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Right patient, right time, right 
pharmacist: the time for clinical 
prioritisation tools?
Penny Lewis

Hospital pharmacists play an essential and 
ever expanding role in patient care by 
ensuring that medicines are used safely 
and effectively. However, as pharmacists’ 
roles have expanded, so, too, have patient 
numbers. Without a corresponding match 
in the number of hospital pharmacists, 
decisions have to be made about which 
patients should be provided clinical phar-
macy services. Clinical pharmacy has 
evolved considerably over the past two 
decades, yet the approach to deploying 
clinical pharmacy services has generally 
remained unchanged. The traditional, and 
perhaps futile, approach of pharmacists 
working on a bed-by-bed basis to provide 
their services is being questioned. Does 
this conventional approach mean that 
patients who are at risk of adverse drug 
events can be overlooked by pharmacists 
by simply sitting in the final bed of a 
hospital ward? Are pharmacists reviewing 
patients on a daily basis who are unlikely 
to experience any harm from medicines? 
The answer to both of these questions is 
probably yes, with the former scenario 
likely to be of greater concern to pharma-
cists whose primary endeavour is the 
safety of patients. However, one cannot 
overlook the inefficiencies and costs 
generated by the second scenario.

Hospital pharmacists will know that 
the pharmaceutical complexity of patients 
is diverse and changeable. Those patients 
with complex or acute needs might benefit 
from daily review by a pharmacist with 
the appropriate skills and experience. 
There are also patients whose needs are 
minimal and the impact of a pharmacist 
intervention is small, and in this situation, 

we could be making better use of the 
wider pharmacy team and the skills and 
knowledge of the technician workforce. 
Ultimately, the ability to screen and priori-
tise patients who need the most pharmacy 
input, and also those who do not, would 
clearly be of much benefit to patients and 
pharmacy teams.

One such prioritisation tool has been 
developed by Middlemore hospital in 
New Zealand.1 The Assessment of Risk 
Tool (ART) tool is a virtual real-time 
electronic tool that can stratify patients 
into those at high, medium or low risk 
for medication errors and adverse drug 
events. This system uses a number of risk 
flags, each with an associated weighted 
score, and then calculates a total score 
which corresponds to a particular risk 
group. This information is then used to 
prioritise pharmacist resources. There 
have been similar tools developed in the 
UK2 3 and which have been described in 
previous editions of the EJHP.3 Most tools 
are, however, developed locally using 
professional opinion, and robust valida-
tion of the effectiveness of tools is rare. 
Falconer and colleagues, in their paper 
included in this edition of EJHP, have 
taken this important next step and tested 
their tool to see if it does identify patients 
at risk of medication discrepancies during 
the admissions process and therefore 
those patients who would benefit from 
timely review by a pharmacist. The results 
are encouraging and highlight the contri-
bution that particular risk factors such as 
polypharmacy and readmission have in 
relation to the risk of mediation-related 
problems.

Current economic pressures and a rise 
in demand for services mean that hospitals 
have to do more for less. With a need to 
seek out ways to improve efficiency while 

maintaining patient safety, locally devel-
oped prioritisation tools are seemingly 
on the rise. Furthermore, in the UK, this 
trend is likely to increase with National 
Health Service England actively recom-
mending that hospitals provide targeted 
clinical services.4 However, what is clear 
is that there is disparity in approaches as 
well as in the extent that evidence is used 
to develop and test prioritisation tools.

Nursing is currently leading the way 
in this area having invested, developed 
and widely implemented prioritisation 
or acuity tools that classify the severity 
of a patient’s condition and intensity of 
care that patient’s will require. Such tools 
allow safe nursing levels to be calculated 
and ultimately aim to ensure that patients 
are seen by the right staff with the right 
skills in the right place. It is now time to 
bring pharmacy in line with nursing, but 
to do so, further research, such as that 
undertaken by Falconer et al, is required 
so that pharmacy can pursue the ambition 
of ensuring the right patient is being seen 
at the right time by the right pharmacist.
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