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Anticoagulant update


Anticoagulation for prevention of stroke and systemic embolism in atrial fibrillation (AF)


A suite of documents to facilitate initiation of warfarin/non-vitamin K antagonist oral anticoagulants (NOACS) in primary care for thromboprophylaxis in AF is now available on the Medicines Management website from the Guidelines menu (Local>>Anticoagulation in AF).


The supporting documents include a quick reference guide covering slow-start warfarin, a decision support tool to guide NOAC prescribing/monitoring and comprehensive guidance on prescribing warfarin.


Prescribers are encouraged to signpost for NMS when anticoagulants are initiated and MUR at review. Useful factsheet are available from the � HYPERLINK "http://atrialfibrillation.org.uk/" �Atrial Fibrillation Association website�:


� HYPERLINK "http://atrialfibrillation.org.uk/files/file/140620-cw-Fin%20-%20Apixaban%20PS%20(P).pdf" �Apixaban factsheet�                                     � HYPERLINK "http://atrialfibrillation.org.uk/files/file/140930-cjw-Fin-Rivaroxaban%20PFS.pdf" �Rivaroxaban factsheet�                                               � HYPERLINK "http://atrialfibrillation.org.uk/files/file/180818-cjw-Fin-Warfarin%20therapy.pdf" �Warfarin factsheet�


It would be helpful for community pharmacists to explain that the starting dose of warfarin 2mg daily is intended to be continued until dosing instructions are provided by the Anticoagulant Monitoring Service, subsequent to the INR measured after 7 days treatment: instructions should be received before the 14 day supply is complete.








Royal Pharmaceutical Society Near Miss guidance


The Society have produced a ‘Near Miss Error Log’ and ‘Near Miss Error Improvement Tool’, along with supporting guidance. It can be used to help pharmacy teams to work through the near miss errors (NMEs) and learn from them.


Regular review of NMEs and action taken can prevent similar mistakes from happening in the future. This guidance has been designed to help support clinical governance in pharmacy, and to promote an open culture of recording of NMEs so that all pharmacy staff can reflect and learn from experience. If your pharmacy does not already have a procedure for recording NMEs, this guidance could be used to develop or implement one or even be used to improve your current one.


The guidance does not cover dealing with errors that have reached a patient that may or may not have caused harm to a patient. It does not replace any standard operating procedures you may have in place for dealing with errors.


For more information:- 


� HYPERLINK "http://www.rpharms.com/unsecure-support-resources/near-miss-errors.asp" ��http://www.rpharms.com/unsecure-support-resources/near-miss-errors.asp�











Misuse of hyoscine butylbromide (Buscopan)


� HYPERLINK "http://www.england.nhs.uk/" �NHS England� and � HYPERLINK "https://www.gov.uk/government/organisations/public-health-england%20" �Public Health England� have issued a letter in order to raise awareness of the misuse of hyoscine butylbromide (Buscopan) which has been reported from HM prisons.





Prescribers have been advised to consider the appropriateness of new requests for hyoscine, particularly from patients recently discharged from prison. 





Please be vigilant when responding to OTC requests.


The Letter can be found at:-� HYPERLINK "http://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&frm=1&source=web&cd=1&ved=0CCEQFjAAahUKEwjvv4PR0trHAhVL1xoKHcysAQ8&url=http%3A%2F%2Fwww.nwlmcs.org%2Fdownload%2Fvirtual_practice%2Fclinical%2FMisuse%2520of%2520hyoscine%2520butylbromide%2520letter%2520V5%2520Final.pdf&usg=AFQjCNFG0U9S5oEBpr2NwmLK05mNtoMRPw&bvm=bv.101800829,d.d24" ��NHS /PH England letter� 








Bimatoprost ( Lumigan) 300micrograms/ml eye drops.


The multi-dose presentation has been discontinued.


Bimatoprost (Lumigan) 100 micrograms/ml have been shown to be equivalent.





Pharmacies may see prescriptions that have been changed to the equivalent product.


DBHFT have advised that the switch can be made by GP’s without the requirement of further referral.








Methotrexate tablets 2.5mg


In the interests of patient safety prescribers have been reminded to prescribe methotrexate 2.5mg tablets in preference to the 10mg tablet. If you receive a prescription containing methotrexate 10mg tablets you may wish to clarify with the prescriber.








Tramadol MR capsules are now in the Drug Tariff


Doncaster Prescribers will be encouraged to prescribe MR capsules instead of MR tablets








Electronic Prescribing


Please ensure that your address is correct on NHS Choices to enable patients to choose where they would like their electronic prescription to be directed. If details are not correct the prescription may be lost in the spine and this may cause inconvenience to the patient.





Drug safety update


Latanoprost eye drops (Xalatan)





When dispensing the Xalatan brand of latanoprost: 


advise patients to tell their health professional if they experience severe eye irritation


review treatment if patients mention severe eye irritation


please continue to report suspected side effects of latanoprost or any other medicines on a � HYPERLINK "https://yellowcard.mhra.gov.uk/" �Yellow Card�


� HYPERLINK "https://www.gov.uk/drug-safety-update/latanoprost-xalatan-increased-reporting-of-eye-irritation-since-reformulation" ��https://www.gov.uk/drug-safety-update/latanoprost-xalatan-increased-reporting-of-eye-irritation-since-reformulation�





COMING SOON !


DCCG Waste Campaign





Launching in The New Year to    raise awareness of medication waste. Encouraging  patients to request the removal of and reduction of  unwanted or unused medication.








Antibiotic Resistance


Antibiotic resistance is one of the most significant threats to patient safety. Professionals who prescribe or dispense antibiotics have responsibility to their patient to ensure they are prescribed appropriately. NHS Doncaster MMT has developed a local Antibiotics Resistance Support Pack, clinicians who actively prescribe antibiotics may wish to implement in their practice, which can be found on the Doncaster Medicines Management website.





Community pharmacists or pharmacy technicians may wish to access the Managing Acute Respiratory Tract Infections � HYPERLINK "http://www.rcgp.org.uk/courses-and-events/online-learning/ole/managing-acute-respiratory-tract-infections.aspx" �e-Module� and the Urinary Tract Infection � HYPERLINK "http://www.rcgp.org.uk/courses-and-events/online-learning/ole/urinary-tract-infections.aspx" �e-Module� which can form part of their Continuing Professional Development (CPD).





Community Pharmacy may actively want to be involved in ‘European Antibiotic Awareness Day’ on 18th November 2015. Consider pledging to become an antibiotic guardian.





Further information can be found on � HYPERLINK "http://www.rpharms.com/health-campaigns/antibiotic-awareness.asp" ��http://www.rpharms.com/health-campaigns/antibiotic-awareness.asp�











Controlled Drugs News





Controlled Drug Guidance


Due to the numbers of incidents involving Methadone the Care Quality Commission and NHS England Patient Safety Team have developed the following guidance documents.


� EMBED AcroExch.Document.7  ���� EMBED AcroExch.Document.7  ���


These are now available to download from the CQC website via the link below:


� HYPERLINK "http://www.cqc.org.uk/content/use-controlled-drugs" �http://www.cqc.org.uk/content/use-controlled-drugs� 








If you have any suggestions to improve this newsletter please contact angela.machin@doncasterpct.nhs.uk	











Requisition forms for Schedule 2 & 3 CDs Mandatory from 30 Nov 2015   


The use of a new Requisition form for Schedule 2 & 3 Controlled Drugs by healthcare professionals within the community and submission of the completed forms to the NHS Business Services Authority will become mandatory from 30 November 2015.


Please be mindful of communications from the Home Office & NHSBSA regarding the introduction of the new form. 





CD Incidents 


Fraudulent attempts to obtain Tramadol Continue


Previously we have reported incidents of individuals of Eastern European descent attempting to obtain Tramadol via NHS services.  Due to the vigilance of a Doncaster Pharmacy one individual who had fraudulently amended their prescription by adding Tramadol has been arrested and issued with a police caution.


If pharmacies have concerns over a prescriptions authenticity or a patient’s identity they are requested to refer to the prescriber.


Missed Day Reminder


Recently there have been several incidents reported where pharmacies have issued doses to Substance Misuse Clients who have missed 3 days treatment.  


There is a risk that the client will have lost tolerance of the drug and the usual dose may cause overdose.


Pharmacy staff are reminded of the importance of reporting each individual missed dose and not to supply doses to clients who have missed 3 days due to the risk that the client will have lost tolerance of the drug and the usual dose may cause overdose.


As stated in the Substance Misuse protocols pharmacy staff are advised to cancel any remaining days on the prescription and process the prescription for pricing, or destroy if nothing has been dispensed to minimise the risk of any errors occurring.


Controlled Drug Incident Reporting


The Interim Controlled Drug Accountable Officer at NHS England 


Yorkshire & the Humber is Gillian Laurence.


All CD incidents must be reported to NHS England by completing the incident form


& submitting via: Email: � HYPERLINK "mailto:england.syb-qps@nhs.net" �england.syb-qps@nhs.net� or Fax: 01709 302795











� EMBED Word.Document.8 \s ���





CD Destruction of Pharmacy Stock


If you have any Schedule 2 Controlled Drugs that require destruction and wish to request an NHS England authorised witness please complete the following forms within the NHS England SOP:


 Appendix B - Controlled Drugs Destruction Pre-Visit Checklist &


Appendix C – Controlled Drug Destruction Witness Record 


Please then submit the completed forms to the Medicines Management Team by


Email: � HYPERLINK "mailto:medicinesmanagementadmin@doncasterccg.nhs.uk" �medicinesmanagementadmin@doncasterccg.nhs.uk� or Fax: 01302 556321.  


A member of staff will then contact you to arrange a convenient time to visit your pharmacy.


Alternatively for further information please contact a member of staff Tel: 01302 566229


The NHS England SOP is available on the CCG Medicines Management Website via the following link: � HYPERLINK "http://medicinesmanagement.doncasterpct.nhs.uk/" �http://medicinesmanagement.doncasterpct.nhs.uk/� 





												








�





�
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Commission England

Safer Use of Controlled Drugs - Preventing harms from the use of
methadone

Harm associated with methadone use
Published data from submitted coroner’s reports for England and Wales in 2012 identifies:

e Deaths (343) where methadone was mentioned associated with other drugs.

e Deaths (172) associated with other non-drug substances commonly alcohol.

e Deaths (85) were associated with methadone as the sole drug and in the context of
accidental poisoning.

Large numbers of patient safety incidents involving methadone have been reported to the
National Reporting and Learning System (NRLs) under the category ‘medication error.’
From 31 May 2012 to 31 May 2013 there were a total of:

e Patient safety incidents reported (3,307).
e Incidents (359) reported actual harm (312 low harm).

See table 1 for analysis of those remaining incidents causing death, severe or moderate
harm.

Tablel: count of NRLS incidents reported Level of Harm
and harm Moderate | Total

[EEN
\l

Wrong/unclear dose or strength
Mismatching between patient and medicine
Wrong quantity

Omitted medicine / ingredient

Wrong frequency

Wrong drug/medicine

Wrong method of preparation / supply
Unknown 2
Total 22
See supporting information for more details of these incidents, and other sources of harm
information

RPN N o
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IS

Recommendations for the safer use of methadone
The following recommendations for clinical practitioners who prescribe, dispense or
administer methadone should check that:

1. They are competent to prescribe, dispense or administer in the context of use.





The methadone dose is safe for those who may be opioid/opiate naive as a
consequence of intentional/unintentional withdrawal or initiation of treatment.

Those who prescribe, dispense, administer or take methadone are fully aware of
the consequence and potential for harm if:

e The drug is taken to excess(in any context);
e Combined with alcohol, and other drugs; and
e Is given to someone with insufficient tolerance to the dose.

The concurrent use of methadone with other opioid(s)/opiate)(s) and/or respiratory
depressants can result in a cumulative respiratory depressant effect leading to
serious patient harm. Clinicians should review these medicines and avoid their use if
possible; and if prescribed patients should be made aware of potential interactions.

All those involved in the use of methadone recognise the potential dangers if children
have access to methadone.

The correct formulation has been prescribed, dispensed and administered and that a
x10 error is not possible due to confusion between the 1mg/mL and 10mg/mL
concentrate.

Additionally that supervised consumption is available and used to ensure compliance
while preventing diversion; and allowing for individual progression to recovery and
self-management.
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PRESCRIBED MEDICATION/CONTROLLED DRUGS PATIENT SAFETY REPORTING FORM

Please complete all sections of this form legibly and return within 24 hours of incident being identified to:-


NHS England (South Yorkshire and Bassetlaw) Area Team via


Email: england.syb-qps@nhs.net or Fax No: 01709 302795


PLEASE USE BLACK INK & CAPITAL LETTERS

		Where did the incident happen including address

		     

		Date of Incident:

		     



		

		

		Time of Incident:

		     



		Incident Identified By:

		     

		Job Role & Contact Details:

		     



		Incident Reported By:

		     

		Job Role & Contact Details:

		     



		Patient’s GP: 


(Practice and Address)




		     

		Has this been reported using the NRLS system Yes/No

		Has GP been contacted?  


Contact Details:

		 FORMCHECKBOX 


		     



		Give brief description of Incident including: 


· the people involved, patient/staff (please do not give specific names)


· Any Medical device/equipment involved


· Any medicines involved


· Any other information




		Brief Description of incident: (Please continue on separate sheet if necessary).

     





		Type of Medication Incident : 


Dispensing Error


 FORMCHECKBOX 


Stock Discrepancy


 FORMCHECKBOX 


Prescribing Error


 FORMCHECKBOX 


Other (Give details in Any additional information overleaf)


 FORMCHECKBOX 




		Nature of Medication Incident:  


Labelling


 FORMCHECKBOX 


Quantity


 FORMCHECKBOX 


Drug


 FORMCHECKBOX 


Strength


 FORMCHECKBOX 


Form


 FORMCHECKBOX 


Loss/Spillage


 FORMCHECKBOX 


Out of Date


 FORMCHECKBOX 




		Actual Harm to Patient

Near Miss


 FORMCHECKBOX 


No harm


 FORMCHECKBOX 


Low


 FORMCHECKBOX 


Moderate


 FORMCHECKBOX 


Severe


 FORMCHECKBOX 


Death


 FORMCHECKBOX 




		Potential Harm to Patient 

Near Miss


 FORMCHECKBOX 


No harm


 FORMCHECKBOX 


Low


 FORMCHECKBOX 


Moderate


 FORMCHECKBOX 


Severe


 FORMCHECKBOX 


Death


 FORMCHECKBOX 






		Immediate Actions Taken & By Whom:




		     



		Learning Points Identified and any Recommendations Made: 



		     



		Proposed Actions to be Taken

- Is there an Action Plan in Place?


- Have any Standard Operating procedures been reviewed or removed?


(If you have an Action Plan in place please attach a copy to this Form)




		     



		Patient Details: (Do Not Name Patient – Confidential)


Gender:  FORMDROPDOWN 
 Date of Birth:          Ethnicity:        






		Controlled Drug:  Yes/No



		Signature:

		

		Date Form Completed:

		     





Near Miss 


Impact prevented,– any patient safety incident that had the potential to cause harm but was prevented, resulting in no harm to people receiving NHS-funded care.


No Harm


Impact not prevented – any patient safety incident that ran to completion but no harm occurred to people receiving NHS-funded care.


Low: 

Any patient safety incident that ran to completion but no harm occurred to people receiving NHS-funded care.


Moderate:

Any patient safety incident that resulted in a moderate increase in treatment and which caused significant but not permanent harm, to one or more persons receiving NHS-funded care.


Severe:


Any patient safety incident that appears to have resulted in permanent harm to one or more persons receiving NHS-funded care.


Death:


Any patient safety incident that directly resulted in the death of one or more persons receiving NHS-funded care.




Any Additional Information:

     

Tick 







  If yes
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Supporting information

Safer Use of Controlled Drugs - Preventing harms from the use of methadone
Methadone: usage

Methadone is prescribed for the treatment of opiate dependence (and also for pain
management). Methadone has been linked to patient safety incidents. There are
cases where it has been categorised as a medication error, and serious harm has
resulted, including deaths each year. The majority of deaths are in patients
dependent on opiods/opiates. Many of these patients are not currently prescribed
methadone but instead obtain diverted supplies.

Patient risk

A significant amount of patient safety incidents involving methadone have been
reported to the National Reporting and Learning System (NRLS) as medication
errors: Examples are:

e There were a total of 3,307 patient safety incidents reported from 31 May
2011 to 31 May 2013.

e Additionally there were 359 incidents of actual harm reported — 312 of these
incidents were classed as “low harm.”

e The 47 remaining incidents revealed themes for the basis of
recommendations made.

e For the major part of cases severe and moderate harm took place due to
wrong or unclear dose or strength.

e The second highest cause of moderate harm occurred due to a distinct
mismatch between the patient and the medicine.

e An additional search of the National Reporting and Learning System Al
Standard Map for the same period identified six deaths and three severe harm
incidents related to medication errors involving only methadone. No additional
learning was identified.

The National Reporting and Learning System is a voluntary reporting system.
Conclusions concerning prevalence are not drawn; instead guidance is provided on
why systems fail and suggestions for possible solutions. Other sources provide a
framework around the extent of the issues for methadone use.

Coroner’s report

Published data from submitted coroner’s reports for England and Wales received in
2012* revealed:





Four hundred and fourteen deaths where 343 were classified as ‘accidental
poisoning’ (and methadone was mentioned but was commonly associated
with other drugs).

One hundred and seventy-two deaths where methadone was mentioned but
may have been associated with other non-drug substances (commonly
alcohol).

85 where death was associated with methadone as the sole drug and in the
context of accidental poisoning. For this last figure, deaths due to accidental
poisoning referred to 'methadone poisoning' or 'methadone overdose'.

Abuse as a term was excluded and no alcohol was mentioned.

It is clear from this that methadone alone is implicated in serious harm, and
that this is increased when used concurrently with other drugs.

An alternative analysis of drug-related deaths reported by coroners in 20122
considered:

The details of 1,147 substance-abuse-related deaths and found those
associated with methadone fell to 27.6%, which is in contrast to the steady
rise seen from 2008 to 2011 (from 22.4% to 30.8%).

Methadone alone and in combination with other drugs was implicated in 234
cases. Of these, 156 people (66.7%) may have obtained methadone from
illicit sources, compared to 78 (33.3%) who were known to be receiving
prescribed methadone prior to their death.

Methadone alone was implicated in 40 cases. Of these, 30 (75.0%) may have
obtained the drug from illicit sources, compared to 10 (25.0%) who were
known to be receiving prescribed methadone.

It is clear that diversion of methadone is a patient safety risk and that vigilance is
warranted.

The MHRA has on record, between 2005 to 2012, two fatal out of three reports of
‘medication error’ with methadone and eight fatal out of 19 reports of ‘overdose’ with
methadone.

Secure environments

In secure environments, there is a high rate of substance misuse treatment -

60,090 prisoners receive treatment out of 140,000 receptions into prisons a
4

year®".

lllicit trading of prescribed medicines, high rates of co-prescribing of sedating
medication, results in high risks of medication incidents associated with
methadone.





A review of unclassified deaths in custody* found that out of 20 sudden, unexpected
deaths that occurred in prison in England July 2010—end 2011, 17 (eighty-five per
cent) were methadone-related.

Evidence demonstrates that methadone alone and in combination with other drugs
has the potential for patient harm and warrants greater attention by those that
prescribe, dispense, administer and take the drug. While the nature of errors has
been thematically determined for this publication from reported National Reporting
and Learning System patient safety incidents, no academic literature could be found
to triangulate the prevalence of the error patterns identified. It was noted that
methadone use in prisons was particularly problematic.

NRLS Incident report examples
Inappropriate access by minors

Two-year-old daughter had been admitted to [place] after drinking ‘a day’s dose' of
his methadone prescription. Daughter had got a chair and reached on top of his
wardrobe and got hold of his methadone bottle which was stored there (severe).

A 23 month old male died following an overdose of methadone. A report from the
trial is quoted as stating, ‘They (drug-users) may believe that small amounts (of
methadone) should not present a real danger; the parent may believe that the child,
like themselves, will just 'sleep off' a dose, and may therefore be reluctant to present
the child until the symptoms become life-threatening’ (death)

Opioid/opiate naive

Patient prescribed methadone on admission at 60mg, patient had stopped taking
methadone for 2 weeks prior to admission. [Staff Name] prescribed methadone
based on dose on a tto [to-take-out] which was over a month ago. Patient also has
COPD [chronic obstructive pulmonary disease] and had a respiratory arrest on the
ward (Severe Harm)

Concurrent use of multiple opioids

Patient was on very high dose opiates including high dose methadone and high dose
morphine and ketamine PCA. ....after a period of being stable on these medicines,
the patient developed multi organ failure due to another episode of severe intra -
abdominal sepsis including acute renal failure. This lead to accumulation of opiates
requiring naloxone. (Severe Harm)

Overdose

Admitted to detox ward ... known to be prescribed methadone 90mls daily. Patient
was on take home medication from chemist with no supervision of consumption of
methadone. Detox ward continued prescribing same dose of methadone as in
community. Patient collapsed on ward on second day of admission...advised patient
has had opioid toxicity, as respiratory depression responsive to naloxone, an opiate





antagonist. it is likely the patient was not tolerant to the dose of methadone
prescribed.

The client attended for Doctor assessment in morning. She obtained a prescription
for methadone 40mg daily. This was taken to [community pharmacy place] and she
was given 40mg supervised. After leaving, she collapsed outside the shop. She
became unresponsive with markedly reduced respiratory rate. The ambulance was
called. She was given naloxone and taken to Accident and Emergency.

X10 error

The nurse looking after the patient used the patient’s own methadone and gave
40mls. However the patient’s own methadone was 10mg per ml (ten times the
normal strength we use). Thus the patient received 400mg as a stat dose. This
therefore equated to an overdose of 300mg methadone which left untreated would
have been fatal. We immediately instituted naloxone reversal therapy at high dose...
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