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Disclosure Statement
• Dr. Diane Reist has no relevant financial relationships to disclose.

• Off-label medication use will not be discussed during this 
presentation.

Learning Objectives
Upon successful completion of this course, learners should be able to:
1. Explain the importance of a team-based approach to complete 

transitions of care related medication histories and reconciliation.
2. List potential resolutions for common medication issues arising from 

transitions of care activities.
3. Discuss common barriers to medication adherence and strategies to 

mitigate or eliminate these barriers.
4. Identify key transitions of care activities that each member of the 

pharmacy team can perform given their training and experience.
5. Outline a list of opportunities for a pharmacist or pharmacy technician to 

consider as they strive to expand transitions of care services to optimize 
patient care and demonstrate pharmacy value.
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Transitions of Care
• Movement of patients from one health care 

practitioner or setting to another as their condition & 
care needs change

• Occurs at multiple levels:
• Within Settings
• Between Settings
• Across Health States

National Transitions of Care Coalition, accessed:   1/9/2022, 
www.NTOCC.org 

Transitions of Care
• Occurs at multiple levels:

• Within Settings
• Primary Care ↔ Specialty Care
• ICU ↔ Ward 

• Between Settings
• Hospital ↔ Home Pharmacy ↔ Home ↔ Long Term Care Facility
• Hospital ↔ Sub-Acute Facility
• Ambulatory Clinic ↔ Senior Center

• Across Health States
• Preventative ↔ Curative care ↔ Palliative Care ↔ Hospice Care
• Independent living ↔ Assisted living

National Transitions of Care Coalition, accessed:   1/9/2022, 
www.NTOCC.org 
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Transitional Care 
• A set of actions designed to ensure the coordination and continuity 

of health care as patients transfer between different locations or 
different levels of care within the same location.

• Based on a comprehensive care plan and availability of well-trained 
practitioners that have current information about the patient’s goals, 
preferences, and clinical status.

• Includes:    *team*
• Logistical arrangements
• Education of the patient and family
• Coordination among the health professionals involved in the transition

National Transitions of Care Coalition, accessed:   1/9/2022, 
www.NTOCC.org 

Medication History
• Creation of the most accurate list possible of all medications a 

patient is taking, including drug name, dosage, frequency, route, and 
purpose

• A good medication history should encompass all currently and 
recently prescribed drugs, previous adverse drug reactions (including 
hypersensitivity reactions), any over-the counter medications 
(including herbal or alternative medicines), and adherence to therapy.

• This alone is not medication reconciliation but a critical step in the 
process.

Medication errors: the importance of an accurate drug history, Richard J Fitzgerald,
Br J Clin Pharmacol. 2009 Jun; 67(6): 671–675.
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Medication Reconciliation
• Process of creating the most accurate list possible of all medications a 

patient is taking:
• including drug name, dosage, frequency, time & method of administration and route

• Compare that list against the admission, transfer, and/or discharge orders.
• The goal is to ensure that all correct medications are administered to the 

patient and to prevent unintended changes or omissions of medications at 
all transition points.

• Data included in “Preventing Medication Errors” (Institute of Medicine, 2006) 
has shown that poor communication at transition points is responsible for:

• Up to 50 percent of all medication errors
• Up to 20 percent of adverse drug events in the hospital

Institute for Healthcare Improvement, accessed: 1/9/2022, http://www.ihi.org. 

Medication Reconciliation 
• Medication reconciliation is intended to identify and resolve discrepancies.
• It is a process of comparing the medications a patient is taking (*or should 

be taking) with newly ordered medications.
• The comparison addresses duplications, omissions, and interactions, as 

well as the need to continue current medications.
• The types of information that clinicians use to reconcile medications 

include (among others) medication name, dose, frequency, route, and 
purpose.

• Organizations should identify the information that needs to be collected to 
reconcile current and newly ordered medications and to safely prescribe 
medications in the future.

The Joint Commission, accessed:   1/9/2022, 
www.jointcommission.org, 

*Diane’s editorial
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National Patient Safety Goal

• Record and pass along correct information about a patient’s 
medicines. 

• Find out what medicines the patient is taking.
• Compare those medicines to new medicines given to the patient.
• Give the patient written information about the medicines they need 

to take.
• Tell the patient it is important to bring an up-to-date list of medicines 

every time they visit a doctor.

The Joint Commission, accessed 3/31/2022, 
https://www.jointcommission.org/-/media/tjc/documents/standards/national-
patient-safety-goals/2022/simple_2022-hap-npsg-goals-101921.pdf

Social Determinants of Health (SDoH)

“The social determinants of health are the circumstances in 
which people are born, grow up, live, work and age, and the 
systems put in place to deal with illness. These circumstances 
are in turn shaped by a wider set of forces: economics, social 
policies, politics, and the commercial determinants of health. 
Social determinants of health matter because addressing them 
not only helps prevent illness, but also promotes healthy lives 
and societal equity.”

www.who.int/social_determinants/sdh_definition/en/ last accessed 4/3/202
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Examples of SDoH
• Income and social protection
• Education
• Unemployment and job insecurity
• Working life conditions
• Food insecurity
• Housing, basic amenities and the environment
• Early childhood development
• Social inclusion and non-discrimination
• Structural conflict
• Access to affordable health services of decent quality.

www.who.int/social_determinants/sdh_definition/en/ last accessed 4/3/202

Social Determinants of Health

www.who.int/social_determinants/sdh_definition/en/ last accessed 4/3/202
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Transitions of Care – What is it?
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Resources for Developing a 
Transitions of Care Service

• Numerous Resources are Available:
• National Transitions of Care Coalition at https://www.ntocc.org
• Agency for Healthcare Research and Quality at https://www.ahrq.gov/patient-

safety/settings/hospital/resource/guide/index.html
• The Care Transitions Program at https://caretransitions.org/
• Institute for Healthcare Improvement at http://www.ihi.org/resources/Pages/Tools/
• Project RED (Re-Engineered Discharge) at www.bu.edu/fammed/projectred/
• Society of Hospital Medicine – Project Boost at 

https://www.hospitalmedicine.org/clinical-topics/care-transitions/
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Resources for Developing a 
Transitions of Care Service
• American Pharmacists Association

• Transitions of Care Toolkit
• Transitions of Care Disease State Checklists
• Transitions of Care Patient Handoff Communication Tool
• Applying the Pharmacists' Patient Care Process to Care Transitions 

Services
• Transitions of Care Case Examples Resource
• Know Your Transitions of Care Pharmacist
• Transitions of Care Special Interest Group (SIG)

APhA website, https://www.pharmacist.com/Practice/Patient-Care-
Services/Transitions-of-Care, last accessed  4/3/2022

Resources for Developing a 
Transitions of Care Service

• Get The Medications Right Institute 
• Physicians and Pharmacists partnering with CMM
• https://www.medicaleconomics.com/view/new-principal-care-

management-codes-what-physicians-need-to-know
• American Society of Health Systems Pharmacists

• Billing for Medicare Transitional Care Services
• Transitional Care CPT Codes Inclusion of Pharmacists’ Services
• https://www.ashp.org/search?q=transitional%20care
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Methodology for a Good 
Transitions Process

• NTOCC in 2011 created NTOCC Care Transitions Bundle of 7 Essential 
Intervention Categories as a framework for successful transitions –
input from 32 member organizations

• #1 = Medications Management
• #2 = Transition Planning
• #3 = Patient & Family Engagement/Education
• #4 = Information Transfer
• #5 = Follow-up Care
• #6 = Healthcare Provider Engagement
• #7 = Shared Accountability across Providers & Organizations

National Transitions of Care Coalition; www.NTOCC.org, 
accessed:   4/3/2022

Methodology for a Good 
Transitions Process

• NTOCC in 2021 Revised the TOC Bundle – public comment ended 
12/31/21 and updates were published 03/28/2022.

• Changes mostly provide more depth to the medication management 
coordination and to the area of Provider engagement and shared 
accountability as well as expounding upon the importance of Social 
Determinants of Health (SDoH).

• This document is a great resource to use to understand the steps 
involved, to educate staff on the important features, to shoot for the 
ideal outcome, and to build a program.
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#1 = Medication Management

2022 NTOCC Care Transitions Bundle
7 Essential Elements
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#2 = Transition Planning

2022 NTOCC Care Transitions Bundle
7 Essential Elements
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#3 = Patient and the Identified 
Family Caregiver

Engagement & Education 

2022 NTOCC Care Transitions Bundle
7 Essential Elements
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#4 = Information Transfer

2022 NTOCC Care Transitions Bundle
7 Essential Elements
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#5 = Follow-Up Care

2022 NTOCC Care Transitions Bundle
7 Essential Elements
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#6 = Healthcare Provider 
Engagement 

2022 NTOCC Care Transitions Bundle
7 Essential Elements
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#7 = Physical Health, Mental 
Health, and Social 

Determinants of Health 
Triune

2022 NTOCC Care Transitions Bundle
7 Essential Elements
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Tools - KISS
• Numerous Options:

• NTOCC Transitions of Care Checklist (Elements of Excellence in Transitions of 
Care TOC) + 7 Essential Elements 

• Medication Wallet Card
• Multiple sources
• Options = paper and digital   (i.e., MedAction Plan)
• Choose one that is easy to keep updated

• Medication History and Reconciliation Form
• Joint Commission
• NTOCC
• Hospital-specific derived from eHR

Tools - KISS
• Numerous Options:

• Disease Specific Transitions of Care Tools
• Multiple organizations and sources have tools to share

• Adherence Measurement Tool
• Example: Modified Morisky Scale (*really modified)

• Communication Tool
• Share with Next Provider(s)

• Pharmacy Documentation
• Maintain a Readily Accessible File
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Speak the Reimbursement Language

• Transitional Care Management
• TCM
• CPT Codes 99495 and 99496

• Chronic Care Management
• CCM
• CPT Codes 99490, 99439, 99487, 99489, 99491

• Principal Care Management – new in 2022
• PCM
• CPT Codes 99424, 99425, 99426, 99427

Speak the Reimbursement Language
Transitional Care Management

2022 Medicare Physician Fee Schedule Final Rule: Increased Reimbursement for Care 
Management Services; https://www.pyapc.com/insights/2022-medicare-physician-fee-schedule-
final-rule-increased-reimbursement-for-care-management-services/,   Accessed 4/1/2022

CODE DESCRIPTOR RATE
COMPARITIVE 
TRADITIONAL 

BILLING

Provider RVU (work 
relative value units)

99496

Provider + licensed clinical staff, High complexity 
patient discharged to another Level of Care, non-
face to face contact w/in 48 hrs post DC, Face to 
face contact w/in 7 days $236.77 

99215 $146.24 
Work RVU 2.11 3.05

99495

Provider + licensed clinical staff, Moderate 
complexity patient discharged to another Level of 
Care, non-face to face contact w/in 48 hrs post DC, 
Face to face contact w/in 14 days $176.50 

99214 $ 108.34 
Work RVU 1.50 2.11
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Speak the Reimbursement Language
Chronic Care Management

CODE DESCRIPTOR 2021 RATE 2022 RATE CHANGE

99490

clinical staff, initial 20 min. non-complex CCM is a 20-minute timed 
service provided by clinical staff to coordinate care across providers and 
support patient accountability $41.17 $64.03 $22.86

99439
clinical staff, +20 min.   Each additional 20 min of clincal staff time spent 
providing non-complex CCM directed by a physician or other qualified 
health care professional (billed in conjunction w/ 99490) $37.69 $48.45 $10.76

99491 Physician/NPP, 30 min  services provided personally by a physician or 
other qualified health care professional for at least 30 minutes $82.53 $86.18 $3.65

99437 Physician/NPP +30 min.  Each additional 30 min provided by 
physician/NPP N/A $61.26 N/A

99487
Complex CCM, clinical staff, 60 min.  by clinical staff to substantially 
revise or establish comprehensive care plan that involves moderate- to 
high-complexity medical decision making $91.77 $134.29 $42.52

99489 Complex CCM, clinical staff, +30 min $43.97 $70.60 $26.63

2022 Medicare Physician Fee Schedule Final Rule: Increased Reimbursement for Care Management 
Services; https://www.pyapc.com/insights/2022-medicare-physician-fee-schedule-final-rule-
increased-reimbursement-for-care-management-services/,   Accessed 4/1/2022

Speak the Reimbursement Language

• Transitional Care Management
• TCM
• CPT Codes 99495 and 99496

• Chronic Care Management
• CCM

• Principal Care Management – new in 2022
• PCM
• CPT Codes 99424, 99425, 99426, 99427

Eramo, L.  New Principal Care Management Codes:  What physicians need to know,  Medical Economics 
Feb. 2022, Vol. 99, Issue 1, https://www.medicaleconomics.com/view/new-principal-care-management-
codes-what-physicians-need-to-know.  Accessed 4/1/2022
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So Where Do We Start?
• Two Primary Issues to resolve:

• Timing
• Communication

• Resolution
• Appropriate Workflow
• Show Value
• Create complementary workflow to the team – not extra paperwork nor steps

Is Transitions of Care
Working?
• Significant evidence exists stating that poor 

transitions: 
• compromise patient safety and quality of care
• place a significant burden on patients and their families 

and caregivers through inefficiencies
• increase costs to patients, providers, and/or payers
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Is Transitions of Care
Working?
• Care transitions are a priority for all health care stakeholders and much 

work has been done in recent years to develop processes, incentives, 
disincentives, and metrics to improve transitions and prevent readmissions. 

• Much has been published about transition management, and organizations 
are very focused on the process; so, why are readmissions still a concern?

• Approaching a transition as part of a continuum of care rather than a 
focused episode is a strategy that has resulted in reduced readmissions.

• Engaging case/care management with the care transition team will 
demonstrate improved outcomes, and in many cases, improved quality
of life. 

“Case Management & Care Coordination: Beyond a Care Transition”   
Rebecca Perez, MSN, RN, CCM     12/2021

• Listen to the case details and think about:
• What is missing?
• Is the patient/caregiver education sufficient?
• Are there Social Determinants of Health that are affecting the patient?
• How do I glean what is REALLY happening with adherence?
• Who on the team is best suited to handle each step in the TOC process?
• What education will be needed for the team?
• Who has the time for each piece vs. who should be doing it?
• How do I partner with the providers before and after my interventions in the 

continuum so that this transition is smooth and beneficial?
• What tools or processes am I already using that I can fit into this process?

Patient Case One
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Patient Case One

48 y/o male, no prior 
medical hx nor 

doctor visits.   Severe 
abdominal pain and 

confusion when 
admitted to hospital.

Dx: 
Pancreatitis 

EtOH 
abuse, 

Diabetes II

Discharged w/ Rx 
for rifaximin, 

lactulose, 
prednisone, 

Lantus, Humalog

• Listen to the case details and think about:
• What is missing?
• Is the patient/caregiver education sufficient?
• Are there Social Determinants of Health that are affecting the patient?
• How do I glean what is REALLY happening with adherence?
• Who on the team is best suited to handle each step in the TOC process?
• What education will be needed for the team?
• Who has the time for each piece vs. who should be doing it?
• How do I partner with the providers before and after my interventions in the 

continuum so that this transition is smooth and beneficial?
• What tools or processes am I already using that I can fit into this process?

Patient Case One
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Patient Case Two
• 72 y/o Female
• Long time patient of your pharmacy
• Has Medicare Advantage Rx plan and belongs to an ACO
• Dx: DM 2, hypertension, hypercholesterolemia, chronic back pain
• Medication regimen includes:

• metformin 1000 mg po BID glyburide 5 mg po daily
• metoprolol Tartrate 25 mg po BID lisinopril 20 mg po daily
• gabapentin 600 mg po TID duloxetine 60 mg po daily
• tramadol 50 mg po q 6 hrs. PRN levothyroxine 100 mcg po daily
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• Listen to the case details and think about:
• What is missing?
• Is the patient/caregiver education sufficient?
• Are there Social Determinants of Health that are affecting the patient?
• How do I glean what is REALLY happening with adherence?
• Who on the team is best suited to handle each step in the TOC process?
• What education will be needed for the team?
• Who has the time for each piece vs. who should be doing it?
• How do I partner with the providers before and after my interventions in the 

continuum so that this transition is smooth and beneficial?
• What tools or processes am I already using that I can fit into this process?

Patient Case Two
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Patient Case Three
• 28 y/o Male – recovered from COVID-19 almost 9 months ago
• Continues to have shortness of breath requiring albuterol HHN inhalation, 

also has “flare” of SOB and coughing every few weeks
• Continues to have dry cough, low grade fever, ongoing dysgeusia, diarrhea, 

headache, and LE joint pain
• Non-vaccinated for COVID, influenza, or hepatitis
• Only diagnosis is Coronavirus long haul
• Readmitted to hospital x 3 d/t long-COVID s/sx in the last 9 months
• ER visits x 5 in last 9 months
• No insurance; lives on friends’ couches
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• Listen to the case details and think about:
• What is missing?
• Is the patient/caregiver education sufficient?
• Are there Social Determinants of Health that are affecting the patient?
• How do I glean what is REALLY happening with adherence?
• Who on the team is best suited to handle each step in the TOC process?
• What education will be needed for the team?
• Who has the time for each piece vs. who should be doing it?
• How do I partner with the providers before and after my interventions in the 

continuum so that this transition is smooth and beneficial?
• What tools or processes am I already using that I can fit into this process?

Patient Case Three

Creating an Integrated Discipline Transitions 
of Care Process for a Practice Site

• Create a methodology for finding out what is important to the patient
• Create a workflow that will help those before you and after you achieve their goals
• Share the created workflow with the other team members
• Determine their concerns and wants (i.e., Star Ratings, Quality Measures, etc.)
• Propose a workflow that is inclusive and shows the value you bring to facilitating 

smooth transitions
• Develop metrics to prove the value you provide
• Propose partnerships that are financially sound
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Questions?
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