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Safety culture survey 

The CPPSG will launch the 2021 culture survey to understand barriers and enablers to reporting 

safety incidents. It will run in August and September and will be widely communicated with 

stakeholders.   

Supervision and safety implications  

José Moss and Nick Kaye led a discussion around the possible safety implications of supervision and 

how these could be minimised. Thoughts will be taken back to the supervision group. They are likely 

to seek further input from the Patient Safety Group in the coming months.  

Conference debrief 

The group discussed the key successes and learning points from the PSG conference. Recordings 

are available on the Pharmacy Safety website.  

Share and learn  

Prevention of Future Death notice  

Members discussed a recent prevention of future death notice. The notice related to a patient who 

was admitted to hospital after a fall and when it was discovered that he’s been supplied Amitriptyline 

25mg rather than Atenolol 25mg. Sadly the patient later died. The cause of death as Alzheimer’s, 

aspiration pneumonia and Covid-19. An investigation was completed however this was hampered by 

the significant delay (2 months) in the pharmacy being informed and the hospital not retaining photos 

of the packaging or being able to confirm how much medication, if any, was taken.   

Prevention of Future Death notice  

Members discussed a recent prevention of future death notice. The notice related to the tragic death 

of 16-year-old patient from an overdose of prescribed medication. The patient had a safety plan in 

place which was not shared with the pharmacy team.  

The group discussed possible actions to prevent a similar incidence occurring again. The group will 

develop a share and learn resource to document learnings.  

Insulin Aspart (Novorapid) and Insulin Aspart (Fiasp) 

Members discussed instances where child patients have had Insulin Aspart (Novorapid) dispensed by 

community pharmacists instead of the Insulin Aspart (Fiasp) which was intended.   

It was noted that Fiasp and NovoRapid are not equivalent, and patients should not be switched 

between them. Despite a different formulation the generic name remains Insulin Aspart, this has 

contributed to issues.  

Possible preventive actions  

• Safety huddle to raise awareness of the issue around continuity of brand 

• Warnings on the PMR advising colleagues to confirm the appropriate brand is selected  

• Checking with patients/prescriber what brand was expected on dispensing 
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MSO Short Life Working Group  

A number of PSG members have contributed to a Short Life Working Group to review the role of the 

MSO. It was noted that Patient Safety Partner (PSP) and Patient Safety Specialist (PSS) role are 

starting to roll out in Secondary Care.  

Before being introduced in community settings there are number of issues which will need to be 

discussed and resolved including: 

• The role of the Patient Safety Specialist and the relationship with and patient safety 

responsibilities of the superintendent   

• Logistics of introducing separate MSO roles in ICS’s. It would be unfeasible for one pharmacy 

organisation to liaise with up to 42 different groups with potentially variable approaches.    

CPPSG priorities 

Members discussed work undertaken in Q1 and Q2 and planned work for Q3 and Q4, which will 

include:  

• Safeguarding  

• Barriers and enablers to reporting  

• Engaging with Pharmacy Schools 

• Engaging with digital colleagues  

CPPE e-learning modules 

The Patient Safety Group has contributed to a review of the CPPE Just Culture and LASA e-learning 

modules in their role as programme guardian. 

Sodium Valproate 

It was noted that MHRA will consult on requirement to use original packaging to dispense valproate. It 

was agreed that the Patient Safety Group will respond, outlining their support and also flagging 

potential complexities around:  

• MDS’S 

• Necessary guidance  

• Logistics for implementation 
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