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Description 

    "Patients often receive new medications or have changes made to their existing 
medications at times of transitions in care. Although most of these changes are 
intentional, there is a significant risk of miscommunication and unintended 
changes when patients get in or out of hospital or move between different care 
providers. On admission to a hospital, or during a visit to a clinic or physician 
office, it is vital to accurately know what medications a patient is taking in order 
to develop a safe and appropriate treatment plan. Medicines reconciliation can 
reduce incidents of avoidable medicines-related harm by generating an 
accurate and up to date medication list to help avoid prescribing errors, missed 
doses and miscommunication hence ultimately improving patient safety. 

      

     During this session the faculty will describe the process of medication 
reconciliation, its benefits and offer suggestions on how to implement a 
successful program" 

 



Objectives 

Describe the steps involved in medication reconciliation 

List the measures needed to determine the effectiveness of a 

medication reconciliation process 

Discuss the role of healthcare providers and patients in 

medication reconciliation 

Discuss ideas on how to develop and enhance a Med Rec 

process 



What does  
Medicine 

Reconciliation  
mean to you? 
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Medicine Reconciliation is.... 

   A formal process for identifying and 

correcting unintentional medication 

discrepancies across any transitions of 

care 



WHY? 

When people move from one care setting to another, 

between 30% and 70% of patients have an error or 

unintentional change to their medicines(1) 

40% potential for moderate to sever harm(2)(3) 

 

 

 

 

 

 

 

1.NICE guidelines (NG5). National Institute for Healthcare & Excellence. UK. March 2015 

2.Cornish et al. Unintended medication discrepancies  at the time of hospital admission. Arch inter Med. 2005.;165:424- 429 

3. Kwan J et al. Medicines reconciliation during transition of care as a patient safety strategy. A systemic review. Ann Intern Med. 2013; 158:397-403 



Elaine’s Story 
29 years old 

Admitted to the acute surgical receiving unit on Friday at 18:40 

2 day history of pain, redness & no pulsations in her left 

areteriovenous fistula 

Some intermittent pins & needles in her fingers 

Fisulta feels firmer than previously with the firmness now 

extending up her arm 



Elaine’s Story  
Hypertension 

Chronic renal failure requiring haemodialysis 

Fistula created in 2010 

Renal transplant in 2012 



Elaine’s Story – Day 1 (Fri) 

    Admitted by the ward doctor & her Medication 

history is obtained from a GP referral letter 



Elaine’s Story – Day 2 (Sat) 

Reviewed by vascular surgery team 

Diagnosed with fistula thrombus 

High dose LMWH 

Radiological investigation to explore extent of clot 



Elaine’s Story – Day 4 (Mon) 

Evening, 

 



Elaine’s Story – Day 5 (Tues) 



Elaine’s Story – Day 5 (Tues) 



Elaine’s Story – Day 6 (Wed) 

    Elaine is discharged 2 days later with no complications 



Elaine’s Story 
How did the pharmacist know??? 



HOW? 

 Formal process that involves THREE Key 

components: 

COLLECT 

Patient (where possible) 

Prescription & Non-prescription 

CONFIRM 

Multiple sources 

COMMUNICATE 

Medical Record (standard & visible) 



Tip 1. Standardisation 



Tip 1. Standardisation 



Using 2 sources incl Patient 
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Using Patient & Electronic GP record 
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Using Patient & Electronic GP record 
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Using Patient & Electronic GP record 

67 
73 

81 

50

55

60

65

70

75

80

85

90

95

100

Aug 2013 – 
May 2014 – 
Site 2  July 2014 – 

Site 3 



 

Tip 2. Verification 



Tip 3. Data Collection 

 Monitoring 

 Improvement (not judgment) 

 Sharing 



Share & Display of Data 
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How is  
Medicine 

Reconciliation  
undertaken in your 

organisation? 
 

WHO? WHAT? WHEN? 
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HOW to start? 

 Segmentation 

 Med Rec on admission 

 Test in pilot site(s) 

 Multidisciplinary Responsibility 

 Avoid over-reliance on Pharmacy 

 Standardise 

 Definition, Roles, Time frames, Measures 

 Patient Engagement 

 Education 

 



Nurse Lead Pre-assessment Clinic (PAC) 
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Next…. 

Med Rec on discharge 

Reliant on Med Rec on admission 

 

 

 



Med Rec on Discharge 



Med Rec on Discharge 



Med Rec on Discharge 
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Next…. 

Med Rec on transfer 

Reliant on Med Rec on admission 

Critical Care Areas 



 

Med Rec on Transfer 



 

Medication Reconciliation in Qatar 

 

A focus to HMC 
 



Ministry of Public Health (MOPH) 

   Medication reconciliation is one of the Health 

Service Performance Agreement (HSPA) 

indicators defined by the MOPH under the 

Performance and Efficiency Dimension. 



Hamad Medical Corporation 

 

HMC is running all governmental hospitals in Qatar 

(Primary, Secondary and Tertiary) 

 65-75% of medicine use in Qatar takes place in HMC 

 It is mandated by HMC policy and JCI accreditation to do 

Med Rec for all patients upon admission and discharge. 

 

 



Medication Reconciliation Policy at HMC  



Med Rec in HMC 



Med Rec in HMC 



Med Rec in HMC 
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Med Rec in HMC 
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Challenges identified following Cerner implementation: 

 Physician unfamiliarity with the electronic system (CERNER). 

 Attending physicians leave medication reconciliation process to be completed by rotating 
residents and do not follow them up. 

 Frequency of resident rotation (every 3 months). As soon as a resident group is educated, it 
moves and a new group comes. 

 The value of medication reconciliation was not clear to residents. 

 Reduced pharmacist involvement in the process following Cerner. 

 It’s not easy for dispensing pharmacists to review medication reconciliation as it involves 
opening and closing of several windows. 

 Medication reconciliation process is optional in Cerner and can be easily skipped which 
contradicts with HMC medication prescribing policy that states it is mandatory. 

Efforts to improve Med Rec in HMC 



A multidisciplinary task force was created in the National Center for Cancer 

Care and Research (NCCCR) to tackle the low Med Rec compliance rates 

following implementation of Cerner. 

 

This task force involves a Physician, Nurses, Pharmacists, Quality 
Managers/Reviewers, Health Informatics Consultant. 

 

Generating a daily report through Cerner on the Med Rec status of all 

inpatients at hospital which is sent to the physician involved in the Task Force 

to follow up with concerned physicians and also to the Medication Safety 
Officer. 
 
 

Efforts to improve Med Rec in HMC 



Actions Taken: 

1. Formulation of a multidisciplinary task force: To discuss/analyze reconciliation data on a monthly basis, identify 
areas for improvement, and recommend improvement  strategies. 

2. Information sharing: Discuss monthly data with physicians during routine physician morning meetings to raise the 
awareness about the criticality of medication reconciliation. 

3. Policy enforcement: It’s the responsibility of the attending physician to complete the reconciliation process or follow-
up with the resident to ensure its completion. 

4. Promote multidisciplinary collaboration: Have clinical pharmacist reviews and ensure the completion of the 
process for patients admitted in the previous day. 

5. Education: Include medication reconciliation as an integral part of the rotating residents’ orientation. 

6. Increase frequency of data monitoring: Monitoring the status of medication reconciliation on a daily basis, and 
communicate deficiencies to the involved physician. Contacting attending physician if there is resistance. 

7. System (Cerner) related issues: Identified and communicated with the CIS team. 

8. Leadership involvement: Include medication reconciliation as a hospital quality & patient safety (QPS) indicator to 
enhance engagement of the hospital leadership. 

 

Efforts to improve Med Rec in NCCCR 



Efforts to improve Med Rec in NCCCR 

The average rate of medication reconciliation improved from 36.3% in 1st first half of the study 

period to 62.6% in the second half (P=0.005142). 
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Based on our discussion today, 
can you now define  

Medicine 
Reconciliation? 

 
WHAT? WHO? WHY? WHEN? 
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Definition... 

   “Medicines Reconciliation (Med Rec) is a formal 

process in which healthcare providers partner 

with patients and their families to ensure accurate 

and complete medication transfer across all 

interfaces of care” 

 
 

The High 5s Project - Standard Operating Protocol. Assuring Medication accuracy at Transition of care: Medicines Reconciliation. WHO. 2007 



Last Tip…. 

“ The well informed patient is the best Medicines 
reconciliation tool” 
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