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• Transition of care (TOC) occurs across the healthcare spectrum (e.g., between health care 

providers; within and/or between health systems.1

• Adverse drug events, patient safety, information transfer and provider coordination across 

sites, are some of the issues that arise during TOC.2

• Medication management is central to effective discharge planning and transition of care.3

• Patient-tailored, pharmacist-supported interventions are critical and must include: 

(1) medication reconciliation, patient counseling, and medication review at admission; and

(2) collaboration with nurses and primary healthcare providers.3,4
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PROBLEM

PROGRAM DESCRIPTION

REFERENCES

DC Program Initiation

• The purpose was to design and implement a multiple touch-point Discharge Companion 

(DC) Program to offer high-risk patients personalized, post-discharge consultations with 

an interprofessional care coordination team. 

• The Program goals were to work in tandem with the hospital’s chronic disease 

coordination (CDC) team to:

 Provide a cost-effective, post-hospitalization medication therapy management 

(MTM) service to patients at high-risk of hospital readmission;

 Collaborate with other healthcare providers to deliver a team-based service that 

offers more coordinated, comprehensive care for the patient; and

 Integrate patients into existing client programs and services to support their hospital 

discharge. 

GOAL

Program Feedback
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Initial Feedback

• Future Program expansion is imminent to prepare for upcoming changes

 Organizations must prepare now to initiate services similar to the DC Program 

given that medication reconciliation post-discharge will be a 2018 Medicare star 

rating per the 2016 Centers for Medicare and Medicaid Services Call Letter.4

Health plans’ 2018 star rating will be based on 2016 data.  

 System interoperability and access to HIE or EHRs will continue expanding to 

facilitate communication for transitions of care, ultimately leading to better patient 

care and outcomes. 

 TOC services post-discharge are an important element, yet more comprehensive, 

ongoing services are needed to prevent or lower readmissions that may be 

supported by chronic care management (CCM) service codes.

 CCM codes create an opportunity for service sustainability to enhance care 

coordination and address potentially foreseeable issues before they becomes 

more costly.

• Future Program analyses is warranted to evaluate:

 The effectiveness of medication therapy management (MTM) services in 

preventing hospital readmissions for high-risk patients at 30 days; and 

 Patients’ total healthcare expenditures before and after receiving MTM services.

FINDINGS/RECOMMENDATIONS

1st Week Follow Up 3rd Week Follow Up

• Eligible patients: (1) were ≥ 

18 years of age; and (2) 

had one of the primary 

discharge conditions listed 

in Figure 1.

• The DC Program focused 

on these high-risk 

medications that patients 

were taking:

 Antiplatelet

 Anticoagulant

 Beers criteria for 

high-risk medications 

in patients 65 years 

or older

 Digoxin

 Insulin 

• To date, 283 of the 381 eligible patients (74% participation rate), have elected to participate 

in the DC Program. 

 Team approach to care provision and multiple patient touch points are postulated as 

major contributors to the high participation rate

• Patient, provider, and hospital CDC team feedback regarding the DC Program is 

overwhelmingly positive. (See Program Feedback section below)

Future Program Expansion & Evaluation

Hospital Chronic Disease Coordination (CDC) Team Perceptions 

• Due to positive patient experience, the hospital has extended the DC Program 

beyond the pilot period, until 2019.

• CDC benefited from increased communication and care continuity with outside providers

• Patients reported the DC Program team actively engages and educates while 

concurrently addressing their concerns.

• Providers and medical assistants expressed appreciation for being informed of patient 

hospitalizations and the additional pharmacist feedback regarding patient medication 

regimens.

• Community pharmacies are very responsive to requests to deactivate prescriptions for 

medications discontinued during patient hospital stays. 

Reminds patient to attend:

 Follow up physician 

appointment(s)

 Laboratory appointment(s)

Conducts medication review to:

 Compare prior-to-admission 

and discharge medications

 Reconcile medication list

 Identify drug-drug interactions

 Determine dosing concerns

 Identify high-risk medications 

in elderly (e.g., Beers criteria)

Performs patient consultation to:

 Assess acute disease state 

status (see Table 1 

 Discuss adverse drug events 

(ADEs)

Assess and augment patient’s 

knowledge about:

 Consequences of decline in

condition post-discharge

 Self-monitoring worsened 

condition

 Purpose of medications

 Identification of ADEs

 When to notify a provider

Figure 2. Week 1: Pharmacist 

Care Coordination Activities

Follow up on:

 Status of Week 1 recommendations.

Asthma or chronic obstructive 
pulmonary disorder

Diabetes mellitus

Heart or renal failure

Hip/Knee replacement

Myocardial infarction

Pneumonia

Post-coronary artery bypass graft

Figure 1. Patient Inclusion 

Criteria

Figure 3. Week 1: Nurse 

Care Coordination 

Activities

Provides care coordination 

among extended patient 

healthcare team 

Within 24 hours of 

consultation, nurse 

contacts patient’s care 

team to:

 Provide summary of 

patient’s hospital 

stay

 Share pharmacist’s 

recommendations 

and safety concerns 

 Fax pharmacist’s 

notes to provider’s 

office, if requested

Ensures correct 

documentation in electronic 

health record

Documents demographics, 

call attempts, safety 

concerns, recommenda-

tions, and patient 

education

*Chronic disease coordinator, 

primary care provider, specialists, 

and/or community pharmacists

Inquires about:

 Difficulties obtaining 

medication refills

 Patient compliance with 

physician and lab follow-up 

appointments

 Outpatient medication 

changes and adverse drug 

events

Figure 4. Week 3: Pharmacist 

Care Coordination Activities

Conducts assessment of:

 Chronic disease state status 

(See Table 1)

Follow up on:

 Status of Week 1 recommendations.

Figure 5. Week 3: 

Nurse Care 

Coordination Activities

• Determines if patient 

had been readmitted

• Contacts patient’s 

care team* within 24 

hours of consultation. 

• Documents status of 

Week 1 

recommendation(s) 

made to providers

• During contacts with 

patient’s care team:*

 Communicates 

recommendations 

and safety 

concerns

 Faxes 

pharmacist’s 

notes to 

providers’ office, 

if requested

• Serves as point of 

contact for 

community providers 

with questions 

regarding their 

patients

*Chronic disease coordinator, 

primary care provider, specialists, 

and/or community pharmacists

• The hospital CDC team contacts eligible patients 

within 72 hours of discharge to:

 conduct an initial follow-up and update 

patient’s electronic health record (EHR); and

 notify patient of upcoming contact from the 

DC Program contracted with the hospital.

• CDC submits eligible patient information via a 

secure EHR email to DC Program nurse

• DC Program nurse assigns patient to DC Program 

pharmacist
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• DC Program Pharmacist calls the patient, skilled 

nursing facility staff and/or family caregiver (2 

attempts)

 The patient is not included in the program if 

unreachable or declines (n=98)

• Patient is reached and agrees to participate 

(n=283)

 DC Program pharmacist conducts week 1 

consultation (See Figure 2)

 DC Nurse coordinates patient transitions 

through the care continuum (See Figure 3)

 DC Nurse is responsible for health 

information exchange throughout all care 

transitions (See Figure 3)

• DC Program Nurse schedules Week 3 consultation 

appointment

 Patient is removed from program if 

readmitted prior to Week 3 

Table 1. Disease state interventions

Week 1 Alerts (Acute Conditions)

Asthma • Add inhaled corticosteroid (ICS)

• Add rescue inhaler

Chronic obstructive 

pulmonary disorder

• Add controller (ICS, long-acting beta-2 

agonist, long-acting muscarinic antagonist)

Heart failure • Add diuretic

• Discontinue/change therapy as needed

Post-CABG • Add high-intensity statin (<75 years)

• Add moderate intensity statin (≥ 75 years)

• Add antiplatelet

Post-MI • Add antiplatelet

• Add sublingual nitroglycerin

Week 3 Alerts (Chronic Conditions)

Asthma • Add inhaled corticosteroid (ICS)

Diabetes mellitus • Add statin

Heart failure • Add statin

• Add/change beta blocker

• Add ACEi

Post-MI • Add beta blocker

• Add statin

CKD • Add ACEi or ARB

• Table 1 provides a brief overview of disease state 

interventions. For a more comprehensive description of 

the interventions, a supplemental handout is available. 
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• DC Program Pharmacist calls the patient, skilled 

nursing facility staff and/or family caregiver (2 

attempts)

 The patient is not included in the program if 

unreachable or declines 

• Patient is reached and agrees to continue 

participation

 DC Program Pharmacist conducts week 3 

consultation (See Figure 4)

 DC Program Nurse is responsible for health 

information exchange (HIE) between patients 

and the healthcare team (See Figure 5)

• DC Program Nurse tracks all week 1 interventions 

that have been accepted by providers and patients

• DC Program Nurse maintains integrity of data

Observations

Schedules Week 3 follow-

up consultation

“This service is phenomenal. We really appreciate the 

nurse care coordination for needs that go beyond 

medication management.”

ACEi: angiotensin converting enzyme inhibitor; ARB: angiotensin II receptor blocker; 

CKD: chronic kidney disease

“Arizona Community Physicians have 

requested this service on all their high risk 

patients.”


