




Reliable application of the five “Must Do With Me” 
elements: 

1.What matters to you? – Personal outcomes and goals 

agreed

2.Who matters to you? – Access to and involvement of 

loved ones 

3.What information do you need? – Information is 

timely, full and understandable to facilitate shared 

decisions decisions 

4.Nothing about me without me – Involved with 

communication, handovers and transitions the level they 

choose

5.Personalised contact – Method and timing of contact 

can flex 



The Improvement Guide, API



Collaborating with people to 
improve safety in primary care

Aims of this session are to:

• Learn about the aims and achievements of the Scottish Patient Safety 

Programme in Primary Care.

• Learn about specific tools and approaches to involving people to improve 

safety in Primary Care.

• Consider its application to your setting through planning a test of change 

using the Model for Improvement. 



WHAT

WHY

HOW
Simon Sinek, 
TED Talk:

Golden Circle  Golden Circle  
Why



At your table spend a few 
moments with the person next to 

you discussing you discussing 
WHY 

you’re here?



Why?

• 90% of patient contacts, ageing population, multiple 

morbidities

• Adverse events in primary care cause:

– 1 in 20 deaths in hospital

– 4% of hospital bed capacity

– 70% preventable– 70% preventable

• 5% of prescriptions contain an error

• ‘Absolute number of those harmed may be just as large or 

greater than secondary care’ HF, Research Scan, 2011

Howard et al Br J Pharmacology, 2006

Zhang et al BMJ, 2009

Evidence scan:  levels of harm in primary care, The Health Foundation, November 2011

Avery et al, Investigating the prevalence and cause of prescribing errors in general practice:  

The PRACtICe Study, GMC, May 2013



Our Ambition

To reduce the number of events 

Which cause harm to people Which cause harm to people 

from healthcare delivered 

in any primary care setting. 



3 workstreams

Safety 

culture

95% of practices undertaking Safety Climate Surveys, by April 2014

95% of practices undertaking Trigger Tool reviews, by April 2014.

95% of practices implement systems for reliable prescribing and monitoring of 

high risk medications, by 2016.

Safer 

medicines

high risk medications, by 2016.

95% of practices have safe and reliable systems for medicines reconciliation 

following discharge, by 2016. 

Safety at 

the 

interface

95 % of practices have safe and reliable systems for handling written 

communication received from external sources, by 2016.

95% of health boards and practices have safe and reliable systems for results 

handling, by 2016.



Methodology – Collaborative 

within a Collaborative

National Learning Sessions NHS Board Learning Sessions

Collaborative Interactive Workshops (Awareness raising) October- December 2012

Learning Session 1 

14-15 March 2013

Local Learning Session 1

May-August 2013 (half or whole day)

Learning Session 2 

5-6 November 2013

Local Learning Session 2

November 2013- March 2014



Progress towards our aims

• 991 practices in total

• 744 practices registered for Safety Climate 
Survey*

• 812 practices engaged in implementing care 
bundlesbundles

• So 82% of all Scottish practices engaged in at 
least one high risk area of the Scottish Patient 
Safety Programme in Primary Care

* Between 13 March-18 October 2013



Collaborating with people to 
improve safety in primary care

Aims of this session are to:

• Learn about the aims and achievements of the Scottish Patient Safety 

Programme in Primary Care.

• Learn about specific tools and approaches to involving people to improve 

safety in Primary Care.
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using the Model for Improvement. 



What does the evidence say about 

involving  patients in making care 

safer?safer?

Limited evidence, but where 
there is it appears to be 

promising.





Strongest evidence and most benefit 
around personal safeguarding:

Medicines management

Conclusions and 
Recommendations

Medicines management

Results handling

Involvement in communications and 

transitions



Huge potential

Need cultural shift 

Accepting patients need to know, 

are allowed to know and can 

Rebecca Lawton, Gerry Armitage

SAGE, 31 Jul 2012

are allowed to know and can 

understand concepts of safety



Collaborating with people to 
improve safety in Primary Care

Approaches so far. . . 

• Teach Back

• Education• Education

• Board and Practice Focus Groups

• Process Mapping

• Questionnaires



Warfarin Bundle

• Is there evidence that the last advice re warfarin dosing given to patient

• followed current  Guidance?

• Is there evidence that the last advice re the interval for blood testing given to

• patient followed current Guidance?

• Has patient been taking the advised dose since last blood test?• Has patient been taking the advised dose since last blood test?

• INR is taken within 7 days of planned repeat INR?*

• Face to face education recorded every 6 months?*

Overall compliance out of 5



DMARD Bundle

•Full Blood Count in the last 6 weeks

•Action from abnormal results recorded

•Documented review of blood tests prior to issue of last prescription

•Ever had pneumococcal vaccine•Ever had pneumococcal vaccine

•Documented the patient has been asked about side effects for 
their medication at their last blood test

Overall compliance out of 5



Medication 

reconciliation

Is it documented that  any changes to the 

medications have been discussed with the medications have been discussed with the 

patient or their representative?



Teach Back



What is Teach Back?

• A method for ensuring understanding in a non-shaming way

• Asking patients to explain in their own words what they need 
to know or do

• An indication of how well YOU communicated the • An indication of how well YOU communicated the 
information, NOT a ‘test’ of the patient

• A chance to check for understanding

• An evidence-based approach to improving patient-provider 
communication and patient health outcomes  

(Schillinger, 2003)



Initiate Teach Back in a 

non-shaming way

‘I want to be sure I explained everything clearly.  Can 
you explain it back to me so I can be sure I did?’

‘What will you tell your husband about the changes we ‘What will you tell your husband about the changes we 
made to your medicines today?’

‘We’ve gone over a lot of information.  In your own 
words, please review with me what we talked about.’





DMARDS and Warfarin

Board groups 

Real Interest Common Themes 

Information patients receive is variable and often only 
at diagnosis and not at follow up appointment 

• Would like an information update at annual review 

Patients need reassurance about the drugs specifically 

– Side effects

– Drug interactions and interactions with food OTC 



Resources 



• Board or practice

• Topic based

• Time limited

Focus Groups

• Time limited

• Action



YOU SAID OUR RESPONSE

Only half of the patients

attending the meeting

had a ‘yellow pack’

(warfarin information)

When you attend for a blood 

test you will be asked if you 

have a yellow pack and this 

will be recorded in your notes 

so that we know that everyone 

Feedback to Patients

(warfarin information)
so that we know that everyone 

has one who wants one

Some patients had heard 

about a new drug which 

might be taking over from 

warfarin

There is no information on 

when this will be available but 

any news will be given out in 

the education session.



Why would you map out the 
patients journey without asking 

the patient? 

Process Mapping



Ask 3 questions:

In the practice you could ask 3 simple questions:

• What was good about your care today?

• What was not so good?

• How could it be improved?



Focused 

Questionnaire:

Patients receiving a 

drug or a service

On WarfarinOn Warfarin

Post discharge



Asking about . . . 

• Education 
• Blood tests and results
• Overall  care 
• Involvement • Involvement 
• Change
• What matters most to you …



‘What matters to you most 

about your warfarin care?’

NHS Lothian conducted a questionnaire with 

• 1,997 surveys from 62 practices

• 44% of patients on Warfarin

• 45% comments were around Warfarin testing, results and • 45% comments were around Warfarin testing, results and 

dose

Patients felt that “regular, timely checks with same day 

results, and correct information about the correct dose” 

mattered most to them.



‘What matters to you most 

about your warfarin care?’

“Caring, helpful staff, continuity of same health care worker” 

“Available appointments, quick regular testing, informed 

quickly of dose change”

“I find it very frightening and find it has taken over my life”“I find it very frightening and find it has taken over my life”

“I would like to be more involved in decisions made 

regarding warfarin”

Patients felt that “regular, timely checks with same day 

results, and correct information about the correct dose” 

mattered most to them.



Improvements

• Patients are offered an appointment with the Practice 

Nurse discuss worries i.e. holidays, travel and accidents.

• Provide feedback on patient information leaflet 

• To ensure patients have understood ‘teach-back’ cards 

to prompt

• Discussion with patients about how they would rather take 

their Warfarin



Insights for staff

“The main learning 
was that they 

appreciate being 
involved in their 

own care”own care”

“The Barriers have 
just been 

ourselves”
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Table - work

1. What did you hear? (5 mins)

2.How could apply to your setting / how could you 

adapt it? (10 mins)

3.What  barriers might you face? (5 mins)3.What  barriers might you face? (5 mins)

4.What will your first test of change look like and 

who will need to be involved? (15 mins)

Feedback and wrap up (5 mins)


