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Medicines are an important part of NHS care and help many people to get well
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NHS spends) and they are a major part of the UK economy ake of new medicines
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England Response to WHO Challenge
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The burden of medication errors

Medication errors can include prescribing, dispensing, administration and monitoring errors.
Medication error can result in adverse drug reactions, drug-drug interactions, lack of efficacy,
suboptimal patient adherence and poor quality of life and patient experience
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An estimated 237
million medication

errors occur in the NHS
in England every year

~

/
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68.3 million errors (28% of total)
cause moderate or serious harm

N /

The estimated NHS costs of
definitely avoidable ADRs are
£98.5 million per year,
consuming 181,626 bed-days,
causing 712 deaths, and
contributing to 1,708 deaths

EEPRU report - PREVALENCE AND ECONOMIC BURDEN OF MEDICATION ERRORS IN THE NHS IN ENGLAND November 2017*
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Objectives of SLWG

* Inthe context of the WHO Global Patient Safety
Challenge Medication Without Harm, advise on the
overall strategy and programme required to drive
improvement in medicines safety, drawing on work
underway across NHS England, NHS Improvement, the
Care Quality Commission (CQC), the Medicines and
Healthcare products Regulatory Agency (MHRA) and in
the NHS and academia.

e Identify those areas in which efforts need to be
targeted in the short, medium and long-term.

*  Provide clinical and academic expertise and advice on
the current barriers and issues in medicines safety, and
how these can be overcome.

* Advise on the best ways to measure medication errors
and medication safety.
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Medicines Safety Programme
Set up following the recommendations of the Short Life Working Group

L.Patients [l 3. Healthcare professionals

Impr'ove'd SEITEC) EIEEIE (|, eleing WANE 4o SHefE * Improved shared care between health and care professionals
medication
* Training in safe and effective medicines use is embedded in

* Improve information for patients and families, and access to o
undergraduate training

inpatient medication information

*  Encourage and support patients and families to raise any *  Reporting and learning from medication errors

concerns about their medication ) ) .
* Repository of good practice to share learning
* New defences for pharmacists if they make accidental
medication errors

4. Systems and practice

* Increase awareness of ‘look alike sound alike’ drugs and * The accelerated roll-out of hospital e-prescribing and
develop solutions to prevent these being introduced medicines administration systems
»  Patient friendly packaging and labelling * The roll-out of proven interventions in primary care such as
PINCER
*  Ensure that labelling contributes to safer use of medicines *  The development of a prioritised and comprehensive suite of
metrics

* New systems linking prescribing data in primary care to
hospital admissions

* New research on medication error to be encouraged
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DRAFT Governance Structure

Medicines Safety
Programme Board

Medicines Safety

Programme Delivery
Group

Medicines Safety
Advisory Panel and
Stakeholder Group

Medicines Safety
Programme Evaluation
and Measurement
Group

Patients

Medicines

Healthcare Medication Safety
Professionals Metrics
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Engagement Plan

A whole system approach....

* NHS England, NHS Improvement, NHS Digital, Health Education England

* Regional offices engagement with STPs/ICSs, CCGs, and providers

* Nationally coordinated with Royal Colleges, professional bodies, academia, AHSNs, regulators

[ Building a consensus and supporting change

|

/Clinical and patient engagement:\

Initial engagement meetings with
stakeholders

Partnerships with key professional
organisations

National patient engagement
Regional engagement by the

RMOCs and AHSNs

k /

/ Involve stakeholders: \

Joint working groups across the
domains of the programme

Patient and public involvement

Identifying and celebrating best
practice

Engaging with clinical thought

K leaders /

a D

A clear voice and position:

Presentations at national
conferences and events

Articles for stakeholder
publications

Website and social media

content /
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New Medication Safety Metrics
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Phase 1 Metrics (published 10" May 2018)

Indicator 1

Indicator 2

Indicator 3

Indicator 4

Indicator 5

Composite
indicator

Patients 65yrs old or over taking a Non-Steroidal
Anti-Inflammatory Drugs (NSAID) and NOT taking a
gastro-protective medicine.

Hospital admissions for Gl bleed

Patients 18 years of age or over taking selected
NSAID and taking either warfarin or a NOAC.

Hospital admissions for Gl bleed

Patients 18 years of age or over taking selected
warfarin or NOAC with an anti-platelet medicine and
NOT taking gastro protective medicine

Hospital admissions for Gl bleed

Patients 18 years of age or over taking aspirin and
another anti-platelet medicine and NOT taking
gastro protective medicine

Hospital admissions for Gl bleed

Patients 18 years of age or over taking a NSAID, an
ACE inhibitor/ARB and a diuretic

Hospital admissions for AKI

Medicines with a risk of Gl Bleed — composite of
Indicators 1-4

Hospital admissions for Gl bleed

www.sps.nhs.uk 18/01/2019
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Potential Phase 2 Metrics

Falls

Electrolyte imbalance
Anticholinergic burden
Pain

Respiratory

Mental health
Secondary care

N o Uk WD
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https://www.sps.nhs.uk/home/services/
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Related to each of the four
work domains

Examples of practice gathered
initially by NHSE & NHSI
Regional Pharmacists

Light touch assessment criteria
Twenty examples identified
Spread across early priority
areas, work domains, & NHS
Regions

Presented in a standardised,
searchable format

www.sps.nhs.uk
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Light touch assessment criteria

e Clear rationale

e Underpinning supporting evidence

 Relate to WHO domain or early priority area

« Demonstrate an increase in safety/reduction in error
* Reproducible to other settings and at scale

https://www.sps.nhs.uk/wp-content/uploads/2018/06/Working-Assessment-Criteria-
for-WHO-Examples-Jan-18.pdf
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WHO Good Sarah Cavanagh

Practice Repository Acting Director, East Anglia Medicines

Red uci ng the ris k from med ication Information Service, Specialist Pharmacy

Service
errors with IV Magnesium Sulfate

Wessex AHSN working with trusts across Thames Valley and Wessex - 17th May 2018,  Didn’t find what you were looking for?
updated 1st July 2018 If you need fo know more you can ask one of
our experts for help.

Ask a question

fv = &

Medicines WHO domain Systems and practices of medication WHO domain

& summary

Summary of the example

Intraveneous magnesium sulfate has the potential to cause serious harm or death when
used incorrectly. The currently available licensed products require complex
calculations, dilution and administration often by staff working under pressure in
emergency or urgent situations.

Wessex AHSN has collated work undertaken in Thames Valley and Wessex to
standardise protocols for the use of IV magnesium in obstetrics and the availability of
ready to use products to promote safer use. They give advice for other organisations
considering making a similar change.

This work will become increasingly important as The Precept Project rolls out around the
country. This will see more mothers exposed fo Magnesium Sulfate as it Is used to
prevent cerebral palsy in pre-term labour.

Although this work focused on the management of eclampsia similar approaches
should be adopted for the many other clinical indications where magnesium sulfate is
used such as arrhythmias, asthma and hypomagnesaemia.

www.sps.nhs.uk 18/01/2019
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@ Learn more about the example
Aims and objectives of the work

The aims of this work were to standardise the prescribing and dosing of IV magnesium
sulfate in obstetrics and to provide access to ready to use products across a
geographical area.

Objectives included:

+ Advising trusts to take a bulletin developed by the AHSN to local Drug and
Therapeutics Committees and discuss the implications for obstetric departments
including costs and training

+ Procuring standardised products for the geography

+ Locally agreeing protocols for ready to use products

+ Raising awareness of the additional governance processes that are required with
unlicensed products when used on a “special clinical need” basis

Methodology

In 2012 the South Central Region working group focusing on NPSA Alert 20 had
identified magnesium sulfate as a high risk product. The group had gone on to make
recommendations for many products that were adopted by local trusts but variation in
the use of magnesium sulfate remained.

Although trusts were using the standard NICE recommended treatment for eclampsia,
prescribing was not standardised and a mixture of conventions mmol, grams and % wi/v
were being used. Dilution from 50% wiv to 20% w/v occurred frequently in clinical area:
often in emergency/urgent situations. Rather than being administered via a syringe
driver, magnesium sulfate was being added to IV fluid bags. Pharmacists were often
unaware of what was happening in clinical practice and were unable to discuss the use
of alternative products.

The Chief Pharmacists from across Thames Valley and Wessex fully supported the
change as a way of reducing harm to patients. The support of a project manager from
the AHSN helped to drive the change.

Work successfully undertaken in one trust to infroduce magnesium sulfate 20% w/v was
shared and engagement of obstetric units was discussed. Support of the Wessex
Maternity, Children and Young People Strategic Clinical Network was important.

The Procurement Specialist Pharmacist was able to advise on successful bulk
purchasing of products from reliable sources which also influenced the cost of individual
items.

Central production of bulletins, posters and quizzes to highlight the challenges of the
calculations required avoided unnecessary duplication of effort.  These are available for
use by other organisations and are available on the Wessex AHSN website.

Key findings

The importance of engaging with end users in a way that is meaningful to their practice
in order to facilitate a change.

The importance of including a procurement specialist pharmacist in working groups
relating to injectable medicines.

A more expensive ready to use product can be introduced when the benefits to patients
and reduced preparation time by nurses/midwives outweigh the additional cost.

All trusts within the Thames Valley and Wessex geography were able to change to
ready to use magnesium sulfate products for obstetrics despite additional financial
pressure and by using additional governance processes with the “special clinical need”
exception under MHRA Guidance Note 14.

MS0Os in organisations in Thames Valley and Wessex promoting the ready fo use
preparation were not aware of any reported medication incidents with it.

Documents

Further information on the work undertaken can be found in the link below which
includes a video of a Labour Ward Manager discussing introducing the change from
50% to 20%w/v Magnesium Sulfate.



Set up as a pilot
resource

Twenty examples is
not a large number!

Has the potential to
be huge

Please use it —and get
in touch if you have
something to share

www.sps.nhs.uk
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Medication Safety Officers

e Published 20t March 2014

e Instructed providers to take specific steps
that will improve data report quality

e Establishment of national network to
maximise learning and provide guidance
on minimising harm

* Large healthcare provider organisations,
along with healthcare commissioners, to
identify named leaders in medication
safety role

e Leaders will be supported by a national
network for medication safety

www.sps.nhs.uk 18/01/2019
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Medication Safety Officers — Roles and Responsibilities

e Being an active member of the National Medication Safety Network

 Improving reporting and learning of medication error incidents in the
organisation

 Managing medication incident reporting in the organisation

* Receiving and responding to requests for more information about
medication error incident reports from NHS England and the MHRA

e Working as a member of the medication safety committee —a multi-
professional committee to support the safe use of medicines in the
organisation

e Supporting the dissemination of medication safety communications from
NHS England and the MHRA throughout the organisation
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National Medication Safety Network

e Improve reporting and learning from medication incidents by educating and
training MSOs in patient safety science

e Disseminate relevant research and information concerning new risks and
best practice

 Provide an environment for sharing best practice and for highlighting
nationally risks that are identified locally

* Provide a platform for disseminating knowledge and understanding of
patient safety issues and for refining instructions such as National Patient
Safety Alerts

www.sps.nhs.uk 18/01/2019
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National Medication Safety Network

e Monthly Global WebEx (hosted by NHSI)

e Kahootz Workspace (hosted by NHSI)

e Online discussion forum (hosted by MHRA)

e Joint Conference with Medical Device Safety Officers (hosted by NHSI & MHRA)
e @msonetwork

 David Gerrett, NHSI
e Mitul Jadeja, MHRA
* Nicola Wake, SPS
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Local Networks

Dorset MSO Gr

East Of England MSO Network All Quarterly

East Midlands Medicines Safety Pharmacist Group Ac i Every 2 months

East Midlands Community Service and Mental Health Medicines Safety Group Community services & mental health Quarterly

F All i Every 2 months |

London MSO Network All Quarterly

Eve?;/ 2 months

= North East and North Cumbria

North West England MSO Network All Quarterly

South West England MSO Network Acute Hospitals Hospitals only tbc

| South West England MSO Network

South West Yorkshire Regional Medicines Safety Group Commissioners and provider organisations Every 2 months

Wales All tbc
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The Community Pharmacy Patient Safety Group

DUDLEY TAYLOR

pharmacies lid.
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Monthly WebEx Topics

Observatory

Recent regulator and statutory body activity
Pharmacovigilance Risk Assessment Committee
Direct HCP communications

Manufacturer educational risk minimisation material
Drug shortages and discontinuations

UKMI product safety reports

National guidance, publications and resources
Overview of recently published papers

www.sps.nhs.uk 18/01/2019
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Monthly WebEx Topics

Safety Theory Series

To err is human

Just Culture

What should be investigated?
Safety myths

Signal detection theory
Quality improvement

www.sps.nhs.uk
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Monthly WebEx Topics

Shared Learning

Metaraminol administered instead of glycopyrrolate & neostigmine
Inpatient lithium toxicity

Paediatric paracetamol infusion — LASA concerns

Valproate PREVENT programme — local implementation

Fire hazards with paraffin containing products

Amphotericin medication errors

Safe prescribing — FY1/pharmacist buddy system

Experiences in coroners courts

Failure to escalate — taking responsibility for interventions/actions
Communication across networks e.g. Life Ql

www.sps.nhs.uk 18/01/2019
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Questions for you

In the context of the WHO Challenge:

e Do you know who your MSO is?

Do you know what they do/what their priorities are?
e What resources can you/they access?

e How can MI pharmacists & technicians and MSOs work together to improve
patient care & reduce harm?

nicolawake@nhs.net @msonetwork
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