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Leading for change can be 

very painful! 

Have you faced barriers to change? 

 

How did/do you address them? 



Difficult conversations about QI 

Framework matters, e.g. “Difficult 
Conversations” (Stone, Patton, Heen) 

 

 Predict and ask 

 

  Be humble in enquiry  

 

   People are key to change 



Project reflection template 

Focus on the first row 

 

 This looks at the “why” 

 

  Use to discuss your projects 

 

   We will discuss an example 



You & your supporters Others (opposed, indifferent) 

What problem are you trying to 

solve/improve? What stated priorities of 

your department could this address? 

 

1. Lack of structured supervision causes 

trainees to prioritise procedures and 

organising tests over safe prescribing 

2. Poor recognition of unsafe use of 

medicines leading to harm from 

medicines. 

3. Wastage medicines, increased time 

checking and rectifying. 

4. NHS Lothian pharmacy strategy (2013-

2016): “right medicine tailored to each 

person’s needs, reduce unnecessary 

variation and wasteful activity”.   

Are there other priorities for 

your department (e.g. financial, 

staff experience) that might 

impede or be negatively 

affected by your project? 

 

1. Trainee satisfaction may be 

affected if they feel they 

will be negatively 

scrutinised.   

2. Academic supervisors may 

not want or be able to 

provide more time for 

supervision. 



Your turn 

Complete row 2, columns 1&2 (3 min) 

  

 Find a partner 

 

In turns, present (2 min), get 
partner’s feedback (1 min) 

 

 Show your listening, compare 
experiences 



You & your supporters Others (opposed, indifferent) 

What changes do you think need 

to be made in order to solve the 

problem or substantially 

improve? 

 

1. Design structured 

assessment tools (fishbone 

diagram, prescription 

assessment template) 

2. Develop agreement on tools 

3. Develop and agree 

indications and processes 

4. Use process reliably in 

medicines-related incidents 

5. Build processes to create and 

respond to common themes 

for each area. 

According to others, what alternatives might 

currently or in future address the same 

goals? 

 

1. Learn Pro module on medicine 

reconciliation, gentamicin and 

vancomycin prescribing 

2. Medicine reconciliation workshop 

delivered as part of the FY induction 

programme  

3. Prescribing teaching delivered during the 

FY lunchtime education programme 

covering high risk medicines and other 

relevant prescribing topics 

4. Current lessons learned process in NHS 

Lothian (including feedback from Datix 

incidents 



Your turn 

Complete row 3, columns 1&2 (3 min) 

  

 Be as imaginative and provocative 
as possible! 

 

In turns, present (2 min), get 
partner’s feedback (2 min) 

 

 Listeners: try to add to column 2! 



How can we find out if we are 

right? 

PDSA (learning loops) before process 
changes 

  

 Structured documentation 

 

  Apply to even “small” processes 



Learning loops: 

Checking if we are right 

Ask friends and the team: 

Structured? Direct? While at work? 

  

Observe or measure the “normal”: 

Tally chart? Single case? Us vs them? 

 

Do something and measure change: 

Predict and compare. Harms? 











Summary 

Start QI with the “why” 

 

 Start testing by questioning your 
own assumptions 

 

Early use of common tools (e.g. PDSA 
document) prevents waste of effort 



Thank you for listening! 
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