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ABSTRACT 
Key Words: Meds to beds, discharge concierge, transitions of care, oncology 
 
Purpose:  A discharge concierge service involving delivery of prescriptions to the patients’ bedside 
before discharge can improve quality of care. However, limited evidence exists regarding the impact of 
adding a pharmacy-led discharge concierge program to an established Transitions-of-Care (TOC) 
program.  The purpose of this study was to evaluate the prescription capture rate and composite 7-day 
and 30-day post-discharge emergency department visits and inpatient readmissions between three 
groups of patients who received the variable TOC program with or without the discharge concierge 
service.  
 
Methods: The institutional review boards and quality improvement assessment board approved this 
retrospective cohort study. Adult patients, admitted to the general internal medicine service between 
April-December 2016, were included in this study. The primary outcome measure was prescription 
capture rate. Secondary outcomes included composite 7-day and 30-day post-discharge emergency 
department visits and inpatient readmissions, prevalence of medication regimen discrepancies, and 
patient-reported difficulty obtaining and taking discharge prescriptions.  
 
Results:  There were a total of 317 patients in the three study groups. The prescription capture rate for 
the group that received the discharge concierge service was higher than the other study groups 
(p<0.05). Regression analyses revealed no significant difference with respect to composite emergency 
department visits and inpatient readmissions at 7-days (p=0.177) and 30-days (p=0.523) post-discharge.   
 
Conclusion:  Limited evidence exists regarding the impact of adding a pharmacy-led discharge concierge 
program to an existing TOC -program. The study revealed that adding a pharmacy-led discharge 
concierge program to an existing TOC-program resulted in increased prescription capture rate.  
  



 
 

 
 

Key Points 
 

1. The discharge concierge service, provided by the two retail pharmacies located in the inpatient 
hospital, was operationalized using existing pharmacists and pharmacist extenders and 
pharmacy staff from the retail pharmacies. The service was implemented with no additional 
personnel resources. 

2. The prescription capture rate for the group that received the discharge concierge service was 
statistically higher than the other study groups.  

3. Despite exemption from the CMS hospital readmissions program, specialty institutions should 
evaluate strategies to improve patient outcomes related to care transitions.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
 

INTRODUCTION 

Since the Affordable Care Act was passed in 2010, improved quality of care delivered to patients while 

healthcare costs are reduced has become a priority amongst healthcare organizations.1  One of the most 

ubiquitous ways healthcare institutions have addressed the cost and quality of healthcare is to prevent 

unplanned hospital readmissions. The Centers for Medicare and Medicaid Services (CMS) implemented 

the Hospital Readmissions Reduction Program in 2012 which limited reimbursement for Medicare 

patients who were readmitted to the hospital within 30 days of discharge as a result of specific 

conditions.2 Care transitions through a health system could lead to communication gaps between 

patients and providers resulting in poor outcomes.3-7 For this reason, institutions are exploring 

opportunities, such as transitions-of-care programs (TOC), to reduce unplanned hospital readmissions.  

 

The TOC programs are comprised of a variety of services aimed to improve patient outcomes. While the 

TOC program components vary between institutions, most programs include medication reconciliation 

and discharge counseling.8-10  Organizations that have implemented pharmacy-led TOC programs have 

demonstrated improved patient outcomes in the literature. 8-10  

 

In a systematic review performed in 2012, Kwan and colleagues evaluated studies where medication 

reconciliation programs targeting TOC were implemented.10 The authors defined medication 

reconciliation as the completion of a medication history and the act of correcting discrepancies between 

patients’ reported home medication regimen and proposed medication orders at the respective care 

transition.10 According to this review, medication reconciliation may include the provision of medication 

education to the patient. One of the endpoints assessed included emergency department visits and 

readmissions within 30 days. The authors reported on 3 randomized controlled trials with a pooled 



 
 

 
 

result of 23% decrease for this outcome. Of note, this result was achieved by implementing medication 

reconciliation with additional components specifically aimed at reducing readmission rates.10  

 

In 2012, the University of Kansas Hospital pharmacy department implemented a program to expand 

pharmacist services throughout the institution.8 One aim of the practice-model change was to provide 

continuity of care at care transitions. In their program, all patients received admission medication 

reconciliation, however ‘high risk’ patients which they defined as patients admitted with acute 

myocardial infarction, heart failure, pneumonia, chronic obstructive pulmonary disease or taking oral 

anticoagulation, were targeted for discharge counseling. After the implementation of these services, the 

investigators found a significant decrease in the composite outcome of 30-day readmission rates 

emergency department visits within 30 days for ‘high risk’ patients.8 Because no difference was found 

between any of the outcomes evaluated in the ‘non-high risk’ group, this data suggests that discharge 

counseling by pharmacists is a critical step in transitions-of-care programs in order to impact patient 

outcomes. 

 

While cancer centers are currently exempt from the hospital readmission program, Brown et al. found 

that up to 33% of 7, 14, and 30-day readmissions in a study population of over 2.5 million cancer 

patients may be preventable through the optimization of supportive care regimens for nausea, vomiting, 

dehydration and pain.11 Further, the authors hypothesized that better coordination across care 

transitions would decrease hospital readmissions.  These findings suggest that institutions with oncology 

services should evaluate methods to improve patient outcomes given the extent of care transitions 

experienced by the oncologic patient population.   

 



 
 

 
 

In 2010, Fischer et al. evaluated 195,930 e-prescriptions over a 12-month period to assess primary non-

adherence in community based practice and identify predictors of non-adherence.12 The authors found 

that 78% of prescriptions were filled and that medication class was the most prominent predictor of 

adherence. Adherence rates for medication classes related to supportive care were 77.1% for 

antimicrobial agents, 65.5% for pain medications, and 75.8% for gastrointestinal agents.12 Further, this 

study supports the fact that increasing accessibility to medications during hospital discharge also 

increases medication adherence and reduces readmission rates.12 However, there is limited research 

regarding the accessibility to medications as part of TOC in cancer patients. 

 

In April 2011, the pharmacy department at Johns Hopkins Hospital implemented a robust, multi-step, 

pharmacy-led transitions-of-care pilot program on their medicine hospitalist unit.9 Their pilot program 

used pharmacists, pharmacy technicians, and pharmacy students in various capacities to attend multi-

disciplinary rounds, complete medication reconciliation at admission for patients on selected high-risk 

medications, provide medication education at discharge for high-risk medications, 48-72 post-discharge 

telephone calls, and a medications for discharge delivery service. After implementation of these 

services, the investigators saw a decreased 30-day readmission rate from 13.7% to 11.3% in the first 

year and 12.2% in the second year.9 Additionally, the investigators noted an improvement in HCAHPS 

scores related to increased pharmacist presence on the multi-disciplinary team. Finally, the study 

reports increased prescription capture rates by 10%-40% after implementation of the transitions-of-care 

initiative.9  

 

To align with the American Society of Health-System Pharmacists’ (ASHP) pharmacy advancement 

initiatives13, The University of Texas MD Anderson Cancer Center launched a transitions-of-care TOC 

initiative pilot program in 2015. To improve medication access at the institution, the Division of 



 
 

 
 

Pharmacy implemented a discharge concierge (DC) service utilizing the in-house retail pharmacy to 

deliver discharge prescriptions to the patients’ bedside before discharge, as a part of the transitions-of-

care initiative in April 2016. The primary objective of this study was to evaluate the prescription capture 

rate between patients who received the discharge concierge service and transitions-of-care, patients 

who received complete transitions-of-care alone, and patients who received incomplete transitions-of-

care. The secondary objectives were to explore any associations between the implementation of a 

discharge concierge service and composite 7-day and 30-day post-discharge readmissions including 

emergency department visits and inpatient readmissions. Other secondary objectives included 

prevalence of medication regimen discrepancies identified and patient reported difficulty obtaining and 

taking discharge prescriptions during the 72-hour post-discharge follow up phone call. 

 

METHODS 

 

Setting 

MD Anderson is a National Cancer Institute (NCI) designated Cancer Center located in the Texas Medical 

Center, Houston, Texas.  The institution boasts a 650+ bed acute patient care hospital, a 5000+ visit/day 

outpatient cancer center, and multiple retail pharmacies. The Division of Pharmacy at MD Anderson is 

uniquely positioned to provide innovative services in an effort to mitigate common complications and 

reduce post-discharge healthcare utilization in the oncologic patient population. For this reason, the 

Division of Pharmacy continually strives to identify opportunities to optimize our practice to achieve 

positive patient outcomes.  To align with the American Society of Health-System Pharmacists’ (ASHP) 

pharmacy advancement initiatives13, MD Anderson launched a transitions-of-care initiative pilot 

program in 2015. 

 



 
 

 
 

Study Implementation 

Transitions-of-Care 

The pharmacy-driven transitions-of-care program was implemented in October 2015 as a pilot program 

on the general internal medicine service with plans to expand to all units of the hospital, both inpatient 

and ambulatory care.  The program is comprised of several services provided by pharmacists and 

Advanced Pharmacy Practice Experience (APPE) students. The services include: 

 A medication history interview is completed within 24-hours of admission with the patient, 

patient’s caregiver(s), community pharmacy (ies), and/or primary care physician.   

 Medication education during hospital admission 

 A comprehensive medication review including medication education is provided prior to 

discharge 

 A follow-up telephone call using a standardized template is conducted by pharmacy personnel 

within 72 hours of discharge to assess medication adherence and medication education needs 

After each patient encounter, all medication discrepancies identified and actions taken are documented. 

The primary goal of the transitions-of-care pilot program is to reduce 30-day emergency department 

visits and inpatient readmissions.  

 

Discharge Concierge 

The discharge concierge program was implemented in April 2016 as an additional component of the TOC 

pilot program. The discharge concierge service, available Monday-Friday 8 AM – 5 PM through the two 

retail pharmacies located in the inpatient hospital, was operationalized using pharmacists and 

pharmacist extenders involved with the TOC pilot program and pharmacy staff from the retail 

pharmacies. The service was implemented with no additional personnel resources. Discharge concierge 

services were marketed to all TOC patients throughout their hospital stay and provided to patients who 



 
 

 
 

met the inclusion criteria and did not meet the exclusion criteria. Once enrolled, the primary team 

communicated the discharge plan to the pharmacy TOC coordinator. The prescriber then e-prescribed 

all discharge prescriptions to the in-house retail pharmacy. Once the prescriptions are written, the 

discharge orders were signed, and the discharge counseling is complete, the prescriptions were ready to 

be processed and delivered. Payment was collected by the retail pharmacy technician via phone and the 

prescriptions are subsequently delivered to the patients’ bedside. Similar to the documentation strategy 

used for the TOC pilot program, pharmacists and pharmacist extenders providing the discharge 

concierge service recorded details of all encounters. (Figure 1) 

 

Study Design 

This study is a retrospective cohort study comparing discharge prescription capture rate among 3 groups 

of patients on the general internal medicine (GIM) service at out institution after the implementation of 

a discharge concierge program for patients enrolled in the established TOC program. The first group 

includes patients enrolled in both the discharge concierge program and the TOC program (DC + 

Complete TOC). These patients received discharge medication education, a 72-hour post discharge 

follow-up phone call, and bedside medication delivery upon discharge. The second group includes 

patients who were enrolled in the TOC program, and experienced complete TOC during their 

hospitalization (Complete TOC). These patients received discharge medication education and a 72-hour 

post discharge follow-up phone call. Patients enrolled in group 2 did not receive the bedside medication 

delivery service. The third group includes patients who were enrolled in the TOC, but experienced 

incomplete TOC during their hospitalization (Incomplete TOC). Discharge medication education, or a 72-

hour post discharge follow-up phone call, or both were omitted in these patients. Patients enrolled in 

the incomplete TOC group did not receive the bedside medication delivery service (Table 1). 

 



 
 

 
 

This study included adult (age of ≥18 years) who were admitted to the general internal medicine service 

at our institution between April 2016 and December 2016. While patients who were readmitted to the 

hospital during the study period were eligible to receive the bedside medication delivery service, only 

first admissions during the study timeframe were included.  Patients admitted with a psychiatric primary 

problem or discharged against medical advice, patients that expired during their first admission, and 

patients discharged to a rehabilitation unit, skilled nursing facility, long term care facility, hospice, or 

home health where medication assistance was provided were excluded. Further, patients who used a 

form of payment other than debit or credit card were excluded from the study group. Patients who 

experienced insurance issues that were unable to be resolved prior to discharge were excluded from the 

study group unless at least one prescription was adjudicated and delivered.  

 

Study Endpoints 

Each endpoint assessed in this study was associated with the first inpatient admission for each included 

patient between April 2016 and December 2016. The dates for the first admission and discharge during 

the study timeframe were collected and the reported metrics were related to the endpoints which 

occurred within 30-days of the initial admission. Prescription capture rate was defined as number of 

first-fill discharge prescriptions filled at our institution divided by the number of first-fill discharge 

prescriptions filled at our institution plus other retail pharmacies that are also captured in the 

institutional electronic health record (EHR). Prescriptions that were manually written and not 

documented in the EHR were not included in the capture rate. The total number of discharge 

prescriptions filled at our institution and the total number of discharge prescriptions written at our 

institution for each group was captured in order to calculate the prescription capture rate.  

# first-fill discharge prescriptions filled at our institution 
# first-fill discharge prescriptions written at our institution 
 

Prescription Capture Rate14  = 



 
 

 
 

Emergency department visit was defined as patients who presented to the emergency department 

between April 2016 and December 2016 after the initial admission, but were not admitted to the 

hospital. Emergency department visits were evaluated 7-days and 30-days post-discharge. Hospital 

readmission was defined as patients who were readmitted to an inpatient unit at our institution 

between April 2016 and December 2016 after the initial admission. Hospital readmissions were 

evaluated 7-days and 30-days post-discharge. 

 

Metrics collected as part of the 72-hour post-discharge phone call included the presence of medication 

regimen discrepancies, type of medication regimen discrepancy, the presence of difficulty obtaining 

medications, reason for difficulty obtaining medications, the presence of difficulty taking medications, 

and the reason for difficulty taking medications. Medication regimen discrepancies were identified by 

pharmacists and pharmacist extenders performing the 72-hour post-discharge phone calls by assessing 

the discharge medication regimen documented in the EHR for each patient and reconciling it with their 

reported medication regimen. The responses to the questions related to obtaining and taking discharge 

prescriptions were patient reported and anecdotal in nature.  

 

Statistical Methods 

Sample Size Justification and Power Calculation15  

The primary endpoint for of this study prescription capture rate. Prior to implementing the discharge 

concierge program, institutional data suggested a prescription capture rate of 0.35 or 35%. By 

implementing the bedside medication delivery program, the authors hypothesized an absolute increase 

in prescription capture rate of 25% in the Discharge Concierge Program + Complete TOC cohort 

compared to the Complete TOC cohort and the Incomplete TOC. With a total of 186 patients (62/group), 



 
 

 
 

the study will have 80% power to detect a 25% difference in prescription capture rate between groups 

using a t-Test with a 0.05 two-sided significance level.   

 

Statistical Analysis 

Descriptive statistics were used to compare the three study cohorts. Study cohorts were compared using 

ANOVA for continuous parametric data and chi-square test for binary proportional data.16 The primary 

and secondary endpoints were analyzed across the three groups. Prescription capture rate was analyzed 

using ANOVA and Tukey’s test after ANOVA if a significant difference was found between groups. 

Composite 7-day and 30-day post-discharge readmissions including emergency department visits and 

inpatient readmissions were analyzed using logistic regression to determine the impact of study 

interventions on readmissions. 17,18  All predictor variables were selected a priori to be included in the 

multivariate logistic regression model. A p-value of < 0.05 was accepted as indicating a statistical 

significance in the multivariate model. The discrimination of the model was determined by calculating 

the C-statistic, and discrimination of the model was determined by calculating the C-statistic. A p-value 

of greater than 0.05 for the Hosmer-Lemeshow test indicates a good fit.17 

 

RESULTS 

 

Baseline Characteristics 

A total of 317 patients were included in this study: 56 in the DC + Complete TOC group, 70 in the 

Complete TOC group, and 192 in the Incomplete TOC group. The baseline characteristics (Table 2) were 

similar between groups for all parameters assessed with the exception of: age, English-speaking, payer, 

and primary admission diagnosis of thrombosis. Age (67.5 ± 10.4 years) and proportion of Medicare 

patients (60%) were significantly greater, and the proportion of English-speakers was significantly less 



 
 

 
 

(91.4%) in the Complete TOC group than the other two groups. The DC + Complete TOC group contained 

statistically more privately insured patients (73.2%). The admission diagnosis of thrombus (2.6%) was 

statistically less prevalent in the Incomplete TOC group.  

 

Study Outcomes  

Table 3 provides details of the primary and secondary outcomes for the study groups. The prescription 

capture rate for the DC + Complete TOC group was 78.8% ± 24.7. The prescription capture rate for the 

DC + Complete TOC group was greater than the Complete TOC (27.1% ± 35.4) and Incomplete TOC 

(39.3% ± 39.8) groups (p<0.05). Of note, there was no difference in average number of discharge 

prescriptions per patient between groups (p=0.40).  Composite emergency department visits and 

inpatient readmissions at 7-days (p=0.177) and 30-days (0.523) post-discharge were not statistically 

different between groups upon analysis via chi-squared analysis. There were no statistically significant 

differences in composite readmissions at 7-days or 30-days between the three groups after correcting 

for confounding for confounding factors via logistic regression (Table 4).  There was no significant 

difference (p=0.068) in the number of patients who reported difficulty taking their medications between 

groups (Table 3). Patients enrolled in the DC + TOC group reported significantly less (p=0.023) difficulty 

obtaining medications compared to patients enrolled in the other two groups (Table 3). While there was 

no significant difference in patients who picked up all medications prescribed at discharge, 94.4% of 

patients in the DC + Complete TOC group picked up all of their prescriptions compared to 83.6% in the 

Complete TOC and 89.2% in the Incomplete TOC, respectively (Table 3). 

 

DISCUSSION 

TOC programs are gaining in popularity across the nation as a strategy to improve the quality of care 

delivered to patients while reducing healthcare costs by reducing the number of unplanned 



 
 

 
 

readmissions. While TOC programs vary between organizations, these programs have demonstrated 

improved readmission rates, improved HCAHPS scores, and increased prescription capture rate.8-10 

However, there is minimal published data on the impact of adding a discharge concierge service to an 

existing TOC program at a comprehensive cancer center.  

 

To improve medication access at our institution, the Division of Pharmacy implemented a discharge 

concierge service utilizing the in-house retail pharmacy to deliver discharge prescriptions to the patients’ 

bedside before discharge, as a part of the TOC initiative in April 2016. By evaluating the three groups of 

patients receiving three different levels of TOC interventions, the impact of discharge concierge alone on 

prescription capture rate and composite 7-day and 30-day emergency department visits and inpatient 

readmissions can be evaluated. While there is robust literature on the impact of TOC programs, to date, 

no data has been published on the impact of adding a discharge concierge program to an existing TOC 

program in a cancer center. Baseline characteristics (Table 2) between groups were similar for all 

parameters assessed with the exception of: age, English-speaking, payer, and primary admission 

diagnosis of thrombosis. Patients in the Complete TOC group were statistically older than the patients in 

the other two groups. Given that their mean age was over 65 years while the mean age in the DC + 

Complete TOC and Incomplete TOC groups was less than 65 years, it is reasonable that the Complete 

TOC group has a statistically higher proportion of Medicare patients. In the same way, the DC + 

Complete TOC group has the youngest average age (59.6 ± 10.6) between the groups and statistically 

has the highest proportion of private payers compared to the Complete TOC and Incomplete TOC 

groups. Patients with an admission ICD-10 code for a thrombosis were more prevalent in the Complete 

TOC groups than the Incomplete TOC group. A patient prioritization list used in the TOC workflow scores 

patients on home anticoagulation higher. Further, clinical monitoring of patients on anticoagulation by 

Clinical Pharmacy Specialists may lead to selection and inclusion of these patients.  



 
 

 
 

 

The prescription capture rate for the DC + Complete TOC group (78.8% ± 24.7) was statistically greater 

than the Complete TOC (27.1% ± 35.4) and Incomplete TOC (39.3% ± 39.8) groups which is consistent 

with the findings reported by Gilmore et al.4 Patients in all three groups had between 4 and 5 new 

prescriptions on discharge per patient. Based on the design of the study, one would expect that the 

prescription capture rate would be the highest in the DC + Complete TOC group, however, one might 

expect the proportion captured to be closer to 100%. There are several factors that impacted the 

prescription capture rate in the DC + Complete TOC group. In some cases, prior authorization was 

required to fill the discharge prescription as written. When prior authorization is required, claims may 

take up to 72-hours to adjudicate. When this scenario arose during the study period, only discharge 

prescriptions that did not require prior authorization were delivered. Any prescription that was picked 

up greater than 24 hours post-discharge was excluded from the prescription capture rate calculation. 

Further, discharge prescriptions written for supportive medication for which the patient had a home 

supply, were often placed on hold in the patients’ retail pharmacy profile and not filled within 24-hours 

of discharge.       

 

There was no statistically significant difference in 7-day or 30-day emergency department visits, hospital 

readmissions, or the composite outcome. Anderegg et al. saw a statistically significant difference in 

composite outcomes in high-risk patients after the implementation of a TOC program, however, this 

program did not include a discharge concierge component.8 Using a logistic regression model, these 

outcomes were corrected for relevant confounding factors. Admission diagnoses of interest and cancer 

risk were previously defined by Brown et al.11 Cancer risk was divided into two groups, high and low-risk 

for readmission at 7-days, 14-days, and 30-days post-discharge. High-risk cancers included: 

gastrointestinal, ear/nose/throat, musculoskeletal, hepatic/pancreatic/biliary, and hematologic. Low-



 
 

 
 

risk cancers included: respiratory, breast, gynecologic, and genitourinary.11 Despite correcting for 

relevant confounding factors, no difference in the composite outcome was seen between groups. 

Emergency department visits and hospital readmissions are downstream metrics that depend on many 

clinical and operational variables. The patient population at our institution is unique in that our patients 

may visit the emergency department or be readmitted due to factors that cannot be prevented. For 

example, the oncology patient population may require acute management due to sequelae associated 

with unpreventable disease progression. As a result, the discharge concierge service did not directly 

reduce healthcare utilization in this patient population.  

 

Literature supports that increasing accessibility to medications during hospital discharge also increases 

medication adherence and decreases readmissions.12 By utilizing the in-house retail pharmacy 

technician staff to deliver medications, this program successfully reduced the proportion of reported 

difficulty in obtaining medications significantly. However, there was no significant difference in patients 

who picked up all medications prescribed at discharge, 94.4% of patients in the DC + Complete TOC 

group picked up all of their prescriptions compared to 83.6% in the Complete TOC and 89.2% in the 

Incomplete TOC, respectively. More research is needed to evaluate other outcomes as medication 

access has been identified as a precursor to downstream healthcare utilization.   

 

Operational Plan 

The discharge concierge service, was operationalized using pharmacists and pharmacist extenders 

involved with the TOC pilot program and pharmacy staff from the retail pharmacies. The service was 

implemented with no additional personnel resources. Patients who did not wish to have their discharge 

medications delivered cited credit card information security and preference in filling prescriptions at a 

local pharmacy, most commonly. This service is dependent upon personnel resource availability at the 



 
 

 
 

time of discharge. Patients discharged outside of the hours of operation did not receive discharge 

concierge services. Once enrolled, the primary team communicated the discharge plan to the pharmacy 

TOC coordinator. The prescriber then e-prescribed all discharge prescriptions to the in-house retail 

pharmacy. Once the prescriptions are written, the discharge orders were signed, and the discharge 

counseling is complete, the prescriptions were ready to be processed and delivered. Payment was 

collected by the retail pharmacy technician via phone and the prescriptions are subsequently delivered 

to the patients’ bedside. 

 

One of the greatest logistical challenges of the transitions of care program is reaching the patient during 

the 72-hour post-discharge phone call. Based on personnel resources allocated to this project, 3 phone 

call attempts were made for each patient. Additionally, limited pharmacist or pharmacy student 

resources were available in the late evenings, overnight, and on some weekends to provide discharge 

counseling to patients enrolled in the TOC program. To streamline communication about discharge 

planning amongst the multi-disciplinary team, retail pharmacy technicians monitor a customized 

dashboard built in the electronic health record. The dashboard automatically populates when discharge 

prescriptions have been written, discharge orders have been signed, and discharge counseling is 

complete. This tool helps pharmacy technicians proactively service patients enrolled in the discharge 

concierge program. As the program expands, opportunities to leverage technology to streamline the 

workflow are of interest. Informatics projects including a bedside point of sale system, a work-queue list 

of orders for bedside delivery, and remote patient counseling are priorities at this time.  

The discharge concierge program at MD Anderson has the potential to improve patient satisfaction, 

further improve continuity of care, and increase revenue via increased prescription capture rate. The 

ultimate goal is to expand the program to include all inpatients at our institution through the 

progressive use of technology moving forward.   



 
 

 
 

 

Strengths and Limitations 

While there is robust literature on the impact of TOC programs, to date, no data has been published on 

the impact of adding a discharge concierge program to an existing TOC program. By evaluating the 

impact of the program between three groups of patients on the general internal medicine service, 

differences in the prescription capture rate and 7-day and 30-day emergency department visits and 

inpatient readmissions specifically related to the discharge concierge service were isolated. Further, the 

authors are unaware of a comprehensive TOC program with an added discharge concierge service at a 

NCI-designated cancer center.  

 

While this study has numerous strengths, several limitations exist. The retrospective study design, while 

appropriate in this setting, yields the potential for selection bias. Patients were not randomized to a 

specific group, and therefore, the investigators were unable to correct for factors such as patients who 

refused the service. Additionally, a small sample size was captured during the study period due to 

limited personnel resources allocated to this study.  Given that the implementation of the discharge 

concierge service was resource neutral, the added responsibility to the regular workflow made it difficult 

to capture all eligible patients. Another limitation of this study is that the prescription capture rate does 

not include manually written discharge prescriptions that are not documented within the electronic 

health record. Further, metrics related to medication access and medication regimen discrepancies were 

self-reported by the patients rather than objectively collected. At the time of the study, objective means 

to collect this data were unavailable. Additionally, baseline information regarding patient functional 

status was not collected, which may confound the proportion of patients who visited the emergency 

department or were readmitted to the hospital 7-days or 30-days post discharge.  Finally, patient 

adherence to follow-up appointments post-discharge and reason for readmission was not assessed.  



 
 

 
 

 

CONCLUSION 

Through the implementation of a pharmacy-led discharge concierge program to an existing TOC program, 

prescription capture rate was significantly increased. Further, patient reported metrics related to 

medication access and medication regimen discrepancies improved significantly. Despite exemption from 

the CMS hospital readmissions program, specialty institutions should evaluate strategies to improve 

patient outcomes related to care transitions.  
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