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NENC ICB Medicines Safety Group (MSG) 

Draft Minutes of the meeting held on Thursday 15th January 2026, 1-3pm 

Virtual meeting 

Present: 

Name Position Representing Jan 
2026 

March 
2026 

May 
2026 

July 
2026 

Sep 
2026 

Nov 
2026 

Kate 
Huddart 
(KH) 

Meeting Chair 
 
Deputy ICB 
Director of 
Medicines and 
Pharmacy 

ICB 
Pharmacy 
and 
Medicines 

      

To be 
identified 

ICB Medical 
Director 
representative  

ICB Medical 
Directorate  

      

Catherine 
Baldridge 
(CB) 

MSO SSTFT, Chair 
MSO NE Network 

Medicines 
Safety Officer 
(MSO) 
Network  

      

 
Maxine 
Sleath 
(MS) 

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 
STHFT 

NENC Acute 
Trusts  
 

      

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 
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Helena 
Gregory 
(HG) 

Medicines 
Optimisation Lead 
(Cumbria), NENC 
ICB  

Primary care - 
MO 

      

Davina 
Collins 
(DC) 

Head of Nursing, 
CHOC  

OOH’s 
service 
provider  

A      

Tony 
Jamieson 
(TJ)  

National Clinical 
Lead for Medicines 
Safety 
Improvement 

NHSE 
Medicines 
Safety 
Improvement 
Programme 

      

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       

Geraint 
Morris 
(GM) 

Community 
Pharmacy North 
East Central 
Committee 
(CPNEC) 

Community 
Pharmacy 

A      

To be 
identified 

Patient Safety 
Partner 

Patients 
within NENC 

      

Louise 
Carr 
(LC) 

Lead Pharmacist, 
Great North 
Children’s Hospital, 
NuTH 

Paediatric 
Pharmacy 

      

Paula 
Russell 
(PR) 

RDTC Principal 
Pharmacist 

RDTC         

Marie 
Thompkins 
(MT) 

Medicines 
Optimisation Senior 
Pharmacist 

NENC ICB       

Suzanne 
Hill 
(SH) 

Medicine 
Optimisation 
Technician 

NENC ICB 
(Professional 
Secretary) 

      

Vicky 
Playforth 
(VP) 

ICB Nurse Director  ICB Nursing 
Directorate 
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1. Introductions and welcome/ Apologies and Declarations of Interest 

The chair welcomed members to the meeting. 

Guests in attendance- Yincent Tse (YT), Douglas Woodcock (DW), Louise Michaelis (LM), 

Andrew Bright (AB) and Zinath Alkobir (ZA). 

Apologies as noted above.  

No new declarations were noted.  

2. Minutes and action log 

a. Minutes 

The minutes for the November 2025 meeting were formally agreed. 

b. Action Log 

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

closed: 

• 7/25 – 4: Interface issue JH to take the interface issue re SystmOne and how 
information from secondary care lands in the Primary Care Record to the Regional 
Chief Pharmacist’s Group. 

 

• 7/25 – 5: SIRMS Shared Care Toxicity incidents - GM to share the information from 
these shared care toxicity incidents through the LPC Network. 
 

• 11/25 – 3: Aripiprazole and impulsive control disorders – HG to speak with members 
of the MO team and review Analyse or Optimise Rx for GP systems. 

 

• 11/25 – 7: Suicide Prevention Overdose data - HG to raise that there have been two 

national instances of near fatality with propranolol at peer group meeting. 

3. Adrenaline prescribing in primary care and spare pens in schools update. 

The team discussed the challenges of ensuring correct adrenaline pen dosing for children 

as they grow, the logistics and implications of making generic adrenaline pens available in 

schools, and the need for improved communication and system prompts to support safe 

prescribing and administration. 
. 

MT explained that adrenaline pen dosing often does not change as children grow and their 

weight increases, leading to risks of underdosing. The group discussed the implementation 

of prompts in GP systems to ensure annual weight checks and dose reviews, with a 

particular focus on switching doses when children reach 25kg. She explained that possible 

actions include adding directions to medication labels to remind parents to review a child's 

dose once they are above the 25kg weight. 

. 

CB highlighted the need to review all medicines prescribed for a chronic condition in this 

way. It was noted that adrenaline was being emphasised above other conditions due to 
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lower rates of review in people with allergies - in other chronic conditions this could be 

raised in the patients' medical reviews. The group agreed that there was valid learning to be 

taken from this and to be shared more broadly over time. 
. 

AB highlighted the need for system-level interventions, such as automated prompts in GP 

clinical systems (e.g. SystmOne, EMIS, AnalyseRX, and OptimiseRx), to alert clinicians 

when a child may require a dose change. The group acknowledged the limitations of 

current systems, which require clinician review and cannot fully automate dose changes.  
. 

JC emphasised the importance of children having annual reviews who are prescribed 

adrenaline. Along with alerts sent to GPs when appropriate, involving community 

pharmacists could also be an option. Pharmacists could check weights and prompt reviews 

at the point of dispensing, thereby adding another layer of risk reduction. 
. 

The group agreed on the need for clear communication to both GP practices and 

community pharmacies, including briefings and possibly direct messages to parents, to 

remind them to request a dose review when their child reaches the relevant weight 

threshold. It was noted that triggering a message on weight might not be the best approach, 

as patients may not get regular weight checks and perhaps triggering the message on the 

system related to age was the best course of action. 
 
The group discussed the proposal to provide generic adrenaline pens in schools, 
addressing logistical, financial, and policy barriers. KR reported on initial feedback from 
public health colleagues, noting schools' risk aversion and the need for clear policies, while 
AB and LM advocated for the approach, citing safety and cost benefits, and called for 
engagement with the Department of Education. 
 
The group agreed that correspondence to Pharmacy and general Practice needed to be put 
in place with a briefing for each.  
 
Actions:  

• MT to create a briefing with Community Pharmacy and General Practice and to send 

out communication. 

• KR to discuss generic adrenaline pens in schools with public health pharmacists and 

share AB and LM's paper with the group. Bringing discussion back to the next 

meeting. 

• AB to send update to the 2017 guidance to KR. 

4. Medicines in children incidents  

Yincent Tse summarised his findings from research and a recent incident to make a 

recommendation to the group.  

 

The group examined medication safety for children, focusing on communication across care 

interfaces, standardisation of discharge information, and the prevention of medication 

errors, with input from regional and national pharmacy networks. 
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. 

He presented on the risks faced by parents and carers when administering medicines to 

children, highlighting issues such as health literacy, numeracy, and the need for clear, 

actionable instructions. The group discussed incidents where errors occurred due to 

unclear communication or changes in medication strength. 

 

His recommendation was standardisation across NENC in line with national professional 

body recommendations. 

 

Secondary Care 

1. Best practice template medicines in clinic letters and DC summaries 

2. Use Discharge Medicines Service – Contact Community Pharmacy 

 

Secondary Care and Community Pharmacies 

3. At every change in dose or medicine show parents how to correctly administer. 
. 

LC described efforts to improve discharge communication, including the use of templates 

and the PharmOutcomes referral system to ensure that both GPs and community 

pharmacies receive accurate, timely information about paediatric medicines, especially for 

complex cases involving liquid formulations.  
 
The group discussed the move towards standardised labelling (e.g., expressing doses in 
millilitres only) to reduce confusion, and the challenges posed by prescribing systems that 
may not always capture the necessary details, particularly when using paper-based 
prescriptions. 
 
The team explored the potential for a regional paediatric pharmacy network to share best 
practice and drive standardisation across trusts, with support from the patient safety 
collaborative via MS and the possibility of subgroups to address specific issues in 
communication and safety. 
. 

JC noted that the principles discussed for paediatric safety and communication are 

applicable to all age groups, especially vulnerable populations, and advocated for extending 

these standards and processes beyond paediatrics. 
 

JH raised issues that were ongoing with Paediatricians and felt that getting electronic 

prescribing in place and moving away from paper prescriptions would give more control 

over what is prescribed. 

The group agreed the best way to drive this forward would be to seek consensus in all units 

to see what is possible, to standardise practice, and then to review actions with a view to 

further action. 

HG asked if there was potential for this to be added to the Pharmacy Quality Scheme at 

national level.  
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TJ agreed that if was a good idea but that he didn’t know how much was going to go into 

the scheme this year. 

Actions: 

LC to invite MS to a network meeting to have initial discussions on standardisation of 

medicines 

HG to raise speak with the LPC via GM to promote syringe availability and demonstrating 

to parents how to administer medicines to their children. 

 

5. Valproate-Exposed Pregnancy Review 

The team reported on a pilot review of valproate-exposed pregnancies, identifying 

communication gaps, documentation inconsistencies, and the need for improved shared 

care guidelines and engagement with contraceptive services. 
 

HG outlined the process of interviewing general practices about valproate-exposed 

pregnancies, noting challenges in data collection, practice engagement, and the 

identification of themes such as higher deprivation indices and complex social 

circumstances among affected patients. She added that all practices had engaged in the 

work. 
 

ZA detailed recurring problems with communication between primary and secondary care, 

inconsistent documentation of contraception status and counselling, and difficulties in 

tracking the annual risk acknowledgement form (ARAF) across systems. 
 

The review found that assumptions about patient understanding were common, and that 

practices with improved care coordination were better able to support vulnerable patients. 

The review recommended wider use of care coordination and accessible resources, 

including easy-read materials in multiple languages. 
 

The review shared the development of shared care guidelines clarifying roles and 

responsibilities, standardisation of documentation and coding, and further engagement with 

contraceptive services to improve communication and ensure safe prescribing for women of 

childbearing potential. 

 

Recommendations to the group were: 

 

• Review practice data again to understand whether coding had improved 

• Discussions with Sexual Health services to understand their perspectives 

• Incorporate key points from Medicines Safety Group into a concise version for wider 

dissemination, for onward sharing more widely with stakeholders 

• Finalising the shared care guideline. 

 

Actions: 
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• HG Contact BI to re-run the data and to review with contraceptive services, bring 

back to the meeting 

•  
 

6. Suicide Prevention Overdose data update 

MT provided a brief update on ongoing suicide prevention work, including audits of suicide 

cases, the development of a drug-related death dashboard, and efforts to improve training 

and prescribing practices for medicines such as propranolol. Local authorities collaborating 

on a 'depths of despair' report.  

 

This ongoing work is via Catherine Richardson suicide prevention programme manager 

NENC ICB. MT will meet with her in February and share all the work that has been done on 

propranolol. The group awaits further data and MT will share findings when available 

7. Propranolol overdose incident review  

To discuss in the next meeting. 

Insights into the paper appreciated. 

8. NatPSA Penicillin/Penicillamine allergy
 

update 

HG updated the group on the development of a system statement, baseline data and an 

allergy briefing for penicillin allergy recording, noting challenges with data consistency 

across datasets, and plans for further user testing and communication. 
 

She explained that difficulties in obtaining consistent baseline data and differences in 

recording practices have delayed progress. The team also plans to conduct user testing on 

the Great North Care Record allergy module and will issue a finalised system statement 

once ready. 
 

9. PGD Governance   

No update this month. 

10. Incident Reports  

Levemir discontinuation information shared. 

11. National Update 

No update given. 

12. Update from Quality and Safety Team including Q&S Committee  

No update given 
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13. MSO Network  

No Update given 

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

cancer pain.   

No update given 

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

No Update given. 

16. Monthly Horizon Scanning 

Review for medicines safety considerations RDTC   
Monthly Horizon Scanning - RDTC December 2025    

 

17. National Medicines Safety Notifications 

RDTC Monthly Formulary Amendments – See Safety Sections for recent medicines 

safety notifications e.g. national alerts, Drug Safety Updates etc. – November 2025  

18. Any Other Business  

Noted for information: 

• SPS Monthly Medication Safety Update   
• MHRA Drug safety update  
• Improving Information Supplied 
with Gabapentinoids (Pregabalin/Gabapentin), Benzodiazepines and Z-Drugs  

 

Date and time of next meeting: 13:00 – 15:00, 19th March 2026 

https://rdtc.nhs.uk/prescribing-support/search/?chapter=monthly-horizon-scanning-reports
https://rdtc.nhs.uk/prescribing-support/search/?chapter=formulary-amendments
https://www.sps.nhs.uk/articles/medication-safety-update/
https://www.gov.uk/drug-safety-update
https://www.gov.uk/drug-safety-update/improving-information-supplied-with-gabapentinoids-pregabalin-slash-gabapentin-benzodiazepines-and-z-drugs?utm_source=e-shot&utm_medium=email&utm_campaign=DSU+(January+2026)+-+Pregabalin%2fGabapentin+-+Main+1&es_c=4B273B5EF35EE76C4FE4CAB7AEA40FB7&es_cl=F94B5581BFAD1C5103134F5B3DE5F509&es_id=y77%c2%a3o2
https://www.gov.uk/drug-safety-update/improving-information-supplied-with-gabapentinoids-pregabalin-slash-gabapentin-benzodiazepines-and-z-drugs?utm_source=e-shot&utm_medium=email&utm_campaign=DSU+(January+2026)+-+Pregabalin%2fGabapentin+-+Main+1&es_c=4B273B5EF35EE76C4FE4CAB7AEA40FB7&es_cl=F94B5581BFAD1C5103134F5B3DE5F509&es_id=y77%c2%a3o2

