
1

PREVENTING HOSPITAL READMISSIONS:
PHARMACISTS’ ROLE IN TRANSITIONS OF CARE

RAJEEV KUMAR MD FACP

CHIEF MEDICAL OFFICER

SYMBRIA

OBJECTIVES

• Identify elements of key literature that describes post-hospital medication

discrepancies that result in adverse events

• Recognize changes in the hospital, facility and physician payment structure

that make transitions of care programs more attractive to health systems

• Recognize the implications of the IMPACT Act of 2014
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TRANSITION OF CARE

The movement patients make between health care

practitioners and settings as their condition and care needs

change during the course of a chronic or acute illness

Coleman EA, Boult CE. Improving the Quality of Transitional Care for Persons with Complex
Care Needs. J of the Amer Ger Society. 2003; 52(4): 556-557
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BARRIERS TO SUCCESSFUL CARE TRANSITIONS

• Number of providers involved in patient’s care

• Inaccurate documentation during hospital stay

• Prescribing errors

• Inaccurate medication profile at discharge

• Polypharmacy

• Inadequate patient education on discharge medications

• Failure to provide patient follow-up
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MEDICATION ERRORS REMAIN THE CORE OF
HOSPITAL READMISSION PROBLEMS

• 60% of all medication errors in the hospital occur at admission, intra-hospital

transfer, or discharge

• Approximately 20% of patients discharged from hospital to home will experience an

adverse event during transition

• 65% to 70% of these events are associated with medications

• 77% of these patients receive inadequate medication instructions

• Anticoagulants, antiplatelet agents, insulin, and oral hypoglycemic agents account for

the majority of medication-related hospitalizations

Institute of Medicine. Washington DC: National Academies Press; 2000
Butterfield S, et al. www.psqh.com/mayjune-2011/838-understanding care transitions.
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JUST IN CASE YOU MISSED IT… .

• 60% of hospital medication errors occur during care transitions!

• A brief review of the literature can demonstrate why and how pharmacists

should be part of the care transition team
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DEFICITS IN COMMUNICATION AND INFORMATION TRANSFER
BETWEEN HOSPITAL-BASED AND PRIMARY CARE PHYSICIANS:
IMPLICATIONS FOR PATIENT SAFETY AND CONTINUITY OF CARE

SUNIL KRIPALANI, MD, MSC; FRANK LEFEVRE, MD; ET AL

JAMA. 2007; 297(8):831-841

7

KRIPALANI, ET AL

• Objective was to evaluate communication deficits during transfers of care and

post hospital discharge between hospital and primary care physicians

• A review of 55 observational studies demonstrated was conducted

• Study demonstrated that information related to medications was missing from

discharge summaries 40% of the time

• The availability of the discharge summary for outside providers to view

remained low, leading to increased prescribing errors following discharge
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EMERGENCY HOSPITALIZATIONS FOR ADVERSE
DRUG EVENTS IN OLDER AMERICANS

BUDNITZ DS, LOVEGROVE MC, SHEHAB N, ET AL

N ENGL J MED. 2011; 365:2002-12
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BUDNITZ, DS ET AL

• Identified the medications involved in 88.3% of emergency department

admissions of older adults by adverse drug events

• 2/3 were due to accidental drug overdoses

• Medications identified were: hematologic, endocrine, cardiovascular, central nervous

system, and anti-infectives

• Warfarin, oral hypoglycemics, insulins, and oral antiplatelet drugs were responsible for 7

out of 10 readmissions
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What does the aforementioned

literature support?
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READMISSION RATES AMONG MEDICARE
BENEFICIARIES

• On average, 1 in 5 Medicare beneficiaries discharged from the hospital is

readmitted in 30 days costing the health system $150 billion annually

• 76% of hospital readmissions are preventable

Jencks, Stephen F., Mark V. Williams, and Eric A. Coleman. “Rehospitalizations among
Patients in the Medicare Fee-for-Service Program.” NEJM 2009; 360:1418-28
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EVIDENCE TO SUPPORT THE PHARMACISTS’ ROLE

Author/Journal Title Pharmacist
Intervention

Primary
outcome

Results

Jack BM, et al.

Annals of internal
medicine

A Reengineered
hospital discharge
program to
decrease
hospitalization
(Project RED)

Clinical Pharmacist
at 2-4 days
following discharge

Rate of
rehospitalization in
30 days in 749
patients.

Decreased 30 day discharge by 30% in
intervention group
Avg cost savings per discharge:$412

Wong, et al.

Annals of
pharmacotherapy

Medication
reconciliation at
hospital discharge:
evaluating
discrepancies

Clinical pharmacists
performed at
discharge

Rate of medication
discrepancy at
discharge and
clinical impact on
patients

106 of 170 pts had medication
discrepancy at discharge

Schnippner JL, et al.

Archives of internal
medicine

Role of pharmacist
counseling in
preventing adverse
drug events after
hospitalization

Clinical pharmacists
performed at
discharge, then 3-5
days later

Rate of preventable
ADEs within 30 days
of discharge

At 30 days, 1 patient in intervention group
had a preventable ADE vs 8 patients in the
control group
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THE REGULATORY AND FINANCIAL IMPACT ON
HOSPITALS
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THE PATIENT PROTECTION AND AFFORDABLE CARE ACT

• 2012: Penalties enacted on hospitals with high readmission rates for heart

failure, myocardial infarction, and pneumonia

• 2015: Expanded to total hip and knee replacements and chronic obstructive

pulmonary disease (COPD) exacerbations

• 2017: Coronary artery bypass graft (CABG) was added to readmission

penalties list

15
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CENTERS FOR MEDICARE AND MEDICAID

• Initiated penalization for hospital readmissions beginning FY 2013

• CMS estimates approximately 2/3 of US hospitals did receive penalties of up

to 1% of their reimbursement from Medicare during the 2013 fiscal year

• CMS increased penalties to 3% in FY 2015 for

• Incremental increase in penalties will continue to occur after FY 2015

• CMS expected to recoup $280 million from the 2,217 hospitals who care for

patients with Medicare coverage with high readmission rates
.

http://www.jointcommission.org/core_measure_sets.aspx
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcuteInpatientPPS/Readmissions-Reduction-Program.html 16

CENTERS FOR MEDICARE AND MEDICAID

• It is estimated that CMS recouped roughly $424 million dollars from over

2600 hospitals in FY 2015

• An average penalty of $160,000 per hospital in the US
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MEDICATION RECONCILIATION DURING CONSULT

• Perform comprehensive medication history

• Verify patient’s current medication list

• Provide updated medication list to patient

• Provide patient/caregiver medication education

• Indications for use and importance of adherence to therapy

• Proper administration (self-injection technique, inhaler technique, etc)

• Goals of therapy (A1C, BG, BP, Cholesterol, INR, etc)

• Disease state monitoring

• Potential adverse effects

• Provide interpretive tools to assist patients with barriers to taking medication

• Ensure patient access to medications – including lower cost alternatives and insurance formularies

18
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IMPACT ACT OF 2014

• https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Post-Acute-

Care-Quality-Initiatives/IMPACT-Act-of-2014-and-Cross-Setting-Measures.html

• LTPAC = Long Term Post Acute Care

• Affects the 4 major areas of LTPAC

• Long Term Care Hospitals (LTCHs)

Skilled Nursing Facilities (SNFs)

Inpatient Rehabilitation Facilities (IRFs)

Home Health Agencies (HHAs)

• Goal : To standardize reporting of key domains to improve interoperability and cost
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IMPACT ACT OF 2014

• 4 areas currently report using different tools

• Long Term Care Hospitals (LTCHs) LTCH Care Data Set
Skilled Nursing Facilities (SNFs) MDS-minimum data set
Inpatient Rehabilitation Facilities (IRFs) PAI-Patient Assessment Instrument
Home Health Agencies (HHAs) OASIS- Outcome and Assessment

Information Set

• Goal is to create one data set that contains the information in a consistent manner.
Current workaround is to complete individual data tools PLUS additional data
collection – time consuming and duplicative
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IMPACT ACT OF 2014

• Measure Domains to be standardized:

• Skin integrity and changes in skin integrity

• Functional status, cognitive function, and changes in function and cognitive function

• Medication reconciliation

• Incidence of major falls

• Transfer of health information and care preferences when an individual transitions

• Resource use measures, including total estimated Medicare spending per beneficiary

• Discharge to community

• All-condition risk-adjusted potentially preventable hospital readmissions rates 21
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THE ROLE OF THE MEDICAL DIRECTOR

22

PRIMER ON ‘VALUE’

Value = quality/cost

Physician payments will be tied
to value. Hospitals and SNFs
already are affected by VBP.

1

Improve value (improve quality
& reduce cost) by reducing
readmissions, LOS and
improving DC to home with
better care coordination and
case management.

2

Readmissions: affect VBP for
hospitals and SNFs in many
ways. They cost a lot and often
result in complications. Higher
readmissions will also diminish
referrals to SNFs and therefore
reduce census.

3

23

PARADIGM SHIFT IN PALTC DUE TO ACCOUNTABLE
CARE AND VALUE BASED PURCHASING (VBP)

Higher acuity of care provided to sicker and more frail patients

Shorter LOS

Switch from Episodic care to outcomes based care

Pay for performance: MIPS & MACRA

Risk sharing: ACOs and bundles

Increased need for collaboration and continuity

Need to reduce clinical variation

Value Based Purchasing

‘Census’ is now driven by these

24
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KEY ROLES OF MEDICAL DIRECTORS IN PALTC

Physician
leadership

Patient care –
clinical

leadership
Quality of care

Education,
information and
communication

25

BEST PRACTICES IN PALTC…

A pilot!

26

REASONS TO CONDUCT THIS PILOT

• Many previous studies have shown reduction in readmissions with ‘best

practices’

• There are untested ‘common sense’ practices that ought to improve outcomes

• Study physician behavior with compliance testing
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BEST PRACTICES WE STUDIED

• Warm handoff at admission

• Pharmacist assisted med reconciliation at admission

• Timely admission visit by attending/APN within 24 hours

• Timely visits by attending/APN for acute change of condition

• Timely discharge visit within 48 hours of discharge

• Pharmacist assisted discharge med reconciliation

• Warm handoff at discharge

PREPARATION

• Coach Administrators, DONs, Medical Directors and clinicians…

• On site meetings, letters to clinicians, permissions to extract data from EHRs

and clinician billing

THE OUTCOME WE DESIRED TO ACHIEVE

Reduce readmissions
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MEDICATION RECONCILIATION

31

MEDICATION RECONCILIATION

• True medication reconciliation is a clinician (doctor, nurse, pharmacist) reviewing
multiple sources of medication lists to ensure the “story” makes sense, there are no
gaps, inconsistencies, or clinically inappropriate therapies

• Home medication list

• Administered medications in the hospital (usually the MAR)

• Discharge medication list

• Original planning and design had medication reconciliation performed upon
admission and upon discharge by a pharmacist

• Letter sent to referring hospital key contacts to explain the pilot and purpose

32
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MEDICATION RECONCILIATION DESIGN

• Admission

• On the day of admission three documents are faxed to a dedicated fax line

• Trained pharmacists were notified of a pending review

• Within 60 minutes the pharmacists reviews all three documents

• Med Rec form was completed for each review

• Form emailed securely to Director of Nursing

• DN completes the form with the outcome and faxes back to pharmacy for tracking

purposes

34
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MEDICATION RECONCILIATION DESIGN

• Discharge

• Each resident scheduled for discharge is to receive a video consultation with a pharmacist

• Care planning team were to note discharge dates, confirm the resident was scheduled for a

consult and therapist to schedule appointments with a pharmacist

• Prior to the appointment the pharmacist would review and populate the discharge form

• Pharmacist provides consultation via video link

• Pharmacist offered to provide medication upon discharge in compliance packaging (strip) for

a 30 day supply or until their next doctor appointment

• Form was created for therapists to maintain consistency and track outcomes

36
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37

38

OUTCOMES – ADMISSION

• 134 reviews were conducted by a pharmacist

• 75 had one or more discrepancies that were sent to the community

• 57 of those discrepancies were returned with an outcome

• Analysis of a sample of returned forms (33) was conducted by a pharmacist and physician to

rank them by clinical significance in preventing a hospitalization or adverse event; ranked as

low, medium, or high probability

• 3 of 33 (9%) classified as high

• 7 of 33 (21%) classified as medium

• 9 of 33 (27%) classified as low

39
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OUTCOMES – ADMISSION:
3 OF 33 (9%) CLASSIFIED AS HIGH

• Seizure medication dosing was ½ of what resident was supposed to be taking

• Oxcarbazepine 150mg TID at home, Discharge list 450mg daily, clarified to 3.5 150mg tabs

(525mg) BID

• Blood pressure medication was 2x of what the resident was supposed to be taking

• Metoprolol 50mg Q12H at home and hospital, Discharge list 100mg Q12H, clarified back to

50mg Q12H

• Missing medications – pages 1 of 3 only sent, caught by pharmacist; clarified to find

2 more pages of medications from the hospital
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OUTCOMES – ADMISSION:
7 OF 33 (21%) CLASSIFIED AS MEDIUM

• Medication therapy omitted

• Warfarin taken at home and in hospital, clarified to start aspirin 325mg daily

• Six drugs on MAR but not on discharge list, clarified to restart Lisinopril 5mg and Vitamin D

• Lisinopril 40mg bid on home list but not on discharge list. Clarified to start Lisinopril 40mg QD.

• Improper dosing time

• Ropinirole 1mg QD changed to QHS for Restless Leg Syndrome

• Improper dosing schedule

• Hydralazine 10mg daily listed, clarified due to short half-life. Clarified to D/C

• Carvedilol 12.5mg TID on discharge list but BID on MAR and home. Clarified to decrease to BID

• High dose drug therapy

• Zolpidem 10mg QHS on discharge list but max dose should be 5mg for female seniors. Clarified to change to 5mg

• Duplication of therapy

• Finasteride 5mg QPM and dutasteride 0.5mg qpm on discharge list, same drug class. Clarified to discontinue dutasteride
41

OUTCOMES – ADMISSION:
9 OF 33 (27%) CLASSIFIED AS LOW

• No stop date on antibiotic

• Cost savings conversion of inhaler to nebules

• Beers Criteria drugs discontinued

• Unnecessary PRN medications discontinued

• Hospital initiated PPI discontinued

• Lab recommendation due to fluctuating dose in hospital versus at home

42
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OUTCOMES - DISCHARGE

• Zero residents made it to the point of a consultation

• Issue resided at the point of tracking discharges and subsequent scheduling

• No one took charge of the process

• Some attempts occurred so infrequently that staff forgot the process and the event failed to

occur

• Most residents refuse to go home with medication, very cost sensitive and unfamiliarity

with contracted pharmacy
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CHALLENGES DISCOVERED

• Social worker involvement

• Hospital not engaged

• Lists not received in a timely manner

• Change is difficult

• Extra processes are timely and time is expensive

• Some hospital staff concerned “errors” will harm them personally or punitively

• No financial incentive, positive or negative, resulted in apathy

44

POTENTIAL SOLUTIONS

• Computerize much of the process

• Potentially hire/train specialized technicians or LPNs to do an

initial screen

• Electronic transfer of medication lists

• Integration of systems

• Convince payors (Medicare, CMS, etc) that these outcomes

benefit the system financially and thus service should be

reimbursed

45
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STUDY DESIGN

• 6 skilled nursing facilities in the Chicagoland area

compared against all of Chicagoland

• Medicare Part A patients only

• 1 physician group with regular visits to 4 of the 6

SNFs

• Symbria Rx for medication reconciliation

• Standards of practice introduced and monitored for

6 months

46

STUDY PROTOCOL

• Limit any “additional” work for the communities as much as possible

• Use multiple sources of verification where possible

• Use objective measures to study results

47

STUDY PROTOCOL

• Capture data at 4 phases of the post-acute stay

• Pre-admission

• Admission

• SNF stay

• Discharge

48
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STUDY PROTOCOL – REQUIRED DATA

1) Pre-admission

• Warm handoff

2) Admission

• Admission date/time

• Initial visit within 24 hours of admission

49

STUDY PROTOCOL – REQUIRED DATA

3) SNF Stay

• Physician and APN visits

• Log reasons (scheduled, change of condition etc.)

• Acute change of condition

4) Discharge

• Warm handoff

• Discharge visit within 48 hours of discharge

• Discharge date/time 50

STUDY PROTOCOL – PHYSICIAN GROUP

• Extract all physician visits from the group’s EHR

• Physicians noted in their EHR:

• H&P

• Acute change of condition notifications and marked when a visit was due to change in

condition

• Warm handoffs

• Discharge visit

51
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STUDY PROTOCOL – SNF

• Admissions, discharge and transfers to be tracked for all eligible patients

• Physician visits (where possible)

• Change of condition

52

RESULTS

• Community readmission rates

• Physician compliance versus their person readmission rates
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RESULTS: COMMUNITY READMISSION RATES

• 1st full quarter of physician

compliance we see a significant

drop in readmission rates

• Note: Rates are NOT risk adjusted

19.9% 19.6%

21.9%

15.5% 15.9%
15.4%

23.1%

24.8%
24.0%

25.3%
25.9%

23.0%

2016-Q4 2017-Q1 2017-Q2 2017-07 2017-08 2017-09

Pilot Sites Rest of Chicagoland

2017-Q3

54
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Questions?

55



Preventing Hospital Readmissions: Pharmacists’ Role in Transitions of Care 

Self-Assessment Questions 
 

 

1. IMPACT act is intended to promote 

a. Interoperability 

b. Prevention of rehospitalizations 

c. Medication reconciliation 

d. All of the above 

 

2. 60% of all medication errors occur at transitions of care 

a. True 

b. False 

 

3. Which is a barrier to successful care transitions? 

a. Polypharmacy 

b. Lack of follow-up 

c. Lack of Patient education 

d. Inaccurate documentation 

e. All of the above 
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