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The Effects of a Pharmacist-led Transitions of Care Program after

Hospital Discharge

Rana Dabaja, PharmD, Caren El-Khoury, RPH, Director Ambulat

Table 2: this shows the readmission status for
patients enrolled in our study, as well as the type of
interventions made by the pharmacist during patient
encounters

s 'A drug-related problem was classified according to
the Cipolle/Morley/Strand classification system,
which includes: need for additional therapy,
unnecessary therapy, wrong drug, dosage too high,
dosage too low and/or adherence problem.
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The pharmacist independently reviewed patient charts to identify eligible patients

Studies have found that 30% of patients transitioning from the hospital to home setting -
had at least one medication discrepancy, and one in five patients had an adverse event
within 3 weeks post-discharge; of the adverse events identified, 60% were medication
related and preventable.!

According to HFH’s 30-day readmission dashboard, heart failure, hypertension, diabetes

Patients were enrolled into the program if they met our inclusion criteria of:
Admitted to Henry Ford Main Hospital on a general practice unit
Diagnosis of: CHF, HTN, DM, CAD (NSTEMI or STEMI)

T 60
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and acute myocardial infarction are of the top 25 readmission drug related groups. * History of with or need for follow- s i,
= Qur program is designed to help facilitate the transitions of care (TOC) of select patients up insurance denial, etc.)
discharged from Henry Ford Hospital (HFH) with the aim of preventing 30-day = Barriers to access of medications: no insurance, high co-pays, transportation issues, Fray . .
dmissi as well as improving co < measures. etc. AT Table 3: There are 6 levels of estimated cost of avoidance

(ECA) as defined by OutcomesMTM, a program that
specializes in delivering medication therapy management
nationwide.” The ECA demonstrates the cost-savings to the

s i program wer
assigned to each level based on avoidance of outcome (¢.g. an
intervention that helped avoid an ER visit).

st
Our program was re-initiated in April 2021 and the data presented is from April 2021-
December 10, 2021
Aims of Quality Addressed: Safety/Quality, Customer Experience, Value/Cost
Efficiency, Community Benefit

Patients were excluded if:

Advanced disease state or advanced disease state WITH multiple admissions in the
past in relation to advanced disease state

= C i I dialysis, oncology or

Patient discharged to SAR/hospice/IPR

Patient refuses medical treatment or leaves AMA
Unable to reach after 3 attempts or more than 7 days post-discharge (whichever is

patients

In an effort to prevent

cost and improve

¢ A T g o Comt 208 1
patient safety, we identified an opportunity exists within the transitions of care from first) or patient refusal of services - e
hospital to home to include a pharmacist to help facilitate care post-discharge. = Concomitant referral placed to ambulatory clinical pharmacist (CMOP), home e e

= Several studies have shown the benefits of including a pharmacist within the TOC health care and/or medication therapy management (MTM) program. [ . B S T non 1
process leading to reduced readmission rates, improved identification and resolution of = Patients were called within 24-72 hours post-discharge, at 2 weeks and 4 weeks. Calls o o o e
medication related problems, improved patient knowledge of their medications, as well focused on education and clinical pearls. |
as improved satisfaction.! B . S . s ol
. PP N . . . = Any issues discussed (e.g. medication related, access issues, concerns) were addressed, or b canine
= Prior to the initiation of our program, pharmacy’s main role in the TOC of a patient was R Vo T ] sy pne

forwarded to the appropriate personnel.

bedside delivery of medications at discharge without any additional monitoring or ) . )
Interventions made by the pharmacist were documented both in EPIC and manually on an

education post-discharge.
Based on our previous cycle of PDCA, we identified pharmacist involvement in TOC
was both essential in preventin; issions and improving patient safety.?
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Excel sheet. — p—

CHECK (EVALUATION OF CHANGES)/

smaes.

Post-Disdaage Toonminsed Care Prsgiams

ACT: SUSTAIN AND SPREAD

All data was tracked manually using Excel.

Continue data collection and establish a control group for comparison to establish
further effects of program

Ongoing discussion of program and outcomes during our collaborative ambulatory
pharmacy hospital meetings

Apply our knowledge and findings to help establish similar programs across Henry Ford
Hospitals

* Data collected included patient demographics, reason for admission, interventions
made by the pharmacist and 30-day readmission status

Our measures included:

* Readmission rates at 30-days post-discharge

Estimated cost of avoidance (ECA)

Figure 1: Of the eligible patients enrolled, 87% of patients were not
readmitted within 30 days of discharge afier completion of our program. *

PostDixhaige Taweiseations

Figure 2: Our pharmacist made the most impact in the areas of identifying
or preventing adverse drug reactions and helping to correct medications.
that were being taken inappropriately.

= To improve our previous efforts we made a few changes to the dynamics of our

program including:
The pharmacist independently reviewed patient charts to identify eligible patients
(instead of waiting for referrals) to increase capture rate
Heavier weight was placed on education and counseling patients on their disease
state(s) and/or medications
More interaction with other healthcare providers to facilitate care

Present findings to other disciplines for further collaboration such as inpatient

Number and type of interventions made

30-Day Readmissions

B Readmird wekin 30dmys
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ot cesdmited within 3

= ED vist within 30 clays [, %)

Figure 3: this depicts the number of patients readmitied to
the hospital versus those that were not readmitted after 30-
days of their nitial discharge. Three percent of patients did
have an emergency department (ED) visit within 30-days of
initial discharge, but were not readmitted into the hospital.

p , case health and others as appropriate.
Inclusion of other discase states susceptible to readmission based on positive findings of
our program on prevention of readmission and cost avoi

Introduce program to general practice units and establish a more refined referral process
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‘Table 1: this figure demonstrates
patient demographics. There were more
males enrolled. also the majority of
patients enrolled had a primary

KEYS TO SUCCESS / LESSONS LEARNED

Transitioning from the hospital to home setting exposes vulnerability within our health
systems, and errors (specifically, medication errors) have a high chance of occurring.

Poor TOC threatens patient safety, reduces confidence in the healthcare system and wastes
resources

Patients are the most vulnerable post-discharge, often times needing additional education or
reinforcement, as well as needing a healthcare provider to address needs/concerns

A few of the most important things to the success of our project was being able to empower
our patients by educating them on their disease state(s) and medications, being available
and ible to them for i ns and forwarding their questions/concerns to
the appropriate healthcare provider when and if needed in a timely manner.
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severity of this
importance of follow-up post-
discharge.
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