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NENC ICB Medicines Safety Group (MSG) 

Draft Minutes of the meeting held on Thursday 24th July 2025, 1-3pm 

Virtual meeting 

Present: 

Name Position Representing Nov 24 Jan 
25 

March 
25 

May 
2025 

July 
2025 

Kate 
Huddart 
(KH) 

Deputy ICB 
Director of 
Medicines and 
Pharmacy 

ICB 
Pharmacy 
and 
Medicines 

Chair  
(until 
14:48) 

    

To be 
identified 

ICB Medical 
Director 
representative  

ICB Medical 
Directorate  

New rep. 
to be 
identified 

    

Kirsty 
Hesgeth 

ICB Nurse Director 
(Deputy) 

ICB Nursing 
Directorate 

    Vicky 
Playforth 

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 

    Teresa 
Barnes 

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 14:48 
to close) 

A 
(AH) 
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Davina 
Collins 
(DC) 

Head of Nursing, 
CHOC  

OOH’s 
service 
provider  

Apologies A A A  

Tony 
Jamieson 
(TJ)  

National Clinical 
Lead for Medicines 
Safety 
Improvement 

NHSE 
Medicines 
Safety 
Improvement 
Programme 

   A  

Prof. 
Graham 
Evans 
(GE) 

Executive Chief 
Digital and 
Information 
Officer/SIRO 

NENC ICB 
Digital  

Apologies* A A A Retired 
from ICB 

Dr Gareth 
Coakley 
(GC) 

Digital Clinical 
Representative 
ICB Clinical Lead 
role 

Primary care 
– Clinical 
Digital 

  A A A 

Kurt 
Ramsden 
(KR) 

Public Health Lead 
/ Senior Clinician - 
Public Health 
Pharmacist 

Public Health   A   

Geraint 
Morris 

Community 
Pharmacy North 
East Central 
Committee 
(CPNEC) 

Community 
Pharmacy 

     

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 

1. Introductions and welcome 

The chair welcomed members to the meeting. 

Apologies as noted above.  

Vicky Playforth (VP, ICB Director of Nursing) attended in place of KHe. Teresa Barnes (TB, Lead 

Pharmacist, CNTW) attended in place of Ruth Ayre.  

Hira Singh (HS, NENC ICB Senior Medicines Optimisation Pharmacist) attended to provide an 

update on PGD governance (item 3). 

Matthew Lowry (ML, Assistant Director of Pharmacy NuTH) and Shivam Maini (SM, NENC ICB 

Strategic Head of Medicines Optimisation Newcastle- Gateshead) attended to present on an 

interface prescribing issue (item 4).    
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Declarations of interest 

No new declarations were noted.  

2. Minutes and action log 

Minutes 

The minutes for the May 2025 meeting were formally agreed. 

Action Log 

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

• 03/25 – 1: National Update – zolendronate. MS to explore possibility of HI-NENC providing 

some support if it is decided to take this forward.  Closed with open offer if situation changes.  

• 03/25 – 3: MSO Network - AH to link with the ICB Communications Team about system-wide 

comms about fake medicines. GLP-1 item on July agenda.   

• 03/25 – 4: National MedSIP – opiates. HG to share the papers from the Clinical Pain 

Network with the Group. 

• 05/25 – 3: PR to liaise with HS as to which meeting she expects to have progress to next 

report about the STOMP / STAMP work. Update to come to November 2025 meeting.  

• 05/25 – 5: MO Team to continue reviewing SIRMS medicines-related incidents including 

identified further insight and analysis of toxic incidents, and to bring back to the next 

meeting. July agenda item. 

• 05/25 – 11: Group to share the comms about fake medicines with groups they identify as 

appropriate.  

3. PGD Governance  

HS provided an update on PGD Governance for ICB commissioned services in primary care. He 

shared a detailed spreadsheet listing the 38 PGDs for monitoring the ICB commissioned services 

including information such as the provider organisation that ‘owns’ and uses the PGD and RAG-

rated expiry dates. The PGD policy has been paused until ICB structure is clear.  

CB reported on national PGD Group discussions about national provider organisations working 

across several ICS’s requiring signing off by each ICB. She will update the group of any 

developments. 

KR reported on a rolling contract interim arrangement for the signing off of approximately 30 public 

health PGDs that have been signed off via an NHS England and NECS process. 

4. Interface prescribing issue 

SM and ML provided an outline and some insight about an interface issue related to electronic 

prescribing from the Foundation Trust, for which they had come together to address. 

SM described the primary care aspects and ML spoke about the issue from the Trust point of view 

and.   

It was noted that localities across the region use a mix of clinical systems—some use EMIS, some 

SystmOne, and others a combination. There was some named examples of EPS systems being 

used by Trusts but no real overview or coordination in relation to what was happening in each trust. 
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GM confirmed that Community pharmacy is using Cleo for the Pathfinder Independent Prescribing 

Programme. The multiple systems used, and at different stages of implementation, makes for a 

complex integration landscape. 

With EPS from Trusts going to be more common, there is a need to share learnings across trusts 

and GP practices to ensure smooth implementation. 

It was suggested that insights be shared with the Chief Pharmacist Group to raise awareness and 

encourage collaboration. 

KH suggested that a short-life working group could be useful to coordinate efforts across trusts and 

GP practices, especially around EPS and repeat prescriptions. 

The Chair acknowledged the ongoing work by SM and ML and expressed appreciation for their 

contributions. 

Action: 

JH to explore the idea of a short-life working group looking at EPS and repeat prescriptions with the 

Chief Pharmacists and report back to this group. 

5. Incident Reports - SIRMs data analysis 

NENC SIRMs shared-care toxicity incidents deep dive 

HG shared information on the incidents in the meeting papers. She reported that there was no real 

theme across all of the incidents. The first was due to missed folic acid but lacked detail despite 

requesting further information from the provider. HG report that this is a something that happens 

frequently. The second is about leflunomide where the provider was handing over a large batch of 

shared care to another provider but it was not clear if there was a plan to ensure all the components 

of the shared care were handed over in a safe way, so the patient ended up receiving prescriptions 

and medication from both providers resulting in double dosing. 

The last two are the same incident reported twice resulting in a more informative report. There were 

issues with letters and communication but also the practice was dosing outside of the Shared Care 

Agreement which was reportedly unexpected for the practice in question but is going to be further 

explored. In summary HG suggested that the GP collective action and issues relating to: 

• clarity on where the responsibilities in a shared care agreement lie,  

• communication (digital and paper) 

• process – timely, understood and actioned 

• risk stratification – flagging high risk medicines such as lithium 

HG posed the questions to the group: 

• Was the content what the group expected? 

• Would any of those themes or contributory factors merit further investigation or consideration 

in the context of broader spheres? 

JC suggested that there are things from this that could be built into the Enhanced Service 

Specification in terms of clarity of roles and responsibilities. 

KH said that it was necessary to ensure that that clarity is also in the shared care document itself. 

JH noted that it is important that we hear about concerns raised about inadequate communications 

etc. are fed back. Much of it is coming to the Interface Group meetings but he emphasised that little 
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things can make a big difference e.g. CDDFT rejigged their homecare prescriptions ensuring folic 

acid is included with methotrexate.  

GM reiterated the usefulness of the shared learning and prompts and offered to share the 

information from these incidents through the LPC Network. 

Action:  

HG and Hannah in ICB Governance to check that there is clarity in the Shared Care Protocols on 

the NTAG website of the responsibilities for the parties involved  

HG and Joseph to prepare a redacted version to facilitate dissemination for shared learning and 

reminders. 

GM to share the information from these shared care toxicity incidents through the LPC Network. 

6. ICB Medicines Safety Update  

• HG provided a short update on the medicines satiety work being done by the ICB Medicines 

Optimisation team. Helena mentioned that the monthly updates that have been shared 

across the system. Short versions were available with observations from the incidents, 

incident numbers, and themes. 

• The team is currently reviewing systems and processes following personnel changes. They 

plan to present updates to the next meeting on: 

• Triage for national patient safety alerts. 

• SIMS triage work. 

• These will be brought to the September meeting for sign-off. 

 

7. GLP1-RAs  

HG described the oversight and assurances response to MHRA publications in June regarding 

GLP-1 receptor agonist. 

While GLP-1s offer significant health benefits, concerns are emerging due to their relatively recent 

introduction and increasing off-label or inappropriate use. 

Discussion highlighted ethical dilemmas, especially around prescribing to individuals of healthy 

weight who may be seeking these medications for non-clinical reasons. 

A potential risk that NHS resources may be used to support treatments initiated privately or 

inappropriately, was noted, which means a consistent approach to prescribing is necessary. It was 

agreed that there is a need to improve reconciliation processes to account for privately obtained 

medicines (e.g., ADHD drug), which patients may not disclose.  

KH emphasized the need for clinicians across settings to routinely ask patients about privately 

obtained medications, as these are increasingly common and often not reflected in repeat 

prescriptions. JH raised concerns about the abrupt discontinuation of GLP-1 medications during 

hospital admissions, which can cause distress and lead to self-discharge. He highlighted the 

complexity of handling unverified private treatments. KHu proposed forming a small working group 

to draft guidance and explore wider approval through the Clinical Effectiveness Group. The aim is to 

improve clinician awareness and ensure safe, informed care across both primary and secondary 

settings. 
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Concerns were raised about misinformation from social media influencers, which can undermine 

professional guidance and patient safety. JH noted the influence of deprivation and social media on 

medication choices, referencing incidents involving unlicensed Botox and GLP-1 drugs. He stressed 

the need for empathy and understanding of patient contexts. 

Gastrointestinal risks associated with GLP-1s were noted as likely to be underrepresented in MHRA 

reports,  

The group stressed the importance of signposting patients to reputable sources and integrating 

safety measures into clinical workflows. 

The group agreed on the importance of developing a consistent approach to managing private 

medications, including potential guidance or a position statement. 

Actions: 

Tony Jamieson is to raise the issue of patients sourcing medicines illegally with Sue Ladds (NHS 

England’s Director of Hospital Pharmacy) to circulate it to the national Chief Pharmacist Network 

with a view to considering a position statement and privately sources medicines. 

A small working group is to be formed to draft guidance and explore wider approval through the 

Clinical Effectiveness Group.  

8. DHSC Review of patient safety across the health and care landscape 

HG provided an overview of the DHSC Review of patient safety across the health and care 

landscape. 

The review, titled "Setting the Course of Quality and Safety in the NHS", complements the NHS 10-

Year Plan and follows the operational effectiveness review of the CQC. It focuses on six specific 

organisations, keeping a narrow scope despite the complexity of the wider safety landscape. 

The following fey structural changes proposed: 

• Healthwatch to disappear. Greater integration of patient experience into Integrated Care 

Boards (ICBs). 

• Health Services Safety Investigation Body (HSSIB): To be folded into the Care Quality 

Commission (CQC). 

• Patient Safety Commissioner is to be incorporated into the Medicines and Healthcare 

products Regulatory Agency (MHRA). 

• National Quality Board (NQB): Undergoing a revamp to improve visibility and usefulness. 

Some recommendations will require legislative changes and/or national action, while others can be 

implemented locally by ICSs. 

The emphasis is on streamlining efforts, reducing duplication, and focusing on high-impact 

initiatives, especially in digital and population health. 

There is a need for clear assurance roles as responsibilities shift between DHSC, NHS England, 

ICBs, and providers, and for any handovers to be robust with clarity of accountability to avoid gaps 

in safety oversight. 

Local teams are encouraged to interpret and act on relevant parts of the review. The aim is to align 

efforts, reduce fragmentation, and ensure consistent messaging across the system. 

There followed a discussion with the following key points made:  
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• KHu noted the increasing emphasis on cost-benefit analysis in patient safety strategy, 

suggesting broader implications beyond medicine safety. 

• VP highlighted that the ICB is still awaiting clarity on future structures, making it difficult to 

plan how responsibilities will be enacted. This uncertainty is flagged on the ICB’s risk 

register. 

• TJ said the proposals ‘by and large are helpful’. He expressed concern over the proposed 

dissolution of Healthwatch, praising its valuable contributions both locally and nationally 

(e.g., opioids programme). VP reiterated their contribution. TJ warned that ICBs may end up 

replicating Healthwatch’s role with fewer resources and less brand recognition. 

• TJ questioned the assumption that this role is well-established across all settings, 

suggesting further support may be needed. 

The group welcomed the idea of revitalizing the NQB to provide a more unified, multi-agency 

approach to quality, whilst acknowledging that current resourcing is limited. 

KHu proposed revisiting the issue by Christmas, when ICB structures may be clearer. VP agreed 

to feedback developments from the Quality and Safety Committee. TJ said he would explore 

national interest in supporting these transitions, including training gaps and structural changes. 

9. National Update  

TJ provided an update on the current national work in medicines safety focussing on two main 

topics: 

1. Propranolol toxicity awareness 

2. The case for medicines safety leadership – ‘the £100,000 slide’ 

1. NHS England published a short (100-word) notice in the Primary Care Update to raise awareness 

about the toxicity of propranolol. 

The message sparked debate due to concerns it might inadvertently guide self-harm by providing 

some details as to the harm it can cause, though it contained no new information beyond existing 

public reports. 

TJ expressed doubt about its impact but acknowledged the importance of raising the issue. PR put 

the link to the RDTC Safer Medication Use – Propranolol in the treatment of anxiety in the meeting 

chat. 

2. TJ introduced a slide (shared for the previous NENC MSG meeting) and supporting document 

quantifying the risks of disinvesting in medicines safety leadership. The slide presents the key 

impacts of losing £100,000 in safety investment: 

• 42 lives potentially lost 

• 756 avoidable bed days 

• 404 unnecessary GP/111 appointments 

• 333,360 staff affected as second victims of medication errors 

He emphasized the return on investment (ROI) of up to 228% when targeting high-risk medicines. 

He warned against low-impact efforts (e.g. over-focusing on low-risk drugs like vitamin B1). 

The slide aims to help local leaders defend medicine safety infrastructure amid NHS cost-cutting 

pressures. 

The group then discussed the update and slide presented by TJ. 
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KHu asked whether David Webb (NHS England Chief Pharmaceutical Officer) and Richard (David’s 

Deputy Chief) had included medicines safety in a forthcoming ICB guidance document, which 

reportedly suggests a recommended percentage spend on pharmacy staffing. 

TJ confirmed he strongly advocated for its inclusion and believes it’s likely in the draft, possibly 

alongside the frequently asked questions (FAQs) on the £ per head funding model. 

Concerns were raised that this guidance came too late, after some ICBs had already made 

significant cuts to medicines optimisation teams. 

KHu noted the new guidance focuses on four high-risk areas, including medicines optimisation 

(MO) and infection control. She suggested it would be helpful to define what portion of pharmacy 

funding should be allocated specifically to medicines safety. 

HG highlighted ongoing work to define future functions and roles in medicines safety, using a “keep, 

grow, change, let go” framework. An early version of this work has been shared with the Chief 

Pharmacist network. 

KHu proposed asking BI (Business Intelligence) to review propranolol prescribing data in the 

coming months to assess whether recent awareness and education efforts have led to a reduction 

in use, particularly for anxiety. 

Action:  

KHu is to ask BI (Business Intelligence) to review propranolol prescribing data 

 

10. Update from MSO Network 

CB provided the group with a brief update on the NE MSO Network. 

The network had planned an extended meeting in June to focus on insulin safety. However it was 

postponed due to low attendance and last-minute apologies. There will be no meetings in July and 

August due to typically low attendance. There has been difficulty scheduling and getting full 

attendance due to a large invite list and conflicting commitments. The group is reflecting on how to 

continue supporting the network effectively amid local pressures. KHU said it would be good to hear 

back from this and to understand how the MSG could support the network 

A detailed review of insulin safety is planned for September. 

Additionally, Helena Gregory mentioned she is working with the quality team to review insulin 

incidents and will share findings with Catherine when that work is ready to be shared. 

11.Update from Quality and Safety Committee 

VP provided an update from the Quality and Safety Directorate.  

Reviewed refreshed Board Assurance Framework focusing on strategic risks and ICP-wide goals 

(excluding financials). 

New Risk Heat Map has raised concerns around ‘giving children the best start in life’ in Newcastle 

and Gateshead and medication delivery issues in special schools. Weight loss drugs could create 

significant financial pressure on ICBs due to long referral waits for Tier 3 NHS services.  
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VP noted that the Healthwatch annual Involvement and Engagement Report had the key themes of 

mental health well-being, healthy aging, menopause and cancer checks. There had been some 

updates on safer prescribing (e.g. topiramate) and the work by Learning Disability Network and 

medicines optimisation team was highlighted. 

KP reported that most trusts not meeting Infection Prevention & Control (IPC) targets with specific 

concerns at CDDFT and CPE outbreaks. There is an issue with cleaning solution concentrate and 

have gone to NHS South England for some guidance. At the moment the standard is just to follow 

manufacturer’s guidance. 

Four trusts engaged in Maternity Services safety improvement programme for safer outcomes and 

reducing unwarranted variation. 

Community Health Survey noted that there are ongoing poor experiences in crisis care support, 

medication information received, and broader support. There were some improvements noted since 

2023. 

Safer Staffing Review provided reasonable assurance of adherence to processes though further 

work is needed to meet consistent safe staffing standards. 

The Safeguarding Annual Review reported that systems are in place and aligned with recent policy 

changes. 

The Prevention of Future Deaths Report highlighted some common issues: falls, IT/digital systems, 

fragmented info sharing, discharge coordination. One trust had delays in incident investigations. 

Medication safety concerns included unsafe prescribing, delays and poor communication. 

Assurance given on local learning and the quality team working alongside that.  

12.National MedSIP - reduce inappropriate use of high dose opiates for 

non-cancer pain. 

HG provided a verbal update and shared the agenda and actions for the most recent meeting.  

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

KHu provided a verbal update on topics discussed at the recent CEG meeting: 

There was a discussion about hospital mortality that focused on data trends and usage. 

The National Tuberculosis Review identified as a potential priority and a separate meeting is 

being arranged to explore this further. 

Reviewed need for quality impact assessments on all cost improvement workstreams (e.g., gluten-

free proposals) brought through the group for approval and could go back to the financial 

sustainability group for that. 

It was a relatively short meeting with limited medicines-related content. 

14.Monthly Horizon Scanning  

The RDTC monthly horizon scanning documents for June and July 2025 were received for 

information. Nothing of note was identified for discussion. 
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15.National Medicines Safety notifications 

RDTC Monthly Formulary Amendments for May and June 2025 were received for information.  

Any Other Business 

Added to the agenda for general information: 

• SPS Monthly Medication Safety Update  

• Medication Safety Across the System (MSATS) - Futures: Workspace with a lot of 

information and resources including a section on Safer use of Insulin  

• Reducing the risk of getting the drug name wrong UKMI IRMIS Alert issue 3 

https://www.ukmi.nhs.uk/fileDownloader.aspx?ID=298  

• Valproate: updated safety and educational materials to support patient discussion on 

reproductive risks - GOV.UK (10 June 2025) 

• Preventing harm from incorrect vinca alkaloid administration – SPS  

• Human medicines Modular Manufacture and Point of Care regulations 2025: Overview - 

GOV.UK 

 

Date and time of next meeting: Thursday 25th September 2025 

https://www.sps.nhs.uk/articles/medication-safety-update/
https://future.nhs.uk/MSATS/groupHome
https://future.nhs.uk/MSATS/view?objectID=60345712
https://www.ukmi.nhs.uk/fileDownloader.aspx?ID=298
https://www.ukmi.nhs.uk/fileDownloader.aspx?ID=298
https://www.gov.uk/drug-safety-update/valproate-belvo-convulex-depakote-dyzantil-epilim-epilim-chrono-or-chronosphere-episenta-epival-and-syonellv-updated-safety-and-educational-materials-to-support-patient-discussion-on-reproductive-risks
https://www.gov.uk/drug-safety-update/valproate-belvo-convulex-depakote-dyzantil-epilim-epilim-chrono-or-chronosphere-episenta-epival-and-syonellv-updated-safety-and-educational-materials-to-support-patient-discussion-on-reproductive-risks
https://www.sps.nhs.uk/articles/preventing-harm-from-incorrect-vinca-alkaloid-administration/
https://www.gov.uk/government/publications/human-medicines-modular-manufacture-and-point-of-care-regulations-2025-overview/human-medicines-modular-manufacture-and-point-of-care-regulations-2025-overview
https://www.gov.uk/government/publications/human-medicines-modular-manufacture-and-point-of-care-regulations-2025-overview/human-medicines-modular-manufacture-and-point-of-care-regulations-2025-overview

