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A Medication 
Reconciliation Allegory
(or metaphor!)

By Mark Kearney, Pharmacist,
Queensway Carleton Hospital
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You come into the hospital
wearing size 32 grey pants,
a red shirt, blue shoes, 
and a black belt….



You leave the hospital

…wearing a red dress 

A blue shirt …

No belt

… and a size 32 grey thong!



• Unintentional Discrepancy
Ordered a grey thong instead of grey pants
Forgot to reorder your belt

• Undocumented Intentional Discrepancy
Blue a better colour for you so substituted in   

place of red shirt but nobody was told

• Intentional Discrepancy
Everyone told you that you had the legs for 

a dress so we replaced your pants
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I’m Going to Talk About

• What we’ve learned in SHN! (Re 
medication reconciliation)

• Measurement learning and clarification
• Medication reconciliation at transfer and 

discharge
• Where we’re going……….
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Evidence Supporting Medication 
Reconciliation is Strong 

• The beginning - January 2006 – Sentinel Event Alert 
by Joint Commission: 63% of 350 sentinel (harm/ 
death) events related to medications attributed to 
communication issues; 50% might be resolved 
through medication reconciliation

• Canadian Studies –Forster, Cornish etc
• “Strong Medication Reconciliation Efforts Lowers 

ADE Readmissions” *

– *Pharmacy Practice News Issue 8/2009;volume 36:08
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What We’ve Learned
• There can still be a surprising amount of 

resistance
• BPMH training is required
• We need national support at higher levels
• We need to build the case in a more 

compelling way
• Still need to work with Accreditation 

Canada – e.g. triage, clinics, response rates
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SHN Medication Reconciliation Learning

• It is a lot of work
• Patient must be at the centre – Lynn Hall 

“nurses interested in solving problems”
• The answers are local
• Discharge medication reconciliation may 

have even more impact than admission
– Significant potential for business case for 

staff at discharge
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SHN Medication Reconciliation Learning

• Teams that have succeeded and changed 
their processes would NOT go back to the 
old way (Donna Denison story)

• It takes commitment: up front and 
ongoing – commitment to “one source of 
truth” for meds prior to admission

• Requires prompts e.g. post-discharge 
medication reconciliation phone call
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Interior Health Region
Kelowna BC
“ I saw a very bright, cognitively well client and applied the
medication reconciliation process during my visit. She told me
that until this day she had no idea what medications she was
taking and wondered why no one had discussed this with her in
the past. During the course of the interview I discovered that the
hospital had made changes to her medication regime that had not
been discussed with the client. She was upset at the fact that the
hospital had not advised her of the change but was grateful that I
identified and resolved the discrepancy.”

Erna Somfai RN
Pilot Team Member



• Medication 
reconciliation 
needs to be 
marketed



Monthly MedRec Newsletter 

• Local stories 
create buy-in

Used with Permission From Regina Qu’Appelle Health Region
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St Michael’s Hospital

Grand Rounds Faculty Disclosure
“All presenters are involved in the St. 
Michael’s Hospital Medication 
Reconciliation project and are 
unashamedly biased in their views on the 
subject.”

Dr. Ken Balderson
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SHN! – Med Rec Teams Reporting to 
Central Measurement Team

National Statistics:
• Over 450 teams
• Average of 100 teams reporting every month 

to Central Measurement Team
• Have amazing experience in acute care, LTC 

and home care
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Measurement of Your Progress

• If you are new, begin with baseline:
– After your usual process of writing admission orders, 

create a BPMH and compare to the orders to identify 
unintentional or undocumented intentional 
discrepancies

• Create a medication reconciliation process and 
test it 

• Measure and report discrepancies until 
improvement is sustained for several months

• Move to % reconciled
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Measurement Learning from Teams

Several similar interdisciplinary practice models 
or processes possible (acute and LTC)

Important to distinguish for measurement and 
implementation purposes

1. Proactive Reconciliation
2. Retroactive Reconciliation
3. Hybrid model of 1 and 2
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Measurement Learning

• Everyday reconciliation process and 
measurement process are actually 
distinct and different activities

• After baseline, team needs to measure 
after reconciliation in order to measure 
the quality of the reconciliation, or 
improvement



When should you measure ?
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SHN Measure for Admission Medication 
Reconciliation
Measure % of patients with formal 

reconciliation at admission (AC measure)
• Ensure quality is maintained by reinstituting 

discrepancy measurement yearly
• Denominator is total admissions (can be by unit 

or institution)
• Aligns with Accreditation Canada performance 

indicators
• Reduces SHN measurement burden
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Transfer and Discharge
• Feedback from teams: many have moved 

toward sustaining admission med rec and are 
now earnestly focused on transfer and 
discharge

• Principles, processes and tips on these 
interfaces in national calls 

• Planning national webinar series to focus on  
discharge

• Small number of teams submitting data re 
transfer and discharge
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Transfer

• Identify which transfers
– ICU to general unit 
– General unit to continuing care
– When orders need to be rewritten

• Create process to bring forward BPMH to 
compare with transfer orders so that 
home meds which may have been stopped 
are reinstituted
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Discharge Reconciliation 

Using the BPMH and last 24 hour MAR & discharge 
prescription as references evaluate and account for:

1. New medications started in hospital (from MAR)
2. Discontinued medications (from BPMH)
3. Adjusted medications (from BPMH)
4. Unchanged medications that are to be continued (from 

BPMH)
5. Medications held in hospital 
6. Non-formulary/formulary adjustments made in hospital
7. New medications started upon discharge (from 

discharge prescription)
8. Additional comments as appropriate – e.g. status of 

herbals or medications to be taken at the patient’s 
discretion
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Discharge medication reconciliation 

• Webinar series -January –March 2011
• Re-engineered Discharge – potential to 

reduce hospital readmissions (Boston 
Medical and AHRQ)

• “Homeward Bound” – 9 projects
• Readmissions as an opportunity for 

medication reconciliation resources



Acute and 
Long-Term Care
National Data
2005-2009
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Mean Number of Undocumented Intentional Discrepancies 

Acute Care - National Data

This chart is 
subdivided into 3 
zones. The third 

zone begins in late 
2008 and through 

all of 2009 –
showing sustained 

improvement, 
averaging 0.36 UI 
discrepancies per 

patient from 0.78 in 
2006



Mean Number of Unintentional Discrepancies
Acute Care – National Data

This chart is 
subdivided into 3 

zones. 
The third zone 

begins in late 2008 
and through all of 
2009 – showing 

sustained 
improvement and 

holding gains, 
averaging 0.47 
unintentional 

discrepancies per 
patient from 0.88 

in 2007-2008.
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Percentage of Patients Reconciled at Discharge 
Acute Care – National Data

Data is scattered 
due to small 
sample size,  

average 
percentage of 

patients reconciled 
at discharge is ~ 

76%.

Relatively new 
measure for SHN! 

teams.



Mean Number of Undocumented Intentional (UI) 
Discrepancies
Long-Term Care – National Data

With an ever increasing 
number teams joining 

the campaign since 
August 2008 in Long-
term care – (a total of 

63 teams reporting 
data) , the UI 

discrepancies have 
been fluctuating due to 
teams being at various 

stages of 
implementation. The 
mean increased from 

0.59 from 0.39 over the 
last year.

We anticipate an 
improvement in 2010 
as teams learn how to 
measure and improve 

their processes.
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Mean Number of Unintentional Discrepancies
Long-Term Care – National Data

a

Between July 
to December 

2009, there has 
been an trend 

towards 
sustained 

improvement.
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Percentage of LTC Residents Reconciled at Admission
Long-Term Care – National Data

The percentage 
of LTC residents 

reconciled at 
admission has 
shown a trend 

towards 
improvement in 

the last 3  
months in 2009.
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Medication Reconciliation Homecare

• SHN! Homecare GSK available NOW
• Evidence shows significant issues with 

medication errors in home care.
• Have identified a process and tools
• Webinar series open to all – fall 2010
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Homecare Pilot Project 
• To develop/validate framework to aid 

homecare providers in the 
implementation of medication 
reconciliation into care delivery 
processes.
– Took into consideration the unique 

challenges of the homecare delivery setting 
in Canada.  

– Done by developing and testing medication 
reconciliation strategies for 
implementation in the homecare setting. 
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What Home Care Teams Did?

• Applied a structured medication reconciliation 
process to targeted client populations

• Tested tools, guides and measures to determine 
what works and doesn’t in home care setting. 

• Collected data on 611 clients
• Identified challenges unique to medication

reconcilation processes in this sector



OVERALL: Percentage of discrepancies that require 
clarification
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Acute Care

• Excellence and frustration
• IT vendors have more medication 

reconciliation modules available
• Most acute care is still paper-based
• More linking with community practice 

on horizon (e.g. PIP and MedsCheck)
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Long Term Care

• In spite of several collaboratives – low 
enrolment in SHN- many LTC sites could  
benefit from SHN



Inverary Manor LTC: Transfer Form

• Provides 
acute care 
with 
discharge 
med rec 
process
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Kaizen Event at Ontario LTC (Castleview)
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Supports for Medication 
Reconciliation
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British Columbia

http://www.bchealthguide.org/

BC Health Guide
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Medication Card



It’s Safe to Ask

www.safetoask.ca
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Provincial Electronic Medication Databases
Provinces Provincial Electronic 

Medications Database
ER access Capability to Print a 

BPMH Form

BC Pharmanet Yes Yes
AB Alberta NetCare HER

Pharmaceutical Information 
Network (PIN)

Yes No

SK Pharmaceutical Information 
Program (PIP)

Yes Yes

MB Drug Programs Information 
Network (DPIN)

Yes No

ON Drug Profile Viewer (DPV) Yes No

QB QSIM No No
PEI Drug Information Systems 

(DIS)
Yes No

NFLD The Pharmacy Network Yes No

NB Prescription Drug Program No No

NS Nova Scotia Hospital 
Information System (NShIS)

No No
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http://telushealthspace.com/



Medication Record Book from Rx&D (Order Free 
copies)





Visual FlowSheet - Reconciliation
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Medication History

©2009 Cerner Corporation. All rights reserved. This document contains confidential and/or proprietary information, which may not be reproduced or transmitted without the 
express written consent of Cerner.



Meditech and Medication Reconciliation 
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Med Rec Communities of 
Practice (CoP)
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New Community of Practice

• FAQ’s based on  
years of 
experience

• Recorded calls
• Tutorials
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What’s Next
• National Roundtable
• Webinar Series – homecare fall 2010 acute 

care winter 2011
• Work with Accreditation Canada
• Work to let Ministries of Health know that 

medication reconciliation meets their 
needs to assist with reducing hospital 
readmissions




