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Medicines Safety Executive
	Attendance list

	Name
	Role
	Initials

	Aled Roberts
	AMD Quality and Safety
	AR

	Alex Scott
	Assistant Director of Quality and Patient Safety
	AS

	Barbara Bahlmann
	Consultant Anaesthetist and Blood Transfusion Group Chair
	BB

	Marilyn Rees
	
	MR

	Lesley Harris
	Chair of Radiation Protection Group
	LH

	Ed Chapman
	Clinical Engineering
	EC

	Emma Davies
	Interim Deputy Director of Nursing Medicine Clinical Board
	ED

	Andy Jones
	Director of Nursing Children and Women Clinical Board
	AJ

	Jane Morris
	Senior Nurse Patient at Risk Team
	JM

	Barbara Davies
	Interim Director of Nursing PCIC Clinical Board
	BD

	Jenna Walker
	Medicines Safety Officer
	JW

	Laurence Gray
	Consultant, Clinical pharmacology and therapeutics
	LG

	Jane Murphy 
	Director of Nursing Medicine Clinical Board
	JM



	Item
	Detail

	
	Welcome and introductions

	1.1

	AS opened the meeting and advised that the unconfirmed notes from the February meeting had been circulated within the agenda. No immediate comments were raised during the meeting, and members were asked to review the notes offline within the next week before formal sign off.

Apologies were received from Katja Empson, Chloe Evans, Matt McCarthy and Suzie Cheesman.

An update was provided on the action relating to the establishment of a subgroup to review trauma response arrangements for patients experiencing serious falls at UHL. This work remains ongoing, with further discussions required and a meeting to be arranged to progress this action. 

Action A1: Confirm membership, convene the subgroup and provide a progress update.
The opening section of the meeting focused on a strategic discussion about the role and effectiveness of the Clinical Safety Group within the wider clinical governance system.
The conversation was initiated due to the relatively light agenda, which prompted members to reflect on how the group could be better utilised. AS introduced the findings of a recent internal audit review of clinical governance across the Health Board. The review highlighted several challenges, including a lack of standardisation in governance structures, inconsistent attendance at key groups, and weaknesses in how information flows from specialist safety groups through clinical boards to the Quality Committee. 
Members were advised that a broader governance review is currently underway, beginning with the Quality Committee, with the aim of strengthening its strategic focus. As part of this shift, it is likely that more detailed operational and thematic work will need to sit within groups such as the Clinical Safety Group. 
A key theme of the discussion was the challenge of effectively using the large volume of data available across the organisation. Members reflected that although there is extensive data from sources such as incident reporting, audits and accreditation systems, it is not always used intelligently to guide strategic priorities. There was general agreement that the organisation needs to improve how it collates, interprets and applies data to drive meaningful improvement. 
Examples from recent HIW inspections were used to illustrate recurring, cross‑cutting issues, including problems with medication storage, inconsistent provision of public health information, variation in approaches to dementia care, and gaps in meeting accessibility standards. These were recognised as systemwide issues that would benefit from a more coordinated and standardised organisational response. 
The group discussed whether the Clinical Safety Group should take on a stronger role in identifying and addressing these shared themes. There was a clear view that the group’s function should evolve beyond reviewing individual reports, to acting as a forum for synthesising intelligence and supporting systemwide learning and improvement. 
Members also highlighted the fragmented nature of information across the organisation, with valuable insights arising from incidents, complaints, staff feedback and other sources, but not always being brought together in a way that supports early identification of emerging risks. Improving this integration was seen as critical to strengthening organisational learning.
The discussion included consideration of how Datix themes are used, with questions raised about whether incident data is sufficiently informing strategic direction. It was suggested that clearer problem definition and better use of thematic analysis would help the organisation prioritise improvement efforts more effectively. 
Engagement and representation within safety groups were also discussed, with concerns that attendance can be inconsistent and that individuals often attend in specialist roles rather than formally representing their clinical boards. This was seen as a barrier to effective communication and implementation of learning across the system. 
The group reflected on whether a more sustainable model would involve strengthening specialist safety groups as the primary forums for detailed data review, supported by clear clinical board representation, with the Clinical Safety Group providing oversight, connecting risks, and enabling shared learning across the organisation. 
Finally, members recognised that different safety groups often work in parallel without sufficient awareness of each other’s work. There was support for improving alignment through better mapping of groups, clearer roles and responsibilities, and more systematic sharing of outputs to reduce duplication and enhance collaboration. 
Overall, the discussion established a clear direction for the Clinical Safety Group to become a more strategically focused forum, with a stronger emphasis on integrating intelligence, identifying crosscutting risks, and driving coordinated organisational improvement.
Action A2: Further develop the role of the Clinical Safety Group in synthesising crosscutting risks, using intelligence effectively and supporting a standardised system‑wide approach to safety.


	
	Clinical Safety Group assurance reports

	2.1

	Medicines Safety Executive (MSE)
JW presented the MSE assurance report on behalf of Dr Laurence Gray, outlining the role, scope and current priorities of the group. 
Quality Planning
JW explained that medicines safety work within the organisation is underpinned by a complex regulatory framework, including the Human Medicines Regulations, MHRA oversight and drug safety updates, Welsh Government alerts and national patient safety notices, alongside local governance arrangements set out within the Health Board’s Medicines Code. She emphasised that the breadth of this framework reflects the inherent risk associated with medicines use and the need for robust oversight across all stages of the medicines pathway.
JW described the MSE as a multidisciplinary group with responsibility for identifying and mitigating medicines‑related risks, supporting quality improvement and providing assurance on the safe use of medicines across the organisation. The group works closely with clinical boards, pharmacy, patient safety and digital colleagues, and relies on both incident intelligence and proactive risk assessment to inform its work programme.
Quality Improvement
A number of examples were provided to illustrate the scope of recent quality improvement activity. These included work undertaken following concerns raised at an all‑Wales level and locally in relation to adrenaline glass syringes, where a failure to administer adrenaline during a resuscitation event highlighted the potential for catastrophic harm. In response, mitigations were introduced, including changes to resuscitation resource boxes and guidance to reduce the risk of recurrence. JW also described the group’s involvement in supporting the rollout and optimisation of the Electronic Prescribing and Medicines Administration (ePMA) system, noting that while ePMA brings significant benefits for medicines safety, it also introduces new risks that require ongoing monitoring and refinement.
Further assurance was provided regarding work undertaken in response to regulatory changes affecting prescribing practice. This included a comprehensive review of prescribing pathways involving prolonged‑release opioids following changes to their licensed indications in the postoperative setting, as well as safety work relating to isotretinoin prescribing and pregnancy prevention requirements. JW also highlighted work to improve the accessibility and usability of the Medicines Code, acknowledging that further effort is needed to raise awareness and embed its use consistently across clinical areas.
The group was informed about several high‑risk areas that have been the focus of recent or ongoing work. These included serious incidents relating to the identification and management of adrenal crisis and the timely administration of other time‑critical medicines, which prompted the establishment of a task‑and‑finish group. JW also described safety work relating to amphotericin, where national incidents and fatalities linked to confusion between liposomal and non‑liposomal formulations necessitated detailed risk assessment and the introduction of additional safeguards locally.
Looking ahead, JW outlined key priorities for the coming year. A major medicines safety programme has been established as part of the organisation’s Quality Excellence work, structured around three workstreams focusing on governance and assurance, operational standards, and medicines safety culture. 
JW highlighted concerns arising from a number of Heparin‑related incidents, particularly during patient transfers between clinical areas where differences in prescribing protocols and monitoring practices have been identified. A Heparin short‑life working group has been convened to address these issues and standardise practice where possible.
Quality Control
In terms of quality control, JW explained that the MSE currently relies heavily on Datix incident reporting, with serious incidents reviewed monthly and thematic analysis undertaken on a quarterly basis at both Health Board and Clinical Board level. She acknowledged limitations associated with Datix, including under‑reporting and variable quality of incident descriptions, which can make it difficult to identify contributory factors. She noted that increasing use of ePMA data presents an opportunity to strengthen quality control through the development of meaningful metrics, supported by improved analytical capacity.
Quality Assurance
Quality assurance is derived from multiple sources, including clinical board compliance reports in response to safety alerts and internal safety memos, monthly assurance presentations from clinical boards into the MSE, and maintenance of action logs relating to MHRA and national safety requirements. JW advised that work is underway at an all‑Wales level to explore the development of standard ePMA metrics to support benchmarking between organisations, and locally to improve use of digital risk modules to enhance visibility of medicines‑related risk.
Areas of risk to escalate
JW concluded by highlighting several issues for escalation to the Clinical Safety Group. These included the ongoing need to improve engagement and representation from all clinical boards within medicines safety governance, the recurring nature of incidents involving omitted and delayed doses of medicines, and the scale of work required to ensure medicines safety remains visible and prioritised across the organisation. 
Areas of work to highlight 
JW took the opportunity to acknowledge the significant effort of the ePMA team and the value of national campaigns such as World Patient Safety Day and Medicines Safety Week in promoting safer practice and staff engagement.
JW concluded by outlining the Medicines Safety Project, a major improvement initiative within the Quality Excellence programme. The project is structured around three workstreams focusing on strengthening medicines safety governance and assurance, standardising operational practices, and improving medicines safety culture. It aims to raise the profile of medicines safety as a strategic priority, better align work across clinical boards and safety groups, and deliver coordinated, system‑wide improvement. Ongoing engagement across the organisation will be essential, and progress will continue to be reported through established governance routes, including the Clinical Safety Group.
Following the presentation, members commented positively on the maturity and development of the MSE, noting the significant progress made over recent years. In particular, the introduction of routine clinical board presentations into the MSE was highlighted as a strength, as it has improved engagement, visibility of risk and shared learning across the organisation.
The importance of medicines safety risks being understood as organisation‑wide issues was emphasised. Several contributors reflected on the relevance of topics such as time‑critical medicines, noting that previous fatalities linked to delayed administration underline the need for sustained Health Board‑wide focus. Concerns were also raised regarding risks associated with medication administration equipment, including limitations in the availability and use of appropriate enteral and neuraxial systems, and the potential impact on both patient and staff safety.
Discussion highlighted the opportunities presented by ePMA to support improvement, particularly through enhanced data and performance metrics. Members noted emerging benefits from ePMA‑enabled reporting, such as improved oversight of discharge documentation and prescribing practices, while recognising that ongoing monitoring is required to understand how staff interact with digital safeguards and decision‑support alerts.
It was acknowledged that the implementation of new digital systems and safety technologies can introduce additional risks alongside benefits. Members stressed the importance of learning from the ePMA rollout when planning future initiatives, such as dose error reduction software for infusion pumps, and the need for adequate resource, governance and phased implementation to support safe adoption.
Further discussion focused on the value of improved cross‑system communication. Members reflected that medicines safety work often intersects with other safety domains, including infection prevention and control, thrombosis and medical devices, and that stronger alignment between groups would help reduce duplication and improve collective impact.
Overall, the discussion reinforced the critical role of the MSE in identifying high‑risk issues, supporting consistent practice and contributing to organisational learning, while also highlighting the need for continued clinical board engagement and system‑wide ownership of medicines safety risks.


	
	Risk exception reports

	3.1

	Clinical Boards
LH raised a risk relating to the incorrect delivery of hazardous materials, following an incident where a hazardous package, including radiation‑related materials, was delivered to an inappropriate location. She highlighted that not all hazardous materials are clearly identifiable on receipt and may be delivered to areas without the necessary permits, controls or staff awareness. This presents a wider organisational risk beyond radiation, encompassing other hazardous, toxic or corrosive materials transported within the Health Board.
Action A3: Escalate risk of incorrect delivery of hazardous materials to Health and Safety for review of controls, awareness and processes.
The group recognised the difficulty in mitigating a risk where receiving areas may be unaware of the nature of the item being delivered. It was agreed that this issue should be escalated to the Health and Safety team for further consideration, including whether additional controls, awareness measures or processes are required to reduce the risk of inappropriate receipt and handling of hazardous materials.
AS escalated two national Patient Safety Alerts requiring significant organisational action and oversight. The first related to PSA020: Harm from incorrect recording of a penicillin allergy as a penicillamine allergy. She explained that the complexity of this alert is driven by the scale of digital systems used across the Health Board, with over 300 systems identified where allergy information may be recorded. The risk arises from inconsistent or inaccurate allergy recording, which could lead to inappropriate prescribing and patient harm. A substantial programme of work is underway to identify system ownership, validate current practice and implement required changes, with reliance on engagement from clinical and system leads to provide assurance.
The second alert related to PSA021: Risk associated with adult breathing circuits lacking a patent exhalation route, issued following serious national incidents. AS highlighted that this presents a high‑risk scenario, particularly during patient transfers between clinical areas, where non‑vented equipment may not be recognised or appropriately managed. The risk includes the potential for catastrophic patient harm if unsuitable equipment is used. Work is underway with respiratory, critical care and emergency teams to revise policies, standardise practice and transition the organisation towards exclusive use of vented consumables. This will include changes to ordering processes, development of safe transfer pathways and planned removal of non‑vented equipment to ensure a consistent Health Board‑wide approach.


	3.2

	Clinical Safety Groups
Nothing to note


	
	Other business

	4.1
	Nothing to note


	
	Next meeting

	5.1
	Wednesday 10th June 14:30-16:00 via Teams
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