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Hospitalizations related to ambulatory 
care sensitive conditions (ACSCs) are 
potentially avoidable if timely and ef-

fective care is provided to the patient. The 
Agency of Healthcare Research and Qual-
ity has identified type 2 diabetes mellitus 
(T2DM), chronic obstructive pulmonary 
disease (COPD), hypertension, conges-
tive heart failure (CHF), urinary tract 
infections (UTIs), asthma, dehydration, 
bacterial pneumonia, angina without an 
inhospital procedure, and perforated ap-
pendix as ACSCs.1,2 Identifying patients 
with ACSCs who are at risk for hospital-
ization is a potential measure to enhance 
primary care delivery and reduce prevent-
able hospitalizations. 

The US Department of Veterans Affairs 
(VA) Clinical Pharmacy Practice Office im-
plemented a guidance statement describing 
the role and impact of a clinical pharmacy 
specialist (CPS) in managing ACSCs.1 

Within the Veterans Health Administration, 
the CPS may function under a scope of 
practice within their area of expertise with 
the ability to prescribe medications, place 
consults, and order laboratory tests and ad-

ditional referrals as appropriate. As hospi-
talizations related to ACSCs are potentially 
preventable with effective primary care, the 
CPS can play an essential primary care role 
to implement interventions targeted at re-
ducing these hospitalizations. 

At the William S. Middleton Memo-
rial Veterans Hospital, in Madison, Wis-
consin, multiple transitions of care and 
postdischarge services have been estab-
lished to capture those patients who are 
at a high risk of rehospitalization. Stud-
ies have been completed regarding imple-
mentation of intensive case management 
programs for high-risk patients.3 Currently 
though, no standardized process or proto-
col exists that can identify and optimize 
primary care for patients with ACSCs who 
have been hospitalized but are predicted 
to be at low risk for rehospitalization. Al-
though these patients may not require in-
tensive case management like that of those 
at high risk, improvements can be made to 
optimize clinical resources, education, and 
patient self-monitoring to mitigate risk for 
hospitalization or rehospitalization. There-
fore, this project aimed to evaluate the 
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implementation of offering further refer-
rals and care for patients who have been  
hospitalized but are considered low risk 
for hospitalization from ACSCs. 

METHODS 
This quality improvement project to offer 
further referrals and care to patients con-
sidered low risk for hospitalization was 
implemented to enhance ambulatory-care 
provided services. All patients identified as 
being a low risk for hospitalization via a VA 
dashboard from July through September 
2018 were included. Patients were identi-
fied based on age, chronic diseases, gender, 
and other patient-specific factors predeter-
mined by the VA dashboard algorithm. Pa-
tients receiving hospice or palliative care 
and those no longer receiving primary care 
through the facility were excluded. 

A pharmacy resident conducted a base-
line chart review using a standardized tem-
plate in the computerized patient record 
system (CPRS) to identify additional re-
ferrals or interventions a patient may ben-
efit from based on any identified ACSC. 
Potential referral options included a CPS 
or nurse care manager disease manage-
ment, whole health/wellness, educational 
classes, home monitoring equipment, spe-
cialty clinics, nutrition, cardiac or pul-
monary rehabilitation, social work, and 
mental health. A pharmacy resident or the 
patient aligned care team (PACT) CPS re-
viewed the identified referrals with PACT 
members at interdisciplinary team meet-
ings and determined which referrals to 
offer the patient. The pharmacy resident 
or designated PACT member reached out 
to the patient via telephone or during a 
clinic visit to offer and enter the refer-
rals. If the patient agreed to any referrals, 
a chart review was conducted 3 months 
later to determine the percentage of ini-
tially agreed-upon referrals that the pa-
tient completed. Additionally, the number 
of emergency department (ED) visits and 
hospitalizations related to an ACSC at  
3 months was collected. 

Feasibility was assessed to evaluate po-
tential service implementation and was 
measured by the time in minutes to com-
plete the baseline chart review, time in min-
utes to offer referrals to the patient, and 

proportion of referrals that were completed 
at 3 months.4 As this quality improvement 
project was undertaken for programmatic 
evaluation, the University of Wisconsin-
Madison Health Sciences Institutional Re-
view Board determined that this project did 
not meet the federal definition of research 
and therefore review was not required. Data 
were analyzed using descriptive statistics. 

RESULTS 
A total of 78 veterans who had ≥ 1 ACSC-
related hospitalization in the past year and 
who were categorized as low risk were iden-
tified, and 69 veterans were reviewed. Nine 
patients were not included based on hos-
pice care and no longer receiving primary 
care through the facility. Eight patients were 
found to have optimized care with no fur-
ther action warranted after review. Based on 
their assigned PACT, there was a range of  
0 to 5 patients identified per team. Fifty-one 
patients were contacted, and 37 accepted  
≥ 1 referral. Most of the patients were 
white and male (Table). The most com-
mon ACSCs were hypertension (68%), 
COPD (46%), and T2DM (30%); additional 
ACSCs included angina (18%), pneumonia 
(15%), UTIs (10%), CHF (6%), and asthma,  
dehydration, and perforated appendix  
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TABLE Baseline Characteristics

Characteristics Results (N = 69)

Age, mean (SD), y 67 (11)

Sex, No. (%)
   Male
   Female

66 (96)
3 (4)

Race, No. (%)
   White
   African American
   Asian

67 (98)
1 (1)
1 (1)

Cumulative hospitalizations, No.
   3 mo prior to review
   12 mo prior to review

11
81

Cumulative emergency department visits, No.
   3 mo prior to review
   12 mo prior to review

5
32

VA-supplied medications, mean (SD), No. 9 (5)

Documentation of cognitive impairment, No. (%) 6 (9)

Mental health diagnosis, No. (%) 31 (45)
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(1.5% for each). Any ACSC listed as a diag-
nosis for a patient was included, regardless 
of whether it was related to a hospitalization. 
Most referrals were offered by pharmacists  
(pharmacy resident, 41%; CPS, 29%), fol-
lowed by the nurse care manager (18%) and 
the primary care provider (12%). One patient 
passed away related to heart failure compli-
cations prior to being contacted to offer ad-
ditional referrals. Of the 9 patients that were 
unable to be contacted, 4 did not respond 
to 3 phone call attempts and 5 had no docu-
mentation of referrals being offered after the 
initial chart review and recommendation was 
completed. 

Most of the initially accepted referrals  
(n = 68) were for CPS disease management, 
whole health/wellness, and educational 
classes (Figure). Of the 28 initially accepted 
referrals for CPS disease management, most 
were for COPD (10) and hypertension (8), 
followed by neuropathic pain (3), vitamin 
D deficiency (3), hyperlipidemia (2), and 
T2DM (2). At 3 months, all referrals were 
completed except for 1 hypertension, 1 vi-
tamin D deficiency, and 2 hyperlipidemia 
referrals. There were 6 COPD, 4 T2DM self-
management, and 1 chronic pain class re-
ferrals made with 3 COPD and 1 T2DM 
referrals completed at 3 months. Two to-
bacco treatment and 2 palliative care re-
ferrals were specialty referrals accepted by 

patients with 1 palliative care referral com-
pleted at 3 months. 

In terms of feasibility, the chart review 
took an average (SD) of 13 (4) minutes, 
and contacting the patient to offer refer-
rals took an average of 8 (5) minutes. Most 
of the accepted referrals were completed by  
3 months (42/68, 62%). 

Comparing the 3 months prior to and 
the 3 months after offering referrals, there 
was a cumulative quantitative decrease in 
the number of ED visits (5 to 1) and hospi-
talizations (11 to 5). The 1 ED visit was for 
a patient who was unable to be contacted 
to offer additional referrals as were 4 of the 
hospitalizations. One of the hospitalizations 
was for a patient who was deemed to have 
optimized care with no additional referrals 
necessary. 

DISCUSSION
Evaluation of the review and referral pro-
cess for patients at low risk for hospitaliza-
tion from an ACSC was a proactive approach 
toward optimizing primary care for veter-
ans, and the process increased patient access 
to education and primary care. There was a 
high initial patient acceptance rate of refer-
rals and a high completion rate when offered 
by PACT members. Based on the number of 
identified patients, the time spent complet-
ing chart reviews and contacting patients to 
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offer referrals for each PACT CPS and team 
was feasible to conduct. 

As there were 69 eligible patients iden-
tified over a 3-month period for a single 
VA facility, including all community-based 
outpatient clinics serving an estimated 
130,000 veterans, the additional time and 
workload for an individual PACT to reach 
out to these patients is minimal. Complet-
ing the review and outreach process for 
an average of 21 minutes per patient for at 
most 5 patients per primary care provider 
team is feasible to complete during the rec-
ommended 4 hours of weekly CPS popu-
lation health management responsibilities. 

Limitations
Several limitations were identified with the 
implementation of the project. A variety 
of PACT members completed initial out-
reach to veterans regarding additional re-
ferrals, which may have resulted in a lack 
of consistency in the approach and discus-
sion of offering referrals to patients. Al-
though there may be a difference in how 
the team members made referral offers to 
patients and therefore varying acceptance 
rates by patients, the process was thought 
to be more generalizable to the PACT ap-
proach for providing care in the VA. In ad-
dition, the time to contact patients to offer 
referrals was not always documented in the 
electronic health record, making the doc-
umented time an estimate. Given that pa-
tients identified were managed by a variety 
of PACT members, there were differences 
noted among PACTs in terms of acceptabil-
ity of offering referrals to patients. 

While there was a decrease noted in ED 
visits and hospitalizations when comparing  
3 months before and afterward, additional 
data are needed to provide further insight 
into this relationship. As the patients iden-
tified were at low risk for hospitalization 
from an ACSC and had 1 or 2 hospitaliza-
tions within the year prior, additional time 
is warranted to compare 12-month ED vis-
its and hospitalization rates postintervention. 
Finally, these findings may be limited in gen-
eralizability to other health care systems as 
the project was conducted among a specific, 
veteran patient population with PACT CPSs 

practicing independently within an estab-
lished broad scope of practice. 

Future Directions
Future directions include incorporating the 
review and referral process into the PACT 
CPS population health management respon-
sibilities as a way to use all PACT members to 
enhance primary care delivered to veterans. 
To further elucidate the relationship between 
the referral process and hospitalization rates, 
a longer data collection period is needed. 

CONCLUSIONS 
Identifying patients at risk for hospitaliza-
tion from an ACSC via a review and refer-
ral process by using the VA PACT structure 
and team members was feasible and led to 
increased patient access to primary care and 
additional services. The PACT CPS would 
benefit from using a similar approach for 
population health management for low risk 
for hospitalization patients or other identified 
chronic conditions. 
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