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Medication Reconciliation: Statement on
the Role of the Pharmacist
THE CANADIAN SOCIETY OF HOSPITAL PHARMACISTS AND THE INSTITUTE FOR SAFE MEDICATION PRACTICES
CANADA SUPPORT THE LEADERSHIP ROLE OF PHARMACISTS IN ENSURING COMPREHENSIVE AND TIMELY
MEDICATION RECONCILIATION. PHARMACISTS ARE UNIQUELY QUALIFIED TO LEAD THE DEVELOPMENT,
IMPLEMENTATION, EVALUATION, AND IMPROVEMENT OF MEDICATION RECONCILIATION PROCESSES.

Patients are at serious risk of medication errors
during transitions in care, such as changes in the
patient‐care setting, service provider, or level of
care. Medication reconciliation has been shown to
reduce discrepancies between the medications that
the patient was taking before admission and those
prescribed at the transition points of admission,
transfer, and discharge, and has the potential to
improve patient outcomes. It provides an effective
mechanism to communicate this information to the
next healthcare provider at each key transition
point, thus supporting the concept of seamless care.
Effective medication reconciliation creates a basic
foundation for pharmacists to provide
comprehensive direct patient care.
The medication reconciliation process includes three
main steps:
a) On admission, obtain and document a complete
history of the medications that the patient was
taking before admission.
b) At each transition point, identify and document
the rationale for any discrepancies between
medications prescribed during the hospital stay and
the pre‐admission medication history collected on
admission. Reconcile any discrepancies identified.
c) On discharge, provide to the patient and to the
next healthcare provider the updated medication
plan for the patient, including the generic name,
dose, frequency, route of administration, reason for
use, and duration of therapy for each medication.
Medication reconciliation is a shared responsibility
of the patient, physicians, nurses, and pharmacy
staff. It is best accomplished through the
collaborative efforts of the interdisciplinary team to
develop a model tailored to the practice
environment, the resources available and the needs

of the patient. Pharmacists possess the unique
knowledge, skills, and abilities to optimize the
medication reconciliation process. Their knowledge
about medications and pharmacy information
systems helps to ensure that the medication history
obtained from the patient is complete and
accurately documented. Medication reconciliation is
facilitated by partnerships with other members of
the healthcare team, including pharmacy technicians
and pharmacy students. The pharmacist is
instrumental in providing education to other
healthcare professionals about the various aspects
of medication reconciliation, including eliciting the
patient’s medication history. Pharmacists are also
well positioned to educate patients about their
responsibility to know what medications they are
taking and to have up‐to‐date medication
information available for their healthcare providers.
Pharmacists are vital in engaging the support of
healthcare providers in other practice settings such
as community practice, long‐term care facilities, and
primary care clinics to ensure that the patient’s
medication history and plan is up to date.
To improve patient safety and enhance the
medication reconciliation process from admission
through to discharge, healthcare facilities are
encouraged to maximize the use of information
technology whenever possible. Researchers have
documented that manual transcription is associated
with a high error rate. Therefore, designing and
implementing effective information technology to
reduce the need for manual documentation can
significantly improve patient safety.
Pharmacists can fulfill a key leadership role in
ensuring that medication reconciliation is fully
integrated into daily practice. They can lead the

CSHP Mission:
CSHP is the national voice of pharmacists committed to the advancement of safe, effective
medication use and patient care in hospitals and related healthcare settings.

development, implementation, evaluation, and
improvement of interdisciplinary processes to
enhance the quality of care provided.
This statement was prepared by the Medication
Reconciliation Task Force of the Canadian Society of
Hospital Pharmacists and the Institute for Safe
Medication Practices Canada and approved by CSHP
Council in March 2009.
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