one medication 
discrepancy in 70% of all admissions”

(ISMP, 2013)



Agenda

1. Definitions of Medication Reconciliation (Medrec)?

2. Roles of the multidisciplinary team 

3. Purpose of med rec

4. Challenges to completing med rec in LTC

5. Forms / process to complete Med rec on Admission 
from:

• Home

• Hospital

• another LTC site



What is Medication 
Reconciliation (MedRec)?



MedRec is a formal process of…

 Obtaining a complete and accurate list of each 
resident’s current home medications by the process of 
a Best Possible Medication History (BPMH) on 
admission

 Comparing the physician’s admission, transfer, and/or 
discharge orders (from hospital) to the BPMH and 
identify any discrepancies

 Bringing discrepancies to the attention of the 
prescriber to reconcile meds

MedRec is also:
 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





Med Rec in LTC Can…

 Prevent omission of medications

 Match in-house dose, frequency and route with 
at-home dose

 Assure medications follow the resident from one 
care site to another

 Reduce medication discrepancies

 Transcription errors will be eliminated/reduced
 A clear medication list will be available for HCP
 Improvements through audits



CHALLENGES WITH LTC ADMISSIONS

 Trust health care providers
 Unfamiliar with medications & names
 Usually numerous medications
 Don’t disclose all OTC meds or supps (ASA, vit B12)
 Caregiver administers or sets up medications
 Medication vials or list unavailable 
 Difficulty recalling
 Medicated clients (sedated, confused)
 Disease affects mental status (dementia, Alzheimer’s)
 Hearing impairment
 Sight impairment
 Occasionally, language barrier



Completing med rec for 
residents coming 

“from home”



Pharmaceutical Information Program (PIP) 
MedRec form:

• Community Pharmacists enter all dispensed 
medications into a provincial database called 
the Pharmaceutical Information Program (PIP)

• PIP is updated every hour

• Printed PIP med rec forms from the PIP database 
lists medications dispensed in past 4 months



i

• ASA(for most pts)/OTC meds

• Meds dispensed in other provinces

• RCMP, Veterans, First Nations

• Cancer, TB, STI, HIV drugs

Medications/Patients not 
on PIP (Pharmaceutical 
Information Program) 



Process for LTC admissions (from home):

 Obtain PIP med rec form

 Using the PIP, collect a BPMH (best possible 
medication history) by conducting an interview 
with patient and/or family

 Fax BPMH to physician to complete admitting 
orders

 Review for any discrepancies and reconcile within 
24-48 hrs

 Fax completed PIP med rec form to the 
contracted Community Pharmacy for the facility



Med Rec on admission is a 3-step process:

Preadmission Medication list/Prescriber Order Form” or “PIP MedRec” Form:



Med Rec on admission

Step 1: Collecting the BPMH

The 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 Safer 

HealthCare Now)

Step #1: 

Collecting the 
BPMH



BPMH

A Best Possible Medication History (BPMH) is a history created 
using:

– A systematic process of interviewing the patient/family

– A review of at least one other reliable source of 
information to obtain and verify all of a patient’s 
medication use (prescribed and non-prescribed)





Sources of Information

• Patient

• Family or Caregiver

• Prescription Vials / Bubble packs

• Medication List (always ask for one)

• Community Pharmacy

• Medication Profile (MAR) from another 
facility

• PIP (Pharmaceutical Information Program)



Features of the PIP Med Rec Form







REMEMBER……

*** Your BPMH will be 
used as an order form, so 
try to be as neat and 
clear as possible! ***



Write all other meds on 
the blank lines



Cross out 
blank lines



When there are no preadmission meds









Completing an Addendum





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



Documentation:

Fax to the contracted Community Pharmacy: 

• the PIP med rec form

• a copy of the Doctor Order sheet (if additional meds were ordered) 

• Pre-printed order (PPO) sets and addendum (If completed)

In the ‘Physician’s Order’ section of the patient chart, 
place:

• PIP med rec form

• Pre-printed order (PPO) set

• Addendum (if completed)



Completing med rec for 
residents coming 
“from hospital”



Discharge Med Rec

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 facility with a change in Pharmacy 
provider



SK Discharge Transfer Med Rec (DTMR) Form 

• May be pre populated by hospital 
pharmacy

• On discharge, has a dual purpose:

1.To reconcile patients meds 

2.Used as a discharge Rx 



DTMR Form 



Sending Acute Care site (to LTC):

At minimum, will send copies of:

• completed DTMR Form 
(as a Discharge Medication Plan & Prescription)

• the initial PIP med rec form 
• the last 24-72 hrs of MARs
• last 72 hrs of Dr orders
• signed LTC PPO set
• other PERTINENT documents (ie. Lab results, 

diabetic record, etc)
(as listed from Provincial Med Rec Definitions and Flowcharts)







Discharge RX = Admitting Medication Orders

THE DISCHARGE PRESCRIPTION BECOMES THE ADMITTING MEDICATION 
ORDERS (AMO) FOR ANY PATIENTS GOING INTO LONG TERM CARE

•A patient/family interview occurs again at the LTC site to ensure all medications have 
been captured from home.  This is essentially a DOUBLE CHECK process

•Any discrepancies noted by the LTC staff will be communicated on a BLANK PIP 
Medrec form for the Prescriber to review and reconcile accordingly. 

•A COMPLETED 2ND PIP MEDREC FORM (in full) SHOULD NOT BE 
SIGNED BY THE PRESCRIBER AS THIS WILL CREATE A 2ND SET OF 
ADMITTING ORDERS!  

•The AMO (on the DTMR) are to be reviewed by the physician taking over the care of 
the resident (if there is a change in physicians) and changes made as appropriate 

•If there are NO DISCREPANCIES noted, the physician will not be contacted 

•The DTMR & LTC standing orders will be sent to the LTC facility & Community 
Pharmacy for dispensing from the acute care site PRIOR to the patient being sent



On discharge, 

• Obtain PIP med rec form to use as a ‘working 
document’

• “Double CHECK” the PIP med rec form against the 
discharge form/MAR /last 24 hrs of prescriber orders 
to ensure NO discrepancies are noted

• Also do a patient/family interview

• If, NO discrepancies noted, do not fax or contact the 
physician for Admitting Orders.  ALL orders are 
already received and reconciled on the DTMR form 
from acute care.

• This is a “working” document only!





When there are discrepancies…

 Use Addendum to record discrepancies &/or medications identified by 
the patient/health care provider that were ‘not reported or were 
missed’ during the patient’s hospital admission or patient interview 
into LTC

 Fax Addendum to physician to reconcile/clarify or take a phone order 
and document in the ‘Physician Order’ section on the “Addendum” as 
such

 Record on the PIP med rec form beside the discrepancy to “refer to 
Addendum”

 When signed orders are received on the Addendum from the 
physician, fax copy to Community Pharmacy for dispensing and 
additions to the  LTC MAR

 Place in patient chart with DTMR and PIP med rec form



When there are discrepancies…continued

• When signed orders are received on the 
Addendum from the physician, fax copy to 
Community Pharmacy for dispensing and 
additions to the  LTC MAR

• Place in patient chart with DTMR and PIP 
med rec form



Documentation

• Place in the ‘Physician’s Orders” section of the resident 
chart:

I. “Working copy” of the PIP
II. Copy of initial PIP from hospital
III. DTMR
IV. Preprinted Order (PPO) Set
V. Addendum (if applicable)

• Chart follows resident to next site

• “Sending site” to request a 3 month review from their 
Community Pharmacy to send with resident 



Process Outline



Comments/Questions? 


