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Objectives 

• Provide an overview of MedRec 

• Identify levers to implementing a sustainable 

MedRec model 

• Discuss potential barriers to implementation 

 



Institute for Safe Medication Practices 

Canada 

Independent national not-for-profit agency 
committed to the advancement of medication 
safety in all healthcare settings.  
 
Our mandate includes analyzing medication 
incidents, making recommendations for the 
prevention of harmful medication incidents, and 
facilitating quality improvement initiatives. 
 
Our goal is the creation of safe and reliable 
systems for managing medications.  

 

 

www.ismp-canada.org 







Patient Story 

• Mr. J 78 y.o man 

• Citalopram 40 mg po daily and lorazepam 0.5mg 
po q4-6h prn for anxiety 

• Went to see ortho for ongoing leg cramps 

• Ortho prescribed quinine 

• Pt took Rx to regular pharmacy 

• Not covered by provincial formulary 

 



Patient Story 

• Called prescriber and switched med to 
chlordiazepoxide 25mg po qhs 

• Pt took med for 2 days 

• Feeling ++ somnolent during the day 

• Called daughter who is pharmacist 

• Daughter / pharmacist said “are you kidding me?” 

 



Scope of the Issue 

• 16% of physicians say hospitals send them information 
needed for follow-up care within 48 hours of a patient being 
discharged 

• 26% say they always receive a comprehensive report from 
specialists who have seen their patients, and 11% of them 
say these reports are timely 

• 43% of physicians say they can easily generate a list of any 
patient’s medications 

How do Canadian primary care physicians rate the health system? 

Health Council of Canada, 2013 



Queen’s Family Health Team 

A baseline audit of patients on 4 or more 
medications: 

• Ahead of scheduled appointments they asked patients to bring 
in their  ‘shoebox’ of home medications and meet with a 
medical student who compares it with the computer chart list. 







Medication Reconciliation 

• MedRec is a formal process in which health care 
professionals partner with patients to ensure 
accurate and complete medication information is 
communicated consistently at transitions of 
care 

 
• It requires a systematic and comprehensive 

review of all the medications a patient is taking 
(known as a BPMH) to ensure that medications 
being added, changed or discontinued are 
carefully evaluated 

 



In other words: 

 

 ….making sure the right information is 
communicated about a patient’s medications 
each time the patient moves throughout the 
healthcare system 







Goal of MedRec 

Prevent adverse drug events 

Preventable ADEs 

Medication Errors 
/ Incidents 

Adverse Drug 
Events (ADEs) 

Non - Preventable ADEs 

Bates DW, Boyle DL, Vander Vliet MB, Schneider J, Leape L .Relationship between medication errors and adverse drug events. J Gen Intern Med. 
1995 Apr;10(4):199-205. 





Medication reconciliation is not just for doctors working in 

institutions. Family doctors have an ongoing relationship with 

their patients and are often the custodian of the medication list. 

In this way, medication reconciliation may be viewed as an 

ongoing process (e.g. whenever the patient visits, when the 

pharmacy calls, when incoming records from other specialists 

are received) involving family doctors and other key stakeholders 

within the patient's circle of care. 

        

The Canadian Medical Protective Association 

https://oplfrpd5.cmpa-acpm.ca/-/medication-management-quality-healthcare
https://oplfrpd5.cmpa-acpm.ca/-/medication-management-quality-healthcare


https://oplfrpd5.cmpa-acpm.ca/documents/10179/300031190/medication_reconciliation-e.pdf




Step 1 – Obtain a BPMH 

Best Possible Medication History 

 

A complete and accurate list of how the 

patient takes all of his or her medications 

 

 

 



NOT JUST how they were prescribed 

 

 

NOT JUST prescribed medications 



ALL MEDICATIONS 

OTC 

Puffers Herbal 

Complementary therapeutics 

Vitamins 

Lotions 

Drops 

Recreational 



We open the vial with the patient and say 
“tell me how you use/take these”. 

   Sharon Sobol, Pharmacist, Cape Breton 

24 



How the patient takes them 

Nightly 

Wednesdays 

When I feel “funny” 

After I have a headache 

Two or three times a day 

I take them all at once 

I stopped taking them when my blood felt too thin 

I don’t 
When my wife reminds me 

Creative Commons 

What drugs? 



Step 1- Obtain a BPMH 

• Gather sources of information (e.g., community 

pharmacy list, discharge summary, medication 

vials, drug information system, etc.) 

 

• Interview the patient using a systematic process 

to determine actual medication use by the 

patient. 



Step 2 Identify Discrepancies 

• Compare the BPMH to information 

contained in the patient’s primary care 

chart. 

 

• Document the BPMH and differences 

(discrepancies) that need clarification. 



Discrepancies 

• Exclusion of a medication that the patient is 

currently taking (omission) 

• Inclusion of a medication that the patient is no 

longer taking (commission) 

• Incorrect / missing pieces of medication 

information (e.g., dose, route or frequency) 

 

Discrepancies can lead to ADEs 



Step 3 – Resolve Discrepancies 

• Determine the cause 

 Did the patient not understand how to take their 
medications properly? 

 Was it a clerical error that led to the discrepancy? 

 Did the patient intentionally choose to take their 
medications differently than prescribed, due to a side 
effect, on the advice of a friend or the internet? 

 Did the prescriber who initiated the medication not fully 
appreciate what else the patient was taking? 

 



Step 3 – Resolve Discrepancies 

• Correct the discrepancies as appropriate 
through discussion with the primary care 
provider and the patient. 

 

•  Update the BPMH with the resolved 
discrepancies; this becomes the reconciled 
list.  Document the reconciled list in the 
primary care chart. 

 



Step 4 - Continuity of Medication 

Information 

• Communicate any resulting medication 
changes to the patient and verify the 
patient’s understanding of their medication 
regimen 

 

• Provide the reconciled list to the patient’s 
community pharmacist and others involved in 
the patient’s circle of care  



Step 4 - Continuity of Medication 

Information 

• Ensure patient understands changes made to 

their medication regimen 

• Encourage patients to keep an up-to-date 

medication list 

 

knowledgeisthebestmedicine.org http://youtu.be/f2KCWMnXSt8  

http://www.knowledgeisthebestmedicine.org/index.php/en/
http://youtu.be/f2KCWMnXSt8


Barriers 

• Time 

• Time 

• Time 

• Integrated electronic health records in every 
province 

• Health literacy of patient 

• Difficulty sharing information amongst providers 



Potential Change Ideas 

• Inter-professional approach 

• Focus efforts towards high-risk patients, e.g., 

 Recently discharged from hospital 

 Patients on ++ medications 

• Encourage patients to bring in medications at 
each visit 

• Involve a pharmacist in the process 



Resources 

• Primary MedRec Resource Guide 

• ismp-canada.org/medrec  

• safemedicationuse.ca 

• hqontario.ca/qualitycompass 

• knowledgeisthebestmedicine.org 

Coming 
Soon! 



If it was in the future…. 

• Mr. J 78 y.o man  

• Citalopram 40 mg po daily and lorazepam 0.5mg po 

q4-6h prn for anxiety 

• Went to see ortho for ongoing leg cramps 

• Ortho reviewed complete medication list provided on 

referral form and asked Mr. J if he was taking any 

other medications 

• Mr. J provided the ortho with an up to date 

medication list he carries with him 



In the future 

• Ortho prescribed quinine 

• Pt took Rx to regular pharmacy 

• Pharmacist upon realizing quinine is not 
covered by provincial formulary investigated an 
appropriate alternative 

• Pharmacist reviewed patient’s medication profile 
and asked patient if there have been any recent 
changes to his medications 

 



In the future…. 

• Pharmacist called ortho and suggested a 

safe alternative 

• Ortho asked / reviewed if medication was 

compatible with the rest of Mr. J’s 

medications 

• Pharmacist confirmed that medication does 

not interact with any thing else Mr. J is taking 



In the future…. 

• Pharmacist filled new medication 

• Pharmacist provided education on medication 

and how best to take it with other medications 

Mr. J is on 

• Pharmacist reminded Mr. J to up date his 

medication list 

• Mr. J called his daughter / pharmacist to confirm 

medication was ok 



Utopia 



Questions 



Kimindra Tiwana 

ktiwana@ismp-canada.org 

 

 @SafeMedUse 

@SafeMedicationUse.ca 

mailto:ktiwana@ismp-canada.org
mailto:ktiwana@ismp-canada.org
mailto:ktiwana@ismp-canada.org

