
Position Statement

Preamble 
Ineffective transitions of care are responsible for a 
significant burden and expense on our overall health care 
system. Older adults and patients with multiple chronic 
conditions are particularly impacted. Almost 20% of 
Medicare patients are readmitted to a hospital within 
30 days of being discharged, with an estimated cost of 
$24 billion per year. 1,2 Seventy-five percent of these 
readmissions are considered preventable.1     

Providing cost-effective, quality health care is at 
the forefront of national concerns and prompted the 
Institute for Healthcare Improvement to develop the 
Triple Aim framework to improve population health, 
reduce per capita cost of health care, and improve patient 
experience.3 Transitions of care are often complex, 
fragmented, and poorly coordinated between inpatient 
and outpatient settings, posing increased risks and 
challenges to the patient and providers who care for them. 
The Triple Aim framework is utilized in several national 
programs such as MACRA (Medicare Access and CHIP 
Reauthorization Act) and the IMPACT (Improving 
Medicare Post-Acute Care Transformation) Act to address 
medication reconciliation during these transitions. 
Medication reconciliation is a process designed to reduce 
the potential for medication-related problems (MRPs) 
that can occur during transitions. MRPs are estimated  
to be the largest cause of hospital readmissions (40%), 
many of which are preventable.4 Shorter length of  
stays and greater health acuity among skilled nursing 
facility (SNF) residents increase their vulnerability to 
transition-related medication errors.5 Approximately 
13% of nursing facility residents who transition to home 
are estimated to require an emergency department 
visit or hospitalization within 30 days.5 Incorporating 
medication reconciliation into care transitions improves 
health outcomes, decreases costs, and improves patient 
satisfaction, with pharmacists playing a major role in most 
successful interventions.6

Pharmacists are highly trained medication 
management experts on the health care team and are 
uniquely qualified to reduce the potential for MRPs 
during transitions of care. Pharmacists optimize 

medication therapy across the health care continuum to 
improve outcomes and reduce hospital readmissions that 
would otherwise require more extensive interventions 
and expensive utilization of services.7 However, current 
reimbursement mechanisms limit availability of 
pharmacists’ cognitive services and typically are not 
distinct from provision of the drug product because of 
lack of provider status under Medicare or other payer 
systems.4,8 

The purpose of this position statement is to 
advocate for the expanded role of the pharmacist in 
medication management services, including medication 
reconciliation, during transitions of care across all  
post-acute care (PAC) settings. 

Background 

Transitions of Care & Medication-Related 
Problems
In its simplest form, transitions of care occur when a 
patient leaves one care setting (i.e., hospital, long-term 
care facility, assisted living facility, home health care, 
primary, or specialist care office) and moves to another.9 

Fragmented care and poor care coordination often can 
occur during a transition and lead to unintentional 
changes in the patient’s medication regimen. These 
unintentional changes can lead to a MRP if left 
unchecked. An estimated 22% of Medicare beneficiaries 
experience adverse events during SNF stays, of which 37% 
are medication-related.10 MRPs are complex and include: 
adverse drug reactions, medication errors, unnecessary 
or inappropriate drug therapy, lack of drug therapy or 
adherence, dosage too low or high, and the need for 
additional drug therapy.11 MRPs are a major cause of 
morbidity and mortality during the transition process; if 
classified as a distinct disease, they would rank as the fifth 
leading cause of death in the United States.4 

Medication Reconciliation & Drug Regimen 
Review 
According to the Joint Commission, medication 
reconciliation is the process of comparing a patient’s 
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medication orders to all of the medications that 
the patient has been taking or should be taking. 
Reconciliation is done to avoid medication errors 
such as omissions, duplications, dosing errors, or drug 
interactions.12 Medication reconciliation elements are 
a key component in MACRA and the IMPACT Act. 
The IMPACT Act is designed to standardize patient 
care, assessment, information exchange, outcomes, and 
transitions across all PAC settings. PAC settings include 
SNFs, home health agencies, inpatient rehabilitation 
facilities, and long-term acute care hospitals. Medication 
reconciliation upon admission and drug regimen review 
(DRR) are two quality measures developed pursuant to 
the IMPACT Act to be applied across all PAC settings. 

These processes work together to identify and resolve  
any potentially clinically significant MRPs. DRR is a 
thorough evaluation of the medication regimen of the 
patient, with the goal of promoting positive outcomes 
and minimizing adverse consequences and potential 
risks associated with medications.13 DRR includes review 
of the medical record in order to prevent, identify, 
report, and resolve MRPs, medication errors, or other 
irregularities. The DRR also involves collaborating 
with other members of the interdisciplinary team, 
including the resident, their family, and/or resident 
representative. Pharmacists are the distinct medication 
management experts who are highly trained to meet 
these requirements for all PAC settings. 

Arguments for the 
Expanded Role of the 
Pharmacist in Transitions 
of Care

1. Pharmacists provide effective 
medication reconciliation during 
transitions of care to reduce MRPs 
and costs. 

Adverse events are reported to occur 
in 1 out of 5 patients transitioning 
from the hospital setting. The majority 
of these adverse events (66%) are 
medication-related and range from 
abnormalities in laboratory tests to 
permanent disability.14 Other problems 
that frequently occur in patients 
transitioning from the hospital setting 
stem from medications being added 
or discontinued, changes in doses, and 
omission of medications.15 

It should not be surprising, 
then, that medication management 
is identified by the National 
Transition of Care Coalition as 

the first essential element for safe 
execution of transition of care 
services. The organization supports 
empowering pharmacists as managers 
of medication reconciliation.9,16 
Indeed, pharmacist-led medication 
reconciliation during transitions of 
care has positive clinical and financial 
impacts on patient care. Pharmacist-
led medication review reduced 
medication errors during discharge 
transitions at a large academic 
medical center, from 90% to 47% 
on a surgical unit and from 57% to 
33% on a medical unit.17 Pharmacist-
led medication reconciliation is 
associated with substantial reductions 
in adverse drug event-related hospital 
re-visits, emergency department 
visits, and hospital readmissions of 
67%, 28%, and 18%, respectively.18 
Pharmacist interventions in a care 
transitions program for complex 
patients have led to cost savings of 
nearly $300 per MRP identified by the 
pharmacist.19 Finally, pharmacist-led 

care transition program for patients 
discharged from the hospital setting 
was found to reduce the risk of 
hospital readmission by 11% and save 
$2 for every $1 spent.20

2. Pharmacists significantly 
contribute to the overall medical care 
of patients, improve outcomes, and 
increase patient satisfaction across 
care settings. 

Pharmacists are increasingly being 
recognized for their expertise in 
medication management, monitoring, 
and medication reconciliation across 
care settings. The unique skills of 
pharmacists complement those of 
other health care providers and enable 
pharmacists to contribute to improved 
coordination of care across care 
settings.21  Medication therapy reviews 
and consultations by pharmacists 
across settings reduce physician visits, 
emergency department visits, hospital 
days, and overall health care costs.22 
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The Fleetwood Project, a landmark 
research initiative conducted by the 
American Society of Consultant 
Pharmacists (ASCP), found that 
consultant pharmacist-conducted 
DRRs save $3.6 billion annually in 
costs from avoided MRPs in SNF 
residents.23 

Improved care transitions within 
the health care continuum is a key 
measure of the 2010 Affordable Care 
Act.24 Optimal medication utilization 
and patient education provided 
by the pharmacist are crucial to 
achieving this measure. Medication 
reconciliation, interdisciplinary 
medication management, and 
patient education by a pharmacist 
positively impact patient outcomes. 
Namely, pharmacist participation 
in a heart-failure management 
program improved medication 
adherence, medication knowledge, 
and quality of life. Interventions 
to increase medication adherence 
included pillboxes, verbal and written 
instructions, and telephone reminder 
and/or follow-up.25 A study measuring 
patient satisfaction demonstrated 
that patients with diabetes seen by a 
clinical pharmacist within a patient-
centered medical home were very 
satisfied with the care and service 
they received, including education 
to improve their knowledge and self-
management skills.26 

3. Pharmacists can be leaders in 
the multidisciplinary team’s efforts 
to provide quality medication 
management and reconciliation 
during transition of care. 

Patients and health care providers 
face a variety of challenges during 
transitions of care. Approximately 
25% of Medicare patients discharged 
to a long-term care facility are re-
admitted to the hospital. One in 
five patients discharged to home 
experience an adverse drug event 
within three weeks of discharge, the 
majority of which are avoidable.27 
At admission or discharge, 50% 
of patients have medication 
discrepancies with potential for 
actual harm. Two-thirds of these 
discrepancies result from errors of 
omission, that is, hidden medication 
use prior to admission.28 Results of 
a large hospital-based medication 
reconciliation study demonstrated 
that 36% of patients had medication 
errors at admission, of which 
85% originated from the patient’s 
medication history.29  Quality 
reconciliation of medications by 
pharmacists during transitions is key 
to improving outcomes.

Poor communication is a 
contributing factor to medication 
errors during transitions of care.30 
An estimated 80% of serious medical 
errors involve miscommunication 
during transitions between health care 
settings.31 Patient or family counseling 
and education about discharge 
medications and the follow-up plan 

often are lacking when patients 
transition from hospital to the 
primary care setting.32 Pharmacists 
can bridge these communication 
gaps, e.g., pharmacists working with 
home hospice patients are integral 
in procuring medications and 
finalizing medication regimens during 
transition.33

Pharmacists are vital to providing 
medication management, improving 
communication between providers 
and patients, and educating patients 
about proper medication use and 
adherence. As part of a team-based 
model, pharmacists are encouraged 
to work closely with physicians in 
direct patient care roles, whether 
embedded in a primary care clinic or 
in the community pharmacy setting 
through approved collaboration 
agreements.34 Care transition models 
that incorporate pharmacists within 
the multidisciplinary health care team 
have been implemented nationwide 
to improve outcomes of care.8 The 
Better Outcomes for Older Adults 
Through Safe Transitions Project is 
one example that utilizes pharmacists 
to educate patients on discharge.35 The 
National Transitions of Care Coalition 
reinforces that pharmacists should 
have direct contact with patients to 
ensure accurate and complete transfer 
of medication information and 
should take the lead in medication 
reconciliation to close any existing 
gaps that could lead to medication 
errors or re-hospitalizations resulting 
from adverse events.36 
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ASCP Position 

ASCP advocates for an expanded role of pharmacists 
who work with older adults and patients with multiple 
chronic conditions to provide medication management 
services, including medication reconciliation during 
transitions of care across all PAC settings. As members 
of interdisciplinary care teams, pharmacists can improve 
patient outcomes, reduce MRPs, reduce readmissions, 

lower costs, and increase patient satisfaction in these care 
settings. These positive contributions to overall medical 
care support the recognition of pharmacists as health 
care professionals who can provide transitional care-
management services.37 Despite this evidence, appropriate 
reimbursement systems for pharmacist-provided cognitive 
services, which are distinctly separate from the provision of 
the drug product are needed to enable pharmacists to fully 
provide these medication management services.

This position statement was written by a subgroup of the 2017 ASCP Medication Safety  
Transitions of Care Workgroup and the Policy Statement subgroup of the ASCP Board of Directors

Approved by ASCP Board of Directors on September 5, 2017.
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