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Medication safety in the NHS

At the heart of
future NHS
challenges

of people over 70 years old take five or more
medicines. With an ageing population and
multiple chronic medical conditions these
numbers will just keep increasing

2.5md

doses of medicines are administered
every year in the average acute hospital

[

4 billion 1 |million * &L

potentially fatal
/ " inpatient prescriptions every year
é ' in the average acute hospital

000

non-elective hospital admissions
are due to medicines

o LS 1) dispensing errors

Prescription

Prescription

of these are preventable prescriptions are issued every year
in primary care

5 classes of medicine 0 B R
account for most admissions P 9
NSAIDs

preventable deaths across all acute hospitals
are due to medicines

%

'T'+'{ ”‘ ne o Y [1[1) patients admitted to all acute hospitals
400,000 ] : b 5 H @ suffer from harm due to medicines

dispensing errors =

33 million

97% of medication errors reported to the NHS result in no or low patient harm
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Directive 2001 - 2010/84/EU

Pharmacovigilance Under paragraph 5

Slide 5

For the sake of clarity, the definition of the term
‘adverse reaction’ should be amended to ensure that it
covers noxious and unintended effects resulting not
only from the authorised use of a medicinal product at
normal doses, but also from medication errors and
uses outside the terms of the marketing authorisation,
Including the misuse and abuse of the medicinal
product.
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ADE’s ADR’s and Medication Errors

THE FOCUS

Preventable (ADEs, ADRs and AES)
NHS E

No harm

Low harm
Things we don’t know
NHS E

preventable

: (ADR, MHRA)
Potential

ADE'’s
Intercepted
NHS E

Bates DW, Boyle DL, Vander Vliet MB, Schneida J, leape L.
Relationship between medication errors and adverse drug
events. J. Gen. Intern. Med, 1995;10:199-205.
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THE FOCUS
Preventable (ADEs, ADRs and AES)

NHs Eadd MHRA
ADE’s

v\Non

preventable
(ADR, MHRA)
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PSls .
_ Routine
Basic error types r====» Reasoned
: Reckless & Malicious
r------—-—-8 >Violations|
1
i .| Rule & Knowledge
Intended Based errors
\/L actions
l Mistakes
Unsafe
acts
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Competence

| | NHS
Consciously incompetent England
Assess
and learn
PebA Learn
Unconsciously incompetent Consciously competent

\ Actice
Lapse

Unconsciously competent
The implications: we are all capable of error and things change

NPC. MeReC bulletin.2011;22(no1)
http://www.npc.nhs.uk/merec/mastery/mast3/resources/merec bulletin vol22 nol.pdf
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Patient safety Incidents reported from Oct 2003 -
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The National Reporting and Learning System

NHS

England
Estimates suggest that up to 10% of people may be harmed during the course of their healthcare

The NHS leads the world in incident reporting, with the National Reporting and Learning System. It has
received over 9 million incident reports since late 2003, and receives over 100,000 incidents reported
monthly.

Other 82,520

Medical device/ equipment

42,465
\

Incidents reported to the NRLS
(annual figures for 2013)

Consent, communication,
confidentiality 46,294

Self-harming behaviour
46,492 —

Patient accident 364,586

Coueoms | tumbor | %

No harm to the patient
(near misses)

Disruptive, aggressive ~ ___—
behaviour 47,265

Clinical assessment 892,525 68%

(including diagnosis, scans;
tests, assessments) 62,845

Low harm 333,982 25%
Infrastructure (including Moderate harm 82,597 6%
staffing, facilities,
environment) 63,504 Severe harm 7,175 0.5%
Death 3,504 0.3%

Documentation (including
records, identification)

79,902 Medication 158,394

Access, admission,

transfer, discharge

(including missing patient)
108,204

Implementation of care and P

; A ; Treatment, procedure
ongoing monitaring / review 1
110,948 146,205
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Reported to NRLS 2005-2014

NHS

England
250000
200000
* 190619
* 164907
® 152460
150000 * 144609 A
¢ 132069 @ reported
* 113837
100000 + 94280
* 79280
.
64484 MSO/MDSO
50000
* 42308
O T T T T T 1
2004 2006 2008 2010 2012 2014 2016

In 2014 the absolute number of medication reports to the NRLS
increased more than in any previous year, representing a 15.6%

increase on the year before. NHS
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New style Patient Safety Alerts (PSAS)

Stage One Alert: Warning

« Warns organisations of emerging risk. It can be issued very quickly
once a new risk has been identified to allow rapid dissemination of
information

Stage Two Alert: Resource

* Provision of resources, tools and learning materials to help mitigate
risk identified in stage one

Stage Three Alert: Directive

« Organisations are required to confirm they have implemented
specific actions or solutions to mitigate the risk

Slide 13 NHS E | Presentation for NHSLA 9t December 2015



NHS

England

Medication Safety Officer

5 MHRA Actions (Target date for completion 19 September 2014)
. Stage Thred All large* healthcare providers Small* healthcare providers to improve medication safety.
. includin rusts, communi ’ e can also use learnin
Patient ;m;;wng luding NHS Trust including general practices The M50 [ I
Safety | .. o incidd pharmacy multiples, home dental practices, community to influence policy, planning
Alert | and Jearnid healthcare companies and those pharmacies and those in the and commissioning as part
20 March 201 in the independent sector should: independent sector should: of clinical governance in the
Ms:;':"ﬂ:“::;m:;i:r:xim“ I;ﬁ & identify a board level director A continue to report medication commissioning organisation,
Raming and gt pructica 10 MENHTESE Ranms rom medicatin s by (medical or nursing Supported by the error incidents to the NRLS and,
= sharing incidant data batween MEHRA and MES England reducing the nes) . . . : . : A ;
. m?:grmqmﬂ'mmzlwmm.r.gn:gmmm;a:cmr-\ chief pharmacist) or in community using the e-form on the NRLS regularly review information
* carfying madcaticn sauty les and datyng ey satety contact o 3 harmacy and home health care, the website, or other methods and from the NRLS and the MHRA
Partionial ke and, X X " ~ ) X R
" enciie rendeand acs 1 oprov 2 e oo of ket T | superintendent pharmacist, to have the take action to improve reporting 10 support improvements in
e e s g e responsibility to oversee medication and medication safety locally, reporting and learning and to
e error incident reporting and learning; supported by medication safety take local action to improve
Actions (Target date f letion 19 Septembs ) : L i champions in local professional icati i
<raet azte for camplstien 13 Septem identify a Medication Safety Officer P P . medication safety_ Thls_should
e B e haars bro (MSO) and email their contact details committees, networks, multi- be done by working with
pharmacy multiples, bome dtnnlpe_mu. coimim) : - . - . -
apriog e s, s o B pmriant e b to the Central Alerting System (CAS) E;?;f;i;g’;le?;oups and :'ned||catl?n ;afet?r cham;_);fns in
B oo, | B e team. This person will be a member ' ocal protessional commitiees
Suat seamacilar 1 Aty g the o 4oem 20 the - - P and networks, and with a new
pharhacy ane home hasith cam, fhe b, o ather mathen of a new National Medication Safety Healthcare commissioners o II i fecsi |
superntendant phamacst, o have tha TAME STON W MY My . . . - w
Moy ot et radcren iy o Network, support local medication including Area Teams, and or existing mult-professiona
B\ sy syonar  SEnn error reporting and learning and act as Clinical Commissioning Groups group.
B e ConmalAlmng symem (45 2RO s the main contact for NHS England and are invited to: Supperting information
u‘;l new Naticnal :;cla[m Tatety mrgmumrmm MHRA: and ) ) . .
i o e a1 ik ks . _ identify a MSO and email their *More detailed information to support
PN T B\ ety aaso e identify an existing or new multi- contact details to the CAS team.  the implementation of this guidance is
povrotholpon befim i AR ko professional group to regularly review This person will be a member of available at’
madication enor incident reports, ik Natona | Medication . . ; - - . . B
o s warog s et g o medication error incident reports, the National Medication Safety www england.nhs_uk/patientsafety/PSA
ey improve reporting and learning and network, support reporting and
Patient Safety | Domain5 Cornact b1 take local action to improve medication learning and take local actions
wwiwengland.nhs. uk/patientsafety e fety
safety.
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Medical Device Safety Officer

NHS

England

= MHRA

Stage Three: Directivd
Improving medical d
incident reporting
and learning

20 March 2014

Alert refeence rumiber:  NHSPSAD20014006

Patient
Safety
Alert

Alert stage: Three - Direcive |

NHS England and the MHRA are working together to simplly and indeess mporting, improve dat)

wine A UKSE PrACHCR 30 MriMSE harm Smim medcal devices incidents by

®  sharing inCident B between the MERA and NHS England, reducing the nesd for dupcate
5131 Iy chebloping 3 T ETIEGrAtDd Natnad Liaming and REporting Systom [NALS) which
BECHMngG SpErtional. Saparats Mpoing 1 e MERA wil Then i lenger be nosszan;

*  giing nasw Types of fesdback tram T NALS and thi MERA 12 ITiaove Rarning at keal kel

*  claritying meical davica sxtety roles and idsnttying key safaty contacts i a kow better comm|
and natonal kvl and,

®  satting up  National Modical Davices 53ty Neswark a5 a naws forum for dkossing pontial
sz, iEnntying tTENAS and acnons i Impre e ahe e of medanl deviees. The natwery
Patient Satety Improvement Calaboratiss that wil o 2ot up during 2014

Continue to Feport separately to the MHRA and the NRLE until the integrated reperting o
Angther patient safety alert will then be ued.

Actions (Target date for completion 19 September 2014)

Al farge* healtheare provider

coganisations ircding NHE & dontity an axsting o Few mut-

Slide 15

TrUsTs, community phamay
muttiples, home heslihcare

Modical Dievices Satety Netwerk

professonal group & regulary
Fovitn bl device incident

CEITMPTING N COMMESONETS.

comganies and these in the PO, mprve rporting and & A
insdeperdent sector shoukd: Keamineg and taks kcal action to
impres the sartery of medical iy
oty 3 board boved directo Pk cont
[miectizal ar rarsing supported by 3 . e
senicr haalthean protessionall or Emaif* healthoare provider the
in communiy phanmacy, of homs arganisations including Hhat)
healt care, & sener manager general practices, dental Jaar|
[for esampia 3 Superintendant praciices, community mp
Pranmnacist) 12 hat e mEporaibility pharmacies and those in the [t
i ersas medical dvics incisant independent secter should paie)
repeting s baihg; Smatinue te rapart nsdents s
A Idently 3 Modical Devices Safety nvobing mecdeal devices 1 the o
Officor MDS) and amail their AL using the a-form on the & rogul
contact dtads Cuntral NALS wehishe, or other metho: the
Alriineg Sysem haam. This Raport s 10 1 MHRLAS. aniee i
‘parsn wil 2ppart local madical TpOMing systiem. Taie action b \aarm|
device INCElent repormng and impEres reporting and kaming o im}
WATING, 3T 25 T Main ot for baally, supported by medics v
WHE England ared tha MHRA and dewica safuty champions in i
medical device manutaciurers and Il prtessional commithess, char]
be & maiEser of thi e National natwrks, Mt pratesing come)

Actions (Target date for completion 19 September 2014)

A\

All large® healthcare provider
organisations including NHS
trusts, community pharmacy
multiples, home healthcare
companies and those in the
independent sector should:

A\

identify a board level director
(medical or nursing supported by a
senior healthcare professional) or

in community pharmacy, or home
health care, a senior manager

(for example a Superintendent
Pharmacist) to have the responsibility
to oversee medical device incident
reporting and learning;

identify a Medical Devices Safety
Officer (MDSQ) and email their
contact details to the Central
Alerting System (CAS) team. This
persan will support local medical
device incident reporting and
learning, act as the main contact for
MHS England and the MHRA and
medical device manufacturers and
be a member of the new National
Medical Devices Safety Network;
and

identify an existing or new multi-
professional group to regularly
review medical device incident
reports, improve reporting and
learning and take local action to
improve the safety of medical
devices.

Small* healthcare provider
organisations including
general practices, dental
practices, community
pharmacies and those in the
independent sector should:

continue to report incidents
involving medical devices to the
NRLS using the e-form on the
MRLS website, or other methods.
Report also to the MHRA's online
reporting system. Take action to
improve reparting and learning
locally, supported by medical
device safety champions in

local professional committees,
networks, multi-professional
committees and commissicners.

£\

/N

Healthcare commissioners
including Area Teams, and
Clinical Commissioning Groups
are invited to:

identify a Medical Devices Safety
Officer (MD50) and email their
contact details to the CAS team.
The MDSO will be a member of
the National Medical Device Safety
Network, support reporting and
learning and take local actions to
improve medical devices safety. The
MDSO can use learning to influence
policy, planning and commissioning
as part of clinical governance in the
commissioning organisation; and,

regularly review information from
the NRLS and the MHRA to support
improvements in reporting and
learning and to take local action

to improve the safety of medical
devices. This should be done by
waorking with medical devices safety
champions in local professional
committees and networks, and with
a new or existing multi-professional
group.
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Supporting documents

® 2% Foqutiag Nedknes ans Usdeal Deviens Eng’and
Patient |Stage Thr{ ...
oo L improvin| # MHRA NHS
a Ie Y | error incil England
Alert | and/earn ]  Directi
20 March 2 Patient Stage Three. Dlre.:ctlve -
Safet I_m;?rovmg med;_vcal device
Supporting information Y | incident reporting
Alert | and learning
Alert reference number: NHWS@!2Q1M005 20 March 2014
Alert stage: Three - Directive
Supporting information
Alert reference number: NHS/PSA/D/2014/006
Alert stage: Three - Directive

Slide 16 NHS E | Presentation for NHSLA 9t December 2015



NHS

England

Which organisations?

Row Labels Count of Name
As of 2"d November 2015 CCG 75
Community Interest Company 8
Community pharmacy sector 21
Guests: + 60 Cosmetic Surgery 1
Independent 1
Mental Health 1
NHS Acute Large 41
NHS Acute Medium 46
NHS Acute Small 25
NHS Acute Specialist 18
NHS Acute Teaching 30
NHS Ambulance Trust 9
NHS Community Trusts 16
NHS England Area Team 14
NHS Mental Health Trust 51
Other Independent Sector 20
Social Care Enterprise 1
Grand Total 378
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Report to MHRA via
Yellow Card Scheme
www.mbhra.gov.uk/yellowcar

d

Analysis &
regulatory action

\_

4 )

Request
additional
information

Medication Incident

NHS

Adverse drug reactions l
(ADRs) but not Medication England
errors Healthcare Professionals and
Patients
L Identify and REPORT
Medication
errors

Risk /Complaint Managers
Oversight & Quality Assurance

Medicines Safety Officer (MSO) Local Medication Safety Committee
Quality Assurance Oversight and Support

MHRA & NHS England
Analysis
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http://www.mhra.gov.uk/yellowcard
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MHRA NHS England

Analysis Analysis m

England

4 )

MHRA’s National Medication Safety Network
Yellow Card Scheme National learning & safety communications
www.mhra.gov.uk/yellow
card
Analysis &
\ regulatory action )

feedback
and
Feedback and interaction loop
eeaback an
NHS England safety

action to minimise communications:

risk = Formally by three stage
Alerts,

= Organisational Patient
Safety Incident to NHS
organisations by NRLS
reports (6 monthly)

MHRA safety
communications:
= Drug Safety Update

(monthly) . Lo
= Safety Warnings (as g S Publlcayon n
. Vs ~ professional journals
required) R4 S
= Alerts (as requirs@ >
= Recalls (as regtiired) >
¢ )
Healthcare Professionals - _ . —> Medicines Safety Officer
Implementation two way interaction Ensures implementation
and dissemination of safety

communications

education, training and support
support

Local Medication Safety Committee
Oversight and support
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Beware the detall
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MSO responsibilities

Responsibilities should include the following:

I active membership of the National Medication Safety Network;

Il improving reporting and learning of medication error incidents in the organisation;

lll. managing medication incident reporting in the organisation. This may entail reviewing all medication incident reports to
ensure data quality for local and national learning and where necessary to investigate and find additional information
from reporters. Also, to authorise the release of medication error reports to the NRLS each week;

Iv. receiving and responding to requests for more information about medication error incident reports from the Patient Safety
Doman in NHS England and the MHRA,;

V. work as a member of the medication safety committee to deliver the responsibilities listed in 7.1.4; and,

vi. supporting the dissemination of medication safety communications from NHS England and the MHRA throughout the
organisation.
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MSO responsibilities

Committee responsibilities should include the following:

I improving reporting and learning of medication error incidents in the organisation;

Il. analysing incident data, audit and other data to identify, prioritise and address medication risks to minimise harm to
patients;

. identifying, developing and promoting best practice for medication safety. This will include supporting the implementation
of external patient safety guidance from NHS England, MHRA, NICE and other organisations - implementation will require
coordination and support for process and system changes to reduce the likelihood of serious medication errors occurring
and recurring, providing regular feedback to clinical staff, patient care areas and hospital committees on medication risks
and planned action to minimise these risks;

Iv. coordinating education and training support to improve the quality of medication error incident reports and safe
medication practices; and,

V. assisting in development and review of medication-use policies and procedures.
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MDSO responsibilities

Role responsibilities should include:

I active membership of the National Medical Devices Safety Network;

Il.  improve reporting of and learning from medical devices incidents in the organisation;

lil. manage medical device incident reporting in the organisation, review all medical devices incident reports to ensure data
quality for local and national learning, where necessary investigate and get additional information from reporters;

Iv. make sure that medical device incidents are sent to the NRLS as soon as possible and a least every week;

V. receive and respond to requests for more information from the Patient Safety Domain in NHS England and the MHRA
about medical device incident reports;

vi. work as a member of the medical devices safety committee to deliver the responsibilities listed in 9.1.4;

vil. act as an additional senior point of contact for manufacturers and support local actions on Field Safety Notices; and,

vill. improve reporting of medical devices incidents and support the dissemination of medical devices safety communications
from NHS England and the MHRA throughout the organisation.
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MDSO responsibilities

Committee responsibilities should include the following:

I improving reporting of and learning from medical device incidents in the organisation;

I. analysing of incident data, audit and other data to identify, prioritise and address medical devices risks to minimise harm
to patients;

lil. identifying, developing and promoting best practice for medical devices safety - this will include supporting the
implementation of external patient safety guidance from NHS England, MHRA, NICE and other organisations.
Implementation will need coordination and support for process and system changes to reduce the likelihood of serious
medical device incidents occurring or reoccurring;

Iv. providing regular feedback to clinical staff, patient care areas and hospital committees on the risks of medical devices and
planned action to minimise these risks;

v. coordinating education and training support to improve the quality of medical devices error incident reports and safe
medical devices practices; and,

vi. assisting in the development and review of medical device use policies and procedures.
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National Patient Safety Agency

10 years of Medication 2002-2012
Devices 2010-2012

Medication

« 45 Alerts, Rapid Response Reports
« Signals

e 6 design guides

« Medication Safety updates
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New style Patient Safety Alerts (PSAS)

Safety
Alert

solution

26 May 2015

ClassHiction: officksl

Alert reference number.  NHSPSAMITIS005

Alet stage:  Oine - Waring

The potential for inadwertent injection of solutions intended for 1opical
use has been identified in the UK [1] and internationally [2]. Past emors
usually conumed because skin deansing antiseptic solutions and medication
imended for injection had been placed peosimally in ‘open oetems’ such
as gallipots. &in Alert wes sued in England in 2007 [3] stipulating that
injectiors must be drawn up from the souece battle or ampoule directly
imta syringes that are labelied and checked prior to admirestration and
that ‘open sysiems’ should never be used to contain medication priar

o injection. This advice was intended not only to reduce the risk of siin
preparation being injected inadvertently, but aleo to minimize the risk

of the weong injectable medication being selected. The particular nisk of
inadvertent injection of skin preparation was subsequently reinforoed in
2010 41

However, ermors are till being reported where open systems have been
used. WHS England has identified three inddents imvoiving inadvertent
injection of skin antiseptic soluticrs since 2012, and ane additional near
mizz. Two incidents irvohved sevese harm from confusion between 2%
Chiorhesidine and s-ray contrast media in drcurmstances where both
substances were in unlabelled gallipots (one during a lower fmb angicgram
and resubting in leg amputation, and ore during 2 pacemakes irsertion
resuiting in cardiac amrest and resuscitation). The thind incident involived a
patient undertaking renal dialysz with assitance from healthcare staff; the
line: wae flushed with Chicrhesidine from a galipot instead of the intended
salire solution and the patient became unvell but appanently recovered.
The near mizx also irvolved Chiorhexidine and x-ray comrast medium, and
oocurred despite the skin preparation being an a separate trolley.

The settings where these incidents ooourred suggest that the practice

of preparing medication intended for injection using gallipots may have
persted in some areas camying aut specific interventional procedures.
We are working with relesant royal colieges and specialist professional
organisations 1o understand the reasors for this, and to understand if any
additional advice & required for specfic procedures.

In the interim, organisations need 1o identify if the use of inj

medication in open systems has persisted in their crgansations, and take
all appropriate local actions to improwve safiety, induding ensuring that ary
skin prepasation salutiors are emaoved from the emvirenment before an
invasive procedhure begine.

England

- Stage One: Warning
Patient | risk of death or severe harm due to
inadvertent injection of skin preparation

Actions

Wha:

All organisations providing
MHS-funded care where skin
praparation agents are used
prior 1o an invasive procedurs.

When:
As soon as possible but no later
than 7 July 2015.

& Identiy if invasae peocedures
involving injection alongeide skin
preparation are taking place in
circumstances where unintended
injection of skin preparation solution
s oo could oocur.

é Cansader if mmediate action needs
o be taken locally, and ensuse that
an action plan to reduce the sk of
inciderts ocourring is undenway if
regquired.

Circulate this akert to all relevant
staff.

& Share any information on areas of
clinical practice where use of open
systermns for injection appears to have:
perssted {and whyl, any learning
fram local investigations, and any
locally developed good practice
resources by emailing: patient.
safetyengquiries@nhs net

NHS

England

Patient Safety | Domain 5
www.england.nhs.uk/patientsafety

Slide 28

Contact us: patientsafetyenguiries@nhs.net

A\

> [>

Identify if invasive procedures
involving injection alongside skin
preparation are taking place in
circumstances where unintended
injection of skin preparation solution
has or could occur.

Consider if immediate action needs
to be taken locally, and ensure that
an action plan to reduce the risk of
incidents occurring is underway if
required.

Circulate this alert to all relevant
staff.

Share any information on areas of
clinical practice where use of open
systems for injection appears to have
persisted (and why), any learning
from local investigations, and any
locally developed good practice
resources by emailing: patient.
safetyenquiries@nhs.net
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New style Patient Safety Alerts (PSAS)

Slide 29

Patient

England

Stage One: Warning
Minimising risks of omitted and

Safety delayed medicines for patients
Alert receiving homecare services

10 April 2014

Mlert reference numbaer:  NHSPSAMII0NA007

Alert stage:  One - Waming

Medicine homecare services are commisioned by the NHS and ane
predominatedy provided by the commencal sector, delering speciafist
medicines and medical devices, and nursing serices needed 1o administer
them, typically as packages of care. A wide range of treatments are
provided including parenteral mutrition, chemotherapy, antibictics, growth
hoemane and specialist treatments for HIV, cystic flrosis and rheumatoid
arthritis.

Medicine homecare services are Lagely commissioned by NMS Tnsts. These
services have expanded very rapidly in recent years and wese the subject

of a Department of Health report Homecare Medicne - Towards a Wision
far the Future” issued in Movember 2011. A major home healthcare service
provider withdeew from the market |ate in 2013 This caused transitional
izues a5 patients wese transfermed 1o new providers and has increased
pressure on exiting suppliers. The number of reports of failuee 1o supply
homecare medicines and products on Bmie has increased significantly. This
has in turn resuted in an increased risk to patients of medicne doses being
omitted or delayed.

In respanse ta these probiems the homecare industry i taking action to
improwe services, and some providers have suspended acospting new high
sk patients until necessary senvice improvements have been made.

Patient zafety & & primary concesr, and can be compromised when
medicine dases are omitted or delayed. Heatthcare organizations that
commizsion homecans senices (usually NHS trusts) have a respansibilty
taensure the safiety of patiemts who receive homecare senvices. This may
include assessing the curment capability of a selected medicine homecane
service before new patients or new services ane commenoed. Alsc ersuring
that existing homecare patients ane sware of how and when 1o contact
them in the event that supplies of medicnesproducts nun low after an
erpected defivery has naot ocoured and they have been unabie to contact
the homexare provider. Procedures 1o ersure alternative methods of supply
will be required 1o support these patients in these ciroumstances.

Such imerim measures will nesd to be agreed with all refevant dinical staff
and should indude control measures to ensure patient safety i not further
compromised by the provision of duplicate medicdne supplies by mulitiple
agencies. It is also impartant for NHE crganisations to minimise requests
ta dinkal homecare companies for duplicate information already in the
NHZ ceganisation. A register of patients on homecare may be available

in hospital pharmacy depatments from recoeds of prescriptions issued to
homecane prosiders.

Actions

Whao: All healthcare

organisations that
commission clinical
homecare services

When: As spon as possible

A

A

PN

but no later than
9 May 2014

Estabish i medicine homecare senvices
are used within yowr organisation and
# incidents of omitted and delsyed
medicines have coourmed.

Consider & immediate action needs 1o
be taken locally and develop an action
plan, if reguired, to reduce the risk and
the potential risk to patients.
Dizsemirate this alert to all medical,
nursing, pharmacy and other staff wha
are irwolved in the care of patients
recefiing medicine homecare senices.

Report refevant patient safety incidents,
richuding those reported to you by
patients, 1o the National Beponting and
Leasming System. indude in the: repart
the term “medicine homecare service’
ri the text description of the incident
1o aid analysis.

Shaee any learming from local
rreestigations or iocally developed
good practice resources by emailing:
patietzafety.enquiries@nhs.net.

Supporting information

Mone detailed irformation to support the
implementation af this alert i available a2
wwweenglend.nhs ubipatientsafetyipsa

NHS

England

> B B P D

Establish if medicine homecare services
are used within your organisation and
if incidents of omitted and delayed
medicines have occurred.

Consider if immediate action needs to

be taken locally and develop an action

plan, if required, to reduce the risk and
the potential risk to patients.

Disseminate this alert to all medical,
nursing, pharmacy and other staff who
are involved in the care of patients
receiving medicine homecare services.

Report relevant patient safety incidents,
including those reported to you by
patients, to the National Reporting and
Learning System. Include in the report
the term ‘medicine homecare service’
in the text description of the incident
to aid analysis.

Share any learning from local
investigations or locally developed
good practice resources by emailing:
patientsafety enquiries@nhs. net.

Patient Safety | Domain 5
www.england. nhs. uk/patientsafety

Contact us: patentsafety enquiies@nhs ret
Zign up for regular updates: weaengland. nhe.uk/patientaiety
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Stage One: Warning
Harm from using Low Molecular

Safety | weight Heparins when
Alert contraindicated

19 January 2015

Alert reference number:  NHEPSAMITOIS000

Alert stage: One - Warming

Livey Mialecular Wieight Heparines (LWWHs) are frequently used for treatment
and for prophyleas of a variety of thromboembalic conditians. in the 26
manthe up to March 2014 the National Reporting and Learming System
{MRLS) received 75 medication incidents whese LMWHs were used despite
knoswn contraindications. incidents included use of LW for either
treatmient or prophylacis. OF these, 16 incidents resuited in severe harm

or death, 29 irvotved irappeopristely co-peescribed medication, 16 where
there was concomitant bleeding, 11 failures to discontinue LWWH and 19
describing a range of other contraindications.

Ahhaugh there aee important benefits from the use of LMWHs, i & vital
o assess each patient individually as to whether the berefits cutweigh

the risks. It & appanent from these incidents that there wese missed
opporiunities 1o appropriately risk assess the patient for phammacological or
dlinical comrandications to the e of LW,

There can be variows crourrstances when the use of LMWHs may be
contraindicated. These can inchude but are not limited toc active bleeding;
acquived bleeding disorder (such 25 acute liver failurel; concurrent use of
anticoagulants known to incease risk of bleeding; conoument we of anti-
platelets and other interacting medicines; ar, lumbar puncturefepiciuralf
spinal anaesthesia within the previous four howrs, or expected within the
next 12 howrs, *7

Exampies of NRLS incdents read:

consultant review; extensiee Foad injury and therefore confraindication.
Fatient went on fo deveiop 2 large subdival haematoma secondany foa
showy biped "

‘Fabient admitied on warfdn, m-pﬂsﬂ'nbm‘mmin, R 36 on
aﬂﬁmﬂ'h’.rrrmuﬁed:\cd iy thaereafier and on davithromyon.

Fatient became unvest, M16;hﬁ?ﬂdn.ﬁdhmk!mmﬁ!ch:ﬁ later
F.r:rmda phase of projonged seizunes and subsepuently died.

Coraideration of contraindications is a prominent feature of available local
and naticnal guidance for peescribing and adminstesing LMVWHs. This alert
aims ta reinforce the reed for relishle systermes 1o ersure that this abveys
oecurs.

Actions

Who: All hospitals and
COMMUNitY services providing
NH5 funded care where Low
Molecular Weight Heparins
are prescribed, dispensad or
administered.

When: To commence
immediately and be completed
by 2 March 2015

& Establish if modents have oocumed,
or could acow, in your organisation
whene Low Malscular Waight
Heparine have been used despite a

kniown contraindication.

& Corgider if immediate action nesds
o be taken kocally and ensure that an
action plan & underaay, if required,
fo reduce the risk of further incidents
OLCUrTing.

& Diememinate this alert o all medical,
riursing, pharmacy and other staff
who are irvolved in the prescribing,
dispersang and administering of Low
Molecular Weight Heparins.

& Share any leaming from local

irvestigations or kecally developed
good practice resounces by emailing
ENGLAND . Medication-Safety@nbe
net

A\

> > [

Establish if incidents have occurred,
or could occur, in your organisation
where Low Molecular Weight
Heparins have been used despite a
known contraindication.

Consider if immediate action needs
to be taken locally and ensure that an
action plan is underway, if required,
to reduce the risk of further incidents
occurrng.

Disseminate this alert to all medical,
nursing, pharmacy and other staff
who are involved in the prescribing,
dispensing and administering of Low
Molecular Weight Heparins.

Share any learning from local
investigations or locally developed
good practice resources by emailing
ENGLAND Medication-Safety@nhs.
net.

Patient Safety | Domain 5
www.england nhs.uk/patientsafety

Contact us: patientsafetyenquiries@nhs_net

NHS E | Presentation for NHSLA 9t December 2015




New style Patient Safety Alerts (PSAS)
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Alert | treatment

ddert reference number:  NHSPSAMNTD1AD16

Alert stage:  One - Waming

Nalarone & an opicidiopiate amtagonist licensed for use in:

* complete or partial reversal of central nervous systemn depression and
e=pecially respiratary depression, caused by ratural or symthetic opicids;
and

= treatment of suspected acute opicid overdose or intaxication.

Nalaxone must be gven with geeat caution o patierts who have received
longer-term opioidéopiate treatment for pain controd or who are physically
deperdent on cpicidvapistes. Use of naloxone in patients where it &

not indicated, or in larger than recommended doses, can cause & rapid
reversal af the physiclogical effects for pain conteol, leading to interse

pain and distress, and an increase in sympathetic nenous stimulation and
cytokine release preciptating an acute withcrawal syndrome. Hypertension,
cardizc arhythmias, pulmcrary cedema and cardiac arest may result from
inappropriste doses of naloxane being used for these types of patients.

The British Katicnal Formulary [BNF)™ recommends a dose range to neverse
anuie opiidiopisie ovesdose in aduits by intravencus injection of naloxane
of 4(x) micrograms ta 2mg. f there is no esporese, the dase & 1o be
repeated at intenvals of taa to three minwtes ta a maximam of 10mg.

The BNF highlights that doses used in acute opicid/opiate overdose
may NOT be appropriate for the management of cpioid/cpiate-
induced respiratory depression and sedation in thaose receiving
palliative care and in chronic opiocid/opiate use. The recommended
dose for adults in post-opesative sespiratary depression and for pallistive
care and chronic opicidiopiste use by infravenows infection is 100 to 200
microgeams (1.5 ta 3 microgramefg). f the response & insdequate, gree
subsequent dose of 100 micrograms every two minwtes. The nalosone
domes in the BNF may differ from thase in product [ferature. Even whene
domes are given as recommended, there is still a need for careful monitaring
of wital chservations and maimaining or resicring pain refief.

NHZE England has received detais of three patient safety incidents
describing failure 1o follow the BNF guidance, including two incidents that
resuited in death. Because this rick appears under-recognised, there may be
significant under-seporting.

Additional safeguards that have been locally implemented indude raiing
awaareness of the risk of insppropriate doses of naloxone, the we of
loweer doses of nalamone in ciinical protocals and resuscitation drug trays,
teaching camect use of nakaxore in annual cardopulmonany resuscdtation
training sessians, ard providing guidance on dinical monitoring and acces
1o specialist pain nelief advice after naloxaone administzation.

England

. Stage One: Warning
Patient | risk of distress and death from
inappropriate doses of naloxone in
patients on long-term opioidiopiate

20 November 2014

Actions

Who: All organisations
providing MHS
funded care where

naloxone is prescribed,

dispensed andfor
administered.

When: As soon as possible
but no later than
22 December 2014.

& Estabiish if inddents involving
inappropriate wse of nalowane have
occurned or have the potential 1o
OCCUr in your onganisation.

Cansder if immediate action needs
o be taken locally and ensure that an
action plan is underaay, if requinsd,
to reduce the risk of further inddents
OCCUITing.

Dimseminate this Alert 1o dinical staff
who prescribe, dispense or sdminisber
ralamane injsction.

& Share any leaming from local

investigations or locally developed
paod practice resounces by emailing:
Ergland medication-safety@nis.net

NHS

England

Patient Safety | Domain 5
www.england. nhs uk/patientsafety
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Contact us: patientsafety.enguiriesénhs_net

A Establish if incidents involving

inappropriate use of naloxone have
occurred or have the potential to
QCcur in your organisation.

Consider if immediate action needs
to be taken locally and ensure that an
action plan is underway, if required,
to reduce the risk of further incidents
occurring.

A Disseminate this Alert to clinical staff
who prescribe, dispense or administer
naloxone injection.

Share any learning from local
investigations or locally developed
good practice resources by emailing:
England.medication-safety@nhs.net
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ddert reference number:  NHEPSAMY

Alert stage: One - Warr|

Slide 32

Further supporting in

Pubdit aticrs Ginlviry Rsbirnin: xooaa

Folowing distibution af the recent
nappvopriale doses of naloxons in
has been a pediod of helpful dialogy
the ariginal alert. This document s
Tor naleeone use n the ight of the
clarification on the use of nalosone

The alert noted that inddents imoly
excessive doses of naxpione in patis
and under-repared, inlormatiaon red
acourred in the past maybe higher.

& numiber of naloxone practics e
Safety First website: Ritpuitaaan patl

Further clarification hes been regque
1 be used for a patent folowsng a
management of reduced conscousn
some palkative care patienits). We o
Tor chnicians. For example, there is 1
route of use; and there are some o
BMF, in the manufaciues” indayidus
the Palkative Care Formulan i i im
all of thewe dinical scenarios.

UK Medicones Infomaton (LEN b
nanxone dotel shoikd be used in o
amangst others, the College of Emg
of Health Drugs and Akobal Tearn,
Medicine, UK ambulance senaces ai
dependence — UK guidelings on cin
Apel 2015,

Patient Safety | Domain 5

www england . nhs uk/patientsafe

official

Patient
Safety
Alert | 5 ociober 2015

Mdert reference number.  NHSTPSAR)15009
Alert stage:  Tvo - Resousces

& Stage One: Warning Alert [ 1] was ssued 20 November 2074 draweng attention
1o the safiety implications of inappeopriate doses of the opicid'opiate antagonist
nakuone. 'Whikt naloxone use can be Fe-saving in respiratory cepeession and
respiratory arest, the peevious Stage One Alert highlighted that use of naloaone
n patients where it & not indicated, or in larger than recommended dases, can
cause a rapid reversal of the physiological effects for pain control, leading to
mense pain and distress, and an increase in sympathetic nenvous stimulation and

cyickine release precipitating an acute withdrawal syndrome. Hypertension, cardiac
arthythmias, pulmonary cedema and candisc armest may result from inappropriste
doses of nalcxane being used for thess types of patients.

Approprizte dosing of naiosone is dinically comples. This Stage Faa: Resouwre

Alert points 1o the resources that have been developed in response to the Stage

O Aert to support all providers of KHE funded cane 1o ersuse kocal protocols and

traming related to use of naloxone reflect best practice.

Key resousces indude:

= LUK Medicines Information (UEM[} considered the relevant RBeratune
bbase and consulied with a range of national stakehoiders to a unique
comprehensive neview 1o be used to inform actions 1o minimise the risk
af excessively high dases of nalasone and inform appropriate dosing in
all settings and cirmumstances when naloxone i indicated Ritpafarees.
swidence.nhs ukfsasrchig=%22Whatsnalmonesdosessshouldsbes
wedsinsadultsstosreveresurgentystheiefetsiofsopicidssorsopintes 9.2

#  The waorking group updating the 2007 Drug misuse snd dependence = U

ires on dinical management has published preliminary advice on

naloaone before addressing its supply and use mare fully in the published
update plsnned for 2016 Fitpathassas. nta nhs. ucfuplasds’chairsletter-nalasone:
E2jub2015.pcf. The advice covers nalocone dosing in overdose situations,
take-home nalaxone products that can be supplied and training that shauld
be provided, row and foliowing legslation 1o make nalosone mone widely
available from October 2015 ormwards.

* WS England has peovided supporting information and shares local leaming
ard local resowrtes va its network of Medication Safiety Officers hitpoiaess,
england nhs ukfwp-contentfuploads201 502 psa-nalosone-supp-info.pd,

These: resources emphasise that there should be no conflict between the needs
af patients with drug misuse and dependence wha overdose, and those with
chronic pain ar in end of e care; the safety of all patients depends on staff wha
understand that doses that can be life-saving for one patient group and set of
circumstances, can be Ee-threatening for anather patient group.

‘Whikst these rescusces forus primarily on the crcurmstances where nalasone use

= - o is not - appropriate, and dosing schedules for diffesent patient groups,
healthcane arganiations should use these resources in the wider context of the
whole patient pathway This indudes corsideration of sieps that can be taken 1o
avoid the need for nalmone, and recognition that frontline staff need easy soress
1o liocal protocok and local espertise for managing withdrawal, lost pain control, or
gther effects.

England

Support to minimise the risk of
distress and death from inappropriate
doses of naloxone

Actions

Whao: All organisations
providing MHS fundad

care whers naloxongs is
prescriped. dispensed and/or
administersd

When: As soon as possible,
and in parallel with any
changes to naloxone use
that are being considered
in response to legislative
change, but no later than
26 April 2016

Brirg th Alert and linked rescunes
o the attention of those in the
onganisation with responsibilities
for local traning. peocedures and
pratocoks for naloaone use

A Uke the resources in this Alert and
any ather releaant |ocal or national
resources to review, and if necessary
revise, lacal training, procedures and
protocals for naloaone use

é Caommence implementation of
protedures and practice compliant
with these resources within cydes of
contiruous improvement including
consideration of teamwork and
traming, human factors and culburs

aspects of compliance.
& Share locally developed resources

and local learning via the Medication
Safety Officers network ar by

emailing: England medication
safety@nhe. net

NHS

England

Patient Safety | Domain 5
www.england. nhs ukipatientsafety

Contact us: patientsafety.enguiries@nhs_net

© KHE England Octobar 2005

Bring this Alert and linked resources
to the attention of those in the
organisation with responsibilities
for local training, procedures and
protocols for naloxone use

Use the resources in this Alert and
any other relevant local or national
resources to review, and if necessary
revise, local training, procedures and
protocols for naloxone use

Commence implementation of
procedures and practice compliant
with these resources within cycles of
continuous improvement including
consideration of teamwork and
training, human factors and cultural
aspects of compliance.

Share locally developed resources
and local learning via the Medication
Safety Officers network or by
emailing: England.medication-
safety@nhs.net
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- Stage One: Warning
Patient Risk of death or serious harm from
Saf.ety accidental ingestion of potassium

AI rt permanganate preparations
€ 22 December 2014

dlert reference number:  NHSPSAMIT014ME

Adert stage: One - Warming

Potassium permanganate is wsed in wound care because of its antseptic
and antimicrobial propesties. it is available 20 2 solution for further dilution
and z a tablet preparation, which is desobed in water and further dikted
ta 2 spedfied concentration. i is for external wse anly and an be fatal if
ingested orally due 1o local inflammatory reactions that block the airway
or cause perforations of the gastrointestinal tract. i can also cause death
through towcity and organ failure] 1.2]. N84S Englend has been informed of
an incident where 3 patient died after ingesting potassium permanganate.
Whilst this death remains under irvestigation, analesis of the National
Reporting and Learming Systermn {HRLS) has identified 43 incdents in the
past theee and a half years whene potassium permanganate tablets have
been ingested crally by patients. Although none of these incidents were
reparted as causing severe harm or death, any later effect on the patient
wias not abways dearly described.

An example incident reads:

Fatipnt prescribed potassium permanganate for saaking of lags, tabiet wes
dilufied, But | did not communicate fo my faliow collesgue that it was not
far orai consumption. Petient drank approomately 1.20-150mis of dilufed
Ereparaion

Although packaging clearly states potassium permanganate should not be
swaliowed, it is very unusual for a topical prepacation 10 come in 2 tablet
farm, and therefore some staff, patients and carers may scridentally treat
it & an aral prepaeation. The risk of emor appears to incresse when the
termi “potassium permanganate tablets” is wed rathes than a term such
as ‘potassium permanganste soak’, The risk of accidental ingestion ako
increased whese recepiacles that implied oeal ingestion were used, such
as plastic cups o jugs. Other incidents involved potassium permanganate
being directly dispensed to vuinesable patients in their own homes and
the patient misurderstanding that the tablets wee not for aral ingestion.
Where actidental ingestion had occurred, staff did not abeays appear
avare of the need to trest this 2= a medical emergency.

Aralysis of the MALS reports suggested that amangements for supphy
storage and preparation vared geeatly amang healthcare peosiders. Bariers
expecied for a product subject to Comteol of Substances Hazardous to
Heakh[3] indude; separate storage, additioral hazard labelling, and Esue
only to staff and patients wha have been educated to understand its safe
use.

Actions

Who: All providers of NHS
funded care

When: To commence
immediately and be completed
by 22 lanuary 2015

& Identify if potassium permanganate
preparstions are used in your
organisation, and if accidenta
irgestion has or could oocur,

é Corsader if immediate action nessds
o be taken locally, and ensure
that an action plan is undenway if
reguired, to reduce the nsk of further
incidents ocourring.

Ciculate this alert to all selevant
medical, nursing, phanmacy and
other staff,

Share any leaming from local
irestigations o locally deveioped
good practice resources. by emailing
patentzafety.enquires@nhs.net

Patient Safety | Domain 5
www.england. nhs uk/patientsafety

Contact us: patientsafety.enguiries@nhs_net

A\
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Identify if potassium permanganate
preparations are used in your
organisation, and if accidental
ingestion has or could occur.

Consider if immediate action needs
to be taken locally, and ensure

that an action plan is underway if
required, to reduce the risk of further
incidents occurring.

Circulate this alert to all relevant
medical, nursing, pharmacy and
other staff.

Share any learning from local
investigations or locally developed
good practice resources by emailing
patientsafety.enquiries@nhs.net.
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Stage One: Warning
Risk of death from asphyxiation

Safety by accidental ingestion of
Alert fluidffood thickening powder
05 February 2015

djert reference numiber.  NHSPSAMII015002

Alert stage:  One - Waming

Dy=phagia (swallowing problems) occurs in all care settings' and aithough
the true inddence and prevalence are unionown, it & estimated the
condition can conur in up ta 30% of people aged awver 65 years of age’.
Stroke, neurodegenerative diseases and learning diabilities can be the
caurse of some cases of dysphagia, and may abko result in cognitive or
intellectual impairment, as well a5 visual impaiment.

The madification of liquid thickness and food testure is comman pracice
in dysphagia maragement to avoid aspiration of material inta the airway
whilst maintaining adequate hydration and ratrition. Thickening agents ame
availsbie in a range of preparaticns, the most common being a

fiarm, supplied in tubs and commonly kept in & place that & soressible such
as at the bedside.

NHE England has received details of an incident where a care hame resident
died foliowing the actidental ingestion of the thickening powder that had
been left within their reach. Whilst this death remains under investigation,
it appears the powder formed a solid mass and coused fatal airay
chstruction. Analyss of the Naticral Reparting and Leaming System has
identified one other similar incident that occumed in haspital:

“HICA alerfed by anather patient thar the patient was chaking. Found to
Frave tkan the o off a tub of thidhening powder and xttempted to g it
Badk to ‘drink’”. The patient & partially sighted and his condition focfustes
:\ec:nmrak'mak Thickenar was a fresh tub today ac tral re his
poar swallow. ...

Feedback from frontiine staff indicates that the potental consequences of
‘trying to swallcw dry thickening powder appear under-recognised thesefore
therne may be significant under reporting.

Whilst i & important that produdts remain accessible, all relevant staff need
‘ta be awane of potential risks to patient safety. Appropriste stosage and
admiristration of thickening powder needs to be embedded withen the
wder context of protocaks, bedside documentation, training programmes
and access to expert advice required to safely manage all apedts of the
care of individuak with dysphagia. Individualised risk asseszment and care
planning & required 1o ersure that vuinerable pecple ane identified and
protected.

Actions

Whao: All providers of NHS
funded care where thickening
agents are prescrioed,
dispensed or administered

When: To commence
immediately and be completed
by no later than 19 March
2015

& Identify if the accidental ingestion of
dry thickening powder has ooasmed,
or could aocuy, in your organisation

é Carmder if immediate action nesds
o be taken localy, and ensure
that an action plan is undenway if
requited, o reduce the sk of further
inciderits ecourring.

é Distriute this alert to ol relevant
staff who care for children ar aduhs
in primary care, emergercy care,
and inpatient care s2ttings, including
mental health and keaming disability
units.

& Share any leaming from local

irvestigations or lecally developed
good practice rescurces by emailing
patiertafety anquirkes@nhs net

Patient Safety | Domain 5
www.england. nhs.ukipatientsafety

Contact us: patientsafety.enguiriesdnhs_net

Identify if the accidental ingestion of
dry thickening powder has occurred,
or could occur, in your organisation

Consider if immediate action needs
to be taken locally, and ensure

that an action plan is underway if
required, to reduce the risk of further
incidents occurring.

Distribute this alert to all relevant
staff who care for children or adults
in primary care, emergency care,
and inpatient care settings, including
mental health and learning disability
units.

Share any learning from local
investigations or locally developed
good practice resources by emailing
patientsafety.enquiries@nhs.net
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Resources to support the prompt

+ Safety recognition of sepsis and the rapid

initiation of treatment
Alert |; September 2014

Alert reference number:  NHSPSARZ 4015

Alert stage: Two - Resousces

This patient safety slert applies to all patient age groups

Sepsis = a time-critical medical emesgency, which can oocur 2 part of the

response fo infection. The resulting inflammatory response adversely
affiects tissues and orgars. Unbes treated quickly, sepsis can progeess ta
sevene sepss, multi-organ failwe, septic shock and utmately death. Septic
shock has a 50% mortality rate,

Sepsis = almost unique among acute conditions in that it affects al age
groups and can present in amy cinical area and health sector. Cher TO%

of cazes arze in the community. Maowever, sepsis can be easily treated
thmough timely intervention and basic, cost-effective therapies.

Recent epidemiclogical studies™* and data from the Intensive Cane
National Audit and Resesech Cemre (ICMARTF, estimate that 35,000
pecpie die from sepsis in England each year. 'We are lacking in ecent data,
especially in the LK but the martality rate for sepsis in children is estimated
tabe 10 - 15%. Key to reducing these figures are:

*  Timely recognition and diagrass of sepes
*  Fast adminkstration of intravenous antbiotics
*  Quick inwchvement of esperts including intensive cane specialists

It is estimated that the reliable defivery of basic elements of sepss cane
could save 11,000 lives a year and £150 million anrually®_ Ths equates

o 1060 lves ared £1.25 million in bed days for an average district general
hospital each year. Furthermore, in 2010 the Cesvire for Maternal & Child
Enguiries (ICMACE) published the UK Confidential Enquiry into Maternal
Dieathe for the pericd 2006 - 2008 that found sepsi 10 be the commonest
caume of direct maternal death™.

This stage 2 alert has been Ezued 1o continue to rase awaenes of sepsis
and 1o signpost clinicians in the ambulance service, primary and community
senvioss and secondary cane 1o a st of nesources developed by the UK
Sepsis Tnst, and others, 10 support the prompt secognition and initiation
of treatmenis for all patients suspected of having sepsis. These resoures
indude the Sepsis 6, a care bundle whose use is mocated with significant
numbers of fives saved and reduced length of hospital stays™.

The resources ane anailable from hese: UK Sepsis Trust's dinical toolkits

Actions

Who: Chief Executives of

MHS Trusts,
Foundation Trusts,
Ambulance Trusts &
General Practitioners

When: To commence

A

A\

A\

immediately and by no
later than 31 October
2014 have a robust
action plan developed
to achieve compliance

Ersure staff have access to both adul,
paeditric and infant sepsis screening
and action took that can be used for
patiers presenting on first attendance,
or developing suspecied infection as an
in-patient. Examples of such tools can
be found at the resource iniks gaven in
this alert.

By either circulsting this alert or
through local abematiees uch

as reswshetbers, local awaneress
campaigns, etc.) ersure that all sebevam
staff are aware of the key messages
and the linked rescunces {or local
equvalents) sothey can be introduced
into dinical practice; in particular the
administration of antbiotics within
one houwr of suspicion of sepsis and
early excalation b seniar medical
msnagEment.

Share local good practice or further
locaily developed resources relating to
sepeis via the deterioration page of the
Patient Safety First website.

Patient Safety | Domain 5

wwnaengland. nhs uk/patientsafety

Contact us: patientsafetyenguires@nhs net

Pl abiors G lwiry Frbararsca : (1116

10 Wi Ergland Sayembsar 3014
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A\

Ensure staff have access to both adult,
paediatric and infant sepsis screening
and action tools that can be used for
patients presenting on first attendance,
or developing suspected infection as an
in-patient. Examples of such tools can
be found at the resource links given in
this alert.

By either circulating this alert or
through local alternatives (such

as newsletters, local awareness
campaigns, etc.) ensure that all relevant
staff are aware of the key messages
and the linked resources (or local
equivalents) so they can be introduced
into clinical practice; in particular the
administration of antibiotics within
one hour of suspicion of sepsis and
early escalation to senior medical
management.

Share local good practice or further
locally developed resources relating to
sepsis via the deterioration page of the
Patient Safety First website.




New style Patient Safety Alerts (PSAS)
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Patient
Safety
Alert

Alert reference number. NHSFIAMWR014014
dlert stage:  One - Warning

Between Dctober 2012 and Zeptenber 2013 thene wene arcund 10,000 reports
to the Mational Reparting and Learning System (NALS) of patient safety inodents
related to discharge. The handower of patients when discharged from secondary
o primary, commanity and sodal care is & complicated and muttfacional
prooess,

Communication at handover i identified as a particular area of risk and
accounted for approximately 3% of the 10,000 imodents reported o the NRLE.
Review of thess incdents idenbified that patients s sometimes discharged
without adequate and tmely comrmunication of essential dormation at pont
aof handover 1o all relevant staff and teams in primary and socil care, induding
out of hours, and that information & not alvways acted on in a timely manner.
Thiz.can result in aoidable death and serious hanm to patients due 1o a falure
in continuity of care 2z wel as swoidable readmission to secondary cae. An
example nadent states

‘Confinuing Care Team {CCT) received hospital discharge far fo providke
cladly wound care for 2 pasient wio was being discharged after a fong
inpatiant stay with 3 nght groin biopgy wound. Pasientfaas however
being] dischanged affer iong in patient stay witts end stage fibrogstic iung
disease There was N Mentan on the S thar the pasient was for end af
ife care. There was vy poor commanicadion from the ward and medical
tmam fo the GP and CCT ot tme of discharge and no end of ife dnugs,
DINRCPR ov neflerral for community end of ife care.”

S England is keading a national programme of work to Support arganisations:
in imiproving the communication and managerment of infanmation at handover
by building on sucoessiul local and national initiatives aready in place. This Stage
1 alert is asking argantations to help form a national pichure by irforming us
af their cument practice and challenges and by sharing exarmples of what they
have done to mprove the quality and timefiness of communication with prmary
and socal care on discharge. This includes G, community nurses, socal care,
woluntany sector and medicnes reconcliation; and inftiatives may indude system
design, policy, trategy and handower tools. %o colect the required information
local sector spedific questionnaines and 2 best practice template hawe been
desloped.

Infonmation recefved through the guestionnaires and best practice template wil
be used to inform a subsequent Stage 2 Alert {Resource], which will provide a
range of rescunces and recormmendations to SUPPO oAganisItons in improving
safiety of handoser at discharge at 3 kocal level.

MES England will abso buld a web-based best practios resowroe and ane
colaborating with local and rational experts and enthusasts in the fidd ta
proside series of webinars 1o fadiitate system wide leaming on this subject. Staff
can sgn up for these webinars at the Patient Safety Fist wehste

England

Stage One: Warning

Risks arising from breakdown and
failure to act on communication
during handover at the time of
discharge from secondary care

29 August 2014

Actions

Who:

All NHS organisations,
other providers of NHS
funded care and social
care sector

When: To commence

immediately and be
completed by
13 October 2014

& Identify any work that your orgarisation

A

Ay

A

is undertaking or has undertaken ta
ensune that oomimurication during
handover at time of discharge is sxfe and
'Irnﬁlrduuing medicne recondliation,
wwhich could benefit other organisations
and share wia the online template.

Idemtify a person within your
arganisation to be the link with KNS
Englard on this progeamme of work
ang email their contact details to
pabentsrfety enquines#nhs.net. 'hqr
wil be contacted about forthoming
dizchange webinars

Cormplete e anonymous aning
questionnains{s) relevant 1o your sector
1o inform the identrfication of national
pearities for sxfety Improvement rel
‘o communicaiion dunng handoser at
time of discharge hese.

Share this dert with the man vohuriary
sector orgarisations that you wark
partnership with on discharge and invite
them 1o acness the nesouroes acnessible
an the Patient Safety Frst wehste.

NHS

England

Patient Safety | Domain 5
wwnarengland.nhs.ukipatientsafety

Contact us: patientsafety enguiries@nhs net

> > P

Identify any work that your organisation
is undertaking or has undertaken to
ensure that communication during
handover at time of discharge is safe and
timely, including medicine reconciliation,
which could benefit other organisations
and share via the online template.

Identify a person within your
organisation to be the link with NHS
England on this programme of work
and email their contact details to
patientsafety.enquiries@nhs.net. They
will be contacted about forthcoming
discharge webinars

Complete the anonymous online
questionnaire(s) relevant to your sector
to inform the identification of national
priorities for safety improvement relating
to communication during handover at
time of discharge here.

Share this alert with the main voluntary
sector organisations that you work in
partnership with on discharge and invite
them to access the resources accessible
on the Patient Safety First website.
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Scene setting

MSO and MDSO responsibilities

Making it safer in the NHS

How are MSO and MDSO affecting patient safety?

B L=
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MSOs/MDSOs local and national focus

Essential focus

Local learning from PSls

Taking National messages and implementing [Alerts] locally
Freqguency and quality of reporting

ldentifying and disseminating best practice

Conduit between NHS England/MHRA and practice

bk owhE
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Hello David, m

England
| hope that this email finds you well.
Please find attached the following items of info from Derby Hospitals, as
requested via the MSO network & following on from your email prompt to us this
week:
1) Paracetamol dosing info
2) Critical medicines list - please note that we are currently updating ours
to also include Desmopressin following on from a recent incident.
| hope that this information is useful to you and your team.

Look forward to seeing you guys at the MSO conference in Birmingham next
week.

Kind regards,

Jazz.
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Lead to a topic presentation on a MSO event

Other hospitals saying it was an issue

A NRLS scope

Presentation to MSOs by a consultant directly involved in fatal
Incidents

Dissemination of previous information (sureMED)
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sur eM E D King's College Hospital (1753

ALERT

SursMED alerts are published to ralse swarsnses of risks with medicines. Thelr lm la to minimiss ham
fo patients by promoting safe uss of medicines and reducing the risk of medlcation emors.

| pruc:  Desmopressin |

|ERROR TYPE: Omission |

POTENTIAL FOR ERROR

Omigslon of degmopressin In patients who regulady take the medication can cause serious
patient harm or death.

Deamopressin (DAVP) s @ hormone which Is used 1o treat diabedes Insipkdus, a condftion where the
pitultary giand produces insufficient antidiuretic homane (ADH]. The Kidney Is unable o conserve waler
and large volumes of wine are produced The same symploms of polyurla and polydipsla ocour
Tolawing surglcal remaval of the pitultary gland.

The usual dosa of ESI'HUFII'EE-EH CIIE'}' I 1DCIrncg 2-3tmesa lﬂ]}' and for malntenance 100 — 200 micg
taken 2- 3 times a day.

If patienis do not recelve desmopressin when It ks prescrised Mey are at sk of senous ham dwe o
poiyuria and Mypematraemia
DD WOT OMIT uniess advissd by a DOCTOR!

Therefore [ a patlent has been prescribed Desmopressin orally, all necessary sieps miust be taken o
oitain the medication for administration at the right ime.

- Tﬂk

NHS

England

polyuria and hypernatraemia

DO NOT OMIT unless advised by a DOCTOR!

If patients do not receive desmopressin when it is prescribed they are at risk of serious harm due to

NEVER 0mit oral desmOpresEin uNiess advised by a DOCTOR
CONTACT the medical team If the patient Is unable to take medicines by the oral oule

PRESCRIBE desmopressin Dy an altemative rouie If the oral route ks not avallable
OBTAIN stock out of hours by contacting the on-call phammacist via switchiboand or obialn the drug

fnom the Emengency Drug Cupboand
AVOID omissions. Desmoprecsin (and other medicnes) are avallable 24 hours 3 day

King's College Hoapital - SUrsMED Alart — July 2015

[ LB 190 il @ KING'S HEALTH PARTMERS

An Acacemic Healtth Soenoes Centre for Londan
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Scene setting

MSO and MDSO responsibilities

Making it safer in the NHS

How are MSO and MDSO affecting patient safety?
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Key messages MSOs and MDSOs

1. ... are formally recognised healthcare practitioners
working for the improvement of patient safety across
the landscape of healthcare

2. ...... are a conduit between front-line practice and NHS
England
3. ..... have a role to improve the quality and frequency of

medication and/or device incident reporting and to
promote local learning from such adverse incidents

4. How are they affecting patient safety....they are
Improving it every day, in their own way!
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