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Housekeeping







Get involved

• #SPSPMeds #SPSP10      (follow us 
@SPSPMedicines)

WiFi: Username - COSLA Password – 5804269531

• Yellow lanyards – here to help



It’s all about context….



Stakeholder Exchange:

•Reviewing the Prescription: What else can we do to reduce harm 
from medicines in Scotland?

• Aims:

• • share the achievements of the first 2 years of SPSP 
Medicines,

• • discuss national and international strategies for achieving 
medicines safety, and

• • inform future priorities.



Getting to know you…
Jill Gillies
Primary Care Portfolio Lead







•Stand up, move 
around and 
speak to people

•Complete your 
bingo card

•Shout BINGO! 
when you have 
completed your 
card



Medicines in a Complex System
Rhona Moyes
Clinical Nurse Specialist
Marie Curie





Medicines in a complex system –
Palliative care at home 
8th February 2018

Rhona Moyes

Community Clinical Nurse Specialist



An overview of the patient’s journey focussing on 
specific areas that can be challenging in relation to safe 
and effective medicine management in the home.

Considering 
• The Patient
• Their family/carers
• Professional carers – multi-agency support 

(Health and social care, Primary, Secondary and Tertiary 
care)



Home from hospital – where to begin?
Discharge medicines

• they look different and may be different from their “old” medicines (which are still in the 
house!)

Variable quality in information
• both written and verbal

Anticipatory medicines
• what do we do with these?

The process of making sense of all of this depends on:
• Knowledge and understanding
• Capability
• Complexity
• Rate of change – as their condition declines
• Available supports – family, friends, neighbours, professionals

and getting on with life…



Challenges for the patient:

• On-going prescription of new regime : 
variable process 
reliant on “someone” to complete the process
timing of discharge letter

• Tablet burden

• Reduced ability to swallow tablets requiring change of 
preparations

• Difficult decisions around continuation of medicines and 
managing risks (e.g. warfarin)

• Real life
And there are still cupboards full 
of medicines!



The carer’s perspective:
“I really want to get it right but I don’t know what I’m doing!”

• Fear of error
overdosing and under-dosing

• Fear of suffering 
overdosing and under-dosing

• Responsibility in decision making
e.g. priority pill, choice of breakthrough

• Organisational skills in medicines management

• Emotional burden

• Real life

And there are still cupboards full 
of medicines!



Who is involved?
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Multi-agency working

• Communication

• Co-ordination

• Education

• Boundaries of practice

• Anticipatory care planning

• Patient choice

• Out of hours

Challenges to consider:



Over to you……

How do we ensure robust medicines reconciliation?

Who does the rationalising of medicines?

Who is the co-ordinator and how do we all know?

Family responsibilities – who supports them?

Are there things we think will help that actually make it worse? 
e.g. compliance aids

What would work better?



SPSP Medicines: The first two years
Arvind Veiraiah
National Clinical Lead

David Maxwell
Improvement Advisor



Question 1: Silent task for 2 minutes

Think about how you or your family members have used 

medicines.

What factors supported you or your family members to use 

medicines both confidently and safely?



Question 2: Silent task for 2 minutes

In your day to day professional role how do you contribute to 

others being able to use medicines both confidently and safely?

Write down as many things as you do, each in a separate 

post-it note. Include the things that you do all by yourself, 

as well things you help others in the team with.



A few examples for those who need them

Choosing the 
right medicines 

Asking about 
previous 

medicines 

Checking 
blood results 

Creating the 
right forms



Question 2: Silent task for 2 minutes

In your day to day professional role how do you contribute to 

others being able to use medicines both confidently and safely?

Write down as many things as you do, each in a separate 

post-it note. Include the things that you do all by yourself, 

as well things you help others in the team with.



Joining up the work: Group task for 5 minutes

Now using a sheet from the flip chart provided, arrange all your 
notes according to 3 – 10 themes of your choice.

Move clockwise around your table, with each person
contributing one note at a time until their notes are
exhausted, when they can just pass their turn. 



% INR > 6

2008
MR on 
admission

MR on 
discharge

2010

Safety Improvement in 
Primary Care:

DMARDS
Warfarin

Methotrexate

2012

As required 
medicines

Clozapine

Oxytocin

Gentamicin

Vancomycin

2013Meds rec in GP 
surgeries

CMO letter

Meds rec in 
paediatrics



2015
Safer use of 
medicines 
infographic

Meds rec in 
community 
pharmacy

Warfarin NSAIDs









More Compelling……

• Culture of safe prescribing - the bigger picture

• Role of supervision

• Other dimensions of quality:  

• Patient involvement/stories





What matters to you….
Arvind Veiraiah
National Clinical Lead

David Maxwell
Improvement Advisor



Question 3: Silent activity for 3 minutes

If things improved dramatically in the context of medicines safety, 
what are the biggest differences you would see at your workplace?

In the “What Matters To You” sheet, write down the most 
important difference that you can think of into the first
row. Also propose what needs to be done to achieve
that difference and by whom.  
Ignore the second row for now.



An example for those who need them!

What differences will you see What Who

Patients and families will not complain 
about wrong medicines. This will be 
seen in websites like Care Opinion, but 
also in less complaints being made to 
health and social care staff, either 
formally or informally. 
For example, patients won’t tell me in 
the ward round “I have no idea why I 
am taking so many medicines; they are 
making me sick!”.

1. Medication history 
shared more widely
2. Patients, families 
and carers engaged 
early
3. Prescriptions 
checked at each 
medical review

1. IT and Caldicott
Doctors, patients
2. Doctors, nurses, patient  
and carer groups
3. Doctors, educationists, 
other staff, patients?



Question 3: Silent activity for 3 minutes

If things improved dramatically in the context of medicines safety, 
what are the biggest differences you would see at your workplace?

In the “What Matters To You” sheet, write down the most 
important difference that you can think of into the first
row. Also propose what needs to be done to achieve
that difference and by whom.  
Ignore the second row for now.



Joining up the work: Share with one neighbour

5 mins:
One person describes ideas
written in 1st row (3 min)

Other person asks questions, 
gives feedback (2 min)

5 mins:
Repeat the process, changing roles



Question 4: Silent activity for 2 minutes

Now describe another important difference that you might see in 
your work place if things improved dramatically in relation to 
medicines safety. Fill out the what and who columns too, as 
before.

Copying from your neighbour’s idea would be entirely
acceptable for this exercise! 



Joining up the work: Choose with your neighbour

3 mins:
Discuss the impact and 
feasibility of all the differences
that you want to see.

Then choose one difference that
matters the most to both of you.



Joining up the work: Group task 15 minutes

In turns, each pair should 
now present their one 
choice to others at their 
table (2 min each).

Select the top 2 things 
that matter to your table 
and complete the A3 
worksheet: What 
matters to us.



Thank you for your participation

• We will collect and theme the worksheets over lunch

• Key themes will be shared back into the room after lunch


