
What do I need to do? 
Put together a complete list of the medicines the patient 
is currently taking by following three key steps:

1. Collect information
• Ask the patient about the medicines  

they are taking
• Consider information from reliable sources 

available to you (see list below)
2. Compare 
All the information you collected for discrepancies in the 
patient’s medicines. Things to look for:

• More than one medicine being prescribed by 
different prescribers for the same condition

• A generic medicine prescription as well as a 
medicine by trade name

• Unexpected dispensings

• New prescriptions if the patient doesn’t know 
what they are for

3. Communicate
• Record information gathered about the patient’s 

medicines into your  
Pharmacy Management System (PhMS). 

• Print an up to date medication chart from your 
PhMS or write the patient’s medicines on a patient 
held medication record ( also known as yellow or 
red cards). 

• Explain to the patient how sharing their patient 
held medication record with other health 
professionals may help them.

What is medicines reconciliation?
It is the process of looking at what medicines the patient is 
actually taking and checking them against what they should be 
taking. 

Medicines reconciliation is a key part of the Community 
Pharmacy Long Term Conditions (LTC) Service and involves 
compiling an accurate, current and complete list of the patient’s:

• Prescribed medicines
• Allergies 
• Previous adverse medicine reactions you know of
• Any other factors their health care team members should 

know about.
It could become the ‘one source of truth’ about the patients 
medicines regime at that current time. 

Medicines Reconciliation 
What you need to know for registered LTC Service patients

Reliable information sources:
The patient or someone else involved in their care 
eg. Their GP, mental health teams, specialists or 
community health members

The patient’s medicines

The patient’s carer

Clinical notes, hospital medication charts, discharge 
summaries

Electronic medical information sharing services. eg. 
Concerto or Testsafe.  Access to these services varies 
between DHBs.

Why should I reconcile?
To help the patient avoid problems with their medicines that 
may intentionally or unintentionally happen when care is 
shared between health professionals eg: upon admission, 
transfer or discharge from hospital. 

How will it benefit my patients?
Reconciliation helps to ensure the patient’s safety by providing 
them with their very own  patient- held- medication record 
which they can share with other health professionals. This tool 
benefits the patient by helping prevent:

• Unnecessary polypharmacy

• Any potential adverse reactions.

Using Reconciliation Standards to help you
Check out the Health Quality and Safety Commission 
Reconciliation Standard. It gives an indication of the service your 
practice should aim to provide to registered LTC Service patients. 
However meeting the standard is not currently a requirement of 
the LTC Service.

A copy of the standard and resources to help you are on the 
HQSC website. 

1. www.hqsc.govt.nz/our-programmes/medication-safety/publications-and-resources/publication/94/
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Medicines Reconciliation Case studies

Mr Jones - How has reconciliation helped?
Mr Jones, a registered LTC Service patient is 75 years 
old and suffers from Parkinson’s Disease.  Recently his 
Parkinson’s management has become poor and he is 
regarded as ‘brittle’, requiring regular reviews and dose 
changes. In addition Mr Jones suffers from significant 
allergies, recurrent UTI’s and mouth ulcers. 

His health care team has prescribed a regime of six 
medicines in multiple and varying doses.

Reliable sources used to collect information 
• Mr Jones
• The pharmacy dispensing record
• GP Practice Team
• Prescription records and clinical notes
• Hospital discharge summary
• GP PMS database access is available.

Issues where identified when information was 
compared?
• Mr Jones has dexterity issues. He finds it hard to 

open bottles, manage his own medicines organiser 
and easily drops tablets.

• The medicines and dose in his GP notes had 
changed with time and his prescription quantities no 
longer meet his needs.

• Specialists had altered his doses verbally and he had 
self adjusted his dose based on advise from the GP 
and his specialists.

• He has admitted putting all his different pills 
in one large bottle (over 1000 tablets). This is a 
significant issues. Sinemet tablets are hydroscopic 
and deteriorate rapidly so poor storage can affect 
potency.

• His prescriptions were out of sequence and renewal 
of prescriptions were costing him $15 each time. 

Positive outcomes 
For Mr Jones 
• He feels better and his heath has improved as a 

result of the blister packs which remind him to take 
his five doses daily. 

• He is saving money and time with fewer visits to his 
GP and pharmacy.

• His health care team has all updated their MedTech 
records so they reflect his correct medicines and 
dosages.

• He has a small supply of extra tabs to enable ‘top up 
doses’ if required (as directed by his GP).

• He has a patient-held-medication-record.
• He feels happier about his medicines and pharmacy 

support enables him to confidently travel and have a 
more productive life.

For you
• You are advised of any dose changes made by his GP 

or other members of his health care team. 

Mr Peter - How has reconciliation helped?
Mr Peter is 48 and a registered LTC Service patient who 
suffers from hypertension, occasional gout, borderline 
obesity and chronic kidney disease. His medicines regime is 
made up of at least six medicines in a combination of doses. 
He was referred for the service by his GP, travels a lot for 
work and his   pharmacy is aware that Mr Peter has a renal 
condition and regularly attends a hospital renal clinic. 

Reliable sources used to collect information 
•	 Mr Peter himself, what is he actually doing
•	 The Pharmacy dispensing record
•	 The GP Practice team  

o (PhMS database access is available)
•	 Clinical notes
•	 Prescription records and clinical notes.

Issues where identified when information was 
compared?
•	 Medicine regime changes recommend by Mr Peter’s 

renal specialist had not been actioned by his GP despite 
the need for these to commence immediately and be 
reviewed in clinic in 6 weeks. 

•	 When questioned by his pharmacist Mr Peter recalled 
the conversation but hadn’t understood  the change 
and therefore hadn’t discussed it with his GP. The 
changes were noted through the reconciliation process 
and commenced by pharmacy.

•	 Written specialist advice took two weeks to be scanned 
into the patient record. Consequently his Rx had 
been renewed, no action had been taken and  no 
appointment. His GP was also away and while a locum 
was in attendance, his nurse initiated his Rx  
from regular medicines list on file.

Positive outcomes

For Mr Peter
•	 Changes to his medicines regime were picked up and 

put in place.

•	 His GP now reviews his medicines before new blister 
packs of medicine are produced.

•	 His GP and pharmacy have a current list of his  
medicines.

•	 He has a pharmacy produced patient-held-medicine 
record (yellow card) that he can present at future  
specialist visits. 

•	 He is saving money from reduced unnecessary visits to 
his renal clinic, GP and pharmacy.

•	 His overall condition, blood pressure and renal function 
have all improved.


