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GLOSSARY OF TERMS 

 

Best Possible Medication History (BPMH) 

As accurate a list as possible of a patient’s current medications taken prior to admission. The BPMH should be 

compiled from an interview with the patient or the patient’s carer whenever possible and confirmed with at least 

one other source of medicines information. 

 

Continuity of Medication Management (CMM) 

Continuity of quality use of medicines in medication management as consumers move from one episode of 

care to another. It is achieved when a series of medication management cycles, each of which corresponds to 

an episode of care, is linked so that information is transferred between cycles. 

 

Medication Management Plan (MMP)  

An approved, standardised form used to facilitate accurate documentation and communication of information 

related to medicines. This form is used to record medications taken prior to admission, changes to medications 

during admission, medication reconciliation on admission and any medication issues and actions taken during 

the patient’s episode of care. This information can be referred to during the patient’s episode of care and used 

to inform the preparation of the discharge summary and prescriptions at the time of discharge. This form must 

be kept with the active medication charts throughout the patient’s admission. 

 

Medication Reconciliation 

A systematic process that ensures patients receive all intended medicines by making sure accurate, current 

and comprehensive medication information follows them at all transfers of care. It is described as the formal 

process of obtaining, verifying and documenting an accurate list of a patient’s current medicines on admission 

and comparing this list to the admission, transfer and discharge orders, to identify and resolve discrepancies. 

At the end of each episode of care the verified information is transferred to the patient and next care provider.  

 

Quality System Assessment (QSA)  

A clinical risk management program with a focus on learning and improvement. It helps to identify clinical risks 

and deficiencies in practice and highlights exemplary practice in clinical quality and patient safety. The QSA 

program has four components (1) completion of a self-assessment at different organisational levels (2) 

verification of the self-assessment through external audit (3) feedback and reporting to participating 

organisations, as well as the NSW health system and (4) development of improvement plans in response to the 

findings of the self-assessment.   
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INTRODUCTION 

 

The Medication Safety and Quality Unit of the Clinical Excellence Commission (CEC) has been established to 

assist local health districts (LHDs) and hospitals to improve their medicines’ use systems. This is achieved by 

enabling them to comply with medicines-related national standards for quality and safety, and to identify and 

respond to existing and emerging risks to the safety and quality of medicines use. 

 

The CMM program aims to improve the safety and quality of medicines use when patients transfer between and 

within healthcare settings. This toolkit has been developed to support LHDs and individual hospitals implement 

continuity of medication management strategies to achieve this aim. 

 

Medication reconciliation has been chosen as the focus of this CMM program as formalised medication 

reconciliation processes have been recognised internationally as a strategy to improve patient safety and the 

continuity of medication management. 

 

Current Position 
Unintentional changes to patients’ medicines at transfers of care can result in considerable harm and have 

been linked to poorer health outcomes, increased hospital readmissions and mortality.
1,2

 This problem of 

discontinuity affects health systems around the world. The Australian Commission on Safety and Quality in 

Health Care (ACSQHC) has identified this as an issue for patient safety and has included continuity of 

medication management and medication reconciliation in the National Safety and Quality Health Service 

(NSQHS) Standards.
3

 All health services are required to meet these standards. 

 

In NSW, the 2013 State-wide QSA found that only 56 percent of NSW LHDs had put in place a policy framework 

to guide the practice of medication reconciliation in their services, departments and clinical units. However, 

responses from services were slightly better with between 65 to 70 percent having a policy framework on 

admission and discharge and between 55 to 66 percent on transfer between care teams or institutions. 

Therefore up to 45 percent of facilities or units do not have formal medication reconciliation processes leaving 

their patients at risk of medication related harm. 

 

Baseline evaluations at three pilot hospitals that had not implemented formal medication reconciliation 

processes (using a retrospective audit of 110 patients discharged between 21
 

January and 20
 

March 2013) 

found that only: 

 46 percent of patients had a clear medication history recorded within 24 hours, (i.e. medication name, 

dosage and frequency was clearly identified)  

 1 percent of these could be recognised as a BPMH (i.e. had evidence of a confirmation process, such 

as using two sources of information) 

 55 percent of patients had all their medicines taken prior to admission which were intended to continue 

prescribed on their medication chart, with documented reason/s for any change 

 37 percent of discharge summaries contained an accurate medication list 

 7 percent of patients were provided with an accurate medication list on discharge. 

 

Vision 
Through the implementation of formal processes of medication reconciliation, patients will receive better care 

and avoid harm resulting from unintentional changes in their medicines. 
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Background 
Medication reconciliation is a formal process of obtaining, verifying and documenting an accurate list of a 

patient’s current medications on admission and comparing this list to the admission, transfer, and/or discharge 

medication orders to identify and resolve discrepancies. At the end of the episode of care the verified 

information is transferred to the patient and next care provider.
3

  

 

By formalising the processes of medication reconciliation, medication errors and adverse drug events can be 

prevented.
4

 The types of errors prevented include inadvertent omission of current medicines, commencement 

of medicines that are no longer taken, duplication of the same or similar medicines, failure to restart withheld 

medications after surgery, transfer or discharge and errors in transcribing medicines information, for example 

the incorrect drug or dose being prescribed. Reductions in these errors can reduce readmissions
2

 and length of 

stay.
5 

 

Although straightforward in concept the process of implementing medication reconciliation across health 

services is complex. It relies upon multidisciplinary team work and effective communication. 

 

Broad Measures of Performance 
Due to the complexity of the medication reconciliation process, measuring whether medication reconciliation is 

occurring in a health service and whether it is achieving the desired outcomes is difficult. Having clear goals 

and being able to measure whether these goals have been achieved however is essential to facilitate any 

improvement strategy. As studies have already demonstrated that formal medication reconciliation processes 

reduce medication errors and adverse drug events, process measures (which are easier to collect) are 

recommended. 

 

The CMM Expert Advisory Group has agreed on the following process goals and measures relating to 

medication reconciliation: 

1. A BPMH is documented for every patient within 24 hours of admission  

2. All medicines taken prior to admission which were intended to continue were prescribed on the 

patient’s medication chart, with documented reason/s for any change  

3. On discharge, the discharge summary contains an accurate medication list 

4. On discharge, the discharge summary contains the reason/s for any change in medicines 

5. On discharge the patient is provided with an accurate medication list. 

 

Tools to assist health services monitor the achievement of these goals are discussed in the Monitoring Practice 

section of this toolkit. 

 

Guiding Principles 
The CEC has developed the CMM program in line with the principles set in: 

1. The National Safety and Quality Health Service Standards – ACSQHC 

2. The Australian Safety and Quality Goals for Health Care – ACSQHC 

3. The Guiding Principles to Achieve Continuity in Medication Management – Australian Pharmaceutical 

Advisory Council (APAC) 

 

These standards, goals and principles have shaped the structured formal processes that the CEC’s CMM 

program seeks to support within the NSW health system. 
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Medication Reconciliation Toolkit 
This toolkit has been developed to support LHDs and individual hospitals with their medication reconciliation 

efforts. As health services will vary from having no, some or good medication reconciliation processes the 

resources may be adapted to suit local needs i.e. for initial implementation, to review and improve current 

practices or support current practice. The toolkit has been divided into five sections to provide a guide for 

services incorporating medication reconciliation processes into everyday practice (Table 1.) 

 

All tools are available for download from the CEC’s CMM program webpage. Health services can choose the 

sections or tools of the toolkit that best meet their needs and adapt these as necessary.  

 

A number of internationally produced kits were reviewed during the development of this kit; concepts from 

these kits have been incorporated and adapted to the Australian context.  

 

Health services requiring further information can refer to the: 

 

Society of Hospital Medicine. MARQUIS Implementation Manual: A Guide for Medication Reconciliation Quality 

Improvement (2011) 

 

Agency for Healthcare Research and Quality. Medications at Transitions and Clinical Handoffs (MATCH) Toolkit 

for Medication Reconciliation (2012) 

 

ISMP Canada. Medication Reconciliation in Acute Care: Getting Started Kit (2011) 

 

North Carolina Center for Hospital Quality and Patient Safety. Medication Safety Reconciliation Toolkit, 2006  

 

European Union Network for Patient Safety and Quality of Care – Safe Clinical Practice and Implementation 

Process for Work Package 5 Tool Box: Medication Reconciliation (2013) 

 

We hope that this toolkit meets the needs of all services no matter where they are in the medication 

reconciliation implementation process. Though an attempt has been made to make it useful for metropolitan, 

regional and rural acute care services more specific tools may also be required. Therefore, feedback on the 

usefulness of the toolkit or suggestions for improvement is encouraged.   

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

8



 

 

 

  Table 1. Summary of Toolkit Contents 

 

Section Tools Purpose 

1. Establishing 

Governance 

Committee Brief Template To help gain executive support 

Guide to Engaging a Multidisciplinary 

Quality Improvement Project Team 

To assist in forming a multidisciplinary quality improvement 

project team 

Readiness Assessment Tool 

 

To assist in determining practical and realistic changes that 

can be successfully implemented 

Gap Analysis 

 

Encourages formation of specific improvement targets and 

action plans to achieve those targets 

Implementation Flowchart Provides an overview of the steps required to implement 

strategies 

2. Improving 

Practice 

Framework for Medication Reconciliation Provides an overview of the medication reconciliation process, 

including the benefits to patients and what action is required to 

achieve these benefits 

Guide to Mapping your Current Medication 

Reconciliation Process 

To assist in identifying current medication reconciliation 

processes 

Guide for Determining Roles, 

Responsibilities and Documentation 

Requirements 

To assist in clearly defining roles, responsibilities and 

documentation requirements for each health care team 

member  

Local Operating Procedure  To assist in defining the desired process and the specific 

procedure that should be applied 

Frequently Asked Questions Provides answers to commonly asked questions regarding 

medication reconciliation 

MMP Example Provides an example of how to complete the MMP 

Patient Medication List Examples Provides examples of the format of patient medication lists  

3. Education  Obtaining a BPMH Presentation Provides a standardised process for collecting and confirming 

a medication history 

BPMH Interview Guide To encourage a structured approach when interviewing 

patients or carers 

Medication Reconciliation Presentation Provides an overview of the medication reconciliation process 

and the MMP 

Medication Reconciliation: Beyond 

Admission Presentation 

Provides an overview of the medication reconciliation process 

at transfers of care, other than admission 

4. Monitoring 

Practice 

Comprehensive Audit Tool To assist services collect detailed data relating to the quality of 

the medication information in the patient record 

Comprehensive Audit Tool User Guide Provides instructions on how to collect detailed data 

Audit Tool Data Spread Sheet To assist services with the analysis of the detailed data 

collected  

Baseline Audit Summary Template Provides an example of a baseline audit summary to use for 

presentation of detailed baseline data 

Snapshot Audit Tool To assist services collect data to provide an indication of 

process improvements 

Snapshot Audit Tool User Guide Provides instructions on how to collect data to provide an 

indication of process improvements 

MMP User Evaluation To assist services to gather qualitative data on the use of the 

MMP 

5. Sustaining and 

Spreading 

Posters  To raise awareness of medication reconciliation and promote 

key messages 

Spreading Medication Reconciliation 

Improvements Presentation 

Provides an example of how to present updates on the 

progress of improvement strategies to encourage spread 

Run Chart  Provides a run chart example which can be used to provide a 

quick visual presentation on improvement results  
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1. ESTABLISHING GOVERNANCE 

  

Clear commitment and direction from the highest level of the organisation has been recognised as one of the 

key factors for successful implementation of any quality improvement strategy. Therefore the first step to 

implementing formal medication reconciliation processes is to secure senior leadership support. This can be 

done by engaging an executive sponsor directly or through a relevant committee (e.g. Drug and Therapeutic 

Committee or Patient Safety and Quality Committee).  

 

Engaging an executive sponsor or the relevant committee will require providing a strong argument to mobilise 

action. A brief or business case for the initiative highlighting current deficiencies, evidence for change and 

achievable recommendations will assist. Strengthen the brief by using or linking to:   

 Local incident or audit data 

 Patient safety initiatives 

 Standard 4: Medication Safety of the NSQHS Standards  

 Preparation for electronic medication management systems 

 Operational efficiencies e.g. part of multifaceted approach to reduce length of stay and readmissions. 

 

To facilitate this process a Committee Brief Template (Appendix A) has been provided that can be adapted by 

the project coordinator of the quality improvement team. Information from literature regarding risks to patients 

or resource justification which may assist with gaining executive support has also been provided and can be 

found in the appendices of the Guide to Engaging a Multidisciplinary Quality Improvement Project Team 

(Appendix A) 

 

Once executive support has been obtained all stakeholders need to be identified and a reporting process for 

the initiative established (usually through the relevant committee). Identifying stakeholders will assist with 

selecting the key people in the service that should form part of the multidisciplinary quality improvement project 

team. Depending on whether the service is implementing, or improving an established medication 

reconciliation process will determine whether the multidisciplinary members of the project team are selected 

from a small area of the hospital, that is chosen to initiate the improvement, or across the hospital. Refer to the 

Guide to Engaging a Multidisciplinary Quality Improvement Project Team (Appendix A) for further information. 

 

The role of the multidisciplinary quality improvement project team includes: 

 Evaluating current medication reconciliation processes 

 Identifying and enlisting clinical champions 

 Establishing general goals 

 Developing, implementing and evaluating improvement strategies 

 Disseminating results and findings. 

 

A number of pre-implementation tools have been developed to help guide the multidisciplinary quality 

improvement project team.  

 

The Readiness Assessment Tool (Appendix A) guides teams to explore their current processes in order to 

determine practical and realistic changes that can be successfully implemented in their services.  

 

The Gap Analysis (Appendix A) looks specifically at each process task of medication reconciliation. It assists 

teams to identify where they would like to be (their target) and where they are now. Improvement strategies can 

then be tailored, commencing with one or two tasks or targeting the areas of greatest need.      

 

Determining the current status for each of the specific process tasks of medication reconciliation may be 

challenging for some services where this data is not routinely collected. Improving data collection to increase 
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robustness of improvement reporting should form part of the action plan. Refer to the Monitoring Practice 

section for examples of data collection tools.  

 

For services that are commencing implementation of formal medication reconciliation processes an 

Implementation Flowchart (Appendix A) has been provided as a guide.  

 

Some teams may find that these tools provide them with sufficient information to develop strategies and design 

new processes. Others may need to conduct a more detailed diagnosis of the issues or barriers to specific 

medication reconciliation tasks. The next section of this toolkit explains how quality improvement methods can 

be used to achieve this. 
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2. IMPROVING PRACTICE 

 

Whether you already have a medication reconciliation process in place or not, quality improvement methods 

can be used to either implement or strengthen the process of medication reconciliation. Quality improvement 

involves a review of current practices to identify factors contributing to the problem and the development of 

targeted strategies to minimise or reduce these factors to achieve desired improvements. 

 

Prior to improving practice it is essential that the medication reconciliation process is clearly defined.  A clear 

understanding of the process will provide a common vision for what the future process should be. It will assist 

in identifying gaps in current practice and with identifying solutions to close those gaps.  

 

Medication reconciliation can be described as a formal four step process: 

1. Collecting information to compile a list of each patient’s current medications (each medication must be 

clearly identified and have clear directions i.e. name, dosage, frequency and route) 

2. Confirming the accuracy of the information collected to achieve a BPMH 

3. Comparing the BPMH with prescribed medicines at every transfer of care; identifying and rectifying 

any discrepancies 

4. Supplying accurate medicines information to the patient and next care provider. 

 

The four steps of the medication reconciliation process can prevent: 

 Prescribing errors of omissions, incorrect dosage or frequency 

 Failure to restart withheld medications after surgery, discharge or transfer 

 Duplication of therapy after discharge. 

 

A Framework for Medication Reconciliation (Appendix B) has been developed to guide services in incorporating 

formal medication reconciliation processes. It outlines how these processes will benefit patients, and what 

action is required to achieve these benefits.  

 

Refer to the Education and Training section for educational tools to assist with communicating the definition and 

role of medication reconciliation in improving patient care to all members of the health care team.  

 

A Guide to Mapping your Current Medication Reconciliation Process (Appendix B) has been developed to 

assist teams to identify their current medication reconciliation process. Reviewing current practice will enable 

teams to identify what they are currently doing well and recognise the areas for improvement. Where there are a 

number of gaps identified the team may need to choose which to tackle first. Further analysis of the chosen 

gap may be required.  

 

For example, a BPMH may not always be documented for a patient. As there may be multiple factors 

contributing to this gap and each health care team member may have differing opinions as to what these 

issues are and how they are contributing, teams will need to follow a system of prioritisation.  A number of 

quality improvement tools can be used to assist with identification and prioritisation. These tools include 

defining SMART (specific, measurable, aspirational, realistic, time based) goals, brainstorming, Ishikawa 

diagrams, multi-voting, weighted voting and the Pareto chart. A description of these tools can be obtained from 

the CEC’s Clinical Practice Improvement Training program webpage.  

 

Once the gaps are analysed and issues prioritised, the team should agree upon improvement strategies for 

each issue. The team will then need to: 

 Determine the actions required to implement the strategy  

 Assign a team member to lead the actions  

 Agree on the timeline for actions to be completed 
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 Define the measures to be collected and assign responsibility for collection to a team member, to 

ensure the strategy is in place and is producing the desired effect (Refer to the Monitoring Practice 

section). 

 

The overall goal of medication reconciliation is to ensure patients receive all intended medicines and that 

accurate, current and comprehensive medicines information follows them at all transfers of care. Though initial 

medication reconciliation efforts may focus on the processes occurring at admission, the strategies need to 

consider the link between medication processes at admission and those required at transfer and discharge 

(Refer to the Medication Reconciliation: Beyond Admission Presentation in the Education and Training section). 

 

Although straightforward in concept the process of implementing medication reconciliation across health 

services is complex. A multidisciplinary approach that involves medical, nursing and pharmacy staff is required 

to achieve effective medication reconciliation across health services. The roles and responsibilities for each 

participant in the process need to be clearly defined. These roles and responsibilities may change depending 

on the dependency or vulnerability of the patient, the transfer of care being undertaken and the clinical mix of 

available staff. As practice differs between and within hospitals no one process design will meet the needs of all 

hospitals or areas within hospitals.  

 

When redesigning current practice to incorporate medication reconciliation some consideration must be given 

to determining the roles and responsibilities of each member of the health care team and the documentation 

requirements for each step of the process.  A Guide for Determining Roles, Responsibilities and Documentation 

Requirements (Appendix B) has been developed to assist quality improvement teams with this task. It outlines 

the process, provides the knowledge and skill requirements for the clinician undertaking the task and the 

requirements for documentation. 

 

The following resources have been included to assist services with improving their medication reconciliation 

processes: 

 Local Operating Procedure (Appendix B) assists services define the medication reconciliation process 

and the specific procedure that should be applied 

 Frequently Asked Questions (Appendix B) provides answers to commonly asked questions regarding 

medication reconciliation which may be posed by the quality improvement team and other frontline 

staff 

 MMP Example (Appendix B) provides an example of how to complete the MMP, and how it can be 

used to document essential steps of the medication reconciliation process.  

 Patient Medication List Examples (Appendix B) provides two examples of patient medication lists. The 

first is an example that incorporates aspects that have been recognised to increase correct 

interpretation of directions by patients (currently not available in electronic applications). The second is 

an example of a patient medication summary that can be produced by pharmacists using the 

i.Pharmacy application. 
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3. EDUCATION 

 

As mentioned previously, it is essential that the medication reconciliation process is clearly defined and 

communicated to all members of the health care team. Though each member of the team may not be 

responsible for each step of the process, they need to be aware of the overall goal of the process and how their 

actions contribute to providing excellent care.  

 

Collecting a medication history and confirming its accuracy can be two of the most difficult steps of the 

medication reconciliation process, yet are crucial for providing accurate medicines information. Standardising 

the way clinicians collect and/or confirm the accuracy of a medication history will improve the capture of 

accurate medicines information.  

The following tools have been provided to assist health services with standardisation of the first two steps of 

medication reconciliation: 

 Obtaining a BPMH Presentation (Appendix C) describes a standardised process that can be used 

when interviewing patients. It identifies the types of medication sources that can be used to collect a 

medication history and confirm its accuracy. The presentation may require some adaptation or the 

addition of local processes to suit local training needs 

 BPMH Interview Guide (Appendix C) provides a structured approach and useful tips that can be used 

when interviewing patients described in the above presentation. 

 

Many clinicians may not be aware of the term ‘medication reconciliation’ or may have differing opinions to what 

it means. The Medication Reconciliation Presentation (Appendix C) describes continuity of medication 

management, how medication reconciliation improves continuity and describes the systematic process of 

medication reconciliation. It also explains the MMP and how it can be used to facilitate the process of 

medication reconciliation. This tool can be used by health services to ensure a common understanding of 

medication reconciliation and its goal amongst its clinicians. 

 

Many initial medication reconciliation efforts may focus on admission processes. Though it is essential to get 

the admission processes right it is also important that the gains on admission are not lost due to poor 

processes at other transfers of care. The Medication Reconciliation: Beyond Admission Presentation (Appendix 

C) provides an overview of medication reconciliation during internal hospital transfers, hospital to hospital 

transfers and discharge.  
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4. MONITORING PRACTICE 

 

An essential element of any quality improvement strategy is the ability to monitor and evaluate how successful 

or unsuccessful the strategy has been in achieving the desired outcome.  Prior to commencing the 

improvement strategy, the quality improvement team should consider what they will measure. As the overall aim 

of medication reconciliation is to ensure patients receive all intended medicines during their care and that 

accurate, current and comprehensive medicines information follows them at all transfers of care, the chosen 

measures should demonstrate the achievement of this aim.  

 

The following measures have been recommended by the CMM Expert Advisory Group: 

1. A BPMH is documented for every patient within 24 hours of admission  

2. All medicines taken prior to admission which were intended to continue were prescribed on the 

patient’s medication chart, with documented reason/s for any change  

3. On discharge, the discharge summary contains an accurate medication list 

4. On discharge, the discharge summary contains the reason/s for any change in medicines 

5. On discharge the patient is provided with an accurate medication list. 

 

Where possible the quality improvement team should designate one or two members to collect, collate, plot 

and manage the data. 

 

If planning to trial strategies in a particular area of the hospital, this area needs to be included in the initial data 

collection.  The initial data collection will provide a baseline for data comparison and assist to identify areas 

requiring focused attention. Data from the initial collection can be used to engage organisational and clinician 

support for improvement. 

 

There are two audit tools and associated user guides available for services to use.  

 

The first is a Comprehensive Audit Tool (Appendix D) and Comprehensive Audit Tool User Guide (Appendix D). 

This audit tool requires the collection of detailed data and provides an indication of the quality of the medication 

information in the patient record. It separately captures information regarding regularly prescribed medications, 

‘prn’ prescribed medications and non-prescribed medications, as well as demographic information of the 

patient sample to enable stratification of findings.  

 

To assist with the analysis of the detailed data collected from the comprehensive audit an Audit Tool Data 

Spread Sheet is available for health services to download on the CEC’s CMM Program webpage under the 

Monitoring Practice section. A Baseline Audit Summary Template (Appendix D) is also provided to assist in 

presenting detailed baseline data. 

 

The second is a Snapshot Audit Tool (Appendix D) and Snapshot Audit Tool User Guide (Appendix D). This is 

an observational audit tool that collects information on whether all components of continuity of medication 

management are evident for each patient. It provides a quick overview of the processes which are occurring 

and identifies processes that are not being completed. It does not provide detail regarding the quality of the 

information in the patient record, nor does it provide details of whether the patient is actually receiving all 

medicines which were intended. 

 

Other indicators and tools which can be used to provide an indication of whether processes of medication 

reconciliation are occurring can be found in the National Quality Use of Medicines Indicators for Australian 

Hospitals (available on the ACSQHC, NSW Therapeutic Advisory Group or CEC websites).  

 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

15



 

 

 

5. SUSTAINING AND SPREADING 

 

The organisational change required to implement medication reconciliation across a health service is 

challenging as there are numerous organisational and individual factors that influence each health care team 

member’s behaviour. A multifactorial approach which is flexible to the needs of the service will therefore be 

more effective in improving sustainability and spread. Spreading improvements and ensuring that they are 

sustained over time requires an investment in time, resources and commitment at all levels of the organisation, 

and at all stages of implementation.  

 

As indicated earlier, elements of the implementation process that have been shown to contribute to 

sustainability include:  

 Standardisation (work processes, roles and responsibilities, documentation) 

 Training and education of all clinicians involved in medication management 

 Measurement and evaluation to monitor progress. 

 

Ensuring that each of these elements is included and done well during implementation will increase the 

likelihood of the change being sustained over time.  

Other strategies that can be used to sustain improvements include: 

 Incorporating education and training into existing training activities and ensuring processes are in 

place to train all new staff  

 Encouraging feedback on the improvement strategies from all members of the team 

 Continually reviewing processes and refining them  

 Integrating changes into every day work practice. 

 

To spread the improvement, effective communication and promotion of the initiative and its results is required. 

A series of Posters (Appendix E) have been developed to assist health services increase the awareness of 

medication reconciliation and provide a clear vision of how it can be achieved. The first four posters provide 

simple clear messages for health care professionals that reinforce the major steps involved in the medication 

reconciliation process. They can be used together as a series or introduced one at a time if using a gradual 

approach. The fifth poster encourages patients to be involved in the medication reconciliation process by 

keeping an up to date medication list.  

 

Providing frequent updates on the development and progress of the improvement strategies at executive or 

committee meetings will assist in promoting the value of the initiative and support its spread. A Spreading 

Medication Reconciliation Improvements Presentation template (Appendix E) has been provided to assist 

quality improvement teams with their updates. Teams will need to insert their local relevant content and adapt 

the presentation to suit their reporting needs.  

 

Run charts can provide a quick visual presentation of improvement results and can be used to provide timely 

feedback to those involved in the improvement strategy. A Run Chart example is available for health services to 

download from the CEC’s CMM program webpage under the Sustaining and Spreading section. 

 

These last two tools can be used to share learnings from the initial ward/unit with the quality improvement team 

in the next ward/unit, improving the rate of spread and demonstrating the value of the improvement strategy. 
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OTHER RESOURCES 

 

Other resources are available to health services that may assist with medication reconciliation efforts and 

supplement the tools available in this kit. 

 

Australian  
 Australian Commission on Safety and Quality in Health Care Medication Reconciliation  

http://www.safetyandquality.gov.au/our-work/medication-safety/medication-reconciliation/ 

 

 Australian Commission on Safety and Quality in Health Care NSQHS Standards Standard 4 Medication 

Safety 

http://www.safetyandquality.gov.au/publications/national-safety-and-quality-health-service-standards/  

 

 NPS MedicineWise Get it Right! Taking a Best Possible Medication History Online Learning Module  

http://learn.nps.org.au/mod/page/view.php?id=5436  

 

 Health Education and Training Institute Continuity in Medication Management Online Learning Modules  

http://www.heti.nsw.gov.au/hetionline/learning-paths/current-learning-tracks/continuity-in-medication-

management/  

 

 Society of Hospital Pharmacists of Australia Standards of Practice for Clinical Pharmacy Services: 

Medication Reconciliation  

http://jppr.shpa.org.au/scripts/cgiip.exe/WService=SHPAJP/ccms.r?PageID=10077  

 

International 
 Society of Hospital Medicine MARQUIS Implementation Manual: A Guide for Medication Reconciliation 

Quality Improvement   

http://www.hospitalmedicine.org/Web/Quality_Innovation/Implementation_Toolkits/Medication_Reconci

liation/Web/Quality___Innovation/Implementation_Toolkit/MARQUIS/Overview_Medication_Reconciliati

on.aspx?hkey=d00190a6-20cf-4ba2-b6a2-1cba94d002e3  

 

 Agency for Healthcare Research and Quality Medications at Transitions and Clinical Handoffs (MATCH) 

Toolkit for Medication Reconciliation   

http://www.ahrq.gov/professionals/quality-patient-safety/patient-safety-

resources/resources/match/index.html  

 

 North Carolina Center for Hospital and Patient Safety Medication Reconciliation Toolkit (USA)  

https://www.ncqualitycenter.org/share-providers/toolkits/archived-toolkits/  

 

 Institute for Safe Medication Practices Canada Medication Reconciliation  

http://www.ismp-canada.org/medrec/  

 

 Canadian Patient Safety Institute Safer Healthcare Now! Medication Reconciliation  

http://www.saferhealthcarenow.ca/EN/Interventions/medrec/Pages/default.aspx  

 

 World Health Organization High 5s Medication Reconciliation Project  

https://www.high5s.org/Main/WebHome  
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 European Union Network for Patient Safety and Quality of Care Medication Reconciliation  

http://www.pasq.eu/Wiki/SCP/WorkPackage5ToolBoxes/MedicationReconciliation.aspx 

 

 Royal Pharmaceutical Society Getting the Medicines Right  

http://www.rpharms.com/previous-projects/getting-the-medicines-right.asp?  

 

Patient  
Patients are an integral part of the health care team and should be engaged in understanding their role in the 

medication reconciliation process. Encouraging patients to increase their understanding of the medicines they 

are taking (i.e. able to identify what they are, why they take them and how they take them) and to keep a list of 

their current medications will contribute to improving the capture of an accurate medication history when they 

present to a health service. NPS MedicineWise have a number of resources designed for patients to assist in 

continuity of medicines. 

 NPS MedicineWise 

http://www.nps.org.au/topics/how-to-be-medicinewise/managing-your-medicines  
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APPENDIX A 

 

This appendix contains the following tools which may assist with establishing governance: 

 Committee Brief Template 

 Guide to Engaging a Multidisciplinary Quality Improvement Project Team 

 Readiness Assessment Tool 

 Gap Analysis 

 Implementation Flowchart 
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COMMITTEE BRIEF TEMPLATE 

Purpose 

To highlight patient safety risks associated with discontinuity of medication management and to recommend 

that the committee takes a lead role in governance of improvement activities to address these risks. 

Background 

 Unintentional changes to patients’ medicines at transfers of care can result in considerable harm and have 

been linked to poorer health outcomes, increased hospital readmissions and mortality. 

 Discontinuity of medication management affects health systems around the world, and addressing this 

issue is a World Health Organisation patient safety priority. 

 The Australian Commission on Safety and Quality in Health Care, National Safety and Quality Health 

Service Standards requires all health services to introduce medication reconciliation processes to improve 

patient care and minimise harm. 

 Implementation of medication reconciliation processes across a health service can be complex; a key 

element of successful international implementation programs is the use of quality improvement 

methodology. 

Issues 

(Select issues below relevant to your health service and where possible insert local data from incident reports 

or audits to support the case for change) 

 Currently the service does not have in place policies, procedures and/or protocols on reconciling 

medicines. 

 There is no consistency on the way medication histories are obtained or documented in the medical 

record. Often histories are taken by multiple clinicians, documented in various areas of the medical record 

and often not corresponding. 

 A recent audit showed that only (insert percentage of patients) had a clear medication history documented 

that had been verified for accuracy in some way i.e. at least two sources of medicines information where 

used. 

 Incident reports demonstrate that patients are experiencing harm from unintentionally changing or not 

recommencing important preadmission medicines e.g. (insert examples) 

 An audit of discharge summaries found that only (insert percentage of discharge summaries) had an 

accurate medication list, and only (insert percentage of discharge summaries) included the reason/s for 

any change that occurred.  

 Medicines information was interspersed throughout the medical record making it difficult and time 

consuming to determine the plan for medication management on discharge.   

Recommendations 

That this committee notes the patient safety risks highlighted and contributes to the improvement activities by: 

(list actions required of this committee, see list below for examples)   

 Identifying stakeholders 

 Establishing reporting and approval processes 

 Identifying areas (wards/units) of the health service to initiate the improvement process 

 Supporting the formation of a multidisciplinary quality improvement project team to: 

o Evaluate current medication reconciliation processes  

o Identify and enlist clinical champions 

o Establish general goals 

o Develop, implement and evaluate improvement strategies 

o Disseminate results and findings. 

 Assist with overcoming barriers to implementation 

Contact: (insert name of person co-ordinating the improvement activities)  

Phone:       Date:                   



 

 

 

 
 

 

 
  

 
 

GUIDE TO ENGAGING A 

MULTIDISCIPLINARY  

QUALITY IMPROVEMENT PROJECT 

TEAM 

MEDICATION RECONCILIATION TOOLKIT 
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INTRODUCTION 

 

“A new model of teamwork will be required to replace the 

old individual and independent ‘silos’ of professional 

care.”
1 

 

Commissioner Garling saw the need for multidisciplinary teams to work together to provide good patient care. 

This vision of a multidisciplinary team is especially important when we start thinking about medication 

reconciliation, since so many different clinicians are involved in this part of patient care and are often not 

working together or communicating effectively. 

 

Implementation of processes to improve medication reconciliation can be complex and requires careful 

planning. Involving the efforts of a multidisciplinary quality improvement project team will help promote the 

concept of teamwork and make sure that implementation is successful. It will also drive the concept of 

multidisciplinary care teams made up of the frontline clinicians who carry out patient care daily.  

 

Ensuring the continuity of medication management is the responsibility of all clinicians. It is important that 

responsibility for each task is clearly allocated within the multidisciplinary team in order to reduce duplication of 

effort and to ensure that no steps in the process are missed.    

 

Research has shown that an ‘inter-professional team approach’ is best for implementing processes to achieve 

continuity in medication management.
2 

 

In order to promote the proposed changes and encourage multidisciplinary care teams to participate in these 

changes, it is important that a multidisciplinary quality improvement project team is first engaged. This team will 

be critical in engaging frontline clinicians and driving the changes required. 

 

This Guide has been developed to help form a multidisciplinary quality improvement project team. Specific 

steps in forming the team include: 

 Identifying a project coordinator 

 Engaging organisational support 

 Engaging multidisciplinary members of the team 

 Organisation of team meetings and project goals. 
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THE PROJECT COORDINATOR 

 

Rationale 
For every successful project, there needs to be a strong leader to both coordinate and manage the project 

team, and guide the quality improvement process. It is therefore paramount that the most appropriate project 

coordinator is selected to lead the necessary practice changes in each service. 

 

Role of Project Coordinator 
The project coordinator has a number of roles within the project team. These include: 

 Leading and coordinating project team members 

 Managing the project team, project schedules and task allocation 

 Driving the quality improvement strategy 

 Liaising with the Clinical Excellence Commission and improvement teams in other sites. 
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ENGAGING ORGANISATIONAL SUPPORT 

 

Rationale 
Obtaining support from organisational leaders is important, as it enhances the likelihood of project success. 

The executive sponsor and the clinical champion are the two team members who are most important in gaining 

the support needed from others within the organisation.  

 

The Executive Sponsor 
Qualities 

An executive sponsor could be in the form of a: 

 General Manager 

 Director of Medical Services 

 Director of Clinical Governance 

 

This sponsor should have the influence to impact on the success of the project, be in a position to allocate 

resources where necessary, authorise guidelines to shape standardised processes, and empower frontline 

clinicians. 

 

Role 

The role of the executive sponsor is to: 

1. Engage other hospital leaders 

2. Place priority on the project service-wide 

3. Remove implementation obstacles 

4. Mobilise resources (where possible)  

 

The executive sponsor should receive regular updates regarding project progression, attend some team 

meetings, and be an advocate of the project to other hospital leaders. 

 

The Clinical Champion 
Qualities 

A Clinical Champion is a well-respected senior clinician within the service. This clinician often leads initiatives 

within a hospital and/or is person who provides opinion or direction to others. A specific interest in medicine 

use, medication safety or continuity of care is important. 

 

Role 

The engagement of a Clinical Champion will assist in engaging frontline clinicians and informing them of the 

project and the need for change. 

 

The Clinical Champion should be more involved than the executive sponsor, by attending most team meetings 

and acting as an advocate of the project to both hospital leaders and frontline clinicians. 

 

There may be more than one clinical champion that is identified and engaged, such as clinicians from various 

clinical specialities, for example an ED physician, Geriatrician, Surgeon etc. OR from clinical groups, for 

example a Senior Medical Officer and a Nurse Unit Manager. 
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How to Engage 
In order to engage an executive sponsor and clinical champion(s), meetings should be set up to discuss the 

proposed project and the current state of practice. 

 

Facts should be discussed regarding the current deficits and risks to patients, which can either be attained 

from literature (see Appendix 1), or local data obtained from studies and audits. 

 

Some aspects for discussion that may be relevant to such members may include: 

 Adverse drug events (ADE) in the service - particularly mention cases that involved a lack of continuity 

of medication management. This can be gained by reviewing local Incident Information Management 

System (IIMS) data, or by conducting an audit locally. 

 Potential cost benefits to service associated with ADE reduction (see Appendix 2) 

 Reduction in length of stay and associated costs 

 Reduction in re-admission rates and associated costs 

 Other organisational benefits, such as reduction of duplication of effort, improved patient care etc. 
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ENGAGING THE PROJECT TEAM 

 

Rationale 
As mentioned, the formation of a multidisciplinary project team is essential to implementation success and 

project uptake. Engaging such a team will drive change within the service and encourage the uptake of the 

proposed processes by frontline clinicians. 

 

Forming a team with clinicians from different backgrounds and experiences broadens the perspective of the 

team, and allows them to view problems from different angles and identify workable solutions. 

 

The Members 
A number of members are proposed to form a robust multidisciplinary quality improvement project team, with a 

number of up to 7 members. Please note this list is only a guide; not each of these need to be represented at 

each service, an (*) marks members that are strongly recommended. 

 

Suggested Project Team Members (identify up to 7 members) 

Project Leads 

Project Coordinator* 

Executive (Project) Sponsor* 

Clinical Champion (respected senior clinician)* 

 

Medical Clinical Group 

Junior Medical Officer (JMO) Representative* (unless holds role of Project Coordinator) 

Emergency Department Physician (staff specialist / trainee / registrar) 

Geriatrician (staff specialist / trainee / registrar) 

Other: Surgeon, Intensivist, Physician, Paediatrician (staff specialist / trainee / registrar) 

 

Nursing Clinical Group 

Nurse Representative* (unless holds role of Project Coordinator) 

Nurse Unit Manager Representative 

Clinical Nurse Consultant (CNC) Representative 

Clinical Nurse Educator (CNE) Representative 

Emergency Department Nurse 

Aged Care Unit Nurse 

 

Pharmacy Clinical Group 

Pharmacist Representative* (unless holds role of Project Coordinator) 

Emergency Department Pharmacist 

Aged Care Unit Pharmacist 

Discharge Liaison Pharmacist 

 

Other 

Discharge Planner 

Quality and Safety Manager 

Ward Clerk 

Patient Safety Representative 
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The majority of these members are frontline clinicians. The importance of their input and support is paramount 

for the following reasons: 

 Provide feedback on the practicality of the proposed changes 

 Provide knowledge regarding current practices 

 Minimise workflow disruptions 

 Act as advocates/promote uptake of changes service-wide  

 Facilitate change among their peers 

 

Additional clinicians can be consulted by the project team to offer expert advice and valuable input. 

 

Responsibilities of the Project Team  
The Project Team is responsible for a number of different duties and tasks. Some of these may include: 

1. Planning and scoping  

This entails determining the scope of the project i.e. whether implementation will be aimed service-

wide or only at specific patients and/or units. A detailed plan needs to be developed to suit each 

service, addressing the best approach to implementation and taking into account available resources 

and staff. If service-wide implementation is not decided upon, a time-frame of achieving this should be 

set. 

 

2. Collecting Baseline Data 

Initial baseline data should be collected to determine the current practices and processes within a 

service. 

 

3. Engagement, Communication, and Education 

A plan determining how frontline clinicians will be engaged and educated regarding the proposed 

changes needs to be completed. Who is responsible for this communication, and how best to carry it 

out needs to be determined. 

 

4. Data Collection 

The members responsible for collection of data need to be determined. 

 

5. Review and Evaluation 

The team should collectively review results and assess what improvements have been made, what 

further work needs to be undertaken, and what strategies have or have not worked well. The 

communication of results should be wide-spread throughout the service. 

 

6. Formalisation of Processes 

Determine who is responsible for formalising the proposed processes within the service in order to 

make them sustainable. 
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The Care Team 

The care team is defined as the team of frontline clinicians who undertake daily care of the patient. These 

clinicians work on units/wards and share responsibility for patient care on a daily basis. The project team have 

the role of engaging these clinicians to uptake the proposed process changes into standard practice. They 

should also encourage a multidisciplinary approach to the uptake of processes. 

 

This may indeed be the most difficult role of the project team. The project team must together determine how 

best to encourage these frontline clinicians to integrate the changes into their standard practice. This task also 

calls for members of the project team to act as project advocates, encouraging their peers of the benefits of the 

changes proposed. This highlights the importance of project team members to be clinicians of influence and 

ones highly regarded by their peers. 

 

How to Engage 
Two different approaches may be taken to engage the formation of the project team, or both methods used in 

unison: 

1. Approach identified clinicians who have a keen interest in continuity of medication management, 

previous quality improvement experience and/or may drive change due to their influence and good 

reputation 

2. Send out a service-wide expression of interest requesting nomination and/or participation on the 

project team by interested clinicians 

 

The team members chosen should be committed, enthusiastic and able to implement and drive change 

amongst their peers. 
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TEAM RULES AND GUIDELINES 

 

Rationale 
It is vital to set rules and guidelines early on so that the team can work collaboratively and effectively to achieve 

the desired quality improvement outcomes. It is also necessary so that all members are respected and are able 

to contribute to the project. 

 

Team Meetings 
Ground rules should be established for team meetings to guide effective collaboration and create an 

environment where team members feel free to present their point of view. 

 

Some examples of rules may include: 

 Meetings to start and finish on time 

 Members to attend meetings regularly 

 Each team member can speak freely and in turn 

 Each member must be heard – no one person should dominate 

 Issues can be discussed and analysed, not team members 

 

Additional rules should be added as deemed appropriate. These rules should be set by the project coordinator 

and proposed to all members. 

 

Set Project Goals 
A number of resources have been developed to assist project teams in assessing the current state of 

medication reconciliation processes and where they hope to be. 

 

Project goals should be clearly defined and set by the project team, with short-term and long-term goals 

established.  

 

These goals should be ‘SMART’ 

 Specific 

 Measurable 

 Aspirational  

 Realistic 

 Timely 

 

The scope of project implementation should also be discussed and established, that is, will the focus be on 

implementation for high-risk patients only, specific wards/units or at certain points of care i.e. admission only 

(phased implementation), or will service-wide implementation take place? If a narrow scope of implementation 

or phased implementation is chosen initially, service-wide implementation should be set as a long-term goal 

within a dedicated time schedule. 
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Data Reports and Analysis 
The collection and analysis of data should be carried out by dedicated team members as determined during 

initial team meetings. 

 

There are a number of audit tools available from the CEC that can assist with data analysis and aid in data 

reporting and benchmarking comparisons.  

 

Data reports should be discussed by the project team to determine the stage of implementation and what work 

needs further development. It is also beneficial to periodically report to the service on any developments that 

have been made and the current areas of success and deficit. Who should communicate and how this is best 

communicated should be established by the project team
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APPENDICES 

 

Appendix 1 - Literature Facts and Figures 
“In up to two thirds of patients there are variances between the medicines they take prior to admission and the 

medication ordered at the point of admission”
1  

 

“10-67% of medication histories contain at least once error”
1  

 

“Incomplete medication histories at the time of admission have been cited as the cause of at least 27% of 

prescribing errors”
2 

 

“The most common error is the omission of a regularly used medicine”
3 

 

“Around half of the medication errors that happen in hospital occur on admission or discharge”
4 

 

“30% of these errors have the potential to cause harm”
3,5 

 

“At least one in six patients have had one or more clinically significant medication differences on transfer, for 

example on transfer from intensive care to a general ward”
 6-8 

 

“15% of medications intended for continuation were omitted on discharge prescriptions”
9 

 

“

12% of patients had one or more errors in their medication prescriptions”
10 

 

“Patients with one or more medications omitted from their discharge summary have 2.31 times the usual risk of 

readmission”
11

  

 

“At discharge, patients often did not know what medications were prescribed, when their follow-up 

appointments should take place and, in some cases, why they were hospitalised in the first place”
12 

 

“Patients who have a clear understanding of their post-discharge care plan, including how to take their 

medicines, were 30% less likely to be readmitted or present to an emergency department than patients who 

lacked this information”
13 

 

“Patients prescribed medications for chronic diseases were at risk for potentially unintentional discontinuation 

after hospital admission. Admission to the ICU was generally associated with an even higher risk of medication 

discontinuation.”
14  
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Appendix 2 - Time and Cost Benefits 

 

Time Savings 

Rozich JD et al. Medication Safety: one organisations approach to the challenge. J Clin Outcomes Manag 

2001; 8(10):27-34. 

 

Implementing a systemic approach to reconciling medications found to decrease: 

 Nursing time at transfer by 20 minutes per patient 

 Pharmacist time at hospital discharge by more than 40 minutes per patient. 

 

To calculate approx. time benefit: 

 Nursing time: (20 minutes) x (approx. number of transfers per day) 

 Pharmacist time: (40 minutes) x (approx. number of discharges per day). 

 

This time saving benefit can be resources to other areas of need, used to improve patient care and/or reduce 

the time constraints currently experienced by many hospital clinicians. 

 

Cost Savings to Health Care System 

Karapinar-Carkit F et al. Effect of medication reconciliation on medication costs after hospital discharge in 

relation to hospital pharmacy labor costs. Ann Pharmacother. 2012 Mar;46(3):329-38.  

 Correcting hospital formulary changes saved €1.63 per patient in medication costs at 1 month after 

discharge and €9.79 at 6 months 

 Optimising pharmacotherapy saved €20.13 per patient in medication costs at 1 month and €86.86 at 6 

months 

 The associated labour costs for performing medication reconciliation were €41.04 per patient 

 Medication cost savings from correcting hospital formulary-induced changes and optimising of 

pharmacotherapy (€96.65 per patient) outweighed the labour costs at 6 months extrapolation by 

€55.62 per patient.  
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Cost Savings to Service 

Medications at Transitions and Clinical Handoffs (MATCH) Toolkit for Medication Reconciliation. Chapter 1: 

Build the Project Foundation: Gaining Leadership Support Within the Organization. 

Financial model developed by Steven B. Meisel, PharmD, Director of Medication Safety at Fairview Health 

Services in Minneapolis, Minnesota.  

     Number of discrepancies per patient 

x   Number of patients per year that one person can reconcile 

x   Percent of patients with discrepancies that would result in an adverse drug event 

x   Percent effectiveness of process 

x   Cost of an average adverse drug event 

=   Annual gross cost savings 

- Salary of employee 

=   Annual net savings 

 

Example: 

 

     1.5 (discrepancies per patient admitted) 

x   6000 patients (average of 20 minutes per patient to complete medication reconciliation) 

x   0.01 (1% of admissions experience discrepancies that would result in an adverse drug event) 

x   0.85 (85% of discrepancies avoided through medication reconciliation process) 

x   $2500 (conservative cost of an adverse drug event) 

=   $191 250 annual gross savings 

- $45 000 (salary and benefits) 

=   $146 250 annual net savings 
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INTRODUCTION 

 

Implementation of processes associated with medication reconciliation are complex, requiring both careful 

planning and thorough multidisciplinary collaboration.  

 

The Readiness Assessment Tool guides project teams to explore their current processes in order to determine 

practical and realistic changes that can be successfully implemented in their service. 

 

Each service will have a unique approach to implementation of the proposed strategies – there is no right or 

wrong way. Each section of this tool encourages exploration of a fundamental element associated with 

implementation success. Project teams are encouraged to review these elements, and collectively and 

systematically plan their approach. 

 

For each of the questions posed the most appropriate answer that reflects the services current situation should 

be selected. The following recommendations apply to each of the possible responses: 

 

If a ‘no’ response is chosen direct action is required 

If a ‘somewhat’ response is chosen further action is required. 

If a ‘yes’ response is chosen no further action is required.   

 

A list of suggested strategies divided into corresponding sections has been provided in the Appendix. Project 

teams are encouraged to select or develop local strategies to address any identified weaknesses.  
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Leadership    
 Yes Somewhat No 

Senior management is supportive and involved in the implementation of 

medication reconciliation processes? 

   

There is an executive sponsor for the implementation of medication 

reconciliation processes 

   

A clinical champion has been identified and involved in the 

implementation of medication reconciliation processes?  

 

a) Medical officers    

b) Nursing staff    

c) Pharmacists    

 

Formalising Medication Reconciliation    

 Yes Somewhat No 

There is a common definition and understanding of the steps required to 

perform medication reconciliation by clinicians in the service? 

 

d) Medical officers    

e) Nursing staff    

f) Pharmacists    

Roles and responsibilities are clearly defined for clinicians involved in the 

medication reconciliation process? 

 

a) Medical officers    

b) Nursing staff    

c) Pharmacists    

When roles and responsibilities are clearly defined, staff are involved in 

the medication reconciliation process? 

 

a) Medical officers    

b) Nursing staff    

c) Pharmacists    

At what transfers of care does medication reconciliation occur?  

a) Admission     

b) Transfer    

c) Discharge     

d) Admission and discharge     

e) All transfers (admission, transfer and discharge)    

 

Reflective Questions  
(i) How can awareness and understanding of medication reconciliation be improved? 

(ii) Who is responsible for outlining the roles and responsibilities? 

(iii) What barriers exist to adopting the necessary roles and responsibilities in the organisation? 

(iv) How can a multidisciplinary approach be promoted within the organisation? 

(v) How to spread medication reconciliation to all transfers of care? 
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Collect and Confirm a Best Possible Medication History (BPMH) 

 Yes Somewhat No 

Clinicians are trained to take a BPMH?  

a) Medical officers    

b) Nursing staff    

c) Pharmacists    

Patients and/or carers are routinely interviewed when collecting a 

medication history 

 

a) Medical officers    

b) Nursing staff    

c) Pharmacists    

Medication histories are constructed from multiple information sources to 

confirm accuracy of the information sourced 

 

a) Medical officers    

b) Nursing staff    

c) Pharmacists    

Patients BPMH’s are adequately documented to ensure accessibility by 

all clinicians involved in patient care?  

   

 

Reflective Questions  
(i) How can patient and/or carer interviews be better promoted in the organisation when collecting a 

patient’s medication history? 

(ii) How can communication with community health care providers be better promoted in the organisation 

when collecting a patient’s medication history? 

(iii) What training opportunities need to be explored? 

    JMO Orientation  for BPMH  

    JMO Tutorials   for BPMH  

    Nursing Orientation   for BPMH  

    Ward Meetings  for BPMH  

    Grand Rounds  for BPMH  

    Division Meetings  for BPMH  

    Team Meetings  for BPMH  

    Pharmacy Meetings  for BPMH  

(i) Where are BPMH histories documented? 

    Dedicated MMP      

    Patient’s progress notes    

    Front of NIMC         

Other: ___________________________ 
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Comparing the BPMH with Prescribed Medicines 

 Yes Somewhat No 

Clinicians are trained to reconcile medications at all transfers of care 

(admission, transfer and discharge)? 

 

d) Medical officers    

e) Nursing staff    

f) Pharmacists    

Clinicians compare the BPMH with medications prescribed at admission 

to identify discrepancies? 

 

d) Medical officers    

e) Nursing staff    

f) Pharmacists    

Clinicians compare the BPMH, pre-transfer medications and transfer 

medications to identify and rectify discrepancies at all transfers of care? 

 

d) Medical officers    

e) Nursing staff    

f) Pharmacists    

 

Reflective Questions 
(ii) What training opportunities need to be explored to adequately train clinicians to reconcile medications 

at all transfers of care?  

JMO Orientation                                   
JMO Tutorials                   

Nursing Orientation           

Ward Meetings    

Grand Rounds      

Division Meetings     

Team Meetings   

Pharmacy Meetings         

(iii) How can the process of medication reconciliation be formalised at admission? 

(iv) How can the process of medication reconciliation be formalised at all transfers of care? 
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Supplying Accurate Medicines Information 

 Yes Somewhat No 

Medical officers are trained to adequately complete discharge summaries 

(including providing an accurate and current medication list, with the 

reason/s for any change) 

   

Discharge medication lists are documented in a standardised form that 

allows clear communication to community health care providers 

   

Medications lists are provided to patients at the point of discharge    

 

Reflective Questions 
(i) What form of medication lists are provided to patients? 

Medication cards      

    Medication profiles                  

    Computerised lists         

                      Discharge summary copy          

Other: ___________________________ 
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APPENDIX 

 

List of Strategies  
Consider the questions with a ‘no’ or ‘somewhat’ response and tick an applicable improvement strategy from 

the list below: 

 

Leadership 

 Engage managerial / executive support 

 Engage clinical champion/s 

 Obtain commitment from executive to remove barriers, help with resources and provide 

accountability 

Formalising Medication Reconciliation 

 Have a definition for medication reconciliation  

 Increase the awareness of the medication reconciliation steps amongst clinicians  

 Clarify roles and responsibilities of all staff 

Collecting and Confirming a BPMH 

 Train clinicians in taking medication histories 

 Improve the confirmation of medication histories  

 Clarify roles and responsibilities of all staff 

 Document the BPMH in an area that is accessible to all clinicians involved in patient care 

Comparing the BPMH with Prescribed Medicines 

 Train clinicians in reconciling medications at transfers of care  

Suppling Accurate Medicines Information 

 Training in providing accurate and current medication lists with reason/s for any change in 

discharge summaries  

 Use a standard form or format to document discharge medication lists in discharge summaries  

 Introduce a tool to produce a medication list at discharge for the patient which meets health literacy 

guidelines 

 Increase the number of patients receiving a medication list at discharge 
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INTRODUCTION 

 

Reflect on the following senario: 

 

A customer puts in an online order for some groceries to be home delivered: 

 

2 red apples 

2 bananas 

1 bottle of milk 

1 loaf of bread 

Half a dozen donuts 

1 box of Fab washing powder 

 

 

The staff member packing the order decides to make some changes (with good intentions): 

 

4 red apples (they were at a good price)  

2 pears (the bananas were a little over-ripe) 

1 bottle of milk 

No bread (forgot to add that into the bag) 

6 low-fat snack bars (much healthier than those donuts!)  

1 box of Cold Power washing powder (ran out of Fab) 

1 tin of dog food (accidental addition – the customer doesn’t even have a dog)   

 

The packing order reads the following:  

 

 

 

 

 

 

 

 

 

How would this customer feel when they unpacked their order?  

 

A little confused and very upset perhaps. Some changes have been explained, but most have not.  

 

Now imagine how patients feel when they move across health care settings, for example from home to hospital, 

then back again. Multiple medication changes may have occurred during their stay in hospital resulting in their 

medications on discharge differing to those they were taking prior to admission. Some of these changes may 

have been explained, others not, the majority of changes are a result of decisions made for better patient care, 

but errors do occur. These errors, unlike in the scenario above, may cause the patient harm. Miscommunication 

or incomplete information may contribute to the risk of something going wrong.  

 

 

 

4 x red apples         $2.00 

2 x pears         $2.50 

1 x bottle of milk         $2.95 

6 x snack bars         $3.50 

1 x Cold Power (Fab out of stock) $7.00 
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Medication reconciliation is exceedingly more complex than preparing a grocery order. It requires 

communication and collaboration between multiple clinicians, during multiple stages of medication 

management. Medication reconciliation relies on the formalisation of processes to ensure that patients receive 

all intended medicines during their care and that accurate and current medicines information follows them on 

transfer and discharge, regardless of which care setting they are in and who is overseeing that care.   

 

These formal processes include: 

 Collecting information to compile a list of each patient’s current medications  

 Confirming the accuracy of the information collected to achieve a Best Possible Medication History 

(BPMH) 

 Comparing the BPMH with prescribed medicines at every transfer of care; identifying and rectifying 

any discrepancies 

 Supplying accurate medicines information to the patient and next care provider. 

 

Though these processes occur the consistency in which they occur for patients can vary between and within 

services. 

 

The Gap Analysis has been developed to encourage services to review their current medication reconciliation 

processes and identify areas for improvement. It encourages the formation of an action plan to bridge the gap 

between where services would like to be (their target) and where they are now. As medicines are managed by 

clinicians from differing disciplines, the Gap Analysis is best completed by a multidisciplinary team. 

 

To assist with identification of improvement strategies the Gap Analysis been divided into specific process 

tasks enabling services to tailor their action plans, commencing with one or two tasks or targeting the areas of 

greatest need. Determining the current status for each of the specific process tasks may be challenging for 

some services where this data is not routinely collected.  At these services an approximation of current status 

relying on an agreed educated guess may be used as a starting point. Improving data collection to increase 

robustness of improvement reporting should form part of the action plan. The audit tools developed by the CEC 

may assist in collecting some of the required data. 
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THE BEST POSSIBLE MEDICATION HISTORY 

(BPMH) 

 

Rationale 

 
Putting together a BPMH is very important for continuity of care.  

 

Knowing what medicines a patient is regularly taking is important in planning their care.  Decisions can be 

made about whether medicines need to be;  

 Continued: because they are important for the long-term (or even short term) health of the patient (e.g. 

medicines to treat diabetes) 

 Changed: because they are causing side-effects, or aren’t working well enough (e.g. blood pressure 

medicines that are causing low blood pressure, or aren’t reducing blood pressure enough) 

 Withheld: because they are needed in the long term, but may cause problems in the short term (e.g. 

antiplatelet or anticoagulant medicines that might cause bleeding during surgery) 

 Stopped: because they are causing side effects that are unacceptable.   

 

Without a BPMH, decisions about treatment are not as good as they could be, and patients can suffer short 

term and long term harm.   

 

Taking a BPMH is a process that involves: 

(i) Collecting information about the medicines that a patient usually takes. This is usually done by 

interviewing the patient and/or their carer; and 

(ii) Confirming the information that has been collected by gathering information from other sources 

(e.g. looking at the patient’s own medicines, talking with their community pharmacy or GP, finding 

information from previous admissions to hospital). 

 

This process is important since we know from studies that in up to two thirds of patients there are differences 

between the medicines they take prior to admission and the medication ordered at the point of admission
 4

 and 

that around 30% of these differences have the potential
 

to cause harm.
3,4

  

 

In practice, the first medication history taken may not be the BPMH due to a variety of factors. The patient may 

not be able to provide complete information, the carer may not be available, and other information sources may 

be inaccessible. In these cases processes must be in place to ensure a BPMH is completed as soon as 

possible, ideally within 24 hours of admission. The patient may require frequent monitoring until the BPMH is 

completed and the patient’s regular medications ordered.   

 
 

 

 
 
 
 
 
 
 
 
 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

51



 

 

 

Gap Analysis 

 

Target Current Status Action Plan 

A BPMH is taken for _____% of 

patients 

 

  

 

 

 

____% of clinicians receive training 

on how to take a BPMH 

 

 

  

Other: 

 

 

 

  

 

Comments 
_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

Other considerations may include: 

 Where the BPMH is documented? 

 Whether a multidisciplinary approach 

is required 
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MEDICATION RECONCILIATION  

 

Rationale 

 
Medication reconciliation is the process of comparing the medications that are prescribed on a patient’s 

inpatient chart to their BPMH, to make sure that no accidental errors have been made, for example an: 

 Omission, such as accidently leaving out a medication that controls seizures 

 Error, such as prescribing sotalol instead of sorbitol 

 Addition, such as adding patient A’s medications to patient B’s inpatient chart 

 Change, such as prescribing irbesartan 300mg instead of 150mg. 

 

Any differences that are intentional, as a result of a decision by the treating doctor should be clearly 

documented, with an explanation as to why the difference exists e.g.  atenolol stopped due to low blood 

pressure. This documentation reduces confusion, may prevent extra work and may reduce potential medication 

errors. All plans for medicines, including continuation, should be documented. 

 

Any differences that are accidental should be corrected immediately so that no harm occurs to the patient. 

Medication reconciliation should happen at several times during a patient’s hospital stay. This is particularly 

important during admission to hospital as described above, but also during: 

 Transfer within the hospital (e.g. between wards/units) – comparison between current inpatient charts, 

previous inpatient charts and the BPMH 

 Discharge back home or other community care setting – comparison between inpatient charts, 

discharge summary, discharge prescription and the BPMH, and  

 During other error prone times, such as when medication charts are re-written. 
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Gap Analysis 

 

Target Current Status Action Plan 

Medication reconciliation is 

undertaken for ____% of patients 

(Circle relevant):  

On Admission / Transfer / 

Discharge / Other 

 For example, introduce dedicated form to 

facilitate medication reconciliation, 

provide training to clinicians, and 

determine roles and responsibilities. 

____% of clinicians receive training 

on how to conduct medication 

reconciliation 

 

 For example, introduce training into 

orientation programs 

Other: 

 

 

 

  

 

 

 

Comments 
_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Other considerations may include: 

 Where completion of medication 

reconciliation is documented 

 Whether a multidisciplinary approach 

is required 
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INTRA-HOSPITAL TRANSFER  

 

Rationale 

 
When a patient is transferred between wards/units, or even when a new medical team takes over their care, that 

patient is exposed to the risk of medication errors. This is because information may not be effectively 

communicated to the clinicians taking over care.  

 

Studies have found that at least one in six patients have had one or more clinically significant medication 

differences on transfer, for example on transfer from intensive care to a general ward.
5-7

 

 

Particular concern exists when patients are transferred between: 

 Intensive Care Unit (ICU) and general wards 

 Operating Theatres / recovery and general wards 

 General wards and rehabilitation units. 

 

Carrying out medication reconciliation processes are just as important during this phase of patient care, as they 

are during admission and discharge. Good processes to support continuity of medicines management make 

sure that medications are continued as planned, and any changes that have been made deliberately are not 

reversed. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

55



 

 

 

Gap Analysis 

 

Target Current Status Action Plan 

____% of transfer documents 

include a complete list of current 

medicines  

 

  

____% of transfer documents 

include information about all recent 

changes to a patient’s medications 

 

  

____% of clinicians receive training 

on how to communicate and seek 

information regarding current 

treatment plans on patient transfer 

  

Other: 

 

 

 

  

 

 

 

Comments 
_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________ 

 
  

Other considerations may include: 

 How do clinical teams ensure 

continuity of care at patient transfer? 

 What are high risk areas of transfer in 

your service? 
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DOCUMENTATION  

 

Rationale 

 
Clear documentation of the following is important to continuity of care: 

 What medications a patient is on 

 Future plans regarding medications (including short-term medications and monitoring/review 

requirements) 

 The reason behind decisions that have resulted in changes to the patient’s medications. 

 

Documentation needs to be accurate, complete and placed somewhere easily accessible by all clinicians 

involved in the patient’s care. 

 

The information provided needs to be easy to follow and understand. Having this information clearly 

documented reduces the time spent searching for relevant information and preparing documents such as the 

discharge summary. 

 

Gap Analysis 

 

Target Current Status Action Plan 

Documentation of relevant 

medicines information and 

decisions is completed for ____% 

of patients 

 

 For example, policies and procedures are 

developed, documentation is 

standardised 

____% of clinicians receive training 

on how to adequately document 

information to benefit the entire 

clinical team looking after the 

patient 

 

 For example, introduce training into 

orientation programs 

Other: 

 

 

 

  

 

 

 

Comments 
_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________ 

Other considerations may include: 

 How do clinical teams ensure 

continuity of care at patient transfer? 

 What are high risk areas of transfer in 

your service? 
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AFTER-HOURS RE-CHARTING 

 

Rationale 

 
Patients who remain in hospital for extended periods of time eventually need to have their medications re-

written/re-charted on a new medication chart. 

 

This process of re-charting orders has been identified as a high risk time, when errors can be introduced.  Of 

particular concern is re-charting after-hours.  After-hours re-charting is often done by medical officers unfamiliar 

with the patient and their treatment plans. Errors such as transcription errors, omission of therapy, duplication of 

therapy, and accidental changes to medication may easily occur.  These doctors are also often very busy and 

are likely to be frequently interrupted. 

 

Processes to ensure continuity are important when medicines are re-charted.  Taking a moment to double 

check re-written orders against the previous orders and the BPMH, can prevent serious errors.  

 

The need to re-chart after-hours should be an area of concern and efforts should be made to reduce after-

hours re-charting.  

 

The following may be ways to try and reduce after-hours re-charting: 

 Dedicated re-charting times and/or days  

 The need for re-charting is communicated to the attending medical team in advance by nursing staff 

(e.g. through the use of an ‘issues list’). 
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Gap Analysis 

 

Target Current Status Action Plan 

To reduce the incidence of after-

hours re-charting to ____% 

 

 

 For example, policies and procedures are 

developed, documentation is 

standardised 

When after-hours charting does 

occur, reconciliation occurs ____% 

of the time 

 

 For example, introduce training into 

orientation programs 

Other: 

 

 

 

  

 

 

 

Comments 
_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________ 

 
 
  
  

Other considerations may include: 

 How to engage clinicians to re-chart 

medication orders during working 

hours e.g. ‘pager-free’ time dedicated 

for re-charting 
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INFORMATION ON DISCHARGE 

 

Rationale 

 
When a patient is discharged from the hospital it is important to remember that their care is being transferred to 

community health care providers, such as general practitioners, community pharmacists, community nurses, 

residential aged care service staff etc. 

 

It is important that these community health care providers receive accurate and current information so that they 

are able to continue to care for the patient appropriately. This occurs through making sure that: 

 All medications that are to continue are documented in the medication list in the discharge summary 

 Monitoring requirements are documented and communicated in the discharge summary e.g. checking 

INR levels, when antibiotic courses should be finished 

 That the patient has an adequate supply of medicines to continue treatment. 

 

Thorough information, including an explanation of why medications have been stopped, changed or started, 

should be provided. 

 

This practice will also help medical officers to double check the information they are providing. This is important 

as one study showed that 15% of medications intended for continuation were omitted on discharge 

prescriptions
8

, and another showed that 12% of patients had one or more errors in their medication 

prescriptions
9

.  Most significantly, it has been found that patients with one or more medications omitted from 

their discharge summary have 2.31 times the usual risk of readmission
10

.  

 

It is therefore important that the correct information is given so that patient care continues after hospital 

discharge. 
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Gap Analysis 

 

Target Current Status Action Plan 

____% of discharge summaries 

include an accurate list of the 

patient's medicines  

 

  

____% of discharge summaries 

contain an explanation of any 

changes made to the medication 

regime  

  

____% of medical officers receive 

training on how to complete a 

thorough discharge summary 

 

  

Other: 

 

 

 

  

 

 

 

Comments 
_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________ 

 

  

Other considerations may include: 

 Have electronic discharge summaries 

been implemented service-wide? 

 Who can support medical officers to 

complete discharge documents? 
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PATIENT EDUCATION 

 

Rationale 

 
Providing education to patients and giving them information about their medications before they are discharged 

home or back into community care is very important to continuity of care. 

 

Studies have found that at discharge, patients often did not know what medications were prescribed, when 

their follow-up appointments should take place and, in some cases, why they were hospitalised in the first 

place.
11

 

 

Studies have also shown that patients, who have a clear understanding of their post-discharge care plan, 

including how to take their medicines, were 30% less likely to be readmitted or present to an emergency 

department than patients who lacked this information.
12

 

 

It is important that patients and/or carers are given the following before they leave the hospital: 

 A medication list containing all the medications they are to continue taking, how to take them, and 

what they are for 

 Education regarding any changes to their medications, including if any have been stopped, changed 

or newly started. 

 

Giving patients and/or carers the right information and counseling is important to continuity of medication 

management, and allows patients and their carers to play an active role in their treatment plans. 
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Gap Analysis 

 

Target Current Status Action Plan 

____% of patients are educated 

and/or given medicines information 

at discharge  

 

  

____% of patients receive a 

medication list at discharge 

 

 

  

____% of clinicians receive training 

on the principles of clear health 

communication  

 

  

Other: 

 

 

 

  

 

 

 

Comments 
_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________ 

  

Other considerations may include: 

 Are sufficient resources available for 

delivery of this process? 

 Whether a multidisciplinary approach 

is required 
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GAP ANALYSIS SUMMARY 

 

Target Current Status Action Plan 

A BPMH is taken for _____% of 

patients 

 

 

 

 

 

 

____% of clinicians receive training 

on how to take a BPMH 

 

 

  

 

 

 

Medication reconciliation is 

undertaken for ____% of patients 

(Circle relevant):  

On Admission / Transfer / 

Discharge / Other 

  

____% of clinicians receive training 

on how to conduct medication 

reconciliation 

 

  

____% of transfer documents 

include a complete list of current 

medicines  

 

  

____% of transfer documents 

include information about all recent 

changes to a patient’s medications 

 

  

____% of clinicians receive training 

on how to communicate and seek 

information regarding current 

treatment plans on patient transfer 

  

Documentation of relevant 

medicines information and 

decisions is completed for ____% 

of patients 

 

  

____% of clinicians receive training 

on how to adequately document 

information to benefit the entire 

clinical team looking after the 

patient 

 

  

To reduce the incidence of after-

hours re-charting to ____% 
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Target Current Status Action Plan 

When after-hours charting does 

occur, reconciliation occurs ____% 

of the time 

 

  

____% of discharge summaries 

include an accurate list of the 

patient's medicines  

 

  

____% of discharge summaries 

contain an explanation of any 

changes made to the medication 

regime  

 

  

____% of medical officers receive 

training on how to complete a 

thorough discharge summary 

 

  

____% of patients are educated 

and/or given medicines information 

at discharge  

 

  

____% of patients receive a 

medication list at discharge 

 

 

  

____% of clinicians receive training 

on the principles of clear health 

communication  
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IMPLEMENTATION FLOWCHART 

 

 

Lack of formal medication reconciliation process identified 

Approach relevant executive sponsor and/or committee for approval to proceed with quality 

improvement e.g. Drug and Therapeutics Committee, Patient Safety and Quality Committee 

 

Approval 

obtained 

Identify area of hospital to commence improvement activity and conduct baseline audit   

Feedback audit results to executive  

 

Engage multidisciplinary implementation committee, from small area of 

hospital chosen, using baseline data 

 

Conduct diagnosis of issues using Clinical/Quality Practice 

Improvement methods 

Develop strategies and design new process methods 

Test strategies, measure, adjust, re-test and re-measure 

Spread to other areas using the same method 

Decision 

to spread 

Include strategies to 

sustain change e.g. 

embed into usual 

practice, monitor as part 

of practice 

 



 

 

APPENDIX B 

 

This appendix contains the following tools which may assist with improving practice: 

 Framework for Medication Reconciliation 

 Guide to Mapping Your Current Medication Reconciliation Process 

 Guide for Determining Roles, Responsibilities and Documentation Requirements 

 Local Operating Procedure  

 Frequently Asked Questions 

 MMP Example 

 Patient Medication List Examples 
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What this Means 

for Patients 
Actions Required by NSW Health Services 

Collect 
 Information to Compile a 

Medication History 

 

 

 

 

Enables patients to 

communicate how they 

actually use their 

medications  

 

1.1 A system is in place which ensures all patients admitted to hospital 

have a medication history interview conducted by the end of the next 

calendar day 

1.2 A standardised form for documenting the information obtained from 

the interview should be made available to clinicians 

1.3 Clinicians are trained in how to compile a Best Possible Medication 

History (BPMH) 

1.4 The information documented is made available at the point of care 

 

Confirm 
Accuracy of the History 

 

 

Medication treatment 

decisions are made in 

reference to accurate, 

current and 

comprehensive medicines 

information 

 

2.1 A systems is in place which ensures a medication history is 

confirmed with at least one additional source of medicines 

information  

2.2 There is a procedure for documenting the source/s and date of the 

medication history confirmation  

 

 

Compare 
Medication history with 

prescribed medicines and 

identify and rectify any 

discrepancies 

 

 

 

 

 

Patients receive all 

medications intended to 

continue while in hospital 

 

 

 

3.1 A system is in place for documenting and reconciling current 

medicines at all transfers of care, including: 

- Admission 

- Transfer 

- Discharge 

3.2 There is a procedure for documenting and communicating any 

discrepancies which have been identified or rectified 

3.3 Roles and responsibilities for each health care team member are 

assigned 

 

Supply 
Accurate medicines 

information to the patient 

and next care provider 
 

 

 

 

Patients and their next 

care provider receive 

accurate medicines 

information when 

concluding an episode of 

care 

 

4.1 A system is in place that generates and distributes a current and 

comprehensive medication list, including any explanation of changes 

and any ongoing medication management requirements 

4.2 A current and comprehensive medicines list is provided to the patient 

and/or carer in a patient friendly format 

4.3 A current and comprehensive medicines list is provided in the 

discharge summary for the next care provider 

 

Monitor 

Practice 

  

 

 

Health services monitor 

performance and strive to 

improve processes 

 

 

5.1 Annual audit to determine compliance with obtaining patients’ BPMH 

5.2 Annual audit to determine compliance with providing medication lists 

to patients 

5.3 Annual audit to determine quality of medication information provided 

to patients and community health care providers 

5.4 Results of audit and review are reported back to clinicians to drive 

change 

5.5 Clinicians are educated on the need for a formal medication 

reconciliation process 

 

Ensuring Continuity 

of Medication 

Management 

FRAMEWORK FOR MEDICATION  

RECONCILIATION 

 

This  Framework  has been deve loped to gu ide NSW Heal th  Serv ices in                     

formal is ing medicat ion reconci l ia t ion  processes  

 

 



 

 

 

 

 

 

 

 

 

GUIDE TO MAPPING YOUR MEDICATION 

RECONCILIATION PROCESS 

 

 

 

Mapping your current medication reconciliation process will 

identify (1) current roles and responsibilities of each member of 

the health care team at admission, transfer and discharge; (2) 

current successful medication reconciliation practices; (3) 

potential failures and (4) unnecessary gaps in the process.  

 

The flowchart created from the mapping activity will inform 

redesign and improvement strategies.  

 

Mapping session 

In order to successfully map out and create a flowchart of the 

process all members of the health care team with a role in 

medication management should be involved. This includes 

those who prescribe, dispense, administer, or supply 

medication or medicines information.  

 

Organise a session time that will suit the majority of identified 

clinicians. Ensure that you provide enough time to complete the 

mapping process and for planning follow up sessions. If 

possible, engage a facilitator who is familiar with quality 

improvement tools and experience in previous mapping 

sessions. 

 

 

 

 

 

 

Creating the flowchart 

The aim of process mapping is to have a clear common 

understanding of what is actually occurring, not what should be 

or what participants would like to see happen. It can be useful 

to start with a high level flow map (five to ten steps), to outline 

the scope of the process before completing a more detailed 

map (see Flowchart example overleaf). 

  

 

 

 

Suggested materials  

Producing the process map during the session is made 

easier by using the following materials: 

 Butchers paper 

 Post-it notes 

 Marker pens 

 Blue tack 

 

 

Mapping session questions continued 

 By whom, where and how is the medication history 

documented? 

 Who documents the plan for the pre-admission 

medications and where is it documented? 

 When and by whom is the inpatient medication chart 

written? 

 Is the medication history compared to the medications 

ordered on the medication chart – during the 

prescribing, administering or reviewing process? 

 How are identified discrepancies documented and 

actioned? 

 Where are explanations regarding changes to 

medications documented during the admission? 

 How is the plan for medicines communicated when the 

patient is transferred to another ward? 

 When is the plan for medicines on discharge decided 

and how and where is it documented? 

 When and by whom is the discharge summary 

medication list prepared? 

 Are the medicines on the medication history, 

medication chart and discharge plan used to 

compile/check the discharge medication list? 

 Is the discharge summary medication list verified by 

another clinician? 

 How are patients who would benefit from a patient 

medication list identified? 

 Who is responsible for providing this list and how is it 

produced? 

 Who is responsible for counselling patients about 

new/changed/ceased medications on discharge? 

 Is there a difference in the process on weekends 

compared to weekdays? 

 

 

 

Mapping session questions 

The following questions may be used during the mapping 

session to probe for information: 

 What process is followed to obtain the medication 

history? 

 What sources of information are used? 

 If a thorough history cannot be obtained what 

occurs? 

 

 

 

After the session is complete the flowchart created in the 

mapping session should be confirmed by the health care 

team. A flowchart (produced in Word® or Visio® if available) 

should be created and distributed to all session participants 

and to any team members that were not able to attend for 

confirmation and further comment. 

 



 

 

 
Analysing the process 

Once the flowchart has been agreed upon the team should 

analyse the process map.  Questions to ask include: 

 What are the things that can go wrong within each step? 

 How much error correction/re-work is being carried out? 

 Are we doing the right things in the process? 

 Are we doing things in the right order? 

 Are the right/best people doing it? 

 Is the process producing the results we want? 

 Is the process cost and time effective? 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

Redesigning the process 

The potential failures and gaps in the process identified during 

the analysis should be prioritised and used to redesign the 

process. A number of quality improvement tools can be used to 

assist with identification and prioritisation (refer to the CEC CPI 

Program for quality tools).   

 

Key aspects to consider when redesigning the process are: 

 Having a single list of medicines as the source of truth 

available to all members of the team 

 Outlining the roles and responsibilities of team members 

in each ward/ unit 

 Standardising and simplifying the process 

 Making the right thing to do the easiest thing to do. 

 

 

 

 

 

 

 

 

Flowchart example 

 

 

Detailed Level Flow – Current Practice
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Medication Reconciliation at admission

Patient presents 
to Emergency 

Department (ED)

Medical history including 
current medications is 

recorded

Medications are 
prescribed and 

administered to patient

Patient 
discharged

Patient 
admitted to 

ward

High Level Flow

Patient 
admitted to 

Ward

Nurses review medication orders 
prior to administering 

medications. Any discrepancies 
or issues identified are resolved 

with the prescriber

Medical Team 
reviews medication 
information from 

ED physician. 

Pharmacist may (if patient high 
risk) interview the patient/carer 
to obtain a thorough medication 
history, confirming the 
information by using at least 2 
sources

Medical Team checks medication 
information with the patient if able.

May ask family to bring in patients own 
medications from home. May 

occasionally ring GP or community 
pharmacist for information.

Patient/Carer able to 
provide medication 
history information

Yes

May make changes to 
medications directly 

onto medication 
chart. May record and 
clarify change in the 

progress notes

No standard consistent process for 
physicians to document and 

communicate prescribing decisions 
making it difficult to determine 
actual medication history and 

ordering decisions

Pharmacist documents the 
medication history on the 

front of the inpatient 
medication chart or a 

dedicated form

Pharmacist reviews 
medication orders. Any 
discrepancies or issues 
identified are resolved 

with the prescriber.

Only some patients may have a 
thorough medication history 

documented by the pharmacist. 
Increased time spent clarifying 

discrepancies as prescribing 
decisions are unclear.

Often the medication history and 
prescribing decisions are 

unavailable at the point of care for 
nurses to identify reconciliation 

discrepancies.
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INTRODUCTION 

 

Though straightforward in concept, the process of implementing medication reconciliation across health 

services is complex.  It relies heavily upon multidisciplinary teamwork and effective communication. The roles 

and responsibilities for each participant in the process need to be clearly defined. These roles and 

responsibilities may change depending on the needs or vulnerability of the patient, the transfer of care being 

undertaken and the clinical mix of available staff.  Each clinical area should determine the roles and 

responsibilities for each member of their health care team. 

 

This guide is designed to be used by health care teams to assist them to clearly define the team roles and 

responsibilities with respect to medication reconciliation at admission and discharge. All members of the health 

care team who have a role in medication management should be involved in the decision making process. This 

includes those who prescribe, dispense, administer, or supply medication or medication information.  

 

Clearly defining roles and responsibilities will ensure that all essential steps of the medication reconciliation 

process are completed for every patient. This guide assists team members to recognise who is accountable for 

each step, who has delegated responsibility and who has a shared responsibility in ensuring the step is 

completed.  This will reduce errors and patient harm that occurs from incomplete, haphazard processes that 

are reliant on individual health care professionals. The guide also prompts health care teams to consider roles 

and responsibilities at vulnerable times, that is, times when continuity may be at risk e.g. after hours, on 

weekends and on public holidays. 

 

This guide will assist members of the health care team understand that they are jointly and individually 

responsible for making sure that each step of the medication reconciliation process is completed. 

 

Definitions 
Accountable 

Required or expected to justify actions or decisions of assigned responsibilities, cannot be delegated.  

 

Delegated Responsibility 

Having an obligation to do something as part of one’s job or role (may or may not be accountable for the 

responsibility). 
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ADMISSION 

 
When a patient is admitted to hospital, it is important that a best possible medication history (BPMH) is 

obtained at the time of admission, or as early as possible in the episode of care. This will make sure that 

appropriate medication management is in place, and continuity is achieved.  

 

This history forms a fundamental part of the patient’s medication management plan during admission, and 

should be consulted and reconciled against prescribed medicines and treatment plans. 

 

Several processes are required during this phase of transition to ensure continuity of medication management. 

These include: 

1. Obtaining and documenting a BPMH 

2. Documenting plans for medications on admission 

3. Comparing the BPMH to prescribed medicines and resolving discrepancies 

 

NB: The BPMH is more comprehensive than a primary medication history which may be the initial history taken 

in the Emergency Department. 
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Obtaining and Documenting a BPMH 
Rationale 

The first step to achieving continuity of medication management is to take a BPMH. 

 

Putting together the BPMH is very important for continuity of medication management since information about 

the medications taken prior to admission, previous adverse drug events and other related information affects 

treatment options and decision making throughout the patient’s care.  

 

Taking a BPMH requires that the most accurate and complete medication history be taken at the point of 

admission, or as early as possible in the episode of care.   

 

Process Required 

Obtaining a BPMH involves collecting medication information (this should include a patient/carer interview 

whenever possible) and confirming the information obtained with at least one other source of information. 

Information obtained includes: 

 Information about previous adverse drug events and allergies 

 A list of medications and the source of the information. 

 

Knowledge and Skills Required 

The clinician responsible for obtaining and documenting the BPMH should have: 

 A general knowledge of types and names of medications, medication related information and 

requirements for a BPMH (e.g. generic/brand name, strength, dose, dose form, route, administration 

schedule as actually taken by the patient, duration of therapy and indication according to the patient) 

 Patient interviewing skills for obtaining an accurate medication history 

 An awareness of the sources of medication history information and their limitations  

 Communication skills for contacting community health care providers to obtain a medication history 

(e.g. general practitioners, community pharmacist, specialists)  

 An ability to gather information from a collection of sources and decipher what is actually taken by a 

patient 

 An ability to probe the patient/carer about medications that may have been omitted (e.g. by using a 

checklist) and an ability to recognise omissions from knowledge of a patient’s medical conditions (e.g. 

patient has asthma but there are no inhalers documented) 

 An ability to know when sufficient information has been gathered to compile a BPMH 

 An ability to recognise the inability to validate a BPMH and to communicate this to other team 

members for follow up 

 An ability to communicate and work within a multidisciplinary team.  

 

Clinician Responsible for Obtaining and Documenting a BPMH 

Health care teams should decide who is accountable for ensuring the BPMH is documented (this accountability 

cannot be delegated), who has the delegated responsibility to undertake the process (i.e. collect, confirm and 

document the BPMH) and who has a shared responsibility to ensure these steps are completed. This decision 

should be made in collaboration with all team members. The proposed decision should be communicated to all 

clinicians within the team to make sure everyone is aware of their role and responsibilities.  

The team member responsible may differ depending on the time of day or week. Consider who is responsible 

after hours, on weekends and on public holidays. The clinician responsible for taking a BPMH may be different 

to the clinician who takes the initial medication history.  
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Time Clinician/s Responsible 

Business Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

After Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

Weekend and Public Holidays Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 
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Potential Areas for Documentation 

The BPMH must be documented so that it is available at the point of care. It needs to be readily available in a 

consistent location to all team members so that they are able to access it for information, to compare it with 

prescribed medicines at every transfer of care and to be able to contribute to decision-making. Considering 

this the health care team should decide where and how the BPMH is documented.  

 

Please note that the National Safety and Quality Health Service (NSQHS) Standards recommend the use of a 

standard form with prompts to guide obtaining a BPMH. 

 

U = already used in standard practice and considered appropriate 

N = used in standard practice but not meeting needs 

R = considered appropriate and requires incorporation into standard practice 

 

Potential Areas for Documentation Implementation (U/N/R) 

NSW Medication Management Plan (MMP) 

 

 

 

Other endorsed form:______________________ 

 

 

 

Front of the National Inpatient Medication Chart (NIMC) 

 

 

 

Electronic form (e.g. PowerForm) 

 

 

 

Other: ___________________________________ 
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Documenting Plans for Medications on Admission  
Rationale 

A patient’s medications are frequently changed when they are admitted to hospital. The majority of these 

changes are a result of decisions made for better patient outcomes. Errors, however, do occur.  Documenting 

intentional changes made to medications reduces confusion, reduces rework and improves detection of 

unintentional changes. 

 

Documenting the intention for each medication in the BPMH (i.e. whether the medication is to continue, 

continue with changes, cease or be withheld) facilitates reconciliation with the active medication orders. 

Ensuring each medication is accounted for reduces common errors of omission. 

 

Documenting the reasons for changes made to medications facilitates the communication of this information at 

discharge. Informing the next health care provider of the rationale for the changes made reduces the likelihood 

of these changes being reversed. 

 

Process Required 

The prescriber should use the BPMH when determining the medications to be prescribed on admission. Each 

medicine in the BPMH should be considered in the context of the patient and their presenting condition. 

Prescribing decisions should be clearly documented in a consistent manner, preferably next to each 

medication in the BPMH. 

 

Potential Areas for Documentation 

The health care team should discuss all available options and decide on what practice should be used as the 

standard to ensure consistency. As it is preferable that the prescribing decision is documented for each 

medication in the BPMH the health care team may wish to choose the same document that has been selected 

to document the BPMH. 

 

Please note that the NSQHS Standards recommend the use of a standard form to support the reconciliation 

process. 

 

U = already used in standard practice and considered appropriate 

N = used in standard practice but not meeting needs 

R = considered appropriate and requires incorporation into standard practice 

 

Potential Areas for Documentation Implementation (U/N/R) 

NSW Medication Management Plan (MMP) 

 

 

 

Other endorsed form:______________________ 

 

 

 

Front of the National Inpatient Medication Chart (NIMC) 

 

 

 

Electronic form (e.g. PowerForm) 

 

 

 

Other: ___________________________________ 
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Comparing the BPMH to Prescribed Medicines and Resolving 

Discrepancies 
Rationale 

Once a BPMH has been obtained and the plan for each medication documented, it should be compared 

against any prescribed medicines to make sure that no unintentional omissions, additions or changes have 

been made to the patient’s medication regimen. Any discrepancies identified should be discussed with the 

prescriber and resolved with accompanying documentation as relevant.  

 

Process Required 

The BPMH should be reconciled (or compared) against prescribed medicines taking into consideration the plan 

that has been determined for each medication. 

 

Any unexplained discrepancies should be further explored and/or discussed with the appropriate clinician. The 

discrepancy should be rectified by the prescriber by adjusting the order or by documenting the reason for the 

change if it is intentional. 

 

Documenting that the process of reconciliation has been completed reduces rework. 

 

NB: Though the prescribing medical officer should routinely reconcile the BPMH during prescribing, if possible, 

a clinician independent to the prescriber should undertake the formal reconciliation process, ideally within 24 

hours of admission. Documentation should ideally be made where the BPMH is also documented. 

 

Knowledge and Skills Required 

The clinician responsible for comparing the BPMH to prescribed medicines should have: 

 A general knowledge of medications, their indications and appropriate dosing 

 Knowledge of the patient’s medical conditions – both the patient’s past medical history and his or her 

presenting condition upon hospital arrival 

 An understanding of what constitutes a medication discrepancy 

 An ability to review the BPMH, documented planned changes to medications and active inpatient 

medication orders to identify medication discrepancies 

 An ability to determine when and how to contact a prescriber about a discrepancy (clinical judgment 

regarding the urgency of the discrepancy) 

 An ability to communicate discrepancies to the prescriber and facilitate resolution of the discrepancy. 

 

Clinician Responsible for Comparing the BPMH to Prescribed Medicines and Resolving 

Discrepancies 

Health care teams should decide who is accountable for ensuring the BPMH is compared to the prescribed 

medicines, who has the delegated responsibility to undertake the comparison, identification and resolution of 

discrepancies, and who has a shared responsibility to ensure this step is completed. This decision should be 

made in collaboration with all team members. The proposed decision should be communicated to all clinicians 

within the team to make sure everyone is aware of their role and responsibilities.  

 

The team member responsible may differ depending on the time of day or week. Consider who is responsible 

after hours, on weekends and on public holidays.  

 

The health care team should also discuss how to trigger the completion of this step as it is reliant on the 

completion of the previous step (obtaining a BPMH) and the completion of the inpatient medication orders. 
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Time Clinician/s Responsible 

Business Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

After Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

Weekend and Public Holidays Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

 
How will the person delegated responsibility for completing this step be informed that the required information 

(i.e. BPMH and inpatient medication orders) is available? 

__________________________________________________________________________ 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 

__________________________________________________________________________ 
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DISCHARGE 

 
Patients/carers and community health care providers must be supplied with accurate medicines information at 

discharge to enable them to continue the safe and effective use of medicines.  

 

Several processes are required at the point of discharge to ensure continuity of medication management. 

These include: 

1. Reconciling discharge medications 

2. Communication of medication changes and plans 

3. Supply of medicines information to patients/carers 
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Reconciling Discharge Medications 
Rationale 

Just as reconciling medications soon after admission is important to continuity of care and making sure the 

right medications are given during the patient’s stay, reconciling medications prior to discharge is important in 

making sure the patient leaves the hospital on the right medications. It ensures that medications are continued 

as they need to be, and promotes clinical review of medications prior to discharge i.e. checking if certain 

medications should be re-started or stopped before discharge. 

 

This process will reduce the potential of adverse events associated with medication errors and subsequent 

readmissions. 

 

Process Required 

The process of medication reconciliation at discharge should include comparison of the patient’s medication 

list upon admission (the BPMH), the current medication orders, any ongoing plan for medicines at discharge 

and the discharge medication order/summary. The MMP (or other sources of information) should be referred to 

in order to determine changes to ‘prior to admission’ medications and the reason for the change during the 

admission. 

 

The following should be considered when reconciling medications prior to discharge: 

1. Need to re-start any medications that had been withheld 

2. Need to cease any medications that were specific to inpatient treatment 

3. Need to review currently prescribed medications and the plan for discharge 

4. Any unexplained discrepancies that are found should be further explored and/or discussed with 

the prescriber. The discrepancy should be rectified by the prescriber adjusting the discharge 

summary or by documenting the reason for the change if it is intentional. 

 

To prevent delays on discharge, the medication plan for discharge should occur at the time the discharge 

decision is made. 

 

NB:  Though the prescriber is responsible for reviewing the medications at discharge and determining the plan 

for ongoing management, if possible a clinician independent to the prescriber should undertake the formal 

reconciliation process.  

 

Knowledge and Skills Required 

The clinician responsible for reconciling discharge medications should have: 

 Advanced knowledge of medicines, their indications and appropriate dosing 

 Knowledge of the patient’s medical conditions – both the patient’s past medical history and his or her 

current discharge condition  

 An understanding of what constitutes a medication discrepancy 

 An ability to review a BPMH, documented planned changes to medications, current medication orders 

at discharge and the discharge medication order/summary to identify medication discrepancies 

 An ability to recognise in-hospital formulary changes and medications specific to inpatient treatment 

 An ability to communicate discrepancies to the prescriber and facilitate resolution of the discrepancy 

 An ability to identify changes to ‘prior to admission’ medications.  
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Clinician Responsible for Reconciling Discharge Medications 

Health care teams should decide who is accountable for ensuring that medications are reconciled on 

discharge, who has the delegated responsibility to undertake the reconciliation and resolution of discrepancies, 

and who has a shared responsibility to ensure this step is completed. This decision should be made in 

collaboration with all team members. The proposed decision should be communicated to all clinicians within 

the team to make sure everyone is aware of their role and responsibilities.  

The team member responsible may differ depending on the time of day or week. Consider who is responsible 

after hours, on weekends and on public holidays.  

The health care team should also discuss how to trigger the completion of this step as it is reliant on the 

decision to discharge, the ongoing plan for management and the completion of the discharge medication 

order/summary. 

 

Time Clinician/s Responsible 

Business Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

After Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

Weekend and Public Holidays Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

 

How will the person delegated responsibility for completing this step be informed about the decision to 

discharge and that the required information (i.e. ongoing plan and discharge summary) is available? 

__________________________________________________________________________ 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

84



 

 

 

Communication of Medication Changes and Plans 
Rationale 

Information on the patient’s medication regimen should be communicated to community health care providers 

at the point of discharge, in a way that is simple to comprehend, and in a timely manner. Clinicians such as 

GPs, community pharmacists and residential aged care facility nursing staff, require clear, accurate and 

comprehensive medicines  information to provide continuity of care and reduce the risk of a medication error 

occurring.  

 

Providing clear information will help community health care providers support their patients with their ongoing 

medication management needs and avoid unplanned readmissions due to medication errors. 

Process Required 

The following information should be provided on the discharge summary:  

1. A verified list of the patients most current medications (after discharge reconciliation) including 

medication name, strength, dose, frequency, route and indication for use 

2. A list of any ‘prior to admission’ medications ceased during the admission 

3. A clear explanation of any medication changes that have occurred e.g. rationale for ceasing, 

changing doses or initiating new medications 

4. Monitoring or clinical review requirements 

5. Recommendations for improving medication management e.g. dose administration aids, home 

medicines review (HMR) 

6. Ongoing medication management plans e.g. date to restart or cease medication, the need to 

titrate to optimal treatment dose etc. 

7. Any adverse drug reactions. 

 

NB:  Although the prescriber is responsible for completing the discharge summary and confirming the 

medication list and plan at discharge, the verification and compilation of the discharge medication list and 

medication plan may be a shared responsibility between the prescriber and other members of the clinical team.  

 

Knowledge and Skills Required 

The clinician responsible for communicating medication changes and plans should have: 

 The same knowledge and skills required for reconciling discharge medications  

 An ability to recognise and communicate patient specific continuing medication management needs.   

 

Clinician Responsible for Communicating Medication Changes and Plans 

Health care teams should decide who is accountable for ensuring the medication plan is communicated, who 

has the delegated responsibility to document all the medication information required, and who has a shared 

responsibility to ensure this step is completed. This decision should be made in collaboration with all team 

members. The proposed decision should be communicated to all clinicians within the team to make sure 

everyone is aware of their role and responsibilities.  

 

The team member responsible may differ depending on the time of day or week. Consider who is responsible 

after hours, on weekends and on public holidays.  

 

The health care team should also discuss how to trigger the completion of this step as it is reliant on the 

completion of the previous step (reconciling discharge medications). 
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Time Clinician/s Responsible 

Business Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

After Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

Weekend and Public Holidays Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

 

How will the person delegated responsibility for completing this step be informed that the discharge 

reconciliation has occurred (i.e. the list of the patient’s current medications has been verified)? 

__________________________________________________________________________ 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 
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Supply of Medicines Information to Patients / Carers 
Rationale 

Providing medicines information to patients and/or carers is very important in ensuring continuity of medication 

management and the safe and quality use of medicines following discharge.  

 

Several studies have shown that patients provided with the appropriate knowledge have a reduced risk of 

medication adverse events and associated hospital readmissions. 

 

It is important that patients and/or carers know why certain medications have changed, why new medications 

have been started and why old medications have been stopped. Giving them this information makes sure they 

know how to take their medication when they leave the hospital and reduces the chance of medication 

misadventure. 

 

Process Required 

Patients/carers should be provided with information about their medication at the time of discharge. Two areas 

should be addressed: 

1. What medications need to be continued, have changed and/or ceased following discharge 

2. Specific information regarding new and/or high risk medications. 

Of particular consideration are patients who have had new medication/s initiated during their admission; those 

with multiple medications (more than five); those who have had medication related adverse events; or those 

requiring treatment with a high-risk medication.  

 

Medication lists/profiles or cards should be provided to patients; including information on the medications to be 

taken, how to take them and what they are for.  

 

Knowledge and Skills Required 

The clinician responsible for supplying medicines information should have:  

 An ability to communicate effectively with patients and caregivers with varying levels of health literacy 

 An ability to use the ‘teach back’ technique to confirm understanding 

 An ability to determine the most important information required by the patient/carer to ensure safe 

ongoing medication management 

 An ability to identify and refer patients that may require additional assistance with their medication in 

the community.  

 

Clinician Responsible for Supply of Medicines Information 

Health care teams should decide who is accountable for ensuring patients are provided with medicines 

information, who has the delegated responsibility to provide this information, and who has a shared 

responsibility to ensure this step is completed. This decision should be made in collaboration with all team 

members. The proposed decision should be communicated to all clinicians within the team to make sure 

everyone is aware of their role and responsibilities.  

 

The team member responsible may differ depending on the time of day or week. Consider who is responsible 

after hours, on weekends and on public holidays.  
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Time Clinician/s Responsible 

Business Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

After Hours Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 

 

 

Weekend and Public Holidays Accountable: 

 

 

Delegated Responsibility: 

 

 

Shared Responsibility: 
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Potential Resources for Provision of Patient Medication Lists 

There are several methods to provide patients /carers with medication lists. The care team should discuss all 

available options and decide which to incorporate into standard practice. 

 

The list provided to the patient should be in a patient friendly format i.e. easily understood, have no abbreviated 

directions or Latin, and contain an easy to follow administration schedule. Lists provided to patients must 

match the list on the discharge summary provided to their community health care provider.  

 

Clinicians should be aware of and have access to the resources available to provide specific information on 

new and/or high risk medications e.g. Consumer Medicine Information leaflets, warfarin booklets, instructions 

for medication device use etc. 

 

U = already used in standard practice and considered appropriate 

N = used in standard practice but not meeting needs 

R = considered appropriate and requires incorporation into standard practice 

 

Potential Resources Implementation (U/N/R) 

Computer generated medication lists/profiles 

 

 

 

Medication cards with written information 

 

 

 

Access to specific medication information is available to clinicians e.g. via 

CIAP or NPS MedicineWise 

 

 

 

Other comments: 

__________________________________________________________________________ 

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________

__________________________________________________________________________ 
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ROLES AND RESPONSIBILITIES SUMMARY 

 

Role Time Clinician/s Responsible 

Who can obtain and 

document a BPMH? 

Business Hours Accountable: 

 

Delegated Responsibility: 

 

Shared Responsibility:  

 

After Hours  

Weekend and Public 

Holidays 

 

Who can compare the 

BPMH with prescribed 

medicines and resolve 

discrepancies? 

 

Business Hours Accountable: 

 

Delegated Responsibility: 

 

Shared Responsibility: 

 

After Hours  

Weekend and Public 

Holidays 

 

Who can complete 

medication reconciliation on 

discharge? 

Business Hours Accountable: 

 

Delegated Responsibility: 

 

Shared Responsibility: 

 

After Hours  

Weekend and Public 

Holidays 

 

Who can communicate 

medication changes and 

plans at discharge? 

Business Hours Accountable: 

 

Delegated Responsibility: 

 

Shared Responsibility: 

 

After Hours  

Weekend and Public 

Holidays 

 

Who can supply medicines 

information to 

patients/carers? 

Business Hours Accountable: 

 

Delegated Responsibility: 

 

Shared Responsibility: 

 

After Hours  

Weekend and Public 

Holidays 
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PREAMBLE 

 

Unintentional changes to patients’ medications at transfers of care can result in considerable harm and have 

been linked to poorer health outcomes, increased hospital readmission and mortality.
1

 Medication reconciliation 

is a strategy that has been shown to improve the continuity of medicines management, reducing medication 

errors by 70% and adverse events by over 15%.
2

  

 

The Australian Commission on Safety and Quality in Health Care has identified discontinuity of medication 

management as an issue for patient safety and has included medication reconciliation in the National Safety 

and Quality Health Service Standards. In line with these standards, NSW Health has adopted medication 

reconciliation as best practice, and has included the process in their medication management policy 

(PD2013_043 Medication Handling in NSW Public Health Facilities).   

 

This local operating procedure specifies how NSW public health services can apply and achieve medication 

reconciliation in line with National Standards and NSW Health policy. 

 

SCOPE 

 

This local operating procedure applies to staff that prescribe, dispense, administer or supply medication or 

medication information to hospital inpatients. These include:  

 

Medical Officers (MO) 

Nurse Practitioners (NP) 

Pharmacists  

Registered Nurses (RN) 

 

This local operating procedure details the process of medication reconciliation, a key component in continuity 

of medication management. It should be applied in conjunction with any local policy or procedures pertaining 

to medication reconciliation and read in the context of wider medication management policy.    
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OVERVIEW 

 

Medication reconciliation is a process that ensures patients receive all intended medicines by making sure 

accurate, current and comprehensive medicines information follows them at all transfers of care. It reduces 

adverse drug events by mitigating common errors of transcription, omission, commission and duplication.  

 

Medication reconciliation involves four steps: 

1. Collecting information to compile a Best Possible Medication History (BPMH) 

 This should include whenever possible a structured interview conducted at admission with the 

patient and/or carer by an appropriately trained clinician to obtain and document the patient’s 

current pre-admission medications, including previous adverse drug reactions and allergies, and 

any recently ceased or changed medications. 

 

2. Confirming the accuracy of the information 

 Using at least one additional source of medication information to verify the information obtained. 

 

3. Comparing the history with prescribed medicines at every transfer of care 

 Compare the patient’s BPMH with their prescribed inpatient medication orders on admission, 

transfers between wards/units, transfers between hospitals and on discharge. Check that changes 

are clinically appropriate and documented 

 Where there are discrepancies, these should be discussed with the prescribing medical officer 

then rectified by the medical officer either by, adjusting the currently prescribed medication to 

reflect the intended treatment (unintentional), or by documenting the reason for the changes to the 

therapy (intentional). 

 

4. Supply accurate medicines information to the patient and next care provider 

 An accurate and complete list of the patient’s medications is supplied to the patient and/or carer 

and the next care provider 

 Information about any changes that have been made to medicines and any ongoing therapeutic 

plan for medicines is also supplied.  

 

Medical officers, nurses, pharmacists and patients/carers all have a role in the medication reconciliation 

process.  
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DEFINITIONS 

 

Best Possible Medication History (BPMH) 
As accurate a list as possible of a patient’s current medications taken prior to admission. The BPMH should be 

compiled from an interview with the patient or the patient’s carer whenever possible and confirmed with at least 

one other source of information.  

 

Medication Discrepancy 
A divergence or disagreement between medication lists that includes transcriptions, omissions, commissions, 

duplications and undocumented changes. 

  

 

Medication Management Plan (MMP) 
An approved standardised form used to facilitate accurate documentation and communication of information 

related to medicines. This form is used to document medications taken prior to admission, changes to 

medications during admission, medication reconciliation on admission and any medication issues and actions 

taken during the patient’s episode of care. This information can be referred to during the patient’s episode of 

care and used to inform the preparation of the discharge summary and prescriptions at the time of discharge. 

This form must be kept with the active medication charts throughout the patient’s admission. 
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PROCEDURE 

 

This procedure outlines the steps required to complete a formal medication reconciliation process and provides 

guidelines for documentation of medication reconciliation. Roles and responsibility for each step will need to be 

defined locally as this may vary depending on the workforce skill mix available in each ward/unit.  

 

Medical officers, nurse practitioners, pharmacists and registered nurses undertaking medication reconciliation 

shall as a minimum have completed training in taking a BPMH and completed the HETI online learning modules 

on Continuity in Medication Management. It is highly recommended that all staff undertaking medication 

reconciliation be assessed as competent before being assigned roles and responsibilities. Registered nurses 

may require further training and support from pharmacy and medical staff.  

 

Step 1 – Collect Information 
1. Conduct a medication history interview with the patient or carer at the time of admission or as soon as 

possible in the episode of care. (Responsibility – medical officer, nurse practitioner, pharmacist or 

registered nurse).  

 

1.1. To facilitate the interview, patients should be encouraged to bring all medications, prescriptions and 

repeats with them into hospital. These medications should not be sent home with relatives/carers, but 

should be stored securely for review/reissuing/relabelling by the pharmacist on discharge. 

 

1.2. Follow an interview guide (refer to the CEC BPMH Interview Guide), use a checklist and language that 

the patient/carer understands. 

 

1.3. Document the information obtained from the interview on a standardised form such as the MMP (or 

electronic equivalent). 

 

1.3.1. Record:  

 Patient details 

 Date of documentation 

 Information about previous adverse drug reactions and allergies 

 All medications taken prior to admission: generic name, trade name, strength, form, dose, 

frequency, indication and duration 

 Any recently changed or ceased medications 

 Information source(s) used to elicit the medication history  

 Name of person who recorded the medication history 

 Whether the patient’s own medicines were brought into hospital  

 Medication compliance or concordance issues  

 Any other relevant information 

 GP and community pharmacy name and contact. 

 

1.4. Compare the medication history with the patient’s medical history. Identify and clarify any anomalies. 

For example, a patient is asthmatic and there are no medications identified to control or prevent 

asthma symptoms. 
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Step 2 – Confirm Accuracy 
2. Confirm the medication history taken where appropriate with the patient’s community health care provider. 

(Responsibility – medical officer, nurse practitioner, pharmacist or registered nurse). 

 

2.1. All histories are to be confirmed with a second source if possible. Examples of sources include: 

 Community pharmacist 

 General practitioner 

 Patient’s own medicines 

 Residential care facility. 

 

2.2. Record the source and date of the confirmation on the MMP (or electronic equivalent). 

 

Note: If confirmation cannot be obtained this must be communicated and delegated to a member of the 

treating team for follow up. The ‘issue identified’ section of the MMP may be used to record such 

communication. 

 

Step 3 – Compare with Prescribed Medicines 
3. Compare the medication history with prescribed medicines at every transfer of care (Responsibility – 

medical officer, nurse practitioner, pharmacist or registered nurse). 

 

3.1. In order to compare the medication history with the prescribed medicines the treating medical team’s 

medication plan needs to be recorded.  

 

3.1.1. On admission record the plan for each medication on the MMP (or electronic equivalent).  Note: 

The treating team’s plan is not always readily available. If there is no documentation or evident 

clinical reason for change, the treating team should be contacted for clarification. 

 

3.1.2. The plan for each medication should be considered in the context of the patient’s current 

presenting complaint and clinical condition. Any drug related problems identified should be 

followed up with the treating team. For example, a patient has been admitted with a 

gastrointestinal bleed and the patient’s anticoagulant therapy has not been withheld. 

 

3.1.3. During the admission record explanations for any further changes to pre-admission medications 

in the ‘medication changes during admission’ section of the MMP. 

 

3.2. On admission compare each medication in the BPMH with the medication orders charted on the 

National Inpatient Medication Chart (NIMC). Any discrepancies identified must be clarified. 

 

3.2.1. Clarify by:  

 Referring to the treating team’s plan on admission (on MMP or in clinical notes) 

 Contacting the prescribing medical officer. 

 

3.2.2. If the discrepancy cannot be clarified or resolved, document this in the ‘issues identified’ section 

of the MMP for follow up. Note: Any urgent medication issues should be brought to the attention 

of the medical officer as soon as possible. 

 

3.2.3. Any discrepancies identified as an intentional change should be documented on the MMP. 

 

3.2.4. Once the medication reconciliation process for each medication has been completed, tick the 

‘reconcile’ column on the MMP. 
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3.3. On transfer from another ward/unit compare the BPMH with the medication orders charted on the 

National Inpatient Medication Chart (NIMC).  

 

3.3.1. The treating medical team should consider whether: 

 Withheld/ceased medications are to be restarted 

 Medications prescribed in previous ward/unit are still required 

 Medications are to be adjusted or commenced. 

 

3.3.2. Any resulting changes to medications must be documented on the NIMC (e.g. ceased – no 

longer required) and on the MMP in the ‘medication changes during admission’ section, if the 

change relates to a pre-admission medication. 

 

3.3.3. The registered nurse (prior to administration after transfer) or the pharmacist (reviewing 

medication orders after transfer) must clarify any changes between the BPMH and the 

medication orders charted on the NIMC that have not been documented. Any medication related 

problems should be followed up with the treating medical team. For example, withheld 

medications not restarted despite a change in the patient’s condition. 

 

 

 

 

3.4. On transfer from another hospital compare the patient’s BPMH (communicated by the referring 

hospital), previously prescribed medications (i.e. copy of the medication chart at the previous 

hospital) with the medications that are to continue (from transfer documents). 

 

3.4.1. Prior to ordering medications on the NIMC the accepting treating medical team should identify 

and clarify any changes made and any ongoing medication management plan. 

 

3.4.2. The registered nurse (prior to administration after transfer) or the pharmacist (reviewing 

medication orders after transfer) must clarify any changes between the BPMH, previous orders 

and the current NIMC that have not been documented. Any medication related problems should 

be followed up with the treating medical team. 

 

3.4.3. If the transferring hospital was unable to provide a BPMH, the medical officer, nurse practitioner, 

pharmacist or registered nurse at the receiving hospital should make a concerted effort to obtain 

the BPMH from the patient/carer or their community health care provider. 

 

3.5. At discharge compile the list of medications the patient should continue with at home. 

 

3.5.1. Medical officers should refer to the BPMH and medications prescribed on the NIMC when 

completing a discharge prescription and/or discharge summary. 

 

3.5.1.1. Prior to completing the discharge prescription and/or discharge summary the medical 

officer should consider whether: 

 Withheld/ceased medications are to be restarted 

 Medications changed due to formulary restrictions are changed back 

If the transfer is between the ICU and the ward any electronic medication management system used by 

the ICU should be referred to for clarification of medication changes or plans. 

 

A training presentation on how to use the MMP is available on the Australian Commission on Safety and 

Quality in Health Care’s website:  http://www.safetyandquality.gov.au/our-work/medication-

safety/medication-reconciliation/nmmp/ 
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 Medications commenced during the hospital stay are still required (e.g. medications 

specific for inpatient treatment) 

 Medications need to be adjusted or commenced on discharge. 

3.5.1.2. Any changes made at discharge must be documented either on the NIMC or the MMP. 

 

3.5.2. Prior to supplying discharge medications or providing discharge counselling the pharmacist or 

nurse should compare the BPMH and NIMC at discharge with the discharge prescription and/or 

discharge summary. Any discrepancies must be clarified and resolved. 

 

3.5.2.1. Clarify by: 

 Referring to the treating medical teams plan on discharge 

 Contacting the prescribing medical officer. 

 

Step 4 – Supply Accurate Medicines Information 
4. Supply accurate medicines information to the patient and next care provider.   

 

4.1. On discharge, once step 3.5 above is completed, provide an accurate and complete list of the 

medications the patient is to continue with at home to the patient and next care provider. 

 

4.1.1. The medical officer should include the accurate and complete list of the patient’s medications in 

the discharge summary for the next care provider. Note: where the medication list is completed 

by a pharmacist the medical officer must review and confirm it correlates to the proposed 

treatment plan on discharge. 

 

4.1.2. The medical officer, nurse or pharmacist should provide an accurate and complete list of the 

patient’s medications to the patient in a patient friendly format, free of medical jargon and 

complying with health literacy principles. Note: the medication list provided to the patient must 

correspond with the medication list provided in the discharge summary. 

 

4.2. Include information about any changes that have been made to medicines and any ongoing 

therapeutic plan. To identify changes that have been made to medicines, compare the BPMH with the 

list of medications created at discharge. An explanation of the changes should be documented on the 

NIMC, MMP or clinical notes. 

 

4.2.1. The medical officer should include information regarding changes that have been made to 

medicines (new, ceased or changed) and an explanation for these changes in the discharge 

summary.  

 

4.2.2. The medical officer should include any information regarding the ongoing medication 

management requirements in the discharge summary for the next care provider. 

 

4.2.3. The medical officer, nurse or pharmacist should include information regarding changes that 

have been made to medicines and an explanation for these changes in the medication list 

provided to the patient. 

 

4.2.4. The medical officer, nurse or pharmacist should include information regarding the ongoing 

medication management requirements in the medication list provided to the patient. 
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FURTHER INFORMATION 

 

5. Related policies/procedures/guidelines: 

 

5.1. PD2013_043 Medication Handling in NSW Public Health Facilities. 

 

5.2. NSW Poisons and Therapeutic Goods Act 1966. 

 

5.3. NSW Poisons and Therapeutic Goods Regulation 2008. 

 

5.4. CEC Continuity of Medication Management: Medication Reconciliation Toolkit. 

 

5.5. Australian Commission on Safety and Quality in Health Care’s: 

 

5.5.1. Guide on how to complete the MMP 

 

5.5.2. MMP training presentation 

 

5.5.3. Get it right! Taking a BPMH training video. 

 

COMPLIANCE EVALUATION 

 

6. Compliance evaluation: 

 

6.1. Annual audit to determine compliance with obtaining patients’ BPMH (e.g. NIMC audit). 

 

6.2. Annual audit to determine compliance with providing medication lists to patients. 

 

6.3. Annual audit to determine quality of medication information provided to patients and next care 

providers. 
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FREQUENTLY ASKED QUESTIONS 

 

 

 

 

 

 

 

 

 

Question 1. What is medication reconciliation?  

The process of collecting, confirming and documenting an accurate list of a patient’s current medications on 

admission and comparing this list to the admission, transfer and/or discharge medication orders to identify and 

resolve discrepancies. At the end of the episode of care the verified information is transferred to the next care 

provider. This process of medication reconciliation facilitates continuity of medication management and 

decreases the risk of medication-related harm. 

 

Medication reconciliation involves four steps: 

 

1. Collecting information to compile a list of each patient’s current medications 

 This should include whenever possible a structured interview conducted at admission with the 

patient or patient’s representative by an appropriately trained healthcare professional to obtain and 

document the patient’s current pre-admission medications, including previous adverse drug 

reactions and allergies, and any recently ceased or changed medications. 

 

2. Confirming the accuracy of the information collected to achieve a Best Possible Medication History (BPMH) 

 Using at least one additional source of medicines information to verify the information obtained. 

 

3. Comparing the history with prescribed medicines at every transfer of care 

 Compare the patient’s medication history with their prescribed inpatient treatment on admission, 

transfers between wards/units, transfers between hospitals and on discharge. Check that changes 

are clinically appropriate and explanation for changes documented. 

 Where there are discrepancies the clinician performing the reconciliation must ascertain whether 

discrepancies in therapy are intentional or unintentional and then document any resulting changes. 

 

4. Supply accurate medicines information to the patient and next care provider 

 An accurate and complete list of the patient’s medications is supplied to the patient and/or carer and 

the next care provider. 

 Information about any changes that have been made to medicines and any ongoing therapeutic 

plan for medicines is also supplied.  

 

Question 2. Why introduce formal, systematic medication reconciliation processes? 

It ensures that patients receive all intended medicines and that accurate, current and comprehensive medicine 

information follows them at all transfers of care. Unintentional changes to patients’ medicines at transfers of 

care can result in considerable harm and have been linked to poorer health outcomes, increased hospital 

readmissions and mortality.  

 

 

 



 

 

  

Question 3. Do all medication histories need to be confirmed?  

Yes. To ensure accuracy and completeness of the medication history confirmation with at least one additional 

source is recommended.  Examples of sources of medicines information include the patient’s GP, community 

pharmacist and the patient’s own medicines.  This may not be possible in all cases but a concerted effort 

should be made. 

 

Question 4. Who is responsible for completing the four steps of medication 

reconciliation?  

Medication reconciliation is the responsibility of medical officers, nurses, and pharmacists.  Each has a role in 

the process. Responsibility for each of the four steps may differ at each site, based on local resources and 

workflow.   

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Question 5. Where is the BPMH documented?  

Ideally the BPMH should be documented so that it is at the point of care, accessible to all members of the 

health care team. A standardised form such as the Medication Management Plan (or electronic equivalent) that 

can be used to guide taking a medication history and can be kept with patients’ active medication chart is 

recommended. Alternatively the dedicated section of the national inpatient medication chart may be used. 

  

Question 6. How do you engage medical officers?  

Medical officers are the members of the health care team who have responsibility for writing admission 

medication orders and discharge summaries. Include them in redesigning processes to minimise rework and 

streamline workflow. Apart from delivering safer patient care, benefits to medical officers include, having an 

accurate baseline of medications for treatment decisions, reduction in calls/pages from pharmacists needing 

to clarify initial medication orders and better access to information to complete the discharge summary.  

 

 

 

 

 

Example on admission 

For a patient admitted to the hospital via the emergency department, the ED pharmacist (or nurse trained in 

taking a structured medication history) takes the medication history and confirms it.  The medical officer then 

makes and documents the decisions on which medicines to continue, adjust or cease and writes up the 

medication chart.  With this information, a pharmacist or nurse can reconcile the medication history with the 

medication chart to ensure no unintentional omissions/discrepancies occur. 

 

Example on transfer 

For a patient transferred to another hospital, the referring medical team communicates the patient’s current 

medications, changes that have been made together with a copy of the patient’s medication history and any 

ongoing medication management plan.  The medical officer accepting the patient compares the medication 

history with the patient’s current medications and clarifies any changes and the ongoing plan with the referring 

team.   

 

Example on discharge 

For a patient discharged home, the pharmacist (or nurse trained in reconciling medications on discharge) 

compares the patient’s medication history, the patient’s medications at discharge, the discharge plan and the 

discharge medication list.  Any discrepancies are clarified with the medical officer and the discharge 

medication list adjusted or an explanation for changes provided. The pharmacist (or nurse) provides the 

patient and/or carer with a discharge medication list with an explanation of changes in a format which can be 

easily understood. 
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APPENDIX C  

 

This appendix contains the following tools which may assist with education: 

 Obtaining a Best Possible Medication History (BPMH) Presentation 

 BPMH Interview Guide 

 Medication Reconciliation Presentation 

 Medication Reconciliation: Beyond Admission Presentation 
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BEST POSSIBLE MEDICATION   

HISTORY INTERVIEW GUIDE 

 

 

 

A patient/carer interview, when possible, is a crucial 

aspect of obtaining a best possible medication history. 

The structured approach to interviewing a patient/carer 

provided in this guide is intended to encourage 

standardisation and improve the capture of important 

accurate medication information.  Clinicians may need 

to adapt the approach used in this guide depending on 

circumstances.  

 

1. Review relevant patient information 

Background information about the patient’s health and 

social status can assist in establishing the existence of, 

or potential for, medication related problems.  

For example, age - the younger and older patients are 

at most risk of medication-related problems. A patient’s 

age will indicate their likely ability to metabolise and 

excrete medicines which has implications for 

appropriate selection of drug and dosage. 

For example, presenting condition - could their 

symptoms be adverse effects related to their 

prescribed medicines or complementary medicines? 

Or could lack of symptom control indicate poor 

adherence, inadequate dose or inappropriate agent? 

Establishing this background information will allow you 

to identify issues to focus on during the interview, 

provide insight into the types of medications the patient 

may be taking  and will assist in assessing the 

appropriateness of therapy (especially if your role in the 

patients care includes reviewing and/or prescribing 

medications). 

 

2. Introduce yourself and explain the 

purpose of the interview 

Provide a clear introduction to the interview. Determine 

the individual responsible for the administration and 

management of medicines, if this is the patient and 

they are able to communicate, confirm the time is 

convenient and adopt a suitable position to enable the 

interview to take place. 

 

If the patient is not responsible an interview with the 

carer should be organised. 

3. Ask about previous adverse medication 

events or allergies 

Confirming an allergy or adverse medication event often 

requires more than one question as often patients do 

not understand what an adverse event is e.g. you might 

ask “…are there any medicines you are allergic to or 

have had a bad reaction to?” 

To document an accurate and comprehensive allergy 

and adverse medication event history, confirm the 

details of any medication allergies or adverse reactions 

with the patient/carer and document details of the drug, 

reaction and date of the reaction (if known) on the 

medication chart  and in the patient’s medical record 

according to hospital policy. 

Comprehensive information is important as it may be 

used to determine whether re-exposure could be 

clinically appropriate when alternatives are not 

available. 

 

4. Ask about prescription, non-prescription 

and complementary medicines 

Include information about the brand, strength, form, 

route, dose and frequency, duration of therapy and 

indication i.e. why the patient thinks they are taking the 

medication. Remember to ask specifically about 

prescription, non-prescription and complementary 

medications.  

The medication list should include recent changes to 

medicines including dose increase/decrease) and any 

recently ceased medicines. Reasons for any change 

should also be recorded, where known. 

The medication list should include recent changes to 

medicines including altered medicines (e.g. dose 

increase/decrease) and any recently ceased medicines.  

 

 

 

 



 

 

  Reasons for any change should also be recorded, 

where known. 

Don’t assume that if a patient brought in a medicine 

that they are actually taking it. 

Guide the interview responses by treating each 

medication separately, obtaining all information before 

moving onto the next medication. This reduces 

confusion and facilitates accurate documentation. 

5. Use a checklist 

Use of a checklist will improve the accuracy and 

completeness of the medication history. It reduces the 

likelihood of omitting relevant details. It prompts the 

patient’s memory of medications that they did not bring 

with them or where not brought in by the paramedics 

(e.g. medications stored in the refrigerator), they use 

on occasion only or had not perceived as a 

medication.  

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

6. Assess patients understanding, attitude 

and adherence 

Seek information on the patient’s: 

 Understanding of rationale for treatment 

 Perception of the purpose of the medicines and 

their effectiveness 

 Perception of potential adverse effects 

 Understanding of monitoring of 

disease/medicine. 

 

 

 

These perceptions may impact on the patient’s 

adherence to prescribed treatment.  

To obtain honest, open responses regarding a 

patient’s adherence choose questions which are non-

judgemental and normalise non-adherence. 

 

 

 

 

 

7. Organise and record medicines 

information 

It is important that the medication history is 

documented in a way that allows it to be readily 

accessed by all members of the healthcare team.  

Suitable areas include the front of the National Inpatient 

Medication Chart, the NSW Medication Management 

Plan or similar form and in the electronic medical 

record.   

The information gathered during the patient interview, 

as listed, should be documented clearly and succinctly. 

This includes the other sources of information used to 

clarify and validate the information obtained during the 

interview. 

 

 

Medication History Checklist 

 Prescription medications 

 Sleeping tablets 

 Inhalers, puffers, sprays, sublingual tablets 

 Oral contraceptives, hormone replacement 

therapy 

 Non-prescription medications e.g. OTC medicines 

 Complementary medications e.g. vitamins, herbal or 

natural therapies 

 Analgesics 

 Gastrointestinal medications e.g. for reflux, heartburn, 

constipation or diarrhoea 

 Topical medications e.g. creams, ointments, patches 

 Inserted medications e.g. nose/ear/eye drops, 

pessaries, suppositories 

 Inject medications 

 Recently completed courses of medication 

 Other people’s medicines 

 Social and recreational drugs 

 Intermittent medications e.g. weekly.  

Assess Adherence 

 ‘People often have difficulty taking their medicine for one 

reason or another… Have you had any difficulty taking 

your medicine?’ 

 ‘About how often would you say you miss taking your 

medicine?’ 

 

Tips 

Begin with open ended questions: 

 ‘What medicines do you take or use regardless of how 

you feel?  

 ‘What medicines do you only take or use when you 

need them? 

 ‘Do you take or use any medicines for pain/to help you 

with sleep/heartburn/allergies?’ 

Ask about medications for specific conditions identified from the 

medical history: 

 ‘What medicine do you take or use for your 

diabetes/high blood pressure etc.?’ 

End with specific probing questions: 

 ‘How often do you take or use your pain medicine?’ 

 ‘Do you take that in the morning or at night?’ 

Use prompts to assist the patient’s memory e.g. medication lists 

or patient’s own medications. Provide the patient opportunity to 

recall the name, how they take it and the purpose of the 

medicine. Do not read the list or label aloud asking if it is correct. 
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APPENDIX D  

 

This appendix contains the following tools which may assist with monitoring practice: 

 Comprehensive Audit Tool 

 Comprehensive Audit Tool User Guide 

 Baseline Audit Summary Template 

 Snapshot Audit Tool 

 Snapshot Audit Tool User Guide 

 MMP User Evaluation 
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COMPREHENSIVE AUDIT TOOL  

 

 

 

 

Section 1: Best Possible Medication History (BPMH) 

1.1 Admission date:             /             / Admission time: 

1.2 Discharge date:             /             / Discharge destination:  

1.3 Was this patient on regular medications prior to admission? (if No, do not proceed with data collection) 

  Yes     No   If No, was ‘patient on nil medications’ documented?    

  Yes   If Yes, where was it documented?                                  

   No 

1.4 Has a medication history been documented? (if No, do not proceed with data collection) 

  Yes     No 

1.5 Who documented the most comprehensive medication history? (select only one)  

  ED medical officer                              Admitting medical team                          Pharmacist                                              

  Registered nurse                                Nurse practitioner                                    Multidisciplinary team                                

Other (provide details): 

N.B. Use the most comprehensive medication history to complete data collection  

1.6 Date and time (if available) medication history was documented 

Date:            /          /                         Time: 

1.7 Where was the medication history documented? 

  History section of NIMC                      MMP                                                         Other dedicated form              

  Paper progress notes                         Electronic progress notes                        Medication table 

Other (provide details):  

1.8 a) Were the patient’s allergies, adverse drug reactions, or lack of, documented as part of the history? 

  Yes      No 

1.8 b) Were details documented? (i.e. type of reaction or nil or not known)   

  Yes      No      Not applicable                            

  1.9 a) Number of regular prescribed medications? 

 

     1.9 b) Number with name, dose and frequency? 

 

 

Comments: 

 

 

Comments: 

1.10 a) Number of prn prescribed medications? 

 

1.10 b) Number with name, dose and frequency? 

 

 

Comments: 

 

 

Comments: 

1.11 a) Number of non-prescribed medications? 

  

1.11 b) Number with name, dose and frequency? 

 

 

Comments: 

 

 

Comments: 

1.12 a) Was/were the source/s of the information obtained for the medication history documented?   Yes     No 

b) Were 2 or more sources used?     Yes     No      Not applicable                            

Audit Period: 

Date of Audit: 

Patient Number: 

Male/Female (circle)   Age: 

Department/Ward: 

Additional Notes:  Auditor/s names:  

 

Hospital: 
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COMPREHENSIVE AUDIT TOOL 

 

 

 

 

 

Comments:  

 

Section 2: Medication Reconciliation on Admission Response 

This section compares the medications taken prior to admission to those prescribed on the 

medication chart 

2.1 Number of regular and prn prescribed medications taken prior to admission with a documented plan? (i.e. 

to continue, change, withhold or cease) 

 

2.2 Number of non-prescribed medications taken prior to admission with a documented plan? 
 

2.3 a) Number of regular prescribed medications taken prior to admission omitted from the medication chart 

without reason documented and not identified or rectified within 48 hours of admission? 

 

b) Number of these possibly intentional due to obvious patient/disease factors? 

 

a) 

 

b) 

 

2.4 a) Number of regular prescribed medications taken prior to admission written on the medication chart with 

a discrepancy (name, dose, route, form, frequency) without reason documented and not identified or rectified 

within 48 hours of admission?  

 

b) Number of these possibly intentional due to obvious patient/disease factors? 

a) 

 

 

b) 

 

2.5 a) Number of prn prescribed medications taken prior to admission omitted from the medication chart 

without reason documented and not identified or rectified within 48 hours of admission? 

 

b) Number of these possibly intentional due to obvious patient/disease factors? 

 

a) 

b) 

 

2.6 a) Number of prn prescribed medications taken prior to admission written on the medication chart with a 

discrepancy (name, dose, route, form, frequency) without reason documented and not identified or rectified 

within 48 hours of admission? 

 

b) Number of these possibly intentional due to obvious patient/disease factors? 

 

a) 

 

 

b) 

2.7 a) Number of non-prescribed medications taken prior to admission omitted from the medication chart 

without reason documented and not identified or rectified within 48 hours of admission? 

 

b) Number of these possibly intentional due to obvious patient/disease factors? 

 

a) 

b) 

2.8 a) Number of non-prescribed medications taken prior to admission written on the medication chart with a 

discrepancy (name, dose, route, form, frequency) and not identified or rectified within 48 hours of admission?  

 

b) Number of these possibly intentional due to obvious patient/disease factors? 

 

a) 

b) 

Audit Period: 

Date of Audit: 

Patient Number: 

Male/Female (circle)   Age: 

Department/Ward: 

Additional Notes:  Auditor/s names:  

 

Hospital: 
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 Comments:  

Section 3: Medication Reconciliation on Discharge Response 

This section compares the medications taken prior to admission and those prescribed on the 

medication chart with the medications listed on the discharge summary or patient medication list  

3.1 Was a discharge summary completed for this patient? (if No, do not proceed with data collection)  Yes   No 

3.2 Number of medications to be continued on discharge, determined by reviewing medications taken 

prior to admission, the medication chart, discharge prescriptions (if available) and any documented 

plan for continued therapy?  

 

3.3 Number of medications omitted from the discharge summary? 
 

3.4 Number of medications included on the discharge summary with a discrepancy (name, dose, 

route, form, frequency)? 

 

3.5 Number of unexplained extra medications on the discharge summary? 
 

3.6 a) Number of medications the patient had been taking prior to admission ceased? (i.e. not to be 

continued on discharge) 

 

b) Number of these documented as ceased on the discharge summary? 

 

a) 

 

b) 

 

3.7 a) Number of medications to be continued on discharge either new, or differing in strength, dose 

or frequency?  

 

b) Number of these documented on the discharge summary as either new, or differing in strength, 

dose or frequency? 

a) 

b) 

3.8 Number of new, changed or ceased medications that had reason/s for change documented on 

the discharge summary?  

 

3.9 Was the patient provided with a medication list on discharge? (if No or Not Applicable do not 

proceed with data collection) 

  Yes     No 

  Not applicable                            

3.10 Number of medications omitted from the patient medication list that had been identified as to 

continue on discharge? 

 

3.11 Number of medications included in the patient medication list with a discrepancy  

(name, dose, route, form, frequency)? 

 

3.12 Number of unexplained extra medications on the patient medication list? 
 

3.13 Number of medications documented as ceased on the patient medication list? 

 

3.14 Number of medications documented on the patient medication list as either new, or differing in 

strength, dose or frequency? 

 

3.15 Number of new, changed or ceased medications that had reason/s for change documented on 

the patient medication list? 

 

3.16 Does the list of medications in the patient medication list correspond identically with the list of 

medications in the discharge summary? 

  Yes      No 

Audit Period: 

Date of Audit: 

Patient Number: 

Male/Female (circle)   Age: 

Department/Ward: 

Additional Notes:  Auditor/s names:  

 

Hospital: 
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INTRODUCTION 

 

System improvement activities are supported by the collection of relevant data to motivate health services and 

professionals. This guide has been developed to assist hospitals conduct audits to establish a baseline for data 

comparison, meet indicator criteria for accreditation (NSQHS Standards 4.6, 4.8 and 4.12), identify areas for 

improvement and monitor improvement over time.  

 

AUDIT TOOLS 

 

The CEC has developed two audit tools for hospitals to use. The first is a Comprehensive Audit Tool, which will 

be referred to as the Audit Tool throughout this document. It is the focus of this user guide and collects key 

information to determine whether: 

 A Best Possible Medication History (BPMH) is documented for every patient within 24 hours of 

admission  

 All medicines taken prior to admission which were intended to continue were prescribed on the patient’s 

medication chart, with documented reason/s for any change  

 On discharge, the discharge summary contains an accurate medication list 

 On discharge, the discharge summary contains the reason/s for any change in medicines 

 On discharge the patient is provided with an accurate medication list. 

 
This audit tool requires the collection of detailed data and provides an indication of the quality of the medicines 

information in the patient record. It captures, separately, information regarding regular prescribed medicines, 

prn medicines and non-prescribed medicines, as well as demographic information of the patient sample to 

enable stratification of findings.  

 

The second is a Snapshot Audit, an observational tool that collects information on whether all components of 

continuity of medication management are evident for each patient. This provides a quick overview of the 

processes which are occurring and those which are not. It does not provide detail regarding the quality of the 

information in the patient’s medical record.  

 

Other indicators and tools which can be used to provide an indication of whether processes of medication 

reconciliation are occurring can be found in the National Quality Use of Medicines Indicators for Australian 

Hospitals.  
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METHOD 

 

The number of medical records reviewed will depend on the site. It is recommended that at least 20 randomly 

selected records, distributed evenly across the wards/units to be included in the quality improvement activity, 

be reviewed. Frequent small samples have been shown to be more manageable and provide sufficient data to 

support ongoing quality improvement activities. However, the proportion of patient records audited at a site 

may be altered depending on the purpose of the audit (i.e. more records may be required for accreditation 

purposes).  

 

The following patients should be excluded from the audit: 

 Admitted for less than 24 hours 

 Transferred from other hospitals (other than direct from ED to ED) 

 Died during the admission 

 Were provided palliative care only 

 Admitted directly to ICU (unless specifically targeting these patients). 

 
Auditing may be conducted by intern and registered pharmacists, registered nurses and doctors who are 

familiar with the concepts of medication reconciliation and quality improvement methodology. They must 

familiarise themselves with the audit instructions and definitions as well as complete at least two audit forms 

with an experienced auditor or complete two audit tool examples (see Appendix 1).  

 

Modular Audit Tool 
As continuity of medication management spans across the entire patient’s inpatient stay, the audit tool has 

been developed to capture medication data from admission to discharge for a typical patient journey (i.e. 

admitted through ED or directly to the ward from their place of residence). The tool has been divided into three 

sections to enable various modes of data collection. 

 

Depending on the area being targeted, sites can select which sections of the audit tool to complete. For 

example if the aim is to improve the number of patients that have a BPMH documented, only Section 1 of the 

tool requires completion. If the aim is to improve medication reconciliation on admission, Section 1 and 2 would 

require completion. Both Section 1 and Section 2 may be completed prospectively or retrospectively. If the 

entire journey is being audited (i.e. completion of all three sections) the audit can only be completed 

retrospectively (after discharge).  

 

Audit Instructions 
1. Read this Audit Tool User Guide. Familiarise yourself with the definitions and audit tool questions and 

definitions.  

 

2. Read/revise local guidelines and procedures regarding medication history taking, recording medication-

related information and transfer of medicines information on discharge or make enquiries in regards to 

current practices. 

 

3. Decide on the wards/units and number of medical records to review. Decide whether to include all types of 

medication or regular prescribed medication only. If only regular prescribed medications are chosen the 

following audit questions do not require completion and should be struck out on the Audit Tool; Q1.10, 

1.11, 2.5, 2.6, 2.7 and 2.8. 
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4. Decide whether to use the Audit Tool to collect data and then enter responses into the Audit Tool Data 

Spread Sheet (preferable) or enter responses directly into the Audit Tool Data Spread Sheet using the Audit 

Tool as a guide.  

 

5. Demographic data including patient randomised number, gender, age, department/ward, name of hospital 

and auditor/s names will need to be entered for each medical record. If using the paper Audit Tool to 

collect data the audit period i.e. discharge date range of the records audited and the audit date will also 

need to be entered.    

 

6. When entering data into the Audit Tool Data Spread Sheet, responses should be entered underneath each 

question in a horizontal direction. The response for a question (yes, no or not applicable) should be 

selected from the drop-down list in the column marked for that question.  

 

7. A response should be entered for each question. If the question is not applicable and this option is not 

available, a ‘0’ should be entered.  

 

8. For questions that require items to be counted, enter the total number ‘count’ in the column underneath the 

section marked for that question.  

 

9. For example: 

 If the response for Q1.7 is ‘MMP’, click on the box and select ‘MMP’ from the drop-down list 

underneath the column for Q1.7 in the row corresponding to the responses for that record 

 If the response for Q1.8a) is ‘Yes’, click on the box and select ‘Yes’ from the drop-down list underneath 

the column for ‘Q1.8a)’ in the row corresponding to the responses for that record 

 If the response for Q1.9 is ‘5’, enter the digit ‘5’ in the box underneath the column for Q1.9 in the row 

corresponding to the responses for that record. 

 

NOTE: Do not enter any spaces or symbols after digits, and only enter data into the WHITE section of the 

Data Entry Sheet of the Audit Tool Data Spread Sheet. If a wrong response is entered, it can be cleared by 

using the ‘delete’ or ‘backspace’ keys, or re-select the correct response by clicking on the box again. Also 

note that the BLUE section labelled, ‘Time to history’ needs to be MANUALLY selected for each patient 

record from the drop-down list.  

 

10. Data from the Data Entry Sheet should automatically feed into the Data Analysis Sheet within the Audit Tool 

Data Spread Sheet. Click the Data Analysis Sheet to ensure that each coloured section has been filled in 

with a value, including ‘0’. Do not alter any of the values within this sheet. 

 

11. Click the Tables and Graphs Sheet within the Audit Tool Data Spread Sheet to view selected data from the 

Data Analysis Sheet in tabular or graphical format.   
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DEFINITIONS 

 
The following terms and definitions are used throughout the Audit Tool: 

Best Possible Medication History A medication history that has each medicine clearly identified and 

with clear directions i.e. dose and frequency; allergies and/or 

adverse drug reactions recorded; and evidence of at least two 

sources used 

Regular prescribed medication 

 

 

 

 

prn prescribed medication 

A medicine that would require a prescription or would normally form 

part of a prescribed treatment plan (e.g. aspirin in a patient with 

cardiovascular risk factors). This excludes medicines used only 

when necessary 

A medicine used only when necessary that would require a 

prescription 

Non-prescribed medication 

 

A medicine that does not require a prescription or form part of a 

prescribed treatment plan e.g. over-the-counter medicines, vitamins 

and complementary medicines 

Discrepancy An omission or change in a medication that has no documented 

reason and has not been identified or rectified within 48 hours.  

Unintentional discrepancy A discrepancy that has not been identified by the auditors as 

probably intentional due to the patient’s condition or circumstances. 
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AUDIT QUESTIONS AND DEFINITIONS 

 

The Audit Tool allows the collection of data relating to a single patient record. It is divided into three sections. 

 

Section 1 – Best Possible Medication History (BPMH) 

Question Definition  

1.1 Admission date and time Enter the date in the format dd/mm/yyyy.  

Enter the time in 24 hour clock format i.e. 20:18 rather than 8:18pm. 

1.2 Discharge date and destination Enter the date in the same format as Q1.1. 

Select the discharge destination from the list provided. 

1.3 Was this patient on regular 

medications prior to admission? (if 

No, do not proceed with data 

collection) 

Select a Yes response if there is evidence in the record that the patient 

was on regular medications prior to admission. Select a No response if 

there is no evidence that they were on any medication. If No, do not 

proceed with data collection but indicate whether ‘patient on nil 

medications’ was documented by entering a Yes or No response. If 

Yes, indicate where it was documented. 

1.4 Has a medication history been 

documented? (if No, do not proceed 

with data collection) 

Select a Yes response if there is a list of medications the patient was 

taking prior to admission documented in the patient record. Do not 

include medications entered in the administration section of the 

medication chart or any list provided by an external healthcare provider 

or patient. Select a No response if there is no documentation of a 

medication list in the patient record. If No, do not proceed with data 

collection. 

1.5 Who documented the most 

comprehensive medication history? 

(select only one)  

 

Select who documented the most comprehensive medication history for 

the patient from the list provided. The most comprehensive list refers to 

the list that includes more medications or provides the most information 

about the medications e.g. strength, dose and frequency. If the 

histories are the same select the history documented first. If the history 

selected is documented by more than one clinician, select 

‘Multidisciplinary Team.’  

If someone documented the medication history other than those listed, 

provide details in the ‘Other’ section. 

1.6 Date and time (if available) 

medication history was documented 

Enter the date and time in the same format as Q1.1.   

If there is no time documented then enter using free-text, Not 

Applicable. 

1.7 Where was the medication 

history documented? 

 

Select where the comprehensive medication history was documented 

from the list provided, or if other than those listed, provide details in the 

‘Other’ section. 

1.8a) Were the patient’s allergies, 

adverse drug reactions, or lack of, 

documented as part of the history? 

Select a Yes response if an allergy, adverse drug reaction, nil or not 

known was documented.  

Select a No response if there is no mention of allergies and/or adverse 

drug reactions either existing or not-existing. 
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Question Definition  

1.8b) Were details documented? (i.e. 

type of reaction or nil or not known) 

Select a Yes response if as well as the agent causing the allergy and/or 

adverse drug reaction, the type of reaction is documented, or in the 

case where nil or not known had been selected for Q1.8b).  

Select a No response if an allergy and/or adverse drug reaction had 

been documented but no details were given.  

Select a Not Applicable response if the response for Q1.8a was No. 

1.9a) Number of regular prescribed 

medications? 

Count and enter the number of medications that would require a 

prescription or would normally form part of a prescribed treatment plan 

(e.g. aspirin in a patient with cardiovascular risk factors), excluding 

medications used only when necessary. 

1.9b) Number with name, dose and 

frequency? 

Count and enter the number of these medications that have been 

clearly identified and have clear directions (generic or trade name, dose 

and frequency as a minimum). For combination products available in 

only one strength the dose can be expressed as a number e.g. two at 

night. 

1.10a) Number of prn prescribed 

medications? 

Count and enter the number of prescribed ‘when necessary’ 

medications (e.g. medications used only when necessary that would 

require a prescription).  

1.10b) Number with name, dose and 

frequency? 

Count and enter the number of these medications that have been 

clearly identified and have clear directions (generic or trade name, dose 

and frequency as a minimum). For combination products available in 

only one strength the dose can be expressed as a number e.g. two at 

night.  

1.11a) Number of non-prescribed 

medications? 

Count and enter the number of medications not included in Q1.9 or 

Q1.10, inclusive of over-the-counter and complementary medications.  

1.11b) Number with name, dose and 

frequency? 

Count and enter the number of these medications that have been 

clearly identified and have clear directions (generic or trade name, dose 

and frequency as a minimum). For combination products available in 

only one strength the dose can be expressed as a number e.g. two at 

night. 

1.12a) Was/were the source/s of the 

information obtained for the 

medication history documented? 

Select a Yes response if the source/s of information obtained for the 

medication history were documented.  

 

1.12b) Were 2 or more sources 

used? 

Select a Not Applicable response if the response to Q1.12a) was No. 
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Section 2 – Medication Reconciliation on Admission 

Question Definition 

2.1 Number of prescribed 

medications taken prior to admission 

with a documented plan? (i.e. to 

continue, change, withhold or cease) 

Count and enter the number of prescribed medications that have a 

documented plan in the record to continue, change, withhold or cease.  

This includes both regular and prn prescribed medications.  

The medications do not have to be individually mentioned, a plan to 

‘continue all medications’ is acceptable. ‘As charted’ does not reflect a 

clear plan and should not be considered a documented plan. 

2.2 Number of non-prescribed 

medications taken prior to admission 

with a documented plan? 

Count and enter the number of non-prescribed medications that have a 

documented plan as described in the definition for Q2.1. 

2.3a) Number of regular prescribed 

medications taken prior to admission 

omitted from the medication chart 

without reason documented and not 

identified or rectified within 48 hours 

of admission? 

Count and enter the number of regular prescribed medications that 

have been omitted from the medication chart without a documented 

reason for the omission. Omissions that were identified or rectified 

within 48 hours of admission should be excluded from the count.  

 

2.3b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.3a) that are 

possibly intentionally omitted due to obvious patient/disease factors 

(e.g. NSAID omitted in patient presenting with a GI bleed).  

2.4a) Number of regular prescribed 

medications taken prior to admission 

written on the medication chart with 

a discrepancy (name, dose, route, 

form, frequency) without reason 

documented and not identified or 

rectified within 48 hours of 

admission?   

Count and enter the number of regular prescribed medications that 

have been written on the medication chart with a change that has no 

documented reason for the change.  

Medication changes that had no documented reason that were 

identified or rectified within 48 hours of admission should be excluded 

from the count. 

2.4b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.4a) that are 

possibly intentionally changed due to obvious patient/disease factors. 

2.5a) Number of prn prescribed 

medications taken prior to admission 

omitted from the medication chart 

without reason documented and not 

identified or rectified within 48 hours 

of admission? 

Count and enter the number of prn prescribed medications that have 

been omitted from the medication chart without a documented reason 

for the omission.  

Omissions that were identified or rectified within 48 hours of admission 

should be excluded from the count. 

2.5b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.5a) that are 

possibly intentionally omitted due to obvious patient/disease factors. 

2.6a) Number of prn prescribed 

medications taken prior to admission 

written on the medication chart with 

a discrepancy (name, dose, route, 

form, frequency) without reason 

documented and not identified or 

rectified within 48 hours of 

admission? 

Count and enter the number of prn prescribed medications that have 

been written on the medication chart with a change that has no 

documented reason for the change.  

Medication changes that had no documented reason that were 

identified or rectified within 48 hours of admission should be excluded 

from the count. 
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Question Definition 

2.6b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.6a) that are 

possibly intentionally changed due to obvious patient/disease factors. 

2.7a) Number of non-prescribed 

medications taken prior to admission 

omitted from the medication chart 

without reason documented and not 

identified or rectified within 48 hours 

of admission? 

Count and enter the number of non-prescribed medications that have 

been omitted from the medication chart without a documented reason 

for the omission.  

Omissions that were identified or rectified within 48 hours of admission 

should be excluded from the count. 

2.7b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.7a) that are 

possibly intentionally omitted due to obvious patient/disease factors. 

2.8a) Number of non-prescribed 

medications taken prior to admission 

written on the medication chart with 

a discrepancy (name, dose, route, 

form, frequency) and not rectified or 

identified within 48 hours? 

Count and enter the number of non-prescribed medications that have 

been written on the medication chart with a change that has no 

documented reason for the change.  

Medication changes that had no documented reason that were 

identified or rectified within 48 hours of admission should be excluded 

from the count. 

2.8b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.8a) that are 

possibly intentionally changed due to obvious patient/disease factors. 
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Section 3 – Medication Reconciliation on Discharge 

Question Definition  

3.1 Was a discharge summary 

completed for this patient? 

Select a Yes or No response. 

3.2 Number of medications to be 

continued on discharge, determined 

by reviewing medications taken prior 

to admission, the medication chart, 

discharge prescriptions (if available), 

the discharge summary and any 

documented plan for continued 

therapy?  

 

Use the Auditor’s Work Sheet to determine the ‘intended regimen on 

discharge’ for each patient (see Appendix 2). 

List the medications taken prior to admission, the plan for admission 

medicines, the medications on the medication chart at admission and 

discharge, any documented plan for continued therapy and 

medications on the discharge summary.  

Count and enter the number of medications listed in the ‘intended 

regimen on discharge’ column of the Auditor’s Work Sheet. 

3.3 Number of medications omitted 

from the discharge summary? 

Count and enter the number of medications to be continued on 

discharge that were omitted from the discharge summary. 

3.4 Number of medications included 

on the discharge summary with a 

discrepancy (name, dose, route, 

form, frequency)? 

Count and enter the number of medications to be continued on 

discharge that were documented on the discharge summary with an 

unexplained change. 

3.5 Number of unexplained extra 

medications on the discharge 

summary?  

Count and enter the number of medications documented in the 

discharge summary that were not identified to continue on discharge. 

3.6a) Number of medications the 

patient had been taking prior to 

admission that were ceased? (i.e. 

not to be continued on discharge) 

Count and enter the number of medications the patient had been taking 

prior to admission that were not to be continued on discharge. 

3.6b) Number of these documented 

as ceased on the discharge 

summary? 

Count and enter the number of medications identified in 3.6a) that were 

documented as having been ceased during the admission on the 

discharge summary. 

3.7a) Number of medications to be 

continued on discharge either new, 

or differing in strength, dose or 

frequency? 

Count and enter the number of medications to be continued on 

discharge that were new for the patient or the patient had been taking 

but had been changed to a different strength, dose or frequency. 

3.7b) Number of these documented 

on the discharge summary as either 

new, or differing in strength, dose or 

frequency? 

Count and enter the number of medications identified in 3.7a) that were 

documented as being new or changed during the admission on the 

discharge summary. 

3.8 Number of new, changed or 

ceased medications that had 

reason/s for change documented on 

the discharge summary? 

Count and enter the number of medications identified in Q3.7a) and 

Q3.6a) that had a documented reason for the addition, changing or 

ceasing of these medications on the discharge summary. 

3.9 Was the patient provided with a 

medication list on discharge? (if No 

or Not Applicable do not proceed 

with data collection) 

Select a Yes, No or Not Applicable response. 

A patient medication list may not be applicable in the case of inter-

hospital transfers or nursing home discharge destinations. 

3.10 Number of medications omitted 

from the patient medication list? 

Count and enter the number of medications to be continued on 

discharge that were omitted from the patient medication list. 
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Question Definition  

3.11 Number of medications 

included in the patient medication list 

with a discrepancy (name, dose, 

route, form, frequency)? 

Count and enter the number of medications to be continued on 

discharge that were documented on the patient medication list with an 

unexplained change. 

3.12 Number of unexplained extra 

medications on the patient 

medication list? 

Count and enter the number of medications documented in the patient 

medication list that were not identified to continue on discharge. 

3.13 Number of medications 

documented as ceased on the 

patient medication list? 

Count and enter the number of medications identified in 3.6a) that were 

documented as having been ceased during the admission on the 

patient medication list. 

3.14 Number of medications 

documented on the patient 

medication list as either new, or 

differing in strength, dose or 

frequency? 

Count and enter the number of medications identified in 3.7a) that were 

documented as being new or had changed during the admission on 

the patient medication list. 

3.15 Number of new, changed or 

ceased medications that had 

reason/s for change documented on 

the patient medication list? 

Count and enter the number of medications identified in Q3.7a) and 

Q3.6a) that had a documented reason for the addition, changing or 

ceasing of these medications on the patient medication list. 

3.16 Does the list of medications in 

the patient medication list 

correspond identically with the list of 

medications in the discharge 

summary? 

Select a Yes or No response. 
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APPENDICES 

 

Appendix 1 – Audit Tool Examples 
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Appendix 2 – Auditor’s Work Sheet 
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BASELINE AUDIT SUMMARY 

TEMPLATE 

<HOSPITAL NAME> 

<DATE> 

MEDICATION RECONCILIATION  



 

 

 

BASELINE AUDIT SUMMARY 

 

Objectives of the Audit 
An audit at <Hospital Name> was conducted to establish a baseline and evaluate current activity relating to 

the continuity of medication management, prior to any formal education program or improvement strategies.  

 

In particular to determine whether: 

 A Best Possible Medication History (BPMH) is documented for every patient within 24 hours of 

admission  

 All medicines taken prior to admission which were intended to continue were prescribed on the 

patient’s medication chart, with documented reason/s for any change  

 On discharge, the discharge summary contains an accurate medication list 

 On discharge, the discharge summary contains the reason/s for any change in medicines 

 On discharge the patient is provided with an accurate medication list. 

 

Summary of Results 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Method 
A retrospective audit of the medical records of patients discharged between the <date> to <date> from 

<name of ward(s)> was conducted. Patients who had been admitted for less than 24 hours, transferred from 

other hospitals (other than direct ED to ED), died during the admission, were provided palliative care only or 

were admitted directly to ICU, were excluded from the audit.  <Number> medical records were randomly 

selected and reviewed. After exclusions <number> medical records remained.  Both paper and electronic 

records were reviewed.  

 

 x% of patients had a clear medication history documented within 24 hours, x% of these could 

be recognised as a Best Possible Medication History (BPMH).  

 x% of patients had all medicines taken prior to admission which were intended to continue 

prescribed on their medication chart, with documented reason/s for any change 

 x% of discharge summaries contained an accurate medication list  

 x% of discharge summaries contained the reason/s for any change in medicines  

 x% of patients were provided with an accurate medication list. 
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Definitions 
The following terms and definitions are used during the audit and have been included in this report: 

 

Best Possible Medication History A medication history that has each medicine clearly identified and 

with clear directions i.e. dose and frequency; allergies and/or 

adverse drug reactions recorded; and evidence of at least two 

sources used 

Regular prescribed medication 

 

 

 

 

prn prescribed medication 

A medicine that would require a prescription or would normally form 

part of a prescribed treatment plan (e.g. aspirin in a patient with 

cardiovascular risk factors). This excludes medicines used only 

when necessary 

A medicine used only when necessary that would require a 

prescription 

Non-prescribed medication 

 

A medicine that does not require a prescription or form part of a 

prescribed treatment plan e.g. over-the-counter medicines, vitamins 

and complementary medicines 

Discrepancy An omission or change in a medication that has no documented 

reason and has not been identified or rectified within 48 hours 

Unintentional discrepancy A discrepancy that has not been identified by the auditors as 

probably intentional due to the patient’s condition or circumstances. 

 

Results 
It was found that <number> (x%) of the <number> patients were on medications prior to their hospital 

admission (see Table 1. for a breakdown of patient details).  

Of the <number> patients: 

 <Number> had no medication history documented, though they were identified as taking medications 

 <Number> (x%) had a comprehensive medication history documented (<number> (x%) by a 

pharmacist, <number> (x%) by an Emergency Department medical officer and <number> (x%) by 

the admitting medical team)* 

 <Number> (x%) of the medication histories were documented in the electronic notes. 

*The clinician allocated was that identified by the auditor as taking the most comprehensive medication history 

as documented in the medical record. 
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Table 1. Patient details per ward 

Ward 

Number of 

patients Median age Age range 

Percentage 

of males 

Median number 

of regular 

prescribed 

medications 

Median 

length of 

stay 

A       

B       

Total       

 

Best Possible Medication History 
The <number> medication histories documented in the medical records were reviewed to identify whether they 

could be classified as a BPMH i.e. each medication was clearly identified and had clear directions, allergies 

were recorded and a minimum of two sources were used to obtain and verify it. Data was collected for all 

medicines (regular prescribed, prn prescribed and non- prescribed) in the medication history. Figure 1. 

displays the number of medication histories meeting one or more criteria, for ‘all’ medications and for ‘regular 

prescribed’ medications. 

 

 

 

<insert graph> 

 

 

 

 

Figure 1.  Percentage of medication histories completed within 24 hours, meeting BPMH 

criteria  

 

Only <number> medication histories met all criteria for a BPMH and were documented within 24 hours. As the 

audit was conducted retrospectively verification was determined only if there was evidence in the medical 

record. Of the <number> medication histories (considering regular prescribed medications only) <number> 

(x%) of them were clear (all medications with clear name, dose and frequency), documented within 24 hours 

and included allergies (including unknown or nil known). Though classified as clear, being retrospective, the 

audit could not determine whether these histories were correct.  

 

There were a total of <number> regular prescribed, <number> prn prescribed and <number> non-

prescribed medications recorded. Of the prescribed medications <number> (x%) had a documented plan in 

the medical record i.e. whether they were to continue, change or be ceased during the admission (plans which 

stated to ‘continue all medicines’ were included, whereas those that stated ‘as charted’ were excluded). 
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Prescribed Medications on Admission 
The medications prescribed on admission for each patient were reviewed to determine whether any pre-

admission medications had been omitted or changed without a documented reason (i.e. had a discrepancy) 

and if so, not been identified or rectified within 48 hours.  

 

A total of <number> (x%) patients had one or more of their pre-admission medications either omitted or 

changed without a documented reason on admission. Some of these changes were identified by the auditors 

as probably intentional due to the patient’s condition or circumstances. Removing these resulted in <number> 

(x%) patients with ‘unintentional’ omissions or other discrepancies (Figure 2.) The number of unintentional 

omissions or other discrepancies per patient ranged from <number> to <number>, with an average of 

<number> errors per patient.  

 

It is likely that the number of errors per patient is actually higher than that determined in this audit. Not all pre-

admission medications documented in the medication history had clear directions (<number> medications 

belonging to <number> patients were not clear) making it impossible to determine whether they were 

prescribed with or without a discrepancy. It was also not possible to determine whether there may have been 

medications the patient was taking that were not documented. These medications would not be captured as an 

omission in the audit. 

 
 

 

<insert graph> 

 

    

 

 

 

 

Figure 2. Percentage of patients with at least one omission or discrepancy on admission 

(excluding those identified or rectified within 48 hours) 

 

Discharge Medicines Information 
In order to determine the medications to continue on discharge for each patient the auditors were required to 

consider the patient’s pre-admission medications, the medication chart, discharge prescriptions (if available) 

and any documented plan for continued therapy. Auditors found that <number> (x%) patients had some 

change made to their medications. Either new medications were commenced or pre-admission medications 

were ceased or changed during their admission.  

 

Of the <number> patients on medications on discharge, <number> discharge summaries were completed. 

Of these <number> (x%) had either a medication omission or other discrepancy (Figure 3.) 

 

More than <number> of the patients (<number> of <number>) who had a medication error (omission or 

other discrepancy) on admission also had medication errors on discharge.  
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The number of medications patients were taking at the time of discharge ranged from <number> to 

<number> medication, with a median of <number> medications. Of the <number> patients on medications 

at discharge <number> (x%) were taking five or more medications.    

 

 

 

 

 

<insert graph> 

 

    

 

 

 

              

 

 

Figure 3. Percentage of patients with at least one omission or discrepancy on their 

discharge summary 

 

There was evidence that only <number> of the <number> patients that were taking medications on discharge 

was provided a patient medication list. <Number> (%x) of patients with a patient medication list had a 

medication omission and <number> (%) had an other discrepancy in their medication list (Table 2.) 

<Number> (%x) of the patient medication lists provided included reasons for any change/s. 

 

Table 2. Number of patients with a medication omission or discrepancy in their 

medication list 

 

Patient medication list 

Medication 

omissions 

Medication 

discrepancies 

Reasons for 

any change/s 

 

 

 Percentage of patients      x%         x% x%    

 

Limitations 
The audit had a number of limitations, these included: 

 The audit was conducted retrospectively relying solely on the documentation that was available, there was 

no patient interview 

 Medication histories documented could not be verified for their accuracy, this may have resulted in an 

underreporting of omissions 

 Evidence of medication omissions and other discrepancies being identified on admission was considered 

an indication of a reconciliation process. Not all identified discrepancies may have followed through to be 

rectified 

 Subjective decisions were made when no plan was available to determine whether discrepancies were 

intentional i.e. obvious patient/disease factors. There may have been less obvious reasons for an 

intentional omission or change 

 Auditors may have been subjective in determining the intended regimen on discharge from the information 

available in the record. 
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Summary 
There is evidence that the processes of medication reconciliation are happening for some admitted patients. 

Clear medication histories within 24 hours are documented for x% of patients and x% of patients had all 

medicines taken prior to admission which where intended to continue prescribed on their medication chart. 

Discharge summaries were completed for the majority of patients with x% containing an accurate medication 

list. Medication reconciliation however, should be a standard systematic process occurring for all admitted 

patients throughout their hospital stay.  

 

This audit summary highlights a number of areas requiring improvement. The following recommendations have 

been made to reduce the current gap between patients that have their medications reconciled and those that 

do not; reducing the number of patients at risk of experiencing an adverse medication event.   

 

Recommendations 
<See suggestions below> 

 Increasing the number of medication histories meeting the criteria for a BPMH by introducing a standard 

process of collecting and documenting a medication history.  

(Strategies may include an educational program, defining roles and responsibilities, redesigning current 

processes, agreement on when and where it is documented, creating a referral pathway, using a dedicated 

form that prompts this information, developing a policy or procedure) 

 Documenting the plan for the patient’s pre-admission medications to improve the recognition of intended 

changes to medications and providing evidence of reconciling medication orders on admission. This will 

assist future audits as it will reduce subjectivity resulting from poor documentation.  

(Strategies may include a dedicated form that prompts this information, defining roles and responsibilities, 

agreement on when and where it is documented) 

 Documenting the plan for the patient’s medications on discharge and identifying the changes made to pre-

admission medications.  

(Strategies may include easy access to the BPMH, defining roles and responsibilities, agreement on when 

and where it is documented) 

 Increasing the number of patients provided with an accurate medication list and the reasons for any 

changes.  

(Strategies may include defining roles and responsibilities, creating a referral pathway, investigating 

electronic tools/programs)  

Improvements in these areas will improve patient care, reduce patient harm and assist to meet Medication 

Safety Standard 4 of the National Safety and Quality Health Service Standards.
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INTRODUCTION 

 

The Snapshot Audit Tool is an observational tool that collects information on whether components of continuity 

of medication management are evident for each patient. It provides a quick overview of the processes that are 

occurring and those which are not. It does not provide detail regarding the quality of the information in the 

patient record. 

 

This audit tool captures six components of continuity of medication management: 

1. Documentation of a medication history 

2. Confirmation or verification of the medication history 

3. Accessibility of the medication history at the point of care 

4. Reconciliation of medications in the medication history with the medications actually prescribed 

5. Medication list and changes had been provided for the next care provider on discharge 

6. Medication list and changes had been provided for the patient on discharge.  

 

METHOD 

 

Each Snapshot Audit Tool can be used to review 20 patient records. It is recommended that at least 20 

randomly selected records, distributed evenly across the wards/units to be included in the quality improvement 

activity, be reviewed. These 20 patients do not need to be reviewed on the same day, the tool allows for 

collection over a period of time (e.g. five patients could be reviewed each week for a month).  Frequent small 

samples have been shown to be more manageable and provide sufficient data to support ongoing quality 

improvement activities. 

 

The following patients should be excluded from the audit: 

 Admitted for less than 24 hours 

 Transferred from other hospitals (other than direct from ED to ED) 

 Died during the admission 

 Were provided palliative care only 

 Admitted directly to ICU (unless specifically targeting these patients). 

 

Auditing may be conducted by intern and registered pharmacists, registered nurses and doctors who are 

familiar with the concepts of medication reconciliation and quality improvement methodology. They must 

familiarise themselves with the component definitions. As the six components of continuity of medication 

management captured in the tool span across admission to discharge, the data needs to be collected 

retrospectively after discharge.  

 

The Snapshot Audit Tool provides an alternative to the Comprehensive Audit Tool and can be used by hospitals 

that: 

 Wish to monitor their existing formal medication reconciliation processes 

 Do not have the resources to conduct a detailed audit, to obtain an indication of whether formal 

processes of medication reconciliation are evident. 
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AUDIT INSTRUCTIONS 

 

1. Read this Snapshot Audit Tool User Guide. Familiarise yourself with the component definitions. 

 

2. Read/revise local guidelines and procedures regarding medication history taking, recording medication-

related information and transfer of medication information on discharge or make enquiries in regards to 

current practices. 

 

3. Decide on the wards/units and number of patient records to review.  

 

4. Circle whether this is a collection to determine a baseline or progress. 

 

5. Enter the audit period i.e. discharge date range of the records audited.  

 

6. A tick or cross should be entered for each component on the Snapshot Audit Tool. 

 

7. The total number of components ticked for each patient should be added. 

 

8. A tick or cross should be entered in the last row to indicate whether all components have been completed. 

 

9. The final column can be used to identify components that require improvement. 

 

COMPONENT DEFINITIONS 

 

In the table below are the definitions for each of the six components of continuity of medication management.  

 
Component Definition 

Medication history Tick if there was a documented list of medications taken prior to 

admission that included the name, dose and frequency of each 

medication. This also includes documentation of any allergies, adverse 

drug reactions, as well as nil or not known.  

Confirmation Tick if there was documentation of a least two sources of information 

used to confirm the history. 

Accessibility at point of care Tick if the medication history was documented on a dedicated form 

(either paper or electronic) which according to protocol is kept with the 

active medication chart or is recorded in an electronic medication 

reconciliation program which links to electronic prescribing. 

Reconciliation Tick if there was evidence that a formal medication reconciliation 

process had occurred i.e. there was documentation to support that the 

medications in the confirmed history had been used to ensure that the 

medications ‘actually’ prescribed match those that ‘should’ be 

prescribed. Evidence may include documented changes to orders 

resulting from identified discrepancies or documentation that 

reconciliation had been completed on a form dedicated for this 

purpose. 
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Component Definition 

Medication list and changes for the 

next care provider on discharge 

Tick if when the patient was discharged an accurate list of medicines 

and the reason/s for any change, was provided to the next care 

provider. This may be contained in a discharge summary or transfer 

documents. 

Medication list and changes for the 

patient on discharge 

Tick if when the patient was discharged an accurate list of medicines 

and the reason/s for any change, was provided to the patient.  

The list provided to the patient should be in a format that is easily 

understood by laypersons (if a discharge summary is provided to the 

patient the medicines information within it must be easily understood 

and not contain medical terminology or jargon). 
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MEDICATION MANAGEMENT PLAN USER 

EVALUATION 

 

 

 
Selected areas in this hospital have been trialling the 

Medication Management Plan (MMP). The aim of the 

form is to assist medication reconciliation and the 

handover of medication information, issues and action 

plans when a patient is admitted to hospital, 

throughout the patient’s stay and at discharge. 

Your assessment and feedback is required regarding: 

1. Issus arising from the use of the form 

2. Suggestions that may facilitate its use or 

acceptance 

3. The usefulness of the form. 

All feedback is anonymous and results will be collated. 

Enter name of hospital 

 

 

Enter date 

 

 

Enter your occupation 

 

 

Please read each statement below and mark the most 

appropriate response for each. 

1. Did you attend an education session on the form? 

☐Yes    ☐ No   ☐ Unsure 

2. How did you use the form? 

☐ Documented the preadmission medication list  

☐ Identified a medication issue 

☐ Actioned an identified issue 

☐ Referred to or used the medication list 

☐ Other, please specify: 

 

3. Did you require further verbal instruction or 

clarification on how to use the form? 

☐Yes    ☐ No   ☐ Unsure 

4. Did you find it useful to have the preadmission 

medication list available at the point of care, with 

the medication chart? 

☐Yes    ☐ No   ☐ Not applicable   ☐ Unsure 

5. Did you find the issue section useful? 

☐Yes    ☐ No   ☐ Not applicable   ☐ Unsure 

6. Did you find the sources of medicines list useful? 

☐Yes    ☐ No   ☐ Not applicable   ☐ Unsure 

7. Did you find the medication history checklist useful? 

☐Yes    ☐ No   ☐ Not applicable   ☐ Unsure 

8. Was the form useful as a resource on discharge? 

☐Yes    ☐ No   ☐ Not applicable   ☐ Unsure 

9. Overall, was the form useful? 

☐Yes    ☐ No   ☐ Not applicable   ☐ Unsure 

10. Please give your suggestions on how the use of the 

form could be improved: 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

  11. Please list the most useful aspects of the form: 

 

 

 

 

 

 

 

 

 

12. Provide any additional comments: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thank you for your feedback 

Please return this completed form to: 

Insert name and contact details of 

local program coordinator 

 

 



 

 

APPENDIX E  

 

This appendix contains the following tools which may assist with sustaining and spreading: 

 Posters 

 Spreading Medication Reconciliation Improvements Presentation 

  

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

211



 

 

 

 

 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

212



 

 

 

 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

213



 

 

 

 

 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

214



 

 

 

 

 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

215



 

 

 

 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

216



 

 

 

 
 

 

 

 

 

 
 
 
 
  
 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

217



 

 

 

 
 
 
 
 
 
 

 
 
 
 
  
 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

218



 

 

 

 
 
 
 
 
 
 

 
 
 
 
  
 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

219



 

 

 

 
 
 
 
 
 
 

 
 
 
 
 
 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

220



 

 

 

 
 
 
 
 
 
 

 
 
  
 
 
 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

221



 

 

 

 
 
 
 
 
 
 

 
 
 
  
 
 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

222



 

 

 

 
 
 
 
 
 
 

 
 

 
 
 
 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

223



 

 

 

 
 
 
 
  
 
 

 

CONTINUITY OF MEDICATION MANAGEMENT MEDICATION RECONCILIATION TOOLKIT 
CLINICAL EXCELLENCE COMMISSION

224



 

 

 

 

 

 

 

Correspondence 

Locked Bag 8 

Haymarket NSW 1240 

Tel 61 2 9269 5500 

Fax 61 2 9269 5599 

www.cec.health.nsw.gov.au 

 

 




