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NENC I-CB Medicines Safety Group 

Draft Minutes of the meeting held on Thursday 25th July 2024, 1-3pm 

Virtual meeting 

Present: 

Name Position Representing July 24 

Kate Huddart (KH) Deputy ICB Director of Medicines 
and Pharmacy 

ICB Pharmacy and 
Medicines 

Chair 

Janet Walker (JW) ICB Medical Director representative  ICB Medical 
Directorate  

New rep. to 
be 
identified 

Chris Piercy (CP) ICB Nurse Director (to replace Jean 
Golightly) 

ICB Nursing 
Directorate 

 

Catherine Baldridge 
(CB) 

MSO SSTFT, Chair MSO NE 
Network 

Medicines Safety 
Officer (MSO) 
Network  

 

Wendy Halliburton 
(WH) 

Patient Safety Lead for the Health 
Innovation NE (HINE - formerly 
AHSN NE) 

Health Innovation 
North East and North 
Cumbria (HI-NENC) 
- Patient Safety  

New 
Patient 
Safety HI-
NENC rep. 
to be 
identified 

Ruth Ayre (RA) Mental Health representative 
Deputy Chief Pharmacist CNTW 

NENC Mental Health 
Trusts 

Apologies 

Teresa Barnes (TB) Medicines Safety Officer (MSO), 
CNTW  

NENC Mental Health 
Trust  

 

Jamie Harris (JH) Chief Pharmacist CDDFT NENC Acute Trusts  
 

Apologies 

Dr Katherine 
Williamson (KW) 

Consultant Emergency Medicine, 
Associate Dean, NHSE NENC WTE 
Faculty of Patient Safety Chair, 
Simulation Lead for Acute Schools, 
UH NT&H 

NENC Acute Trusts  

Dr James Carlton 
(JC) 

GP Prescribing Lead, NENC ICB Primary care – GP 
Prescribing 

 

Helena Gregory 
(HG) 

Medicines Optimisation Lead 
(Cumbria), NENC ICB  

Primary care - MO  

Davina Collins (DC) Head of Nursing, CHOC  OOH’s service 
provider  

 

Graeme Kirkpatrick 
(GK) 

NHS England, Head of Patient 
Safety (Advice and Guidance) 

NHSE Medicines / 
Patient Safety  

Apologies 

Tony Jamieson (TJ)  National Clinical Lead for Medicines 
Safety Improvement 

NHSE Medicines 
Safety Improvement 
Programme 

 

Prof. Graham 
Evans (GE) 

Executive Chief Digital and 
Information Officer/SIRO 

NENC ICB Digital  Apologies* 

Dr Gareth Coakley 
(GC) 

Digital Clinical Representative 
ICB Clinical Lead role 

Primary care – 
Clinical Digital 

 

Kurt Ramsden (KR) Public Health Lead / Senior 
Clinician - Public Health Pharmacist 

Public Health  

To be identified Patient Safety Partner Patients within 
NENC 

 

Paula Russell (PR) RDTC Principal Pharmacist RDTC  (Professional 
Secretary) 
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*Requested circulation membership and will attend when can 

Introductions and welcome 

The chair welcomed members to the meeting. 

Apologies were received from Graeme Kirkpatrick, Prof. Graham Evans and Jamie Harris. 

Richard Nendick (RN, Project Manager, NENC Valproate Working Group) attended to present the 

NENC work on Valproate. Alda Hummelinck (AH, Senior Medicines Optimisation Pharmacist) 

presented the NatPSA triage process and PERT shortage trial run.  

Declarations of interest 

No new declarations were noted. 

Minutes for the May 2024 meetings were circulated in advance of meeting. These were formally 

agreed. The minutes for the January meeting which had been circulated and changed in response 

to comments received at the time, were formally agreed. The March meeting had not been 

quorate.  

Action Log 

The group reviewed and updated the action log.  

NENC ICB Medicines Safety Work Stream update  

HG provided an overview of the ongoing work being done by the MO Team’s portfolio group for 

medicines safety, some of which are on this agenda. 

HG reported that they are pausing standardising work across the ICB due to reduced capacity over 

the summer. There will not be a standard medicines safety report until later in the autumn but HG 

is to share reports on medicines safety activity being done by each of the six local delivery teams.  

HG to share information from ICB Q&S North and South after meeting as this has updates from 

the relevant 6 local delivery groups.  

HG also agreed to share the first monthly update which is about fluoroquinolones. Depending on 

the meetings cycle, HG expects to be able to bring some to future meetings.   

Action: 

HG is to share reports from the Quality and Safety Groups (North and South) on medicines safety 

activity being done by each of the six local delivery teams.  

HG also agreed to share the first monthly update about fluoroquinolones. 

PGD Governance  

HS sent apologies so KH provided an overview of the PGD governance papers submitted. 

Assurance was provided that all OOHs services working with PGDs required Trust PGD 

authorisation and not ICB. Some GP Federations had moved to a prescriber model.  

It was agreed that the gap identified for North Tees in the survey of OOHs service’s PGDs be 

added to the action log. 

The PGD Process brought to the last meeting and altered in response to that discussion, was 

approved and is to be added to the ICB PGD Policy. 

Action: 
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The information for North Tees in the OOHs PGD is to be added to complete the survey. 

PGD flow chart to be inserted into document for publishing. 

Warfarin and Tramadol interactions 

The changes suggested at the last MSG meeting, including to look less like a NatPSA were made, 

and the single page medicines safety alert is now on TeamNet for primary care. The alert was well 

received by the group.  

HS’s good work was noted and the one-page format praised as a format for future safety alerts. 

There was a discussion about publicising more widely including via primary care newsletter, MSO 

Network, LMC, the Faculty of Patient Safety and HEIs for prescribing modules. 

Medicines-related risks associated with OOHs service provision 

DC presented a useful summary of medicines-related safety issues experienced in her OOHs 

service. Topics covered included: 

• Drug seeking behaviour, the skills to recognise it, the monitoring and actions undertaken. 

• Requests for drugs with potential for misuse from out of area and the change in policy 

requiring them to attend in person for a prescription 

• End of life – getting the right ‘just-in-case’ prescription and lack of consistency in the 

requirements of the forms for district nursing teams (e.g. e-signature v wet signature).  

• The impact of reduced community pharmacies operating OOHs resulting in increased 

requests to OOHs service for medicines and advice and stockholding of medicines on site 

• Care home requests for medicines and missed/ too much dose incidents at weekends 

account for approximately 1/5th of pharmacist’s work. Many of the requests could have 

been planned for during the week / daytime.  

• Discharge and reconciliation of medicines between acute and care home not happening in 

a timely way. 

• Learning from adverse incidents associated with these issues to inform mitigating actions. 

There was a good discussion on many of these topics, the risks and how the learning could be 

shared more widely e.g. sharing via CDAO team and CD LIN. CB agreed that there is a lack of 

consistency in the forms and process for urgent medicines not only for end-of-life. HG spoke about 

the desire to move care upstream with better planning and clarity around what is stopped/ started, 

so that it doesn't go to OOHs services at the last minute and would reduce the pressure on those 

services and community pharmacies. Both CB and HG reported that there is work ongoing around 

digitalisation (including the Great North Care Record) and standardisation of the process to access 

end-of-life medicines. 

NatPSA triage process 

AH presented an overview of this process and the PERT shortage trial run. 

She described how they sought to have a standardised approach to handling National PSA 

similar to the medicines shortage / MSN process of triaging and trialled the process on the 

pancreatic enzyme replacement therapy (PERT) shortage. They will assess the impact of the 

NatPSA and what actions are required such as setting up a short life working group. KH noted that 

this will help partners with their actions and that it is good to have expert input and coordination 

ensuring that other groups are picking it up.  

National Medicines Safety Improvement Programme (MedSIP) - reduce inappropriate use of 

high dose opiates for non-cancer pain. Clinical Pain Network Update 
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HG provided a verbal update from NENC Pain Clinical Network and Opioid Group meetings the 

previous week. She described how the Pain Clinical Network had now move on to developing a 

work plan and considering the wider considerations for the treatment of pain, beyond just 

medicines e.g. making every contact count, clarity about services available for easy referral. HG 

noted some discussion about work on standards for repeat opioid prescribing in General Practice 

and an overarching policy. HI-NENC support for opioid reduction is continuing for another year. 

The Pain Portfolio Group within the ICB MO??team is now under HG and HG is hopeful she will be 

able to provide more detail as this group   Develops plans for the next 18 months. 

TJ noted to the group that nationally they are looking to raise awareness with the Department of 

Work and Pensions of the impact of MSK and opioids on worklessness in the hope of attracting 

some funding for additional work in MSK and opioids. He asked the group for information even 

anecdotes where supported patients returned to the workplace. HG offered to link TJ in with HI-

NENC person involved in looking at occupational health schemes and promotion of MSK through 

that route.  

Action: 

Pain Clinical Network and Opioid Group meeting papers to be circulated to the members of the 

Medicines Safety Group. 

TJ asked the group to send information, good evidence or even anecdotes, where supported 

patients returned to the workplace. 

HG to link TJ in with HI-NENC person involved in looking at occupational health schemes and 

promotion of MSK through that route. 

 

Medicines in pregnancy – Valproate. Also, other agents e.g. isotretinoin, topiramate 

Richard Nendick presented slides and an update on the Valproate Group  which is now called the 

Medicines in Pregnancy Working Group. The project plan has been rearranged completely to 

streamline via speciality e.g. neurology, psychiatry, and primary care and divided these into 

separate workstreams with more clinician ownership. RN presented the headline results of the 

survey sent out to secondary care the results from which were split it in adult and paediatric 

services. RN noted that only around half of providers have actually done any risk identification and 

mitigation around second signature as well. However, they are still analysing the data ahead of the 

next medicines in pregnancy group meeting in August. RN noted that it has been useful to gather 

this data and reassuring to see new people join these workstreams as the group moves forward. A 

newsletter has been developed going to all stakeholders and meetings are more frequent from 

every 8 to every 6 weeks. Organisations are sharing any guidance and documents that they have 

so that the group can review them and look to scale it up as appropriate. TJ praised the work being 

done, reiterated the need to consider medicines beyond valproate and thanks NENC for agreeing 

to participate in the NHS England pilot reviewing cases where valproate exposure has occurred 

during pregnancy. 

Action: 

RN to share the presentation slides. 

MSO Network update 

There had been no meeting since the last update. CB however provided some feedback on 

ongoing work. 

National Update 
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TJ provided an overview of work ongoing in particular work looking at time critical medicines.  

Patient Safety Strategy implementation update – what’s happening in ICB / Quality and 

Safety (LFPSE, PSIRF, etc.) 

CP provided a slide deck in advance summarising the ICB Quality Strategy and plans for 

implementation. He presented an interesting and comprehensive update on the work across the 

ICB.  

Update from Quality and Safety Committee 

CP presented an interesting and comprehensive update on the work across the ICB. The work is 

across the system and involving anybody who's had any input into a patients care whereas 

previously it was most focused around individual organisations. They are looking to explore how 

that could be used in primary care with some national guidance and once in place implementation 

in primary care should be more effective. He reported that they now have a developed a network in 

place where the organisations meet regularly to share best practice and to share what the learning 

they've had around implementation of the framework. The quality team has been realigned so that 

it is working in a different way across the ICB. An ICB patient Safety Centre, which is in 

development and is hoped to be up and running in September. The approach is more proactive. 

Safety promotion involving training, educational learning and communication, and supporting that 

patient safety culture within all levels of the workforce because it's everybody's responsibility. KR 

praised the move towards unifying the system for reporting and handling incidents in healthcare. 

TJ praised the move towards being proactive, as safety work has been often reactive to date and 

medicines are important in the context of patient safety. HG noted that human behaviours are 

often a common factor in all types of safety incidents. KW offered to link the Faculty of Patient 

Safety Workforce, Training and Education in with CP and the Quality and Safety work stream as 

part of their work is looking at how the PSIRF themes can be disseminated to the HEIs and 

educators delivering training.  

Update from Medicines Subcommittee 

KH provided a summary of the issues being discussed by the subcommittee. There was a 

separate meeting around shared care and safety concerns raised by senior clinicians about 

DMARDS shared care arrangements in North Cumbria, where there are differences in the 

arrangements compared to the rest of the ICS footprint. This has been escalated by Neil O'Brien 

(the ICB Executive Medical Director) and a paper is being prepared to bring to the Board. 

Monthly Horizon Scanning  

PR reported that having reviewed RDTC Monthly Horizon Scanning document for June and July 

2024 for medicines safety considerations, she found nothing of note and invited the group to 

review them also. 

National Medicines Safety notifications 

RDTC Monthly Formulary Amendments for May and June 2024 were noted. PR pointed to Safety 

Sections where the recent medicines safety notifications (e.g., NatPSA and MHRA Alerts) are 

captured. 

Any Other Business 

TB spoke about CNTW Propranolol Awareness leaflet which had been circulated prior to the 

meeting. It was produced in response to their noting a number of people were still harmed with 

overdose of propranolol. Propranolol is being initiated both in primary and secondary care, so all 

have a responsibility. They highlighted that many of the national guidelines don't support the use in 

anxiety, but the risks apply whatever the indications for propranolol. It was noted that several 
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people have been working on information about the prescribing of propranolol and the risks 

associated with OD. HG said that they had produced information for primary care in response to 

the concerns about propranolol. KH suggested that the information on this leaflet could be put into 

the template used for the warfarin-tramadol interaction on one page for primary care. 

Action: HG, TB and PR to meet to discuss their work on this topic to link the messages being sent 

out to the system.  

PR provided links to: 

• SPS Monthly medication safety communications and 

publications.https://www.sps.nhs.uk/articles/medication-safety-update/   

• NTAG approved NENC Guidelines at https://ntag.nhs.uk/guidelines/  

• A webinar a What’s new in PGDs and medicines mechanisms: an update and additional  PGD 

explainer videos 

Date and time of next meeting: Thursday 26th September 2024, 13:00-15:00 

https://www.sps.nhs.uk/articles/medication-safety-update/
https://ntag.nhs.uk/guidelines/
https://www.sps.nhs.uk/articles/whats-new-in-pgds-and-medicines-mechanisms-an-update/
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.sps.nhs.uk%2Farticles%2Fmust-reads-pgd-explainer-videos%2F&data=05%7C02%7Cp.russell%40nhs.net%7C7048eb845b00494ad54808dc6ea0704c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638506882579878241%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=cCrquwLe1r%2Bq2Ged2RX5%2FBXR05bV4O34oEIgr%2B8URPg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.sps.nhs.uk%2Farticles%2Fmust-reads-pgd-explainer-videos%2F&data=05%7C02%7Cp.russell%40nhs.net%7C7048eb845b00494ad54808dc6ea0704c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638506882579878241%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=cCrquwLe1r%2Bq2Ged2RX5%2FBXR05bV4O34oEIgr%2B8URPg%3D&reserved=0

