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OBJECTIVES Numerous challenges face clinically complex patients as they transition from hospital to home. 
The purpose of this project was to add pharmacy discharge services to an existing nurse-led discharge 
service (patient navigation program) to facilitate the transition of care process for clinically complex pediatric 
patients.

METHODS For select patients referred to the service, a pharmacist resolved medication discrepancies, 
provided discharge counseling, and conducted follow-up telephone encounters on days 1, 7, and 14 
post discharge. Patient demographics, admitting diagnosis, and number of discharge medications 
were recorded. The impact on patient outcomes was measured by the number and type of pharmacist 
interventions identified. Program utilization was measured by the number of referrals received, percentage 
of patients seen by a pharmacist, follow-up phone call completion rate, and pharmacist time required. 
Financial benefit gained from the program was estimated by translating each pharmaceutical intervention 
into potential cost savings.

RESULTS There were 321 patient navigation referrals during the 5 months of pharmacist service. A 
pharmacist was able to provide discharge counseling for 56 discharges (17%). Patients who were provided 
pharmacy services had a median of 8 comorbidities, 10-day length of stay, and 4 discharge medications. 
Pharmacists identified 168 interventions, of which 93.5% were accepted or informational in nature. The most 
frequently identified interventions included clarification of drug order, assistance obtaining medication, and 
dose rounding. This program resulted in an estimated cost savings of $22,308 in the first 5 months.

CONCLUSIONS A unique partnership between nurses and pharmacists facilitated the discharge process for 
clinically complex children.

ABBREVIATIONS ADE, adverse drug event; EMR, electronic medical record; REMS, risk evaluation and 
management strategy
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Introduction
Patients and their families face many medication-

related challenges during the discharge process, 
including medication errors and discrepancies, misun-
derstanding of discharge instructions, and difficulty ob-
taining new medications.1,2 Literature suggests that up 
to 60% of all medication errors occur during transitions 
of care,3,4 and nearly 1 in every 5 hospital discharges 
may result in readmission.5

Pediatric patients are at higher risk of medication er-
rors resulting in harm or death owing to complex dosing 
regimens and limited evidence related to pediatric drug 
use and monitoring.6 In addition to prescribing errors, 
medication discrepancies (e.g., those that may appear 
in discharge paperwork) may pose a risk to pediatric 
patients. A prospective study to investigate medication 
discrepancies for the discharge of pediatric patients 
reported that 8% of medications contained discrepan-

cies between documentation sources.7
To improve the discharge planning process, several 

hospitals have implemented programs in which patient 
navigators provide resources to guide patients through 
the discharge process. Studies have shown that the 
use of these navigators, who work to provide services 
such as increasing outpatient follow-up appointments 
and identifying medication discrepancies, can improve 
transitions of care.8–10 Several of these transition of 
care programs use pharmacists to optimize medica-
tion therapy and identify areas of potential medication 
safety concerns. Pharmacists working collaboratively 
with existing health care teams can help improve pa-
tient outcomes through medication reconciliation and 
medication counseling.3–5,11–13 Furthermore, initiatives to 
improve medication adherence may improve important 
clinical outcomes, such as readmission rates.14 However, 
there is limited published literature regarding pediatric 
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transition of care programs. Therefore, this project aims 
to implement a transition of care program to improve 
the discharge process within a pediatric setting.

Background. This patient navigation program was 
created at a freestanding pediatric hospital licensed for 
250 beds to address some of the barriers associated 
with providing successful discharge care. This program 
targeted clinically complex children, as defined by pa-
tients who 1) required 3 or more follow-up appointments 
after discharge, 2) were on complex medication regi-
mens as determined by their provider, and/or 3) were 
clinically and/or psychosocially complex as determined 
by their provider. The inpatient medical or nursing 
team referred their patients who were eligible for the 
program. Nurse navigators then met caregivers at the 
bedside to help guide families through the discharge 
process, including arranging transportation, scheduling 
follow-up appointments, and connecting the families 
to social resources as needed. Through this program, 
the discharge process for these patients became more 
streamlined, which allowed patients to more success-
fully transition from inpatient to outpatient care.

However, despite evidence of the importance of 
pharmacists in identifying medication errors through-
out the care continuum, pharmacist involvement in 
the patient navigation program was not standard of 
care. Providing focused medication-related educa-
tion during the discharge process would require the 
addition of resources and expertise that was not cur-
rently available within the hospital’s existing patient 
navigation team.

To address this gap, a partnership was established 

between the patient navigation program and the 
pharmacy department to add pharmacy services to 
the discharge program. As a result, this program had 
the goal of optimizing medication therapy to improve 
the clinical outcomes of clinically complex patients and 
improve the transition of care from the hospital to home.

Materials and Methods
The pilot program consisted of 2 months of develop-

ing the program structure (July through August 2016) 
and 5 months of active pharmacy discharge services 
(mid-September 2016 through early February 2017) 
(Figure 1). During the first 2 months, the collaboration 
between the patient navigation nurses and the phar-
macy department was established and the workflow 
drafted. Under the collaboration, the nurse navigators 
continued to provide the traditionally offered services 
for patients consulted for patient navigation services, 
regardless of whether the patients were seen by 
pharmacists. In addition to the nursing services, the 
pharmacist provided medication reconciliation, pro-
vided bedside discharge counseling, and conducted 
follow-up telephone encounters on days 1, 7, and 14 
post discharge (±1 day).

To prepare for the discharge counseling sessions, 
the discharge pharmacist would often communicate 
with the inpatient clinical pharmacist who was familiar 
with the patient in order to identify and resolve any 
medication issues as the patient transitioned from inpa-
tient to outpatient care. During the bedside discharge 
counseling session, the pharmacist reviewed each 

Figure 1. Timeline of the discharge program implementation process.

EMR, electronic medical record
The pilot period consisted of 2 months of planning and 5 months of pharmacy services.
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medication in detail, including medication indication, 
dose, frequency, administration instructions, and poten-
tial side effects. To ensure consistency with discharge 
counseling, checklists were developed for each patient 
interaction. A customized, patient-friendly medication 
calendar was created by using the MedActionPlan 
program (MedActionPlan.com LLC, Peapack, NJ) and 
provided to each patient. Any medication-related 
problem identified by the pharmacist was resolved in 
a timely manner. Throughout the process, nurse navi-
gators and pharmacists worked together to ensure a 
smooth discharge program for the patient. The nurse 
navigators helped pharmacists keep track of patients 
referred to the program. Following the pharmacy dis-
charge counseling session, the pharmacists would send 
the patient’s discharge medication list and pharmacist 
discharge summary to the nurse navigators. The nurse 
navigator would then compile these documents, along 
with the patient’s follow-up schedule, to be sent to the 
identified primary care provider of the patient follow-
ing discharge.

After establishing the workflow, pharmacist resources 
and technology tools were developed to facilitate the 
workflow processes. A pharmacist training manual 
was developed to serve as a reference guide for phar-
macists involved in the initiative; the training manual 
included essential information ranging from detailed 
instructions for each step in the discharge process 
to sample speaking scripts that could be used during 
patient encounters. The training manual also included 
checklists to guide pharmacists through the prepara-
tion, execution, and follow-up process of each patient 
encounter (available from the corresponding author). 
The training manual also included information helpful 
for the nurse navigators, including a document that 
listed the workflow of the program and distinguished 
the responsibilities of nurse navigators from that of the 
pharmacists. An electronic tool was developed in the 
electronic medical record (EMR), EPIC (Epic Systems, 
Verona, WI), to facilitate the patient workup and post-
patient encounter documentation. A patient list and 
transitions of care report were also developed within 
the EMR to capture all of the patients referred to the 
patient navigation service and to allow pharmacists to 
quickly view pertinent patient information, such as each 
patient’s inpatient and outpatient medication lists, to 
facilitate prioritizing among patients.

From September through December 2017, the 
program was piloted with 3 pharmacists carrying out 
pharmacy discharge services. These pharmacists did 
not have dedicated time for the project, but rather 
carved out time from their existing daily responsibilities. 
When choosing among patients with whom to provide 
pharmacy services, the pharmacists prioritized patients 
who had a combination of the following: complex medi-
cation regimens, discharge medication regimens that 
were finalized by the medical team in a timely manner, 

and family who were available by the bedside during a 
time compatible with the pharmacists’ schedules. Dur-
ing the fifth month of the pilot pharmacy services, there 
was a dedicated pharmacy resident to carry out the 
patient navigation discharge services on weekdays for 
at least 8 hours a day. During this month, the pharmacy 
resident attempted to provide pharmacy services to 
every patient who had a finalized discharge medication 
list and family who were available at the bedside dur-
ing the dedicated pharmacy hours. If multiple patients 
were eligible for discharge counseling services at the 
same time, the pharmacy resident would prioritize the 
patients who had more complex medication regimens 
(as determined by the pharmacy resident and medical 
team).

During the month with dedicated pharmacy services, 
decentralized pharmacists were also trained on the 
process, so that coverage of these discharge services 
could eventually be transitioned to those pharmacists. 
An all-day training session was carried out by the 
pharmacists and nurses who developed the program. 
This session consisted of reviewing the training manual 
to teach the pharmacists a standardized approach to 
providing discharge counseling that included how to 
identify medication problems during transitions of care, 
how to explain the program to families, what information 
to provide to families, and where and how to document 
the provision of the education in the medical record. 
During this session, the pharmacists participated in 
computer tutorials of electronic tools used for the 
discharge program and conducted the discharge ser-
vices under the supervision of the trainers. The training 
manual used to train the pharmacists was constantly 
updated as improvements were made to the program, 
and these pharmacists were consistently retrained on 
the updates.

Demographics of the patients referred to the patient 
navigation program, including sex, race, and age, were 
recorded. Patient characteristics, including number 
of documented comorbidities and hospital length of 
stay, were also recorded. Total discharge medications 
were also recorded for the patients who were provided 
pharmacy services through the discharge program. 
Chi-square and t tests were used to compare the 
demographics and characteristics of patient naviga-
tion patients who were assisted by pharmacists with 
patients who were not provided pharmacy services.

The primary outcome measure used to assess the 
success of the pilot program and identify areas for im-
provement was the quantity and type of documented 
pharmacist interventions identified during discharge 
counseling and telephone encounters. Resources 
required were measured by quantifying the time used 
by pharmacists to carry out the services offered by the 
discharge program. In addition, financial benefit gained 
from the program was estimated by translating each 
documented pharmacist intervention into potential cost 
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savings. Potential cost savings, depending on the inter-
vention category, were based on estimates established 
internally by the hospital using a standardized process. 
The amount of cost savings represented the savings 
from the perspective of the hospital and was informed 
by estimates published in the literature. Descriptive 
statistics were used to describe the outcome measures.

The institutional review board determined this to be 
a quality improvement project and therefore exempt 
from their review. 

Results
During the 5 months of the pilot period, 311 unique 

patients received patient navigation referrals, total-
ing 321 total hospital encounters (Table 1). Discharge 
counseling and telephone encounter attempts were 
provided by a pharmacist for 55 unique patients, total-
ing 56 hospital encounters. The patients who received 
discharge counseling ranged from newborn to 17 years 
of age, and 50% of the patients were 1 year of age or 
younger. The patients who were provided discharge 
counseling had a median of 8 comorbidities, a median 
length of stay of 10 days, and were discharged on a 
median of 4 medications. Most of the patient demo-

graphics and characteristics between the patients 
who were assisted by pharmacists and patients who 
were not assisted by pharmacists were not significantly 
different between the 2 groups; however, the length 
of stay of patients who were seen by pharmacists at 
discharge was significantly greater (10 vs. 4 days, p = 
0.02) (Table 1).

Pharmacists were able to provide discharge counsel-
ing services for 17% of the patient navigation consults. 
During the months without a dedicated pharmacist 
(September–December), a pharmacist was able to see 
5% to 15% of the consults each month. During the period 
with a dedicated pharmacist (January through Febru-
ary 3), the percentage of patients who were seen by a 
pharmacist at discharge increased to 36% (Figure 2).

For telephone encounters, 76% of families were 
reached on day 1 post discharge, 69% on day 7 follow-
up, and 41% on day 14 (Table 2). Inability to connect 
with patients and families via phone call was due to the 
pharmacist calling but unable to reach the family, the 
family declining follow-up phone call services, or the 
patient being readmitted before the scheduled date of 
the phone call. For day-14 phone calls, the pharmacist 
would often assess the utility of the phone call to decide 

Table 1. Demographics and Characteristics of Patient Navigation Program Patients
All Patients* Patients Assisted by 

Pharmacist†
Patients Not Assisted by 

Pharmacist‡
p value

Sex, n 311 55 256

 Male, n (%) 173 (56) 33 (60) 140 (55)
0.47§

 Female, n (%) 138 (44) 22 (40) 116 (45)

Race, n 311 55 256

 White or Caucasian, n (%) 156 (50) 25 (45) 131 (51)

0.25§
 Black or African American, n (%) 97 (31) 23 (42) 74 (29)

 Other, n (%) 45 (14) 5 (9) 40 (16)

 Unknown, n (%) 13 (4) 2 (4) 11 (4)

Age group, yr, n 321 56 265

 0–1, n (%) 131 (41) 28 (50) 103 (39)

0.24§
 2–11, n (%) 104 (32) 18 (32) 86 (32)

 12–17, n (%) 81 (25) 10 (18) 71 (27)

 18–20, n (%) 5 (2) — 5 (2)

Characteristics n = 56 n = 265

 Comorbidities, n, median (IQR) 8 (6) 6 (9) 1¶

 Length of stay, days, median (IQR) 10 (9) 4 (6) 0.02¶

 Total discharge medications, n 4 (4) —#

IQR, interquartile range
* Three hundred eleven unique patients, 321 hospital encounters.
† Fifty-five unique patients, 56 hospital encounters.
‡ Two hundred fifty-six unique patients, 265 hospital encounters.
§ p value calculated by using chi square.
¶ p value calculated by using t test (2-sample assuming unequal variances).
# Information unable to be obtained since manual chart review was not conducted for patients who were not seen by a pharmacist.
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whether to attempt the call or not. For example, some 
patients finished their new medications within 2 weeks 
following discharge, so no day-14 phone call attempt 
was made for those patients. These instances were 
categorized as “call not attempted,” along with cases 
in which a pharmacist was not available to call on the 
day (±1 day) of the scheduled phone call.

A total of 168 pharmacist interventions were logged 
during the discharge counseling and telephone en-
counters (Table 3). The interventions were grouped 
into different categories and were further categorized 
as “accepted,” “informational” (interventions for which 
the pharmacist helped to optimize the medication regi-
men without resulting in a change in the prescription, 
such as clarifying confusing prescription information or 
identifying ways to optimize medication adherence), 
or “rejected.” The interventions were categorized by 
a member of the research team and independently 
checked by 2 other members of the team.

The most common interventions were “clarify drug 
order,” “assist obtaining medication,” “dose rounding,” 

and “schedule optimization.” The majority of the inter-
ventions were either accepted (47.6%) or informational 
in nature (45.8%). A small number of interventions (7.1%) 
were rejected. The rejected interventions were mostly 
minor in nature, with the intention of enhancing treat-
ment efficacy rather than preventing medication error. 
When categorizing the number of interventions per 
patient encounter, most of the interventions (72%) were 
identified during the discharge counseling step of the 
patient navigation program (Table 4).

Estimated cost savings were assigned to each inter-
vention category by using the hospital’s internally vali-
dated system of assigning cost savings to pharmacist 
interventions (Table 5). The estimated cost savings of 
all accepted/informational interventions was $10,660. 
A general medication counseling cost savings ($208 of 
cost savings per discharge counseling session) resulted 
in an additional $11,648 of potential cost savings, for 
a total of $22,308 of potential cost savings over the 
5-month pilot period. The pharmacists spent a median 
of 73 minutes per patient to prepare for and conduct 

Figure 2. Percentage of referrals seen by a pharmacist at discharge.

* Twenty-three days in January and 3 days in February reflected the period of a full-time pharmacist carrying out the discharge 
service.

■ Number of patients seen by pharmacy; ■ Number of patients referred but not seen

Table 2. Percentage Reached for Telephone Encounters (n = 56)
Day 1 Day 7 Day 14

Reached 76 69 41

Unable to connect 20 19 31

Call not attempted 2 0 13

Declined service 0 6 6

Readmitted 2 7 9
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each encounter and follow-up with any medication-
related problems following the encounters (Table 
6). The majority of time was spent on the discharge 
encounter, with a median of 30 minutes to prepare for 
the discharge counseling session and 15 minutes to 
conduct the discharge encounter. 

Discussion
Medication-related problems were common through-

out the pediatric discharge process, with a median of 3 
interventions identified per consult. This finding is simi-
lar to other studies that report pharmacists identifying at 
least 1 medication discrepancy or error per patient. 10,15–16 

The most common interventions identified included 
“clarify drug order,” “assist obtaining medication,” “dose 
rounding,” and “schedule optimization.” Many of these 

interventions were not a result of prescribing error, but 
rather opportunities to simplify the home regimen as 
the patient transitioned to outpatient care. Most of the 
interventions were accepted or informational in nature.

The pharmacists spent a considerable amount of time 
on each patient, from the initial chart review to each of 
the patient encounters, throughout the discharge and 
postdischarge period. This is consistent with other stud-
ies that report the time-consuming process of quality 
transition of care.17

Most pharmacist interventions were identified while 
preparing and counseling the patient for discharge; 
fewer interventions were identified during the tele-
phone encounters as more time passed since dis-
charge. Overall, this pilot program not only resulted in 
benefits to the patients from receiving individualized 

Table 3. Pharmacy Interventions Identified During Discharge Counseling and Telephone Encounters
Type of Intervention Explanation of Intervention Total Responses

Accepted Informational Rejected

Clarify drug order Prescription had incomplete or unclear 
information

63 0 63 0

Assist obtaining medication Patient was unable to fill prescription 23 21 1 1

Dose rounding Dose was rounded to a more easily 
measurable dose

17 15 0 2

Schedule optimization Administration schedule was simplified for 
outpatient administration

10 9 0 1

Administration Medication was prescribed with incorrect 
or unclear directions for administration

9 6 3 0

Discontinue therapy Patient was prescribed medications that 
could be stopped on an outpatient basis

9 9 0 0

Medication adherence Pharmacist identified methods to increase 
patient’s adherence

8 0 8 0

Dose optimization Incorrect/suboptimal dose was prescribed 6 5 0 2

Drug interaction/
contraindication

There were possible drug interactions 
between medications

5 4 0 1

Frequency optimization Spacing of medications was optimized to 
simplify the home regimen

4 3 0 1

Dosage form optimization Medication was prescribed with a 
suboptimal dosage form

3 2 0 1

Duration optimization Patient was prescribed medications with 
suboptimal duration or with omission of 
an appropriate stop date

3 2 1 0

Drug selection optimization Wrong drug product was selected 2 1 0 1

Initiation of therapy Additional medication therapy is needed 2 2 0 0

Route optimization/
correction

Medication was prescribed for the wrong 
route

2 1 0 1

Allergy prevention/
clarification

Patient had a listed allergy to a prescribed 
medication

1 0 1 0

Therapeutic drug 
monitoring

Clarification was needed for whether 
effects of a drug needed to be monitored

1 0 0 1

Total, n (%) 168 80 (47.6) 77 (45.8) 12 (7.1)
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pharmacy services in terms of changes to their prescrip-
tions and clarification of their medications, but also 
resulted in significant cost savings.

Although the number of patients serviced by pharma-
cists through the patient navigation pilot program was 
an improvement from the minimal number of patients 
who received pharmacy discharge services before the 
implementation of the pilot program, there could be 
improvements in how many patients were seen by a 
pharmacist. One of the major challenges that limited the 
pharmacy department’s ability to see more patients was 
the lack of dedicated pharmacist time for this project, 
as evident by the improvement in numbers of patients 
seen during the month with a dedicated pharmacist. 
The process, from preparing for the patient encounter 
to providing post-encounter documentation, was also 
extremely time intensive, which presented a barrier to 
providing multiple interventions in a short time. Dis-
charges that occurred on a weekend or overnight were 
not eligible, as no pharmacists were available during 
these times to carry out discharge services. A possible 
time-saving measure is if the clinical pharmacist who 
was familiar with the patient during his or her inpatient 
stay was the same person providing counseling servic-
es at discharge. However, this model was not feasible 
with the current structure of the pharmacy department. 
Another contributing factor to the low number of pa-
tients seen was the small timeframe that the pharmacist 
had between the time that the discharge medications 
were finalized by the team and the time that the family 
was available to receive these discharge counseling 
services before discharge. In many instances, the 
medication list was finalized only minutes before the 
patient’s discharge or the family was not available until 
directly before discharge. These challenges possibly 
skewed the patient population seen by the pharmacists, 
since the neonatal patients were more likely to have 
family members constantly available for discharge 
counseling as compared with some of the older pa-
tients. Furthermore, some patients were identified as 
eligible for patient navigation services owing to their 
need for multiple appointments following discharge, 
and not necessarily because they had complicated 
medication regimens. Some of these patients had no 
medications, which precluded them from requiring 
pharmacy services. This also contributed to the large 

number of neonatal patients who were referred to the 
program, as the majority of the patients discharged 
from the neonatal intensive care unit required multiple 
follow-up appointments following discharge. To help 
target more patients who are on complicated medica-
tion regimens in the future, the patient navigation refer-
ral form will be modified to allow providers to indicate 
the number of discharge medications for each patient 
referred for patient navigation services.

Another major challenge was resolving discrepan-
cies between multiple forms of documentation (e.g., 
outpatient prescription, physician discharge summary, 
after visit summary) at a patient’s discharge. Although 
many pharmacist recommendations were accepted 
verbally, at times there were difficulties in ensuring that 
prescriptions, discharge summaries, or after visit sum-
maries were also updated correctly. Furthermore, it was 
often difficult for the pharmacist to identify where the 
responsibility of care of the patient lies after discharge 
(inpatient team vs. primary care provider), especially 

Table 4. Pharmacist Interventions by Encounter 
(n = 168)
Encounter Interventions, n (%)

Discharge counseling 121 (72)

Phone call

 Day 1 26 (15)

 Day 7 18 (11)

 Day 14 3 (2)

Table 5. Hospital’s Internally Validated Estimated 
Cost Savings per Intervention Type
Intervention Types Estimated Cost 

Savings (USD)

Duration optimization 414

Adverse reactions 220

Allergy prevention/clarification 220

Drug interaction/contraindication 220

Medication duplication 220

Therapeutic drug monitoring 220

Therapeutic duplication (prevent ADE) 220

Medication adherence 208

Medication counseling 208

Dosage form optimization 112

Dose optimization 112

Dose rounding 112

Frequency optimization 112

Discontinue therapy 80

Administration 75

Assist obtaining medication 75

Initiation of therapy 75

Route optimization/correction 75

Drug information 20

Other 20

REMS compliance 20

Clarify drug order 8

Drug selection optimization 8
ADE, adverse drug event; REMS, risk evaluation and management 
strategy
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when a medication change was needed.
Many of the factors contributing to these challenges 

were unique to the discharge process of pediatric pa-
tients. As compared with the pharmacy discharge pro-
cess of adult patients, the pediatric discharge process 
more frequently involves not only the patients, but also 
their parents or caregivers as well. This can make the 
process more time intensive, as the pharmacists and 
nurse navigators often spend a considerable amount of 
time to coordinate their bedside visits according to the 
availability of the parents or caregivers. For pediatric 
patients who were old enough to participate in manag-
ing their own medications, the pharmacists spent extra 
time to ensure that both the parents or caregivers and 
the pediatric patient achieved good understanding of 
the medication regimens. Furthermore, during the post-
discharge telephone calls, the pharmacist often relied 
on the account of the parent or caregiver rather than 
speaking firsthand to the pediatric patient.

To address some of these challenges, the addition 
of more pharmacist time to carry out these discharge 
services is planned. Also, the EMR tool is constantly 
being updated to help make the patient workup and 
documentation process less time-consuming. Fur-
thermore, to help the pharmacist communicate with 
the providers responsible for care of the patient fol-
lowing discharge, a process was put in place to allow 
pharmacists to include a note in the medical record 
following telephone encounters to be routed to the 
patient’s primary care provider. Nurse navigators and 
pharmacists will continue to work together to efficiently 
schedule appointments with families before discharge. 
Challenges regarding discrepancies in documentation 
or identifying the provider who is responsible for the 
patient post discharge will continue to be addressed on 
a hospital-wide level. It is anticipated that these ongoing 
efforts will increase the number of patients seen by the 
program and continue to improve transitions of care for 
pediatric patients.

Following the pilot period, the unit-based pharma-
cists took the lead in providing discharge counseling 
to patients who were discharged from their respective 
units and were referred to the patient navigation pro-
gram. To provide time for the unit-based pharmacists 
to prepare for and provide the discharge counseling, 
a second pharmacist covered the responsibilities of 1 

Table 6. Time Spent by Pharmacists on Each Patient Encounter Type
Type of Encounter Preparation Time, min (IQR) Encounter Time, min (IQR) Follow-up Time, min (IQR)

Discharge 30 (15–45) 15 (10–20) 0 (0–5)

Phone call

 Day 1 5 (3.5–13.75) 6 (5–15) 0 (0–0)

 Day 7 5 (2–5) 5 (5–10) 0 (0–0)

 Day 14 2 (1–5) 5 (3–5) 0 (0–0)
IQR, interquartile range

or 2 unit-based pharmacists for a 2-hour block in the 
afternoon. Different unit-based pharmacists covered 
the discharge service on a rotating basis throughout the 
week. A tracking log was developed to allow monitoring 
of program success, and pharmacists were required 
to document daily how many patients were counseled 
and called. Also, a data dashboard was developed to 
track program data such as the number of interventions, 
associated cost savings, time needed for each encoun-
ter, and rate of acceptance of the service by families. 
From June 2017 to January 2018, the program provided 
discharge counseling for 37 complex patients with only 
1 patient declining service. Patients were discharged 
on a total of 213 medications with pharmacists taking 
2690 minutes to prepare and provide the discharge 
counseling. There were a total of 124 interventions on 
these patients for a total savings of $11,090.

In conclusion, implementation of the pilot patient 
navigation collaboration between nurse navigators and 
pharmacists resulted in improvements to the pediatric 
discharge process in terms of optimized medication 
therapy, improvements in patients’ and caregivers’ un-
derstanding of the medications, and potential cost sav-
ings. Coordinating the discharge of pediatric patients 
offers its own unique challenges, but this transition of 
care program has improved the process by intercept-
ing and addressing potential, preventable adverse 
drug events. To ensure further success of the program 
during subsequent years, continued focus on process 
improvement is essential.
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