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Introduction       

The Rapid Response Service (RRS) was

established to maintain patients in their

out-of-hospital care settings where

possible and to achieve an earlier

discharge for those who were admitted.

The RRS uses a multidisciplinary team of

nurses, physiotherapists, occupational

therapists, paramedics, consultant

physicians, speech and language

therapists (SALT), dieticians and

healthcare support workers as well as an

administration team to provide a single

point of access. During the time of the

study, the service was commissioned by

Brent and Harrow Clinical Commissioning

Groups (CCGs) and managed by the

London North West Healthcare (LNWH)

NHS Trust, operating for 12.5 hours per

day 7 days per week (14.5 hours per day

in A&E).    

The Rapid Response Team (RRT) in the

community visits patients at home within

two hours of a telephone referral to

provide clinical, rehabilitation and social

support. Another part of the RRT services

the Accident & Emergency (A&E)

department at Northwick Park Hospital,

part of LNWH NHS Trust. The A&E team

comprises of two to three clinicians who

assess patients considered medically fit

by the A&E physicians but who may

require further clinical, rehabilitation

and/or social support. This service

operates between 8am to 10.30pm daily,

including weekends.

Following a RRT assessment there are

three possible outcomes. The patient may

be considered as safe for discharge or to
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Introduction 
The Rapid Response Service (RRS) at London North West
Healthcare (LNWH) NHS Trust uses a multidisciplinary team to
maintain patients in their out-of-hospital care settings where
possible. The objective of this study was to describe the
contribution of a pharmacist within the Rapid Response Team
(RRT) in reducing medicines-related admissions.  

Method 
The RRT pharmacist completed medicines reconciliation and
medicines optimisation for patients referred to the RRT from
December 2015 to March 2016. A locally developed tool
(PREVENT) was used by the pharmacist to identify patients at
risk of preventable medicines-related problems. Pharmacist
interventions were categorised according to severity of
potential risk of harm.

Results 
The pharmacist completed a medication review for 229
patients during the study period. The most common risk
factor for potential medication-related problems was ‘Risk
from specific medications/medications-related admissions’.

Abstract

For 52% of all patients a primary healthcare professional
(HCP) was contacted to discuss medication-related problems.
30% of patients had an incident/error with their medication
that had the potential for moderate or severe harm to be
caused to the patient.

Discussion 
In this study, the most common cause of admission was a fall.
The average number of regular medications taken on
admission was 9. Polypharmacy can lead to non-adherence,
drug interactions, an increased number of side-effects and a
pill burden. It is an independent risk factor for falls. Certain
medications pose a significant fall risk (e.g. psychotropic
drugs, benzodiazepines, hypnotics), hence the importance of
medicines optimisation. The results of this study showed that
a primary HCP was contacted in over half of the patients
reviewed, which was essential to reducing this risk.

Conclusion 
A pharmacist in the RRT improves safety through medicines
optimisation/reconciliation, identifying adherence issues and
reducing risks associated with medications.  
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remain at home with no follow-up,

requires further support at home and will

need to be visited by RRT at home post

discharge or requires hospital admission

for further medical input. 

Medicines-related activities

Medicines reconciliation is being

increasingly recognised as an essential

means of improving patient safety. In

2006, the World Health Organization

(WHO) launched their ‘High 5s’ project

to address major patient safety concerns

worldwide, in which medicines

reconciliation was identified as a means

of reducing medication errors during

patient admission and discharge from

hospitals.1 Medicines reconciliation is not

routinely carried out as part of a rapid

response assessment. A pilot at the

Northwick Park Hospital found an

average of 5 medicines reconciliation

discrepancies per patient seen by the RRT

in the absence of a pharmacist, with

40% of these discrepancies identified as

moderate to high risk of causing

potential harm to the patient.2

The literature suggests that 5-8% of

unplanned hospital admissions have a

medicines-related contribution.3 With

an increasingly ageing population,

polypharmacy and medicines review have

become an important consideration.

Another  local study at Northwick Park

Hospital showed a reduction in preventable

medicines-related readmissions due to a

medication review of hospital inpatients

with follow-up via the integrated

medicines management service.4 In

addition, a significant number of

medicines-related incidents occur when

patients are transferred between care

settings, with between 30-70% of

patients having an error or unintentional

change to their medicine.5 A pharmacist

post was therefore established within

the RRT to complete medication

reconciliation and review as part of

medicines optimisation. This post aims to

address these issues by ensuring that

medication-related changes are relayed

to HCPs in a timely and accurate manner.

Aim       

To describe the contribution of a

pharmacist within the RRT in relation to

medicines reconciliation and review as

part of medicines optimisation. 

Objectives       

● To describe the medicines-related risk

factors in patients referred to the RRT

pharmacist.

● To quantify the number of medicines

reviews (including medicines

reconciliation) completed by the RRT

pharmacist between 14th December

2016 to 31st March 2016.

● To describe the interventions related

to pharmacist liaison with primary

care healthcare professionals

regarding medications at point of

discharge. 

● To classify interventions undertaken by

the RRT pharmacist according to risk.

Method       

The RRT pharmacist reviewed patients

referred to the RRS between 9am and

5pm Monday-Friday at Northwick Park

Hospital Emergency Department (A&E)

between 14th December 2015 to 31st

March 2016. 

The following was completed for

each patient seen by the RRT pharmacist

in A&E: 

● medicines reconciliation and full drug

history documentation on the Generic

Clinical Information System (GCIS)

iStock.com/Toa55 

“. . . 5-8% of unplanned hospital admissions
have a medicines-related contribution.”



● medicines optimisation and

recommendations documented on

GCIS and discussed with relevant

physicians in A&E or patient’s GP

● patient consultation to discuss

medicines issues where appropriate

● full documentation of medicines

changes on GCIS

● medicines compliance aid

assessment where appropriate to

support safe and effective

management of medication

● communication and documentation of

agreed actions with health and social

care in secondary care regarding

pharmaceutical management

requirements

● referral to primary health and social

care professionals as well as carers

where necessary to ensure continuity

of pharmaceutical care

● arranging rapid response home

visits to ensure safe and effective

management of medication where

appropriate

● follow-up telephone calls to

patient/carer where appropriate.

The daily roles of the RRT pharmacist

are shown in Table 1.

Data on patient demographics, cause

of admission, number of medicines and

time taken for review were documented

using a data collection form, which is

available on request to the correspondence

author. 

The PREVENT tool,4 is a method of

identifying patients at high risk of

preventable medicines-related readmission.

The tool was developed using published

literature and local expertise. Patients

identified through the tool had their risk

peer-reviewed by a consultant doctor

and consultant pharmacist. 
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Rapid Response Pharmacist - daily roles

1. Patients in A&E are referred to the RRT by A&E clinicians.

2. The RRT pharmacist completes medicines reconciliation for these referred patients, the outcome of which is documented

on the RRT pharmacist data collection form.

3. The RRT pharmacist assesses patient for PREVENT risk factors based on patient consultation, collateral history and

discussion with rapid response/other HCPs where appropriate. These are documented on the data collection form.

4. Depending on risk factors identified, various interventions are carried out by the RRT pharmacist which are recorded

according to the corresponding audit code on the data collection form.  For example, contacting GPs to discuss review

points, liaising with Rapid Response clinicians/HCP, social services, providing a medicines compliance aid (MCA), etc.

5. The following information is then documented on GCIS:

• drug history

• allergy status

• sources of information used

• date patient seen

• where patient was seen – A&E/A&E Obs

• any medicines review points

• any compliance issues

• other relevant information

• interventions carried out and their outcomes.

6. Patients admitted to  rapid response from A&E are then added to the electronic rapid response ‘whiteboard’ to be

discussed in the daily rapid response virtual ward round with  rapid response consultants at 3pm in the Harrow team and

2.30pm in the Brent team.

7. A&E patients admitted to rapid response are discussed/seen daily by the rapid response team virtual ward round and notes

are documented on GCIS in a chronological order. 

8. Once a patient is deemed fit for discharge from rapid response they are removed from the electronic whiteboard.

Table 1:  Rapid Response Pharmacist - daily roles

http://www.pharman.co.uk
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Table 2: PREVENT tool

PREVENT TOOL: “High Risk” patient REFERRAL FORM

Patient Name: Date of Referral:                 Name of Referrer:                 Bleep:

Hospital Number: Managed by: 

DOB: Referred by: Ward Nurse Specialist Nurse Patient GP 

Hospital doctor Pharmacy OT Family Friend 

Ward :              Bed No: District Nurse Physio 

Date of Admission: For HIMMS Use Only:

Date of Discharge: Referral Accepted  : Yes No ________________________________

.

This guide supports identification of patients with unmanaged complex pharmaceutical issues, at risk of

preventable medicines-related readmission where the risk is modifiable through pharmaceutical care. 

Parameter Examples

Physical impairment [PHY] Patient has difficulties with swallowing, impaired dexterity, poor vision, hard of

hearing or poor mobility which will impact them taking medication

Risk from specific med/medicines- Patient is taking a high risk medicine (anticoagulants/antiplatelets, insulin /oral

related admission [RIS] hypoglycaemics, NSAIDs, benzodiazepine, antihypertensives, beta blockers, 

opioids, methotrexate, injectable medicines, drugs requiring therapeutic drug 

monitoring esp. with no monitoring, steroids) which the patient is unable to 

manage

Patient has a complex of medicine regimen, recent stop, start or change in 

medicines or Polypharmacy7 which the patient is unable to manage

adhErence issues [ADH] Patient has not been taking their medicines e.g. various dispensing dates on 

medicines, no recent dispensing of medication, newly started on all medicines 

or cannot give names of medicines they are taking.

Patient has decided to stop taking all or some of their medicines which has 

lead or will lead to worsening of their clinical condition

cognitiVe impairment [COG] Patient is unable to take medication regularly without support as they have a 

condition which affects their memory e.g. delirium, dementia

nEw diagnosis/exacerbation Admission is related to poor management of medication for a long term of clinical

disease/ [EEC] condition or deterioration of organ system function eg renal, cardiac

Previous admission or A&E attendance within 30 days

Depression, high level of stress, psych issues, alcoholic

compliaNce support [COS] Refer all new requests

socieTal/social [SOC] Patient cannot manage daily activities independently or has carers to help with

daily activities but not medicines.

Patient has social issues such as no fixed abode, unkempt, etc which impacts 

on them taking medication

Smoker

© London North West Healthcare NHS Trust. Medicines Support Service. Nina Barnett, Devinder Athwal, Karen Rosenbloom. 2011. Updated Nina Barnett Nov 2015
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The PREVENT tool was used by the

RRT pharmacist to identify risk factors for

potential medication-related problems in

the patients reviewed (Table  2).

All pharmacist interventions were

recorded during this period and were

grouped per patient and then assessed

for potential harm categorised by the

NPSA definitions of harm scale. There

are various other tools such as the RIO

tool which can be used to assess

interventions, the one used in this Trust

is the NPSA definition of harm scale.

Results       

The RRT pharmacist was referred to 229

patients between 14th December 2015

to 31st March 2016, all of whom received

a completed medication review including

medicine reconciliation. Of the 229 patients

reviewed by the RRT pharmacist, the

most common cause of admission was a

fall (n=96, 42%) as shown in Table 3.

The average age of patients seen

was 82 years. The average number of

regular medications taken on admission

was 9. The average time taken for the

RRT pharmacist to review a patient was 1

hour 28 minutes, this includes taking a

complete drug history from a minimum

of two sources and any interventions/

follow-up that was required. 

Identifying risk factors for
readmission       

The total number of PREVENT risk factors

identified in all patients seen was 176

(more than one risk factor may be

identified per patient). Figure 1 shows the

risk factors that were identified. The most

common risk factor for a potential

medication-related problem was ‘Risk

from specific medications/medications-

related admissions’ (n=95, 55%). This is

where a patient is taking a high risk

medication or the patient has a complex

medication regimen which they are

unable to manage (e.g. an older patient

taking sedating antihistamine and where

falls risk is high) and has the potential to

lead to a medicines-related readmission.

Liaison with HCPs       

A total of 476 interventions were made by

the RRT pharmacist (Figure 2). A patient

may have had more than one intervention.

For 52% of all patients (n=118), a primary

HCP (GP, community pharmacist, specialist

community nurse) was contacted to

discuss medication-related problems. 32%

of all patients (n=74) had changes made

to their medication as a result of the

pharmacist’s intervention (there may have

been more than one change per patient).

8% of patients (n=19) had medication

recommendations that were handed over

to a primary healthcare professional to

review.
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FIGURE 1: PREVENT risk factors identified in patients reviewed by the Rapid
Response Pharmacist

Reason for admission No. of patients

Exacerbation of COPD/asthma or new diagnosis 5

Exacerbation of heart failure or new diagnosis 3

Parkinson’s disease 0

Hypoglycaemia or hyperglycaemia 3

Falls 96

A physical impairment has caused an admission 24

e.g. reduced mobility

Patient has a cognitive impairment 10

A ‘high risk’ medicine 4

Lack of social support 4

Poor/non-adherence to medication 0

Other cause for admission e.g. infection, cardiovascular, 87

symptoms, gastrointestinal, symptoms, renal, 

impairment/failure, pulmonary embolism/deep vein 

thrombosis (PE/DVT) 

Note: a patient may have had more than one reason for admission

TABLE 3: Reasons for admission to A&E 

http://www.pharman.co.uk


10 Pharmacy Management Volume 33 Issue 1

Adherence issues were identified in

18% of patients (n=41). To help patients

improve both unintentional and

intentional adherence, interventions were

made by the Rapid Response Pharmacist

(Table 4). The most common adherence

intervention was counselling patients/

family on the patient’s current

medication.  

Interventions and risk
assessment       

Risk assessment of the incident/error is

shown in Figure 3. 30% (n=68) of

incidents/errors had the potential for

moderate or severe harm to be caused to

the patient. Definitions of risk categories,

with examples of interventions, are

shown in Table 5. No interventions

carried out were considered as having the

potential to prevent death.

Discussion        

In this study, the most common cause of

admission was a fall (n=96, 42%). The

majority of patients were over 65 years

with the average age of patients seen

being 82 years. The average number of

regular medications taken on admission

was 9. It is well established that

polypharmacy is an independent risk factor

for falls, with psychotropic drugs such as

tricyclic antidepressants, antipsychotics

and benzodiazepines being clearly

associated with a significant increased

risk. Furthermore, benzodiazepines and

hypnotics pose a clear dose-dependent

risk. The National Institute for Health and

Care Excellence (NICE) recommend that

older people on psychotropic medications

should have their medication reviewed,

with specialist input if appropriate, and

discontinued if possible to reduce their

risk of falling.6

Older patients with multiple co-

morbidities are the highest risk patient

group for falls. Research has demonstrated

that patients on multiple medications are

more likely to suffer drug side effects and

are at higher risk of hospital admissions.7,8

In addition, polypharmacy is associated

with potential problems with adherence,

drug interactions, increased number of

side-effects and pill burden. It should be

noted that appropriate polypharmacy is

needed to meet the needs of complex

patients and there is some concern older

patients are often under-treated and are

Intervention to improve adherence Number 

Formulation change 9

Counselling 12

Initiated on a multi-compartment compliance aid 7

Timing of medication changed 2

Drugs stopped 6

Social care intervention arranged 3

Other 4

Table 4: Interventions made by the 
Rapid Response Pharmacist to improve adherence

Post discharge phone call to former carer
Signposting to another service

Discussion with social care
Discussion with district nurse in community
Discussion with specialist community nurse

Arranged a NMS in community
Arranged an MUR in community

Medication review discussed with GP
Discussion with community pharmacist

Post discharge phone call to Informal Carer
Post discharge phone call to patient

Discussion with healthcare professional or referral to HCP in hospital
Medicine device provided
Medicines chart provided

Formal care to provide mrdication support arranged
Informal care to provide medication support arranged

Information provision
Written interface communication with GP

0               10             20             30              40             50

FIGURE 2: Types of Intervention for each patient undertaken by RRT pharmacist
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FIGURE 3: Risk of potential harm for each patient

Grade of Incident prevented Definition
by Rapid Response Pharmacist
intervention*

No Harm No harm to the patient. Clinical intervention only (e.g. medicines reconciliation 
and medicines review).

Low harm Minimal harm to the patient whereby the patient required extra observation or 
minor treatment, including minimising fracture risk, addressing electrolyte 
imbalance, addressing deficiency, low risk changes to medication therapy.

Patient example: Adcal D3 changed to caplets to aid compliance as the patient 
was unable to take ‘chewtabs’ because they were considered too large.

Moderate harm Significant but not permanent harm which resulted in a moderate increase in 
treatment, including minimising falls risk, addressing non-adherence or adverse 
effect to a medication which may result in hospital admission or exacerbation of 
condition.

Patient example: Patient with a risk of falls prescribed aspirin with no apparent 
indication together with two anti-muscarinics for urinary urge incontinence. This 
was discussed with GP and highlighted for review as both medications had a 
potentially adverse effect on falls.

Severe Harm Permanent harm to the patient, including poor management of a high risk drug 
(such as an anticoagulant or immunosuppressant drug) that may lead to physical 
or cognitive permanent harm to the patient.

Patient example: patient on azathioprine which was scheduled for discontinuation 
3 years ago and no apparent clinician monitoring patient’s blood test: pharmacist 
advised that medication should be discontinued.

Death Death caused as a result of a patient safety incident.

*The NPSA 2011 definition of harm scale

Table 5: Definitions of each grade of incident prevented by pharmacist’s intervention 
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often not involved in decisions about

their care.9

The study found that approximately

half of all patients admitted to the RRS

had an unmanaged, modifiable, complex

pharmaceutical issue, which puts them at

risk of a preventable medicines-related

admission. The study also found that, for

30% of all patients, the pharmacist’s

intervention had the potential to prevent

moderate to severe harm being caused to

the patient. 

There is considerable risk that patients’

medications will be unintentionally altered

when moving between care settings.

Liaising with GPs, community

pharmacists and other HCPs in the

community is essential to reduce this risk. 

The results of this study showed that a

primary HCP was contacted in over half

of the patients reviewed by the RRT

pharmacist. In some cases this involved

the handover of important medications-

related information. For example,

medications that were identified as being

the cause of admission (e.g. blood

pressure medications in patients

admitted with postural hypotension)

were stopped in A&E. The RRT

pharmacist contacted the GP and

community pharmacy to ensure that the

appropriate medication was omitted from

the multi-compartment compliance aid.

Without this intervention from the RRT

pharmacist, these patients may have

continued to take these medications with

potential worsening of their condition

and/or readmission to hospital.

Limitations       

The number of patients reviewed by the

RRT pharmacist was limited to the

availability of the RRT pharmacist, taking

into account annual leave, sickness,

additional ward cover, medicines

management pharmacist cover and other

work commitments over the 3 month

data collection period. 

Patients assessed by the A&E RRT after

RRT pharmacist working hours (5pm to

10.30pm) and at weekends and bank

holidays were not accounted for in this

study. 

The RRT pharmacist was unable to

review all patients seen by the A&E RRT

as the team comprised of two or three

clinicians and only one pharmacist was

available. 

Due to the dynamic environment of

the A&E department, if the pharmacist

was reviewing a patient in the A&E

observations ward, they may have missed

a patient in A&E who had left the

department over the same time period. 

Conclusion       

This study confirms that having a

pharmacist in the RRT provides improved

safety and quality of service through

medicines reconciliation, identifying

adherence issues and reducing risks

associated with medications. In addition,

liaison with HCPs in the community

promotes the safe and effective transfer

of medication-related information.  

The RRS prides itself on

multidisciplinary team working and

having a pharmacist in the skill mix

provides medicines-related expertise and

supports evidence-based decision making. 

With an increasingly ageing

population, and older frail patients being

the fastest growing segment of the

population, the work of the RRT in

managing these patients will inevitably

increase. In turn, the complexity and

needs of the service will mean an increase

in demand for medicines review and

optimisation, which a pharmacist brings

to the RRT.
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