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Workshop Structure




Definitions

Preventable ADEs are medication errors, defined as “any preventable event that may cause or lead to
inappropriate medication use or patient harm while the medication is in the control of the health care
professional, patient, or consumer.

Such events may be related to professional practice, healthcare products, procedures, and systems,
including prescribing, order communication, product labelling, packaging and nomenclature, compounding,
dispensing, distribution, administration, education, monitoring, and use.”

1WHO March 2024 Medlcatlon W|thout harm, Policy brief. Available from

catlon%20W|thout%20Harm



https://www.who.int/publications/i/item/9789240062764#:~:text=This%20document%20is%20a%20resource%20for%20policy-makers%2C%20health,WHO%20Global%20Patient%20Safety%20Challenge%3A%20Medication%20Without%20Harm
https://www.who.int/publications/i/item/9789240062764#:~:text=This%20document%20is%20a%20resource%20for%20policy-makers%2C%20health,WHO%20Global%20Patient%20Safety%20Challenge%3A%20Medication%20Without%20Harm

Statistics (Global)

Patient harm due to unsafe medical care ? Onein 20 patients globally
is a leading cause of death and disability experience preventable
worldwide, and most patient harm is medication related harm in
avoidable (7). medical care (3)

Almost 50% of preventable |

patient harm is related to )l

medicines and therapeutic A quarter of preventable harm is
+ interventions (2). considered severe or life-threatening (3).




Statistics (England)

2RA, Elliott., et al., 2020. BMJ Qual Saf 2021;30:96—-105. doi:10.1136/bmjqs-2019-010206
3NHSE Patient Safety Incident Data Quarterly Publication Quarter 3 (October to December 2024). Available
from:https://www.england.nhs.uk/statistics/statistical-work-areas/patient-safety-incident-data/2024-25/q3/




Statistics (England)

’RA, Elliott., et al., 2020. BMJ Qual Saf 2021;30:96-105. doi:10.1136/bmjgs-2019-010206




Statistics (England)

2RA, Elliott., et al., 2020. BMJ Qual Saf 2021;30:96-105. doi:10.1136/bmjgs-2019-010206
“Avery et al, 2020. Incidence, nature and causes of avoidable significant harm in primary care in England: retrospective case note review [Online]. Available from:
https://qualitysafety.omj.com/content/30/12/961
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WHO Medication Without Harm — Key Messages

Capability a1
point of care

Incident
reporting
& learning

Patient%20Safety%20Challenge%3A%20Medication%20Without%20Harm.

* The WHO’s Third Global Patient Safety
Challenge: Medication Without Harm
aims to reduce the global level of
severe, avoidable harm related to
medications by 50% over a period of 5
years.

 WHO identified three early priorities for

action: high risk situations,
polypharmacy and transitions of care.



https://www.who.int/publications/i/item/9789240062764#:~:text=This%20document%20is%20a%20resource%20for%20policy-makers%2C%20health,WHO%20Global%20Patient%20Safety%20Challenge%3A%20Medication%20Without%20Harm
https://www.who.int/publications/i/item/9789240062764#:~:text=This%20document%20is%20a%20resource%20for%20policy-makers%2C%20health,WHO%20Global%20Patient%20Safety%20Challenge%3A%20Medication%20Without%20Harm

WHO Medication Without Harm — 4 domains of the Challenge

» Systems and practices of medication
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'WHO, March 2024. Medication without harm, Policy brief. Available from:

https://www.who.int/publications/i/item/9789240062764#:~:text=This%20document%20is%20a%20resource%20for%20policy-makers%2C%20health, WHO%20Global
%20Patient%20Safety%20Challenge%3A%20Medication%20Without%20Harm.




Domain 1 - Systems and practices of medication
(Leadership & Governance)




Domain 1 - Systems and practices of medication

Continuously improving patient safety

Q. T . [l

Improve our understanding People have the skills and Improvement programmes
of safety by drawing insight opportunities to improve enable effective and
from multiple sources of patient safety, throughout sustainable change in the most
patient safety information. the whole system. important areas.
Insight Involvement Improvement
Measurement, incident Patient safety partners, Deterioration, spread, maternity,
response, medical examiners, curriculum and training, medication,
alerts, litigation specialists, Safety Il. mental health, older people,

learning disability, antimicrobial
resistance, research.

A patient safety culture >

A patient safety system

>The NHS Patient Safety Strategy Safer culture, safer systems, safer patients, July 2019. Available: https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/




NHS England National Medicines Safety Improvement
Programme

Optimising
delivery of Polypharmacy
pre-term infant

Antimicrobial
safety

Pharmacy

Transfers of care Quality Scheme

Reducing
traumatising Pharmaco-geno Incident review Digital Safety

Electronic
prescribing &

rapid mics and response Strategy administration

tranquilisation

Enhanced
Health in Care
Homes

Shared decision Patient safety Medicines

AEERIES v making alerts supply chain

With permission from NHSE Patient Safety Team: Tony Jamieson FRPharmS. Patient Safety Specialist and Clinical Lead For Improvement Medicines Safety 12
Improvement Programme. NHS England. October 2024



NHS England Medicines Safety Priorities 2024-2027

Empower the Medication Safety Officer workforce

Medication safety leadership approach

Reduce severe avoidable

medication-related harm by 1/3 by Increase reliable administration of time critical medicines
2027

Reduce harm from opioids used in chronic pain

Reduce harm from psychotropics in learning disability
Whole system approach

Reduce harm from falls-risk inducing drugs in frailty

Reduce harm from valproate taken in pregnancy

Reduce acute kidney injury inducing polypharmacy

Targeted approach (primary care)

Perfect dosing of direct oral anticoagulants

With permission from NHSE Patient Safety Team: Tony Jamieson FRPharmS. Patient Safety Specialist and Clinical Lead For Improvement Medicines Safety Improvement

Programme. NHS England. October 2024 =



Domain 2 - Healthcare professionals (Education & training;
Incident reporting & learning)




Domain 2 - Healthcare professionals

REFLECT

EVAULATE BE OPEN AND HONEST

PEOPLE AND
SYSTEMS FOCUSED
TO ACHIEVE
PATIENT SAFETY

SHARE LEARNING AND WELLBEING REVIEW

RECORD AND REPORT




Domain 2 - Healthcare professionals

ROYAL
PHARMACEUTICAL
SOCIETY

RCGP RPS




Domain 2 - Healthcare professionals

CONSULTANT

CORE
ADVANCED

POST-REGISTRATION FOUNDATION




Domain 3 - Patients and the Public

e

Patient Safety Principles

Patient Safety 9

Commissioner
Listening to Patients

= Create a culture of safety

= Put patients at the heart of everything
* Treat people equitably

= ldentify and act on inequalities

= |ldentify and mitigate risks

= Be transparent and accountable

» Use information and data to drive 3
A Patient Safety
improved care and outcomes

Principles

®patient Safety Commissioner England, 2024. Patient Safety Principles [Online]. Available from: https://www.patientsafetycommissioner.org.uk/




Domain 4 — Medicines

'WHO, March 2024. Medication without harm, Policy brief. Available from:
https://www.who.int/publications/i/item/9789240062764#:~:text=This%20document%20is%20a%20resource%20for%20policy-makers%2C%20health WH0%20Global%
20Patient%20Safety%20Challenge%3A%20Medication%20Without%20Harm.




Quality Improvement (QI)

7Patlent Safety Learning Hub, March 2024 Improvmg safety in healthcare—ls quality |mprovement the answer? A blog by Clalre Cox [Online]. Available from

SNHS East London NHS Foundation Trust Quality Improvement. Available from: https://qi.elft.nhs.uk/



https://www.pslhub.org/learn/improving-patient-safety/improving-systems-of-care/quality-improvement/improving-safety-in-healthcare%E2%80%94is-quality-improvement-the-answer-a-blog-by-claire-cox-r12833/

Quality Improvement (QI)

7Patlent Safety Learning Hub, March 2024 Improvmg safety in healthcare—ls quality |mprovement the answer? A blog by Clalre Cox [Online]. Available from

8Institute for Healthcare Improvement, https://www.ihi.org/



https://www.pslhub.org/learn/improving-patient-safety/improving-systems-of-care/quality-improvement/improving-safety-in-healthcare%E2%80%94is-quality-improvement-the-answer-a-blog-by-claire-cox-r12833/
https://www.pslhub.org/learn/improving-patient-safety/improving-systems-of-care/quality-improvement/improving-safety-in-healthcare%E2%80%94is-quality-improvement-the-answer-a-blog-by-claire-cox-r12833/
https://www.ihi.org/

Quality Improvement (QI) — what is the problem?

Identification Developing a

Understanding
the problem strategy and

of quality
issue change ideas

ELFT Sequence of Improvement




Quality Improvement (QI) — Understanding the problem

Understanding

the problem Testing

Purpose:
- Develop a shared understanding of what is currently
happening
- See the system from multiple perspectives
- |dentify key levers for change

Tools & Methods:

Interviews
Surveys

Process mapping
Pareto charts

+ Fishbone diagram

5 Whys

- Baseline data - run

charts/control charts




Quality Improvement (QI) — Understanding the problem QI tool

Cause and Effect Diagram

(Please use this as a template)

People Environment Methods
\ \. \ The Effect
> or
Outcome
Materials Equipment

v

The Causes




Key Take Home Messages




Useful resources and links




Thankyou!




SECTION — Qand A




