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Background       

The input of Clinical Pharmacists into

elective surgical wards at Wansbeck

General Hospital (WGH) consisted of

pharmacist-led medicines reconciliation,

medication supply, patient counselling

and discharge facilitation. The majority of

patients on these wards were reviewed

initially at Pre-Operative Assessment

Clinics by a Senior Clinical Pharmacist

with an Independent Prescribing

qualification; any concerns regarding

medication were then assessed and action

decided in preparation for a patient’s

admission to the ward.

The Trust’s ‘Prioritisation Tool’, which

was developed by a team of Senior Clinical

Pharmacists working at Northumbria

Healthcare, enables patients to be graded

according to diagnosis and clinical need.1

The ‘Prioritisation Tool’ is described below. 

It was postulated that elective patients

categorised as ‘low risk’ would be

suitable for management by a qualified

and appropriately trained Medicines

Management Pharmacy Technician

(MMPT). This would then allow the Clinical

Pharmacists to target their resources

towards the management of more

complex and, thus, high risk patients.

Objective       

To develop and evaluate a Band 5

pharmacy technician-led service providing

a range of clinical pharmacy related tasks

for orthopaedic elective surgical patients

categorised as ‘low risk’ by utilising the

Trust’s ‘Prioritisation Tool’.1 Complex cases

would be referred to a Clinical Pharmacist.   
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for management by a qualified and appropriately trained

Medicines Management Pharmacy Technician . . .”
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Baseline       

In September 2017, all clinical pharmacy

staff were asked to record all clinical

activities undertaken over a one week

period. This was done to provide a

baseline against which the clinical service

pharmacy management team could

subsequently assess change resulting

from quality improvement initiatives. 

In January 2018, incorporation of the

newly launched Trust ‘Prioritisation Tool’

into ‘Nerve Centre’, a ward information

management system, facilitated the

assignment of patient caseloads to staff

according to risk.

A Band 5 MMPT was allocated to

manage the routine caseload of patients

on the elective orthopaedic ward at

WGH. Any complex or high risk patients

were pre-identified and subsequently

managed by a Clinical Pharmacist as

part of the Pre-Operative Assessment

process.

All clinical activities undertaken on the

ward by the MMPT were collated over a

two day period in April 2018. The

proportion of clinical activities, amount of

time spent on the ward and the number

of referrals were collated and compared

to the baseline data.

Overview of the process       

Pre-operative assessment takes place on a

daily basis at WGH. This involves a

suitably trained Band 5 MMPT taking

patient medication histories in

anticipation of patients attending the

ward as inpatients. Obtaining a

medication history in a relaxed and stress

free environment facilitates the

identification of how the patient actually

takes their medication in practice. It also

enables any questions or advice regarding

medication to be omitted prior to surgery

to be identified and discussed as a part of

this process. Patients are also reminded to

bring their own medication from home

when attending the ward in order to

ensure continuity of care and that they

maintain control over their treatment

whilst in hospital.  

Patients are provided with information

leaflets regarding medications that are

commonly prescribed post operatively;

these detail why they are prescribed and

allow patients an overview of potential

side effects from taking these medicines.

Inpatient treatment charts are then

transcribed by the MMPT using the

medication histories ascertained within

the Pre-Operative Assessment Clinic; any

potential issues are also documented

within the patients’ admission notes. The

drug chart is then clinically screened by

an Independent Prescribing Pharmacist,

who will sign off the drug chart as

completed once satisfied that the

medication is prescribed appropriately.

All patients seen within the clinic are

recorded on an Excel spread sheet, which

is password protected and only available

to members of the Surgical Pharmacy

Team. A record is made on the

spreadsheet to indicate when they are

due to become inpatients and any actions

that need to be followed up on

admission. Patients are then categorised

according to the Trust ‘Prioritisation Tool’. 

On a twice weekly basis the Senior

Clinical Pharmacist, who must hold an
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Independent Prescriber qualification,

attends Pre-Operative Assessment Clinic

and clinically screens each inpatient

treatment chart. Any issues highlighted in

the patients’ notes are taken into account

and prescribing decisions are made based

on these.

When attending the elective

orthopaedic ward, the pre-assessment

spreadsheet is used as a tool enabling the

MMPT to assess which patients must be

seen as a priority when attending the

ward; by using this alongside the ward

handover list the MMPT can identify

which patients have not been seen in the

Pre-Operative Assessment Clinic by the

pharmacy team and these then become

a priority. 

The ‘Prioritisation Tool’ also allows the

MMPT to identify patients who may

require pharmacist intervention as a part

of their stay within hospital; as these

patients have already been clinically

screened at a Pre-operative Assessment

Clinic they can potentially require no

pharmacist input whilst in hospital. In the

event of a patient being discharged with

additional medication (e.g. controlled

analgesia) then the pharmacist would be

contacted to clinically screen the

discharge prescription prior to dispensing

as per departmental protocol.

Inpatient treatment charts are

reconciled and medication, having

already been clinically screened

(validated) by a pharmacist on Pre-

Operative Assessment and signed, is

ordered much more methodically as it can

be ordered according to the Trust

transcribing policy. The new model of

ordering also allows the MMPT to order

commonly used medications without a

pharmacist in situ.

The Responsible Pharmacist in the

dispensary checks Ascribe, an electronic

pharmacy ordering system, for Technician

Verified (TV) priority orders and processes

them according to a flowchart within the

validation area – a phone call to the

dispensary ensures that these are

processed in a timely fashion.

Elective orthopaedic ward        

The elective orthopaedic ward consists

of 24 beds and has a turnover of

approximately 1.5 days. 

Northumbria Prioritisation

Tool for Pharmacy Input –

Version 1.0 (July 2017)2

The high turnover of patients means that,

despite best efforts, clinical pharmacists

cannot review all patients every day.

Attempting to review every patient every

day may, in itself, be wasteful as not

all patients will have changes made to

their prescription on a daily basis. In order

to allocate clinical pharmacy resource

where it is most needed, patients’

pharmaceutical care needs must be

assessed and prioritised accordingly. 

A patient’s need for pharmacy input

can be prioritised by using a number of

methods. This includes treatment with

‘high-risk’ medication i.e. that which is

either most commonly associated with

prescribing errors and/or the risk to the

patient from the prescribing errors is

highest. Alternatively, a patient’s clinical

condition itself may place the patient at

high risk since it may be associated with

complex treatment regimens or provision

of specialist medicines-related advice. If

time allows, after seeing these high

priority patients, then lower priority

patients can be seen. In combination

with robust methods of referral to the

pharmacy team, this may eventually allow

pharmaceutical support to be delivered

based on patient need rather than be

defined by clinical area.

The Northumbria prioritisation tool

prioritises patients initially by ‘by drug’

(medicines reconciliation issues) and then

‘by patient’ (clinical issues). Patients are

assigned a ‘RAG’ (red, amber, green)

rating depending on the issues identified. 

Medicines reconciliation (level of
patient risk from drug)

A number of drugs are considered as high

risk to patient safety. This may include:

• high risk drugs as identified by the

National Patient Safety Agency (NPSA)

• ‘critical medicines’ where omission or

delay could compromise patient care

• narrow therapeutic drugs

• IV drugs with complex administration

advice.

Patients who meet these criteria are

immediately rated as ‘RED (PH1)’ and are

a high priority for both initial medicines

reconciliation and continuing clinical

review (e.g. daily). Input from a specialist

or senior clinical pharmacist would be

expected to be needed. Once the patient

has been reviewed, the pharmacist may

feel any risks from the medicines have

been mitigated and the RAG rating may

be adjusted down accordingly.  

Clinical issues (complexity or reason
for admission)

A number of clinical conditions will

require modifications to standard

treatment, and therefore may require

expert pharmaceutical advice. Certain

acute conditions will require

administration of high-risk or specialist

“The ‘Prioritisation Tool’ also allows the MMPT to identify

patients who may require pharmacist intervention
as a part of their stay within hospital . . .”

http://www.pharman.co.uk
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LEVEL 1 (PH1) : Top priority for same day MR / daily pharmacist review until clinical condition improves.  Likely to
require input / review of SpCP or SCP.

PRIORITISATION TOOL FOR PHARMACY INPUT (Version 1.0 – July 2017)
**This table is NOT exhaustive and is no substitute for the clinical judgement of the professional using this tool**

Abbreviations : SCP = Senior clinical pharmacist (8a); SpCP = Specialist clinical pharmacist (B7) ; CP = clinical pharmacist(B6);

PT (B5) = pharmacy technician ; WMA = ward medicines assistant

MEDICINES RECONCILIATION CLINICAL ISSUES

• Parkinsons medication
• Antiepileptics
• Clozapine
• IV immunoglobulin
• Restricted IV Antibiotics
• Chemotherapy
• Toxicity due to narrow

therapeutic index drugs
e.g. digoxin, theophylline

• PBr excluded medicines

• Immunosuppressants
• Biologics 
• DMARDS / Methotrexate
• High strength potassium

infusions ( > 40mmol)
• Insulin
• Patients on high dose

opioids (>100mg
morphine or equivalent)

• Lithium

• Palliative care/EOL (if no
regular input from
specialist team)

• Sepsis
• Addisonian crises
• Meningitis
• Diabetic emergencies e.g.

DKA, HSS

• Absorption problems, e.g.
short bowel high output
–ostomy

• AKI / poor renal function
(CrCl <30)

• ITU transfers

LEVEL 2 (PH 2) : Second priority for same day MR. Suitable for alternate day pharmacist review once MR completed.
May be reviewed by CP +/- support from SpCP / SCP.

• Treatment dose heparin
• Oral anticoagulants e.g.

warfarin, dabigatran,
rivaroxaban

• High dose IV steroids (no
plan for reduction and/or
discontinuation)

• Multiple IV drugs
• Narrow therapeutic index

drugs e.g. digoxin,
theophylline

• HIV drugs /antiretrovirals
• TB drugs

• Polypharmacy, i.e.  10 or
more medications

• Patients with complex
PMH but no documented
medications

• Multiple medication
changes (>4)

• Unresolved MR
discrepancies

• Substance misuse
patients, e.g. methadone,
buprenorphine

• Non-formulary /
unlicensed medication

• Clinical Trials

• Deteriorating hepatic
function, e.g. LFTs > 3x
upper limit

• Pregnant patient on
general ward

• New Acute coronary
syndrome (ACS) with no
previous PMH

• Hyper / hypothyroid crises
• Endocarditis
• Complex overdose cases

(e.g. ITU admissions, likely
LOS> 24hrs)

• Drug related admission
• Formulation changes

needed, e.g. NBM/Enteral
tube administration,
swallowing difficulties

• Fractured Neck of Femur
(#NOF)

• Post-operative
complications
o Uncontrolled PONV 
o Uncontrolled pain
o Constipation > 48

hours
o Post-op delirium
o Post-op AF

LEVEL 3 (PH 3) : Low priority for same day MR. Minimal changes likely. Suitable for once weekly pharmacist review.
May be reviewed by CP / PT (B5) without any specialist or senior input.

• High dose oral steroids
with no documented plan
for reduction and/or
discontinuation

• Oral and/ or unrestricted
IV antibiotics with no
review / stop date

• Depot injections

• Polypharmacy i.e.
between 4 and 9
medications

• Compliance/adherence
issues

• Multi-compliance aids

• Extremes of weight
(frail/obese): <40kg,
>120kg

• Patients with
communication/language
problems 

• Patients placed on EOL
pathway (with regular

specialist input)
• Clostridium difficile

infection
• Influenza infection

LEVEL 4 (PH 4) : MR unlikely to be needed. No benefit likely from input. Refer by WMAs only if status changes.

• Patients due to be discharged
immediately where no changes have
been made to admission medication

• NIL regular medications documented
and no significant PMH

• Terminations of pregnancy (TOPs)
• Uncomplicated intentional overdose

patients

• Elective day cases / overnights (no
changes to regular medication
expected)

• Patients admitted for social reasons

Figure 1: Prioritisation Tool



medicines. Other acute conditions may

be exacerbated or caused by medication.

The complexity or severity of the

condition can additionally be used to

decide on a patients RAG rating and

decide on frequency of review.  

Once all the ‘RED (PH1)’ patients have

been reviewed in both categories, the

team can move on to medium priority

patients rated as ‘AMBER (PH2)’ and

then low priority ‘GREEN (PH3)’ patients.

Patients rated as ‘WHITE (PH4)’ would

not normally be expected to be seen by

the pharmacy team. The RAG rating can

also be used to allocate the member of

the pharmacy team to the most

appropriate patient or task depending on

level of experience and competency to

manage the identified issues e.g. senior

pharmacists may manage ‘RED (PH1)’

patients, whilst ‘AMBER (PH2)’ or

‘GREEN (PH3)’ are allocated to a junior

pharmacist new to the clinical area.

Alternatively, pharmacy technicians can

work through in turn ‘RED (PH1)’ ,

‘AMBER (PH2)’ and ‘GREEN (PH3)’

medicines reconciliation priority patients

allowing the pharmacist(s) to concentrate

on patients with ‘RED (PH1)’ clinical

review issues.

RAG ratings may also be applied to

discharges, with those with complex

pharmaceutical issues rated as ‘RED

(PH1)’ and prioritised to the pharmacy

team and ‘WHITE (PH4)’ or ‘GREEN (PH3)’

patients allocated to the doctors.

Identifying PRIORITY patients for
pharmaceutical input

1. Referral from ward staff (using

handovers, communication sheets,

whiteboards/Nerve Centre). 

2. Following medicines reconciliation by

admitting doctor or nurse.

3. Following medicines reconciliation by

pharmacy technicians.

4. Following drug history/ordering review

by junior pharmacy technicians.

5. Following medicines round/ward

handover by ward medicines assistant

(WMA).

Results        

Over the two day review period, the

MMPT spent six hours supporting the

elective orthopaedic ward. A total of 38

patients were reviewed.      

The MMPT also provided additional

support to the Pre-Operative Assessment

Clinic by seeing patients when referred

via the ‘bleep’ or on call system. A total of

12 patients were seen in this way and

medication histories were ascertained in

anticipation of them attending the ward;

again, these assessments were clinically

screened by the Senior Clinical

Pharmacist on their allocated days to

support Pre-Operative Assessment.

The Clinical Pharmacist was referred

to on one occasion for advice regarding

reducing an amitriptyline dose but was

not required to visit the ward.

Activities undertaken by the MMPT

included: 

• transcription of medicine charts from

medication histories

• discharge facilitation in the form of

smoother communication with

discharge prescriptions for Controlled

Drugs for discharge. The MMPT took

these to the pharmacy department

and had them clinically checked,

dispensed with a final accuracy check

being made in a timely fashion,

ensuring that patients could be

discharged as soon as practical

• provision of medicines information

including referral to clinical

pharmacists for prescribing advice

• counselling patients on newly-

prescribed medications in anticipation

of discharge, making them aware of

side effects, dosage changes and

medications reviews

• medication supply using a smart

ordering method and only providing

newly-prescribed or dosage-changed

medicines to patients

• highlighting the importance of

patients bringing their own

medications in from home, arranging

for these to be brought in and

arranging new dosette (compliance

aid) for patients established on these

devices in the event of medication

being commenced or ceased within

the hospital setting

• carrying out medicines reconciliation

activities on a ward-based level and

highlighting any discrepancies to the

nurse practitioners to rectify or assess

• Pre-Operative Assessment - by

carrying a bleep the MMPT was able

to attend the clinic and take

medication histories prior to patients

attending their surgery and transcribe

the inpatient treatment charts in

preparation of them going to the

ward. This ensured that all regular

medications were prescribed, which

reduced the risk of potential missed

doses; again, each transcribed

treatment chart is clinically screened

by an Independent Prescribing

Pharmacist on their allocated Pre-

Operative Assessment days.
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“Over the two day review period, the MMPT spent six hours
supporting the elective orthopaedic ward. 

A total of 38 patients were reviewed.”
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Limitations and further

work        

The main challenge in developing the

technician-led service was to maintain

technician input five days per week

during staffing pressures. With the future

development of case-loading across all

areas, the role could be embedded into

normal practice. The linking of the role

into the Pre-Operative Assessment Clinic

also improved the continuity with

patients and requires further exploration.      

The work itself has identified a

number of training needs for MMPTs

working within a specialist area and,

following from this, a competency

package is under development to

improve the confidence of the MMPTs in

monitoring surgical patients and in the

provision of simple medication reviews.

Whilst the service has been seen as

cost-effective in the freeing up of

pharmacist time to deal with more

complex patients, the current model of

staffing does need to be expanded to

develop this role to further wards and

departments within the Trust. 

Further research is required to develop

the evidence to support a business case

for expansion of the role. 

Conclusion        

The proposed service improvement

demonstrated the potential of a MMPT

to manage specific cohorts of patients,

thereby releasing pharmacist time. The

new model allowed the MMPT to

spend more time supporting patient

counselling. This would also be expected

to have a positive impact on both patient

experience and job satisfaction for the

MMPT.

Having a MMPT presence on the ward

has meant that the relationship between

ward staff and the pharmacy department

has improved greatly, being seen as more

of a member of the ward team rather

than pharmacy staff. This has also

improved productivity when it comes

to organising Controlled Drug stock

checks and Medicines Management

Risk Assessments, thus ensuring that

departmental deadlines are maintained. 
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