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Background: 
- Transitions of care from acute care settings to skilled nursing facilities (SNFs) represent a critical 

juncture in the healthcare continuum for older adults that has limited research on the effectiveness 
of pharmacist interventions. 

- This transition impacts patient outcomes, healthcare utilization costs, and overall quality of life.1 
- Polypharmacy is common in older adults and requires structured management and de-prescribing 

of high‑risk medications.2 
- In other care settings, integrating pharmacists into transition-of-care teams has been shown to 

enhance patient safety, improve care handoffs, and reduce readmissions and healthcare costs.3 
Methods: 
Primary objectives:  

- Assess the rate of pharmacist intervention following a transition of care medication reconciliation. 
Secondary objectives:  

- Assess the rate and outcome of acceptance of provider responses to transitions of care medication 
reconciliation. 

- Assess the number of adverse drug events associated with target medication classes following 
transitions of care.  

- Assess the number of 30-day all-cause hospital readmissions following transition of care. 
 Results: 

 Discussion and Conclusions: 
- Pharmacists enhance medication reconciliation and patient outcomes during transitions; however, 

their position remains underutilized. 
- Many target medication classes remain prescribed during discharge from acute care, as seen by 188 

pharmacist recommendations addressing these medications. 
- Pharmacists are important for helping facilitate transitions of care from acute settings to skilled 

nursing facilities, frequently making interventions that are mostly accepted by physicians (79%). 
- Five residents experienced adverse drug events (ADEs), mostly involving medications started after 

SNF admission. 
- Three ADEs were linked to new medications started after SNF admission and pulled from 

dispensing cabinet or discontinued without pharmacist consultation. 
- Two ADEs included vancomycin, which could be potential for future research. 


