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Pharmacy name (& branch number, if applicable) Anytown Pharmacy, Branch 999 ODS (F code) F0123456 Date of report 07/04/2017 

Report completed by Mrs A Test, Pharmacist Manager Period covered by the report 01/04/2016 to 31/03/2017 

Pharmacy team members who participated in preparing this report (initials) AT, AA, BB, CC, DD, EE, FF, GG, HH 
 

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

Year 2016 2017  

Month Apr May June Jul Aug Sept Oct Nov Dec Jan Feb Mar Total 

Prescribing incidents 3 1 1 2 0 1 0 2 3 2 2 1 18 

Near misses 32 30 32 38 40 33 30 27 33 29 23 19 366 

Dispensing incidents 0 2 1 1 1 0 0 1 1 0 1 0 8 

Other patient safety activity*  2 1 3 1 1 2 2 1 1 2 1 2 19 

*(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. 
   

 

• Involvement of all pharmacy colleagues in the monthly patient safety review process has improved our team dynamic and morale. It has also stimulated an improved awareness of 
potential risks to patient safety, with a greater focus on this being our shared responsibility (rather than the occurrence of incidents being 'blamed' on individual team members).  

 

• Effective SOP implementation required a new approach to accommodate the different learning styles and preferences of individual team members. 
 

• The consequences of 'failure to supply' incidents can be as serious for patients as the provision of the incorrect medication.   
  

 

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

 

• In September 2016, we first used our near miss and dispensing incidents data from the previous six months to identify our 'top 6' high risk 'Sound And Look Alike Drugs' (SALADs) 
that are a common source of error when dispensing and putting stock away on the shelf.  We have segregated the storage of these drugs in the dispensary where possible and 
highlighted the relevant shelf locations with brightly coloured 'SELECT WITH CARE' warning labels. Our monthly huddle discussions have focussed on improving team members' 
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knowledge of the main licensed indications for these 'top 6' SALADs, their adverse effects and we have reflected upon the potential consequences for patients if these drugs are 
involved in dispensing errors. 

 

• Each pharmacy team member has discussed his or her preferred learning style with me, as part of our ongoing performance review process. Time has been allocated for each team 
member to use additional SOP support tools (e.g. company-produced learning materials and guidance) to facilitate his or her understanding of and full compliance with new and 
updated SOPs that have been produced by the company. Each pharmacy team member has undertaken a quiz to test his or her understanding of the new and updated SOPs.  At 
our monthly patient safety review huddles, we have identified which SOP process step(s) was not followed when an incident/near miss occurred - so that we can help each other to 
understand and address the shortfall in SOP compliance. 

 

• In May 2016, we set up a twice-daily alarm system to remind ourselves to download EPS prescriptions and check the 'owings' box. Any owings that result from a 'manufacturer 
cannot supply' situation are now being passed promptly to the pharmacist for assessment and resolution.  

  

 

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

 

• The learnings have been shared verbally with all pharmacy colleagues at our monthly patient safety review huddles, to reflect a 'one team together' mindset 
 

• The learnings have also been shared with our Area Manager at her monthly visits, so that she can further disseminate any relevant information to other branch teams;  the 
learnings from an incident involving the supply of trifluoperazine to a 5 year old child instead of the prescribed trimethoprim were shared acrosss all branches within the company 
(via an anonymised case study format, produced by the Superintendent Pharmacist's team in head office)  

 

• The learnings have been documented on the relevant electronic incident reports that were submitted to the Superintendent Pharmacist in accordance with SOPs 
  

 

4) What patient safety improvements have occurred in the pharmacy because of the actions the team has taken (listed in 2)? 

 

• There have been 75% fewer near miss and dispensing incidents involving the 'top 6' SALADs since their identification by the team as 'high risk' in September 2016.  
 

• In the last 12 months, our team's perception of new/updated company SOPs has shifted towards viewing them as vital tools that support and help us to prevent avoidable patient 
harm rather than a sometimes unwelcome administrative burden.  

 

• All EPS prescriptions are being downloaded in accordance with SOPs, even on very busy days; all 'owings' are being followed up in accordance with SOPs, with the pharmacist 
contacting the prescriber to discuss options in the event of 'manufacturer cannot supply' situations rather than awaiting the availability of the product. Since the occurrence of an 
incident in May 2016 when an elderly care home patient did not receive her prescribed nitrofurantoin for three days, there has been no repetition of such a delay in supply. 

  
 

5) What has the team done in response to any relevant national patient safety alerts and drug recalls within the last 12 months? 

 

** MHRA drug alerts - a total of 22 alerts were received in the above period; a hard copy of each alert has been signed and dated after actioning and then filed for reference. 
      Four of these were relevant to our pharmacy: 
      - EL (16)A/03 Class 4 - Crestor 5mg PI - one box of the relevant batch was found and returned to the wholesaler 
      - EL (16)A/06 Class 2 - Epistatus 10mg in 1ml Oromucosal Solution - one patient was contacted to return the product for checking 
      - EL (16)A/12 Class 2 - GlucaGen 1mg HypoKit - two patients were asked to return their kits to the pharmacy for replacement 
      - EL (16)A/17 Class 4 - Amoxicillin Sugar Free Suspension 250mg/5ml and 125mg/5ml - two bottles of the affected batches could not be opened using the handling instructions           
                                              provided by the company; these were returned to the supplier 
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** NHS Improvement alert (NHS/PSA/W/2016/011) - Patient Safety Alert on insulin pen devices - one affected patient was identified and reviewed                                                                
** Other Patient Safety Activities - following our receipt of internal communications from head office, the team has reviewed various anonymised case studies and articles on                 
     patient safety matters that have enabled our team to benefit from the learnings that have resulted from incidents which have occurred in other branches (further information is     
     available in the pharmacy) 

 
 

6) Reflecting on this report, what will be the team’s patient safety priorities for the next 12 months? 

 

• Following a patient safety incident in February 2017, when trifluoperazine was supplied in error to a five year old child instead of the prescribed trimethoprim, the team has 
identified six new SALADs (including the above) for focus from March to August 2017, after which time the success of this initiative will be assessed and the list of drugs refreshed.    

 

• As the above dispensing incident involved a young child, and our company's internal communications in recent months have highlighted the risk of other dispensing incidents 
involving paediatric patients, we will make them a priority in the next 12 months by:                                                                                                                                                                               
- highlighting the age of patients under 12 years upon the receipt of their prescriptions;                                                                                                                                                                                
- always checking prescribed doses against the British National Formulary; and                                                                                                                                                                                                  
- querying any doses outside this range with the prescriber                                                                                                                                                                                                                            
If any paediatric prescriptions require the dose to be calculated, this will be checked independently by a suitably trained colleague.  

 

• Having identified that shortfalls in compliance with the SOPs for the assembly, accuracy checking and hand out of medication are most likely to result in patient safety incidents, we 
will focus on these until all dispensary team members can actively recall all the process steps in their own words, understand the importance of each step and follow them 
consistently. 

  
 

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


