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Learning Objectives 

Participants should be able to: 

 Transfer principles of the use of  Patients’ Own 

Drugs 

 Understand how to measure and highlight the 

issue of Missed Doses  

 Understand how to measure and Reducing Harm 

from Anticoagulants 

 Understand  the role of the Medication Safety 

Officer (in England) and what principles can be 

transferred for local use in improving reporting 

of and reducing harm from incidences 

                   



SUMMARY QUESTIONS: 
Linked with the learning Objectives for today: 

 

 Missed Doses impact on the outcome of 

Medicines Reconciliation and Medication review. 

True or false? 
 

 Patients Own Drugs (in the UK) are a useful 

source for aiding Medicines Reconciliation and 

Medication review. True or false? 
 

 The incidence of high INRs do not impact on 

Medication review. True or false? 

 
 

 



Who are we ? 
NBT – North Bristol  

Patient Safety: Medicines Management work stream 

 

 
 



 

North Bristol NHS Trust (NBT) 
 All of our work started on: 

 Acute Teaching Trust: 2 sites 

 1087 beds         53 wards            9100 staff 
 

 Safer Patients Initiative (SPI2): 2007 – 2009 

 Southwest Quality and Patient Safety Improvement 
programme: 2009 – 2013 

 

End of May 2014: New Hospital: 

 Now approx. 850 beds and 27 ward areas 
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Quality Improvement Methodology 

• Ongoing measurement 

• Tests of change 

 



Patients Own Drugs (PODs)– key drivers: 

 PODs are the medicines that a patient has been 
taking before admission to hospital – and can 
include Rx medicines, herbal, Over-the-counter etc. 

 “Duthie report” (1988) 

 “A Spoonful of Sugar” (2001) 

 “Improving the use of medicines for better 

outcomes and reduced waste:  

An Action Plan” (2012) 

 



Patients Own Drugs – actions:  
 Phase 1: 1992–1996: Pharmacy based:  

 Phase 2: 1997–2000: Ward based: 

 Phase 3: 2001–2004: Medicines Management: trials: 

 Phase 4: 2005–2014: MM: service spread  

MM Technicians are trained in all aspects of the process:  

 Patients/Carers interviewed about PODs and “PODs at home”  

 Depending on the estimated LOS - PODs are used on ward and in TTA 

 All patients have bedside lockers – links with self-administration 
 

Impact on Medicines review:  
- Accurate info. on administration for prescribing 
- Medicines available – reduced missed doses 

 

 



Patient’s Own Drugs – run chart:  
  



Patient’s Own Drugs – savings:  

  

Patient Own Drugs Savings  –   North Bristol NHS Trust   

Apr 1992  –   Mar   2014   

Total Savings  -   £ 4 , 800 ,8 59   

92/93  –   
05/06   

£359,408   

06/07   
£390,536   

07/08   

£4 21,074   

08/09   
£598,050   

09/10 
  

£592,280   

10/11 
  

£705,902   

11/12   
£ 730,551   

  

1 2 /1 3 
  

£ 598 , 030   

  

13/14 
£405,026 



Patients Own Drugs  
– Poster: 

 



Missed Doses – Definition: 

“Missed Doses” are medication errors that occur 
when a medicine is not given to a patient when 
prescribed. They may cause harm to patients, lead 
to increased morbidity/mortality and inflate 
healthcare costs 

Causes: a result of errors during the supply, 
prescribing, dispensing or administration of 
medicines in hospitals and in patients’ home.  
 

Impact on Medicines review:  
- To consider impact when reviewing prescribing 

 

 

 
 



Missed Doses – key drivers: 
 NPSA alert (2010): RRR009: “Reducing harm 

from omitted and delayed medicines in 

hospital”  

 NPSA/NICE: Medicines Reconciliation 

guidance  (2007) 

 Medication Safety Thermometer   (2013) 

 Medicines Optimisation Dashboard  (2014) 

 

 

 

 
 



Missed Doses – actions: 
 
Phase 1 (Pre 2014 “MOVE”): 

 A training package and Laminated posters 

 An  e-audit tool  

 Ward handover sheets 

 Pink missed dose order slip/orange leaflet 

 Focus group discussion  
 

Phase 2 (Post “MOVE”): 

 Missed Doses Dashboard 

 Admissions Medical Unit (AMU) audit 

 Medication Safety Alert poster 

 
 



Missed Doses  
Medication Safety  
Alert poster 
 

 
 



Missed Doses – run chart:  

  



Missed Doses – Dashboard 

  



Warfarin – key drivers: 
Warfarin is a high risk medicine. Patients with 
INR>6 are at exponentially increasing risk of 
bleeding. 
Drivers include: 
•NPSA alert (2007) “Actions that make 
anticoagulation safer”.  
•SPI2 set a target of reducing harm from 
anticoagulants by monitoring INRs>6.  
Impact on Medicines review:  
- Accurate info. on administration for prescribing 
- Potential drug interactions 

 

 

 
 



Warfarin – actions: 
 Re-design the warfarin administration chart: 

  highlighting co-prescribing of interacting medication 

 adding prescribing hints 

 removing 10mg doses from low loading regimen 

 updating management  of high INRs and bleeding 
 

• Development of the mini-RCA tool 
 

• Medical and nursing electronic learning packages  
 

•Medication Safety Alert  

 

 
 



Warfarin – run chart: 
 

 

 
 



Warfarin – origin of INR >6: 
 

 

 
 



Warfarin – causes: 
 

 
 



Role of MSO – National scene: England 

NPSA (National Patient Safety Agency)- now NHS Improvement 

National Alerts –  

 2001 – 2013: 

 2014 –  2015 –  

Actions  -  
• Three-stage alerting system - new “Patient Safety Alerts” (PSA’s):  

 Stage 1: - Warning – action required in approx. 1 month 

 Stage 2: - Resources– action required in approx. 3 months 

 Stage 3: - Directive– action required in approx. 6 months 

Regional Networks – “steal shamelessly !!” 
Impact on Medicines review: high risk drugs  

 e.g. fatalities from missed desmopressin  

 

 

 
 



NHS – Medication Safety 

 
 

 

 
 



NHS – Medication Safety 

 
 

 

 
 



NHS – MSO role 

 
 

 

 
 

Organisation count 

count 

aggregat

e 

NHS Acute Medium 46   

NHS Acute Large 41   

NHS Acute Teaching 30   

NHS Acute Small 24   

NHS Acute Specialist 17   

NHS Acute Trust   158 

CCG   80 

NHS Mental Health Trust   51 

Community pharmacy sector   21 

Other Independent Sector   21 

NHS Community Trusts   18 

NHS England Area Team   14 

NHS Ambulance Trust   9 

Community Interest Company   8 

Independent   2 

Cosmetic Surgery   1 

Mental Health    1 

NHS Acute   1 

Online Pharmacy   1 

Social Care Enterprise   1 

Grand Total   387 



NHS – MSO impact and role 

 
 

 

 
 



NHS – MSO impact and role 

 
 

 

 
 



Role of MSO – NBT actions: 
Medication Safety Subgroup 

 Nurse / Doctor / Patient / Risk manager / MSO 

Incidents reports  
 Numbers of reports causing harm : Total number of 

reports  

Actions – internal alerts / SOPs / safety work streams 

 Work through Medicines Governance Group 

RCAs – pharmacy input 
 For all serious incidents – externally reported 

 
 



How are we sharing ? 
      Presentations and Workshops  

 European Association of Hospital                        
Pharmacists (EAHP) Academy Seminar                                          
Zagreb (September 2015) 
 

 

 EAHP Congress, Hamburg (March 2015) 
 

 West of England Academic Health Science 
Network Annual Conference (October 2014) 

 

 National Pharmacy Management  Forum                
(London: Nov 2013 and Nov 2014) 

 

 



Achievements UK Awards: Shortlisted  
 

“HSJ Value Awards” (2016) 

“I love my Pharmacist”!! (2015)  

Pharmaceutical Care Awards (2015) 
 

HSJ Awards (2014) 
 

HQIP Awards (2014) 
 

LEAN Healthcare Academy                                        

  Awards (2014) 
 

HSJ Patient Safety Award (2013)  
 

APTUK Awards (2014) - Winner 

Clinical Pharmacy Congress  (2014) Winner 



Key Learning points 
 SPI2 - support from experts/peers - improvement 

methodology; “learn from others”; “share 
success” and “steal shamelessly”!! 
 

  Continuous Measurement is ESSENTIAL                                  

“In God we Trust – all others bring data!” 
 

 “Buy-in” of staff // start with enthusiasts //  leave 
laggards.  

 Tempting to spread too quickly. Plan, continue to 
embed and gain support as the project evolves.  

 



SUMMARY QUESTIONS: 
Linked with the learning Objectives for today: 

 

 Missed Doses impact on the outcome of 

Medicines Reconciliation and Medication review. 

True or false? 
 

 Patients Own Drugs (in the UK) are a useful 

source for aiding Medicines Reconciliation and 

Medication review. True or false? 
 

 The incidence of high INRs do not impact on 

Medication review. True or false? 

 

 

 



 

 
Thank you - Any Questions ? 

 Jane.smith@nbt.nhs.uk 
 
 


