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A few points for our WebEx today:

Please dial in on your phone:
0800 389 7473 and then use the pass code: 884 319 15# 

If you are not presenting your phone is automatically on mute

Phone lines will open at the end of the WebEx for Q and A with the 
presenters



To get involved in the conversation, 
please click on the Chat icon.

Select All Participants from the drop 
down menu, type your message then 
click send. Introduce yourself.

This WebEx is being recorded as a 
resource and will be available on the 
SPSP website

All Participants 



Arvind Veiraiah

National Clinical Lead

Janet Heritage

Project Officer

David Maxwell

Improvement Advisor

Meet the team

Kirsty Allan

Administrative Officer



Transitions

Omissions

High risk meds

WebEx Series for 2017 / 18



POLL Question:

Which of the following professions best describes you?

1. Medical

2. Nursing

3. Pharmacy

4. Other (please type in chat box)



Karon Cormack
Head of Clinical Risk

Greater Glasgow & Clyde



Why me?

 Interested in reducing risk to patients

 Knowledge of error types

 Knowledge of human factors (ergonomics) & psychology

 Knowledge of improvement methodology

 Nursing background

 Desire to help without adding to burden of work



Why this topic?

 Number of events

 Seriousness of some of the events

 Disciplinary processes

 Perceptions of why things go wrong



Poll question 1: Of these medication administration error 
categories, which would you be most surprised to find in your 
top 5 types of error?

1. Medication Omitted   

2. Additional Dose

3. Wrong Drug/Formulation

4. Wrong Dose

5. Wrong Patient



GG&C top Medication Administration Errors (2015)

Medication Omitted 172 

Additional Dose 112 

Wrong Drug/Formulation 93 

Wrong Dose 89 

Wrong Patient 40 



Poll question 2: Of these medication administration error 
categories, which would you think would cause the greatest 
harm?

1. Medication Omitted   

2. Additional Dose

3. Wrong Drug/Formulation

4. Wrong Dose

5. Wrong Patient



GG&C top Medication Administration Errors (2015)

Medication Omitted 172 

Additional Dose 112 *

Wrong Drug/Formulation 93 

Wrong Dose 89 *

Wrong Patient 40 *  

* Greatest patient impact

Chance to Check

Omissions improvement work

Documentation



Poll question 3: What do you think are the causes of 
medication errors?

1. Lack of time   

2. Lack of experience

3. Lack of knowledge of policy

4. Lack of concentration



Medication 
errors are 
common

I don’t always 
check the name 

band

I don’t always 
know the drug 

I am giving

I don’t always think 
about the patient 
in relation to the 

drug

No 
interruptions 
doesn’t work

There is not enough 
time to do the 

medication round

Medication 
administration 
feels very task 

driven I worry that I 
will do 

something 
wrong



It is not required 
when I know the 
patient’s name

It is embarrassing to 
ask as the patient 

thinks I have forgotten 
who he is

If the patient is sleeping I might not 

want to disturb them if I can give it 
in an infusion bag or IV

You don’t have 
time to check all 
the name bands

It is not as 
necessary as it 
is for a blood 
transfusion



 Identifying 4 key statements that must be self asked on each 
administration



 I know 

what this 
drug is

I think this when 

I am dispensing 

the drug into the 
medicine cup.

Chance to Check 1.



 This drug 

and dose 

is suitable 

for this 
patient

I think this when I 

have dispensed the 

medication and I 

am thinking of the 

patient I plan to 

give it to (including 
allergies).



 The 

patient 

verbally 

confirms 

their name 
if possible

On approach to 

the patient I ask 

for confirmation 

of name.

“Hi Mr Brown, I have your 

medicines, tell me your 
full name please”



 The 

patient's 

name band 

matches 
the kardex

I check the 

patient’s name 

band with the 

name and DOB 

or CHI number 
on the kardex.



 Identifying 4 key statements that must be self asked on each 
administration

 Prompt cards can be used initially but should become 
automatic.

 Every patient, every time = deliberate design.

 Standardised approach

 Allows staff to take the time to get the task right

 Acts like a pause in the process



Poll question 4: Do you think Chance to Check could reduce 
error where you work?

1. Yes

2. Maybe

3. No

4. Don’t know



Help yourself to ensure excellence!



 No interruptions

 2 nurse check

 Post round sweep
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Patient Self-Verification of 
Medicines Reconciliation 
Prepared by: Andrew Carruthers



Presenter

Andrew Carruthers. Rotational/Safer Use of Medicines Pharmacist

Royal Alexandra Hospital, Paisley

NHS Greater Glasgow and Clyde



Polling Question

Are patients asked to verify the medicines reconciliation process on 
admission to your hospital?

1. Yes

2. No

3. Not sure

4. Don’t work in acute care



Medication Reconciliation in Medical Assessment Unit (MAU) : Story so far

• The on-going challenge of completing medicines reconciliation

• Why do we not involve patients more consistently?

• Observed poor patient involvement 

• Patients were an underused resource when confirming drug history

• only 43% of patients used as source in MAU

• Initially a project within the RAH to enable patients to self-verify their own medications. Kardex vs. 
Emergency Care Summary (ECS) trialled with multiple PDSA cycles to develop a robust process

• Goal: Develop a process that facilitates patients to self-verify their own medications in a way that 
integrates with other admission processes and adds value



Medication Reconciliation in Medical Assessment Unit (MAU) : Story so far

• Work from the Acute Medical Unit (AMU) at the RAH found that a reformatted Emergency Care 
Summary (ECS) (developed from multiple PDSA cycles and patient feedback) allowed patients to self-
verify their own medications.

• This process was trialled by the pharmacy team with strict inclusion criteria in 13 patients; with 11 
being able to fully verify their medicines (two did not have reading glasses when admitted).

• Patients were able to verify up to 9 medicines and the eldest patient taking part was 62 years old (strict 
inclusion criteria)

• Baseline data from the Medical Assessment Unit (MAU) (n=23) suggested that 65% of patients admitted 
to MAU could be involved in the verification of their own medicines reconciliation. 













Innovation

• All patients admitted via GP, with exception of care/nursing home residents, to an 
acute ward being given time to confirm their own medication

• Integrating clerical staff in the initiation of Medicines Reconciliation process

• Team-working: ANPs, Nursing Staff, Medical Staff, Pharmacists, Clerical Staff,  
acutely unwell patients 



Patient involvement/ Patient stories

• Patients involved in all stages of developing the process and helping develop the re-formatted ECS via 
patient feedback (PDSA Cycles)

– ECS “print is too small”

– “no space to write comments”

– “Why does the formulation state N/A?”

• “Felt it was very worthwhile – I was able to highlight medications that had been stopped a few months 
ago”

• “I was able to give information about medicines that I receive from the hospital that my GP does not 
have on their list”



Successes

• Increase in number of patients used as source in Medicines Reconciliation from 43% to 68%

• Medicines reconciliation completion increase from 57% to 75%

• The value added by patients to the process and increase in Patient Centred Care

Challenges
• The re-formatted ECS that was developed could not be used as clerical staff not allowed to 

edit information (too time consuming anyway?). In future would like to help develop a 
“Patient View” ECS based on that work



Key Points for Sharing:

• Don’t underestimate patient knowledge of medicines – even in the 
acute setting

• Re-formatting ECS not simple - ?National project

• Additional information provided by patient key in optimising patient 
care



Areas we would like to learn from others:

• Has anyone else got experience of patients/carers self-verifying medicines 
reconciliation?

• Any inexpensive and simple ways to re-format ECS?

• If anyone has ideas how this could be rolled out to other areas – focus on 
A&E?



Polling Question

How easy do think it would be to implement the model presented today in 
your clinical area?

1. Easy – will start tomorrow

2. Keen to try – perhaps some small scale testing

3. Not sure yet –will need to discuss with others

4. Already doing it

5. Don’t work in acute care



Questions for Andrew?



Thank you Karon and Andrew



WebEx Schedule for 2017/2018

Date Time Presenters Topic

Thursday
21st

September

3pm – 4pm Multiple boards High risk medicines

Thursday 
19th October

3pm – 4pm Multiple boards Omitted medicines

Thursday 
16th

November

3pm – 4pm SPSP Mental Health 
team

Clozapine handy guide for users



See you on 21st September at 3pm…….

hcis-medicines.spsp@nhs.net

www.scottishpatientsafetyprogramme.co.uk/programmes/medicines 

@SPSP Medicines


