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RECENT NEWS, UPDATES, ALERTS AND NOTIFICATIONS

SPS Medication Safety Update

A slide deck resource collating the latest medication safety communications and publications to inform, support and

inspire medication safety improvements.
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Developing Medication Safety Across The System
(MSATS)

Published 15 September 2023
Topics: Medication Safety

Medication Safety Across the System (MSATS) provides resources and networking to
inspire and equip individuals in promoting the safe use of medicines.

Contents About MSATS

ADOULMSATS: The ‘Medication Safety across the System’ (MSATS) series of webinars are interactive sessions aimed at healthcare

Medication Safety Activists professicnals working in any sector with a role within or passion for medication safety. Each webinar tackles a

Safety spotiight different challenging system-wide medication safety issue and shares related innovative practices. The aim is to
System wide inspire and equip others to translate the learning and replicate similar initiatives across systems.

Fatient voice The MSATS network brings together healthcare professionals that consider themselves a Medication Safety Activist
Professional collaboration (MSA) to support collaborative working and shared learning -

— Regional MSO nefworks

MSATS network i i v

e et Medication Safety Activists

— MSATS workspace Medication Safety Activists (MSA) is a term that can be used to describe any healthcare professional or individual with
Associated resources a passion to improve medication safety and takes action to do so

— Podcasts

MSAs may belong to any professional group and work within any care setting. Anyone could consider themselves to
be an MSA, including those that provide a patient voice

Many roles exist where ‘medication safety’ is included within the job description, for example Medication Safety



https://www.sps.nhs.uk/articles/medication-safety-update/
https://www.sps.nhs.uk/articles/developing-medication-safety-across-the-system-msats/
https://future.nhs.uk/MSATS
https://future.nhs.uk/MSATS
https://future.nhs.uk/MSATS
https://future.nhs.uk/MSATS
https://future.nhs.uk/MSATS
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MEDICATION SAFETY INEQUALITIES RESOURCES

« Understanding, implementing and sharing reasonable adjustments NHS England » Reasonable adjustments

* NHS England STOMP and STAMP pages

NP HEE o STOMP and STAMP

SPS webinar associated resources

Language barriers and medication safety inequalities
A discussion of language barriers and the impact they have on medication safety inequalities. NHS Specialist Pharmacy Service Podcasts

Using reasonable adjustments to improve the safe use of medicines, by those impacted by medication safety inequalities
Emma Kirk and Barry Jubraj introduce the concept of reasonable adjustments and demonstrate how reasonable adjustments can be made in @
practice to support the safe use of medicines.

A number of podcasts discussing medication safety are available

www.sps.nhs.uk 3


https://www.sps.nhs.uk/home/podcasts/
https://www.england.nhs.uk/learning-disabilities/improving-health/reasonable-adjustments/
https://www.england.nhs.uk/learning-disabilities/improving-health/stomp/
https://www.england.nhs.uk/learning-disabilities/improving-health/stamp/
https://www.minded.org.uk/Component/Details/742765
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MEDICATION SAFETY INEQUALITIES RELATED PUBLICATIONS
Health inequalities: Improving accountability in the NHS

Report examines current and past mechanisms, levers that enable and hinder accountability for health inequalities, and analyses whether these accountability
processes are sufficient to reduce them. It provides proposals to improve accountability across ICSs

Supporting digital inclusion in health care | The King's Fund (kingsfund.org.uk)

Individuals provide their experience with using digital services and what can be improved by service providers to understand the issues and actions that may
support digital inclusion.

Action on patient safety can reduce health inequalities

A BM\J article suggesting providers and health systems should use ethnic differences in risk of harm from healthcare to reimagine their role in reducing health
inequalities

Royal Pharmaceutical Society (RPS) supports mandatory training on learning
disability and autism for pharmacists

* The RPS believes learning disabilities and autism training, required for all health care and social care staff registered with the CQC, should also be
considered compulsory for all pharmacists, and has responded to a government consultation on a draft code of practice.

www.sps.nhs.uk


https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnice.us8.list-manage.com%2Ftrack%2Fclick%3Fu%3D7864f766b10b8edd18f19aa56%26id%3D6c83686dc2%26e%3D93e9022902&data=05%7C01%7CAnna.Bischler%40esneft.nhs.uk%7Cc3c893c2755d4c63fcd608dbb5c4bd8b%7C791ac8e786fb461ab6594202c7887efb%7C0%7C0%7C638303628849539893%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=6tDIm82e5NKBxcwpQTtF08wOmm4mjOxXssLiuAH6Pkg%3D&reserved=0
https://www.kingsfund.org.uk/projects/digital-equity
https://www.bmj.com/content/376/bmj-2021-067090.abstract
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnice.us8.list-manage.com%2Ftrack%2Fclick%3Fu%3D7864f766b10b8edd18f19aa56%26id%3Db00a066033%26e%3Da0a01eb9a7&data=05%7C01%7Canna.bischler%40esneft.nhs.uk%7Ca116640e4bb443bece2f08dbbe0ad2ad%7C791ac8e786fb461ab6594202c7887efb%7C0%7C0%7C638312725913699471%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=waV1hBtU5RNTAEmiC4Faxr6ZypW6pjmWbCai7HeqECs%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnice.us8.list-manage.com%2Ftrack%2Fclick%3Fu%3D7864f766b10b8edd18f19aa56%26id%3Db00a066033%26e%3Da0a01eb9a7&data=05%7C01%7Canna.bischler%40esneft.nhs.uk%7Ca116640e4bb443bece2f08dbbe0ad2ad%7C791ac8e786fb461ab6594202c7887efb%7C0%7C0%7C638312725913699471%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=waV1hBtU5RNTAEmiC4Faxr6ZypW6pjmWbCai7HeqECs%3D&reserved=0
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Annual #MedSafetyWeek 6-12 November 2023 B
Theme is ‘Who can report?’ creceie o
How patients, doctors, pharmacists, and e s e o s At
G et rea d y fo r nurses help make medicines safer. s
o Report suspected side effects using the o v o oyt ot
? u‘. 1 M H R A YE| I OW Ca r d S Ch em e Asociacién Colombiana de Farmacovigilancia
. * Follow MHRA social media channels during the week — repost/tweet/share

messages
* Organise local events to raise awareness about the importance of reporting
suspected problems with healthcare products to the Yellow Card scheme.
* Materials will be available around mid-October under the campaigns section of
the Yellow Card website —a Drug Safety Update article will be published to
highlight the campaign.

#MedsafetyWeek * Use materials in the resources section e.g. CPD e-learning modules
6-12 November 2023

- Ye"ow Card | Making medicines and medical devices safer

www.sps.nhs.uk


http://www.mhra.gov.uk/yellowcard
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