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1. INTRODUCTION: 

 
The leading cause of injury and death in healthcare systems worldwide have been identified to be adverse 

drug events. These events usually occur due to the poor communication between healthcare providers and 

patients, and between healthcare professionals in different care-providing settings. Unfortunately, the design 

of the healthcare system in our country as well as the lack of proper connections with private hospitals and 

clinics have put our patients at a greater risk of having medication related errors; including medication 

discontinuation, duplication, or drug interactions. If these errors were not detected and resolved then patients 

could suffer from an adverse event, which maybe high in severity or could lead to death. These events reflect 

directly on patient morbidity, patient mortality, length of hospital stay, and readmission rates. Therefore, the 

establishment of a formal process to assure medication accuracy at transition of care and minimise errors has 

been our hospital’s priority. It has been proven that the Medication Reconciliation proves significantly decreases 

medication related errors and it has been recommended as 1 of the 9 patient safety solutions by the World 

Health Organization (WHO). 

 

 

2. PURPOSE: 

 
The purpose of the Medication Reconciliation Process is to assure that the most accurate current patient 

medication list is available to all healthcare providers, especially at the points of transition of care, which are 

vulnerable moments. These points include: admission to the hospital, transfer internally from one area to 

another, transfer externally to another healthcare facility, discharge from hospital, and visit to primary care 

providers. 

 

 

3. DEFINITIONS/ABBREVIATIONS: 

 
3.1. Medication Reconciliation: a formal process in which healthcare professionals partner with patients to 

ensure accurate and complete medication information transfer at interfaces of care. 

3.2. Recreational Medications: is a substance taken for non-medical purposes i.e. drugs. 
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3.3. MRL: Medication Reconciliation List. 

3.4. BPMH: Best Possible Medication History. 

3.5. Bed-Ridden Patients: patients confined to bed because of illness for a long or indefinite period. 

 

 

4. POLICY STATEMENTS:  

 
4.1. All patients admitted to any service in Al-Adan hospital (in-patient or emergency services) must go 

through the process of medication reconciliation. 

4.2. In an in-patient setting, the patients’ medications must be reconciled as soon as the decision has been 

made to admit the patient with maximum duration of 24 hours. 
4.3. In an in-patient setting, the patient’s medications must be reconciled upon transfer, by both the sending 

and receiving teams, within 2 hours of transfer if the patient was stable or 4 hours after stabilization. 
4.4. In an in-patient setting, the patient’s medications must be reconciled upon discharging the patient after 

reviewing the previous admission reconciliation forms. 
4.5. In an emergency setting, the patients’ medications must be reconciled after staying in the observation 

room for more than 6 hours. 
4.6. In all settings, the medication reconciliation form must be sent to the pharmacy for a double-check 

before dispensing any medications. 
4.7. Bed-ridden patients’ medications must be reviewed and reconciled every six months or when there 

have been major changes to the patient’s condition. 

 

 

5. RESPONSIBILITIES: 

 
The medication reconciliation process is a multidisciplinary activity with shared responsibilities among 

physicians, nurses, pharmacists, and other clinicians involved in patient’s care. For medication reconciliation 

to be effective, the staff need to be aware of their roles and responsibilities in the process so that patients 

would have their medicines reconciled and discrepancies resolved. 

5.1. Collecting the BPMH: is the responsibility of any qualified healthcare professional who is trained in 

taking the BPMH. 

5.2. Physicians: the treating physicians are responsible for reconciling the BPMH list with the medication 

orders. They are also responsible for communicating the changes in the treatment plan to the patients 

and their care-providers.  
5.3. Pharmacists: the pharmacists are responsible for reviewing the medication reconciliation form upon 

admission, transfer, and discharge and resolving any discrepancies with the physicians prior to 

dispensing. They are also responsible for providing the discharged patient with an updated medication 

list. 
5.4. Nurses: the nurses are responsible for reviewing the form after being filled by the physician to make 

sure that all requirements are met and for maintaining the form in the patients’ file. They are also 

responsible for educating the patient on the importance of bringing their medications bag with them 

upon each visit to the hospital. 
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6. EQUIPMENT/MATERIALS: 

 
6.1. Appendix 1: Medication Reconciliation List (MRL-1). 
6.2. Appendix 2: Patient Discharge Medication List. 
6.3. Appendix 3: Best Possible Medication History Interview Guideline. 
6.4. Appendix 4: Medication Reconciliation Policy Flowcharts 
6.5. Appendix 5: Medication Reconciliation Auditing Tool  

 

 

7. STEPS OF MEDICATION RECONCLIATION:  

 
There are 5 main steps that must be followed to reconcile the patient’s medications properly and they are 

as follows: 

 

7.1. Step 1 – Obtain the best possible medication history: by compiling a comprehensive list of medications 

that the patient is currently taking from talking to him personally or to his carers, as well as using any 

other available information sources. 

7.2. Step 2 – Confirm the accuracy of the history: by verifying the accuracy of the information obtained 

using the available resources. 

7.3. Step 3 – Reconcile BPMH with the prescribed order: by comparing the BPMH to the formulated 

medication order and resolving any discrepancies, then documenting the changes on the MRL form. 

7.4. Step 4 – Write the medication orders on the prescription sheet: by following the hospitals prescribing 

guidelines. 

7.5. Step 5 – Communicate the list of current medications: by sharing an updated MRL and discussing the 

reasons for any change with the receiving clinician, the patient, or the carers when the patient is 

transferred or discharged. 

 

 

8. THE BEST POSSIBLE MEDICATION HISTORY: 

 
When the medication reconciliation form needs to be filled, the treating physician, or any other qualified 

healthcare provider, is responsible for collecting a complete list of current medications (Best Possible 

Medication History), including the dosage, frequency, route of administration, and time of the last taken 

dose. The BPMH is different and more comprehensive than a routine primary medication history. It is a 

systematic process for obtaining a history of all regular medications, and verifying that information using 

more than one source of information. 

 

8.1. The types of medications to be noted on the BPMH are as follows: 

8.1.1. All prescribed medications: medications the patient was instructed to take them by a physician 

and were collected using a prescription. 

8.1.2. All non-prescribed medications: medications the patient was not instructed to take and should 

not have been given to him without a prescription. 
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8.1.3. All non-prescription medication: medications that are freely available for use by anyone such as 

over the counter drugs or herbal remedies. 

8.1.4. All recreational and PRN medications required by the patient. 

 

8.2. The sources to be used for obtaining and verifying the medication information include the following: 

8.2.1. Patient/family thorough medication interview, where possible. 

8.2.2. Inspection of the patient’s previous medication lists and the actual medications or their packages 

(each medication must be verified to assure that what the patient is taking is not different from 

what he was prescribed). 

8.2.3. The patient’s medical records and dispensing history. 

8.2.4. Contacting other physicians or healthcare providers that are involved in the patient’s care. 

 

 

8.3. Healthcare providers completing the BPMH should: 

8.3.1. Receive formal training on Medication reconciliation and how to complete a BPMH. 

8.3.2. Follow the systematic process provided in the guideline (Appendix 3) when interviewing the 

patient to obtain a reliable Medication Reconciliation List. 

8.3.3. Be responsible and accountable for conducting the medication history process. If they are unsure 

of a medication, they should take the time to check the different sources of information or ask for 

assistant from other professionals e.g. pharmacists or nurses. 

 

 

9. PROCEDURES OF MEDICATION RECONCILIATION IN AN IN-PATIENT SETTING: 
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In an in-patient setting, the process of medication reconciliation must be done upon admission, transfer, or 

discharge of the patient. The following procedures regarding each critical point must be followed to ensure 

proper performance and completion of the medication reconciliation process: 

 

9.1. Medication Reconciliation on Admission (Please refer to the flowchart in Appendix 4A): 

9.1.1. When the decision has been made to admit the patient, the medication reconciliation list must 

be filled properly by the treating physician as soon as possible. 

9.1.2. Once the process of Medication Reconciliation (Section 7) was followed and the BPMH (Section 

8) was obtained properly, the physician should document the information on the MRL-1 form 

(Appendix 1). 

9.1.3. The patient identification information must be completed after correctly identifying the patient 

according to the hospital’s policy (full patient name and civil ID number). 

9.1.4. The history of any previous food, drug, or substance allergies must be obtained including the 

severity, signs, and symptoms. 

9.1.5. The source from which the physician collected the medication information must be indicated on 

the form (patient, family, caregiver, medical records, or other). 

9.1.6. The medication information must be verified using the available sources, then for each 

medication or remedy the patient is taking the medication name, dose, frequency, route of 

administration, and date and time of the last dose must be written clearly in the specified boxes. 

9.1.7. During the formulation of a treatment plan for the patient, the physician must refer to the MRL 

to prevent medication duplication, adverse reaction, omission and contraindication. 

9.1.8. Prior to writing the admission medication order, the physician should assess every medication in 

the list and decide whether to continue, modify, or discontinue any of the medications by ticking 

the appropriate boxes in the admission column. 

9.1.9. If a medication needed to be modified or discontinued, the reason for that change must be 

documented in the relevant column and the medication information must be crossed with a line in 

the middle (e.g. Medication Name). 

9.1.10. Another line must be drawn below the current medications’ information and the modified 

medication information must be written beneath it then the continue box must be ticked. 

9.1.11. In case the treating physician decided to start a new medication upon admission, the order must 

be documented directly on the treatment sheet. The medications to be continued or modified 

should also be ordered and documented on the prescription. 

9.1.12. Once the admission reconciliation process is complete, the physician must draw a line cross the 

whole form to illustrate the end of the process and then he should date, sign, and stamp the form 

in the “medications reconciled upon admission” box. 

9.1.13. In situations where BPMH cannot be obtained on admission time (e.g. inadequate staffing, 

medical status of the patient, complex patients with extensive medication histories), a concise 

medication history must be taken and admission medications should be ordered. The BPMH, 

however, must be completed within 24 hours of admission and reconciled with the order to resolve 

any discrepancies. 

9.1.14. In situations where it is not possible to obtain the BPMH from the patient (e.g. patient 

unconscious with no family or friends, no medications with him, and the medical record is not 

available) and the 24 hours allowed time has passed, a second-on-call or a senior registrar can 

document “Reason for not filling the form” in the designated box and sign the form. This will extend 
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the allowed duration from 24 hours to 72 hours and the physician that signed the form will be 

responsible for ensuring that the medications will be reconciled during that time period. 

9.1.15. If the 72 hours extended time allowance has passed and still the physician could not find any 

information regarding the patient’s medication history then the patient will be treated as if he had 

no previous medications. 

9.1.16. In situations where the patient did not have a previous medication history, i.e. he was no on any 

medications prior to being admitted to the hospital, the physician must write on the form “no 

previous medication history” and sign the form. 

9.1.17. The MRL-1 then must be attached to the prescription and sent to the pharmacy by the nursing 

staff. Once a new MRL-1 form is filled, the nurse must place the old one in the patient’s medical 

record immediately following the admission sheet. 

 

9.2. Medication Reconciliation on Internal Transfer (Please refer to the flowchart in Appendix 4B): 

9.2.1. The goal of medication reconciliation at transfer is to ensure that all ordered medications are 

appropriate for the patient’s new status of care. Reconciliation ensures that the changes are 

intentional and that discrepancies are identified and resolved. At the time of transfer, it is 

important that the physician assesses the appropriateness of continuing existing medications, the 

need to resume pre-admission medications, or the need to stop pre-admission medications. 

9.2.2. Internal Transfer may include changes in the responsible medical service (e.g. surgical to medical) 

or change in the level of care (e.g. Coronary Care Unit to regular Cardiology ward). 

9.2.3. When the decision of transfer is taken, the sending physician must assess the following to ensure 

that the MRL-1 (Appendix 1) form is updated properly: 

9.2.3.1. The medications the patient was taking prior to admission (MRL-1 Admission Form). 

9.2.3.2. The current medications ordered in the prescription sheet. 

9.2.3.3. The transfer medication order (including new, discontinued, and changed medications 

upon transfer) 

9.2.4. The physician can either reconcile on the admission MRL-1 form or choose to start a new form. 

It is advised that a new form should be used If the patient was on more medications than what 

could be filled in the current form. 

9.2.5. If the admission MRL-1 form was to be reused the physician must document the date below the 

line that was drawn at the end of the previous reconciliation and state the start of “reconciliation 

upon transfer”. 

9.2.6. The sending physician must then assess all continued medications from the previous 

reconciliation and asses if they are to be continued, modified, or discontinued and tick the relevant 

box in the transfer column. 

9.2.7. If a medication needed to be modified or discontinued, the reason for that change must be 

documented in the relevant column and the medication information must be crossed with a line in 

the middle (e.g. Medication Name). 

9.2.8. All modified medications must be added below the line that indicates the transfer reconciliation 

and all new medications that were started during the patient’s stay in the ward must be added as 

well. This will ensure that an updated current medications list is forwarded to the receiving 

physician. 

9.2.9. Once the reconciliation process is complete, the “medications reconciled on transfer” box must 

be dated, signed and stamped. 
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9.2.10. The transfer MRL-1 must be placed with the prescription sheet and handed over to the receiving 

team. 

9.2.11. Upon transfer to the new location, the receiving physician must review the updated MRL-1 Form 

and in case medications needed to be changed or modified, the physician should fill a new MRL-1 

form using the admission column. 

9.2.12. The physician must reconcile the medications within 2 hours of transferring a stable patient or 4 

hours after stabilizing the patient. 

9.2.13. The reconciled mediations and newly started medications must be ordered on the prescription 

by the physician and the latest MRL-1 form must be attached and sent to the pharmacy to collect 

the medications by the nurse. 

9.2.14. The previous MRL-1 form must be placed in the patient’s medical record immediately following 

the admission sheet. 

 

9.3. Medication Reconciliation on Discharge/External Transfer (Please refer to the flowchart in Appendix 

4C): 

9.3.1. The goal of discharge medication reconciliation is to reconcile medications the patient is taking 

prior to admission and those initiated in the hospital, with the medications they should be taking 

post-discharge to ensure all changes are intentional and that discrepancies are resolved prior to 

discharge. 

9.3.2. The physician must review the following when reconciling the medications: 

9.3.2.1. The medications the patient was taking prior to admission (MRL-1 Admission Form). 

9.3.2.2. Previous 24 hours medication list in prescription sheet. 

9.3.2.3. New medications planned to start upon discharge. 

9.3.3. The final step of discharge medication reconciliation should be the development and provision 

of a clear and comprehensive discharge medication plan as a resource of information for the 

patient and other healthcare providers. 

9.3.4. The treating physician should create the discharge medication plan by evaluating and accounting 

for: 

9.3.4.1. New medications ordered in the hospital. 

9.3.4.2. Discontinued medications from the BPMH. 

9.3.4.3. Adjusted medications from the BPMH. 

9.3.4.4. Unchanged medications that are to be continued from the BPMH. 

9.3.4.5. Medications held in hospital. 

9.3.4.6. New medications started upon discharge. 

9.3.4.7. Additional herbal medications/supplements or medications to be taken at the patient’s 

preference. 

9.3.5. Any discrepancies must be resolved on a new MRL-1 form using the discharge column, then the 

reconciled medications and new medications should be ordered through the appropriated 

prescription sheet. 

9.3.6. Once the process of reconciliation is complete, the MRL-1 must be dated, signed, and stamped 

in the “medications reconciled on discharge” box. 

9.3.7. The nurse must then attach the MRL-1 to the prescription and send it to the pharmacy to collect 

the medications. Then the MRL-1 form and the Prescription sheet must be placed in the patients’ 

medical records. 
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9.4. Medication Reconciliation for Bed-Ridden Patients: 

9.4.1. Bed-ridden patients must have their care plans, including all their medications, reviewed by the 

in-charge physician and their MRL-1 form updated and reconciled with the new care plan in the 

following situations: 

9.4.1.1.  If the care plan and the MRL-1 have not been updated in the last 6 months. 

9.4.1.2. If the patient developed new symptoms requiring an increased level of care or major 

changes to the medication plan (i.e. turned into an active case). 

9.4.1.3. After new consultations. 

9.4.1.4. After recovering from cardiac arrest (code blue). 

 

 

10. PROCEDURES OF MEDICATION RECONCILIATION IN AN EMERGENCY SETTING: 

 
The medication reconciliation process in an emergency setting applies only on those patients who stay in 

the observation room for more than 6 hours. The procedures are as follows: 

 

10.1. When a patient stays in the observation room for more than 6 hours, according to the hospital’s 

admission policy, he must be treated as an admitted patient.  
10.2. The nursing staff must notify the physician once the 6 hours limit has been reached so that he 

can start the medication reconciliation process (Section 7) and obtain the BPMH (section 8) before 

sending the prescription to the pharmacy. 
10.3. The physicians must use the MRL-1 form (Appendix 1) when completing the Medication 

Reconciliation Process 
10.4. If the patient was under the care of the Emergency department then an Emergency physician 

must fill the form. 
10.5. If the patient was kept under another department’s care (e.g. surgical or medical) then the 

responsible physician from that department must fill the form. 
10.6. If the patient was discharged directly from the Emergency Department then the emergency 

physicians must update the current MRL-1 form with the discharge medications. 

 

 

11. PROCEDURES OF MEDICATION RECONCILIATION FOR PHARMACY PERSONNEL: 

 
11.1. In an in-patient setting, the pharmacy personnel must double-check the reconciliation form with 

the prescription, resolve any discrepancies with the physician, and then sign and date the form to 

confirm completion of the process. 
11.2. If the patient was newly admitted to the hospital the pharmacy will dispense medications to 

cover only 24 hours until the MRL-1 is received. 
11.3. If the MRL-1 form was not sent with the prescription to the pharmacy and the allowed time 

period has passed (24 hours from admission or 72 hours of extension was requested) then the 

pharmacist shall contact the physician an inform him/her that no medications will be issued unless the 

MRL-a form is received.  
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11.4. If the patient is to be discharged, the discharge MRL-1 form must be double-checked with the 

prescription before issuing any medications. Then the pharmacist must fill the patient discharge 

medications list (Appendix 2) and educate the patient about his medications. 
11.5. If the patient is bed-ridden and his MRL-1 form has not been updated in the past 6 months the 

pharmacist has the right to either refuse to issue treatments or dispense to cover 24 hours only until 

the form is updated. 
11.6. if the MRL-1 form was filled but not properly the pharmacist has the right to either refuse to 

issue treatments or dispense to cover 24 hours only until the required modifications have been made. 
11.7. Please note that STAT medications must be supplied immediately and do no need to have an 

MRL form attached to the prescription. 

 

 

12. MONITORING OF THE IMPLEMENTATION: 

 
12.1. The implementation of the medication reconciliation policy will be monitored closely using the 

audit results which will be conducted twice yearly by the quality office. (Appendix 5) 

 

 

13. PATIENT AND FAMILY INVOLVEMENT: 

 
Patients are the only constant element in the process of medication reconciliation as they move throughout 

the healthcare system, and medication reconciliation works best when patients and families are actively 

involved in the process. 

 

13.1. The patient must have a clear understanding of how to take a medication and what changes have 

been made to their regimen. The physician must review with the patient, family members, or caregivers 

the previous medication regimen alongside the list of medications prescribed at discharge and reconcile 

the difference. The communication should include: 
13.1.1. New medications. 
13.1.2. Discontinued medications 

13.1.3. Adjusted medications. 

13.1.4. Unchanged medications to be continued. 

13.1.5. Medications held in the hospital. 

13.1.6. New medications started on discharge. 

13.1.7. Additional comments as appropriate. 

13.2. Upon each visit to the hospital, the healthcare providers must advise the patients to always bring 

their medications bag with them along with any medications’ lists, reports, or prescriptions that have 

been provided to them by other care providers. 

13.3. The patient must be advised to keep their medication list with them at all times and present it to 

all healthcare providers at any point of care. 

13.4. The patient must be advised to speak up if they believe that a mistake has been made with their 

medicines. 
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14. EDUCATION AND TRAINING OF HOSPITAL STAFF: 

 
14.1. All healthcare providers in Al-Adan Hospital must be trained on Medication reconciliation on 

annual bases. 
14.2. All new employees must be trained on medication reconciliation as a part of the new employee 

program in Al-Adan Hospital 
14.3. Training on Medication Reconciliation must cover the following points: 

14.3.1. Staff roles and responsibilities for taking a BPMH. If possible, the training should be 

multidisciplinary to promote the team approach. 
14.3.2. How to conduct patient interviews to enquire about patient’s current medications in order to 

create the BPMH. 
14.3.3. How to verify the history with different information sources to determine what the patient is 

actually taking. 
14.3.4. Critical thinking involved when performing the reconciliation process. 
14.3.5. Counselling the patient about the previous home medications and the current discharge 

prescribed list. 
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