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BACKGROUND

Patient First, 22nd November 2016

 Patient safety is a fundamental consideration for all frontline health professionals

 In 2014, NHS England required all large healthcare providers, including community 

pharmacy organisations, to identify a named Medication Safety Officer (MSO)

 Each MSO is responsible for supporting local medication error reporting and learning in 

their organisation 

 In 2015, Pharmacy Voice established a Patient Safety Group to bring all of the community 

pharmacy MSOs together to regularly discuss potential and recognised safety issues, share 

actions and learning, and guide changes in practice to minimise risks

 The Patient Safety Group felt it was difficult to determine how to increase reporting and 

maximise learning for their pharmacy teams without a better understanding of current 

safety culture and practice across the whole community pharmacy sector, so decided to 

undertake a survey

 Pharmacy Voice held a Patient Safety Forum in November 2015 and used insight from this 

event to develop the survey questions

Kate Livesey (Policy & Programmes Adviser, Pharmacy Voice)

AIMS
 To gain a better understanding of frontline community pharmacy staff perceptions of patient 

safety culture in their pharmacy and/or company

 To gather feedback on the current incident reporting and learning processes in place within 

pharmacies and companies

 To identify any obstacles which prevent open and honest reporting of patient safety incidents 

community pharmacy

 Online survey launched in January 2016 using SurveyMonkey™; community pharmacy MSOs 

promoted participation in the survey to their pharmacy teams 

 12 questions with multiple choice, tick box, drop down menus and free text box answers 

covering

o What size of community pharmacy do you work in? 

o What is your role in the pharmacy team?

o Who do you think is responsible for reporting patient safety incidents that occur in your pharmacy?

o How clear is the procedure for reporting patient safety incidents in your pharmacy?

o Where are patient safety incidents that occur in your pharmacy reported?

o Why do you report patient safety incidents in your pharmacy?

o According to the procedure in your pharmacy, what would you submit an incident report for?

o Does your pharmacy undertake root cause analysis to identify contributing factors for an incident?

o How does your pharmacy handle near-misses?

o What might prevent you from reporting patient safety incidents?

o Do you receive feedback and learning as a result of reporting incidents?

o What would encourage you to report more patient safety incidents?  

METHODS

HEADLINE RESULTS

 623 people participated in the survey, from different sized pharmacies

 Around 4 in 5 respondents were pharmacists (81.06%)

 96.95% felt that their patient safety incident reporting processes were clear or very clear

 Approx. 3 in 5 respondents felt the whole team were responsible for reporting (58.11%)

 9 in 10 respondents report patient safety incidents to improve practice

 Around 65% of respondents undertake root cause analysis for every patient safety incident

that occurs in the pharmacy (64.70%)

 94.00% of respondents record and discuss near misses with their team

 Time constraints were highlighted as the most notable barrier to reporting incidents 

(44.10%), closely followed by a fear of criminal prosecution (40.00%)

 Around half of all respondents felt that simpler reporting tools / systems would encourage 

more reporting (49.90%)

 Just over half of all respondents felt they received helpful feedback and learning from 

reporting (54.90%)
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NEXT STEPS

 The survey provided general insight into patient safety incident reporting and learning 

processes and practice across the community pharmacy sector

 The responses indicated that most people found internal incident reporting processes 

clear, but time constraints and a fear of criminal prosecution were significant barriers in 

reporting when things have gone wrong.

 Pharmacy Voice’s Patient Safety Group discussed the survey results and agreed some 

priorities for community pharmacy MSOs around:

o Continuing to feed into changes to medicines legislation and pharmacy 

regulation which will create a defence in law against criminal prosecution for 

pharmacists who make a single, inadvertent dispensing error 

o Working with NHS Improvement to simplify the National Reporting and Learning 

System (NRLS) and to improve and increase the opportunities for multi-

professional feedback and learning that come out of this system 

o Embedding safety into everyday conversations within pharmacies (for example 

in safety huddles) and committing to reducing perceptions of a blame culture 

 Pharmacy Voice has arranged a meeting with NHS Improvement to discuss the detail of 

the monthly downloads from the current NRLS system to increase the opportunities 

for sector-wide learning from these reports.  We will also work with NHS Improvement 

on the development of the new Patient Safety Incident Management System (PSIMS) 

which will eventually replace the current NRLS.

 The Group agreed a set of core reporting principles for pharmacies in June 2016 which 

they believe all community pharmacy team members will be able to sign up to and 

embed in their reporting and learning practices. 

 These principles have been shared and discussed with the Royal Pharmaceutical 

Society to feed into their development of professional standards for pharmacists and 

pharmacy technicians in error reporting, regardless of their practice setting.  

 These same principles can apply for incidents outside of community pharmacy 

settings, both for healthcare professionals and others.  The Report, Learn, Share, Act, 

Review wheel is freely available for anyone to download from the Pharmacy Voice 

website. 
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