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the US by 2020." Increasing age often

brings medical comorbidities and pre-
scriptions for multiple medications. An
increasing number of prescribed medica-
tions combined with age-related changes in
the ability to metabolize drugs makes older
adults highly vulnerable to adverse drug
events (ADEs).? In addition, older adults
often have difficulty self-managing their
medications and adhering to prescribed
regimens.’ As a result, ADEs can lead to
poor health outcomes, including hospital-
izations, in older adults.

Medication errors and ADEs are par-
ticularly common during transitions from
hospital to home and can lead to unneces-
sary readmissions, a major cause of wasteful
health care spending in the US.*> More than
$25 billion are estimated to be spent annu-
ally on hospital readmissions, with Medi-
care picking up the bill for $17 billion of
the total.®” Researchers have found that the
majority of ADEs following hospital dis-
charge are either entirely preventable or at
least ameliorable (ie, the negative impact
or harm resulting from the ADE could have
been reduced).®

To address these issues, we undertook a
clinical demonstration project that imple-
mented a new transitional care program to
improve the quality of care for older veter-
ans transitioning from the Audie L. Mur-
phy Veterans Memorial Hospital of the

There will be 53 million older adults in
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South Texas Veterans Health Care System
(STVHCYS) in San Antonio to home. The Ge-
riatrics Medication Education at Discharge
project (GMED) falls under the auspices of
the San Antonio Geriatrics Research Edu-
cation and Clinical Center (GRECC). Clin-
ical demonstration projects are mandated
for US Department of Veterans Affairs (VA)
GRECC s to create and promote innovative
models of care for older veterans. Dissemi-
nation of successful clinical demonstration
projects to other VA sites is strongly encour-
aged. The GMED program was modeled
after the Boston GRECC Pharmacological
Intervention in Late Life (PILL) program.’
The PILL program, which focuses on serving
older veterans with cognitive impairment,
demonstrated that a postdischarge pharma-
cist telephone visit for medication reconcil-
iation leads to a reduction in readmission
within 60 days of discharge.’ The goals of the
GMED program were to reduce polyphar-
macy, inappropriate prescribing and 30-day
readmissions.

METHODS

The project was conducted when a full-time
clinical pharmacy specialist (CPS) was avail-
able (May-September 2013 and April 2014-
March 2015). This project was approved as
nonresearch/quality improvement by the
University of Texas Health Science Center
Institutional Review Board, which serves the
STVHCS. Consent was not required.
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Eligibility
Patients were identi-
fied via a daily hospi-

TABLE 1 Group Characteristics

Intervention Group Control Group

Total

Variables (N = 388) (N =1,189) (N=1,577) P Value
tal database query of all
adults aged = 65 years  Age, mean (SD), y 74.9 (7.6) 75.2 (8.35) 751 (8.2  <.0f
admitted to the hospital
through Inpatient Medi-  Female, No. (%) 14 (3.6) 26 (2.2) 40 (2.5) 12
cine, Neurology, or Car- o 0N (06) 18
d101°g}’ services within Non-Hispanic white 319 (82.2) 892 (75.0) 1,211 (76.8)
the prior 24 hours. Pa-  pjack 22 (5.7) 96 (8.1) 118 (7.5)
tients meeting any of the  Hispanic 112 (28.9) 334 (28.1) 446 (28.3)
following criteria based
on review of the Com- Frail 1 year prior to baseline, No. (%) 233 (60.1) 668 (57.9) 921 (58.4) .45
puterlzed Patient Re- Admitted 1 year prior to the first index 155 (40.0) 447 (37.6) 602 (38.2) 41
cord System (CPR_S)_by admission, No. (%)
the team geriatrician
and CPS were consid- Charlson Comorbidity Index, mean (SD) 4.4 (2.8) 4.27 (2.9) 4.30 (2.8) 43

ered eligible: (1) aged
> 70 years prescribed
> 12 outpatient medications; (2) aged
> 65 years with a medical history of demen-
tia; (3) aged > 65 years prescribed outpa-
tient medications meeting Beers criteria',
(4) age = 65 years with > 2 hospital ad-
missions (including the current, index ad-
mission) within the past calendar year; or
(5) aged > 65 years with > 3 emergency de-
partment visits within the past calendar year.
For the first polypharmacy criterion, patients
aged = 70 years were selected instead of aged
> 65 years so as not to exceed the capacity
of 1 CPS. Twelve or more medications were
used as a cutoff for polypharmacy based on
prior quality improvement information gath-
ered from our VA geriatrics clinic examining
the average number of medications taken by
older veterans in the outpatient setting.

Patients were excluded if they were ex-
pected to be discharged to any facility where
the patient and/or the caregiver were not pri-
marily responsible for medication admin-
istration after discharge. Patients who met
eligibility criteria but were not seen by the
transitional program pharmacist (due to staff
capacity) were included in this analysis as a
convenience comparison group of patients
who received usual care. Patients were not
randomized. All communication occurred in
English, but this project did not exclude pa-
tients with limited English proficiency.

A program support assistant conducted
the daily query of the hospital database.
The pharmacist conducted the chart review
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to determine eligibility and delivered the
intervention. Eligible patients were selected
at random for the intervention with the in-
tention of providing the intervention to as
many veterans as possible.

THE GMED INTERVENTION

The GMED program included 2 phases,
which were both conducted by a CPS with
oversight from a senior CPS with geriatric
pharmacology expertise and an internist/
geriatrician. The CPS carrying out the tran-
sitional care program was involved in the
planning and design of the project and met
weekly with the geriatrician. The Figure pro-
vides an overview of the intervention.

The first phase of the transitional care
program included an individual, face-to-
face meeting between the CPS and the pa-
tient during the hospitalization. If a veteran
was not present in the room at the time of
an attempted visit, the pharmacist made
2 additional attempts (3 total) to include the
patient in the transitional care program dur-
ing the hospitalization. The CPS performed
medication reconciliation and provided med-
ication education regarding administration
and usage of the patient’s medications, using
an open-ended format.!* The caregiver, if
any, was included in the discussion either at
the bedside or by telephone following the
face-to-face visit with the patient. The CPS
communicated recommendations regarding
appropriateness of therapy (including any
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potential barriers to medication adherence)
to the medical team (including the attend-
ing, resident[s], and interns) in person or by
telephone and through documentation in the
CPRS. The recommendations were based on
the clinical expertise of the CPS as well as on
guidelines for prescribing in older adults.'*!?
The CPS used a checklist to ensure all com-
ponents of the intervention were completed
(Appendices 1 and 2).

The second component of the transitional
care program included a telephone visit
within 2 to 3 days of discharge, conducted by
the same CPS who performed the face-to-face
visit. The purpose of the telephone visit was
to perform medication reconciliation, iden-
tify and rectify medication errors, provide
further patient education, and assist in facil-
itating appropriate follow-up by the patients
primary care provider (PCP), if required. At
a minimum, veterans were asked a series of
questions pertaining to their concerns about
medication regimens, receipt of newly pre-
scribed medications at discharge, additional
education regarding medications after the
CPS encounter during hospitalization, and
whether the veteran required assistance
with the medication regimen in the home
setting. Follow-up questions were asked as
needed to clarify and identify potential med-
ication problems. All information from this
telephone encounter was communicated to
the PCP through CPRS documentation and
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by telephone as needed.

Data Collection

A standardized questionnaire was used pro-
spectively for patients in the transitional care
program group to assess patient education,
primary residence, presence of a caregiver,
fall history, medication adherence, and cogni-
tive status (using Mini-Cog)."* Additional in-
formation (patient age, number of outpatient
medications prior to and following the admis-
sion, presence of Beers criteria outpatient med-
ications prior to and following the admission,
new outpatient prescriptions, and changes to
existing prescriptions as a result of the hospi-
talization) was gathered prospectively from pa-
tient interviews or from chart review.

For patients included in the comparison
group, a retrospective administrative chart
review was conducted to collect informa-
tion such as age, sex, ethnic group, admis-
sion within 1 year prior to index admission,
frailty, and Charlson Comorbidity Index
(CCI) score, a method of categorizing co-
morbidities of patients based on the diag-
nosis codes found in administrative data.'*
Each comorbidity category has an associated
weight (from 1 to 6), based on the adjusted
risk of mortality or resource use, and the sum
of all the weights results in a single comor-
bidity score for a patient (0 indicates no co-
morbidities; higher scores predict greater risk
of mortality or increased resource use).
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We used the index developed from 17 dis-
ease categories. The range for CCI was 0 to
25. Frailty was defined as the presence of any
of the following frailty-related diagnoses: ane-
mia; fall, head injury, other injury; coagulop-
athy; electrolyte disturbance; or gait disorder.
These diagnoses are either primary frailty
characteristics within the frailty phenotype
or have been shown in prior studies to be as-
sociated with the frailty phenotype.'>'® While
more widely accepted frailty definitions exist,
these other definitions require direct exami-
nation of the patient and could not be used
in this project because we did not directly in-
teract with the comparison group.'®*® The
frailty definition used has been previously
identified as a predictor of health care utili-
zation and 30-day readmission in a veteran
population.?® Whether or not the CPS de-
tected a postdischarge medication error was
recorded. All CPS recommendations were
documented.

An index admission was defined as a hos-
pital admission that occurred during the
project period. Thirty-day readmission was
defined as a hospital admission that occurred
within 30 days of the discharge date of an
index admission. Each index admission was
considered individually for readmission (yes
vs no) even if it occurred in the same patient
over the project period. A 30-day readmis-
sion was not considered an index admission.
An admission that occurred after a 30-day
readmission was considered a subsequent
index admission. Patients who died in the
hospital were not included in this analysis, as
they would not have participated in the en-
tire intervention.

Statistical Analysis

We compared characteristics between pa-
tients who received GMED and patients who
never received GMED (comparison group).
Generalized estimating equations (GEE)
were used to determine whether the rate of
30-day readmission (yes vs no) in the tran-
sitional care program group differed from
that of the comparison group. In our GEE
analysis, we assumed a binomial distribu-
tion and the logit link to model the log-odds
of readmission as a linear function of tran-
sitional care program status (yes vs no) and
other covariates, including age, frailty, hos-
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TABLE 2 Patient Population Characteristics

Seen by CPS (N = 378)

Characteristics

Education, No. (%)

Less than high school 61 (16.1)
High school graduate or some college 237 (62.7)
College degree or greater than college degree 80 (21.2)
Comorbid conditions
Hypertension, No. (%) 350 (90.4)
Type 2 diabetes mellitus, No. (%) 225 (58.1)
Chronic obstructive pulmonary disease, No. (%) 113 (29.3)
Congestive heart failure, No. (%) 111 (28.7)
Glomerular filtration rate, mL/min, mean (SD) 53.3 (31.7)
Geriatric syndromes and medications

Cognitive impairment or dementia noted, No. (%) 102 (27.0)
Caregiver assists with medications, No. (%) 124 (32.8)
Fall within the past year, No. (%) 167 (44.2)
Mini-Cog screens positive for possible cognitive

impairment, No. (%) 168 (44.4)
Outpatient medications on admission, mean (SD), No. 15.5 (5.8)
Outpatient medications at discharge, mean (SD), No. 15.7 (5.9)
Patient received a prescription for a new outpatient

medication at discharge, No. (%) 234 (61.9)
Patient had a change in the dose or frequency of > 1 of

prescribed outpatient medications, No. (%) 180 (47.6)
Outpatient prescribed Beers medications at admission,

No. (%) 166 (43.9)
GMED CPS recommendation at inpatient admission,

No. (%) 240 (63.5)
A medication error was detected by GMED CPS

follow-up, No. (%) 124 (32.8)

Abbreviations: CPS, clinical pharmacy specialist; GMED, Geriatrics Medication and

Education.

pital admission within 1 year prior to the
index admission, and CCI score as covari-
ates. Thirty-day readmission status associ-
ated with each index admission was coded
as 1 for a readmission within 30 days of the
discharge date of the index admission, or
0 for no readmission within 30 days.
Transitional care program status was de-
termined whether or not the individual re-
ceived the transitional care program for each
index admission. This analysis allowed us
to model repeated measures of index admis-
sions as a function of the project period and
whether the patient was seen by the GMED
CPS during the index admission. The pa-
tient identifier was used as a cluster vari-
able in the GEE analysis. Inverse propensity
scores of receiving GMED at the index ad-
mission were adjusted as weights in the GEE
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TABLE 3 Generalized Estimating Equations Analysis of Effect of
Intervention Group on Readmission Adjusting for Propensity Scores?

male, non-Hispanic white,
with a high school educa-
tion. More than half (65%)

Odds Ratio  95% Confidence P the patients were admitted
Intervention Groups Estimate (SE) Interval Value for a new diagnosis or clin-
ical condition. The major-

Intervention group, unadjusted 0.74 (0.12 0.54-1.01 .06 . . .
It e (012 ity of patients had diabetes
Intervention group, adjusted for follow-up time 0.53 (0.14) 0.32-0.88 .05 mellitus, and about one-
third had chronic obstruc-
Intervention group, adjusted for follow-up time, age 0.53 (0.14) 0.32-0.88 .05 tive pulmonary disease,
Intervention group, adjusted for follow-up time, 0.54 (0.15) 0.32-0.90 .02 congr.as.tlve. hear.t faﬂure’AOlr
age, prior admission within last year cognitive impairment. Al-
though about 60% of pa-
Intervention group, adjusted for follow-up time, 0.55 (0.15) 0.33-0.90 .02 tients were prescribed a
age, prior admission within last year, frailty new medication as a result
Intervention group, adjusted for follow-up time, 0.54 (0.15) 0.32-0.90 .02 of the hospltal admission,

age, prior admission within last year, frailty, ethnic

group

aAll analyses shown are adjusted for length of follow-up.

analysis to minimize confounding and,
hence, to strengthen the causal interpreta-
tion of the effect of the transitional care pro-
gram. If there was > 1 index admission, the
GMED status (yes vs no) at the initial index
admission was used as the dependent vari-
able to calculate propensity scores. The pro-
pensity scores of transitional care program
status were derived from the logistic regres-
sion analysis that modeled the log-odds of
receiving the transitional care program at
the index admission as a linear function of
age, CCI, frailty, and prior hospitalization
during the 1-year period prior to the index
admission.

RESULTS
The GMED CPS saw 435 patients dur-
ing the project period; 47 (10.8%) died
prior to 30 days and were excluded, leaving
388 patients who received the transitional
care program included in this evaluation. An-
other 1,189 patients met the eligibility crite-
ria but were not included and were included
in the comparison group. Patients in the tran-
sitional care program group were similar to
those receiving usual care in the comparison
group with regard to sex, ethnic group, frailty
status, and CCI score (Table 1).

Data from the CPS-patient interviews and
chart reviews were available for 378 of the
388 patients (Table 2). Patients were primarily
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the number of medications
from admission to dis-
charge did not differ sig-
nificantly (15.4 = 5.5 vs
15.7+5.8; P=.08).

The 30-day readmission rate was 15.6%
for the transitional care program group
and 21.9% for the comparison group.
Three hundred seventy-one patients re-
ceived the transitional care program only
once, 16 patients received the transi-
tional care program twice (ie, they had
2 index admissions during the study period
and received the intervention both times),
and 1 patient received the transitional care
program 3 times.

In an unadjusted GEE model, the odds
ratio (OR) for readmission in the transi-
tional care program group was 0.74 (95% ClI,
0.54-1.0, P = .06) compared with the usual
care group (Table 3). After covariate adjust-
ment, the OR for readmission was 0.54 (95%
CI, 0.32-0.90, P = .02).

Thirty-five percent of patients had > 1 CPS-
recommended change in their treatment at
the time of the inpatient admission (Table 4).
The most common recommendation was dis-
continuation of at least 1 medication (23.0%),
followed by correcting the medication recon-
ciliation list that was on record for the admis-
sion (17.8%). Thirty-nine percent of patients
had > 1 CPS-recommended change in their
treatment at the time of the follow-up phone
call. The most common recommendation
was to clarify medication instructions for the
patient and/or caregiver and provide medi-
cation education (33.7%). Other common
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TABLE 4 Summary of Recommendations Made by the Clinical Pharmacy Specialist

Transitional Care Program

Recommendations made at the time of inpatient visit (N = 326)° No. %
Discontinue any medication 75 23.0
Correct an incomplete or inaccurate medication reconciliation list 58 17.8
Start a new medication for new symptoms or condition 38 11.7
Recommend a change in medication(s) due to Beers Criteria 36 11.0
Discontinue a medication that the patient reported he was no longer taking (but was listed on the medication list 34 10.4

and medication reconciliation on record)
Restart one or more medications that the patient reported he was not taking but is clinically indicated 14 4.3
Change or modify redundant medications 12 3.7
Decrease a medication dosage 12 3.7
Recommend a change in medication for patient’s preference (ie, for dosing or ease of administration) 12 3.7
Recommend to resume medications that were held on admission while waiting evaluation but that had not been 10 3.1
restarted
Recommend renal dose of medication(s) 8 2.5
Recommend laboratory assessment for medication monitoring 9 2.5
Correct an incorrect medication dose based on mg/kg 6 1.8
Suggest home health services 2 0.6

Recommendations made at the time of discharge (N = 83)° No. %
Reeducation for patient not following recommendations from discharge 28 33.7
Medication reconciliation was incorrect 14 16.9
Poor communication between inpatient team and primary care physician 12 14.5
Limited medication supply (not given sufficient refill on discharge) 11 13.3
Inadequate follow-up for medications requiring frequent monitoring (eg, Coumadin) 11 13.3
Patient needed medical reevaluation, evaluation for drug-disease interaction, and/or lab follow-up 3 3.6
Drug-drug interaction 2 2.4
Discontinue a medication recommended at discharge or recommended a change to outpatient regimen 2 2.4

235% of patients had a recommendation at the time of the inpatient pharmacist visit.
°39% of patients had a recommendation at the time of discharge.

recommendations were to correct a medica-
tion reconciliation (16.9%) and communicate
pertinent information about the admission to
the PCP (14.5%).

DISCUSSION

We developed a transitional care program
for hospitalized older veterans to improve
the transition from hospital to home. After
adjusting for clinical factors, GMED was as-
sociated with 26% lower odds of readmis-
sion within 30 days of discharge compared
with that of the control group. The GMED
CPS made changes to the medical regimen
both during the inpatient admission as well
as after discharge to correct medication er-
rors and educate patients.

In addition, GMED led to a reduction in
the number of prescribed medications, which
impacts inappropriate polypharmacy—a sig-
nificant problem in older adults, which con-
tributes to ADEs.?! Our intervention was
patient centered, as all decisions and educa-
tion regarding medication management were
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tailored to each patient, taking into account
medical and psychosocial factors.

Studies of similar programs have shown
that a pharmacist-based program can improve
outcomes in patients transitioning from hos-
pital to home. A meta-analysis of 19 studies
that evaluated the effectiveness of pharmacy-
led medication reconciliation interventions
at the time of a care transition showed that
compared with usual care a pharmacist inter-
vention led to reduced medication discrep-
ancies.?” In this meta-analysis, medication
discrepancies of higher clinical impact were
more easily identified through pharmacy-led
interventions than with usual care, suggesting
improved safety. Although not all studies have
shown a clear reduction in readmission rates
or other health care utilization, the addition
of clinical pharmacist services in the care of
inpatients has generally resulted in improved
care with no evidence of harm.”

Based on these findings and collabo-
ration with another GRECC, we designed
our program to focus on older adults with
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APPENDIX 1 Checklist for Pharmacist Interaction With the Patient?

1. Inquire about the patient’s understanding of the medication renewal/refill process
(a) Does the patient know how to request a refill or renewal of his/her medications?
(b) Does the patient know how many days prior to needing the medication he/she should submit the refill or renewal request?
(c) Does the patient receive all the medications requested reliably?

2. Inquire about the patient’s support system and tools available for medication management
(@) With whom does the patient reside?
(b) What system, if any, does the patient use for medication management (ie, pill box, reminders)?
(c) Does the patient require assistance from a caregiver for medication management?

3. Inquire about the patient’s adherence to the prescribed medication regimen

(
(
(
(

a) Have you ever stopped taking your medication because you were feeling better?
b) Have you ever stopped taking your medication because you were feeling worse?
c) What do you do if you miss your medication (ie, question about doubling doses, taking doses too close together, etc)
d) How many times a week do you miss medications?

4. Review each medication with the patient and/or caregiver, including:

(
(
(
(

a) Understanding of the indication for each medication
b) Medication frequency

c) Potential adverse effects

d) Difficulties administering (ie, pill splitting, bottle opening, medication specific concerns)

5. Ask about all prescribed medications, including:
(a) Active prescriptions from the VA
(b) Expired prescriptions from the VA
(c) Non-VA prescription medications (over-the-counter, herbal medications, and supplements)

6. Perform a brief geriatric assessment to assess the patient’s abilities and risks with the current medication regimen and to
determine needs for medication management at discharge
(@) Cognitive screening (perform Mini-Cog assessment)
(b) Falls screening (Has the patient fallen within the past year?)

7. Inform patient and provide resources

(
(
(
(

best telephone number to use)

a) Inform patient and/or caregiver that medications may change during admission

b) Inform patient and/or caregiver to keep their medication list with them at all times
c) Provide patient with a pill box, if indicated, and instruct on its use
d) Inform patient and/or caregiver that the pharmacist will follow-up with a phone call a few days after discharge (inquire about the

aThis checklist uses an open-ended question format to encourage the most accurate information from the patient. ltems do not need to be reviewed in this

particular order.

polypharmacy, cognitive impairment,
high-risk medication usage, and/or a history
of high health care use.® Our findings add to
the growing body of evidence that a CPS-led
transitional care program results in reduced
polypharmacy and reduced unnecessary hos-
pital readmissions. Further, our findings have
demonstrated the effectiveness of this type of
program in a practical, clinical setting with
veteran patients.

At the time of project inception, we be-
lieved that the majority of our interventions
would occur postdischarge. We were some-
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what surprised that a major component of
GMED was suggested interventions by our
pharmacist at the time of admission. We be-
lieve that because the CPS made suggestions
during admission, we prevented postdis-
charge ADEs. A frequent intervention cor-
rected the medication reconciliation on file
at admission. This finding also was seen in
another study by Gleason and colleagues,
which examined medication errors at admis-
sion for 651 adult medicine inpatients.** This
study found that more than one-third of pa-
tients had medication reconciliation errors.
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Further, older age (> 65 years) was associated
with increased odds of medication errors in
this study.

Of note, a survey of hospital-based phar-
macists indicated medication reconciliation
is the most important role of the pharmacist
in improving care transitions.”” The pharma-
cists stated that detection of errors at the time
of admission is very important. The pharma-
cists further reported that additional educa-
tion and counseling for patients with poor
understanding of their medications was also
important. Our findings support these find-
ings and the use of a pharmacist as part of the
medical team to improve medication recon-
ciliation and education.

Limitations
A limitation of GMED is that we monitored
only admissions to our hospital; therefore,
we did not account for any hospitaliza-
tions that may have occurred outside the
STVHCS. Another limitation is that this
was not a randomized controlled trial, and
we used a convenience sample of patients
who met our criteria for eligibility but were
not seen due to time constraints. This in-
troduces potential bias such that patients
admitted and discharged on nights or week-
ends when the CPS was not available were
not included in the transitional care pro-
gram group, and these patients may fun-
damentally differ from those admitted and
discharged Monday through Friday.
However, Khanna and colleagues found
that night or weekend admission was not
associated with 30-day readmission or
other worse outcomes (such as length of
stay, 30-day emergency department visit,
or intensive care unit transfer) in 857 gen-
eral medicine admissions at a tertiary care
hospital.?® Every effort was made to in-
clude as many eligible patients as possible
in the transitional program group, and we
were able to demonstrate that the patients
in the 2 groups were similar. Frailty and
prior hospital admission were more prev-
alent, although not significantly so, in the
transitional program group, suggesting that
any selection bias would have actually at-
tenuated—not enhanced—the observed ef-
fect of the transitional program. Although
the transitional program group patients

mdedge.com/fedprac

Transitional Care Program

APPENDIX 2 Checklist for Review of Hospital Admission
Information and Pharmacist Interaction With Medical Team

1. Review the medical chart, keeping in mind information obtained from
the patient and/or caregiver, and determine appropriateness of the
prescribed medication regimen, including:

(@) Renal dosing

(b) Beers Criteria guidelines

(c) START/STORP criteria

(d) Applicable disease clinical guidelines

(e) Benefit vs harm, including considerations of quality of life and patient
preferences

2. Discuss considerations for potential changes in therapy with the inpa-
tient medical team, including:
(a) Stopping 1 or more medications
(b) Starting 1 or more medications
(c) Obtaining additional laboratory measurements, if needed, to determine
whether therapy is still warranted

3. Inform inpatient medical team about the following:

(a) The updated medication list if applicable

(b) Ensuring that any medication changes made during the hospital admis-
sion are incorporated into the updated medication list and documented
in the medical chart at discharge

(c) Ensuring that an updated medication list is provided to the patient at
discharge

(d) That the patient will be contacted by the pharmacist a few days after
discharge to review and clarify changes and ensure that the patient is
taking medications appropriately

(e) That a note will be included in the electronic medical record to reflect
the findings and considerations discussed with the medical team

were slightly younger by 0.3 years, they
were similar in frailty status and CCI score.

CONCLUSION

The GMED program was associated with
reduced 30-day hospital readmission, dis-
continuation of unnecessary medications,
and corrected medication errors and dis-
crepancies. We propose that a CPS-based
transitional care program can improve the
quality of care for older patients being dis-
charged to home.
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