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Medication Reconciliation 

 

• Working Definition: 

…a formal, systematic process in which 

health care professionals partner with 

patients to ensure accurate and 

complete medication information 

transfer at interfaces of care. 

 



Why Reconcile?            

• Over half of medication errors occur at the 
interfaces of care 

Rozich JD, Reser RK.  Medication Safety:  One Organization’s Approach to the Challenge.   
J Clin Outcomes Manage. 2001;8(10): 27-34 

 

• Approximately 50% of patients experience at 
least one unintentional medication discrepancy  

 

• 33% of unintentional medication discrepancies 
have the potential to cause moderate to severe 
harm  

Cornish P. et al. Arch Internal Medicine. 2005;165;424-429 

 

 



Medication Reconciliation 

… is front and centre 
 

• VCH Strategic Objective 1.3 – To provide the 
best quality of care  

    “Build a regional medication reconciliation system across 
the continuum” 

 

• Accreditation Canada Required Organizational 
Practice (ROP).  

 “The organization reconciles clients’ medications at 
admission and discharge, transfer, or end of service.”   
 

• One of nine Clinical Guideline Initiatives 
announced by the Ministry of Health in 2010. 

 

 



Medication Reconciliation  

Goals 

 

• Prevent Unintentional Discrepancies 
 

Errors that can cause patients harm and result in longer 

hospital stays 

 

• Document Intentional Discrepancies 
 

                Discrepancies that cause staff to contact the physician for  

 clarification 

 



PharmaNet Limitations  

• Record of prescriptions dispensed only 

• Does not include: 

– Updated administration instructions 

– Prescription medication samples  

– Investigational or clinical drug trials 

– Provincial medication programs (i.e. antiretroviral) 

– Prescriptions obtained outside of BC 

– OTCs, herbal products 

• Fraudulent use 

• Reflect current use of prescription medications less than  
30% of the time   Shalansky, S et al: Accuracy of a Prescription Claims Database for        

  Medication Reconciliation for Outpatients with Heart Failure. Can J Hosp Pharm 

2007;60(3):169-176                                                 

 

 
 



 

Current State 

  

• Multiple individuals from different disciplines take 
medication histories and document them in different 
locations in the clinical record 

 

• Medication orders are written by the physician on a 
separate form 

 

• Discrepancies occur without any effective way of 
identifying or resolving them 



Goal- Future State  

• Utilize standardized tools and resources 

 

• Transparent process 

– Apparent to all subsequent caregivers 

 

• Documentation of Best Possible Medication History 

(BPMH) in single location 

 



Medication Reconciliation 

 

Pilot Studies across VCH have 

demonstrated a  

reduction of discrepancies 

by at least 75% in targeted areas 

 



Recent LGH Elective Surgery Results – 
85% Reduction in Unintentional Discrepancy 

LGH Elective Surgery - Reduction in Number of 

Unintentional Medication Discrepancies Per Patient On 

Admission
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Elective Surgery Results…. 
73% Reduction in Undocumented Intentional Discrepancies 

LGH Elective Surgery - Reduction in Number of 

Undocumented Intentional Medication Discrepancies Per 

Patient On Admission
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Medication Reconciliation  

• Three step process: 

– Collection 

– Clarification  

– Reconciliation 



COLLECTION 
PharmaNet 

CLARIFICATION 
Best Possible Medication 

History (BPMH) 

RECONCILIATION 
Physician orders 



Questions? 

Contacts:              

          Mary Shyng 

                Medication Safety Pharmacist, Coastal 

                mary.shyng@vch.ca 

                Cel: 604 802 5221 

 

      Karen Mayo,  

      Clinical MedRec Lead, Coastal 

                 karen.mayo@vch.ca 

      Cel: 778 984 0066 
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