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Objectives

1. Discuss how we learn from medication adverse 
events

2. Share strategies to enhance medication safety 
at transitions in care

• Medication Reconciliation

• Hospital to Home Facilitating Medication Safety at 
Transitions – A Toolkit for Healthcare Providers

• National Medication Safety Checklist - 5 Questions to Ask 
about your medications
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About ISMP Canada

• Independent national not-for-profit organization 
committed to the advancement of medication safety in 
all healthcare settings. 

• Incorporated in 2000 for the purpose of analysis of 
medication incidents, sharing learnings, and making 
recommendations for medication system safeguards.

• Our goal is the creation of safe and reliable systems for 
managing medications.
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Medication Incident Reporting

• Incidents voluntarily reported

• Incidents discussed by interdisciplinary team of 
analysts (nurses, pharmacists, physician)
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ISMP Canada Safety Bulletins



© Institute for Safe Medication Practices Canada 2015

Medication Adverse Events at 
Transitions

• 54% of patients had at least one unintended discrepancy 
on admission to hospital; most common was omission. 39% 
had potential to cause moderate to severe harm or 
deterioration

Cornish PL et al., Arch Intern Med. 2005

• 62% of patients had at least 1 unintentional discrepancy at 
transfer; most common was omission (56%)

Lee JY et al., Ann Pharmacother. 2010

• 72% of adverse events at discharge are medication related; 
the majority are preventable

Forster HD et al., Can Med Assoc. 2004
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Aggregate Analysis of Medication 
Incidents in Home Care

• 68% of the incidents reviewed were due 
to medication transition failure and 
involved a problematic transition of the 
patient and his/her medications from the 
hospital back home. 

Reference: http://ismp-canada.org/download/safetyBulletins/2014/ISMPCSB2014-
8_MedicationIncidentsHomeCare.pdf
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“Poor communication at transitions can 
undo a lot of effort and compromise 
otherwise excellent care.”

Dr. M. Hamilton

SHN! November 2015 Teleconference Your discharge is someone’s admission
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Medication Reconciliation
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Where are you at with MedRec?

We have a lot 
of work to do

We are doing
alright We are doing 

great
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Summary of MedRec Evidence

• Research has shifted from admission MedRec to 
discharge and strategies to reduce readmissions

• MedRec, amongst a suite of interventions has 
been shown to reduce re-admissions

• Pharmacy-led and pharmacist involvement in 
MedRec have showed substantial reduction in 
the rate of all-cause readmissions (19%), all-
cause ED visits (28%) and ADE-related hospital 
revisits (67%).
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MedRec - One Component of 
Medication Management
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Retroactive MedRec Model

Occurs when the BPMH is conducted after admission 
medication orders are written
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Proactive MedRec Model

Occurs when the BPMH is conducted before admission 
medication orders are written
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Hybrid MedRec Model

• Where proactive/retroactive models co-exist

• Hybrid models exist because of: 
• Inadequate staffing to perform a BPMH proactively

• Complex patients with extensive medication histories, 
or 

• Incomplete information available to complete a BPMH 
prior to admission orders 
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How the Patient’s 
Truth can be a 
MedWrecker

Patient Story shared by:
Colleen Cameron, RPh, Pharm.D.

Grand River Hospital, Kitchener ON
(SHN teleconference 2015 – Your 
discharge is someone’s admission)
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Ms. C, 72 years old
• Admitted to hospital for acute delirium, UTI, new 

onset diabetes, new onset atrial fibrillation.
• PMH – HTN, seizures, recurrent DVTs on warfarin 
• Social Hx: widowed, lives alone in home, Gr. 8 

education, manages meds & ADLs independently 
• Meds – phenobarbital, carbamazepine, 

telmisartan/HCTZ, warfarin
• Warfarin history – on between 7-8 mg/day for > 

15 years. Has always had 5mg and 1mg tablets 
dispensed. INRs pre-admission – consistently stable 
for years between 2.3-3.0
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On discharge – delirium clearing and getting close 
to baseline, I took the home warfarin bottles out of 
her bag. “Can you please show me how you would 
take 7mg of warfarin?”

= 27mg

I put the 5mg vial behind my back and again asked her to 
put 7 mg in her hand using only 1 mg tablets.

= 7mg

I confirmed with her “Is that 7mg?”  “Yes”
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Why the confusion?

COUNTING

MATHTaking 7mg using                       is         

Taking 7mg using                       is         
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What would the next admission look 
like if this hadn’t been caught?

In the next admission for hematuria 
pulmonary hemorrhage, GI bleed and 
an INR > 10, when we ask her what 
her warfarin dose is for her BPMH:
“I take 7 mg of warfarin every day.”

The Patient’s Truth 
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Outcome

Ms. C has been back in her home for 6 
months.

She is independent with her ADLs and 
is managing her medications using 

warfarin 1 mg tablets
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Morals of the story…

1. What we tell the patient is often very 
different than what their truth ends up 
being.

2. A medication history or list is simply a 
hint of what the patient may actually be 
doing.
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Morals of the story…

3. The only hope we have of finding out the 
patient’s truth

• Talk and listen

• Dialogue

• Demonstrate (us and them)

• Keep sleuthing…

4. The patient’s truth is often cause for 
someone else’s admission.
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Measuring Your MedRec Process
“If you can’t measure it, you can’t improve it”

• Was it done? 
 Percentage of Patients Reconciled

• How well was it done?
• BPMH > 1 source

• Actual med use verified with patient/family

• Each drug includes name, dose, strength, route, frequency

• Every med is accounted for on orders

• Prescriber has documented rationale for held or discontinued meds

• Discrepancies communicated, resolved, documented
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A Toolkit and Checklist for Healthcare Providers 

Hospital to Home - Facilitating Safe 
Medications at Transitions 



© Institute for Safe Medication Practices Canada 2015

Rationale for a Medication 
Focused Transition checklist

• Hospital discharge is a critical interface of 
care.

• Patients at high risk of fragmented care 
and adverse events

• Goal of using the checklist is to increase 
patient safety especially when a patient 
goes home from hospital.
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Contents of the Toolkit

• Patient story

• How this will benefit 
the patient experience

• Rationale for 
developing a toolkit and 
checklist

• Identify your target 
population

• Define key players- roles 
and responsibilities

• Home support for 
medication follow-up 

• Pharmacists – a good 
return on investment

• Change ideas, 
overcoming barriers



© Institute for Safe Medication Practices Canada 20152016

And the 
Checklist….

Interventions to reduce 
medication errors when 

a patient goes from 
hospital to home
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Create the Best Possible 
Medication Discharge Plan (BPMDP)

• Compare BPMH (home list), current medication 
profile (MAR) and discharge prescriptions.

• Identify each medication as new, continued, 
stopped or changed and if possible the reason 
for the changes.

• Ensure scripts are legible, complete and 
formulary auto-substitutions reverted where 
appropriate
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Chat with the patient/caregiver

• Gather medication info counselling tools

• Engage patient, keeping open dialogue

• Review patient friendly medication discharge 
list and prescriptions (show them)

• Counsel patient on new medications using 
teach back method

• Return patient’s own meds

• Make changes to scripts/discharge lists as 
needed.
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Connect with community partners

• Determine home supports in place

• Link with community pharmacist via fax or 
phone (Fax cover letter template)

• Fax follow-up issues and medication discharge 
list to family physician’s office

• Refer to CCAC and provide them with discharge 
medication info

• Cross-continuum team collaboration
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Complete the transition

• Give finalized scripts and discharge medication 
information to patient/caregiver

• Document patient interaction

• Be available to respond to questions from 
patients, caregivers, community partners and to 
follow on outstanding issues
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Alignment with Accreditation Canada 
Required Organizational Practices 

(ROPs)

• Medication reconciliation as a strategic priority

• Medication reconciliation at care transitions

• Information transfer at care transitions

Ref: Accreditation Canada Required Organizational Practices Handbook 2015; available 
from: http://www.accreditation.ca/sites/default/files/rop-handbook-2015-en.pdf
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MedRec at Care Transitions ROP
(acute care version)

2016 ROP Handbook
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Partnering with our Patients

National Medication Safety 
Checklist

5 questions to ask about your medications



© Institute for Safe Medication Practices Canada 2015

Background

• 2014 National Medication Safety Summit

• Goal: Improving communication about medication 
among providers and patients and families at 
transitions of care

• Action: Create and disseminate a national 
medication safety checklist for patients and 
families at transitions in care.
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Collaborative Process 

• Completed environmental scan

• Working group developed draft checklist

• Feedback obtained from patients, clinicians, 
advisory panel and external stakeholder groups

• Electronic survey

• Email 

• Checklist revised based on feedback received
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• Available in 
EN & FR

• Media 
campaign 
planned for 
March 9th, 
2016
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It’s about 
starting a conversation

• “…initiates 2 way communication and 
encourages everyone to be more involved with 
their personal health care – take more 
accountability and responsibility” 
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How can it be used

• Patients
• Before they leave the 

hospital

• Bring it to every 
appointment

• Healthcare providers
• Guide their discussion
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Communication and
Dissemination Plan

• National webinar 

• Social media e.g. MedRec Facebook page, 
Twitter

• Disseminate to key stakeholder organizations 

• Post on websites (www.safemedicationuse.ca)

• Safe Medication Use bulletin

• Word of mouth

• Media Launch March 9th,2016
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Medication Safety
Resources
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Like us on 

www.facebook.com/MedicationSafety

www.facebook.com/MedicationReconciliation
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To Keep Up-to-Date with the Latest 
News on Medication Safety

Follow Us:

@SafeMedUse @CanMedRec
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MedRec Ontario Network

• Join the conversation!

• MedRec Ontario Network a pan-
Ontario network for community healthcare 
providers 

• A discussion forum for sharing information, questions and resources 
about medication reconciliation in the community 

• Email medrec@ismp-canada.org to join

• Supported by Health Quality Ontario 
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Excellent Resources

• STAAR - IHI - How-to Guide: Improving Transitions from the 
Hospital to Community Settings to Reduce Avoidable Re-
hospitalizations

http://www.ihi.org/resources/pages/tools/howtoguideimprovingtran
sitionstoreduceavoidablerehospitalizations.asp

• Project RED “Project RED (Re-Engineered Discharge)” – (Boston 
University) http://www.bu.edu/fammed/projectred/

• “Project BOOST” (Society of Hospital Medicine) – Dr. Jeffrey 
Schnipper 
http://www.hospitalmedicine.org/AM/Template.cfm?Section=Home
&TEMPLATE=/CM/HTMLDisplay.cfm&CONTENTID=27659
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Quality at St. Michael's: Medication 
Reconciliation

https://www.youtube.com/watch?v=LnOecYXw_UE

It’s our job to ensure we know as much as possible about the medications our 
patients are taking – how many, how much and how often.

Learn how St. Michael’s is improving the process that best tracks this 
information.
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Starfish story: 
http://www.esc16.net/users/0020/FACES/Starfish%20Sto
ry.pdf

“It made a difference to that one”
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DISCUSSION/QUESTIONS
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