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NENC ICB Medicines Safety Group 

Draft Minutes of the meeting held on Thursday 27th March 2025, 1-3pm 

Virtual meeting 

Present: 

Name Position Representing Nov 24 Jan 25 March 25 

Kate Huddart 
(KH) 

Deputy ICB Director of 
Medicines and Pharmacy 

ICB Pharmacy 
and Medicines 

Chair 
(until 
14:06) 

  

To be 
identified 

ICB Medical Director 
representative  

ICB Medical 
Directorate  

New rep. 
to be 
identified 

  

Chris Piercy 
(CP) 

ICB Nurse Director  ICB Nursing 
Directorate 

  Retired. 
New rep. 
to be 
identified. 

Catherine 
Baldridge 
(CB) 

MSO SSTFT, Chair MSO 
NE Network 

Medicines 
Safety Officer 
(MSO) 
Network  

  A 
(AH as 
deputy) 

 
Maxine Sleath 

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

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

 A  

Ruth Ayre 
(RA) 

Mental Health 
representative 
Deputy Chief Pharmacist 
CNTW 

NENC Mental 
Health Trusts 

   

Jamie Harris 
(JH) 

Chief Pharmacist 
CDDFT 

NENC Acute 
Trusts  
 

Rachel 
Smith 

  

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 

 A  

Dr James 
Carlton (JC) 

GP Prescribing Lead, 
NENC ICB 

Primary care – 
GP 
Prescribing 

 A A 

Helena 
Gregory (HG) 

Medicines Optimisation 
Lead (Cumbria), NENC 
ICB  

Primary care - 
MO 

(Chair 
from 14:06 
onwards) 

A 
(AH) 

 

Davina Collins 
(DC) 

Head of Nursing, CHOC  OOH’s service 
provider  

Apologies A A 

Graeme 
Kirkpatrick 
(GK) 

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

NHSE 
Medicines / 
Patient Safety  

Apologies A Retired 
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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* A A 

Dr Gareth 
Coakley (GC) 

Digital Clinical 
Representative 
ICB Clinical Lead role 

Primary care – 
Clinical Digital 

  A 

Kurt Ramsden 
(KR) 

Public Health Lead / 
Senior Clinician - Public 
Health Pharmacist 

Public Health   A 

To be 
identified 

Patient Safety Partner Patients within 
NENC 

   

Nicola Vasey Lead Pharmacist, Great 
North Children’s 
Hospital, NuTH 

Paediatric 
Pharmacy 

 A A 

Paula Russell 
(PR) 

RDTC Principal 
Pharmacist 

RDTC  
(Professional 
Secretary) 

 DN  

 

*Requested circulation membership and will attend when can 

The meeting was quorate except for item 10, MAR charts. 

1. Introductions and welcome 

The chair welcomed members to the meeting. 

Apologies as noted above.  

Richard Nendick (RN, Project Manager, NENC Medicines in Pregnancy Group) attended to provide 

an update on the work of the Medicines In Pregnancy Working Group. 

Alda Hummelinck (AH, Senior MO Pharmacist, NECS) attended to present on SIRMS and also 

deputised for Catherine Baldridge representing MSO Network. 

Declarations of interest 

No new declarations were noted.  

2. Minutes and action log 

Minutes 

Minutes for the January 2025 meeting are to be circulated after the meeting to be formally agreed 

by email.  

Action Log 

The group reviewed noting that the following actions had been completed and were now closed: 

• 09/24 - 5: Prescribing Inhalers for Children with Asthma 

• 09/24 - 7: Patient Safety Notification for Contractors using EMIS PharmOutcomes IT 

System 
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• 01/25 - 6: Safety Alert - Management of immunosuppressed patients 

• 01/25 9: Oral Antipsychotics (agenda item) 

• 01/25 – 10: Standardisation of community services MAR charts 

3. PGD Governance  

Item not discussed, no submission received for this meeting. 

4. Antipsychotics 

Further to the discussion at the January meeting, KH provided antipsychotic prescribing data per 

LDT flagged with SMI diagnosis to support this agenda item. Of the ~50,600 patients flagged with 

SMI diagnosis, ~15,700 were prescribed antipsychotics and ~12,900 were prescribed 

antipsychotics with no SMI diagnosis. A report is to go to NENC Executive Board. Agreed while it 

is a patient safety issue, it is a wider issue than that raised initially at this group, involving funding, 

pathway and other issues.  

TJ said that this is the target of national MedSIP 2025/26 and have commissioned HI-NENC to 

support this. Looking towards neighbourhood teams, rather than whole ICBs, who are developing 

wraparound support and reducing episodes of behavioural challenges managed in a non-

pharmacological way. KH commented on the impact of commissioning, or lack of it, of those 

support services. HG noted her experience in North Cumbria is that there are similar issues in 

relation to patients with dementia, their diagnosis, support and management.  

RA raised the issue of Shared Care and Sunderland GP action in relation to antipsychotics, and 

the impact that could have on CNTW workload if it were to spread.  

MS described the work that Emily Wales and Helen Seymour are planning as part of the HI-NENC 

work.  

JH and RA discussed the fact that there is increasing questioning of secondary care as to why 

they are not using EPS and secondary care prescribing functionality, and where it sits with Trust 

digital strategies. 

5. Incident Reports - SIRMs data report Q3 2024/25 

HG introduced the third quarterly SIRMs analysis of medication-related incidents report (Q1 and 2 

came to the last meeting).  

AH then presented an overview of the medication-related incidents including:  

• Number identified as medicines-related reported per SIRMs Cause Group = 65% 

• Proportion of those identified as high risk 

• Drugs involved in identified high risk incidents: CDs Sch 2 and 3, named Red and Amber 

drugs (including DMARDs, methotrexate, melatonin, denosumab and lithium) and 

anticoagulants (DOACs, warfarin and LMWH) and insulin 

• Interval between incident and reporting date: only 30% reported within 2 days and 21% 

reported after 30 days, which will impact on memory and follow-up.  

• Proportion of GP practice and GP Federation incidents with an action plan recorded on SIMs 

= approx. 60% for both. 

• Transfer of Care-related incidents by Trust with detail of the identified nature of those 

incidents e.g. different discharge summary issues and medicines supply issues (on 

discharge, inpatients, outpatients). 
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• Shared Care-related incidents (noting that not all incidents involving amber drug are related 

to shared care). Quality and amount of data impairs analysis.  

AH noted that this is just a snap shot and more work would be required to see what is happening 

beneath the data plus more data would support better and more meaningful analysis. She finished 

by summarising future plans including closer working with the Clinical Quality Team. HG noted that 

no medication is recorded for 40% of reports so allocating level of risk (high or not) is not possible, 

and that the quality of the data is important for safety. 

KH noted that CD incidents will be monitored by Accountable Officers and the CD LIN so some 

system for oversight of these incidents.  

It was agreed that it would be useful to do a deep dive into the Transfer of Care and methotrexate 

incidents and to use this information to inform any changes needed to improve patient safety.  

Action:  

AH to look to do a ‘deep dive’ into the Transfer of Care and methotrexate incidents for the next 

meeting. RA agreed to contribute information from CNTW ToC reports and actions.  

6. ICB Medicines Safety Update  

HG provided a verbal update. Propranolol documents from meeting last time are now being shared 

to key groups they have identified but HG asked for suggestions for further sharing.   

AH and the MO Team involved in incident reporting work have been looking at notifications and 

incidents at an earlier stage which is facilitating their earlier involvement. 

RA shared that CNTW are doing some internal work on propranolol prescribing and 

communications because they noted 50% of prescribing was via CNTW prescribers, including for 

uses other than anxiety.   

Action:  

ICB MO Team to share the propranolol documents they have developed across several 

audiences, as identified by members of the group. Group members to share with their networks. 

7. National Update  

With the impending closure of NHSE they are trying to achieve as much for patient safety as they 

can before that loss and in the meantime they are continuing programmes for which they have had 

funding:  

• Learning Disability and antipsychotics,  

• Time-Critical Medicines work  

TJ previously mentioned the Learning Disability and antipsychotic work, which will need a 

neighbourhood approach.  

For Time-Critical Medicines they have completed the appreciative enquiry of the work done to 

improve the reliability of administration of time-critical medicines across the country. The analysis 

of interviews of all the interviews has been completed and showed critical interventions that lead to 

success: 

• Having an EPMA system that can report delayed and missed doses 

• Trying to address it using an MDT approach for both high-level buy-in but also on wards 
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• Working with EPMA configurations to highlight patients likely to be on time-critical 

medicines and flag those medicines so nurses knew which medicines were time-critical and 

which weren’t. 

• Ensuring stock was available on the ward when needed. This simple intervention was 

present in almost all of those where measurable success was achieved. 

They are now putting the findings together into a change package to support trusts with this over 

the coming year. In the next few weeks they will be looking for expressions of interest from Trusts 

to volunteer to be part of a national collaborative. 

They also looked at medicines, falls and fractures which they found fell into two components: 

deprescribing of ‘falls risk-inducing drugs’ for patients at risk of falling and bone protection. 

When they looked into deprescribing, they found that while there are good skills and understanding 

of this, the limiting step to a QI Programme was the volume of people vs. pharmacist capacity. 

There was also acknowledgement that focus on the medicines alone is not a solution to reducing 

falls and sometimes falls risk/ occurrence can increase following interventions, potentially due to 

deconditioning. This and the lack of ring-fenced funding led to decision not to pursue this. 

They then looked at reducing the impact of falls via bone protection. The national Hip Fracture 

Database has an indicator KPI 7 ‘Given suitable bone strengthening treatment and followed up to 

ensure that they are still receiving it 120 days after fracture.’ Data is quite old (2023) but individual 

Trusts can see their own data up to date to monitor their performance.  

TJ presented data from the national Hip Fracture Database has an indicator KPI 7 ‘Given suitable 

bone strengthening treatment and followed up to ensure that they are still receiving it 120 days 

after fracture.’ He made a strong case for the use of IV zolendronate post-fragility fracture, noting 

studies reporting its impact on reducing falls and fractures and mortality.”  

TJ added the link to this database to the meeting chat and encouraged trusts to look to see if there 

are barriers that they can remove to the administration of IV zolendronate post-fragility fracture. 

KH asked if there was any information coming nationally highlighting this to Trusts. TJ explained 

that the database is run by the Royal College of Physicians and not NHSE, but each Trust should 

be aware of the database though may not be aware of the impact of this intervention.  

There was some discussion about the graph and positions of some Trusts in the region. JH noted 

that it is done by individual trust sites and that there is large variation within NENC ICB. He said 

that unpicking why this might be would be very interesting. Sunderland performed notably higher 

than other Trusts and it would be interesting to learn what they have in place.  

HG described denosumab and fracture work in North Cumbria. They have lacked the geriatric 

specialist workforce to have IV Zolendronate, but have denosumab in their pathway (green+ on 

formulary). She said that it is not as simple as just looking at IV zolendronate and there is value in 

understanding what sits behind, as this would likely require wholesale pathway change within 

organisations if it is considered better than going down the denosumab or oral route. JH agreed as 

there are several available options, but considered it worth looking at more closely and sharing any 

learning. MS agreed to explore how HI-NENC they might support this if it was decided to take this 

forward.    

Action:  

JH to take this information about IV zolendronate to the Chief Pharmacists Group for discussion 

and further exploration. 

MS to explore possibility of HI-NENC providing some support if it is decided to take this forward. 
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8. MSO Network  

AH provided a verbal update on particular topics discussed since last MSG: 

• Potentially significant interactions with clozapine – call to review antibacterial policies raise 

awareness of interactions of some antibiotics namely co-trimoxazole, ciprofloxacin, 

erythromycin and rifampicin 

• Clozapine testing – can be done on admission to Trusts but when sent to mental health 

trusts the results can take several days to come back so therefore not always useful. 

• Semaglutide and other injectable weight-loss drugs – ADRs resulting in admissions to 

hospital not always due to the drug it is supposed to be, so MSO asking that the possibility 

of fake medicines be considered. There is a form that can be completed and shared with 

police to support trend analysis and a Yellow Card can be completed if counterfeit medicine 

is suspected. 

• Candesartan and risk in pregnancy – reported as not always appreciated by clinicians. This 

risk with Angiotensin II Receptor Antagonists (ARBs) is clear in the SPC but less clear in 

the BNF. Raised with BNF editorial board for improved clarity. 

• Freeman Hospital to send comms to practices to let them know that the rheumatology 

department has access to SystmOne and can remotely add drugs to patient’s records as 

some practices were caught unawares in particular when an amber drug that they can’t 

prescribe has appeared in the patient record.  

The group was asked if they thought that something needed to be done as a system about the 

fake medicines.  

It was agreed that AH will link with the ICB comms and the System Comms Team about system-

wide communications to increase public awareness about fake medicines.  

There was a discussion about how the safety of candesartan in pregnancy is highlighted. KH 

asked if the prescribing systems and safety systems in the digital products (EMIS, SystmOne, 

Optimise etc.) automatically flag candesartan and other medicines in pregnancy. HG said that 

there was found to be an issue of overdigitisation / alert fatigue of safety messages from multiple 

sources.  

RA said CNTW is producing a ‘mini-guide’ to help acute trust pharmacy teams with clozapine 

including information about supply, interactions, ADRs and plasma levels. She offered to share it 

with the group. EK said they already have a guide and suggested that it could be a starting point to 

collaborate on producing a guide for acute trusts.  CNTW are also developing Capillary Point of 

Care test but are still working through processes for transferring a blood sample from an acute 

trust to CNTW for the testing to happen more quickly than the current model that requires the 

sample to be posted and can take up to 10 days for a result.  

Action: 

AH to link with the ICB Communications Team about system-wide comms about fake medicines.  

CNTW and TEWV to co-produce a clozapine guidance which they will share with the group.  

9. Update from Quality and Safety Committee 

No update provided. Chris Piercy has retired from ICB. A representative to be identified for the 

next meeting subject to that Team’s capacity. 
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10.National MedSIP - reduce inappropriate use of high dose opiates for 

non-cancer pain. 

HG provided a verbal update and will circulate the papers after the meeting. NENC opioid 

prescribing trend is downwards and at a faster rate than the national mean which reflects the work 

put into it by all parties, over the past few years.  

A NENC ICB Back Pain strategy update and MSK pathways was presented to the Clinical Pain 

Network, looking for consistency and understanding best practice.  

A paper was presented looking at evidence interventional procedures for chronic non-cancer pain 

and injections which requires further unpicking and is unlikely to lead to a change in care 

pathways. HG provided the link to the study in the meeting chat. 

The Drug Safety Update on post-operative modified release opioids license change is going to be 

handled by the Surgical Care Pharmacists Group and two members of the ICB MO Team, starting 

with some baseline work as to the current position of the trusts. 

Action: 

HG to share the papers from the Clinical Pain Network with the Group. 

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

isotretinoin, topiramate 

HG said that the project was for 12 months and was coming to an end on 31st March 2025 having 

had Richard Nendick as Project Manager, HG supporting and Chaired by several different chairs, 

the most recent being Ann Fox (Director of Nursing). The presentation outlines the position at the 

end of that 12 months. 

RN then presented some of the headlines from the final report. This included:  

• a look back at the six initial objectives 

• a summary of work done and progress made against these including some secondary 

objectives which were a result of scope shift 

• Activity identified but still to be completed 

• Next steps and ownership of outstanding activity. 

HG asked if  

• the group agrees that the three identified priority next steps and the suggested ownership 

and  

• are there other things that the group think really need to be done and where could they 

potentially be owned? 

• should oversight sit with the Group or sit with the providers to self-assure?  

KH asked TJ if this last question had come up in other areas. He said that it is coming up 

elsewhere as people look for a business as usual approach. He said that as there is not yet the 

confidence in the systems and processes so in his opinion there should be a lighter ICB-level of 

oversight than to date, keeping an eye of the data. He also noted that the argument has been put 

forward elsewhere that the CQC will provide that oversight, which is also valid. 
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HG welcomed the news that the Great North Care Record Team are going to look at the digital 

aspect of this project, and also heard that something is coming through the NHS App so there may 

be potential for digital ARAFs.  

Guidelines and Formulary recommendations are going out for consultation so the interested 

parties have an opportunity to feedback into that consultation. Once the formulary position is 

decided, then may have to go to CEG about the level of assurance, because it is an MHRA ask 

and not an ICB local decision.  

Action: 

PR to ensure that prescribing data from RDTC for Valproate is brought 6 monthly to the MSG 

meetings. 

A Medicines in Pregnancy paper will be updated by HG and RN and circulated for comment by 

MSG to be submitted at the end of April for the May NENC Clinical Effectiveness Group (CEG) 

meeting. 

12.Update from Clinical Effectiveness and Governance Committee (CEG) 

KH provided a verbal update. The meetings tend to involve medicines every second month 

reflecting the NTAG meeting cycle.  

The focus of the most recent meeting was on audit with someone from Head of Quality and 

Governance and Assurance discussing how audits and patient outcome programmes, and our 

process for ICB assurance on the National Clinical Audits has gone out for consultation. The 

Terms of Reference ToR were amended to include a mental health representative.  

ICB ethical decision making was discussed. It was decided that it was a framework produced by 

the Clinical Ethics Advisory Group should be brought to all meetings and used in considerations in 

a similar way to the quality impact assessment and other assessments currently in place. KH said 

that a meeting is set up with the Chair of NTAG to consider how this framework could be 

operationalised for medicines and will then take that back to CEG.  

An ICB Digital update was given much centred around Artificial Intelligence (AI) and a strategy 

looking at all the AI Tools that manage medical devices and also linking in with primary and 

secondary care around the robust governance needed. 

Hospital mortality data was reviewed with a discussion about data quality.  

A Health Observatory Surveillance audit report was presented and it was agreed that discussions 

would happen at various groups with escalations to the CEG. 

13.Monthly Horizon Scanning  

The RDTC monthly horizon scanning documents for February and March 2025 were received for 

information. Nothing of note was identified for discussion. 

14.National Medicines Safety notifications 

RDTC Monthly Formulary Amendments for January and February 2025 were received for 

information. 

Any Other Business 

Added to the agenda for general information: 
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• SPS Medication Safety Update - December 2024  

• Drug Safety Update (March 2025) Prolonged-release opioids: Removal of indication for relief 

of post-operative pain 

• BNF (17 March 2025) Updates to potency labelling for topical corticosteroids 

 

Date and time of next meeting: Thursday 22nd May 2025 

https://www.sps.nhs.uk/wp-content/uploads/2024/06/Medication-Safety-Update-December-2024.pdf
https://www.gov.uk/drug-safety-update/prolonged-release-opioids-removal-of-indication-for-relief-of-post-operative-pain
https://www.gov.uk/drug-safety-update/prolonged-release-opioids-removal-of-indication-for-relief-of-post-operative-pain
https://www.pharmaceuticalpress.com/bnf-publications/news/

