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This report may contain confidential information – retain this original copy (all pages) within the pharmacy. 

Pharmacy name  

(and branch number, if applicable) 

Anytown Pharmacy  Month and year  September 2018 

Report completed by (name) Mrs A Example, Pharmacy Manager Date of report 2/10/2018 

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

AB, CD, EF, GH 

 

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

Month 
Prescribing 

interventions 
Near 

misses  

Near misses 
involving high-risk 
LASA* (if known) 

Dispensing 
incidents  

Dispensing incidents 
involving high-risk 
LASA* (if known) 

Drug recalls 

Other patient 
safety 

activity† 

September 2018 1 13 1 1 1 1 1 

* ‘Look-Alike, Sound-Alike’ (LASA) medicines classified as high-risk are: propranolol & prednisolone, amlodipine & amitriptyline, carbamazepine & 

carbimazole, azathioprine & azithromycin, atenolol & allopurinol. 

† Including national patient safety alerts actioned 
 

 

Provide an example of a key patient safety improvement that has occurred within your pharmacy during the month. 
 

What was the key learning point and how 
was it identified? 

What actions have been taken at the 
pharmacy as a result? 

How has patient safety improved as a 
result? 

Key learning point: 
There is an increased risk of a patient 
receiving the wrong strength of drug if the 
CD cupboard is not kept tidy. 
 
How it was identified: 
A near miss occurred where the patient 
was prescribed 10mg of a controlled drug 
but 100mg was selected from the CD 
cupboard.   
 

Actions taken: 

• The near miss was discussed at the 
team’s safety huddle so that everyone 
understood the potential 
consequence if the near miss had not 
been identified. The importance of the 
dispenser check was highlighted. 

• The CD cupboard has been 
reorganised so that drugs are stored 
in strength order to reduce the risk of 
incorrect selection.  

 

Safety improvements: 

• There have been no dispensing 
incidents where the wrong 
strength of a controlled drug was 
dispensed. 

• There is better understanding of 
why it is important to complete a 
dispenser check before handing to 
the pharmacist to do the accuracy 
check. As a result, there have been 
less near misses. 

• The pharmacy team recognise the 
value of openly and honestly 
talking about near misses so that 
everyone is engaged and involved 
in agreeing how to prevent these 
re-occurring.   
 

 

How have you shared what you have learned both within your team and externally? 

• We shared and discussed learning from the near miss with every member of the pharmacy team using a ‘safety huddle’.  

• We shared the near miss details with our head office team via our central near miss reporting system.  

• At the last LPC meeting the pharmacist discussed the near miss with several other contractors during the lunch break. He 
shared the importance of including all staff in the pharmacy’s patient safety culture and encouraged other contractors to do 
the same. 
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What actions have been taken at the pharmacy to minimise the risks associated with high-risk LASA* medicines? 
 E.g. Physical separation, shelving labels, enhanced checking, PMR prompts etc. 

• Labels on the shelves, using Tall-man lettering (alloPURinol & aTENolol) act as visual prompts in the dispensary, following a 
near miss involving these high-risk LASA medicines which occurred last month. 

• Posters on the walls in the dispensary keep the team informed of the risks involving these five combinations. 

• The dispensers now place medicine packs to be checked with the labelled side facing down in the basket, so that the 
pharmacist conducting the final accuracy check looks at the name of the medicine on the pack first, before turning the pack 
over, rather than checking the label against the prescription. 
 

 

What actions have been taken at the pharmacy regarding relevant national patient safety alerts and drug recalls? 

The pharmacy received and actioned one alert in the past month. A hard copy of this alert has been signed off by the team and 
filed in the patient safety folder.  
 
The pharmacy team acted on the warning from the MHRA about an error in the Patient Information Leaflet (PIL):  

• Imatinib 400mg capsules (3x10) (Cipla EU) – When dispensing these capsules to 2 patients, the pharmacy team removed the 
defective PIL and provided a corrected copy. A note was made on the PMR. 

 
 

How have the patient safety priorities that were agreed in the last month’s patient safety report been acted upon? 

• There is an increased awareness of the risks associated with dispensing errors involving high-risk LASA medicines following 
last month’s near miss involving atenolol and allopurinol. There have been changes in the dispensary, including shelf labels 
and posters being displayed, to keep the pharmacy team informed and we have not seen any further near misses or incidents 
involving these medicines.  

• The team have focused on improving the communication between the pharmacy, the local GP surgery and hospital on patient 
discharge, including by using the local electronic medicines optimisation pathway supported by the LPC.   

 

What will be the team’s patient safety priorities for the next month? 

Priority 1: Ensure the CD cupboard is kept tidy and all medicines within it are ordered by strength, to reduce the risk of wrong 
strength errors.   
 
Priority 2: Continue to engage all team members and locum staff in our patient safety culture, openly reflecting on recent 
incidents and risk minimisation actions to prevent the reoccurrence of near misses and dispensing errors in the pharmacy.  
 
Priority 3: To reduce the risk of errors, we will ensure that all pharmacists working for the pharmacy revisit the checking SOP and 
ensure this is being followed correctly, using checking mnemonics for every item prescribed.  
 

 


