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LEARNING OBJECTIVES

Describe best practices to optimize medication therapy during
transitions of care

dentify and address barriers to patient access to medications and
nealthcare services

mprove communication between healthcare providers and patients

Describe best practices for integration of TOC services in various care
settings




TRANSITIONS OF CAREL

e The Centers for Medicare & Medicaid Services (CMS) defines a transition
of care as the movement of a patient from one setting of care to another
* Transition within or across different healthcare settings
o Change in service or level of care
o Change in setting
o Change in provider

e Among Medicare patients, almost 20 percent who are discharged from a
hospital are readmitted within 30 days

* Unplanned readmissions, at a cost of USD $17.4 billion, accounted for 17
percent of total hospital payments from Medicare in 2004



CONSEQUENCES OF POOR TRANSITIONS OF CARE2-3
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GOALS OF
TRANSITIONS OF
CAREZ?3

Interdisciplinary
approach to safely
and efficiently
transitioning patient
through healthcare
system

Reduce medication
error and adverse
events

Improve
collaboration
between healthcare
providers

Reduce hospital
length of stay,
excessive
readmissions, and
emergency
department visits




TRANSITIONS OF CARE TOOLKIT GOALS?

Transitions of care (TOC) resources are abundant
but they are not located in one central location

Provide an evidence-based summary of resources
in one central location for ease of access by
individuals involved in TOC

Improve the education and awareness of the role
of pharmacists within TOC.

Improve the quality of patient-centered care
Reduce health care costs

Optimize medication therapy during TOC.


https://www.pharmacist.com/members-only-file/18478_Transitions_of_Care_Final.pdf?is_sso_called=1
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OPTIMIZING MEDICATION THERAPY



OPTIMIZING MEDICATION THERAPY

 Medication reconciliation
e Patient education
 Assessment of adherence and patient barriers

e Follow-up and monitoring



MEDICATION RECONCILIATION?
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BEST POSSIBLE MEDICATION HISTORY (BPMH)4

Unchanged
Newly prescribed medications that
medications are to be
continued

Drug name, dose, How patient is
route, and actually taking vs.
frequency how prescribed
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Adjusted
medication
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COLLECTING A BPMH?*

e Patient medication interview where possible

e Verification of medication information with more than one source as
appropriate including:

family or caregiver

community pharmacists and physicians

inspection of medication vials

patient medication lists

medication profile from other facilities

previous patient health records

O O O O O O

e Other sources should never be a substitute for a thorough patient and/or family
medication interview.



MEDICATION HISTORY VS. RECONCILIATION?

Medication History Medication Reconciliation

e First step of medication e Evaluate and assess patient
reconciliation medications to optimize

e Pharmacy technicians, therapy
pharmacy students, e Physicians, pharmacists
pharmacists, nurses,
physicians

e BPMH




TOOLS TO SUPPORT MEDICATION RECONCILIATION*>

 Collecting a BPMH
e |dentifying and addressing medication discrepancies
e Assessing adherence



PATIENT EDUCATION — WHEN?
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PATIENT EDUCATION — WHO?
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PROVIDING EDUCATION: WHAT?

Review best possible medication list

e Dose, frequency, administration technique, storage, disposal, ADRs, monitoring
parameters, goals of therapy

Discuss disease state management

Discuss warning signs

e What should the patient do?

Provide written information




PROVIDING EDUCATION: HOW?

Consider health literacy and language barriers

Medication management support

Teach-back method = confirm patient understanding

Motivational interviewing = self-management



PATIENT CASE

e CDis a 62 year old asthmatic who discharged from the hospital after
being treated for an exacerbation. On admission, she was taking
albuterol but was not compliant with her Flovent inhaler. She was
discharged with a prescription for Advair 100/50 1 puff BID and
albuterol inhalation solution for nebulizer. One week later, she is
followed up with a post discharge phone call. She admits she went to
the pharmacy but did not pick up her Advair because it was too
expensive and only albuterol has worked in the past. She complains
she still has some shortness of breath.

* How can you help this patient?



PATIENT CASE

Barriers:

O
O
O
O
O

Compliance issue

Cost

Educational deficit

Patient is still symptomatic
May not have a nebulizer

Solution:

O

O
O
O

Consider co-payment cards to assist with cost
Switch to alternative

Education: Expectations, benefits vs. risks
Counseling: Establish and keep patients trust



TooLS TO SUPPORT PATIENT EDUCATION®S

* |[mproving communication
* |ncorporating Teach-Back
e Assessing health literacy and language barriers
e Respecting belief systems
 Motivational Interviewing



COMPREHENSIVE DISCHARGE PLANNING
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INTERDISCIPLINARY TEAM CARE ROUNDS

e |dentify and address medication access issues in advance of hospital discharge
e Consider unique patient needs based on discharge disposition

* [nterventions
o Initiate prior authorizations
Ensure medication stock
Coordinate medication delivery
Schedule appropriate follow-up and monitoring
Identify patient specific barriers

O O O O



ADDRESSING BARRIERS TO PATIENT ACCESS



THE TOC PHARMACIST AND MEDICATION ACCESS?23

e The pharmacist can play a valuable role in improving patient access to
medications by identifying and resolving barriers

e Take into consideration patient specific needs which will affect access to
medications and health care services
o Health and functional status
o Cultural factors and personal beliefs
o Health literacy
o Socioeconomic barriers



PHARMACIST INTERVENTIONSZ-3

Securing access to medications
Instructions for follow-up and monitoring
Access to durable medical equipment (DME)

P

+. Addressing financial barriers



SECURING MEDICATION ACCESS?3
Compliance with prescribing requirements
Securing medication stock
Coordination with compounding and specialty pharmacies
Prescription delivery services

Prior to admission medication refill status



INSTRUCTIONS FOR FOLLOW-UP AND MONITORING%3
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ACCESS TO DURABLE MEDICAL EQUIPMENT (DME)23

=== Nebulizer

s Blood pressure meter
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mmm Diabetes supplies

e Blood glucose meter
e Test strips
e Insulin syringes




ADDRESSING FINANCIAL BARRIERS?/3

|dentification of formulary restrictions

Initiation of prior authorizations

Coordination with case management and social work
Insurance enrollment

Payment vouchers

Co-pay cards

Manufacturer assistance programs



PATIENT CASE

e GH is a 75 year old female presenting to her local
community pharmacy Friday evening with a prescription for
warfarin 5 mg daily and Lovenox 60 mg BID. She tells you
that she was just discharged from the hospital for a blood
clot and her doctor said she has to take both of these
medications for at least a week. You notify her that you do
not have the Lovenox in stock and that even if you did, it is
not covered by her insurance and requires a prior
authorization.



PATIENT CASE

* What challenges is this patient encountering?

 How could this patient have been effectively transitioned to avoid
these issues?



PATIENT CASE

 What challenges is this patient encountering?
Medication is not in stock

Medication requires prior authorization
Insurance not always available on weekends
PA does not always have rapid turnaround

PCP not available on weekends

Challenge to reach hospital physicians

Patient absolutely needs this medication given importance of bridging
and new clot

o Lovenox is expensive medication

O O O O O O ©



PATIENT CASE

 How could this patient have been effectively transitioned to avoid
these issues?
o Sent her prescriptions in advance to confirm coverage
o Discharge planning to resolve PA in advance
o Consider alternative medications (NOACs, still check coverage)
o Check stock of medication prior to discharge
o Consider bedside delivery



TOOLS TO SUPPORT PATIENT ACCESS? 212

e Government Assistance Programs

e Resources for uninsured and underinsured patients

e Medication and healthcare access



IMPROVING HEALTHCARE COMMUNICATION



THE TOC PHARMACIST AND CONTINUITY OF CARE13-1>

e Readmissions are frequently attributed to medication-related problems and
poor communication during TOC

 While 80% of community pharmacists reported receiving discharge mediation
lists, only 6% reported offering TOC services

 Need for interprofessional collaboration and improved hand-off communication
during healthcare transitions to provide continuity of care



HAND-OFF COMMUNICATION CONSIDERATIONS?3/16

Mode of communication

Timing of communication

Healthcare providers involved in transmitting information

Healthcare providers receiving information

Information provided
Standardized workflow or template




PATIENT CASE

EB is a 56 year old male admitted to the hospital for an
acute MI. He is on warfarin for management of his atrial
fibrillation but it was held for supra-therapeutic INR. On
day 4 of his admission, the following medication list was
sent to the skilled nursing facility he was discharging to. He
spiked a fever prior to transport and his discharge was
delayed. He was started on antibiotics for suspected PNA
and was discharged on Day 5 with the intent of completing
a 7 day course of levofloxacin. However, no follow up
documentation was sent to the SNF. What are the
potential consequences of failure to communicate to the
SNF?

 Medication List:
e Aspirin 81 mg daily
e Plavix 75 mg daily

 Metoprolol XL 25 mg
daily

e Lisinopril 10 mg daily
e Crestor 40 mg daily



PATIENT CASE

 Consequences of poor communication

o Omission of warfarin, which is indicated for stroke prevention
Labs not ordered for management of warfarin (INR checks)
No communication patient is suspected to have infection
Omission of levofloxacin

(0)
(@)
(0)
o No appropriate follow up



TooLs To SuPPORT COMMUNICATION2-16

 Hand-Off Communication Tools
e Pharmacy Communication Templates

e Discharge Communication Templates



INTEGRATING TRANSITIONS OF CARE SERVICES



POTENTIAL BARRIERS TO INTEGRATING TOC SERVICES?

Inability to allocate departmental labor and capital to support implementation
Lack of support from key stakeholders

Lack of correspondence between healthcare providers

Lack of interest from medical, pharmacy staff, or patients/caregivers

Prior incomplete implementation of a similar service

Limitations to EMR, issues with access to EMR for individuals, and continuity of
care documentation



ADDRESSING POTENTIAL BARRIERS?

Approach will be unique based on needs of the individual institution

Obtain buy-in from institutional administration and personnel

Provide education on the new service and the value to the institution

Obtain and incorporate feedback from key stakeholders to promote engagement
Provide training to all personnel involved with or impacted by workflow

Define metrics to track success of TOC services

Incorporate quality improvement processes to adjust TOC services as needed



WHICH PATIENT CARE OUTCOMES CAN PHARMACISTS
IMPACT?

e Readmission rates
 Medication adherence
 Medication error reduction
e Patient satisfaction

e Core measure compliance



TARGET POPULATIONSL:1/



PHARMACY RESOURCES

Pharmacy
Extenders

Pharmacy Student

Technicians Pharmacists




TooLs To SurPPORT TOC SERvIces17-20

e |dentifying High Risk Patients
e Metrics and patient outcomes
e Quality improvement opportunities

e Billing Resources



CONCLUSION

e Patients must be safety and efficiently transitioned between health
care settings

* Transitions of care is an interdisciplinary effort
e Patient needs may vary based on setting and level of care provided

 Medication optimization requires medication reconciliation, patient
education, and communication between health care providers

* Every health care provider can contribute to optimizing transitions of
care and improving patient outcomes



TEST QUESTIONS

What is the preferred source for collecting a best possible medication
history?

a) The patient
b) The primary care physician
c) The community pharmacist

d) The electronic health record



TEST QUESTIONS

What is the preferred source for collecting a best possible medication
history?

a) The patient
b) The primary care physician
c) The community pharmacist

d) The electronic health record

Answer: A



TEST QUESTIONS

Which of the following strategies can support optimizing medication
therapy?

a) Collecting a best possible medication history
b) Utilizing teach-back when educating patients
c) ldentifying and addressing adherence barriers
d) Comprehensive discharge planning

e) All of the above



TEST QUESTIONS

Which of the following strategies can support optimizing medication
therapy?

a) Collecting a best possible medication history
b) Utilizing teach-back when educating patients
c) ldentifying and addressing adherence barriers
d) Comprehensive discharge planning

e) All of the above

Answer: E



TEST QUESTIONS

After hospital discharge, which of the following should be
communicated to the community pharmacist?

A) Changes to medication list including new medications, discontinued
medications, and changes to dosing

B) A comprehensive list of all labs

C) A comprehensive list of all inpatient medications
D) Both AandB

E) All of the above



TEST QUESTIONS

After hospital discharge, which of the following should be
communicated to the community pharmacist?

A) Changes to medication list including new medications, discontinued
medications, and changes to dosing

B) A comprehensive list of all labs

C) A comprehensive list of all inpatient medications
D) Both AandB

E) All of the above

Answer: A
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