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Purpose of the Report:
	This report provides a summary of medicines safety data that is collected in the Trust and is presented to the Medicines Committee for information. The committee is asked to consider the level of assurance provided by the report and decide whether further action is needed. 



Strategic priorities this paper supports (Please check box including brief statement)
	Improving service user satisfaction
	☒	Improve service user-related outcomes by ensuring that they receive safe pharmaceutical care. 

	Improving staff satisfaction
	☒	

	Maintaining financial viability
	☐	
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Trust Wide Medication Incident Reporting 





Figure 1 & 2 Total number of medication incidents reported per month (12 and 24 months) 
Medication incident reporting fluctuates within control limits. For the last year reporting has stabilised since the embedment of INPHASE in November 2023 (Figure 1). Relative to two years ago, the trajectory shows gradual increase in reporting, reflecting greater awareness of reporting medication incidents and work undertaken to increase awareness amongst the trust, including the period leading up to the inphase launch (significant communications to train/increase awareness of reporting).

Past 12 months (April 24 to March 25) 
A significant proportion of medication incidents reported are attributed to external errors; approx. 40% (annual is similar to per month reporting). Of these external errors, 89% are reported by our ELFT CHS services in particular Bedfordshire Community Health services (BCHS) and Tower Hamlets Community Health Services (THCHS), which is reflective of their strong reporting culture. External errors are always fed back to the external organisation. CHS Pharmacy Leads review such errors and follow up with external system partner organisations to address any wider themes/recurring errors e.g. LMWH start/stop dates not being stipulated by secondary care hospitals has been a recent issue (being followed up) with the external trust.
	

Physical Harm – Internal errors (external organisation errors excluded)
	Physical Harm 
	Count 
	% of total harm 

	Blank
	74
	n/a

	No Harm
	598
	79

	Low  Harm
	132
	18

	Moderate 
Harm
	18
	2

	Severe
Harm  
	4
	<1% 
(0.5%)



Figure 4 Internal medication incidents broken down by type of physical harm 
(April 24 to March 25 YTD )



Data above provides re-assurance with respect to internally attributed ELFT incidents. The majority of internal medication incidents are deemed no harm (79%) to low harm (18%). A small proportion (2%) deemed moderate to severe harm (0.5%).  

Moderate/Severe Harm Incidents (March 2025)  
*Incident descriptions and immediate actions taken directly from inphase* ( Dec 24 to Feb 25 covered in last report )
· 3 of the moderate harm incidents were external errors reported by ELFT staff – all external incidents were followed up.
· 1 severe harm incident related to patient overdose and was followed up with a comprehensive 72 hour report given the severity of harms associated with the incident.


72 hour Medication Incident reports Commissioned  
A 72-hour report is designed to support staff in providing critical and relevant information related to a patient safety incident to help executive team understand what happened. This is done to support incident-grading panel with deciding on most appropriate form of learning. 
Note: Incidents may have initially requested a 72 hour but then later de-escalated after formal review of the incident 
*Incident descriptions taken directly from inphase* - 72 hour reports available via inphase.  Dec 24 to Feb 25 covered in last report 



[image: ]
December to Feb 25 covered in previous report. 6 x 72 hour reports requested in the month of March; higher than usually, but fluctuations are to be expected. Will continue to monitor. Although, it is important to monitor the trend, this shouldn’t be a deterrent in escalating an incident as a 72 hour report if deemed appropriate for a more comprehensive follow up.  
Example 1 
–Depot in the community
Patient X attended for depot at CMHT however informed by patient that he is receiving a different long acting antipsychotic injection by the GP. 
Injection @ CMHT = Risperidone DEPOT
Injection @ GP = Paliperidone DEPOT  

Learning/Actions 
· Baseline audit to be completed to gain better understanding of risks with medicine provision in the community
· Awareness that stable patients may well have ongoing antipsychotic treatment via the GP. This is when the patient is stable usually after 1 year of treatment
· GP responsibility to ensure they confirm with patient that they have been adequately stabalised on antipsychotic
· GP to ensure a written communication has been received by MH team to aid transfer of care 
· GP to ensure patient receives appropriate monitoring at agreed intervals 


[image: ]PSIRF Learning Examples - After Action Reviews (AAR) 
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Full AAR attached

LOCAL MEDICINES SAFETY UPDATES
1. Trust wide Medicines Safety Group (MSG) 
· CD E-learning package developed –Live on learning academy.
· Discharge medicine Checklist – Electronic form to be reviewed at digital Board before implementation
· Digital media within Pharmacy – options/proposals to be discussed with CAMHS service users 


2. Valproate Policy 
· Trust-wide policy now live on the intranet
· Updated policy (version 3.0) to be released soon – major change is inclusion of infographics/flowcharts provided by the MHRA Feb 2025 Drug safety update. 
· NEL Teratogenic Medicines Webinar (03/04/25) presented NEL wide Valproate system metrics dashboard to support organisation with compliance to national regulations.

3. Doctors Induction/Training
· Safer Prescribing mandatory e-learning training module 
· Feedback from clinicians undertaking the module has raised concerns regarding length and content suitability for the majority of prescribers
· Initial meeting to discuss review of this module is scheduled for 28th April 2025.

4. Review of Medicines audit programme
· MSO’s working with services to review medicines audit programme. This includes revision of existing audits and implementation of new audits onto inphase module – current audit work streams; FP10, CHS transcribing, CHS Controlled Drugs in Domiciliary setting.

5. Medicines Bulletin
· Circulated trust wide w/c 14th April 2025.

6. Pharmacy Audit Dashboard Demonstration  
· Audit results dashboard demonstrated to pharmacy colleague during monthly CPD session. 
· Directorate leads asked to co-ordinate/delegate review of results within their team for onwards discussion with the directorate.









MHRA Safety Round Up 
UPDATE: Monthly MHRA Drug Safety Update Publications have been withdrawn as of March 25
· Drug Safety Updates are now being published throughout the month via the Drug Safety Update page (https://www.gov.uk/drug-safety-update) 
· MHRA Safety Roundup bulletins will include all safety communication including Drug Safety Updates
MHRA Safety Roundup: March 2025
Accessible via clicking here
Prolonged-release opioids: Removal of indication for relief of post-operative pain
‘’The indication for the treatment of post-operative pain has been removed from the licences of all prolonged release opioids due to the increased risk of persistent post-operative opioid use (PPOU) and opioid-induced ventilatory impairment (OIVI).’’
It is also not recommended to use transdermal patches for post operative pain. At discharge from GENERAL hospitals: services should only be supplying patients with immediate release opioids to treat acute post operative pain to minimise risk of PPOU, dependence, stock piling of unused opioids and potential for diversion. This has been communicated across the system
Note: Although this alert is directly applicable (with defined actions) to those trusts where surgery is undertaken. As a trust it is important for our services to have an awareness, as patients may come into our service prescribed opioids for post-operative pain and hence it may be appropriate to refer back to the discharging hospital for review of post-operative opioid medication if appropriate (in accordance with the alert).


	







						[image: ]
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Trust Wide Medicines Audit Programme 2025 – Actions
Note: Directorate teams have access to inphase audit data results and are expected to; review data/trend analysis for their individual directorates, identify address areas of concern and action plan for improvement. COMPLETE ACTION FROM LAST REPORT CLOSED/REMOVED.
	Focus areas 
	Action 
	Progress 
	Update
	Status 

	
HDAT prescribing in forensics 
	To benchmark FORENSIC HDAT prescribing to other NHS forensic services.

	IA/MA – Liasing with other NHS trusts that have a forensic service to understand if we are an outlier.  (contacted Feb 2025 and chased) 
	North London 
– no response
West London awaiting reponse 
	

	
	Benchmarking HDAT Prescribing to national POMH-UK audit.

	IA - Complete
	Complete
	

	
	Forensics directorate to internally audit/explore HDAT prescribing and sample existing patients


	MA – Lead Forensic Pharmacist assigned  
	Pending
	

	
Rapid Tranqulisation monitoring 
	To present national benchmarking POMH-UK  RT at the restrictive pratices meeting  
	AO/RJ – Presented POMH uk data at restrictive practices meeting - (27.03.25)
	Complete

	

	
	Decide on implementation plan of actions via T&F group 
	PM– following on from restrcitive practices meeting, T&F group to be set up to focus on RT monitoring improvement
	
	

	
Valproate  
	Identification/Audit compliance of NEWLY prescribed male patients with RAF completion 
	RJ/IA Patients will be tracked through NEL ICB valproate dashboard (June 25). To understand how this information will be available to us in BLMK 
	NEL dashboard to be released June 2025
	







Trust Wide Medicines Audit Programme 2025 – 
Controlled Drug Audit (Quaterly) – Jan 2025 (Q4) Note: Directorate teams have access to inphase audit data results and are expected to; review data/trend analysis for their individual directorates, identify address areas of concern and action plan for improvement.
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	Controlled Drugs Audit (Jan25, Q4) Feeback

· Every Cycle, directorate leads including lead pharmacists are expected to review the break down of wards which are non-compliant with CD audit standards and directly address with the non-compliant wards 
· Total of 11 audit standards
· 2 audit standards scored 100%
· 3 audit standards scored 85-90%
· 3 audit standards scored 80-85%

· 3 audit standards scored 70-80%

· 70.3% - In the last 3 months, have two signatures been entered into the register for each administration of a controlled drug? All details of administration must be completed accurately 70.3% (8 wards across the trust)

· 70.4% - In the last 3 months, when controlled drugs have been received into the register have they been signed for by two members of staff one of which must be a registered nurse? Ensuring balance received is entered into register (7 wards across the trust) 

· 70.6% - When a controlled drug has been transferred from another ward/team, or to another page in the same controlled drug register, has the number of the new page that the controlled drug has been transferred to, been written on the container? (5 wards across the trust)

Ongoing Work 
· CD e-learning package complete and available on ELA. Wards teams should be encouraged to complete the course to support safe use of CDs on the wards 
· CD policy under review/for update.

Action:
· To follow up with governance facilitators for each directorate to support with generating actions from audits directly onto inphase. 


 












Clinical Use of Meds Audit - HDAT – High Dose Antoipsychotic Treatment and Monitoring 
[image: ][image: ]Figure 5: Current Trust wide HDAT prescribing levels 2024 					Figure 6 Trust wide HDAT prescribing levels – Historic (pre inphase)			









	Cycle 1: 10%
	[bookmark: _GoBack]Cycle 2: 9%
	Cycle 3: 7.6%



Trustwide HDAT prescribing remains at an all time low (historic data also provided for context) . 

FORENSIC UPDATE: January 2025 report highlighted significantly higher levels of HDAT prescribing within Forensics: C1: 17%, C2: 20% C3: 17% versus trust average of 9%
[image: ]
ACTION: Medicines Committee had requested further exploration including 
1) escalation to the Forensics Quality Committee - complete
2) bench marking against other trust’s forsensics directorates (no reponse) and POMH UK data – complete (see below)
3) Forensic to conduct internal audits re HDAT prescribing – pending – forensics lead pharmacist (MA) to update 


	POMH-UK HDAT Benhcmarking 
	Trust HDAT Monitoring 
	Forensics HDAT Monitoring 
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	POMH UK Audit 2022 - Prescribing of antipsychotic medication in adult mental health services, including high dose, combined, and PRN QI programme 1h&3e supplementary audit

Acute adult wards
National: HDAT prescribing 9.40% 	[(125+266)/ 4156]
ELFT: HDAT prescribing 9.5% 		[(3+5)/84]
Forensics Wards
National: HDAT prescribing 13%     	[(70+20)/2242]
ELFT: HDAT prescribing 19% 		[(6+14)/105]

HDAT prescribing with ELFT Forensics benchmarks higher than the national average; POMH UK audit shows ELFT prescribing at 19% which is similar to our current trust audit levels of 17-20% vs national HDAT prescribing levels of 13%

	HDAT Monitoring 

· Trust HDAT monitoring is remains low 53-65% (C1 –C3). 
· However, the priority focus is Forensics; highest levels of HDAT prescribing within the Trust with greatest absolute numbers of patients prescribed HDAT (17-20%, 26-32 patients)  and it’s HDAT monitoring sits at approx 50%. 
· By comparison other directorates will have 3-8 patients prescribed HDAT per audit cycle.
· With respect to all other directorates , lead pharmacists are asked to review ward breakdown data re monitoring compliance and address directly with the clinical teams on the wards. 






	Trust Rapid Tranquilisation Usage
	Trust – Post RT monitoring compliance
	Post Monitoring non-compliant wards
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		Post Monitoring non-compliant wards

	C1 (06/24)
	C2 
(10/24)
	C3
(02/25)

	Newham
Ivory 
Ruby Triage
	Forensic
Bow 
Stratford 
T.Hamlets 
Roman  
	Forensic
Westferry
T.Hamlets 
Millharbour
Rosebank
C&H
Bevan




	· Overall, the prescribing of RT within the Trust remains low (1.7-3.0 %). Average cycle trust sample size: approx 500 patients.
· Post RT monitoring remains poor across the trust; deep dive of non-compliant wards doesn’t indicate in particular recurring problem wards.

POMH-UK Audit: Rapid tranquillisation in the context of the pharmacological management of acutely-disturbed behaviour (November 2024)
· POMH UK Audit result are also aligned to our own internal audit results; reflective of poor post monitoring.
· POMH – UK audit results presented to Quality Committee and the Trust Restrictive Practices Forum/meeting
· Restrictived Practices Forum asked to set up a Task and Finish Group re Improvement of RT Post Moniotring;being led by P.McLaughlin.


Clinical Use of Meds Audit - Rapid Tranquilisation 



Clinical Use of Meds Audit – Antimicrobials
-2024/25 - Cycle 3 (Feb 25):
- No concerns. 6 audit parameters. All scores >87.50% across all parameters. No concerns re previous cycle scores; all relatively high.
· 4 audit standards scored 100%
· 2 audit standards scored 85-95%
- Is the allergy section of the patient's drug chart completed?
- Is the indication of the selected antimicrobial appropriate and in accordance with guidelines/microbiology advice?
- Is the indication for the antimicrobial stated either in the RIO patient’s notes or on their medication chart?
	
	
	

	Trust sample size 528
16% of patients prescribed a benzodiazepine 
Positively, 78% have had a review in the last 7 days (similar result to previous cycles)
Dr Bushra is currently scoping patient safety imrovement work related to high dose Benzodiazepine prescribing, so could potentially link in this work – for further exploration.



- Is the dose prescribed as per guidelines?
- Is the course length in accordance with guidelines/microbiology advice?
- Has a stop/review date been recorded on their medication chart?
Clinical Use of Meds Audit – Benzodiazepine

Clinical Use of Meds Audit – Medicines Discharge Checklist 
Compliance: C1 30%, C2 41%, C3 34%
Poor completion of mandatory Medicines Discharge Checklist (as per Medicines Policy).
Working Group established via Medicines Safety Group – work in progress to digitalise this as RIO e form.

Clinical Use of Meds Audit – Lithium 
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	· Compliance with completion of lithium monitoring form has had some improvement this cycle . 
· Compliance re patients having a lithium booklet remains low. 
· Pharmacy teams have been asked to actively highlight patients prescribed lithium to the clinical teams for monitoring 









Valproate Audit  

The Valproate audit questions have been removed from the cyclical audits. As agreed by the Valproate Implementation Group, Instead a monthly snapshot report is sent to the MSOs for review re compliance with the national Risk Acknowledgement Form (RAF). Work is in progress to display compliance with respect to completion of the RAF for applicable patients on the live power BI dashboard.
The national RAF form is to be completed by two specialists to independently document that there is no other effective or tolerated treatment for:
1. ALL patients (male and female) under 55 years of age NEWLY inititated Valproate.  
2. For existing female patients of child bearing potential (the new RAF must be completed with a second specialist signature to authorise continuation of treatment, but subsequent annual reviews require only ONE SPECIALIST signature unless the patient’s situation changes.

Inpatient Snapshot report generated 1st April 2025. Criteria selected: a) under 55 b) last administered Valproate in the months of Feb/March 2025

	Trust wide report generated 01.04.25
	Valid RAF available

	Males <55 
	68
	Y=12, No = 56

	Females <55
	5
	Y=4 NO=1
No:
1 no form – 50 year old patient – escalted to pharmacy for follow up



Females <55:	Pharmacy teams are expected to follow up non compliant patients with the clinical team as per policy and as per policy shouldn’t be supplying Valproate unless the patient’s RAF has been completed.
Male <55:  	Unable to comprehensively audit male  patients; the data extracted cannot differentiate between NEWLY initiated males and those males who have an existing Valproate prescription (only mandatory to complete the RAF for NEWLY initiated males). Positively, data is showing the form is being completed for male patients, which provides some assurance forms are being completed for males in line with the new regulations. Further re-assurance in relation to males is that pharmacists are well aware of the new regulatory requirements and do gate keep medication, ensuring compliance with regulation as part of their clinical screening and supply function. 
	ACTIONS: for discussion at Medicines Safety Group; discussion of implemenation of RCODES to support counselling has been provided to male patients
NOTE: 		Updated policy to be launched April/May 2025 – minor amendments e.g. February MHRA Drug Safety Update Flowchart/Inforgraphics.
Medication Errors Internal vs External


interal 	external 	806	542	


no harm	low	moderate	severe	598	132	18	4	

 Is the patient prescribed a benzodiazepine on the regular side of the chart for greater than 2 weeks?


No 	Yes	442	86	

 Has there been a clinical review of the prescription(s) within the last 7 days?


No	Yes	20	69	

 Has a plan for benzodiazepine withdrawal been documented?


No	Yes	49	40	

Total number of incidents	45383	45413	45444	45474	45505	45536	45566	45597	45627	45658	45689	45717	107	124	122	114	109	113	109	107	112	101	117	113	Median	45383	45413	45444	45474	45505	45536	45566	45597	45627	45658	45689	45717	112.33333333333333	112.33333333333333	112.33333333333333	112.33333333333333	112.33333333333333	112.33333333333333	112.33333333333333	112.33333333333333	112.33333333333333	112.33333333333333	112.33333333333333	112.33333333333333	UCL	45383	45413	45444	45474	45505	45536	45566	45597	45627	45658	45689	45717	144.12955952450261	144.12955952450261	144.12955952450261	144.12955952450261	144.12955952450261	144.12955952450261	144.12955952450261	144.12955952450261	144.12955952450261	144.12955952450261	144.12955952450261	144.12955952450261	LCL	45383	45413	45444	45474	45505	45536	45566	45597	45627	45658	45689	45717	80.537107142164032	80.537107142164032	80.537107142164032	80.537107142164032	80.537107142164032	80.537107142164032	80.537107142164032	80.537107142164032	80.537107142164032	80.537107142164032	80.537107142164032	80.537107142164032	Total number of incidents	45017	45047	45078	45108	45139	45170	45200	45231	45261	45292	45323	45352	45383	45413	45444	45474	45505	45536	45566	45597	45627	45658	45689	45717	73	91	78	111	90	94	111	107	105	116	141	111	107	124	122	114	109	113	109	107	112	101	117	113	image2.emf
4. Mod.Severe  Harm.xlsx


4. Mod.Severe Harm.xlsx
sheet1

		Reported On		Sub category		Directorate		Service/ Ward/ Department		Was this an external organisation medication error?		External organisation involved		Drugs Involved		Physical Harm		Description		Immediate Actions taken to manage incident

		01 Mar 2025		Prescribing		Bedfordshire Community Health Services		BCHS Community Matrons - South Bedfordshire - Grove View		Yes		Luton and Dunstable Hospital		glycopyrronium midazolam morphine sulfate cyclizine		Moderate physical harm		The patient was discharged from the hospital with the following conditions: Syringe driver in place Multiple pressure ulcers Clostridium difficile (C. diff) positive with loose stool Bilateral leaking legs Oxygen therapy at 4L End-of-life care with poor oral intake and secretions Urethral catheter ch 14 QDS carers assigned for care support Upon discharge, initial contact with the family was made on the evening of 3rd February 2025, with a scheduled patient visit for the afternoon of 4th February 2025. Medication Concerns identified: The drug chart stated the patient was discharged with 1.2 g Glycopyrronium Bromide in the syringe driver, and no additional medications were prescribed for the driver. PRN medications included Midazolam, Morphine Sulfate, and Cyclizine, but there was no PRN dose prescribed for Glycopyrronium. The patient was discharged with Vancomycin QDS for NG tube administration, but the NG tube had been removed before discharge. There were no further verbal or written instructions on how to administer the Vancomycin. Further concerns: The patient was in a normal size bed, which carers found difficult for providing personal care. The family was frequently calling the Rapid Response Team for stat doses of medication, indicating distress. The family constantly expressed their dissatisfaction and distress that only nurses are seeing the patient and only a phone call review was offered from the surgery		Attempts to Address Medication Discrepancies: Contact was made with the Discharge Planning Office at L&D Hospital on 4th February 2025 to highlight these issues. The Discharge Officer assured that a new prescription would be arranged through Ward 14, but two hours later, no new prescription had been sent. A second call was made to the Discharge Planning Office, and reassurance was given that the new prescription had been sent. Upon checking with SPOA, it was found that only previous-day documentation had been sent, not the new prescription. A request was made for a GP to urgently contact me regarding the patient, but this did not occur. SPCN was contacted, who reviewed the patient's notes and prescribed a community MAR chart for symptom control medications. The issue with the bed size discussed with the patient and offered to order a barriatric size and transfer, the patient stated he wished to remain in the bed due to breathing difficulties. SPCN was contacted and informed about the complexity of the case, including difficulty managing secretions and breathing distress. SPCN discussed the current medications with the palliative consultant, leading to further medications being prescribed on 6th February 2025. A second syringe driver was commenced on 7th February 2025, with Octiotide Further Medical Input: GP from the patient's surgery contacted the patient and family on 6th February 2025 at 13:00 hrs to clarify Vancomycin administration. From medical notes, the patient had a face-to-face review with a GP regarding DNACPR and advanced care planning on the 7th February 2025 Final Outcome: The patient was reported deceased by the family in the early hours of 9th February 2025 at 02:55 am. Verification of death (VoD) was conducted by the night team.

		06 Mar 2025		Prescribing		Bedfordshire Community Health Services		BCHS Rapid Response Team - South		Yes		Luton and Dunstable Hospital		wrong dose		Moderate physical harm		Tresiba prescribed incorrectly as BD 24/2/25 by frailty ACP. Tresiba is a OD medication BD dose transcribed and administered BD by rapid and district nurse team until highlighted today - 6/3/25. Patient had multiple hypos between 24/2 and 5/3		Error identified by Rapid team on virtual ward today. Discussed and confirmed with DSN. Pm insulin administration stopped 6/3, DN team informed, patient informed. GP to refer for specialist diabetic review

		11 Mar 2025		Prescribing		Bedfordshire Community Health Services		BCHS Community Nursing South - District Nurses - Bassett Road Health Centre		Yes		Bedford Hospital		Midazolam 5 mg for SD on prescription Oxycodone 10 mg for driver on prescription no range prescribed and the prescribed medication already in the driver on discharge		Moderate physical harm		The patient was discharged on EoL care with a syringe driver in place on 8/3/25 Saturday, scheduled for a driver change at 10:30 AM. The hospital prescription includes Midazolam 5 mg, Oxycodone 10 mg, and Cyclizine 150 mg for the driver, with no dose ranges specified for titration if required. PRN doses prescribed as well. The DN nurse who changed the driver sent a task to the GP to write a community drug chart. However, no referral was made to SPCN, and no further action was taken to arrange for a prescriber to complete a community MAR chart, amend doses, or allow for dose escalation in the syringe driver if needed during the weekend. On Sunday, the patient was given a stat dose of 2.5 mg Oxycodone as break through for pain relief in addition to the 10 mg Oxycodone in the driver. I reviewed the patient's notes on Monday morning prior to my visit and noted the symptom control required already exceeded the hospital prescription, and Midazolam dose incorrect. No response from the surgery noted on System One.		An urgent SPCN referral was sent with the kind support of the SPOA team. The SPCN promptly reviewed the patient's medication and prescribed the MAR chart in time for my arrival at the patient's home. The patient reported feeling unsettled over the weekend, particularly during the night, and experienced abdominal pain overnight. explained that the medication had been reviewed and that the dosage in the driver would be increased. I also advised the patient and family to escalate any further symptoms to the DN team as needed. A discharge alert was sent to the hospital with recommendations, and team leads were copied for awareness.

		24 Mar 2025		Administering		Newham Adult Mental Health, Learning Disabilities, & Autism Services		NH CIMH North - North East		No		 		Overdose of medication and ingesting batteries		Severe physical harm		Overdose leading to admission in ITU		LAS took patient to hospital, awaiting medical clearance.

		25 Mar 2025		Administering		Community Health Services - Tower Hamlets		SE Locality		No		 		missed medication		Moderate physical harm		** Lead Pharmacist (CO) summary 31/03/2025: Administration error (missed medications) due to nursing staff inability to synchronise her iPad while out in the community, so did not pick that patient was allocated to her to manage the medications. Hence, missed patient during her visit, so medications missed.** The patient was scheduled for PEG medication administration and was added to the staff nurse's list. A message was sent out for nurses to synchronize their iPads. However, the visiting nurse was unable to synchronize her iPad due to a lack of data on her ipad , making her unaware that the patient had been added. As a result, the patient was not seen. Staff was aware on getting to the office and she was overwhelmed about the incident South clinical lead (NH): medication missed: 1. Atorvastatin 80mg 2. Clopidogrel 75mg 3. Gabapentin 300mg 4. Amitriptyline 10mg		Staff nurse was calmed and reassured , patient NOK was contacted through out yesterday without response . Meeting was held with all the staff to contact the shift coordinator in the morning to check their list. Also advised all the staff to request for more data when their data running low . I re-contacted the NOK this morning I apologized and apology accepted
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3. 72 hour reports  March 25.xlsx


3. 72 hour reports March 25.xlsx
Drill down into LFPSE Incident 

				72 hour reports March 2025 

		Object Name		Date		Description		Physical Harm

		LFPSE Incident 00030162		3/1/25 0:00		Medical inpatient referred to liaison psychiatry by medical team for advice on adjusting dose for acute on chronic renal impairment. Patient taking melperone for 10+ years prescribed by CRT and dispensed by NCFMH pharmacy. CRT had recenlty increased dose of melperone due to concerns about relapse, but had not consulted any information on renal dose adjustment. Patient on medical ward had eGFR of 9 on background of worsening over recent months. Contact with pharmacy at NCFMH found that they had some pdf documents related to melperone but no product information relating to prescribing advice in renal or hepatic impairment and the link to product information contained within the ELFT melperone protocol was invalid. Melperone is not listed in the BNF. 		Low physical harm

		LFPSE Incident 00031513		3/6/25 0:00		Tresiba prescribed incorrectly as BD 24/2/25 by frailty ACP. Tresiba is a OD medication
BD dose transcribed and administered BD by rapid and district nurse team until highlighted today - 6/3/25. 
Patient had multiple hypos between 24/2 and  5/3		Moderate physical harm

		LFPSE Incident 00031799		3/11/25 0:00		Duty doctor prescribed medication for a new admission on the ward. She prescribed medication which are supposed to be for another patient.

It also appears that the wrong patient information was put on rio by the ward doctor in preparation for the patient arriving on the ward prior to the duty doctor prescribing these medication. 		No physical harm

		LFPSE Incident 00031880		3/12/25 0:00		Patient attended for depot. Prior to depot today, He told us he had an injection last week at the GP but he could not tell us what it was. Having looked on RIO I then saw he has been having paliperidone depot 100mg monthly with GP since 10/12/24 alongside the risperidone depot we have been administering since he was referred by HTT to depot team in October.

		No physical harm

		LFPSE Incident 00032252		3/18/25 0:00		on the morning of 18th March, it was handed over by a Nurse to the Doctors and Pharmacist that a patient had been given 250mg paliperidone depot (1x150mg depot + 1x100mg depot) on the evening prior, rather than just the 150mg prescribed. Additionally, neither depots were signed for as administered on the drug chart 

The 150mg depot was prescribed to be given on 17th March 

The 100mg depot was prescribed to be given on 24th March 

**Consultant should be Dr Paul Gosney, however not visible on Consultant list**		Low physical harm

		LFPSE Incident 00032641		3/24/25 0:00		Overdose leading to admission in ITU		Severe physical harm






image4.png
Count.

Apr2024 Jun2024 Jul2024 Aug2024 Sep2024 Oct2024 Nov2024 Dec2024 Jan2025 Feb2025 Mar 2025

Value 2 1 2 a 3 1 s 3 3 3 5

Apr2024  Jun2024  Jul2024  Aug2024  Sep2024  Oct2024  Nov2024  Dec2024  Jan2025  Feb2025  Mar2025




image5.png
Summary of the action or incident being reviewed:

Avripiprazole depot was administered to a patient 2 days earlier than it was due to be administered (as per
EPMA drug chart). Administered 09/02/25 (Sunday), but the dose was due 11/02/25. As the depot was
not due for administration it could not be charted as administered on the EPMA drug chart by the
administering nurse or witness (preceptorship nurse). The administration was documented on RIO and in
the ward diary. The doctor was asked on the 10/02/25 to amend the drug chart to change the next
administration due date to 10/03/24. Consequently, there is no record on the EPMA drug chart of the dose
administered on the 09/02/25. There was a delay in reporting the incident on inphase; it was bought to the
attention of the pharmacist who then reported on inphase,

The Inphase Incident Description suggests that the medication was administered in accordance with what
was written in the ward dairy instead of the drug chart. Clarified during AAR that the drug chart was
viewed as the primary source of information but misread. No harm as a result of the incident.
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Key Learning Points:

9 Although both nurses involved were familiar with administering depot medication, they were not
familiar with how this looked on the digital EPMA functionality. The administration was showing as an
‘X in the due box. This was misinterpreted by nurses as the dose being due that day and hence the
dose was administered. X’ in fact indicated the dose is not due — misread.

- Only two nurses on shift on a Sunday. It was assumed that the reason they couldn’t sign the medication
as administered was because the witness was a preceptorship nurse. Learning point to never assume,
always follow up to double check with another colleague e.g. DSN, nurse on the adjacent ward or the on-
call pharmacist.

- If witnessing medication administration, part of the process is to also witness the medication being
prepared. In this case the preceptorship nurse witnessing administration, did not see the depot injection
being prepared, but didn’t feel fully confident in challenging the more senior nurse.

- Discussed importance of challenging your colleague(s) if you feel something is not right (even if itis a
senior colleague as we can all make mistakes); witnessing preceptorship nurse didn't feel fully confident
to do this, as she had not seen the actual depot being prepared.

- In this case, although the administration due date in the ward dairy was in fact correct. It had been
assumed by the nurse that it was incorrect, as there had been experience of incorrect administration due
dates in the ward dairy for other patients. The ward diary is not a reliable source of information on its own.
It should be used to support information gathering, in conjunction with other sources of information e.g.
RIO/patient notes (often have the last/next administration date documented), other nursing colleagues. If
in any doubt can also contact the DSN and on-call pharmacist via DSN if out of hours.

- Timely reporting of future incidents. There is a risk that not reporting or delayed reporting could possibly
be interpreted as concealment. Reporting is a professional responsibility and necessary for transparency,
accountability and wider learning for patient safety.

- Immediate reporting also allows for timely intervention/rectification; in this case there was a potential risk
of double administration as the dose had been administered 2 days early in error (09/02/25 - no EPMA
administration record) , but the dose due on 11/02/25 was still showing as due on EPMA.

- Reporting culture explored. Reporting nurse felt isolated and penalised by some of her colleagues for
reporting. This cultural attitude within the team does and will affect incident reporting and transparency.

- Nurse involved felt comfortable reporting to her senior nurse lead, reflecting the importance of senior
leaders in cultivating a ‘JUST culture within the team and to encourage incident reporting to improve
patient safety. It is not about BLAME, but about learning for improvement of patient safety.
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Further guidance on After Action Reviews can be found on the ELFT Intranet at https://www.elft.nhs.uk/intranet/things-support-me-do-my-job/safety-elft/after-action-review.  



		ELFT After Action Review Report Form 



		InPhase Reference:

		

28898



		Date of incident:

		

09/02/25



		Date of AAR: 

		18/03/25



		Conductor/Facilitator:

		Indeet Anand



		Directorate:

		Newham Community Health Services 





		Teams involved in incident (please detail all teams):

		 

Sally Sherman



		Apologies:

		N/A











		Summary of the action or incident being reviewed:



		Aripiprazole depot was administered to a patient 2 days earlier than it was due to be administered (as per EPMA drug chart). Administered 09/02/25 (Sunday), but the dose was due 11/02/25.  As the depot was not due for administration it could not be charted as administered on the EPMA drug chart by the administering nurse or witness (preceptorship nurse). The administration was documented on RIO and in the ward diary. The doctor was asked on the 10/02/25 to amend the drug chart to change the next administration due date to 10/03/24. Consequently, there is no record on the EPMA drug chart of the dose administered on the 09/02/25. There was a delay in reporting the incident on inphase; it was bought to the attention of the pharmacist who then reported on inphase.  

The Inphase Incident Description suggests that the medication was administered in accordance with what was written in the ward dairy instead of the drug chart. Clarified during AAR that the drug chart was viewed as the primary source of information but misread. No harm as a result of the incident.





		Key Learning Points:



		[image: ]Although both nurses involved were familiar with administering depot medication, they were not familiar with how this looked on the digital EPMA functionality. The administration was showing as an ‘X’ in the due box. This was misinterpreted by nurses as the dose being due that day and hence the dose was administered. ‘X’ in fact indicated the dose is not due – misread.

· Only two nurses on shift on a Sunday. It was assumed that the reason they couldn’t sign the medication as administered was because the witness was a preceptorship nurse. Learning point to never assume, always follow up to double check with another colleague e.g. DSN, nurse on the adjacent ward or the on-call pharmacist. 

· If witnessing medication administration, part of the process is to also witness the medication being prepared. In this case the preceptorship nurse witnessing administration, did not see the depot injection being prepared, but didn’t feel fully confident in challenging the more senior nurse.

· Discussed importance of challenging your colleague(s) if you feel something is not right (even if it is a senior colleague as we can all make mistakes); witnessing preceptorship nurse didn’t feel fully confident to do this, as she had not seen the actual depot being prepared. 

· In this case, although the administration due date in the ward dairy was in fact correct. It had been assumed by the nurse that it was incorrect, as there had been experience of incorrect administration due dates in the ward dairy for other patients. The ward diary is not a reliable source of information on its own. It should be used to support information gathering, in conjunction with other sources of information e.g. RIO/patient notes (often have the last/next administration date documented), other nursing colleagues. If in any doubt can also contact the DSN and on-call pharmacist via DSN if out of hours.

· Timely reporting of future incidents. There is a risk that not reporting or delayed reporting could possibly be interpreted as concealment. Reporting is a professional responsibility and necessary for transparency, accountability and wider learning for patient safety.  

· Immediate reporting also allows for timely intervention/rectification; in this case there was a potential risk of double administration as the dose had been administered 2 days early in error (09/02/25 - no EPMA administration record) , but the dose due on 11/02/25 was still showing as due on EPMA.  

· Reporting culture explored. Reporting nurse felt isolated and penalised by some of her colleagues for reporting. This cultural attitude within the team does and will affect incident reporting and transparency. 

· Nurse involved felt comfortable reporting to her senior nurse lead, reflecting the importance of senior leaders in cultivating a ‘JUST’ culture within the team and to encourage incident reporting to improve patient safety. It is not about BLAME, but about learning for improvement of patient safety.



 



		Actions arising from learning, and names of person responsible:



		1) EPMA Lead Pharmacist /MSO 

MSO to liaise with the EPMA Team. Request to highlight example of drugs, which are not administered daily within the EMPA training delivered to nurses and also provide screenshots in the nurses training guide. 

2) Lead CHS Newham Pharmacist 

To liaise with the ward manager on how this learning can be included in the team huddles/away day.

3) Ward Manager 

Lead CHS Pharmacist to link in with ward manager to address with staff (e.g. via team huddles/team meetings and team away days).

- reporting culture; promote reporting of incidents with a positive narrative i.e. learning to improve patient safety and disassociate with blame/fear/isolation. 

- cultural change needed to challenge colleagues regardless of seniority if they feels something is not right.

- The ward diary is not a reliable source of information on its own. It should be used to support information gathering, in conjunction with other sources of information e.g. RIO/patient notes (often have the last/next administration date documented), other nursing colleagues. If in any doubt can also contact the DSN and on-call pharmacist via DSN if out of hours.

4) MSO 

To include this incident for wider learning in the Trust Monthly Medicines Matter Bulletin

5) MSO

Safe Administration of Medicines Training for preceptorship to include a narrative around the cultural around challenging colleagues regardless of seniority if they feels something is not right and use this incident as a real example. 





		Arrangements for sharing learning:



		· Share learning amongst ward staff/team via ward manager 

· Lead Pharmacist to share AAR at directorate level meetings for wider learning 

· AAR to be included in the medicines committee report for wider learning.

· Monthly Medicines Matter Bulletin

· Safe Administration of Medicines Training for preceptorship



		Actions to meet needs of those affected by the event 



		N/A







		Once this report has been completed:

1. Save a copy in the patient’s notes (e.g. RiO)

2. Send a copy to your governance lead to upload onto Inphase copying in  elft.incidentreporting1@nhs.net  

3. Retain a copy for your own records 
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Figure 1: Proportion of patients regularly prescribed a single antipsychotic medication or combined
antipsychotic medications, calculated as standard or high dose. Your Trust service subsamples and the
:\momlmuwhumpbs (NS): acute adult ward (n=4156), complex needs ward (n=1210) and forensic ward
(n=2242).

=Combined antipsychotic
medications, high dose
= Combined antipsychotic
medications, standard
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wSingle antipsychotic
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wSingle antipsychotic
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* In some cases, the evidence for practice recommendations falls short of supporting an audit standard, i.e.
being applicable in 100% of cases. However, the evidence may be sufficient to support general guidance for
good practice, allowing that deviation may be appropriate in a proportion of cases. For such treatment
targets, clinicians may be particularly mnus-d in how their practice benchmarks with their peers.
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