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NENC ICB Medicines Safety Group 

Draft Minutes of the meeting held on Thursday 28th November 2024, 1-3pm 

Virtual meeting 

Present: 

Name Position Representing November 
24 

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 (to replace Jean 
Golightly) 

ICB Nursing 
Directorate 

 

Catherine Baldridge 
(CB) 

MSO SSTFT, Chair MSO NE 
Network 

Medicines Safety 
Officer (MSO) 
Network  

 

 
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  

 

 

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  

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 (Chair 
from 14:06 
onwards) 

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

Apologies 

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 

 

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

Paediatric Pharmacy  

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

The meeting was quorate 

Introductions and welcome 

The chair welcomed members to the meeting. 

Apologies were received from: Davina Collins, Graeme Kirkpatrick and Jamie Harris.  

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..  

Helena Nettleton (RDTC Principal Pharmacist) attended to present the RDTC Medicines 

Optimisation Opportunities dashboard on Opioid use and Sodium Valproate. 

Zinath Alkobir  attended to present a slide deck for circulation to HCPs on the risks associated with 

propranolol overdose following the recent RDTC publication. 

Declarations of interest 

No new declarations were noted.  

Mounjaro Dosing Errors 

KH took this item first so AH could then leave the meeting.  

AH presented a slide deck on reports of patients unwittingly overdosing themselves with Mounjaro 

(tirzepatide) pens where  

• the “1” on the indicator has been taken as 1mg, rather than 1 dose. This has led to hospital 

admissions.  

• the entire contents (4 doses) have been injected as previous pens contained a single dose. 

These have occurred across the country from various supply points (not just primary care). 

KW noted that patients presenting at A&E with the GI-type adverse effects and suggested this be 

shared more widely e.g. with A&E and Urgent Care Leads. It was confirmed that it has been 

shared with the MSO Network with the expectation that it would be taken back to their Trusts but it 

was acknowledged that this route doesn’t always filter down to all clinicians. HG confirmed that 

NENC have had an incident in primary care and as a result of that this information has also been 

shared with the diabetes nurses. TJ noted a need to consider if the information is correct for ED 

Teams.  

Action 

• KW to share this Mounjaro errors information to ED colleagues and NEAS. She agreed to 

also approach her Director (CD) to share with urgent care leads 

Minutes 

Minutes for the September 2024 meeting were circulated in advance of meeting. These were 

formally agreed.  
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Action Log 

The group reviewed and PR will liaise with those who actions against their name  and update the 

action log accordingly.  

PGD Governance  

HS confirmed that North Tees OOHs are responsible for their PGDs and necessary assurances 

have been confirmed.. . A new request from MSG for MSK PGD for development and this will be 

fed into the group when the request has been reviewed. 

• Action: 

• PR to update Action log to reflect this update. 

Multiple Anticoagulants Report 

HS reported on a review of NHSBSA data regarding patients who could be taking two 

anticoagulants. National data was fed back to local teams for them to disseminate to practices and 

they were asked some questions about those cases. National data shows NENC come out as the 

highest number, but the data is not patient weighted. HS has broken down the data looking into 

reasons why particular patients were highlighted. 34 practices, with 45 potential patient counts, 8 

practices did not respond, only 1 patient had been taking 2 anticoagulants and that has since been 

corrected and a CERNS entry made for that. HS noted that there were no entries for SoTy and 

their practices do a duplicate audit. Recommendations included to continue to review NHS BSA 

data and to highlight to practices where potential patients on duplicates on a quarterly basis. The 

possible duplicates numbered 16, with 1 patient in these being found to be taking 2 DOAC’s.  

This update generated much discussion. TJ noted that MHRA have concerns that data produces 

false positives. HS confirmed that 1/17 patients was in fact on two anticoagulants. TJ praised the 

work done and appreciated it as an indication of the accuracy of NHS BSA data. The group 

discussed the effort required to find this one patient, and although worthwhile, KH asked if HS 

could share with PPD the original spreadsheet of the reasons why there are so many duplicates 

because there might be something they can do with their timeframes or whatever they are 

searching on to tighten up their searches to minimise duplicates. TJ confirmed that they have 

considered the timeframe and put their contact details in the chat.  

HG also pointed out the near misses, many of which were related to management of repeat 

prescriptions across the interface between GP and community pharmacy. She noted that this issue 

could potentially be repeated with other medicines. It was agreed that this was primarily an issue 

about communication.   

KH recommended contacting the PPD rather than asking practices to do what is quite a manual 

process. JC suggested a notification to primary care on processes around stopping duplicates 

when changes are made and the link with community pharmacy. He noted that the responsibilities 

do not only lie with the practices but also with community pharmacy and what they might be able to 

do. 

KR asked if there was data that could indicate the size of the issue to inform actions. TJ said that 

failing to monitor and recalculating DOAC dose based on creatinine clearance was the biggest 

DOAC-related risk. PCN IAF for recorded creatinine clearance showed improved monitoring from 

47% to 84% of the 1.4 million people on DOACs nationally but since this incentive was removed 

this number has reduced.  
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In summary, the group suggested that the effort involved in doing repeat audits would be better 

spent in ensuring other risk management actions in DOAC prescribing were taken e.g. monitoring 

and recalculating creatinine clearance. 

Action 

• HS / HG to contact Prescription Pricing Division (PPD) to see if the searches could be 

tightened further. 

• HS / HG to develop communications about processes to stop duplicates and reinforcing 

key risk management actions. 

Propranolol in the treatment of anxiety 

ZA presented slides which looked at the key points and practical aspects of the recommendations 

in the RDTC SMU on propranolol use for anxiety.  

The group discussed at length who is initiating propranolol and what could be produced to be 

impactful and informative to primary and secondary care prescribers. 

KH sought clarification on the purpose and intended audience.  The intention was for these slides 

(co-developed with TEWV and CNTW colleagues) to be shared and used across the system in 

primary and secondary care. RA noted that CNTW audit showed that there was significant 

prescribing in their trust and identified the need for something ‘short and snappy’ with key points. 

Teresa Barnes had been leading on it for their Trust. JC, RA and TJ all expressed a desire for 

something short and focussed with a small number of clear key messages for prescribers. JC 

suggested that other audiences, such as practice pharmacists may use the more detailed 

information. The group agreed on a short message with links / QR codes to additional information 

for those who want greater detail. KH proposed this be done before the next meeting and she may 

take Chair’s action to avoid delay. JC agreed to provide GP perspective on a draft before 

publication 

Action: 

HG/ZA are to work with T.Barnes (CNTW) and E.Kettle (TEWV) to produce an A4 document which 

has the key messages and links to more detailed information for both primary and secondary care 

prescribers.  

Reflection on form and function of Medicines Safety Group 

KH introduced and opened a discussion to reflect on the form and function of the Medicines Safety 

Group after a year in place. She said she wanted the group to be quite open about how they felt 

that first year of the group has gone and what the group needs to be in the longer term. She set 

the scene by questioning if the group are really getting to the bottom of medicines safety incidents, 

is there more we can do, where do we need to direct the group and is the membership right?  

CP suggested that MSG could get a report of medicines safety incidents. HG said some areas had 

a manual report but her team are awaiting the information from the Patient Safety Dashboard.  

HG clarified that reporting currently is focussing on primary care where reported on SIRMS, though 

variable across the ICS with some reports involving secondary care, it is not system-wide. PR said 

she spoke to the Lead of another ICB Medicines Safety Group to inform this discussion and they 

had said that incidents are left to the organisations to review and to consider PSIRF plans, but any 

learning relevant to the wider system was then shared with the Group. TJ suggested that the group 

should be ‘more SIRF-like’. GC asked where informal notifications not leading to a Coroner’s 

report, from the Medical Examiners would be reported. CB said MSO network tried to do some 
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learning from incidents in the past and just looking at insulin resulted in a large data set. There are 

plans for MSO Network to look again at insulin incidents in the New Year. There was agreement 

that the Group should be involved in the sharing of the learning from incidents that have already 

been filtered and themed. CP agreed to ask his team for a thematic report of incidents. KH said 

that the Group could consider one theme per meeting or take one and look at progress through the 

year, remaining mindful of where these discussions are being held elsewhere and avoiding 

duplication. 

There were no other points raised.  

KH (Chair) left the meeting and HG took over as Chair. 

Action 

HG to bring manually pulled together patient safety report, with a view of these being produced 

automatically in future 

CP to support HG in discussions about accessing information about medicines safety incidents 

with the ICB Patient Safety Team.  

Yellow Card reporting 

HG reported on the variety of work the ICB MO Team did to promote Yellow Card (YC) reporting 

during Medicines Safety Week 2024 (4-10 November) the theme of which was 'the importance of 

using medicines in the right way to prevent side effects, and to report side effects when they do 

occur.’ 

She noted that there was a lack of understanding of the breadth of what people can report beyond 

side effects. PR presented on the Annual Yellow Card reports for the Trusts and ICB that have 

been shared with Chief Pharmacists and MSOs by the RDTC as the NEY Regional Yellow Card 

Centre. PR also noted the work she and colleague Maxine Wright (MW) are doing to promote YC 

reporting and MW offered to take any questions or thoughts back to the quarterly MHRA Yellow 

Card Centre meetings.  

Action  

HG, PR and MW to meet in the autumn to plan activities in advance of Medicines Safety Week 

2025. PR to also raise at MSO Network autumn meeting. 

National Update 

Tony Jamieson had left the meeting by this point and GK had sent apologies, so there was no 

national update. 

MSO Network update 

CB: Meeting was this week, nothing to update specifically on. There is a plan in the New Year to 

start reviewing the individual drugs or groups of drugs and asking people to bring examples of 

incidents or areas of learning that they've identified from investigations on the same theme, 

possibly starting with insulin. 

Some trusts are experiencing challenges with actioning the oxytocin NatPSA, however there is still 

a couple of months before the deadline for compliance. 
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Update from Quality and Safety Committee 

CP said on this occasion there is nothing to add as nothing medicines-related was discussed at 

the recent Quality and Safety meeting. He confirmed that he would look to progress with thematic 

reports of incidents. HG said that it might also be useful to the members of this Group to hear the 

wider messages about what is happening in patient safety. CP said that there was nothing new to 

report since the detailed update he provided at the previous meeting. He would provide an update 

on the ‘Safety Centre’ due to be launched in the New Year at the next meeting.  

Action: CP to provide an update at January’s meeting on the NENC ‘Safety Centre’. 

National MedSIP - reduce inappropriate use of high dose opiates for non-

cancer pain. 

Clinical Pain Network Update: HG provided a verbal update on key points on the recent meeting. 

NENC Clinical Strategy in process of launch has back pain for adults is priority theme and work on 

opioid prescribing will be linked through the pain network to the back pain strategy. A 

gabapentinoids reduction guide is in progress and will be shared with the group when it is out for 

consultation. Work is being done on links between deprivation and pain and how it will be 

managed in terms of inequalities. There is also work looking at women and potential crossovers 

and correlation between HRT, antidepressants and opioid prescribing.   

RDTC MOO Dashboard: Dr Helena Nettleton noted that RDTC publishes an overall dashboard 

with the national 16 Medicine Optimisation Opportunities, but also separate dashboards going 

down to SubICB level with additional features and metrics informed by discussions with RDTC 

stakeholders. HN used these SubICB level dashboards to demonstrate the information they can 

provide on opioids and valproate prescribing, noting key trends and aspects of the charts, and the 

usefulness of the additional metrics whilst highlighting outliers.  

Action 

The Group will review the RDTC MOO Dashboard data for opioids and valproate 6 monthly. 

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

topiramate 

HG noted that the group is 8 months in and have Anne Fox (Interim Director of Nursing) as the 

new Chair for this ICB Working Group. Moved from discovery phase to delivery. The group is 

currently working through the different responsibilities of the many stakeholders.  

Richard Nendick gave a verbal update on the Medicines in Pregnancy Working Group. He outlined 

several work streams ongoing by the Group: 

• A newsletter will be going out from the group to stakeholders across the ICB in the next 

fortnight.  

• Risk Mitigation Log which will be shared with MSOs, Chief Pharmacists and Medical Director, 

having done a survey of organisations readiness against the MHRA Alert, They are not 

expecting Pharmacy to own this work, but to co-ordinate it.  

• A Valproate Risk Stratification Framework is being developed with neurology leads. The 

intention is to widen that scope to psychiatry, paediatrics etc. to inform and support 

application of second signature and to help risk stratify those patients for MDT discussion but 

also help primary care and other organisations who do not have specialist neurology support.  

• Looking at a regionally resilient MDT for discussions for new patients requiring second 

signature, so that work doesn’t all fall to particular organisations. 



   

7 | P a g e  
 

•  A survey has been commissioned in primary care to seek the views of patients who are, or 

have taken valproate (or topiramate) to understand their understanding of the risks and what 

support they were given; either when initiated or at most recent annual review.  

• The group are also exploring solutions for organisations to have valproate captured in EPMA 

systems, though identified some gaps for some organisations and are working on digital 

systems to capture those.  

• Within the Medicines in Pregnancy Working Group they are establishing a formulary group to 

look to make formulary recommendations for valproate, topiramate and isotretinoin.  

HG noted the risks associated with this work: 

• Focus on secondary care has meant that primary care may be a gap.  

• Quality Improvement skills within the group and capacity within trusts to deal with new 

measures is variable.  

• Time slippage due to additional QI input needed  

• Group doesn’t have its own budget for any incidental pieces of work 

Update from Clinical Effectiveness and Governance Committee (CEG) 

KH had left the meeting, so no update was given.  

Monthly Horizon Scanning  

MW reported that having reviewed RDTC Monthly Horizon Scanning document for October and 

November 2024 for medicines safety considerations, there was nothing of note about which to 

make the group aware.  

National Medicines Safety notifications 

RDTC Monthly Formulary Amendments for September and October 2024 were noted. 

Any Other Business 

HG noted the Royal Pharmaceutical Society Medicines Shortages Report for information and 

provided a short narrative on the current situation which can pose a risk to patient safety.  

Noted in the agenda under AOB was the following medicines safety-related information: 

• New products that are double the strength of currently available products – Clobazam 

20mg Tablets and Benzydamine Hydrochloride 0.3% Oromucosal Spray.   

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

• SPS Monthly medication safety communications and 

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

• Patient Alert Card AGAMREE Vamolorone (medicines.org.uk) 

Action 

CB to share the information about new clobabzam and benzydamine products that are double the 

strength of other available products with the MSO Network, and for any information from MSOs to 

come back to the group. 

 

Date and time of next meeting: Thursday 23rd January 13:00-15:00 

https://ntag.nhs.uk/guidelines/
https://www.sps.nhs.uk/articles/medication-safety-update/
https://www.medicines.org.uk/emc/rmm/3171/Document
https://www.medicines.org.uk/emc/rmm/3171/Document

