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This procedure outlines the process required to perform medication reconciliation and medication review by clinicians of Canberra Health Services (CHS). It details the expected process staff follow when communicating medicines related information for patients admitted to CHS, to other health professionals and also with the patient.
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[bookmark: _Hlk61354651]Medication Reconciliation is a structured process to ensure that patients receiving care in our service receive all medicines that they are intended to and that accurate, current and comprehensive medicines information, including changes to their medication regimen follows them at all transfers of care1. 

[bookmark: _Hlk61348876]Medication Reconciliation is a four-step process1 (Attachment 1):
1. Documenting a complete medication history following interview with the patient or their carer
2. Verifying the accuracy of this history with at least one additional source of information to create a Best Possible Medication History (BPMH)
3. Reconcile the BPMH against the medicines prescribed for the patient at CHS to identify discrepancies, work to resolve discrepancies and document the plan for rectifying the discrepancies
4. Provide an accurate list of prescribed medicines to the patient and next care provider at each transfer of care.

Medication Review optimises prescribed pharmacotherapy by conducting evidence-based reviews on existing and newly prescribed medicines in the context of the patient’s clinical condition and treatment goals2. While every patient should have medication reviews conducted, prioritising patients deemed at highest potential risk of experiencing medication-related harm is a practical method of distributing limited resources to ensure these patients benefit from this activity. 
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[bookmark: _Hlk61352756]
This Operational Procedure applies to the following CHS staff working within their scope of practice:
hospital executives
pharmacists
prescribers 
nurses and midwives 
other healthcare professionals who have received appropriate training.
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[bookmark: _Toc63860963][bookmark: _Hlk61352795]Responsible Group 1: Hospital Executive Directors
Hospital Executives are responsible for CHS’s approach to medication management, encouraging the importance of partnering with patients, carers and their families; and working with clinicians to build collaborative medication reviews into existing work practices to ensure consistent and effective medication reconciliation.
Hospital Executives are responsible for endorsing a formal process for medication reconciliation at transfers of care as part of a key strategy to improve the safe use of medicines and reduce preventable harm caused by medicines.

[bookmark: _Toc63860964]Responsible Group 2: Pharmacists
Pharmacists are responsible for engaging patients in the process of obtaining a Best Possible Medication History (BPMH). 
Pharmacists working directly in clinical care areas are responsible for obtaining a patient’s BPMH and documenting this on admission in the ‘Medications on Admission’ section of MedChart (Attachment 2) or on the Medication Reconciliation Form (MRF) (Attachment 3) in areas that do not use MedChart, with priority given to patients deemed to be at highest potential risk of experiencing medication-related harm.
Pharmacists working directly in clinical care areas are also responsible for documenting in MedChart or on the MRF the plan for the management of patient's regular medications once they are admitted. This plan may be based on the treating team's documentation and the pharmacist's discretion and clinical judgement or recommendations.
Pharmacists working directly in clinical care areas are responsible for medication review of prescribed medicines in the context of the patient’s clinical condition, treatment goals and using documented treatment plans from prescribers, with priority given to patients deemed to be at highest potential risk of experiencing medication-related harm. 

[bookmark: _Toc63860965]Responsible Group 3: Prescribers
Prescribers are responsible for engaging patients in the process of obtaining a Best Possible Medication History.
Prescribers admitting a patient to CHS are responsible for discussing medicines taken prior to admission, documenting this as a Best Possible Medication History (including medicine name, dose, frequency and route of administration) in the progress notes (or equivalent electronic system such as Metavision). Included in this must be a plan for each of the patient’s medicines in the context of their presentation to the health service. The prescriber who documents this initial Best Possible Medication History in the progress notes or equivalent electronic system, must explicitly state the sources used to compile the list and a confidence rating of how complete it is, with specific concerns that require follow up from their colleagues. This must form part of clinical handover to the next clinician taking over care of the patient.
Prescribers are responsible for reviewing the BPMH documented in the ‘Meds on Admission’ tab of MedChart and ‘Activate Plan’ taking into consideration recommendations made by the pharmacist.
Where a BPMH has not been documented in the ‘Meds on Admission’ tab of MedChart, the prescriber is responsible for obtaining a BPMH using the process outlined in Attachment 1 and documenting this in the ‘Meds on Admission’ tab of MedChart before charting regular or new medicines in the ‘Scheduled’ medicines tab of MedChart.
If a prescriber cannot compile a BPMH for a patient considered at high-risk of medication related problems, prescribers are responsible for requesting assistance from a pharmacist.
Anaesthetists are responsible for discussing and documenting a patient’s medication history and a plan for their medications in the pre-admission setting on the Pre-operative Medication Plan. The BPMH must include medicine name, dose, frequency and route of administration.
Prescribers are responsible for referring to the BPMH for an accurate medication history, for reconciling medications on admission with those on discharge when preparing a discharge summary, and for following up any medication related issues identified by the pharmacist or other clinician.
Prescribers are responsible for communicating any changes made to patient’s medicines during a health care encounter (such as an admission or outpatient appointment) to the patient and to their primary community health care provider (generally their GP).  Prescribers are also responsible for documenting these changes in the progress notes or equivalent electronic system and indicating on the discharge summary that medicines have been discussed with the patient (see Attachment 5).
Prescribers are responsible for regularly reviewing medicines for their patient to ensure use of medicines is optimised and meets the patient’s changing needs and goals of care.

[bookmark: _Toc63860966]Responsible Group 4: Nursing and Midwifery Staff
Nursing and Midwifery staff are responsible for safe and secure storage of Patient’s Own Medicines (POMs) in the patient care area which might have been brought into hospital with the patient and could be used as a second source of information in confirming a patient’s medication history. If a patient has brought their own medicines with them, the nurse or midwife admitting the patient is encouraged to request a family member takes the medicines home. If this is not possible, the nurse is responsible for retrieving these from the patient and placing them in the clear green plastic clip lock bag marked ‘Patient’s Own Medicines’, affixing a patient addressograph to the bag and storing them according to the CHS Medication Handling Policy.
Nursing Staff in the pre-admission clinic are responsible for documenting a patient’s BPMH on the Pre-operative Medication Plan as part of nurse-led pre-operative instructions. The BPMH must include medicine name, dose, frequency and route of administration.
Nursing and Midwifery staff are responsible for medication order review, as part of adhering to the 5 Rights of Medication Administration prior to administering a medication.  Any concerns found during a medication order review should be raised with the relevant clinician.
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A comprehensive medicines assessment (Best Possible Medication History – Section 3, Medication Reconciliation - Section 4 and Medication Review - Section 5) should be completed for every patient on admission and at each transfer of care. However, resourcing, patient flow and safe medication practice demands may mean that a comprehensive medicines assessment cannot always be provided to all patients. Therefore, prioritisation of services to ensure that patients who are at greatest risk of medicine related harm is required.

Use of probing questions, such as ‘Can you tell me what medicines you take at home?’ can help to determine how engaged someone is in their care and therefore how at risk they could be for medication misadventure.

Patients who are most likely to benefit from a comprehensive medicines’ assessment include those4:
likely to have a longer hospital stay with multiple medication changes
aged 75 years and over 
taking five or more medicines (known as polypharmacy)
taking 12 or more doses of medicines per day (known as a complex regimen)
taking medicines that require therapeutic drug monitoring or high-risk medicines
who have had clinically significant changes to their medicines or treatment plans within the last three months
with suboptimal responses to recent medications or treatments
with impaired hepatic or renal function
with cognitive impairment
with a known or suspected medication misadventure (e.g. allergy or adverse reaction) as the reason for their presentation or admission
suspected or known to be non-adherent to prescribed medication regimens
with multiple prescribers involved in their care
discharged within the last four weeks or who may have had multiple admissions in the past six months
who have problems using medication devices or who require an adherence aid
with language or communication difficulties.
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A patient’s Best Possible Medication History (BPMH) is a snapshot of their actual medication use, which might be different from information held by their GP, community pharmacy, previous admission or other health care record. A BPMH provides a starting point from which a safe prescribing decision can be made3.

The BPMH is compiled via a structured interview with the patient or the carer who administers the medication (covering all aspects listed in Section 3.2), documenting this information in a timely manner (according to requirements in Section 3.1) and verifying this information with a secondary source of information (examples listed in Section 3.3). This becomes the single source of truth from which decisions about medication use during the admission are made.

[bookmark: _Toc63860969]Section 3.1 – Documentation & Timeliness of Best Possible Medication History Taking
The BPMH should be documented within 24 hours of admission and no later than 72 hours after admission. This helps to prevent unintended discrepancies from continuing throughout the patient’s journey through the health service, impacting the care they receive.
Note that medication histories obtained in the preadmission clinic are documented around three weeks before the patient presents to the hospital for their surgery. This should be taken into consideration when reviewing the patient’s medicines in hospital.

Best Possible Medication Histories should be accessible to all clinicians at any point through the patient’s admission to hospital, therefore they are documented on the:
‘Meds on Admission’ tab of MedChart (Attachment 2)
medication Reconciliation Form (for areas that do not use MedChart) (Attachment 3), or the
pre-operative Medication Plan section of the Anaesthetic Record (Attachment 4).

Once a BPMH has been obtained, it should be documented in the patient’s clinical record that it is complete and where it is documented.

[bookmark: _Toc63860970]Section 3.2 – Components of a Best Possible Medication History
It is important to engage patients in the process of obtaining a BPMH. The clinician compiling the BPMH through structured interview should talk with the patient and/or carer to explain why it is important to obtain a BPMH. This ensures the patient/or carer gains a better understanding of why this information is important should help to ensure that all medicines that are taken at home are accounted for. 

A structured interview with the patient and/or their carer to obtain the BPMH must include documentation of: 
details of previous adverse drug reactions and allergies
all prescribed medicines detailing dose and frequency and route; including tablets, capsules, oral mixtures, inhalers, topical patches, eye drops, creams, ointments, or injected medicines which include long acting depots or long acting reversible contraception
Non-prescribed over the counter (OTC) medicines or medicines bought from the supermarket or health food store
Complementary or herbal medicines such as vitamins, minerals or nutritional supplements
Medicines used on an as-needed basis
Any recently ceased or changed medicines (e.g. a recent change in dose or a recent course of antibiotics)
Sources of medicines information used to confirm the history (e.g. name and phone number of local doctor or community pharmacy)
Information about how medicines are managed at home (e.g. use of a Webster Pak or patient manages medicines themselves) and
Patient requirements on discharge (e.g. medicine list, liaise with nursing home, check inhaler technique etc.).

[bookmark: _Toc63860971]Section 3.3 - Medicines Information Sources 
As a single source of medicines information is rarely complete and reliable, information to verify a medication history should be obtained from at least two up to date sources5:
The patient and/or carer should always be the first source of information. 
Depending on consensus seen between the first and second source i.e. the perceived reliability of information, further medicines information might be sought. 
For completeness and transparency, the sources that are used to confirm the medication history must be recorded for each medicine listed in the ‘Meds on Admission’ tab in MedChart, or the Medication Reconciliation Form or the Pre-operative Medication Plan. 

Examples of acceptable medicines information sources used to compile a BPMH include:
the patient, their carer or next of kin who helps to administer medicines
the patient’s own medicines (POMs) from home that might be stored on the ward.
the patient’s own medicine list or smart phone medicine application (e.g. MedAdvisor App)
a community pharmacy dispensing history
general practitioner prescription history or referral letter
electronic health records including My Health Record
a recently completed ‘Pre-operative Medication Plan’ (Attachment 4)
DORA –ACT Health’s DAPIS Online Remote Access (DORA) secure online prescription monitoring for controlled medicines
current residential care facility records (ideally medication charts and administration signing sheets [if these are produced separately to the medication orders] to ensure what has been administered, reconciles with what has been prescribed in the residential care setting)
ambulance service paperwork
inter-hospital transfer paperwork
recent outpatient clinic letters.

As many changes to medication regimens are made while the patient resides in the community, less reliable medicines information sources which must be used with caution include:
out of date clinic letters or other correspondence
previous discharge summaries.

Healthcare workers who have received appropriate training can have a supportive role in the collection of medicine information to aid in the timeliness of verifying medication histories.  As an example, this might include a pharmacy technician supporting a pharmacist.

[bookmark: _Toc63860972]Section 3.4 – Documentation of Additional Information
While interviewing the patient about their medicines, other important information about how they manage their medicines will come up. This additional information might include:
smoking, alcohol and substance use (and any relevant discussions regarding the use of nicotine replacement therapy as an inpatient)
if they use a dose aid or Webster-Pak to manage their medicines
the name of the community pharmacy they use regularly
requirements to enable a safe discharge home (e.g. liaison with nursing home
provision of a medication list, increased supply of usual medicines on discharge etc.).

This additional information is to be recorded in the
‘Comments’ field in the ‘Meds on Admission’ tab in MedChart,
‘Patient Requirements on Discharge’ checklist on the Medication Reconciliation Form, or the
‘Patient Progress Notes’ section of the Pre-operative Medication Plan.

[bookmark: _Toc63860973]Section 3.5 – Documentation that a Patient Takes No Regular Medicines Prior to Admission
In the instance that it is confirmed that a patient does not take any regular medicines prior to admission this information must also be recorded:

In patient care areas that use MedChart:
Record this information in the ‘Meds on Admission’ tab in MedChart using the ‘No Regular Medicines Prior to Admission’ placeholder.
Click on ‘Add’ and search for ‘No’ and select the ‘No Regular Medicines Prior to Admission’ placeholder.

[image: ]

In patient care areas that use National Inpatient Medication Charts and Medication Reconciliation Forms:
record on the Medication Reconciliation Form (MRF)
‘No regular medicines’
sign and date the bottom of the form
file the MRF with the active medication chart.
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Medication Reconciliation is the process of comparing medicines in the Best Possible Medication History with those that have been prescribed and using the documented treatment plan to reconcile any discrepancies.

To minimise preventable harm from medicines and continuation of unintended discrepancies during a patient’s admission to hospital, reconciliation of medicines is to take place:
on admission
at each transfer of care
on discharge.

[bookmark: _Toc63860975]Section 4.1 – Documentation of Medication Reconciliation 
Best Possible Medication Histories and their reconciliation with prescribed medicines should be accessible to all clinicians at any point through the patient’s admission to hospital, therefore they are documented on the:
‘Meds on Admission’ tab of MedChart (Attachment 2) or
Medication Reconciliation Form (for areas that do not use MedChart) (Attachment 3).

[bookmark: _Hlk61351014]The Pre-operative Medication Plan (Attachment 4) is used exclusively by the pre-admission clinic staff to document BPMH, and it does not facilitate reconciliation of a BPMH with prescribed medicines, once the patient is postoperative. 

[bookmark: _Toc63860976]Section 4.2 - Medication Reconciliation on Admission
Reconciling a BPMH with currently prescribed medicines reduces the risk of patient harm caused by unintended discrepancies continuing through a patient’s admission in hospital. 

The steps involved in medication reconciliation on admission include:
1. Compare the patient’s BPMH with their prescribed inpatient treatment. Check that these lists match, and that any changes are clinically appropriate, part of intended treatment and documented.
2. Where there are changes between the two lists of medicines, ensure that the reasons for changes to therapy are documented. Depending on which clinician (i.e. pharmacist or prescriber) is reconciling the medicines, this step might involve a conversation with a prescriber to ensure that all medicines listed in the BPMH have a documented prescribing plan. The prescribing plan for medicines could include:
a. Continue: the medicine is continued on admission exactly as it was taken prior to admission
b. Change: the medicine has been intentionally changed in regard to dose, route or formulation
c. Cease: the medicine has been stopped on admission to the health service. This assumes that when this decision was made on admission there was no intention to restart it, noting that this decision may change prior to discharge
d. Suspend: the medicine has been temporarily withheld or suspended pending further diagnosis, test results, response to treatment or alternative treatment is completed. This assumes that when this decision was made on admission it’s possible the medicine may be restarted noting that this decision may change prior to discharge.
e. Withhold to Discharge: the medicine is to be withheld until discharge (e.g. herbal supplements, topical preparations that the patient doesn’t need during admission etc.)
f. Unplanned: denotes that the plan for prescribing is not documented or has not yet been determined and a decision is awaited.
3. Document the reconciliation in MedChart, or on the Medication Reconciliation Form. Documentation of this reconciliation in MedChart generates a prescribing plan for consideration by a prescriber.
4. Explain what changes have been made to medications due to admission to hospital and provide the reasons for these changes.

[bookmark: _Toc63860977]Section 4.3 - Medication Reconciliation at Transfers of Care
When patients are transferred between patient care areas, they are at risk of harm due to discontinuity of medication management. When a patient is transferred between patient care areas (for example from the Emergency Department to a ward), ensure that the person taking over the care of the patient is provided with an accurate and complete list of the patient’s medicines, detailing any changes that have been made and when the next doses of medicines are due.

Transfers of care where the patient is at an increased risk of discontinuity of medicine management include those transfers involving: 
Operating Theatres
Intensive Care Unit
Hospital in the Home
Wards within the hospital
University of Canberra Hospital and Canberra Hospital Emergency Department.

At the transfer of care, medicines should be reconciled to ensure that:
All medicines that are intended to continue are accurately prescribed for continuing care
Medicines that are no longer needed are ceased with reasons for ceasing the medicine clearly documented with the date and time of cessation
Handover of the patient’s medicines to the next clinician can take place using the updated medication chart.

Example of Medication Reconciliation at transfer of care
When a patient is transferred from the Intensive Care Unit to a ward, medicines must be transcribed by the ICU doctor from MetaVision to MedChart (for areas using the Electronic Medication Management System) or to the National Inpatient Medication Chart (for areas using paper based medication charts) and other paper clinical forms where medicines are recorded (such as ‘Insulin Subcutaneous Order and Blood Glucose Record’ and ‘Heparin Intravenous Infusion Order and Administration Chart’). Wherever possible, this transcription should be done during business hours and independently double checked by another clinician for completeness and accuracy. The medicines in MedChart or on the National Inpatient Medication Chart can be used for handover to the clinician taking over care of the patient.

[bookmark: _Toc63860978]Section 4.4 – Medication Reconciliation between MedChart and Paper National Inpatient Medication Charts
As MedChart is not available in our Emergency Department, when patients are admitted to the ward, they will have a paper National Inpatient Medication Chart (NIMC) accompanying them. 

Medication Reconciliation between MedChart and paper NIMC
Complete a BPMH in ‘Meds on admission’ tab in MedChart.
Reconcile the BPMH with those medicines prescribed on the National Inpatient Medication Chart by completing the prescribing plan in MedChart. Document reconciliation has taken place by clicking the ‘Medication Reconciliation Verified’ checkbox in the Admission Reconciliation Tab.

This process occurs when a pharmacist completes a BPMH in MedChart before the prescriber has prescribed any medicines in MedChart.

Transcription Check between NIMC and MedChart
The practice of transferring prescriptions from the paper NIMC to MedChart is associated with a risk of transcription error.

It is safe practice for a clinician other than the prescriber to check that the information has been transferred accurately from the NIMC to MedChart. When this transcription check has been completed, it can be documented in MedChart using the ‘Transition Reconciliation’ function.
Ensure that all medicines intended to continue have been accurately transferred from the NIMC to the ‘Scheduled’ and ‘PRN’ sections of MedChart.
In the ‘Scheduled’ tab, click on ‘Transition Reconciliation’.
Click the ‘Medication Reconciliation Verified’ checkbox. 

Evidence of the transition reconciliation is documented in the bottom left hand corner of the Admission Reconciliation screen
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[bookmark: _Toc63860979]Section 4.5 - Medication Reconciliation on Discharge
When a patient is discharged from hospital to their home or residential care facility the patient and the clinician taking over their care (usually their General Practitioner and/ or community pharmacy) need to be supplied with a complete list of current medicines, and details of changes that have been made to their medication regimen as a result of their admission to hospital.

When preparing a discharge summary, prescribers are responsible for reconciling medications on admission with those on discharge and for documenting the changes as a result of the hospital admission in the Electronic Discharge Summary (Attachment 5) or other approved discharge form. If a BPMH is not documented for a patient, the clinician needs to use their professional judgment as to whether a BPMH needs to be obtained at the time of discharge.

The steps involved in preparing and reconciling a discharge prescription include:
1. Contact the pharmacist working in your area (where relevant) to advise the patient is for discharge.
2. Export currently prescribed medicines from MedChart to the Electronic Discharge System (in patient care areas where MedChart is in use) or transcribe medicines for discharge from a National Inpatient Medication Chart to the Electronic Discharge Summary (or other approved discharge prescription).
3. Carefully consider each prescribed medicine to decide whether it needs to continue upon discharge, and cease any medicines that are no longer needed (e.g. pharmacological thromboprophylaxis in a patient with low risk of venous thromboembolism post discharge).
4. Refer to the BPMH and document changes made to the medication regimen resulting from the hospital admission into the ‘Discharge Medicines Plan’ section of the Electronic Discharge Summary:
· consider if any withheld medicines need to be restarted on discharge,
· have any medicines been ceased
· which medicines are new
· which medicines have been changed (in regards to dose, route or formulation).
5. After considering the BPMH, finalise the patient’s discharge prescription. This will form a basic medication list that the patient or their carer can refer to.
6. If available in the hospital, reconcile the patient’s own medications from home with the discharge prescription: 
· Ensure all Patient’s Own Medicines (POMs) are appropriately returned to the patient before they leave hospital
· If deemed necessary, patient’s own medicines can be over labelled to reflect dosing changes by the Canberra Hospital Pharmacy Department after a pharmacist has verified the medicine is suitable for use (Refer to Pharmacy Department Procedure) 
· Careful consideration must be given to returning patient’s own medicines which have been ceased or highlighted as a contributing reason for admission (e.g. accidental harm caused or self-administered in order to cause intentional harm). Refer to the CHS Medication Handling Policy Section 4.1.2 for more information.
7. Forward the reconciled discharge prescription to the pharmacy for verification by a pharmacist, provision of a Medi-List and to facilitate supply of medicines (Attachment 6). Utilising the pharmacy department to provide a verification of the discharge prescription is the safest way to ensure transfer of correct information and must be used in all possible instances.
8. The Medi-list will be uploaded by the pharmacist to My Health Record as part of the Pharmacist Shared Medicines List when this technical capability has been enabled.
9. Where relevant, liaise with residential care facilities or community pharmacies to ensure they receive complete information about changes to medicine regimens so that they can continue to provide correct medicines to patients.
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Medication Review ensures the safe and effective use of medicines at all stages of the medication management pathway including prescribing, dispensing, and administering a medicine.
[image: ] 

Figure 1: Medication Management Pathway taken from Australian Commission on Safety and Quality in Health Care. National Safety and Quality Health Service Standards guide for hospitals. Sydney: ACSQHC; 2017.

Documentation of a patient’s medication history on admission to hospital, along with a thoughtful review of medications, is a multidisciplinary responsibility which ensures medicine use is optimised, and the risk of medicine related problems are minimised2.  Which clinician is most appropriate to conduct or supervise the processes of Medication Review will depend on the type of review, the clinician’s scope of practice, practice area, level of experience and training, knowledge of medication management, therapeutic medicines knowledge, communication skill etc.  

[bookmark: _Toc63860981]Section 5.1 Different Types of Medication Review2:
A prescription review:
A review that involves checking the safety, clarity, and completeness of a current medication order (on a medication chart or a prescription). This review is conducted by a nurse or midwife (prior to administering a medication), a pharmacist (prior to dispensing a medication or when reviewing a medication chart), or a medical officer (reviewing a prescription following a prescribing decision). 

A medication concordance and compliance review:
A review to identify and resolve issues relating to patient’s medication compliance or concordance could also be conducted by various clinicians.  The patient’s medicine-taking behaviour may be intentional or unintentional; may relate to complexity of medication regimens, device use, dexterity, access, cost, side effects, misunderstandings or beliefs about their medicine(s) or condition(s). Open and respectful conversations about medication adherence could be conducted by a nurse or midwife, a pharmacist, or a medical officer and could occur at any time when a patient has contact with the health service. This may also be highly relevant and important following discharge from hospital, and therefore could be conducted by a patient’s primary healthcare provider (e.g. their GP or community pharmacist).

A Clinical Medication Review:
A structured, comprehensive process of partnering with the patient to holistically assess their medication management. The clinical Medication Review aims to optimise the effect of medicines whilst minimising medicines-related problems. 

This is achieved by considering:
· the goals of care
· treatment of comorbidities,
· how appropriate a medicine is for the individual patient
· the continued need for the medicine
· patient’s understanding and acceptance of the medicine and any monitoring requirements
· potential gaps in therapy
· adverse effects
· contraindications
· barriers of cost or access
· drug interactions

This type of review is primarily conducted by a pharmacist; however it is the responsibility of the treating team, in the absence of a pharmacist working directly in a clinical care area. 

[bookmark: _Toc63860982]Section 5.2 Frequency of and Responsibility for Clinical Medication Review
Medication reviews should occur on multiple occasions during an episode of care to ensure that the changing needs of the patient are met, and that medicine use is as safe as possible. Medication reviews are conducted by pharmacists, prescribers, nurses and midwives.

Patients who would be prioritised for Clinical Medication Review would include those at highest risk of medicine-related adverse event identified in Section 2 – Prioritising Patients According to Risk. In addition to this Clinical Medication Review should be prioritised for patients:
who have been identified as needing a clinical medication review by the nursing, medical or pharmacy staff and consequently referred to pharmacy
who have experienced a suspected adverse drug reaction while in hospital
newly prescribed high-risk medicine i.e. anti-infectives, potassium or other electrolytes, insulin, narcotics or sedatives, chemotherapy, heparin and other anticoagulants
whose clinical condition has worsened or is unstable e.g. patients who have had a Medical Emergency Team (MET) or Code Blue call.


[bookmark: _Toc63860983]Section 5.3 Community Based Medication Review
Medical officers may also refer patients at the time of discharge for a community-based Medication Review with a community-pharmacist skilled and experienced in Home Medicines Reviews or a Residential Medication Management Review for permanent residents of a Residential Aged Care Facility.

This referral can be made by documenting the recommendation of a Home Medicines Review or Residential Medication Management Review, in the discharge summary, for the patient’s GP to action.  

[bookmark: _Toc63860984]Section 5.4 Documentation of Medication Review
Documentation of the Medication Review process is recorded in any of the following:
Patient clinical record progress notes
‘Comments’ section of the ‘Meds on Admission’ tab of MedChart
Pharmaceutical Review section of National Inpatient Medication Chart, or 
On the 2nd page of the Medication Reconciliation Form.

It is important that any recommendations or requests to change medication regimens that are made as a result of a Medication Review (including actual or potential problems) are documented, including any subsequent action taken. This provides handover to the next clinician regarding the management of medication related problems.

Back to Table of Contents
	[bookmark: _Toc63860985]Section 6 – Training Requirements



Prescribers receive training in medication history taking at medical school and are considered competent. This is further built on by education content provided by the Medical Officer Support Credentialing Education and Training Unit (MOSCETU).

Nursing and Midwifery staff are required to attend the essential training Medication Safety eLearning which includes the 5 Rights of Medication Administration.

Pharmacists receive training on Best Possible Medication History taking and Medication Reconciliation and have this competency signed off as part of orientation to the CHS Pharmacy Department.

Training Resources on how to obtain a Best Possible Medication History are available from
NPS MedicineWise ‘Get it right! Taking a best possible medication history (BPMH)’
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Outcome
This procedure outlines the expected process of Medication Reconciliation and Medication Review at CHS. The intended outcome of documenting this process, is that more patients have a documented BPMH, Reconciliation and Medication Review.

Measures
Compliance to this procedure will be measured by regular audit including:
the presence of timely completion of BPMH and admission reconciliation
whether patient’s own medicines (POMs) are stored according to the CHS Medication Handling Policy and returned to patient on discharge 
investigating the accuracy of medicine information in the Electronic Discharge Summary provided by prescribers to clinicians receiving care of the patient in the community
collecting information from the Pharmacy Discharge Log regarding whether a Medi-List was provided to the patient at discharge
auditing the Electronic Discharge Summary to see if the checkbox of ‘Medicines discussed with patient’ is ticked.
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Policies
Medication Reconciliation and Medication Review Policy
Medication Handling 
High Risk Medicines 

Procedures
Admission to Discharge 
Admissions from the Emergency Department to Ward 
Clinical Handover 
Discharge Summary Completion 
Clinical Handover – Mental Health, Justice Health and Alcohol Drug Services (MHJHADS)
Clinical Records Management 

Guidelines 
Clinical Guideline Pre-admission Clinic – Adult Elective Surgery Peri-operative Medication
Australian Commission on Safety and Quality in Health Care. Medicine Reconciliation
Clinical Excellence Commission, 2014. Continuity of Medication Management: Medication Reconciliation Toolkit, December 2014
The Society of Hospital Pharmacists of Australia. SHPA Standards of practice for the provision of medication reconciliation

Legislation
Medicines, Poisons and Therapeutic Goods Act 2008 
Medicines, Poisons and Therapeutic Goods Regulation 2008 
Health Practitioner Regulation National Law Act 2010 
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
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We wish to acknowledge Calvary Public Hospital Bruce for sharing their ‘Best Possible Medication History taking, Medication Reconciliation and Medication Review Procedure Version 8.0 CCID404459’ to assist in preparation of this document.
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Addressograph
Patient sticky label containing the patient’s full name, address, date of birth, medical record number and other identifiers.

Best Possible Medication History (BPMH)
A Best Possible Medication History (BPMH) is a snapshot of a patient’s actual medication use, which might be different from information held by their GP, community pharmacy, previous admission or other health care record. It is compiled through a structured interview with the patient or their carer and its accuracy confirmed with at least one other source of medicines information.

Clinical Medication Review
A structured, comprehensive process of assessing the patient’s medication management.

Electronic Discharge Summary
Software to create a discharge summary in Clinical Portal.

General Practitioner (GP)
A registered medical practitioner who:
is qualified and competent for general practice anywhere in Australia
has the skills and experience to provide whole person, comprehensive, coordinated and continuing medical care
maintains professional competence for general practice.

High-Risk Medicines
Are those medicines that have a high risk of causing significant patient harm or death when used in error. Although errors may or may not be more common than with other medicines, the consequences of errors with these medicines can be more devastating.

Home Medicines Review
In collaboration with the GP, a pharmacist comprehensively reviews the patient’s medication regimen in a home visit. After discussion of the pharmacist’s report and findings, the GP and patient agree on a medication management plan. The patient is central to the development and implementation of this plan with their GP.

MedChart
MedChart is a clinical information system that supports the flow of medication information from admission to discharge. It is also known as the Electronic Medication Management (EMM). It includes electronic prescribing, medication administration, pharmacy review of medication orders and medication reconciliation.

Medi-List
A patient friendly list of medicines created by the pharmacy dispensing software at the point of discharge.

Medication Adherence Review
A review of medicines to identify and resolve issues relating to patient’s medication compliance or concordance could also be conducted by various clinicians.  




Medication Management Pathway
A pathway that describes the processes involved in using medicines. The pathway centres on the consumer and involves all decisions relating to medicines use including prescribing, reviewing, dispensing, distribution, storage, monitoring of medicines.

Medication Order Review
A review which involves checking the safety, clarity and completeness of a current medication order.

Medication Reconciliation
Medication Reconciliation is a structured process to ensure that patients receiving care in our service receive all medicines that they are intended to and that accurate, current and comprehensive medicines information including changes to their medication regimen follows them at all transitions of care.

Medication Review
Medication Review optimises prescribed pharmacotherapy by conducting evidence-based reviews on existing and newly prescribed medicines in the context of the patient’s clinical condition and treatment goals.

MetaVision
Clinical information system specifically for critical care settings, that is currently in use in Canberra Hospital’s Intensive Care Unit.

My Health Record
Australia’s National online database for personal health records which can be accessed in any health care setting.

National Inpatient Medication Chart
National standardised inpatient medication chart which is paper based.

Residential Medication Management Review
A medication review conducted by a pharmacist in collaboration with a GP for a permanent resident of a residential aged care facility. 

Therapeutic Drug Monitoring
Therapeutic drug monitoring refers to the individualisation of dosage by maintaining plasma or blood drug concentrations within a target range (therapeutic range, therapeutic window).

Transfer of care
Transfer of care involves transferring professional responsibility and accountability for the care of a patient to another person or professional or a combination of professionals.
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Medication Reconciliation, Reconciliation, Med Rec, Review, BPMH, Best Possible Medication History, Medication Management, Continuity, Continuity of Medication Management, Admission, Discharge, Transfer, Poms  
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Attachment 1 – Flowchart for Medication Reconciliation on Admission
Attachment 2 – Meds on Admission tab in MedChart
Attachment 3 – Medication Reconciliation Form
Attachment 4 – Pre-operative Medication Plan
Attachment 5 – Electronic Discharge Summary
Attachment 6 – Medi-List
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The information below will help you use the medication your doctor has prescribed safely and effectively. This is NOT a legal

prescription and cannot be used as a medication order.
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