
• ≥ 18 years of age
• English-speaking
• Discharged from inpatient Family Medicine

Services
• Scheduled follow up appointment with

the Family Medicine Clinic 
• Available discharge summary with 

medication lists

• Pregnancy 
• Any patients discharged to a nursing home, 

psychiatric facility, skilled nursing facility, 
long-term acute care facility, or prison

Exclusion CriteriaInclusion Criteria

Describe and quantify 
medication-related 
interventions

Primary 
Outcome Evaluate the 

difference in 30-day 
hospital re-admission 
rates

Secondary 
Outcome

The objective of this study was to assess the feasibility and impact of a quality improvement 
initiative involving recently discharged patients from the Family Medicine Service from OSU 
Medical Center, utilizing a pilot telephonic pharmacist-led transitions of care program.
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BACKGROUND
• Medication discrepancies during 

transitions of care can negatively 
affect patient outcomes making 
medication assessment an 
important aspect of patient safety1

• The Institute of Medicine estimated
that medication errors cause 1 of 
131 outpatient and 1 of 854 
inpatient deaths2

• Prescription errors make up 70% of 
medication errors that could 
possibly result in adverse effects3

• The most recent National Patient 
Safety Goals, effective January 1, 
2020, state that maintaining and 
communicating accurate patient 
medication information is 
imperative to improving patient 
outcomes by decreasing the 
amount of medication 
discrepancies4

• An increase in the prevalence of 
chronic disease states and the 
complexity of the medication 
regimens often required to manage 
them has led to a pressing need for 
improved multidisciplinary 
collaboration with medication 
reconciliation in the ambulatory 
care setting to ensure positive 
clinical outcomes and patient safety

• To ensure a continuity of care, 
pharmacists are well equipped with
the tools to perform a 
comprehensive medication 
assessment that can reduce 
readmission rates and cost 
avoidance5

Through this project, errors were identified and corrected using 
medication reconciliation, clinical interventions, and patient 
education. By identifying what kinds of errors are most common, we 
were able to determine which areas pharmacists are able to 
intervene to decrease medication errors. Implementing this 
pharmacist-led transitions of care program allowed for improved 
healthcare collaboration to ensure patient safety and decrease 
healthcare costs
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METHODS

RESULTS

189 patient 
discharges 
identified

87 discharges 
unable to reach

9 readmissions

89 patient discharges 
included in analysis

9 readmissions

13 discharges 
excluded

Enrollment

Discharging or follow-up physician was 
contacted if a discrepancy was identified

Comprehensive medication assessment 
was performed with the patient

Patients received a phone call from a 
pharmacist one to three business days 

post-discharge

Pharmacist evaluated discharge 
medication list

Transitions of Care Process

30-day Hospital Re-admission Rate
Received TOC service (n 
= 9)

Did not receive TOC 
service (n = 9)

Number of 30-day re-admitted 
patients – no. (%)

7 (77.8) 6 (66.7)




