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NENC ICB Medicines Safety Group (MSG)

Virtual meeting

Draft Minutes of the meeting held on Thursday 22" May 2025, 1-3pm

Present:
Name Position Representing | Nov 24 Jan March May
25 25 2025
Kate Deputy ICB Director | ICB Chair v v v
Huddart of Medicines and Pharmacy (until
(KH) Pharmacy and 14:06)
Medicines
To be ICB Medical Director | ICB Medical New rep.
identified representative Directorate to be
identified
Kirsty ICB Nurse Director ICB Nursing v
Hesgeth (Deputy) Directorate
Catherine MSO SSTFT, Chair Medicines v v A
Baldridge MSO NE Network Safety Officer (AH as
(CB) (MSO) deputy)
Network
Patient Safety Lead Health v A v v
Maxine for the Health Innovation
Sleath Innovation NE (HINE | North East
- formerly AHSN NE) | and North
Cumbria (HI-
NENC)
- Patient
Safety
Ruth Ayre Mental Health NENC Mental | .~ v v v
(RA) representative Health Trusts
Deputy Chief
Pharmacist CNTW
Jamie Chief Pharmacist NENC Acute Rachel v v v
Harris (JH) | CDDFT Trusts Smith
Dr Consultant NENC Acute A v v
Katherine Emergency Trusts
Williamson | Medicine,
(KW) Associate Dean,
NHSE NENC WTE
Faculty of Patient
Safety Chair,
Simulation Lead for
Acute Schools,
UH NT&H
Dr James GP Prescribing Primary care v A A v
Carlton Lead, NENC ICB - GP
(JC) Prescribing
Helena Medicines Primary care - | v (Chair A v v
Gregory Optimisation Lead MO from 14:06 | (AH)
(HG) (Cumbria), NENC onwards)
ICB
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Davina Head of Nursing, OOH’s Apologies | A A
Collins CHOC service
(DC) provider
Tony National Clinical NHSE v v A
Jamieson Lead for Medicines Medicines
(TJ) Safety Improvement | Safety
Improvement
Programme

Prof. Executive Chief NENC ICB Apologies® | A A
Graham Digital and Digital
Evans (GE) | Information

Officer/SIRO
Dr Gareth Digital Clinical Primary care | v A
Coakley Representative — Clinical
(GC) ICB Clinical Lead Digital

role
Kurt Public Health Lead / | Public Health | .~ v v
Ramsden Senior Clinician -
(KR) Public Health

Pharmacist
To be Patient Safety Patients
identified Partner within NENC
Nicola Lead Pharmacist, Paediatric v A -
Vasey Great North Pharmacy

Children’s Hospital,

NuTH
Paula RDTC Principal RDTC v DN v
Russell Pharmacist (Professional
(PR) Secretary)

*Requested circulation membership and will attend when can.

1. Introductions and welcome

The chair welcomed members to the meeting.

Apologies as noted above.

Helen Seymour (Clinical Lead, Health Innovation North East and North Cumbria) attended to
present on agenda item 3 on the NENC STOMP/ STAMP work.

Declarations of interest

No new declarations were noted.

2. Minutes and action log

Minutes

The minutes for the March 2025 meeting were formally agreed.

Action Log

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

e 03/25 —1: Incident Reports. AH to look to do a ‘deep dive’ into the Transfer of Care and
Shared Care methotrexate incidents for the next meeting.
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e (03/25 — 2: National Update. JH to take this information about IV zolendronate to the Chief
Pharmacists Group for discussion and further exploration.

o (03/25 - 6: Medicines in Pregnancy. A Medicines in Pregnancy paper submitted for the May
meeting of the NENC Clinical Effectiveness Group (CEG)

3. Update on STOMP/ STAMP work

HS presented an overview of the work that HI-NENC have been commissioned by NHS England
for 2025-26 to support. She noted the need to work holistically system-wide and to balance the
long and short-term health needs.

NHS England want improved methodology and acknowledge that there is no one way to do things.
Thus they want to consult with the system as to what is being done and what methodologies work /
don’t work.

Helen’s colleague Emily Whales is working with the Patient Safety Collaborative looking at
‘neighbourhood’, and looking to engage with willing groups of stakeholders who want to improve
patient care.

They will use national Action Learning Sets, for which up to three people from those stakeholders
can be nominated.

There is some resource from HI-NENC Patient Safety Collaborative for Learning Disability (LD)
and psychotropic agents. The project has good range with TEWV and CNTW, community based
work, local advocates and people with lived experience through the LD Network and people with a
LD diagnosis.

HS reported that they have the Senior Leadership support and involvement required, but would
like the NENC Medicines Safety Group to be a group to report into and one to go to for help and
advice, plus provide a link into ICB Governance. The group agreed to this request.

They have data sets and searches provided by with Clinical Digital Resource Collaborative
(CDRC) but were interested in hearing about other potential data sources. KHu offered to link HS
with Analyse and CNTW offered to link HS with their data person.

The third request was for group members to share any relevant learning they may be aware of with
HS or suggest people they thought they should link with. They are developing a core working
group.

There is an event planned on 15t October covering topics such as reasonable adjustments and
linking that in with deprescribing antipsychotics.

HS confirmed to HG that they were linked into LeDeR (Learning Disability Mortality Review)
reviews. The value of the Oliver McGowan training was noted, providing basic level of knowledge
to build on.

HS confirmed that the scope is only Learning Disability.
Action:

PR to liaise with HS as to which meeting she expects to have progress to next report about the
STOMP / STAMP work.
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4. PGD Governance

A PGD Update paper was tabled. JH questioned the development of a PGD for triamcinolone
when it is to be discontinued in June 2025. It has since been confirmed that the provider is aware
of the imminent discontinuation and two new PGDs from the organisation in question are currently
going through the governance process.

5. Incident Reports - SIRMs data analysis
NENC SIRMs medicines-related incidents data analysis Q4 2024/25

HG presented a slide set providing an overview of SIRMS data report for Q4 medicines-related
incidents. The majority were where a medicine was the primary cause and some where it was
secondary to documentation and discharge. It was acknowledged that the quality of the data is
affected by a number of factors:

o There was a total of 179 reports in the three months of Q4, of which 131 (73%) were
reported primarily as medication-related but this is high-level grouping is dependent on how
it was originally entered on SIRMS.

o There is still a high proportion where the medication name is not recorded (approx. 25%).

¢ Whilst the breakdown of the 32 high-risk medicine reports is useful in directing potential
areas for focus, more detail is needed to provide a better understanding of the issues
associated with each medicine category e.g., red/amber drugs (including DMARDSs, lithium,
amiodarone, tacrolimus i.e. mainly shared care), insulin, anticoagulants and CDs (Sch. 2
(e.g. morphine) and Sch.3 (e.g. gabapentin)).

e The interval between incident and reporting remains high with 69% more than 30 days.

Insulin incidents featured highly but HG team needs external support from Trust colleagues so
working through the |G issues. The team are starting to work through themes but on pause due to
changes in the team.

HG also presented charts and graphs showing:

o the spread of locations where incidents happened including: care homes / home care
provider 32%, secondary care 22%, Independent contractor 21% and GP practice 19%.
Further breakdown showed low reporting by some trusts and a suggestion that incidents
identified in the trust are not always fed back to where the incident occurred.

e The proportion of GP incidents with a recorded action plan or outcome is low. There may
be instances where these are recorded elsewhere. They are important for lessons to be
learned and appropriate preventative actions to be taken.

o Shared Care incidents showed a reduction in incidents over time but it is unclear if this is
the reality or a reduction in reporting. There is an awareness of incidents that have been
raised and discussed via emails and at meetings, but they have not been reported, which
suggests that this is a partial picture..

HG reiterated the challenge in doing qualitative analysis due to the volume of reports, but they
continue to try to identify key themes.

The group heard from KHe about information flow to identified people for the response required
e.g. Tees-based ‘out-of-hospital’ team responding to care home situations and providing
necessary support. KHu noted that this was not available across the ICB and was unsure about
that services funding and how their receiving incidents works. She suggested this aspect of better
care funding is going to be looked at.

NENC SIRMs Transfer of Care (ToC) incidents data analysis for the year 2024/25

4|Page



NHS|

North East and
North Cumbria

HG noted that the chart showing the number of ToC incidents by provider is representative of
reporting and engagement. It matches directly with the medicines-related report for Q4 in that
those providers that are high, are likely to be where there is good reporting rather than a high
number of incidents. Some were from independent and non-NHS providers and these were for
were ToC only.

HG showed a breakdown of approximately 500 ToC incidents by type, for which discharge-related
incidents was a notably large proportion (approx. 150). Over 95% of incidents were reported as no
or low harm.

HG described the one catastrophic incident involving an elderly patient, with high dose aspirin and
ibuprofen on discharge without gastroprotection, and the outcome and resultant actions. She noted
the discussions around the human factors which impacted the team and handovers which
prompted many process improvements.

HG clarified that these incidents were reported by primary care reporting about secondary care
providers and vice versa and that reciprocal reporting will be picked up through SIRMS.

NENC SIRMs Shared Care-related incidents data analysis for the year 2024/25
The following graphs were shown:

o the number of incidents per medication - noted that fewer Shared Care-related incidents to
consider. Methotrexate was the highest accounting for 14/70 (20%) of reported incidents with 9
for melatonin, and 8 for lithium and for where the medication was ‘unknown’. This helps identify
those drugs which may benefit from further focus.

¢ the relative numbers by incident type - inappropriate prescription request was highest at 16/70
(23%) followed by incorrect dose supplied (10/70) and no monitoring (9/70) out of a range of 20
incident types.

¢ the type of incident and the medication involved - methotrexate features across most of the
incident types (including the top four types) though less so for incorrect dose. HG noted that
there was no real theme to pull out.

o the reason for the incident - document processing (11/70), no shared care in place (9/70),
inaccurate documentation (6/70) and lack of communication (5/70), as the top four reasons
reported out of a range of 23 possible reasons.

e combining reason for incident and related medication - methotrexate, melatonin and lithium
featuring. There were no clear themes, though errors due to processing and documentation
were noted.

¢ |ocation of incident and specialities - rheumatology featured significantly more than others,
which is expected with methotrexate featuring highly.

HG noted some observations / future work including:

e Four cases of toxicity involving lithium, leflunomide and methotrexate are to be investigated
further for shared learning and safeguards.

e Implement a way to encourage reporters to always identify the medicines involved
e Education on the Shared Care process
e Work with secondary care to ensure documentation is clear, accurate and complete.

e Further insight on Trusts and Departments with highest reported incidents.
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HG posed the questions of the group: was it what people were expecting, is it a useful guide, does
it tell us what we already know and is there anything the group would like to take further?

KHu had hoped that the reviews completed to date would provide some themes for share learning
to improve patient safety. The report has identified interface, communication and process
documentation as the issues rather than patient harm due to the medicine. She suggested
understanding more about the toxicity in the four cases and asked HG about ‘stand out’ messages
from the report.

HG said that rheumatology and methotrexate incidents have come through as a theme as
expected, but is unsure if this reflects the greater level of prescribing in those teams. She said that
for ToC, the support and available equipment doesn’t always enable staff to do what they would
like to do. Staff seemed to know what needed to be done, but HG said that the challenge was with
implementation of what is in place (such as Shared Care) and having pathways / processes that
work for staff.

KW said that rotating staff find it challenging to keep up to date with different systems and
processes. Many changes in digital systems have not always been helpful with different designs
and platforms. If we want it to be complied with on front line then policies and procedures need to
be less wordy and simpler e.g. in algo or flowchart format rather than long pages of narrative.

JC said that systems used for prescribing in primary care are more stable. He said that over the
last 10 years there is a well-developed pharmacist and prescribing team in practice, which has
brought a more structured approach and localised processes for maintaining patient safety and
monitoring appropriately. The one thing potentially reported in primary would be where the initial
shared care agreement is not in place and GP would therefore not accept that patient care. He
said that he felt that practices and support for processes are quite robust.

RA noted that updated Shared Care for lithium includes an annual review that wasn’t in the
previous one, so there may be reports related to this for some legacy patients who require that
review, but CNTW are working through this and increasing awareness. She also noted work
CNTW are doing on melatonin Shared Care Guidance.

JH said it was important to note the contribution of primary care-based pharmacy, in the context of
the change in additional roles funding (AARS) funding and the potential impact of that. He also
noted that primary care pharmacy has helped to smooth the interface issues identified, whether
that’s for Shared-Care or Transfer of Care.

KH thanked the team for the significant work the team have put in to produce these reports.

JC asked if the group would be concerned about the reducing number of reports — is it
disengagement from the reporting process or are the pharmacy teams and supports in place
resulting in a genuine reduction. KHu suggested that could look at general wider engagement in
reporting compared to medicines-related reports. HG said that changes to the safety team have
meant that proactive work focussing on reporting has reduced. Agreed to look to further
understand the reduction in reporting of Shared Care incidents.

Action: MO Team to continue reviewing SIRMS medicines-related incidents including identified
further insight and analysis, and to bring back to the next meeting.
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6. ICB Medicines Safety Update
The team prepared the three SIRMS reports (Agenda Item 5).

HG explained that there has been considerable changes to their Team in recent months and a
restructure of the ICB, which has meant that some pieces of work have been paused.

She mentioned Network for Deaths by suicide and about to report and that includes some
medicines aspects which HG is meeting the Lead of that network to discuss and the report should
be ready to come to the July MSG meeting.

Insulin safety and morphine sulphate oral dispersible tablets are to come back to the Group.

MHRA are looking at GLP-1 safety. Fake medicines comms (MHRA and ICB) have been shared
and HG encouraged the group to share as widely as possible, and offered to put members in touch
with ICB comms team if necessary.

7. National Update

TJ sent his apologies but provided a set of slides ‘Improving medicines safety - Impact, Benefit and
Priorities’ which were shared in his absence. HG noted the value of looking to quantify the
improvement in patient, and particularly medicines safety. KHu welcomed the inclusion of
Medicines Safety Leadership in the ICB Chief’s blueprint.

8. Update from Quality and Safety Committee

KHe provided an update from the Quality and Safety Directorate. She spoke about the launch of a
Quality Impact Assessment Process and the opportunity to do Safer Staffing Models with ten acute
Trusts.

She spoke about their trying a triple approach and to ensure that medicines safety is part of the
process. She acknowledged that there are some teething problems. There is a significant drive for
organisations to use LFPSE as a reporting repository. A Bl Team have been asked to model a
dashboard that reports across the system as a whole. They are trying to strip out duplications and
make the system work as well as they can but it is challenging.

KHe suggested thinking about data sharing agreements and what could be reviewed for shared
learning. There is a very large number of incidents.

She also reported that they had inputted last May into the consultation about Never Events and still
awaiting publication of the update.

HG noted that the volume of reporting makes analysis challenging, particularly qualitative analysis.
She also noted that the picture is incomplete as primary care is lacking. There was a discussion
about Trust and GP systems and how they report to LFPSE.

KHu asked if the Quality Directorate is going to prepare a data sharing agreement rather than have
to deal with multiple organisations. KHe said that the Patient Safety Centre might progress it. The
group agreed that sharing information is important for learning from incidents, and so encouraged
continuing the work being done despite the challenges described.

It was noted that the more serious incidents such as never events tend to come through, but,
whilst the more moderate incidents are in the system, the challenge is to analyse and theme them
given the volume.
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9. 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.

It has been agreed to stand down the Opioid Working Group as a subgroup and for it to roll into
the Clinical Pain Network. HG raised that with that change it may not be appropriate for that
network to report into the MSG but proposed that it continue to report opioid, pentinoid and other
medicines-related items or safety incidents to the Group. She noted that some thought is needed
as to how the Clinical Pain Network otherwise feeds in to governance processes.

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

The final report from the Working Group was shared with the group for assurance and information.
HG and RN are finalising the many handovers for that work to various organisations, such as the
Learning Disability Network who have taken on work on reasonable adjustments, consent and
capacity for sexual intercourse. HG offered to provide more detail for any members who wanted it.
The Shared Care Agreements are out for consultation. KHu confirmed that the MSG is responsible
for the oversight of this work and six months was agreed as an appropriate length of time to
monitor progress.

Action: A progress report on the medicines in pregnancy work is to be brought to the November
2025 MSG meeting.

11.Update from Clinical Effectiveness and Governance Committee (CEG)
KHu provided a verbal update on topics discussed at the recent CEG meeting:

e Hypersalivation proposal and laryngeal botox - it was agreed that a should go to the NENC-
wide Medical Directors meeting as felt needed to discuss with Medical Directors of all the
trusts.

e A proposal for standardisation for specific IgE regional requests from Primary Care - the
Group realised that fuller consultation was required but agreed it would return to NTAG and
not have to come back to CEG.

e A patient prioritisation guideline for healthier weight and treating obesity was approved with
some minor amendments around wraparound care for the patient and it not being about
medicines alone.

e Paper on decommissioning Blueteq in North Cumbria.

12.Monthly Horizon Scanning
The RDTC monthly horizon scanning documents for March and April 2025 were received for
information. Nothing of note was identified for discussion.

13.National Medicines Safety notifications

RDTC Monthly Formulary Amendments for February and March 2025 were received for
information.

Noting - March 2025: Discontinuation of Promixin (colistimethate) 1-million-unit powder for
nebuliser solution unit dose vials. Safety critical and complex NatPSA. PR reminded the group of
the actions to be completed by 30/04/2025.
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Action: PR to liaise with JH about progress being made on the Promixin NatPSA alert actions.

Any Other Business

Added to the agenda for general information

e SPS Monthly Medication Safety Update

e U.S. Emergency Department Visits Attributed by Clinicians to Semaglutide Adverse Events,

2022-2023 | Annals of Internal Medicine Analysis of surveillance data from US identified 551

cases with estimated 24,499 ED visits attributed to semaglutide adverse events, mainly
gastrointestinal effects (69.3%), hypoglycaemia (16.5%) & allergic reactions (5.5%). Authors
advise counselling on these potential effects.

e FINAL RCEM TCM Patient Self-Administration Advisory Statement.pdf The statement,

produced with UKCPA, recommends that EDs support those patients who are able to self-
administer their own time critical medications (TCM) to do so, as patients are not given them
on time leading to delayed/missed doses.

e NICE Guidance NG249 - Falls: assessment and prevention in older people and people = 50

at higher risk  Recommendations:

O

o O O O

Identifying people at risk of falls for further assessment

Comprehensive falls assessment

Interventions to reduce the risk of falls

Maximising ongoing participation in falls prevention interventions

Information and education for people receiving falls assessment or interventions.

Date and time of next meeting: Thursday 24" July 2025
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https://www.sps.nhs.uk/articles/medication-safety-update/
https://www.acpjournals.org/doi/10.7326/ANNALS-24-03258
https://www.acpjournals.org/doi/10.7326/ANNALS-24-03258
https://rcem.ac.uk/wp-content/uploads/2025/03/FINAL_RCEM_TCM_Patient_Self-Administration_Advisory_Statement.pdf
https://www.nice.org.uk/guidance/ng249
https://www.nice.org.uk/guidance/ng249
https://www.nice.org.uk/guidance/ng249

