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PSNC Briefing 013/18: DHSC’s Working Group on reducing medication 
-related harm 
 
In March 2017, the World Health Organization (WHO) launched its third Global Patient Safety Challenge - Medication 
Without Harm - with the aim of reducing severe avoidable medication-related harm globally by 50% in the next five 
years. This is expected to be achieved by encouraging countries and key stakeholders to focus on early action 
priorities as well as developmental programmes to improve practice and health systems. 
 
In support of this campaign, the Department of Health and Social Care (DHSC) commissioned a review, Prevalence 
and economic burden of medication errors in the NHS in England, to assess their extent and scale. A Short Life Working 
Group (SLWG) was established in September 2017 to provide advice on the scope of a programme of work to improve 
medication safety.  
 
The SLWG published a report which makes recommendations for a programme of work to tackle medication error 
and improve medicine safety. This PSNC Briefing summarises the SLWG report to highlight the most pertinent issues 
to community pharmacy.  
 

Background 
Medication errors vary in type, setting and impact. Many errors will be noticed before they reach a patient or would 
have little impact on a patient, but others can have devastating consequences. The impact of a medication error can 
also vary dramatically according to the mistake made and the individual it affects; the same mistake made in relation 
to two different people can have vastly different outcomes. 
 
Whilst there is no consensus on the definition of medication error, WHO holds the view that preventable errors can 
occur in any part of the medication process and a broad definition should be adopted. 
 

Medicines Safety Programme 
Improving medicines safety requires action across health and care professionals, care settings and services, and 
with patients and the public. This means designing safety into systems, recognising the increasing complexity of 
care for a population that is ageing and living with different health conditions, and working closely with patients 
to ensure they are able to use medicines effectively. 
 
The Secretary of State for Health and Social Care asked a SLWG to advise on what should be done to reduce 
medication errors, including: 

• Improving how technology is used, such as electronic prescribing and medicines administration systems and 
the use of software tools to identify patients prescribed drugs that are commonly and consistently associated 
with medication errors; 

• Understanding how best to engage patients with their medicines; 

• Supporting seven-day clinical pharmacy services in acute hospitals; 

• Working with care homes and GPs; and 

The Healthcare 
Landscape 

http://www.who.int/patientsafety/medication-safety/en/
http://www.who.int/patientsafety/medication-safety/en/
http://www.eepru.org.uk/article/prevalence-and-economic-burden-of-medication-errors-in-the-nhs-in-england/
http://www.eepru.org.uk/article/prevalence-and-economic-burden-of-medication-errors-in-the-nhs-in-england/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/683430/short-life-working-group-report-on-medication-errors.pdf
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• Improving the transfer of information about medicines when patients move between care settings, as this is 
known that these transition points can be times when things go wrong.  

 
To support the advice of the SLWG, DHSC commissioned an evidence-based review of the available literature on 
medication error, with a focus on the UK. similarly, NHS Digital and the NHS Business Services Authority (NHS BSA) 
were asked to develop metrics to assess and monitor higher risk prescribing and link this with outcomes such as 
hospital admission.  
 

WHO Domain - Patients and the Public 
 
Shared decision making 
Shared decision making is important in improving medication safety and patients and their carers should be 
encouraged and supported to play a more active role in managing their medication, including when to stop previously 
prescribed medication. This would allow patients to better manage their own care, be their own safety advocate, 
and have more confidence to raise concerns and question clinicians about the drugs they take. 
 
The report states that NHS England’s initiative, as part of the Medicines Value Programme, to deploy clinical 
pharmacists into general practices provides an obvious focus of expertise to take a lead on improving shared decision 
making on medicines, as well as improving medication monitoring and review. 
 
There is much work already underway to encourage shared decision making. A shared decision making collaborative 
has been established consisting of over 40 organisations, including the National Institute for Health and Care 
Excellence, NHS England and the General Medical Council, to support the wider health and care system to embed 
shared decision making into routine practice. 
 
Informing patients 
Digital technology has an important role in helping shape patients’ knowledge on medicines. NHS Digital Domain A 
is already improving the level of digital support for patients, including transforming the NHS Choices website, 
developing the NHS Apps library and encouraging patient portals to allow patients access to their health records 
 
The Academy of Medical Royal Colleges’ Choosing Wisely campaign is a good example of clinicians supporting patient 
involvement in their care. The Choosing Wisely principles encourage patients get the best from conversations with 
their doctors, pharmacists and nurses by asking five questions: 
 

1. Do I really need this test, treatment or procedure? 
2. What are the risks or downsides? 
3. What are the possible side effects? 
4. Are there simpler, safer options? 
5. What will happen if I do nothing? 

 
Using behavioural insights methodology will also provide a valuable opportunity to determine key points at which to 
engage with professionals and patients about medication understanding and choice. There is already work underway 
funded with Pharmacy Research UK to explore patients’ use of patient held medication records. Behavioural insights 
are also to be used in work to improve patient safety alerts and they have already been used on major public health 
issues such antimicrobial resistance, demonstrating reductions in inappropriate prescribing of antibiotics in primary 
care. 
 
Key priorities: 

• Improved shared decision making so that patients and carers are encouraged to ask questions about their 
medications, and health and care professionals actively support patients and carers in making decisions 

https://www.england.nhs.uk/medicines/value-programme/
https://www.nice.org.uk/about/what-we-do/our-programmes/nice-guidance/nice-guidelines/shared-decision-making
https://digital.nhs.uk/what-is-nhs-digital/what-we-do/transforming-health-and-care-through-technology/self-care-and-prevention
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jointly, including when to stop medication; 

• Work closely with NHS Digital and others to improve information for patients and families and improve access 
to inpatient medication information; and 

• Encourage and support patients and families to raise any concerns about their medication. 
 

WHO Domain - Health Care Professionals 
 
Shared care and education 
Working with professional regulators and leadership bodies, to enhance professional development and education is 
important. This should take the form of undergraduate education or continued professional development and re-
validation, with a focus on achieving best outcomes from medicines. 
 
Initiatives such as the Prescribing Safety Assessment which assesses foundation doctors’ prescribing skills are  
commended, and they should build on appropriate training in pharmacology and therapeutics. The expansion of non-
medical prescribing means that all prescribing professionals must ensure they maintain their competence in the areas 
they specialise in. 
 
The report makes reference to a scheme using pharmacist ‘buddies’ for new doctors which creates a positive cultural 
and practical movement towards improving medication safety. 
 
Polypharmacy 
Professionals should also work together to help reduce inappropriate polypharmacy and overmedication. Work to 
tackle over-medication is already underway by NHS England through the Medicines Value Programme. The 
programme aims to use structured medicine reviews to get the best health outcomes for patients, by reducing the 
prescribing of medicines which pose no clinical benefit to the patient.  
 
By 2020/21, 2000 pharmacists will be deployed in general practice to review patient medications and reduce 
polypharmacy. As well as this, there are current proposals for 240 pharmacists and technicians to support 
appropriate prescribing and medicines use in care home residents. 
 
Key priorities: 

• Improved shared care between health and care professionals, with increased knowledge and support; 

• Professional regulators must ensure adequate training in safe and effective medicines use is embedded in 
undergraduate training, and professional leadership bodies, working with professional regulators must 
ensure continuing professional development adequately reflects safe and effective medicines use too; and 

• Professional regulators and professional leadership bodies should also encourage reporting and learning 
from medication errors.  

 

WHO Domain - Medicines 
 
Labelling and packaging 
The UK is making good progress in the area of labelling and packaging. There should be a concerted effort to share 
this expertise internationally as part of the Global Patient Safety Challenge. This would promote shared learning and 
help to drive global improvements in reducing medication error.  
 
The SLWG recognised that the issue of colour and name differentiation in medication and its packaging could be 
problematic. It was suggested that more emphasis is needed on patients self-checking and challenging professionals 
on medication they are given, in both primary and secondary care settings. This links closely with the suggestion to 
empower patients with the necessary knowledge and confidence to be able to do this. Pharmacy dispensing 

https://prescribingsafetyassessment.ac.uk/
http://ukclinicalpharmacy.org/wp-content/uploads/2017/05/UKCPA-GHP_Conference_Abstracts_May2015.pdf
https://www.england.nhs.uk/medicines/value-programme/
https://www.england.nhs.uk/gp/gpfv/workforce/building-the-general-practice-workforce/cp-gp/
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computer system suppliers should also ensure that labelling is clear and in plain English. Guidance is available on how 
labelling is used in practice so that labels added at the point of dispensing do not obscure important information on 
packaging and allow the most effective self-checking by patients. 
 
Some patients may find it more difficult to check their medicines and may face barriers such as language or learning 
ability. Although these should not deter movements towards patients taking a more active role in their medication, 
these issues should be considered.  
 
Feedback to regulators and manufacturers on design was important. The SLWG considered that collaborative working 
with the pharmaceutical industry to reduce frequent changes of packaging might be helpful as patients often rely on 
packaging to manage their medication. Therefore, there may be scope for the pharmaceutical industry to play a 
greater role in testing packaging and products with users. 
 
Drug differentiation 
Minimising selection and dispensing errors is critical. The research on what works to reduce ‘look alike, sound alike’ 
errors is still developing, so a range of initiatives to reduce the risk of selection errors should be considered and 
tested. Amongst other options, further considerations are being given to make patients and professionals more 
aware of errors, developing more robust checking of medication and the use of barcode scanning to try and reduce 
incorrect selection. The work of the Medicines and Healthcare products Regulatory Agency (MHRA) has included 
highlighting some of the drugs that have most recently been confused and encouraging individuals to report such 
incidents in an effort to promote shared learning. 
 
Key Priorities: 

• Work with industry and MHRA to produce more patient friendly packaging and labelling; 
• Work with pharmacy dispensing computer system suppliers to ensure that labelling contributes to safer use 

of medicines and does not hinder, for example by labels being stuck over packaging or by using unfamiliar 
language; and 

• Build on work to identify and increase awareness of ‘look alike, sound alike’ drugs and develop solutions to 
prevent these being introduced. 

 

WHO Domain - Systems and Practice of medication 
 
Hospital E-prescribing and medicines administration (HePMA) systems - deployment and optimisation 
The benefits of HePMA are now well documented and demonstrate, amongst other things, a significant reduction in 
medication related error, particularly when systems have been optimised after implementation. Optimisation 
however remains a challenge. 
 
In addition to improving the implementation and optimisation of electronic prescribing and medicines administration 
in hospitals there is research to show that pharmacists can improve prescribing and monitoring in primary care by 
using technology to identify high risk prescribing practice in general practice. 
 
Pharmacist-led Information Technology Intervention (PINCER) 
The PINCER intervention involves running searches on GP computer systems to identify patients at risk from 
hazardous prescribing. From here, pharmacists, trained in the PINCER approach, work with each general practice to 
develop an action plan to address the issues identified. Finally, pharmacists, working with and supporting general 
practice staff, will help implement the action plan. 
 
Key priorities:  

• The accelerate roll-out and optimisation of hospital e-prescribing and medicines administration systems; and 
• The roll-out of proven interventions in primary care such as PINCER. 

https://www.gov.uk/drug-safety-update/drug-name-confusion-reminder-to-be-vigilant-for-potential-errors
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As part of the medication error programme, a set of prescribing indicators is being developed by NHS BSA to reduce 
medication error and promote safer prescribing. The indicators will be published in a dashboard that will assess the 
current position and monitor progress. The aim is to reduce preventable admissions to hospitals associated with high 
risk prescribing or prescribing that increases the risk of harm. 
 
Indicators were selected based on available evidence and feasibility and will be launched in phases. Phase 1 will 
include five indicators with a focus on gastrointestinal bleeds; as this is where the majority of evidence and research 
exists. Following phases will involve further development on a broader selection of indicators, as well as refinement 
of phase 1, to develop a more comprehensive overview. 
 
Key priority: 

• The development of a prioritised and comprehensive suite of metrics on medication error aimed at 
improvement. 

 

Good practice repository 
The SLWG tasked the NHS Specialist Pharmacy Service to build an online repository, consisting of examples of good 
practice identified against WHO's domains and early action areas. Its purpose is to support the sharing of good 
practice across the NHS where that relates to the WHO Challenge. The repository is initially being built using examples 
gathered primarily via NHS England and NHS Improvement regional pharmacists. 
 
An initial resource will be available later in 2018 and will provide examples of good practice which can be searched. 
The success of this resource will be assessed to inform future developments, such as online submission, assessment, 
and publication by practitioners. In addition, routes to enabling, spreading and monitoring good practice through the 
Regional Medicines Optimisation Committees in England will be explored.  
 
Key Priority: 

• Development of a repository of good practice to share learning. 
 

Research priorities 
As part of WHO's campaign to improve patient safety, WHO has invited the submission of research topics from 
around the world. The SLWG agreed it is important to ensure that medication error receives the attention it warrants, 
and that research is directed down the best avenue to facilitate positive change. 
 
Key priority: 

• New research on medication error should be encouraged and directed down the best avenue to facilitate 
positive change. 

 

Governance and ownership 
The SLWG recommended that a programme board be established to lead a programme of work to tackle medication 
safety and error. The board should have clear leadership and representative membership including clinicians, 
patients, and academics. 
 
Key priority: 

• A programme on medication safety and error should be established, in line with the domains and high risk 
areas set out by WHO. 

 
 
If you have queries on this PSNC Briefing or you require more information please contact Zainab Al-Kharsan, Service 
Development Pharmacist. 

mailto:zainab@psnc.org.uk
mailto:zainab@psnc.org.uk

