
The Medicines Safety Improvement Programme (MedSIP) 
addresses the most important causes of severe harm 
associated with medicines, most of which have been known 
about for years but continue to challenge the health and 
care systems in England.

National Patient Safety 
Improvement Programmes

To reduce severe avoidable medication-related harm by 50% by March 2024.

• To reduce medicine administration errors in care homes by 50% by March 2024.
• To reduce harm from opioid medicines by reducing high dose prescribing (>120mg oral Morphine  
 equivalent), for non-cancer pain by 50%, by March 2024.
• To reduce harm by reducing the prescription and supply of oral methotrexate 10mg by 50%, 
 by October 2021.
 
Key delivery partners are the Patient Safety Collaboratives and the networks of Medication Safety 
Officers. Working together, the programme supports a set of projects linked to the evidence base on 
medication errors, and the NHS Long Term Plan.

These include the safety of prescribing of opioid painkillers, anticoagulants (blood thinners) and 
problematic combinations of medicines. Projects also improve the safety of systems such as electronic 
prescribing, care after discharge from hospital, and the administration of medicines in care homes.

Medicines

Programme aims:

www.england.nhs.uk@NatPatSIP

Delivered by: Led by:

NHS England and NHS Improvement



To find out more about the National Patient Safety Improvement Programmes, visit:

www.england.nhs.uk/patient-safety/ patient-safety-improvement-programmes            @NatPatSIP

www.ahsnnetwork.com/patient-safety           @AHSNNetwork

Or alternatively, please email: nhsi.psimprovement@nhs.net

A care home was supported by the Patient Safety 
Collaborative at Imperial Health College Partners in 
London to reduce avoidable interruptions during 
medicine rounds.

The home had determined that this was a major 
problem for them, and increased the risk of harm to 
residents. The care home started a quality 
improvement project, firstly gathering baseline data on 
their existing number of interruptions.

Once they had collected the baseline data, they set 
themselves a clear aim to reduce avoidable 
interruptions by 50% in two months. Their safety 
champion and the staff at the home discussed various 
options and decided to implement and test the 
following interventions:

• Giving the phone to a carer to hold during the 
 medication round.

•  Introducing a ‘questions log’ for staff to write 
 down their queries for the nurse doing the round, 
 to address once they had finished.

•  Sending a letter out to relatives asking them not to 
 call the home during medication round hours, 
 unless urgent.

The team monitored interruptions per round and per 
day, using a line chart to track their progress and 
understand whether their interventions were working. 
Working together, the staff were able to meet their 
target in the space of just a couple of months, and are 
now considering what further improvements they 
could make.

Reducing interruptions during medicine rounds

‘I definitely feel like we have got a lot 
out of the project. It’s been really 
motivating to see that through 
teamwork and creativity we can come up 
with solutions in-house. We got 
everyone on board. Until we saw the 
data on interruptions, we had just 
accepted them as part of the normal day, 
without reflecting on how our time has 
been taken up by them. Now, when 
doing the medication round, I really 
notice the lack of interruptions, and 
often I will finish earlier than I used to.’

Care home safety champion


