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NENC ICB Medicines Safety Group (MSG) 

Draft Minutes of the meeting held on Thursday 19th March 2026, 1-3pm 

Virtual meeting 

Present: 

Name Position Representing Jan 
2026 

March 
2026 

May 
2026 

July 
2026 

Sep 
2026 

Nov 
2026 

Kate 
Huddart 
(KH) 

Deputy ICB 
Director of 
Medicines and 
Pharmacy 

ICB 
Pharmacy 
and 
Medicines 

      

To be 
identified 

ICB Medical 
Director 
representative  

ICB Medical 
Directorate  

      

Kirsty 
Hesketh 

ICB Senior Head of 
Quality and Safety 

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 
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 A     

Dr James 
Carlton 
(JC) 

GP Clinical Lead, 
NENC ICB 

Primary care 
– GP 
Prescribing 

      



   

2 | P a g e  
 

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 

 A     

Prof. 
Graham 
Evans 
(GE) 

Executive Chief 
Digital and 
Information 
Officer/SIRO 

NENC ICB 
Digital  

      

Dr Gareth 
Coakley 
(GC) 

Digital Clinical 
Representative 
ICB Clinical Lead 
role 

Primary care 
– Clinical 
Digital 

A A     

Kurt 
Ramsden 
(KR) 

Public Health Lead 
/ Senior Clinician - 
Public Health 
Pharmacist 

Public Health       

Geraint 
Morris 

Community 
Pharmacy North 
East Central 
Committee 
(CPNEC) 

Community 
Pharmacy 

A A     

To be 
identified 

Patient Safety 
Partner 

Patients 
within NENC 

      

Louise 
Carr 

Lead Pharmacist, 
Great North 
Children’s Hospital, 
NuTH 

Paediatric 
Pharmacy 

 A     

Paula 
Russell 
(PR) 

RDTC Principal 
Pharmacist 

RDTC  
(Professional 
Secretary) 

      

Suzanne 
Hill 

 NENC ICB       

Vicky 
Playforth 
 

   A     

Jennifer 
Nellis 

Clinical Pharmacist OOH's 
service 
provider 
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1. Introductions and welcome/ Apologies and Declarations of Interest 

The chair welcomed members to the meeting. 

Welcome to guest speakers Lynn Craig and Helen Seymour. 

Apologies as noted above.  

It was noted that the meeting would be the last for Gareth Coakley who would be taking 

voluntary redundancy. The group thanked him for his time, expertise and contributions to 

the group over his time as a member. 

2. Minutes and action log 

a. Minutes 

The minutes for the January 2026 meeting were formally agreed. 

b. Action Log 

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

closed: 

• 3/25 – 4: MSO Network - CNTW and TEWV to co-produce a clozapine guidance 

which they will share with the group. 

• 9/25 – 4: ICB Medicines Safety Update - VP/KH/HG to discuss safeguarding issues 
involving medicines outside of MSG and look at resources need to investigate plus 
roles/responsibilities for doing this. 

• 9/25 – 5: Propranolol in the treatment of anxiety - MT/HG/ZA to link with Alan Green 
and FWG to review formulary status for propranolol for anxiety in response to 
consultation comments received. 

• 9/25 – 7: Shared care agreement review RDTC to add as part of current review of 

the Lithium SCG template space in the letter template for including the usual blood 

plasma range for an individual patient. 

 

3. PSII and system Learning 

LC described two incidents: one involving an 85-year-old woman with Alzheimer's who 

received a depo injection in error at home, and another involving a patient with learning 

disabilities who received the wrong depo dose in a clinic; both incidents were investigated 

using after action reviews and patient safety incident investigations. 
. 

Some key factors identified included failure to follow patient identification procedures, staff 

unfamiliarity with patients, busy work schedules, out-of-date training, and gaps in clinical 

supervision, with both organisations reviewing their policies and training requirements as a 

result. 
 
The group recommended actions such as revising medicines policies, verifying the 

completion of mandatory training, introducing IT-based reminders for training compliance, 

enhancing supervision frameworks, and reinforcing patient identification procedures. Both 



   

4 | P a g e  
 

organisations disseminated their learning internally and externally across the broader 

system. 

 

The group discussed challenges in positive patient identification, especially in community 

and home settings, considering options such as photographs, continuity of care, and 

patient-held documentation, but acknowledged that no single solution would eliminate risk 

entirely. 

 

The group agreed to share the learning with acute trusts and the MSO network, and to 

consider further actions for wider dissemination, including using anonymised case studies 

in training and ensuring two-way communication between mental health and acute 

providers. 
 

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

LC provided a verbal update from the Quality and Safety Directorate. 

Organisational changes within the ICB were highlighted, including the appointment of a new 

Director of Nursing for Quality and Secondary Care. 

No medicines safety escalations were raised from the Quality and Safety Committee 

relevant to MSG at this time. 

 

5. Patient Safety Collaborative Medicines Safety Improvement Programme 

(PSC MedSIP)  

HS provided an update on the MedSIP programme which focuses on reducing harm from 

psychotropic medicines in people with learning disabilities, outlining action planning, 

stakeholder engagement, and priority areas, with KHu and group members discussing next 

steps and opportunities for involvement. 
 
HS explained the programme's aim to reduce harm from psychotropic medicines in people 
with learning disabilities and challenging behaviour, with a focus on qualitative 
improvements such as annual health checks, reasonable adjustment flags, and patient 
understanding. 
 
The programme involved mapping services, engaging stakeholders from various sectors, 
and conducting innovation design sessions to identify priorities and develop action plans, 
despite challenges due to the dissolution of the Learning Disability Network. 
 
Seven thematic areas were identified, with three prioritised: embedding the national review 
of annual health checks and reasonable adjustments, implementing STOMP/STAMP in 
practice, and supporting people's understanding of their own health; specific actions and a 
mural board for further input were established. 
 



   

5 | P a g e  
 

HS invited group members to review the mural board, contribute ideas, and suggest PCNs 
or practices for quality improvement work, with plans to provide updates at future meetings 
and to circulate slides for wider engagement. 
 

HS requested that group members share any names of practices, PCNs, or pharmacists 

interested in participating in upcoming projects directly with her. 

The group asked if HS could return for an update in 6 months' time. 

Actions: 

• HS to send through the slides to Suzanne to distribute to the group. 

6. Propranolol overdose incident review 

HG presented data on propranolol overdoses, with the group discussing reporting practices, 

prescribing trends, and strategies for wider communication and awareness-raising across 

the system. 

 

HG reported 178 propranolol overdose incidents in one year, primarily reported by CNTW, 

with most cases involving young female patients and a high proportion of overdoses were 

the result of co-ingestion of propranolol with antidepressants, benzodiazepines, and 

alcohol; four fatalities were recorded, the data was considered more complete than yellow 

card reports. 
 

RA clarified that CNTW's high reporting rates reflected system-wide incidents, not just their 

own patients, and that both primary and secondary care contributed to prescribing; efforts 

were ongoing to challenge inappropriate prescribing and improve communication with GPs. 
 

The group discussed the need to share findings more widely, including with the wider 

Quality Group, Primary Care, training GPs, and the MSO network, and considered options 

such as webinars, slides, and targeted campaigns to raise awareness of the risks and 

encourage safer prescribing. 
 

HG and KH noted limitations in geographical breakdown of data and agreed to discuss 

further within the ICB senior team, with plans to present to the quality and safety committee 

and to consider more impactful messaging for primary care. 

 

JC discussed a possible campaign to make prescribers aware of the dangers of prescribing 

Propranolol in patient with anxiety.  

 

Actions: 

• HG to take back to the MO senior team meeting to review engagement strategies for 

medicines safety with primary care by the medicines optimisation team in their 

changing role. 
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7. Impulsive Control risks – spot them and act 

HG provided an overview of efforts to highlight impulse control risks linked to medicines like 

aripiprazole. RA, Emma Kettle, and JH contributed to the creation and sharing of briefing 

materials with general practice, community pharmacies, and secondary care settings. 

 

A briefing was created to summarise risks and signpost resources, with initial sharing via 

GP TeamNet and plans to distribute to community pharmacy and secondary care; the 

group agreed to circulate the material within their organisations and to discuss further 

engagement as needed. 

 

It was agreed that the work could be distributed around all organisations and the group was 

happy to support with that. 
 
8. Medicine Safety in Pregnancy Brief 

HG updated the group on the medicines in pregnancy project, she presented a short 

briefing, plans for a 12-month project to improve awareness, training, and patient 

experience, with PR and CB supporting the initiative. 
 
The short briefing was prompted by a coroner’s case involving candesartan exposure in 
pregnancy, issued to raise awareness following a candesartan-related infant death, with 
plans for a comprehensive project to address medicines in pregnancy, including 
stakeholder engagement, digital resources, and training over the next year. 
 
A high-level plan has been pulled together on how conversations and scoping are to take 

place going forward and putting into place ways of understanding patient experience. 

She added that there were many different people who had come forward to help support 

including members of the MO team, a digital midwife, Local Maternity and Neonatal System 

Senior manager, and medication senior officer. 

9. Medicines and Barriers 

PR presented a data-driven analysis of barriers to Electronic Repeat Dispensing (ERD) 

implementation, with JC, HG, JN, and KH discussing the need for clearer messaging, 

practical guidance, and consideration of system and workforce challenges for primary care 

adoption. 

 

PR explained that the roadmap was based on analysis of dispensed medicines, identifying 

thresholds and barriers to ERD uptake, and highlighting associations with improved 

outcomes such as reduced hospital admissions. 

 

JC and JN emphasised the need for clear, concise messaging on the benefits of ERD for 

practices, and highlighted barriers such as staff turnover, lack of incentives, and system 

complexity; HG suggested focusing on patient cohorts and practical steps. 
 



   

7 | P a g e  
 

The group agreed that further work was needed to distil key messages and practical 
guidance, with PR to take feedback to the RDTC and consider forming a working group with 
primary care representatives for further development. 
 
Actions: 
 

• PR to take back the need to distil key messages to the RDTC  
 

10. PGD Governance 

HG provided brief updates on the PGD subgroup's routine business. 
 

SH noted that the PGD subgroup update had been circulated by email, with no major 

changes, and invited questions or concerns to be sent directly. 
 

11. Incident Reports 

HG summarised prescribing trends and safety updates for gabapentinoids, and 

benzodiazepines, encouraging clinicians to use NICE resources and to discuss treatment 

reduction strategies with patients. 

12. National Update 

No Updates were noted 

13. MSO Network 

CB updated the group on the MSO network's preparations for the new financial year, 

changes in membership, and the role of the integrated care board in supporting medicine 

safety governance. 
 

CB reported on efforts to set up meetings and review membership in light of staff changes, 

with no urgent issues to escalate, and HG emphasised the network's central role in 

medicine safety discussions. 

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

pain.  

HG noted that this group were no longer meeting, but there is still progress towards the 'Get 

it right first time' (GIRFT) work under Dr Graham Syers. She highlighted that a data set had 

been produced for the region and that prescribing was noted as one of the largest 

concerns. She noted that there were plans to work on more collaborative and community 

led services. 

HG asked JH to explain how work which was previously done in practice was now evolving 

into more centralised work. 
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JH explained that there were some challenges such as not having the data set ready to 

look into usage and benchmarking. He added that they were working on it but not there yet. 

CB explained that there was an opioid stewardship group in Northumbria Trust for a little 

while, because of this as soon as the alert came out they were in a good position. She 

added that they were now looking at broader issues like how much is coming out on 

discharge and other opioids.  

HG stated that there was a little bit of scoping to do to see how the teams could link in and 

support the Trusts in their work. 

Actions: 

• HG and SH to monitor renamed GIRFT continues to include Analgesia. 

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

To note: HG stepped in as chair from this point forward. 

HG updated the group that there had been a lot of work on updating shared care 

guidelines, this included: 

• Lithium Guideline – updated 

• Amiodarone – Minor update 

• Dronedarone – Minor update 

• Valproate shared care guideline – Gone to CEG 

• DMARD Shared care guidelines – Due for review 

• Discussions around antipsychotics and the antipsychotic pathway. 

16. Monthly Horizon Scanning 

No updates were given. 

17. National Medicines Safety Notifications 

No update was given. 

18. Any Other Business 

Meeting Arrangements and Next Steps: SH and HG discussed the scheduling of the next 

meeting, requesting attendees to confirm availability, and reminded the group to progress 

agreed actions and await circulation of minutes. 

 

Papers Published: PR highlighted recent publications on insulin pens and low priority 

prescribing and shared a link around the group. 

 

Coroner's report: KR raised a coroner's report regarding communication issues in drug 

and alcohol services. HG agreed to circulate information and revisit the topic at the next 

meeting. 
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Date and time of next meeting: Monday 18th May 11am-1pm 


