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Developments in Practice

Background
Sussex Community NHS Foundation Trust (SCFT) is
developing a frailty strategy aiming to create an
integrated clinical pathway for frailty across healthcare
disciplines and both primary and secondary care.
Clinical pathways will support identification of frail
patients who need enhanced care and state the best
practice for providing that care.

A Quality Improvement Programme was proposed to
pilot a new way of working for the existing Advanced
Nurse Practitioner (ANP) and a Frailty Medicines
Optimisation (MO) pharmacist on the Intermediate
Care Unit (ICU) at Arundel Hospital. 

The pilot looked at identification of frail patients who
need enhanced care and tools to support the extra
care needed. There were two arms to the pilot; a
medical arm and a medicines management arm.
Selected patients received an enhanced clinical
assessment (a mini Comprehensive Geriatric

Assessment/mini CGA1) and a structured medicines
optimisation review.

Medicines optimisation is defined as 'a person-centred
approach to safe and effective medicines use, to ensure
people obtain the best possible outcomes from their
medicines'.2 The benefits of medicines optimisation
are now well documented nationally; helping patients
to take their medicines correctly, avoiding unnecessary
medicines, reducing wastage of medicines and
improving medicines safety.3 Medication review forms
part of medicines optimisation and is defined as 'a
structured, critical examination of a person's medicines
with the objective of reaching an agreement with the
person about treatment, optimising the impact of
medicines, minimising the number of medication
related problems and reducing waste'.2

Ideally all inpatients would have SMR but resource
and time constraints dictate that patients must be
prioritised for review.

Abstract
Background
As part of the development of a Trust Frailty Strategy, a Quality Improvement Programme pilot including
medicines optimisation was undertaken at Arundel Hospital, an intermediate care unit (ICU). 

Selected patients received an enhanced holistic clinical assessment (a mini Comprehensive Geriatric
Assessment/mini CGA) from an Advanced Nurse Practitioner (ANP) and a structured medication review (SMR)
from a specialist senior clinical pharmacist. The benefits of medicines optimisation are now well documented
nationally and the aim was to evaluate whether SMR could be added to the existing clinical pharmacy service on
the intermediate care ward and to evaluate whether this was beneficial for patients. 

Conclusion
This pilot demonstrated medicines optimisation with inpatients with acute frailty syndromes benefits both
individual patients and the health economy, enhancing quality and safety of patient care and realising cost
savings.  Next steps have been identified to incorporate this into routine clinical practice at SCFT.  
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We aimed to evaluate whether structured medicines
optimisation reviews could be added to the existing
clinical pharmacy service on the intermediate care
ward and whether this was beneficial for patients.
If successful this would lead to the development of
a frailty medicines optimisation pathway from
patient selection through to MO review and follow
up/onward referral. 

Method
Patients who were admitted to the ward during
September and October 2020 were assessed by the
ANP for one or more of the acute frailty syndromes4

including:

• falls (e.g. collapse, legs gave way, ‘found lying on
floor’), 

• immobility (e.g. sudden change in mobility, ‘gone
off legs’, ‘stuck in toilet’),

• delirium (e.g. acute confusion, ’muddledness’,
sudden worsening of confusion in someone with -
previous dementia or known memory loss), 

• incontinence (e.g. change in continence – new
onset or worsening of urine or faecal incontinence) 

• susceptibility to side effects of medication (e.g.
confusion with codeine, hypotension with
antidepressants). 

Ten patients with a clinical frailty score (CFS) of 4 or

above (using the Rockwood frailty score)5 who were
able to participate in the pilot received a mini CGA
and an SMR in addition to routine care. 

The STOP-IT tool6 was used to assess if the patients
selected for the pilot would be suitable for MO
review. A range of medication review tools were then
used as needed by the pharmacist to perform the MO
review. Tools included the Stopp-start7 and Stop-
frail,8 Medicines and Falls in Hospital Guidance sheet,9

No-tears,10 Scottish Polypharmacy11 and Les-Chron.12 

The pharmacist attended a daily ‘board round’
where nursing, therapy and medical staff agreed a
clinical plan for each patient. Medical and nursing
notes were reviewed and medications discussed
with the patient. The outcomes of both the ANP and
pharmacist assessments were discussed by the
ANP, clinical pharmacist and ward GP to agree a
personalised clinical plan. Feedback was gained
from professionals and patients on the usefulness
and likely impact of the MO review to enhance
patient care.

The NPSA risk scoring matrix13 was applied to each
medication review to evaluate if the review had
reduced the risk of harm from medicines and to
estimate the impact of the review. An impact score
of 1-4 was allocated to each review with impact
score of 3 & 4 considered likely to have prevented
hospital admission. 

Total number of patients reviewed

Average time spent on MO (mins)

Total MO interventions made
(average per patient)

Medicines stopped

Medicines started

Medicines changed

Other interventions (monitoring of patient & medicines, liaison with
other health/social care professionals, medicines device counselling,
adherence discussions)

10

70 
(range 45-130)

20 
(2)

5

1

4

10

Table 1 - Medicines Optimisation (MO) interventions

Results
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Total annualised cost from medication stopped/changed/started for 10
patientsi 

Medication reviews directly resulting in a reduced risk of harm from
medicines (NPSA risk matrix impact score)

Number medication reviews with impact score of 3 and 4 (potentially
avoided hospital readmissions/prolonged hospital stay)

Estimated costs savings from potentially avoided hospital admissionsii

£665 cost saving to NHS from
stopping/changing 5

medicines*

9

3 

£9,900

Table 2 - Cost savings, risk reduction & admission avoidance

i Cost saving per patient calculated using current drug tariff prices and annualised to a year of 13 x 28 days. This was then multiplied
by the number of patient clinical medication reviews to achieve a total prescription cost saving. 

* Note that the total cost savings from stopping a medicine includes drug cost (=£489.67 for 5 drugs stopped/changed in the pilot) plus
the cost in hospital or primary care of processing the prescription, dispensing & delivering medication and reviewing ongoing safety
etc. (local commissioners consider that each prescription costs the NHS £35 in addition to actual drug cost).

ii Cost of hospital admission obtained for patient cohort = £3300 (figure provided by Coastal West Sussex CCG in 2019-likely to have
increased for 2020). 
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Discussion
The aim of the pilot was to test out a new enhanced
approach to caring for inpatients with frailty. By
providing a more holistic and targeted care plan for
patients we hoped to improve patient care. Feedback
from the ward ANP, ward GP, patient and frailty
pharmacist demonstrated they felt that the
medicines optimisation reviews had enhanced
patient care in almost all ten patients. 

The clinical pharmacist made on average two MO
interventions per patient in addition to the medicines
reconciliation and medication safety interventions
already made by the ward pharmacy team. Five
medicines were stopped, one started and four
changes made to dose. The patients in the pilot
were predominantly mild to moderately frail so
fewer medicines were stopped than might have been
the case for more severely frail patients where
deprescribing can be more appropriate. 

Nine out of ten MO reviews resulted in a reduced risk of
harm from medication by either stopping/changing
medicines or other interventions such as monitoring.
Three reviews had potentially prevented a hospital
admission or readmission and/or resulted in a
decreased length of stay in hospital or ICU. It is
important to note that all patients potentially benefit
from holistic medicines optimisation review to improve
medicines safety and health as demonstrated by the
focus on SMR in the current National GP contract.  

Total cost saving to the NHS from medication
stopped or changed and potential hospital
admissions prevented is £10, 565. As a rough guide,
for every £1 invested in the senior clinical pharmacist
time, £1.63 was saved from medication stopped or
changed (this figure would be significantly higher
if hospital admission cost savings were included).
We expect that greater savings would also be
demonstrated in a larger pilot in line with national
studies that have demonstrated cost savings from
medicines optimisation review above and beyond
medication and hospital admission cost savings.

On average, the pharmacist spent 70 minutes on
each medicines optimisation review (range 45
minutes to 130 minutes). All patients were available
for a discussion on the ward when needed by the
pharmacist.

Note that this pilot was small so the results can be
used as a guide but are not conclusive. Repeating the
pilot with a larger sample size would help to
demonstrate reproducibility. 

Linking medicines optimisation with the
comprehensive geriatric assessment
The information collected by the ANP from the CGA
was used by the pharmacist to guide the focus of the
MO review. There didn’t appear to be a correlation
between the CFS score allocated and how many MO
interventions were made by the pharmacist or
whether the MO review reduced risk or prevented a
hospital admission. 

Medical, nursing and pharmacist collaboration
Attending the daily board round saved the MO
pharmacist time and helped prioritisation of issues
by giving a rapid overview of the acute medical,
rehab and social needs of the patient. 

Discussion with the prescribing ward GP and ANP
following the MO review was crucial to identify and
prioritise issues for review on the ward and after
discharge and enabled shared learning and building
of working relationships.  

Location of MO review
We considered if the ICU is the right place to do a
medicines optimisation review and concluded that if
the medication problem(s) identified were
considered an urgent safety issue (e.g. low blood
pressure/falls/electrolyte imbalance) then
immediate action on the ward was necessary. In
addition, making other less urgent medication
changes on the ward enabled the patient to be
monitored closely by health and care staff for both
efficacy and side effects.  

Some medicines optimisation suggestions were
considered more appropriate for primary care to
address e.g. if it was felt that the medication change
should happen when the patient was in their usual
stable home environment rather than the ICU, or if a
more realistic picture of the patient’s medication
management at home was needed.  Sometimes also
information on the rationale for long term
medication wasn’t available, or the patient needed
more time to consider the medicines suggestions
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discussed. These suggestions were added to the
discharge prescription for follow up by primary care. 

Feedback

Feedback from ANP re: medication
optimisation input during the pilot:  

“It was really valuable having [the pharmacist] on
board…both [the ward GP] and I got a lot from
exploring meds issues, so good for patients and
good for us. On reflection I found the meds opt
part of the pilot really useful to explore
medications with the patients identified. It is
always a challenge to stop medications when
other clinicians have started them. It was good to
explore in depth and detail the side effects of
these drugs and how they impact on the frail or
aging patient.”

Feedback from ward GP:  

“Effective medication optimisation review helped
make the medical team think about changes that
could be made to the patient’s medications to
reduce the risks in the frail person. This has been
very educational - can you come for a few more
weeks?!”

Patient Feedback:  

“Thank you, that was really helpful”.

What are the opportunities to free capacity to
incorporate medicines optimisation reviews
into frail ICU patients?
The MO pharmacist was as an additional resource
which isn’t currently part of the existing pharmacy
roles on the ICU ward. Feedback from ward staff
generated suggestions for maximising existing ward
staff capacity for MO review, including:

• Prioritising pharmacist’s clinical time
Each MO review took on average 70 minutes
during the pilot.  We expect it to take significantly
less time for an established pharmacist in role who
has knowledge of the ward processes, established
relationships with other ward clinicians and is a

prescriber themselves. Prioritising pharmacy
technician time for technical activities such as
medicines reconciliation and arranging medication
supply and discharge prescriptions could free up
clinical pharmacist time providing extra capacity
for MO review. 

• Post discharge actions
Identifying medicines problems that are best
explored/discussed with the patient by primary
care services after discharge supports effective
prioritisation of ward services and development of
an MO pathway that effectively uses existing MO
services. Locally primary care services include
specialist clinical pharmacists supporting the
Proactive Care Plus frailty service and Medicines
Optimisation in Care Homes (MOCH) pharmacists,
as well as pharmacists in GP practice and
community pharmacies.  

• Electronic patient health records
Opportunities arise from the ongoing implementation
of electronic patient health records shared across
primary and secondary care.

This will support communication of MO review
discussions/outcomes and onward referral.
Pharmacist input into writing the ICU discharge
summary could highlight medicines changes and
suggestions for follow up review once the patient
has left the ICU. 

• Training and competency assessment
Frailty medicines optimisation training and formal
competency assessment within a trust frailty
framework for pharmacists would help to ensure
equitable delivery of MO reviews as part of the
patient journey in all healthcare settings (home,
hospital, ICU wards and care homes). 

Next steps
The following priorities should be explored by senior
medicines management staff: 

1. Maximise existing clinical pharmacy skills
and resources on the ICU wards to deliver
prioritised MO review
- could the ICU pharmacy technician visit the
ward when the pharmacist visits to free up
clinical pharmacist time for SMR?



Journal of Medicines Optimisation •  Volume 7 •  Issue 2 •  June 202140

- provide frailty medicines optimisation training
to ICU staff including ANPs, GPs so that these
staff can identify selected patients for referral
to the ward pharmacist for SMR 

- could the ward pharmacist complete a shorter
targeted medicines optimisation review with
these selected patients with similar benefits? 

2. Support ICU pharmacists – using existing Trust
MO clinical pharmacists to provide clinical
supervision and guidance.

3. Develop a referral pathway from ward to
primary care and community MO services for
follow up after discharge.   

Conclusions
This pilot has demonstrated evidence that SMR
benefits patients, medical and nursing staff by
reducing medicines risk, improving health outcomes
and care and reducing cost to the NHS. 

Implementing a MO service presents challenges in
terms of available pharmacy resource, and current
constraints of the Covid-19 pandemic. 

The next steps are to explore how to deliver SMR on
the ICU using current resources and to develop a MO
pathway.  Another QIA should include a larger re-pilot
to evaluate impact of these service developments.
This could provide evidence to support additional
resource to deliver MO on ICU wards.
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