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Why we need this Protocol
Medicines reconciliation should ensure that medicines prescribed on admission to hospital correspond
to those that the patient was taking before their admission, unless there are sound clinical reasons to
the contrary. Each patient should have his or her medication history taken and confirmed as soon as
practical after admission to the ward. (NICE Patient Safety Guidance 1 Dec 20071)
Medicines reconciliation should be carried out within 24 hours of admission. If this is not possible e.g.
at weekends when information may not be available, then it should be completed as soon as practical.
The medicines reconciliation process will be commenced by the admitting doctor. It is the
responsibility of the sector Junior Doctor to complete the reconciliation process within 24 hours of
admission (or as soon as practical if admission occurs at a weekend). Pharmacy staff may undertake
medicines reconciliation if there is an agreement to provide the service.

What the Protocol is trying to do
This protocol defines the medicines reconciliation (MR) process for NHFT to reduce preventable
medication errors on admission to hospital or transfer between hospital units, and discharge to
primary care. The protocol describes the steps to be taken:


To ensure medicines prescribed on admission correspond to those that the patient was taking
before admission



To identify any medication-related causes for admission



To identify any concordance issues a patient may have with their medication



To communicate and record through appropriate documentation, any changes, omissions and
discrepancies in a patient’s medication

Which stakeholders have been involved in the creation of this Protocol
Medicines Management Committee

Any required definitions/explanations
MR - Medicines reconciliation: as defined by the Institute for Healthcare Improvement, is the process
of identifying an accurate list of a person's current medicines and comparing them with the current list
in use, recognising any discrepancies, and documenting any changes, thereby resulting in a complete
list of medicines, accurately communicated on admission and at transfer of care. The term 'medicines'
also includes over-the-counter or complementary medicines, and any discrepancies should be
resolved; it encompasses:
1. Collecting information on medication history (prior to admission) using the most recent and
accurate sources of information to create a full and current list of medicines.
2. Checking or verifying this list against the current prescription chart, ensuring any discrepancies are
accounted for and actioned appropriately.
3. Communicating through appropriate documentation, any changes, omissions and discrepancies to
the current medication therapy/treatment.
Medicines reconciliation is the responsibility of all staff involved in the admission, prescribing,
monitoring, transfer and discharge of patients requiring medication
ADR – adverse drug reaction
MAR - Medication Administration record
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MRD – medication reminder devices
POD - Patient’s Own Drugs
NKDA – no known drug allergy
NHFT - Northamptonshire Healthcare NHS Foundation Trust
OTC – over the counter medicines
TTO – “To take out” or discharge medications

Key duties
Medicines Management Committee
Will approve and review this protocol
Medical staff
Are responsible for:




Performing medicines reconciliation for patients admitted to the Trust.
Accurate and safe prescribing of medications – as described in the MMP001 Control of
Medicines Policy.
Reporting incidents via the DATIX system

Pharmacy staff (pharmacists and pharmacy technicians) where medicines management
service is available
Are responsible for:



Performing medicine reconciliation for patients admitted to the Trust (where there is an
agreement to provide the service).
Reporting incidents via the DATIX system

Nursing staff
Are responsible for:




Accurate and safe administration of medicines – as described in the Control of Medicines
Policy MMP001 and NMC guidelines.
Reporting incidents via the DATIX system
Supporting the medical team in undertaking medicines reconciliation by requesting a
medication history from the patient’s GP where this is not available electronically through
SystmOne

Medicines reconciliation process
Collection and checking
Information shall be gained from the patient and/or carer using the process described and ideally
corroborated by at least 2 reliable sources. For patients with communication difficulties caused by
their acute condition, sensory or cognitive impairment or language barriers, consideration may need to
be given to accessing additional sources, depending upon the individual circumstances.
Do not assume that the medication history documented in the admission medical notes is accurate.
Use it as a guide only, as there can be errors with doses, formulations, omissions, inappropriate
additions, etc.
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Prior to asking the patient questions about his/her medication ensure that you have the correct drug
charts for that patient.




Ask the patient if he/she has brought his/her own medication (PODs) into hospital.
Any discrepancies in the medication history should be brought to the attention of the
prescriber/prescribing team. Discrepancies and outcomes of interventions should be
documented in the single clinical record.
Documentation MUST include where the information came from

NOTE: Sticky post-it notes left on drug charts are unacceptable for medication histories.







in addition to asking the patient about regularly prescribed medication, also ask about
inhalers, eye drops, once weekly medications, injections, Over the Counter (OTC) medications,
herbal medication, medicines purchased from online pharmacy or other websites, oral
contraceptives and medicines applied externally, e.g. patches, creams, and ointments.
It is important to remember some patients may be confused on admission to hospital
(especially older people or those with an intellectual disability or for whom English is a second
language). If unsure as to the reliability of a patient’s answer, the GP, regular community
pharmacy or relative should be contacted for confirmation
If the patient has brought in their own medicines (PODs) into hospital with them, this can be
used as an additional source of information. Check the date of supply - this could help identify
compliance problems if medication was supplied more than a month ago
Any over the counter (OTC), ‘online’ medicines, herbal or chinese medicines purchased by the
patient should be noted on the medicines reconciliation form in the patient’s notes

Sources of medication history
The following list is not in order of preference, as reliability can vary depending on the situation.
Whenever possible, try to use at least 2 sources for a medication history. Also, try to establish how a
patient takes their medication and whether they might have any compliance/concordance issues with
their medication, as this could be very different from formal records. Ask whether patients have been
seen by any other health professionals to include medication which may not be on the GP summary


The patient or carer – an important source, as he/she will tell you exactly how he/she takes
the medication
 Patient’s own medication (PODs) – encourage PODs to be brought into hospital, especially if
relatives are available and willing to bring them in at their next visit. Check dispensing date and
labelling (query anything dispensed more than 2 months previously). Confirm with the patient
how he/she takes each medication. If medications are sourced from abroad e.g. by migrant
workers, contact the pharmacy team to assess suitability of the product as there may be issues
with labelling or as to whether the product is licensed in the UK
 Patient’s reminder charts – check date of preparation and confirm all items with patient.
 GP referral letter: not always reliable as it can be written by the on-call doctor who may have
little information. The letter often lacks specific doses and formulations.
 GP repeat prescription: the patient may have brought a copy with them into hospital, although
it may not necessarily be up-to-date or include recent consultations or changes from other
prescribers
 GP surgery: if speaking to the receptionist,
o Request a faxed list as it provides a permanent record and it removes a transcription stage
o Be aware of ‘acute medicines’, ‘repeat medicines’ and ‘past medicines’
o Check when each item was last issued and quantity issued
o Be aware of different formulations and check specifically if more than one exists (e.g.
beclometasone CFC free inhalers / Calcichew range / preparations that are available as
both standard and Modified Release forms)
o Ensure allergy status is included with the requested information
 Check electronic patient record or patient notes for recent outpatient clinic letters
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 Compliance aids / Medication reminder devices (MRDs) filled by community pharmacies,
patients or relatives e.g. blister packs (Venalink®) or refillable devices (Dosette® / Medimax® /
Medidos®). Be aware of additional medication other than the ones in the compliance aid e.g.
inhalers, as required medications, eye-drops, once weekly alendronate, warfarin, liquids,
patches, controlled drugs etc.
To check compliance aids:
o
o

o
o

o

o

Contact the appropriate community pharmacist (details from GP or on the actual
compliance aid or from the patient), alerting him/her to the patient’s admission
Confirm when the compliance aids were last dispensed and whether there are any specific
patient issues e.g. the pharmacy has noted some of the dispensed medicines being
returned to the pharmacy in the compliance aid at the end of the week. This would
indicate poor patient compliance
Ask about ‘as required’ medications, inhalers etc.
Note that some patient / carers may get non-compliance aid medicines (e.g. antibiotics)
from a different community pharmacy than those dispensed in a compliance aid.
Therefore a pharmacy dispensing into a compliance aid may not necessarily have a
complete list. If unsure (i.e. patient says he/she takes something else), then clarify with GP
surgery. Recent copy of TTO or discharge summary
Check whether there have been any changes made by the GP since discharge. If the
patient has been discharged in the last three months, the copy of the TTO can be used as a
source as long as the patient can confirm changes have not occurred to his/her regular
medication within this period
Residential / Nursing Home records
Medication Administration Record (MAR) sheets can be a very useful source of
information
Some homes have a local community pharmacy that ‘blisters’ all medication. Liaise
appropriately to ensure all information is collated
Other hospitals
If a patient has been transferred from a different hospital, a copy of the current drug chart
can be used as a source of medication history. Check last date of each medication being
administered

Specific questions
For all medications include:











Medicine name (Record brand name if the type of medication requires brand prescribing)
Dose
Frequency
Duration e.g. steroids, antibiotics
Have any medications been stopped or started recently?
Have any doses or the frequency been changed recently?
When was the medication last issued/dispensed?
How much does the patient usually get at a time? (some patients are at high risk and may
only get one week of medication at a time e.g. those with a past medical history of
deliberate self-harm or overdose; some mental health patients; some patients taking
medications that could potentially be misused e.g. benzodiazepines)
If appropriate, ask who initiated or who will review certain medication
Specifically ask about inhalers, oral contraceptive pills, topical preparations, eye, ear and
nose drops, patches etc.
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Non-prescribed medications
Ask the patient if they take any of the following and if they do, document on the medicine
reconciliation record form





Regular over the counter medication
Any herbal, chinese or alternative preparations
Any recreational drugs (if applicable to ask)
Medicines purchased on the internet

If no non-prescribed medications are used, state this on the form
Medication Sensitivity (Allergies and Adverse Drug Reactions (ADRs))
 If the Medication Sensitivity (allergy/ADR) box on the prescription chart is empty, attempt to
clarify the allergy status with the patient and/or other sources as appropriate.
 If the patient has no known drug allergies, then write ‘NKDA’ and initial & date the box.
 If an allergy to a medication is documented, it should include information on the medication
and the reaction that occurred. The entry should be dated and signed and the source of the
information stated.
 If the patient is unconscious / unavailable and the allergy box is empty, use the information
from the medical notes e.g. ‘NKDA from medical notes’. This should remind you to reconfirm
with patient at a later date. Sign & date the box.
 If there is no record of allergy status in the medical notes and the patient is unable to give any
information, then ideally, the GP surgery should be contacted (NB: be aware that the GP
records may not necessarily be up-to-date). If the GP records have ‘no allergies documented’,
then annotate the drug chart with ‘NKDA from GP records’. Sign and date the box.
 If there is no information available about allergy status then the drug sensitivity/allergy box
should be completed with “no information available”. This should be signed and dated.

For patients on the following:
Oral Methotrexate:
 Follow Trust Oral Methotrexate Guidelines “MMG031 Prescribing of Oral Methotrexate”
 Check patient’s monitoring booklet
 Confirm day of week of administration
 Ensure that the other days of the week are crossed out on the administration section of the
drug chart
 Check folic acid - usually given once a week on the day following the Methotrexate dose but
this may vary.
Methadone:
 Check whether doses have been confirmed with the GP or Local Substance Misuse Services.
This should be documented in the medical notes/drug chart.
 The patient should not receive his/her 'apparent' methadone dose until this has been
confirmed.
 Contact the community pharmacist, if appropriate, to alert them of the patient’s admission
and check when the last dose was given.
 Methadone patients do not usually get a supply of methadone on discharge unless approved
by the GP or county Substance Misuse Services – the patient should arrange to pick up their
supply from their usual community pharmacy
If the patient usually gets supplies from the GP, then he/she (plus the community pharmacist) will
need to be contacted pre-discharge to establish a plan of action. Where the patient is under the care
of the county Substance Misuse Service, this service should be contacted pre-discharge to establish the
plan for resuming previous supply arrangements.
This document is uncontrolled once printed. Please refer to the Trust intranet for the current version
MMPr034 review Nov. 20 Page 7 of 14

Opioid Analgesics:
 Confirm opioid dose, formulation, frequency of administration and any other analgesic
medicines prescribed for the patient. This may be done for example through discussion with
the patient or their representative (although not in the case of treatment for addiction), the
prescriber or through medication records.
 Ensure where a dose increase is intended, that the calculated dose is safe for the patient (e.g.
for oral morphine or oxycodone in adult patients, not normally more than 50% higher than the
previous dose).
 Staff should ensure they are familiar with the following characteristics of that medicine and
formulation: usual starting dose, frequency of administration, standard dosing increments,
symptoms of overdose, common side effects.
Nebulisers:
Identify whether the patient uses these at home (document on the In-patient drug chart as ‘no home
nebs’ or ‘home nebs’)
Steroids (Asthma / COPD):
 Ask about any recent courses of oral steroids (i.e. within the past 6 months) and if so, how
many and for how long (i.e. whether they were short 5 - 7 day courses or reducing courses).
 The Committee on Safety of Medicines suggests that as a guide where therapy is stopping , the
following patients should be weaned off steroids and not stopped abruptly:
o Those who have had more than 3 weeks oral steroid treatment
o Those who have had recent repeat courses; locally this has been interpreted as three
or more 1-week (or longer) courses in the past six months
o Those who have previously been on long-term steroid therapy (months/years)
o Those who have other possible causes of adrenal suppression
o Those taking more than 40mg prednisolone or equivalent per day
o Those who have been taking repeat doses in the evening
 Where a patient reports that he/she regularly has repeat courses or is known to require
reducing courses from the GP/clinic but is not currently receiving therapy this should be
documented in the patient notes for information in case a course of treatment is required
during their hospital stay. Where possible the date of the last course and dose of steroid and
duration should be noted
Steroids (other):
 Patients on long-term steroids – document on the in-patient drug chart as ‘long term steroids’
and their regular maintenance dose where appropriate.
 Check whether the patient has a steroid card, if not ensure one is supplied on discharge.
 For patients taking steroids as part of a treatment regimen (e.g. chemotherapy), double check
the steroid plan and if necessary, liaise with pharmacy.
Warfarin:
 As per Trust guideline; ‘MMG030 Management of patients on oral anticoagulation’
 Check the patients anticoagulant therapy record book / dosing sheet
 Liaise with anticoagulant nurse specialist in the General Hospital
Insulin:
 Check type, dose, device and whether supplies are needed on discharge
 Document device on the in-patient drug chart. For those patients who say that they have an
insulin pen, clarify between a pre-filled disposable pen and a cartridge + pen (i.e. reusable pen)
 When prescribing insulin on in-patient chart ensure ‘UNITS’ is written in full
 Confirm whether patient has been issued with information about their insulin in the form of
the insulin passport. (see also MMG001 Guidance on the use of insulin passports)
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Alendronate or risedronate once weekly or alendronate once monthly:
 Check when it is taken and ensure that non-bisphosphonate days are clearly crossed through
 Check that the patient knows how to take the bisphosphonate correctly and confirm the days
of administration
 Check whether patient is also on a calcium and vitamin D preparation and confirm which one
Lithium
 Confirm the patient’s current dose and the brand of lithium used
 Check whether any medication that may interact with lithium has been prescribed or has been
recently taken, e.g. OTC products and consider the potential clinical significance
 Arrange for lithium level to be taken
Check whether the patient has a lithium record booklet. If they have brought the record booklet with
them check the most recent lithium level, renal function, target level and dose recorded in the
booklet. If the patient does not have the booklet with them ask if someone could bring it in for them.
Documentation of Medication History
Completion of the Medicines Reconciliation Record Form
The medication history should be recorded within the patient’s notes using the template within the
electronic patient record (SystmOne)
If any discrepancies or safety issues are identified as part of the medication reconciliation process
these must be considered by the prescribing doctor. If the discrepancy is discovered by another
member of staff this must be clarified with the team doctor. Any decision to change medication that a
patient has been taking should be recorded in the relevant section of the Medicines Reconciliation
Record Form giving the reason for the change.
Once the medication history is complete and correct, annotate the front of the inpatient medication
chart with “Medication history complete” and signature, designation and date.

How to indicate the steps necessary if issues noted on medication reconciliation
If any discrepancies or safety issues are identified as part of the medication reconciliation process,
these must be immediately reported to the prescribing doctor for review.
Any changes that have been made to the patient’s prescription must be documented and dated.
This may include:









When a medicine has been stopped and for what reason
When a medicine has been started and for what reason
The intended duration of treatment
When a dose has changed and for what reason
When the route has changed and for what reason
When the frequency of the dose has changed and for what reason
Monitoring and follow up requirements, when these need to be actioned and by whom
Whether the patient required support to take their medicines in a previous care setting and
whether that may need to be resumed or reviewed.

If any medication is identified as being required and is not available from the patient’s own supply or
ward/department stock, appropriate steps should be taken to obtain a suitable supply from the Lloyds
Pharmacy at Berrywood.
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Documentation of medication changes on patient’s discharge from hospital
‘Communicating’ is the final step in the process, where any changes that have been made to the
patient’s prescription throughout their hospital stay are documented and dated, ready to be
communicated to the next person responsible for the care of the patient. The collection and
presentation of this data is key to the safe transfer of care at the point of discharge.
The prescriber should communicate any medication changes to the general practitioner using the
discharge notification (TTO) form. The changes documented should include whether a medication had
been started, stopped and if a dose has changed whilst they have been in hospital, including any
reason or rationale if apparent. The patient should be made aware of any changes to their medication
by medical, pharmacy or nursing staff before their discharge.
Medicines Reconciliation within Learning Disability Short term care
Medicines reconciliation is undertaken on admission to the short term care units by the team at the
home.
Medication will be handled as per the MMPR009 Local Procedure for Prescribing, Dispensing and
Administering Medications in Learning Disability Respite Care When a client is admitted to a short
term care unit a member of staff trained in the administration of medication will book in the patient’s
medication as per MMPR009 and undertake the initial medicines reconciliation and document the
client’s medication on the Short Term Care Medicines Reconciliation on Admission Form – Appendix 1.
If any discrepancies are found and the staff member undertaking the initial reconciliation is not a
qualified nurse, the discrepancies will be brought to the attention of a qualified nurse immediately
who will investigate the discrepancy (as detailed within MMPR009),resolve the problem to complete
the medicines reconciliation and sign the reconciliation form as complete.
If there are no discrepancies a qualified nurse will check and complete the reconciliation within 24
hours of admission and sign the form as complete.

Training requirements associated with this Protocol
Mandatory Training
There is no mandatory training associated with this protocol.
Specific Training not covered by Mandatory Training
Ad hoc training sessions based on an individual’s training needs as defined within their annual
appraisal or job description.

How this Protocol will be monitored for compliance and effectiveness
The table below outlines the Trusts’ monitoring arrangements for this document. The Trust reserves
the right to commission additional work or change the monitoring arrangements to meet
organisational needs.
Individual
responsible
for the
monitoring

Group or
committee
who receive
the findings
or report

Aspect of
compliance or
effectiveness being
monitored

Method of
monitoring

Duties

To be addressed by the monitoring activities below.

Medicines
reconciliation
process is being

Audit of
patient records
as described in
MMP001

Medical
director

Monitoring
frequency

Annually

Medicines
management
Committee

Group or
committee or
individual
responsible for
completing any
actions

Medicines
management
Committee
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undertaken

Control of
medicines
Policy

Where a lack of compliance is found, the identified group, committee or individual will identify required
actions, allocate responsible leads, target completion dates and ensure an assurance report is represented
showing how any gaps have been addressed.

Equality considerations
Refer to MMP001 Control of Medicines Policy

Reference Guide
NICE/NPSA/2007/PSG001 Technical patient safety solutions for medicines reconciliation on admission
of adults to hospital December 2007
National Institute for Health and Clinical Excellence/ National Patient Safety Agency. Technical patient
safety solutions for medicines reconciliation on admission of adults to hospital. Department of Health.
December 2007.
NPSA Patient Safety Alert 13 Improving compliance with oral methotrexate guidance June 2006
NPSA Patient Safety Alert 18 Actions that can make anticoagulant therapy safer March 2007
NPSA Rapid Response Report Reducing dosing errors with opioid medicines July 2009
NG5 - Medicines optimisation: the safe and effective use of medicines to enable the best possible
outcomes March 2015
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APPENDIX 1- SHORT TERM CARE MEDICATION ADMISSION FORM
Client’s name……………………………
………………………………
Drug
Nam
e

Form
(liqui
d)

Strengt
h

Date of Birth

Quantit
y

Source of information

Medicatio
n

Medicatio
n

Card

Profile

Pharmac
y Label

Expir
y
date

Supply
finishe
d

Quantit
y
Returne
d

Spilt/expire
d/
discarded

Medicatio
n Change
Forms

All medication brought in by a patient is their property and must not be taken away or destroyed without their
consent.
I have identified the medicines and have checked that they are suitable for use on the unit.
Booked in by: Name………………………………. Signed………………………… Designation…………………………Date…………………
Booked out by Name ……………….…………..... Signed …………………………Designation………………………...Date …………………
MEDICATION RECONCILIATION COMPLTED BY:
Name……………………………………………….Signed………………………Designation..............................................Date…………………
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APPENDIX 2: MEDICINES RECONCILIATION FLOW CHART
This process should be followed by the medical team (or pharmacy staff where a medicines
management service is available.) It should be undertaken within 24 hours of admission or as soon
as is practical if an admission occurs at the weekend.
Patient admitted to hospital

Collecting Information
Medication history including allergies / intolerances
should be collected from the patient/carer and
collaborated by at least 2 reliable sources
Nursing staff can support this process by requesting
sources of information.

Sources of Information
The following list is not in order of preference, as
reliability can vary depending on the situation:


Recording Medicines Reconciliation
Record medication history within the patient’s notes
using the template in SystmOne



Documentation MUST include the source of
information




Annotate the front of the inpatient medication chart
with “Medication history complete” and signature,
designation and date.



Checking Information





Patient/Carer- Remember to ask about inhalers,
eye drops, once weekly medications, injections,
Over the Counter (OTC) medications, herbal
medication, oral contraceptives and medicines
applied externally, e.g. patches, creams, and
ointments. Patients often forget these.
Patient’s own drugs (PODS’s) – check if the date of
supply is more than 2 months ago
GP Repeat Prescriptions - check date of issue
GP Faxed Medication History- Be aware of
‘acute/repeat’ and ‘past’ medicines. Check when
each item was last issued.
Drug chart from transferring hospital - Check the
date medication was last administered
Recent Discharge Letter (within 3 months) Confirm with patient that changes have not been
made since discharge
Residential/Nursing Home Medication
Administration Record (MAR) Sheet

Check or verify the medication list against the current
prescription chart, ensuring any discrepancies are
accounted for and actioned appropriately.

Communicating Information
Any decision to change medication that a patient has
been taking should be recorded in the appropriate
section of the Medicines Reconciliation Record Form
giving the reason for the change and recorded in the
clinical record
The prescriber should communicate any medication
changes to the
GP using the discharge notification form.

For full details on Medicines
Reconciliation please refer to the
MMPr034 Medicines
Reconciliation on Admission to
Hospital Protocol .
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