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From the Medicines Safety Team, London Region, NHS England and our London Medication Safety Officer Network
Chair

Welcome to the fourth London Region Medication Safety Newsletter. We hope you find it useful and informative, and
we also hope you have enjoyed the previous editions. This issue contains updates on important Medicines Safety
Improvement Programme priorities, spotlights on medication safety roles, and updates on other important alerts
which have been published. The aim is for you to take away some of the suggested actions for your organisations
for implementation, and to share these with others. 

As always, we welcome your feedback and any contributions! 

With best wishes, Sarah, NHSE London Region Controlled Drug Accountable Office & Medication Safety Officer and
Amandeep, London MSO Network Chair. 

Please feedback your comments or send any contributions via Amandeep Setra, London MSO Network Chair
(amandeep.setra@nhs.net)
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MEDICINES
SAFETY WEEK

This week (4th - 10th November) is #MedSafetyWeek. 

#MedSafetyWeek is a social media campaign that takes place annually in
November each year with a different focus or theme to encourage the
reporting of suspected side effects.
 
This year’s theme is: ‘the importance of using medicines in the right way
to prevent side effects, and to report side effects when they do occur’.

Further information can be found here, including resources that are
available from the MHRA. 

MEDICINES SAFETY IMPROVEMENT PROGRAMME
(MEDSIP) PRIORITIES

The key ambition for the Medicines Safety Improvement Programme remain as follows:
Improving care for people with persistent pain by reducing opioid analgesic use.
Improving care for people with epilepsy, bipolar and conditions for which Valproate is prescribed.
Improving care for people taking anticoagulants.
Developing the Medication Safety Officer workforce.

From April 2024 to March 2027 the programme will also explore how to:
Improve care for people with a learning disability by reducing the burden of medications that act on the brain.
This will complement the STOMP/STAMP campaigns, and the Health Innovation Networks are currently
undertaking some initial scoping work.
Improve care for people with frailty by optimising their medicines to reduce death and fractures caused by
falling. This will support the work of the National Falls Prevention Coordination Group, and the Health
Innovation Networks are currently undertaking some initial scoping work.
Improve care for people by ensuring that they receive the critical medication they need on time. This will
include working with Parkinson’s UK in support of their Get It On Time campaign.

If you have undertaken any work on safer use of time critical medicines, big or small or if you are experiencing
challenges, SPS want to hear from you! Please contact them at Inwh-tr.sps-mso@nhs.net

More information can be found here: Safer use of Time Critical Medicines

Work is also underway to explore how to reduce the incidence of acute kidney injury that is caused by or worsened
by medication.

AN UPDATE ON VALPROATE
The September edition of the MHRA Drug Safety Update shared results of a retrospective observational study
which indicated a possible association between valproate use by men around the time of conception, and an
increased risk of neurodevelopmental disorders in their children. 

Advice has been provided on the alert to inform male patients who may father children of this possible increased
risk, and to recommend the use of effective contraception (condoms, plus contraception used by the female
sexual partner) throughout valproate treatment, and for at least 3 months after stopping valproate. 

This information follows information from a previous drug safety update (January 2024) which shared new safety
and educational materials which had been introduced for men and women to reduce the harms from valproate. 

Actions for all:
Check who is leading on embedding these actions within your organisation
Share information with pharmacy colleagues who may need to be aware of this new advice
Refer to the valproate resources and tools on the NHS Futures site: Medicines Safety Improvement Programme
- FutureNHS Collaboration Platform

https://yellowcard.mhra.gov.uk/MedSafetyWeek
mailto:Inwh-tr.sps-mso@nhs.net
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fspecialistpharmacyservice.cmail20.com%2Ft%2Fj-l-ghtllc-itiytjdydr-h%2F&data=05%7C02%7Csarah.dennison3%40nhs.net%7C02cec629bab94a1b51b408dcf804814b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638657945477584835%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=cN1csVOhUjpMDiA9MeHvSwLktB8udCudIJebUDBKfuI%3D&reserved=0
https://www.gov.uk/drug-safety-update/valproate-use-in-men-as-a-precaution-men-and-their-partners-should-use-effective-contraception
https://www.gov.uk/drug-safety-update/valproate-belvo-convulex-depakote-dyzantil-epilim-epilim-chrono-or-chronosphere-episenta-epival-and-syonellv-new-safety-and-educational-materials-to-support-regulatory-measures-in-men-and-women-under-55-years-of-age
https://future.nhs.uk/MedicinesSafetyImprovement
https://future.nhs.uk/MedicinesSafetyImprovement
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TOPIRAMATE
In June 2024, MHRA published a Drug Safety Update for topiramate, introducing new safety measures, with
actions for general practice, community pharmacy and neurology including paediatric neurology:
https://www.gov.uk/drug-safety-update/topiramate-topamax-introduction-of-new-safety-measures-
including-a-pregnancy-prevention-programme.

The SPC has been updated in line with MHRA guidance Revised SPC: Topamax (topiramate) products and
a  number of resources are available as part of the topiramate Pregnancy Prevention Programme, which is
aimed at minimising pregnancy exposure during treatment with topiramate and can be found here: Risk
minimisation materials for topiramate products: Pregnancy Prevention Programme 

This affects around 45,000 patients across England and educational materials for patients include a
patient guide, risk awareness form and patient card

Actions to take away:
Check on what is being done within your ICB to support General practices with this regulatory change
to topiramate 
Share information with pharmacy colleagues who may need to be aware of this new advice

TRAMADOL/WARFARIN INTERACTION
The June edition of the MHRA Drug Safety Update highlighted an important but little known drug interaction
between warfarin and tramadol. 

Taking warfarin and tramadol together can cause harmful drug interactions, which can raise the
International Normalised Ratio (INR), and result in severe bruising and bleeding, which in some patients
could be fatal. 

Actions for all:
Take note of the advice and the specific points for healthcare professionals
Please share this with colleagues
Check what has been done within your organisations to highlight this interaction

CQC CONTROLLED DRUGS ANNUAL REPORT
CQC published their annual update on controlled drugs for the calendar year 2023 in July 2024: The safer
management of controlled drugs: Annual update 2023 - Care Quality Commission

Some key points for awareness and actions to take away: 
There are useful section in the report on managing unknown substances in services and use of
disposal kits: Key issues in 2023 - Care Quality Commission
Services need to be aware of the risks of theft and diversion of nitrous oxide from areas where
medical gases are used and/or stored. 
CQC have seen a recent increase in incidents relating to the incorrect selection of alfentanil – either in
terms of prescribing or physically selecting a vial for administration.
Ensure ID cards and uniforms are returned, and access cards de-activated when staff change roles or
leave employment to minimise opportunities for theft of medicines.
Nitazenes are synthetic opioids which are often mixed with other street drugs and are sometimes
found to be present in counterfeit medicines. Their use can be fatal.

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fdrug-safety-update%2Ftopiramate-topamax-introduction-of-new-safety-measures-including-a-pregnancy-prevention-programme&data=05%7C02%7Csarah.dennison3%40nhs.net%7C9190b93c2c624395e4d408dc913dc29f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638544941655715212%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=5cykVs3ubnOtr7r1kr8ANi%2BTGqUTx5ShN%2FRiLdUGBWY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fdrug-safety-update%2Ftopiramate-topamax-introduction-of-new-safety-measures-including-a-pregnancy-prevention-programme&data=05%7C02%7Csarah.dennison3%40nhs.net%7C9190b93c2c624395e4d408dc913dc29f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638544941655715212%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=5cykVs3ubnOtr7r1kr8ANi%2BTGqUTx5ShN%2FRiLdUGBWY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnice.us8.list-manage.com%2Ftrack%2Fclick%3Fu%3D7864f766b10b8edd18f19aa56%26id%3De1629b7fcc%26e%3D2eeaaa6bdc&data=05%7C02%7Csarah.dennison3%40nhs.net%7Ce2ad24d748c7418cc5ba08dc9f21c793%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638560214644525457%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=25HXmDwLW5Pq%2BjsMnvWWDK1UrKaZlEDoXCPL1%2BSqfec%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnice.us8.list-manage.com%2Ftrack%2Fclick%3Fu%3D7864f766b10b8edd18f19aa56%26id%3D1ef7b00050%26e%3D2eeaaa6bdc&data=05%7C02%7Csarah.dennison3%40nhs.net%7C65f7205cbd5b4e3ef56408dc97b61a97%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638552055596820430%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=1jHPO2yGPDyBnQ3lHPc6sKzzMgesdx5nvMLRNROmPfQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnice.us8.list-manage.com%2Ftrack%2Fclick%3Fu%3D7864f766b10b8edd18f19aa56%26id%3D1ef7b00050%26e%3D2eeaaa6bdc&data=05%7C02%7Csarah.dennison3%40nhs.net%7C65f7205cbd5b4e3ef56408dc97b61a97%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638552055596820430%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=1jHPO2yGPDyBnQ3lHPc6sKzzMgesdx5nvMLRNROmPfQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnice.us8.list-manage.com%2Ftrack%2Fclick%3Fu%3D7864f766b10b8edd18f19aa56%26id%3D1ef7b00050%26e%3D2eeaaa6bdc&data=05%7C02%7Csarah.dennison3%40nhs.net%7C65f7205cbd5b4e3ef56408dc97b61a97%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638552055596820430%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=1jHPO2yGPDyBnQ3lHPc6sKzzMgesdx5nvMLRNROmPfQ%3D&reserved=0
https://www.gov.uk/drug-safety-update/warfarin-be-alert-to-the-risk-of-drug-interactions-with-tramadol
https://www.cqc.org.uk/publications/controlled-drugs/2023
https://www.cqc.org.uk/publications/controlled-drugs/2023
https://www.cqc.org.uk/publications/controlled-drugs/2023/issues
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NATIONAL PATIENT SAFETY ALERT (OXYTOCIN)
A new patient safety alert was published on the 24th September 2024 to highlight the risk of oxytocin overdose
during labour and childbirth.

Actions for the alert are to be completed as soon as possible but by no later than 31st March 2025.

Actions to take away:
If applicable, check how your organisation is implementing this alert, and who is leading on this
Share alert widely, and ensure maternity, and anaesthetic colleagues are involved where needed in reviewing
practices

https://www.england.nhs.uk/publication/national-patient-safety-alert-risk-of-oxytocin-overdose-during-labour-and-childbirth/
https://www.england.nhs.uk/publication/national-patient-safety-alert-risk-of-oxytocin-overdose-during-labour-and-childbirth/
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NATIONAL PATIENT SAFETY ALERT (KAY-CEE-L,
(POTASSIUM CHLORIDE 5MMOL/5ML SYRUP))

An updated NatPSA was issued on 21st October 2024 to advise that potassium chloride 5mmol/5ml syrup will be
discontinued from late November 2024 due to manufacturing and commercial issues. 

Actions to take away:
NatPSA_2024_011_DHSC (3).pdf supersedes NatPSA/2024/008/DHSC

https://www.cas.mhra.gov.uk/ViewandAcknowledgment/ViewAlert.aspx?AlertID=103254
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 A DAY IN THE LIFE OF A LONDON
AMBULANCE SERVICE MSO

No two days are the same in the London Ambulance Service NHS Trust. It’s the busiest ambulance service in the
world, and we have a workforce of more than 10,000 covering a variety of roles. With some 6,340 patient-facing
staff, and approximately 4.2 million emergency calls made every year in the London area, it’s an immense
machine, and my week is always different. 

I am an Advanced Paramedic Practitioner (APP) with a background in pharmaceuticals, and I work in a unique and
challenging environment. My job is always interesting, often intense, but never boring. 

Take this week, for instance. Like many of my NHS colleagues, the diary has been filled with matters relating to
corporate and clinical governance, regulatory matters, patient safety, innovation and business development, and
continuity. 

There were governance meetings, such as the Trust Risk Compliance meeting where all directorates come
together to discuss the Trust’s risk register. The monthly Medicines Management Group also took place this
week, and I report to this Group on all aspects of medicines safety, including overviews on incident data,
development work, monitoring on governance around formularies and much more.

A big feature this week has been meeting with Directors of each directorate in the Trust to develop their teams’
system improvement plans following the findings of a thematic review on medication errors across the Trust,
which I recently completed. This is an opportunity to demonstrate to each directorate the roles they play in the
system safety and designing out of risk relating to medication and patient safety. Elsewhere, I have undertaken
specialist reviews of medication safety incidents related to two critically unwell patients. 

Due to the nature of our work, I have been involved in providing evidence in relation to fitness to practice
proceedings, and - as a panel member on an employment hearing - I also provided subject matter expert input.
On the business development front, I have been involved in scoping work for digitising a paper system and
supporting our medicines packing unit with a redesign of their operational rotas. A current pilot of e-prescribing in
the pre-hospital setting for APPs is nearing completion and it has entailed some work around medicines safety
oversight and governance. Soon, it will begin to expand its impact on what our clinicians bring to the patient’s
doorstep. 

In between all this, I have also worked with an acute trust on prepping for their #MedSafetyWeek, as well as
reviewing clinical education queries and completing reviews of PGDs and drug monographs/ guidelines. 
It’s a busy schedule, a varied set of MSO shifts, and to finish off the week I’ll be spending Sunday in an APP car,
responding to patients across London. 

Feel free to drop me an email at gavin.mooney@nhs.net if you would like to connect or discuss any matters in
relation to medication safety in ambulance services. 

SPECIAL FEATURE

mailto:gavin.mooney@nhs.net
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USEFUL LINKS

All alerts can be accessed via the Central
Alerting System

The latest information on supply issues, actions
to take alternatives to use and expected
resolution dates can be found on the Medicines
Supply Tool on the SPS website.

London MSO Network: 
Monday 15th January 2025

DATES FOR YOUR
DIARY

HOW DO I GET
INCLUDED?

For those of you who are newly into a
Medication Safety Officer role: You need to
provide your contact details to the MHRA's
Central Alerting System (CAS) team and once
signed up, you will be invited to a national
Medication Safety Officer monthly webinar
which is held from 1-2pm on the last Wednesday
of the month. Previous webinar resources are
kept in an MSO workspace on FutureNHS. You
may also find it helpful to access the SPS
website where you will find many helpful pieces
of guidance and resources. For the London MSO
Network, please contact Amandeep Setra,
amandeep.setra@nhs.net

NHS England » Medication safety

ALERTS

SUPPLY ISSUES
AND SHORTAGES

We have been notified of a potential near miss incident from
the community where an entire vial of insulin was inadvertently
delivered whilst re-filling an insulin pump. This is currently being
investigated, and the patient came to no harm. 

The MHRA Drug Safety Update issued in October highlights the
fact that insulin pumps and continuous glucose monitoring
devices are complex devices with the potential to result in
serious harm in the event of error. To aid the MHRA in early
identification of safety concerns associated with these devices,
users of the equipment need to know how to report safety
issues to the MHRA. 

Further information can be found here: Report safety concerns
with insulin pumps and continuous glucose monitoring
equipment - GOV.UK (www.gov.uk)

LEARNING FROM
INCIDENTS

LEARNING AND
DEVELOPMENT

You may not be aware, but HSIB run courses which are
currently available free of charge to NHS staff in England, with a
focus on those with patient safety and investigation roles. Their
flagship programme, the CPD accredited ‘A systems approach
to investigating and learning from patient safety incidents’, is
on-demand learning and they can accommodate large numbers
of leaners in each cohort. They also provide other courses
which are delivered online to small groups. They release new
dates for NHS courses on a regular basis. Please subscribe to
their mailing list to be notified of new dates.

#MEDSAFETYWEEK

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnice.us8.list-manage.com%2Ftrack%2Fclick%3Fu%3D7864f766b10b8edd18f19aa56%26id%3D61fa4375c1%26e%3D2eeaaa6bdc&data=05%7C02%7Csarah.dennison3%40nhs.net%7Cdfb618a9dc64404322af08dce12cd499%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638632829867478907%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=%2FxAcyr2m%2BLIh8xwHB3nsxPUJKpDq64YHfWTfPw1C6%2Fk%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fnice.us8.list-manage.com%2Ftrack%2Fclick%3Fu%3D7864f766b10b8edd18f19aa56%26id%3D61fa4375c1%26e%3D2eeaaa6bdc&data=05%7C02%7Csarah.dennison3%40nhs.net%7Cdfb618a9dc64404322af08dce12cd499%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638632829867478907%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=%2FxAcyr2m%2BLIh8xwHB3nsxPUJKpDq64YHfWTfPw1C6%2Fk%3D&reserved=0
https://www.cas.mhra.gov.uk/SearchAlerts.aspx
https://www.cas.mhra.gov.uk/SearchAlerts.aspx
https://www.sps.nhs.uk/home/tools/
https://www.england.nhs.uk/patient-safety/patient-safety-insight/patient-safety-alerts/enduring-standards/standards-that-remain-valid/medication-safety/
https://assets.publishing.service.gov.uk/media/671a1dd6b31c669e899c13e2/October_2024_DSU.pdf
https://www.gov.uk/government/publications/report-safety-concerns-with-insulin-pumps-and-continuous-glucose-monitoring-equipment
https://www.gov.uk/government/publications/report-safety-concerns-with-insulin-pumps-and-continuous-glucose-monitoring-equipment
https://www.gov.uk/government/publications/report-safety-concerns-with-insulin-pumps-and-continuous-glucose-monitoring-equipment

