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Pharmacy name (& branch number, if applicable) Anytown Pharmacy, Branch 999 Month and Year February 2017 Date of report 03/03/2017 

Pharmacy team members who participated in 
preparing this report (initials) 

AT, AA, BB, CC, DD, EE, FF, GG, HH Report completed by Mrs A Test, Pharmacist 
Manager 

 

Monthly summary of patient safety incidents and activity at this pharmacy (enter numbers in the table below) 
 

Prescribing incidents 2 Near Misses 23 Dispensing incidents 1 Other patient safety activity* 1 

*(e.g. response to medicines recalls, national patient safety alerts) 
 

1) Describe the key learning points that have made the most significant improvements to your team’s professional practice. 
  

 

1. Trifluoperazine and trimethoprim are 'Sound And Look Alike Drugs' (SALADs) that can cause harm to patients in the event of dispensing errors involving confusion 
between their names (as occurred in the pharmacy this month, in an incident involving the oral formulations of these drugs and a prescription for a five year old child) 
2. When dispensing, colleagues must always select stock using the prescription for reference and then cross-check the selected item with the printed label 
3. The colleague who conducts the final accuracy check must not be the person who was involved in the product selection process 

 

2) List the actions the team has taken because of the key learning points (listed in 1).  

 

 

1. Use of coloured 'SELECT WITH CARE' labels for the above two products, which have also been segregated on the dispensary shelf 
2. Pharmacist information forms (for any counselling notes) and warning laminates to highlight children's prescriptions are being used 
3. Final accuracy check only being carried out by a colleague not involved with the dispensing process 
4. Where feasible, any counselling is conducted using the product and its affixed dispensing label (to provide a further opportunity to identify a mistake before it might 
reach the patient) 

 

3) Describe how you have shared the key learning points (listed in 1). 
 

 

The key learning points were shared with all dispensary colleagues (and the Area Manager) within two working days of the dispensing incident occurring. This information 
was also recorded on the Dispensing Incident Report that was sent electronically to the Superintendent Pharmacist's Office within the same time period. 
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4) What patient safety improvements have occurred in the pharmacy because of the actions the team has taken (listed in 2)? 
 

 

1. Dispensing team members are more aware of 'Sound And Look Alike Drugs' (our near misses involving these types of drugs have reduced from 9 to 4 in the two weeks 
since this incident) 
2. The dispensing team is ensuring that the final accuracy checker has not been involved in the product selection process  
3.The traineee dispenser involved in the incident is focussing on improving her self-accuracy checking, in terms of pack / prescription / label details and consistency of 
method (her near misses have reduced from 6 to 1 in the two weeks since the incident)  

 

5) What has the team done in response to any relevant national patient safety alerts and drug recalls this month? 
 

 

1. External alerts/recalls - there weren't any external National Patient Safety Alerts or Drug Recalls in February 2017.  
2. Internal alert - all dispensing team members have reviewed an anonymised case study alert that was provided in a publication from the Superintendent's Office. This 
case study involved adverse consequences from a care home patient's delayed receipt of end of life drugs, such that the patient passed away in pain. We have reviewed 
our pharmacy's stock-holding of these types of drugs to minimise the risk of not being able to supply them in situations of urgent need. We have also had a 'patient safety 
huddle' at which we discussed the types of drugs that are often prescribed in these circumstances - this was especially helpful for our newest team member as it will help 
her to recognise these prescriptions when they are received in our pharmacy - so they are passed promptly to the pharmacist for review and processing - and are not 
overlooked. 

 

6) Reflecting on this report, what will be the team’s patient safety priorities for the next month? 
 

 

1. The team will include a pharmacist information form (and warning laminate, if appropriate) with all dispensed items going forward 
2.  The team will choose six 'SALADs' that present the greatest risk of error (from a review of recent near miss logs) and ensure that all dispensary team members 
understand what these drugs are used for and the potential risks to patients in the event of an incorrect supply. The team will produce 'SELECT WITH CARE' labels for 
each of these six drugs, apply them appropriately to their storage locations and track any near miss incidents from their dispensing from March to August 2017. 
 

 

This report may contain confidential information - retain this report within the pharmacy. 


