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Abstract:

Medication-related problems occur routinely during transitions of care, increasing the risk for
adverse drug effects, therapeutic failures, and early utilization of healthcare services post-
discharge. This is particularly true for medication-intensive conditions, such as venous
thromboembolism (VTE). To reduce medication-related problems and the associated negative
consequences, we will integrate a clinical pharmacist into an existing community-based care
transitions program. Senior Services Plus Healthy Connections program utilizes transition
coaches to screen seniors discharged from four community hospitals located in southwestern
Illinois. The coaches provide home visits post-discharge to empower patients and caregivers
regarding: follow-up appointments, medication management, health safety plans,
transportation, and linkage to community resources. Improving medication management has
been identified as a quality initiative for the program, since medication-related problems are
routinely encountered during the post-discharge home visits. We will conduct a prospective
study including patients > 60 years of age discharged with a diagnosis of VTE. Patients from
two participating hospitals will serve as control subjects (one hospital no visit; one hospital
transition coach only visit) and patients discharged from the remaining two hospitals will serve
as intervention subjects (transition coach plus pharmacist visit). Targeted enrollment will be
120 patients per group and outcomes will be evaluated comparing: the number of and types of
medication-related problems identified and resolved; VTE outcomes including recurrence and
bleeding complication rates; and all-cause hospital readmission rates at 14, 30, and 60 days.
The overall goal of the project is to improve the safety and effectiveness of medication use
during care transitions from hospital to home for older adults treated for venous
thromboembolism (VTE).


http://www.siue.edu/
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PROJECT PROPOSAL

PROJECT GOAL AND OBJECTIVES

Medications are the most common intervention used to treat medical disorders and, as a
result, medications are the most common cause of adverse events following hospital discharge.
Medication-related problems (errors, discrepancies, drug interactions, adherence issues, side
effects, lack of monitoring, etc.) occur routinely during transitions of care, increasing the risk of
adverse drug effects, therapeutic failures, and utilization of healthcare resources post-
discharge. Medication-intensive conditions, such as chronic obstructive pulmonary disease
(COPD), congestive heart failure (CHF), myocardial infarction (Ml) and also venous
thromboembolism (VTE) are particularly prone to such problems. The Senior Services Plus
Healthy Connections program utilizes transition coaches to screen seniors as they are
discharged from four community hospitals in southwestern Illinois. The transition coaches
provide home visits post discharge to empower older patients and caregivers regarding: follow-
up appointments, medication management, health safety plans, transportation, and linkage to
community resources. Improving the medication management aspect of the program (safety,
effectiveness, adherence, education, and communication) has been identified as a quality
initiative, since medication-related problems are routinely encountered by the transition
coaches during home visits. To reduce medication-related problems and the associated
negative consequences, we plan to conduct a prospective study to integrate a clinical
pharmacist into the existing Senior Services Plus (SSP) Healthy Connections care transitions
program home visits and to evaluate the impact on outcomes of patients discharged with VTE.
The overall goal of the project is to improve the safety and effectiveness of medication use
during care transitions from hospital to home for older adults treated for venous
thromboembolism (VTE).

The proposed project will address specific research questions related to overall medication
safety during care transitions for patients with VTE, as well as, safety and effectiveness of oral
anticoagulation therapy for patients with VTE. Integrating a pharmacist into the transition
coach visits will provide an added dimension to SSP’s existing transitions program and
addresses an insufficiently met need of participants in the program, while supporting the
missions of both Senior Services Plus and SIUE School of Pharmacy.

Key Objectives to Meet the Stated Goal:

Objective 1: To evaluate the number of and types of medication-related problems identified
in patients with VTE post discharge during transition coach-only home visits (existing program)
as compared with transition coach plus pharmacist home visits (intervention). (PRIMARY)
Rationale: One of the five primary points of emphasis in the existing Healthy Connections
program through SSP is medication management. The transition coaches encounter
medication-related problems routinely during home visits; however, they often feel ill equipped
to resolve these issues. It is probable that many medication-related problems are not identified
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and missed entirely during home visits, due to a lack of medication expertise on the part of the
transition coaches.

Objective 2: To evaluate the impact of the intervention on VTE outcomes, including VTE
recurrence rates, bleeding complication rates, and all-cause hospital readmission rates at 14,
30, and 60-days comparing the transition coach plus pharmacist home visit group with the
transition coach only home visit group and the no home visit group. (EXPLORATORY)

Rationale: Medication-related problems that occur during the early post-discharge
timeframe that go unidentified and unresolved often lead to utilization of additional health care
services (provider visit, emergency room visit, rehospitalization). By involving a pharmacist
early in the post-discharge timeframe to identify and resolve medication-related problems, a
reduced rate of complications and the subsequent need for early utilization of health care
services may be observed.

Objective 3: To compare the rates of VTE outcomes (as in Objective 2) for patients treated
with vitamin K antagonists (+ heparin/LMWH) versus patients treated with novel oral
anticoagulants. (EXPLORATORY)

Rationale: The vitamin K antagonist, warfarin, has been used historically to treat VTE. Its
use requires intense monitoring due to the potential for numerous drug interactions, dietary
interactions, and highly variable dose requirements in each patient. In general, the novel oral
anticoagulants have been shown to be similarly effective for treating VTE when compared to
warfarin; however, they are associated with a lower risk of major bleeding when compared to
warfarin. Additionally, the need for monitoring with the novel oral anticoagulants is
substantially less when compared to warfarin, due to a consistent dose-response in patients
and significantly fewer drug and dietary interactions. It is unlikely that the small patient
numbers in these subgroups will demonstrate significant difference in VTE outcomes; however,
we plan to conduct this analysis for exploratory purposes.

Objective 4: To evaluate patient satisfaction with post-discharge home visits by a pharmacist
to older adults discharge with VTE. (EXPLORATORY)

Rationale: Clinical outcomes are important measures of quality care; however, humanistic
outcomes, such as patient satisfaction, are also useful measures of quality but are less often
evaluated. There is limited data in the literature regarding patient satisfaction with pharmacist
conducted home visits.

Innovation

The proposed project is community-based and targets seniors discharged from four community
hospitals covering a broad geographic, largely rural, region. The large majority of care
transitions studies have focused on hospital-based interventions and have been performed at a
single urban hospital or academic medical center. The majority of intervention studies
involving pharmacists in transitions of care have evaluated the effects of pharmacist-driven
medication reconciliation at hospital admission and discharge, including patient education by
pharmacists at the time of discharge. Limited data exist describing interventions that have
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included pharmacist involvement beyond the point of discharge, other than phone follow-up.
There is published literature to describe pharmacist involvement in the care of adults with VTE,
but these studies describe hospital-based or emergency-room based services for the acute
phase of VTE treatment. It has been suggested that single interventions implemented alone do
not reliably lead to improved safety and quality during care transitions. The intervention will
involve a unique interdisciplinary collaboration including social workers and pharmacists to
meet the needs of patients discharged with VTE.

TECHNICAL APPROACH
Assessment of Need/Scope of the problem

Senior Services Plus’ Healthy Connections program has been in existence since January of 2014,
serving mostly rural areas of St. Clair and Madison County in southwestern lllinois. Senior
Services Plus employs three transition coaches who have developed working relationships with
discharge planners and case managers at four community hospitals located in the area. The
transition coaches currently screen seniors at discharge for participation in the Healthy
Connections program. At the moment, patients discharged with one of five diagnoses (COPD,
CHF, MI, Pneumonia, post knee/hip) are the focus of the program. Seniors who participate are
visited by the transition coach within 48-72 hours post discharge. The emphasis of the visits is
to empower patients and caregivers to take an active role in their treatment plan and to
educate them on community supports and services available to help them stay healthy at
home. During visits, the transition coaches address five primary elements: follow-up
appointments, medication management, health safety plans, transportation, and linkage to
community resources. In the year plus that the program has been in place, the transition
coaches have identified lack of knowledge with how to connect with community resources and
medication management issues as the two most common types of problems identified among
participants. The transition coaches are adept at connecting patients and caregivers to
community resources; however, they note that it is often difficult for them to recognize and
assess complex medication issues at a depth necessary to prevent potential problems. As such,
improving medication management (safety, effectiveness, adherence, education,
communication) has been identified as a quality initiative for the program.

In two small pilot projects we conducted between 2010-12 at a community-based teaching
hospital in central lllinois, it was found that 96% of seniors > 65 years of age taking five or more
medications at discharge had at least one, and as many as eight, medication-related problem
identified during a post-discharge home visit by a pharmacist (mean of approximately four
problems/patient). Communication of problems to the primary care provider resulted in a
change in therapy/acceptance of recommendations in >90% of occurrences and all patients
receiving a pharmacist home visit rated the visit as ‘improving the overall quality of care
provided to them’. The most common types of problems identified (utilizing the Medication
Discrepancy Tool©) included: ‘discharge instructions incomplete or inaccurate’ and ‘conflicting
information from different sources’. Although not significant due to small numbers, patients
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receiving a pharmacist home visit had a lower 30-day readmission rate than those who did not
receive a visit (14% vs 27%, respectively). Detailed evaluation of all of the individual
medication-related problems identified among the participants revealed that, under perfect
circumstances, only 68% of the problems could have feasibly been recognized and prevented
during hospital-based medication reconciliation and education. This suggests that, at least, one-
third of medication-related problems would go undetected without post-discharge follow-up.

SSP partners with Telligen, the Quality Improvement Organization for the Centers of Medicaid
and Medicare Services in Madison and St. Clair County with the mission of building and
sustaining a community coalition to improve transitions of care for Medicare beneficiaries in
the service region. Telligen works with SSP and the hospitals to provide readmission data that
helps to identify strengths, challenges and trends with the focus on preventing avoidable
readmissions and overall improved patient care. For example, data obtained from Telligen
showed that 30 day readmission rates for VTE discharges for two of the participating hospitals
during the time period of November 2013 to November 2014 were 28.2% (20/71) and35.8%
(38/106). The 30 day readmission rates specifically for PE were higher in both hospitals (34.2%
and 43.3%) relative to readmission rates for DVT (20% and 26.1%). These readmission rates are
higher when compared to the conditions that are tracked for penalties (CHF, COPD, Ml,
hip/knee, and pneumonia), which trend between 17 and 22%, depending on the specific
condition and hospital.

The primary audiences to benefit from this project include the participants, who stand to
benefit from improved quality of care; the hospitals, who also stand to benefit from
demonstrated improvements in quality of care; Senior Services Plus, who stands to benefit
through demonstration of benefit to the hospitals and community with the implementation of
their provided services; and also SIUE School of Pharmacy, through demonstration of the
benefits pharmacists contribute to patient care and quality improvement.

Design and Methods

The project is a prospective study designed to complement/enhance the medication
management aspect of the existing SSP Healthy Connections program by integrating a clinical
pharmacist into the post-discharge home visits for seniors discharged with VTE.

Study Population

Currently, the SSP transition coaches, working with hospital discharge planners and case
managers, screen older patients who are being discharged with one of five diagnoses (COPD,
CHF, post knee/hip replacement, pneumonia, and Ml) from each of the four participating
hospitals. With the implementation of this project, the transition coaches will work with
hospital staff to also screen for patients > 60 years of age discharged with a diagnosis of DVT or
PE for inclusion in the study. The target population will be: patients > 60 years of age; discharge
diagnosis of DVT/PE; residence in SSP catchment area of Madison and St. Clair counties, and not
discharged to hospice/terminal diagnosis. Patients will be enrolled into one of three groups,
based on the hospital from which they are discharged.
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Study Sites
The four hospitals participating in the project include: Alton Memorial Hospital, OSF St.

Anthony’s Medical Center, Belleville Memorial Hospital, and Gateway Regional Medical Center.
One of the transition coaches currently serves both Alton Memorial Hospital and OSF St.
Anthony’s Medical Center. These two facilities will serve as control facilities for the study. For
one of the two control facilities (to be randomly assigned), study subjects will be identified by
VTE discharge diagnosis, enrolled in the study, but will not receive a home visit (No Visit Group).
For the second control facility, study subjects will be identified by VTE discharge diagnosis,
enrolled in the study, and will receive a visit by the transition coach only (Coach Visit Group).
For the two intervention facilities (Belleville Memorial Hospital and Gateway Regional Medical
Center), study subjects will be identified by VTE discharge diagnosis, enrolled in the study, and
will receive a home visit from the transition coach and the pharmacist (Coach + Pharmacist Visit
Group) Each of the two intervention facilities has a separate transition coach assigned to it.
Participants will be enrolled into the study only if they agree and are able to provide informed
consent. The transition coaches, with assistance from the Project Coordinator, will be
responsible for obtaining participant informed consent.

Study Enrollment

The target enrollment will be 60 patients (4 patients/month) from each of the two control
facilities, and 120 patients (8 patients/month) combined from the two intervention facilities.
The enrollment numbers were established as attainable targets for an 18-month intervention
from estimates of discharges from the participating facilities. If enrollment proves to be slow,
we will consider reducing the lower age limit for participation to > 55 years. Additionally, both
Senior Services Plus and SIUE have an existing relationship with another community hospital in
close proximity to the planned region that could be considered for participation, if it becomes
necessary.

Study Intervention

Once enrolled, the transition coaches (for the Coach Visit Group and the Coach + Pharmacist
Visit Group) will be responsible for scheduling home visits to occur within 48-72 hours following
discharge. The transition coaches will also be responsible for coordinating home visits with the
pharmacist (for the Coach + Pharmacist Visit Group). During home visits, transition coaches will
continue to focus on the five points of emphasis of the Healthy Connections program: follow-
up appointments, medication management, health safety plans, transportation, and linkage to
community resources. The pharmacist, in addition to communicating with the transition coach,
will be responsible for communicating with hospital-based providers, evaluating medication
management and identifying potential medication-related problems using the MDT,
communicating medication-related concerns to the patient/caregiver and primary care
physician to resolve problems, and ensuring appropriate follow-up care.

Data Collection
Data collection for general patient demographic variables will occur at the time of
enrollment/consent or during the home visit and will be collected by the transition coach, with

Ruscin, et al = VTE Care Transitions



assistance from the project coordinator, when necessary. All medication-related problems
identified (whether by the social worker or the pharmacist) will be documented using the
Medication Discrepancy Tool© (Appendix A), including details of how and with whom the
problems were resolved. The medication list and other related data will be collected at the
time of the home visit, either by the transition coach or the pharmacist, depending on the
group. Data regarding outcomes (recurrence, bleeding, readmissions) will be obtained from
each hospital and/or through Telligen, which provides data directly to SSP regarding
readmissions. Outcome data will be confirmed by follow-up phone calls to patients at intervals
post-discharge. Satisfaction surveys will be left with patients following the pharmacist visit
(patients in the Coach + Pharmacist visit goup) with a pre-paid envelope to return the survey.

Evaluation Design

Study Design and Measures

This is a prospective study with a quasi-experimental design. Participants will be in one of
three groups, no visit, coach-only visit, or coach+ pharmacist visit. Group assignment will be
determined by the hospital from which they are discharged. As such, all the patients in each
visit group will have the same transition coach. This design was chosen to minimize the risk of
contamination of the study intervention into the control groups. Data to be collected for the

project is outlined below:

Study Data to be Collected

Variables Categories Source
Patient age 60+, continuous variable Patient
Patient gender Male/female Patient
Patient race Caucasian, African American, Patient
Hispanic, etc
Patient marital status Married, divorced, widowed, single Patient
Patient primary language English, Spanish, etc Patient
Patient health insurance Private, Public, Uninsured Patient
Primary discharge diagnosis ICD-9 codes DVT or PE Hospital
Etiology of VTE Surgical; non-surgical Hospital
Known active malignancy Y/N Patient
Hospital characteristics Inpatient transition services offered; | Hospital
pharmacist educates at discharge, etc
Home visit group No visit, coach only, coach + R.Ph. Hospital

Medication-related problems

Y/N, Numbers, MDT data*

Coach/Pharmacist

Medications names and total
number of meds at discharge

Individual medications; number -
continuous

Hospital discharge
instructions to patient

Charlson comorbidity score

continuous

Patient/Hospital

Anticoagulants prescribed at
discharge; specific drug and
category

warfarin, heparin, enoxaparin,
apixaban, dabigatran, rivaroxaban;
category: VKA or NOAC

Hospital discharge
instructions to patient
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Recurrence of VTE within 14, | Y/N; ICD-9 codes; ER utilization Y/N; Hospital; patient
30, 60 days Hospital readmission Y/N
Bleeding complications within | Y/N; ICD-9 codes; minor/major, MD Hospital; patient
14, 30, 60 days visit, ER visit, hospital readmission;
Patient satisfaction with Survey scale 1 (not at all satisfied) to | Patient
10 (highly satisfied).
Days to first primary care f/u Days, continuous Patient
visit

Data Analysis

Objective 1: To evaluate the numbers of and types of medication-related problems identified
during transition coach only visits (existing program) as compared with transition coach plus
pharmacist visits (intervention). All medication-related problems that are identified, whether
by the coaches or by the pharmacist, will be documented using the Medication Discrepancy
Tool© (Appendix A). The data manager will create a scanable data collection form to facilitate
ease and accuracy of data collection for the categorical components of this data element. Any
text descriptions that accompany the MDT will also be maintained in the database. The MDT
data will be summarized by group: 1) coach-ONLY 2) coach+pharmacist using descriptive
statistics, including problem resolution rates. The mean number of medication related
problems will be compared between the coach-only visit group and the coach+pharmacist visit
group with an independent t-test. An ANCOVA model will be utilized to compare between the
groups after adjusting for relevant covariates, such as patient demographics and hospital or
patient characteristics.

Objective 2: To evaluate the impact of the intervention on VTE outcomes, including VTE
recurrence rates, bleeding complication rates, and all-cause hospital readmission rates at 14,
30, and 60-days comparing patients with transition coach plus pharmacist home visit, transition
coach only home visit, and no home visit. Data will be collected from hospital sources
(including Telligen data) and also confirmed by patient follow-up phone calls to determine if
any of the above outcomes have occurred. Bleeding complications will be categorized as minor
bleeding or major bleeding, VTE recurrence rates and all-cause hospital readmission rates will
be categorized into yes or no. All three measures will be calculated for within 14, 30, and 60
days. Minor bleeding will be defined as bleeding events that require a health care visit (primary
physician or emergency room visit only) and major bleeding will be defined as bleeding events
that require hospitalization. Descriptive statistics will be calculated for each outcome for the
three groups: 1) no home visit 2) coach ONLY 3) coach+pharmacist. Comparisons between the
groups will be done using chi-squared tests of independence. Logistic regression models will be
utilized to look at the association between group and each outcome (VTE recurrence, bleeding
and all-cause hospital readmission) after adjusting for patient demographics and hospital
characteristics.
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Objective 3: To compare the rates of VTE outcomes (as in Objective 2) for patients treated
with vitamin K antagonists (+ heparin/LMWH) versus patients treated with novel oral
anticoagulants. Descriptive statistics will be computed for each VTE outcome for the groups: 1)
vitamin K antagonist 2) novel oral anticoagulant. Comparisons between the groups will be done
using Chi-Square Test or Fisher’s Exact Test, depending on the sample size. Logistic regression
will be used to look at the association between the type of anticoagulant used and each
outcome (VTE recurrence, bleeding and all-cause hospital readmission) after adjusting for
patient demographics and hospital. Additionally, in order to identify if a home visit from a
coach and a pharmacist impacts the VTE outcomes regardless of the type of medication used,
we will also perform logistic regression controlling for the type of anticoagulant medication,
patient demographics and hospital characteristics.

Objective 4: To evaluate patient satisfaction with post-discharge home visits by a pharmacist
to older adults discharge with VTE. (EXPLORATORY)

An eleven item survey will be used to assess patient satisfaction with pharmacist-provided
home visits (Appendix B). The survey items were modified from a previously published survey
developed to assess satisfaction with pharmacist-conducted home visits. The results of the
surveys will be summarized using descriptive statistics.

Quantification of Change

Relative to medication-related problems identified during home visits, we anticipate that the
pharmacist will find significantly more medication related problems as compared to the
transition coaches. We also expect to find differences in the categories of medication-related
problems identified when comparing the groups. Additionally, we anticipate the numbers of
and types of medication-related problems specific to anticoagulant medications will differ
between the visit groups.

For the VTE-related outcomes (recurrence, bleeding, readmission rates), we anticipate that the
rates will be lower in the coach + pharmacist visit group, when compared to the no visit group
or the coach only visit group; however, we do not anticipate that this difference will be
statistically different. Based on our calculations of sample size needed to achieve modest, but
clinically important, reductions in these outcomes, a much larger sample size (400-500 patients
per group) would be needed to demonstrate statistical significance. Similarly, for the
evaluation of outcomes based on the type of anticoagulant medication used, we anticipate that
we may find lower rates of the outcomes among participant who are treated with novel oral
anticoagulants; however, the sample size will likely be insufficient to demonstrate statistical
significance (particularly for the within group analyses). From estimates of the number of
discharges for VTE from the four hospitals over a two-year study (71-106 patients per
year/hospital), we do not have the ability to substantially increase the sample size to
adequately power these analyses. As such, these analyses will be exploratory in nature.
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Project Engagement

As this is a prospective study, participant enroliment will be the best measure of project
engagement. Participation on the part of patients, the hospitals, and the transition coaches
from Senior Services Plus. If we meet our targets for enrollment, we will be satisfied that the
target audience was fully engaged in the project.

Dissemination

The results of the project will provide data that would generate two to three presentations at
national meetings (poster presentations, platform presentations). Planned targets for these
presentations would include: American Geriatrics Society, American Federation for Aging
Research, American College of Clinical Pharmacy, or American Society on Aging. Publication of
the results in prominent medical or pharmacy journals would also be pursued. The collected
data is expected to provide at least two publications and target journals for these manuscripts
would include: Journal of the American Geriatrics Society, Archives of Internal Medicine,
Pharmacotherapy, or Annals of Pharmacotherapy. Additionally, the results of the project will
be shared with all of the participating hospitals in hopes that the study results would generate
interest in expanding institutional resources and commitment to transitions programs. Lastly,
we will engage Southern lllinois University Edwardsville Marketing and Communications to help
publicize the project and to generate press releases to disseminate the results to the broader
community.

WORKPLAN AND DELIVERABLES

The initial three months of the project (October — December, 2015), will be used to hire study
personnel (project coordinator, pharmacist), train the transition coaches for consistency, train
the study pharmacist, and to refine the logistics of patient screening and home visit scheduling.
Dr. Ruscin will be responsible for hiring and training the project coordinator and lead planning
for the transition coach training. Dr. Lynch will be responsible for hiring the study pharmacist,
leading the pharmacist training, and overseeing the logistics for screening and scheduling home
visits. Additionally, this initial 3 month period will be used to finalize IRB approvals, data use
agreements, data collection forms, finalize data collection logistics and to set up the database
for data entry and management. Dr. Deshpande will be responsible for coordinating these
activities, in conjunction with Center for Clinical Research staff, Georgia Luckey and Dr. Kristin
Delfino.

The active study period for participant enrollment will encompass 18 months, beginning in
January 2016 and ending in June 2017. The transition coaches will be responsible for screening
and enrolling participants, including obtaining informed consent, with assistance from the
project coordinator as needed. The transition coaches and study pharmacist, with the
assistance of the project coordinator, will be responsible for the major portions of data
collection throughout the study. The project coordinator will be responsible for ensuring that
data collection forms and participant paper files are organized, complete, and are delivered to
the data manager for data entry. The data coordinator, Dr. Deshpande, will be responsible for
ensuring that any electronic data that is transferred is received by the data manager. Data
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collection will occur throughout the study period and through the 60 day outcome measures
for the final enrollees in the study.

Once data collection is complete, Dr. Deshpande will coordinate with the data manager and the
statistician to clean and set up the data to complete the analysis. Dr. Ruscin will be responsible

to ensure any required reports are provided to the funding agency at the required time.

Deliverable Schedule

Deliverable Responsible Timeframe
Individual(s) (Project month 0-24)
Hiring Project Coordinator PD, CC 0-2
and Pharmacist
IRB Approval Process PD, DC, CC, MA 0-3
Data Use Agreements DC 0-3
Finalize Data Collection tools DC, DM, ST 1-3
and Database set up
Project Coordinator training PD, CC 2-3
Pharmacist training CC, PD 2-3
Transition coach training PD, CC, LTC,PC 2-3
Finalize clinical logistics and CC, TC, PH, PC, MA 2-3
Coordination plan
Patient recruitment and TC, PC 4-21
consenting
Post discharge home visits TC,PH 4-21
Data collection PC, TC, PH 4-23
Data cleaning and set up DC, DM, ST 22-23
Statistical Analysis DC, DM,ST 23-24
Statistical Interpretation DC, ST, PI, CC, MA 23-24
Project reports PD, DC, DM, ST 24-26
Submission of abstracts, PD, DC, ST, CC, MA, TC 24-36

presentations, and manuscripts

PD = Project Director; CC=Clinical Coordinator; DC=Data Coordinator; MA=Medical Advisor;
DM=Data Manager; PC=Project Coordinator; ST=Statistician; TC=Transition Coaches; LTC=Lead
Transition Coach; PH=Pharmacist
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MEDICATION DISCREPANCY TOOL (MDT

MDT is designed to facilitate reconciliation of medication regimen across settings and prescribers

@\Medication Discrepancy Event Description: Complete one form for each discrepancy

‘/Causes and Contributing Factors :: Check all that apply
.1 ltalicized text suggests patient’s perspective and/or intended meaning

Patient Level

[] Adverse Drug Reaction or side effects 6.1 Intentional non-adherence
[ Intolerance “l was told to take this but | choose not to.”
[J Didn't fill prescription 7.J Non-intentional non-adherence (ie: Knowledge deficit)

“I don't understand how to take this medication.”

8. Performance deficit
“Maybe someone showed me, but | can't
demonstrate to you that | can.”

(1 Didn't need prescription
[J Money/financial barriers

gk wdE

System Level
9. [ Prescribed with known allergies/intolerances 13. [] Duplication.

10. J Conflicting information from different Taking multiple drugs with the same action
informational sources without any rationale.
For example, discharge instructions indicate 14. [1 Incorrect dosage
one thing and pill bottle says another. 15. O Incorrect quantity
11. [J Confusion between brand & generic names  16. [ Incorrect label
12. L] Discharge instructions 17. [ Cognitive impairment not recognized
|ncomplete/maccgrate/|||eg|b|e 18. [J No caregiver/need for assistance not recognized
Either the patient cannot make out the ) . )
hand- writing or the information is not 19. O Sight/dexterity limitations not recognized

written in lay terms.

\/Resolution :: check all that apply

Discussed potential benefits and harm that may result from non-adherence

Encouraged patient to call PCP/specialist about problem

Encouraged patient to schedule an appointment with PCP/specialist to discuss problem at next visit
Encouraged patient to talk to pharmacist about problem

Addressed performance/knowledge deficit

Provided resource information to facilitate adherence

Other

Ooogooodg
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Evaluation of the experience of receiving a home visit from a pharmacist.

k

SOUTHERN ILLINOIS UNIVERS

DWARDSVILLE

SCHOOL OF PHARMACY

Patient’s attitudes about pharmacist provided home visits

We would like to know more about your experience with the home visit.

For the following statement, please select the option that best corresponds to your level of agreement:

(check only one box for each Strongly Mostly  Slightly  Slightly Mostly Strongly
statement) Agree Agree Agree Disagree  Disagree Disagree
1. It was easy to schedule a home
visit with the pharmacist. 0 0 0 0 0 0
2. The amount of time spent by the
pharmacist during the home visit o 0 0 0 o 0
was acceptable.
3. The pharmacist listened to my
questions/ concerns carefully. 0 o o o o 0
4. The pharmacist answered my
questions/ concerns thoroughly. 0 0 o 0 0 0
5. The pharmacist made me feel
comfortable during the home visit. o o 0 0 o 0
6. | trust the pharmacist with
medication related questions. 0 o o o o o
7. The pharmacist helped me to
understand the intended use 0 o 0 o o o
(purpose) of my medication(s).
8. The pharmacist helped me to
understand the intended results o o 0 o o o
(goals of therapy) of my
medications.
9. I 'would recommend this
pharmacist home visit service o o o o o o
continue to be available.
10. | feel that my overall health and
well-being improved because of
the home visit | received from the o o o o o o
pharmacist
11. Overall, | was satisfied with the
pharmacist home visit. o o o o o 0
Departn , 1L 62025
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