CY' Yeovil Hospital NHS

FOI Reference: FOI 606-1819

Title: DTOC Minutes and Protocols
Date: 29 March 2019

FOI Category: Pharmacy

FOI Request:

Could you please provide the minutes for the drugs and therapeutic meetings between June
2018 and the present time?

Could you also please provide the current DvT, (PE) Pulmonary Embolism and NVAF (Atrial
Fibrillation) guidelines used by the trust.

FOI Response:

Yeovil District Hospital do not have a Drugs and Therapeutics Committee however we do
have a Medicines Committee of which the minutes are embedded. Please note that the
minutes embedded are all the minutes that have been approved from June 2018.

Please see embedded Pulmonary Embolism Flowchart. Please be advised that out Atrial
Fibrillation is currently under review.

Section 43(2)

Please note that, while Yeovil District Hospital NHS Foundation Trust holds the information
requested, we consider that it engages the exemption at section 43 (2) of the Freedom of
Information Act 2000 as to provide you with this information would likely to prejudice the
commercial interests of the third party agencies and those of the Trust.

Reason for Exemption

In our view, a commercial interest relates to the ability to participate competitively in a
commercial activity, that is, the purchase and sale of goods or services, recognising that
companies compete by offering something different from their rivals and that the difference
will often be price.

In this case, it is thought that disclosure of the requested information would be likely harm
the ability of our current providers to operate in an open, competitive market. While many
companies now accept greater public access to information about their organisation and the
products they provide when working with the public sector, it does not follow that information
should be disclosed where to do so may reduce competition in the market. If this were to
occur, it would also be likely to have a prejudicial effect on the ability of YDH to obtain best
value for money agency staff as it would affect our ability to negotiate a fair rate.

Yeovil Hospital ¢ Higher Kingston ¢ Yeovil ¢ Somerset BA21 4AT
Tel: 01935 475122 www.yeovilhospital.co.uk
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Public Interest Test

Having established that the section 43 (2) exemption is engaged, the Trust has considered
whether maintaining the exemption outweighs the public interest in disclosure. In doing so,
the Trust has considered the need to promote public accountability of the expenditure of
public money, the general public interest in transparency of dealings, helping the public to
understand how services within the NHS are contracted and the price for which they are
purchased by the Trust. However, this has to be counterbalanced by the public interest in
avoiding unnecessary prejudice to the commercial interests of third parties and the ability of
the Trust to operate in an open, competitive market to secure the best services for its
patients without hindrance to its negotiating position. To achieve this, the public interest in
the long term is better served by not disclosing this detail and thereby potentially losing the
trust and confidence of the business community. The fact that section 43 (2) is a prejudice
(harm) based exemption also means that there is automatically some public interest in
maintaining it, and this has been taken into account.

Additional Information/Documents:

B @
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SUITABILITY FLOWCHART FOR AMBULATORY EMERGENCY CARE PATHWAY FOR:
SUSPECTED PULMONARY EMBOLISM (PE)

r

Diagnosis of suspected Pulmonary Embolism
All patients being considered for Ambulatory Care must be reviewed by a Consultant or Registrar
History and Examination — Complete medical clerking proforma
Investigations — FBC, U&E, clotting, CXR, ECG, ABG if SP02 <94% (air), D Dimer

NB: This pathway is not suitable for pregnant patients who should be referred to obs & gynae for opinion. /

N

TWO LEVEL WELLS SCORE

Clinical feature Points
Clinical signs & symptoms of DVT (minimum of leg swelling & pain with palpation of deep 3
veins)

An alternative diagnosis is less likely than PE 3
Heart rate greater than 100 beats per minute 1.5
Immobilisation (for more than three days) or surgery in the previous four weeks 1.5
Previous DVT/PE 1.5
Haemoptysis 1
Malignancy (on treatment, treated in last 6 months, or palliative) 1

\ Clinical probability simplifies score — 5 or more = PE likely, 4 or less = PE unlikely

v

J

v v

v

4 or less
PE unlikely
Check D Dimer, if positive do CTPA.
If negative consider alternative
diagnosis

5 or more
PE likely

\_

f Consider Massive PE if some or all of the following are \

inexplicably present :-
Cardiac Arrest, Peri arrest, rapid onset SOB at rest

SA02 (on air) <94%, SBP<120mmHg, DBP<80mmHg, HR>100, RR>30

CV Instability — SBP<90 for >15mins or >40mmHg drop in SBP

Urgent CTPA required if massive PE suspected. If CTPA positive &

signs of CV instability consider thrombolysis after discussion with

consultant

J

CRITERIA FOR AMBULATORY EMERGENCY CARE

* 1) PE confirmed by CTPA

e 2)‘likely’ on Two Level Wells Score and CTPA not
available, OR 3) ‘unlikely’ on Two Level Wells Score
but positive D Dimer and urgent CTPA not possible

* Complete the Eligibility/Exclusion Criteria overleaf

CRITERIA NOT MET
Or CTPA cannot be

performed within 24

ADMIT
hours

CRITIERIA MET

Anticoagulate
as an inpatient

THIS PATIENT IS SUITABLE FOR PE AMBULATORY EMERGENCY CARE PATHWAY

\

fCIinicians Role & Responsibilities

* Request CTPA

* Explain Ambulatory Emergency Care to the
patient & CTPA appointment time

* Ensure clerking and investigations are completed

* Record observations & clinical plan

* Prescribe NOAC or LMWH according to guidelines

Complete & give the patient information sheet )

[

Clinicians Role & Responsibilities

* Anticoagulate if PE confirmed —
Rivaroxaban/Apixaban or Warfarin/clexane —
provide anticoagulation booklet

* Ensure follow up planin place

* Record any AEC appointment times in diary

\° Complete the discharge letter and TTO






SUITABILITY FLOWCHART FOR AMBULATORY EMERGENCY CARE PATHWAY FOR:
SUSPECTED PULMONARY EMBOLISM (PE)
Appendix 1 - Follow up plan

[ Follow up plan for patients using a NOAC as therapy \

* Day 1 NOAC commenced — Advise patient of follow up plan and book appointments in AEC
diary

* Day 2 to 5 — Daily clinical review by AEC team and documentation of findings as per follow up
pro-forma. Discuss with medical team any concerns regarding lack of improvement or any
adverse clinical signs even if asymptomatic.

* Day 10-20 GP review - giving opportunity for GP to prescribe for and manage dosing change

\ at day 21.

/ Follow up plan for patients using Warfarin as therapy \

* Day 1 Warfarin therapy started — arrange anticoagulation as per trust guidance on warfarin
chart

* Ensure sufficient supply of warfarin 1mg tablets and 5 days Enoxaparin Sodium prescribed at
therapy initiation

* Day 2 to 5 — Daily clinical review by AEC team and documentation of findings as per follow up
pro-forma. Discuss with medical team any concerns regarding lack of improvement or any
adverse clinical signs even if asymptomatic.

&Arrange appropriate follow up with GP /
[ Safety in follow up \

* Regardless of therapy should the patient’s condition deteriorate or if there are any concerns
regarding the chosen therapy seek senior review

* Ensure the patient is well informed at all stages of diagnosis and treatment and is aware of
when to seek further assistance

* Further patient information can be found at patient.co.uk
http://www.patient.co.uk/health/pulmonary-embolism-leaflet

\_ J
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Minutes of Meetlng held on Wednesday 6" June 2018

Present:

Deputy Director of Nursing (Chair)

Clinical Director of Patient Safety, Clinical Anaesthetist
(Deputy Chair)

Chief Pharmacist (Deputy Chair)

Head of Governance and Assurance

Consultant Paediatrician

Consultant ED

Clinical Pharmacy Manager

Medication Safety Officer -

Patient Safety Co-ordinator

Consultant Nurse for ED

Matron and Lead Nurse for Medicines Management

Sister (Medicine)

Sister (FOPAS)

Midwifery Clinical Leader

Somerset CCG Representative (in-place of Shaun Green)

SomPar Liaison Psychiatry Team Manager

PA to Pharmacy SMT (Committee Secretary)

ePMA Pharmacist

Apologies:

Consultant Rheumatologist

Diabetes Nurse Specialist

Educational Lead

Pain/Substance Misuse Nurse Specialist

Head of Medicines Management Somerset CCG
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Sister (Orthopaedics)

NNENES N | EEESREEESEEENEN

. pologies
1.1 | Apologies were received as above.

2.0 | Introductions

2.1 | Introductions took place.

3.0 | Declarations of Interest

3.1 | None declared.

4.0 | Minutes from Previous Meeting (28/03/2018)

4.1 | The minutes of the previous meeting were discussed and agreed, with the foIIowmg

amendment:

Page 3 8.1 2" paragraph Anaphylaxis Pack — | informed the meeting the
packs are in place at DCH, as they were experiencing problems’. This should read
. informed the meeting the packs are in place at DCH’.






5.0

Matters Arising and Actions from Previous Meeting

5.1

5.2

5.3
5.4
5.5
5.6

5.7

5.8

5.9

5.10

511

5.12

| the Maternity ward, but they have b

| The Terms of Reference were noted at the Quality Assurance Committee meeting

last month; the size of the membership was raised as a concern, but we will review

this as we go, if we begin to struggle with attendance.

Discussion ensued regarding the Cancer Peer review and the need for oncology
input to the meeting. [ffl] has spoken to [, Who has advised we are
struggling to find someone to attend due to the number of vacancies in that area, it
is unlikely they will gain membership from a Consultant. Alternatively [l can attend
the meeting on an as and when needed basis. . suggested we make reference in
the TofR for haematology and oncology to be present as degreed by the agenda.
ACTION. to.send a copy of the minutes to the two nurse leads — [
i and [EERREE and SACT meeting minutes to be presented to Medicines
Committee, under Sub Groups. ACTION. : ‘

-Action 4.4 — complete.

Action 4.6 - complete.

Action 7.4 - I has sent an email to R =nd requested an update from

Committee agenda. e
Action 8.1 - discussion ensued regarding the anaphylaxis pack — it was agreed
everything required is already available on the trolleys: |ill has reviewed the

guidance from the Resus Council and.confirmed we are already complying with
their requirements. Action closed.

Action 9.1 - [l to forward the Oxygen Flow bulletiné to [l to take to Clinical
Governance for onward circulation - Action outstanding.

Action 9.4 - air and oxygen sticker, B confirmed all stickers are in place. There is
still a lot.of air on the wards, [l to review the gas around ED, as it should only be
present when it is needed. ACTION. [l advised they do not have any stickers on
lack plugs. Discussion ensued regarding the

use of air with babies.

Action 9.5 —-. to add Patient Safety‘AI‘ert action plan as a standing item on the
agenda. ACTION.M. to provide a copy of the action plan for review at each
meeting. ACTION. '

| Action 10.3 — unlicensed meds iatient leaflet — [l tried to contact [ but

to no avail. [l to contact . ACTION.

Action 10.4 — complete. It was agreed nurses cannot be held accountable for
administering unlicensed medicines. Discussion ensued regarding unlicensed meds
and TrakCare. [l advised it is not obvious from the point of prescribing in
TrakCare which drugs are unlicensed. They have since been amending the drug
hame to include the word ‘unlicensed’. [illl to check high risk meds are clearly
identified as unlicensed. ACTION. Discussion ensued regarding safe electronic
prescribing liquids for paeds. . would like something simple and safe to use.

Discussion ensued regarding policies. Any medicine-related policies should be
signed off at Medicines Committee, noted at Governance Assurance Committee,
then final copies should be sent to [ for uploading to YCloud. If they
are deemed critical policies, they can be uploaded to YCloud, prior to being noted
at Governance Assurance.

regarding OrthoVisc T. It has been added to the Clinical Outcomes

Chairman — Paul von der Heyde Chief Executive — Jonathan Higman
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5.13

5.14

5.15

5.16

5.17

5.18

5.19

5.20

Action 10.5 — Unlicensed medicines policy and reference to paeds guidelines in
the flow chart — [l confirmed this has been amended. [l to send a  copy of the'
amended policy with [|. ACTION.

Action 12.1 — [ has met with [l and SRR rooarding the

Medicines Optimisation Audit programmes, it was agreed no work is being
duplicated. Action closed. :

Action 14.3 — complete.

Action 16.2 — ll] has emailed all of the matrons to reiterate that we do not
advocate letters being put on nurses’ files for drug administration errors, instead the
staff member should be asked to write a reflective statement, [l to re-send the
email to all of the sisters, with a copy to the matrons. ACTION. Potential to pick this
up at the Safety Thermometer meetings if needed. Bank and agency staff will be
managed separately. Incidents are collated in the safeguard system and reports
can be pulled on individuals if needed. Discussion ensued regarding Pharmacy
interventions. Significant interventions should be logged as an incident. A copy of
the incident should be sent to person’s superwsor and their reflective statement
should be uploaded with the incident form. Discussion ensued regarding pulling
ePMA reports from TrakCare. B advised there is a possibility of false reporting,
due to a time window issue, which may result in drugs looking as if they are '
routinely being given late. It is expected there will be a number of teething problems
with a new system. . suggested Pharmacy need to be more actively involved in
incident reporting and challenging poor practice. [N is available to do training if
needed. advised there are approx. 4 or 5 major interventions a month, all of
which should be reported as an incident., . to re- empathlse this at next
Pharmac1st meeting. ACTION g

Action 16.3 - (B requires more lnformatlon on the oxygen incident
before being able to identify if it has been updated on the NRLS, they are currently
unable to ldentlfy the patient. ,

Action 16.4 — . gave overview of an incident mvolvmg a patient whose blood

ressure rocketed after their cannula was flushed, there was no harm to the patient.
ihas written a basic SOP which is available on YCloud and included a link to
suggested video clip. Discussjon ensued regarding the usefulness of this SOP
for other areas of the hospital;: potentlally ACCU.

Action 20.1 - . tq chase update on the letters being circulated to the patients in-
question regarding Esmya. ACTION.

Action 22.1 - complete.‘ :

6.0

The Governance of Order Sets

6.1

6.2

'gave overview of PowerPoint presentation. Order sets will help direct doctors to
prescriptions and Favourites will help speed up prescribing. The treatment bundle is
a multidisciplinary tool which can link directly to NICE etc. Due to time constraints,
they are focussing on high risk medicines. Discussion ensued regarding the VT
Assessment tool and questionnaire and the possibility of reviewing this, Bt
follow up with . ACTION.

Order sets have to be built from scratch. [l would rather there were fewer rather
than more. They will need to be evaluated afterwards to ensure they are being used
etc. ] confirmed it is possible to build more order sets, once the system has gone
live. They are built locally within Pharmacy. Discussion ensued regarding a simple
request form for order sets, after which point we can check protocols and
guidelines. [ to circulate the list of High risk, CQUIN and KPIs to Medicines

Chairman — Paul von der Heyde . Chief Executive — Jonathan Higman
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6.3

6.4

6.5

Commi'ttee members to review and feedback. ACTION. A decision needs to be
made on a lead consultant. The guidelines will need to be reflected and updated at
the same time. '

There will be a phased roll out. They are potentially looking to go live from mid-
September, but dates are still being finalised. End of November will be the cut-off
point. They are potentially looking to rollout to all adult wards during phase 1.
Discussion ensued regarding Maternity, which will sit outside of this timescale. B
confirmed there is normally a 1 hour time lag between a baby being born and them
being put onto the system. CDA are the overarching risk group for ePMA, who will
decide if we are able to go live.

B to forward the clinical checking SOP to [l and BB to be reviewed and noted at
the next Medigine Committee meeting. ACTION. T

Bl to addePMA as a standing item on the agenda an_‘d'sinv‘ite B to the next
meeting for an update. ACTION. L

7.0

Patient Safety Alert

7.1

7.2

Valproate — SW devised some a set of guidelines covering this, the links contained
within the document has recently changed, but these have now been updated and
are working. [l is still waiting for the hard copy patient cards to arrive, but we have
access to the electronic version for the time being. [l to check these actions have
been logged in governance. ACTION. B to forward the new set of guidelines to [l
for onward circulation. ACTION. Patient Safety Alert to be added to the Patient
Safety YCloud page. S : ,

B noted they have extended patient safety alerts to include drugs such as
pregabalin, topiramate and warfarin. Patient safety alerts have been circulated to
GP’s to check patients have contraception in-place. Work is being done in primary
care to raise awareness. '

8.0

lllicit Controlled Drugs Procedure

8.1

The lllicit CD procedure has been updated to state that if an illicit substance is
found, the police no longer need to be formally notified, unless the patient is
refusing to give up the drug or if it is for onward supply. Bl questioned whose
responsibility it is to alert the police, [l advised it would be himself as Chief
Pharmacist and out of hours would be the nurse in charge of the area. il raised
concern over the wording being too vague; . advised staff can contact him for
advice if they are unsure. If the patient gives up the drug, it is documented and then
destroyed. The site- management team will require a copy of the procedure, - to
send to and [l for onward circulation. ACTION.

9.0

_Policy for the Safe Management of Controlled Drugs

9.1

advised CD’s were originally embedded within the Medicines Management
Policy. This new policy has been devised using on DCH’s template. SomPar have
slightly different rules regarding CD'’s. There is one significant change surrounding
tramadol which now must be stored in CD cupboards, rather than patient lockers. It

~should also be logged in the CD register. Dail checks carried out by Pharmacy will . |
pick up if tramadol is still in patient lockers. i to remove the references of DCH

from the policy, then forward to for uploading. ACTION.

10.0

Medicines Management Policy

10.1

10.2

ﬁave an overview of the main changes to the policy, the Illicit drugs policy has
been included, the CD drugs have been removed and the Quality Assessment has
been updated. \ :

Discussion ensued regarding the possible inclusion of Band 4 Nursing Associates

Chairman — Paul von der Heyde Chief Executive — Jonathan Higman
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10.3

10.4

to administer drugs. - gave overview of 2 groups of staff — one group is TNA's
who are a year into their 2 year course, after which they will be band 4’s. They are
awaiting confirmation as to whether or not they will be registered. 9 candidates
have been recruited and another cohort is due to go through at the end of the year.
The other group are 10 Band 4 Assistant Practitioners with foundation degree
status, who will possibly be sent through the same route as the TNA's. - advised
the national feeling is for the [l and TNA’s to only administer oral, not CD’s. I
advised we will be governed by the national view, which is yet to be confirmed.
advised we are not ready to include this in the policy as of yet.

B advised the Midwifery regulations have changed therefore a number of things
need to be removed, as they no longer exist, [l to forward a list of changes to i
ACTION. Once amendments have been made, [l to forward the updated version
to the Meds Committee group for feedback, then pass onto - for uploading
onto YCloud. ACTION. % ;

Discussion ensued regarding paramedics working in advanced roles and
administering meds, working under PGD’s. Universities have instigated that for the
paramedics to do the non-medical prescribing ‘course; they are required to have
studied at master's level beforehand. Other universities that offer Independent
prescribing courses will not consider paramedics until Sept 2019. :

11.0

Rapid Tranquillisation Guidelines

11.1

. advised these guidelines have been in-place for a number of years but vary
depending on use by individual departments. There has been some disparity and
variance across the county. One set of guidelines is needed. B advised the 60
minute wait in ED is not practical, it is normally a 45 minute wait for oral, and 30
minute wait for IM. [l echoed this concern and requested shorter intervals for
assessment. [l requested an extra line covering ketamine and airway safety.
suggested having separate guidelines for ED, advised an additional reference
for ED will be sufficient. [l is a member of an APEX working group who promote
national guidelines and they are currently revising their guidelines "for ED.
advised-\Glducester\and Cheltenham guidelines are available to review, if needed. It
was agreed changes need to.be made to the document to reflect operational
practice. Discussion ensued regarding physical restraint; B advised this should be
worded as ‘restrictive interventions’. &padvised this document is intended to be an
attachment to the restrictive interventions policy. [l advised will
review the guidelines, then present them again at the next Medicines Committee
meeting. '

12.0

Medication Safety Assurance Audit

12.1

12.2

12.3

- gave overview of the Medication Safety ‘Assurance Audit. The inspection is
carried out by a Senior Pharmacist and a Matrori. The same issues are occurring
on every ward; drug trollies are not being tethered to the wall and there are multiple
broken locks on the fluid cupboards. Drug cupboard doors are left unlocked and
drugs are left on the side. Fluids should be stored behind a locked treatment room
door, as well as in a locked drug cupboard. 1 to liaise with Estates to arrange a
walk around for all of the Estates-related work that is required. ACTION.

- expressed the need for swipe card access to the treatment rooms to be
reviewed; it should only be registered nurses that have access. A conversation is
needed with i regarding this.

B advised they are currently testing new bedside lockers, there is a Bristol Maid
locker situated on 6A, | gave overview of the new locker. There is a master card
and staff card for swipe card access. The cost for 36 beds is currently £20,000.
There is an immediate need to replace some of the lockers, as some date back to
the 1970’s. There are League of Friends and Trust Funds available to cover the

Chairman — Paul von der Heyde Chief Executive — Jonathan Higman
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12.4

cost.

B o rephrase the statements in the Audit surrounding ‘meds stored in their
original packaging — 0%’ and ‘no meds left unattended — 0%’, as they are currently
unclear. ACTION.

13.0

Medication Incident Reporté '

13.1

13.2

tabled the Medication Incident Report for May 2018‘6ave an over\)i,ew of a

the mis-doses data is reported, because currently if it is not coded correctly, it could
be missed from the figures. ePMA should help make this process more
streamlined. Allergy status is high 90's, which is fairly consistent. [l requested B
captures those incidents. that result in patient harm, highlight any re-occurring
trends and empathise the learning following any incidents.

Discussion ensued regarding E-MIS and the benefits of using this system. Staff can
access certain views of GP's records. [l to create a list of staff names who would
benefit from access to E-MIS and send to ACTION. No training is
required; there is a user guide available. ‘

recent incident- involving a patient who took illicit drugs whilst on the premises,
which did not belong to them. [l is working with _ to review how |

14.0

Sub Groups

14.1

Non-Medical Prescribers - they have recruited 9 new NMP’s to start in January
and February 2019. There is the possibility of asking the university to fund more
places. . advised they are insisting that candidates have been in post for at least
a year. [ advised some of the candidates haven't done PAKA. Discussion ensued
regarding the independent prescriber course. A separate meeting is needed outside
of this meeting to discuss nurses and NMP's. [l advised 3 liaison nurses are
doing the course. il advised there are potentially 2 spaces left for the January
intake, there is a need. to prioritise who these spaces go to. [l and [l to meet to
review the PGD'’s to determine which are needed. ACTION. .

15.0

Areas of Concern to be esc
Committee. - :

alated to Governance and Quality Assurance

15.1

Medication storage and note the policies listed above.

16.0

Any Other Business (AOB)‘

16.1

16.2

16.3

16.4

16.5

Discussion ensued regarding FOPAS prescribing a drug which the GP will not re-
prescribe, known'as_ red drugs.

B advised Testagel has been relaunched as a pump, in place of sachets. The

usage of this drug and notify relevant prescribers to specify the number of sprays,
rather than mg. ACTION. ‘

B advised Esmya is now a RED drug in light of the recent safety alert.

Discussion ensued regarding Peristeen anal irrigation. . to raise the NICE
document internally to put forward patient groups who this may benefit from the use
‘of this. ACTION. to check who is using it and who is prescribing it, as there is
currently a lot being seen in primary care. ACTION.

Discussion ensued regarding the possible need to report medication errors at
Safety Thermometer. ‘

pump does not have the same bioavailability as the sachets. B to review the |

Next meeting: Friday 3" August 2018 at 09:30 — 11:30, YDH Boardroom (Level 1)

Chairman - Paul von der Heyde ~ Chief Executive — Jonathan Higman
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Minutes of Meeting held on Friday 3@ August 2018

Present:

Deputy Director of Nursing (Chair)

Clinical Director of Patient Safety, Clinical Anaesthetist

(Deputy Chair)

Chief Pharmacist (Deputy Chair)

Consultant Rheumatologist

Clinical Pharmacy Manager

Medication Safety Officer

Patient Saféty Co-ordinator

Diabetes Nurse Specialist

Sister (Medicine)

Sister (FOPAS)

| Midwifery Clinical Leader

Head of Medicines Management Somerset CCG

PA to Pharmacy SMT (Committee Secretary)

ePMA Pharmacist

Apologies:

Educational Lead

Cbnsultant Paediatrician

Diabetes Nurse Specialist

Consultant ED .

SomPar Liaison Psychiatry Team Manager

Matron and Lead Nurse for Medicines Management

Radiology Sister

Head of Governance and Assurance

Consultant Nurse for ED

Sister (Orthopaedics)

Pain/Substance Misuse Nurse Spec‘ialist

=]
©
=4 ]
—t
o
=
o
)
>
_ Q
e

Clinical Nurse Specialist
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Apologies

1.1 | Apologies were received as above.

2.0 Introductions

2.1 | Introductions took place.

3.0 Declarations of Interest

3.1 None declared.

4.0 | Minutes from Previous Meeting (06/06/2018)
4.1

The minutes of the previous meeting were discussed and agreed, with the following

amendment:

5.11 Action 10.4 Unlicensed Medicines Policy — it was agreed the wording in the






policy should change around accountability for administering unlicensed medicines.

5.0

Matters Arising and Actions from Previous Meeting

5.1

5.2

5.3

See separate Actions List.

6.1 VTE Assessment — the two in TrakCare are not fit for purpose, there is an
issue with the questionnaire. Questions have been raised as to whether or not we
need hard copy VTE Assessment. Our data surrounding VTE Assessment is below
target, we are currently at 91% and we should be at 95%. This was previously
recorded in PAS, but it is no longer a mandatory field in TrakCare. Number of out of
hours discharged not being captured. Discussion ensued regarding the VTE

- Assessment tool. We should be risk assess within 24 hours and re-assess at 48

hours, . advised the new NICE guidelines released in March state within 14
hours. to raise a JIRA to say the guidelines have changed. ACTION. If
TrakCare is deemed not suitable, they will require an alternative by October 2018. -
Discussion ensued regarding the inclusion or exclusion of maternity patients. [l
advised there is a number of recommendations in the NICE guidelines of what
drugs should be used. [l and ‘o set-up a short task and finish group to review
the VTE Assessment and invite [fff]. ACTION. [ suggested liaising with the VTE
Lead at Musgrove. [l advised how to access the VTE which will be covered in the

‘e-learning.

14.1 Non-Medical Prescribers — [il] advised they have secured 12 further places
for training in September and January and they have appointed staff to do their

| NMP course. They have submitted a case through a local work force group to bid

for further funding for PAKA places. This model will be replicated in Somerset
Partnership and Musgrove. '

6.0

Formulary

6.1

6.2

6.3

6.4

SFA Minutes — it was suggested highlights and exceptions could be verbally
discussed at the meeting. referenced the Opicapone section of the minutes and
suggested it is communicated accordingly throughout the organisation.

Biosimilar Adalimumab - . gave an overview of the issues concerning this and
advised they have a plan. All Trusts should ensure they have a plan. [l advised
they have decided to shorten prescriptions to save pulling back prescriptions, but if
it is likely they will not reach a decision until December, then they may need to
revise this. Discussion ensued regarding how the information and decisions made
at SFA meetings are disseminated amongst the clinicians, it was noted the Gastro
and Dermatology clinicians would like to be kept informed of the Biosimilar
Adalimumab. ] to liaise with RS about circulating this information,
ACTION. We will hopefully know outcome of the tender in October/November. [ |
gave an overview of the process. Discussion ensued regarding switching
biosimilars. :

Orthovisc T injection — . confirmed they support use of this as a last resort pre-
surgery. [l confirmed it has been shared with Musgrove and Oasis. Discussion
ensued regarding the approval process for new drugs. Consultants should submit
any new drug requests to Medicines Committee for approval, before use.

Calcium and Vitamin D — [l advised this has beéen taken off formulary for
patients not receiving a bisphosphonate or denosumab. Bl suggested it might be
prudent to supply these to those who mal-absorb. - advised malabsorption
should be treated via diet and self-care, they do not recommend monitoring calcium
and vitamin D levels. Discussion ensued regarding the evidence base for this. It
was noted discussions should be had about those patients of concern. .
questioned if renal failure patients are excluded, B clarified this.

7.0

Patient Safety Alerts and Action Plan

Chairman — Paul von der Heyde Chief Executive — Jonathan Higman

Page 2 of 5






7.1

7.2

[ informed the group we are still compliant and it has been presented and agreed
at a recent Risk Assurance Group. - gave an overview of the action plan. The
Committee gave thanks to il for completing this large piece of work.

Discussion ensued regarding 5.18 surrounding the IV cannula flushing incident. B
gave an overview of the ITU incident. [l has written an SOP and he has carried
out teaching for this. ’

8.0

ePMA Update

8.1

8.2

8.3

[ advised the build is progressing and they are updating to 6.1. Play environment
log-ins have been issued to nurses and doctors to test.

An audit for the hardware has been completed. A GAP analysis has been used to
work out what is needed. We require arms for the drug trollies for the nurses and a
suite of laptops for the Pharmacists and Technicians. The nurses are trialling an
arm which has been put onto one of the drug trollies. The hardware needs to be
purchased by September 2018. The screens in the bays are being removed and
replaced with basic smart TV screens. A raspberry pi will be fitted to the screens,
so we can have a digital welcome leaflet for patients. A short paper will be
presented to the Smartcare board in September 2018 for the hardware. B raised
concern over the speed of the hardware and the amount of time it takes for the
screens to load. [ill] confirmed.outpatients will be out of scope. We are looking at
single sign on.

B advised they will be running e-learning and drop-in training sessions. They will
be implementing a soft big bang rollout, with one initial ward, then roll out across a
level. The first ward is due to go live on the 9™ October 2018, then rolled out across
the rest of the level by the end of October, followed by full deployment to all adult
wards at the end of November. Discussion ensued regarding the initial ward; the
current plan is to use Kingston Wing. It was suggested Ward 6A may be more
suitable. [l suggested the breakdown of the 6A ward movements needs re-visiting.
Discussion ensued regarding the implications of Streams; which is due to go live in
September, being implemented at a similar time. A group of IT support volunteer
staff will needed to assist with the rollout of ePMA and Streams. [ili] requested
other commitments are minimised the week of full deployment. Deployment of the
initial ward and level will be carried out during the week. Full deployment will need
to be moved to the weekend, as it is not manageable during the week. Extra staff
will be needed to work the chosen weekend; there will need to be one F1 and a
supporting doctor per ward. The applicable areas would be ward 9, 8, 7, 6, ITU,

EAU and possibly Kingston Wing. Task and finish group to be created, with support ‘

from the rota coordinators, Pharmacy and IT. ACTION. . suggested we request a
copy of Bath’s implementation plan. s

9.0

i-Aluril — Evaluation of efficacy outcomes and costings

9.1

Item carried forward to next meeting.

~10.0

CD Ward Audit Report

10.1

1 gave an overview of the 3 monthly CD audit, there is nothing major to report.
Any issues are fed back to the sisters. i advised the turnover of registered nurses
has reduced, therefore with fewer people leaving, this will hopefully help our
training and education programme. i advised they are currently using an old
audit template; but they are looking to make it electronic. The technicians are
helping the pharmacists complete the audits. Hll to meet with RN to
agree a suitable timeframe to review those areas with issues to ensure they have
been corrected. ACTION. :

11.0

Medication Incident Reports

11.1

mave an overview of the May and June 2018 medication audits, the results look
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11.3

11.5

similar to previous months. fll to liaise with

and [l about creating a dashboard for the Committee, to review common
themes and trends. ACTION. This information will be useful for feeding into
training. .

B gave an overview of the incidents surrounding prescribed fluids, which occurred
across different areas, involved different staffing groups and different bag types.
There appears to be no commonality across the errors. It was noted IV fluids are
overstocked. and work needs to be done across the hospital regarding fluid
management and storage. [l to complete a Quality Improvement project regarding
fluids. ACTION. Discussion ensued regarding shared learning.

Discussion ensued regarding the Ophthalmology errors and whether these should
be reported as never events. . gave an overview of the incidents. It was noted
the errors didn’'t meet the criteria, there was no patient harm. B to amend the third
column of the table to read actions taken. ACTION.

Discussion ensued regarding the child prednisolone incident. B gave an overview
of the incident. They mis-read the strength on the sachets. Ward to investigate the

.Incident. There is a possible need to escalate this to the MHRA as a labelling issue.

Discussion ensued regarding a major incident which occurred in May 2018,
involving a senior doctor and a patient who lied to the doctor about their medication.
Discussion ensued regarding the use of E-MIS and Summary Care Record; the
doctors currently have a poor use of E-MIS. The Summary Care Record covers all
patients, but E-MIS is only available for patients Somerset GPs. It was agreed
having access to both systems is beneficial. '

12.0

Medication Safety Assurance Audit
Drug Storage — Lidocaine in Radiology

12.1

12.2

Mock CQC inspections having been taking place on the wards. In quarter 4, 4
wards and DayCase UK were inspected. In quarter 1, 9 wards were inspected.
Things are improving, drug trolleys are now being tethered to the wall and the
broken locks have been fixed. The number of medicines being left unattended and
the expiry date checks for the oxygen cylinders has improved. Self-administration
had to be suspended on Freya for a short time, as they had no lockable cupboards,
which was a high risk. We are currently reviewing new bedside lockers for across
the hospital. Any issues are escalated to the matron, then, if necessary [l and
ﬂ. There is still work to be done, Ward 9A is a concern. Pharmacy
Assistants are now putting stock away and we are piloting the Assistants ordering
controlled drugs for the wards, which should help relieve nursing staff.

Drug Storage — Lidocaine in Radiology — item deferred to the next meeting.

13.0

Sub Groups

13.1
13.2
13.3
13.4

13.5

Antimicrobial Prescribing Group —~ nothing to report.
Medical Gases Committee — nothing to report.
Non-Medical Prescribers — Hothing to report.

Patient Group Directions — nothing to report.

SACT — [l to chase the minutes from the latest SACT meeting. ACTION.

14.0

Areas of Concern to be escalated to Governance and Quality Assurance
Committee.

14.1

B informed the meeting‘they are looking to set-up .a monthly operational quality

committee, which we could potentially escalate any concerns to, rather than the 3
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| monthly Governance and Quality Assurance Committee.

15.0

Any Other Business (AOB)

15.1

[ to liaise with [l and [l regarding FOPAS and electronic prescrlbmg

Next meeting: Friday 21t September 2018 at 10:30 — 12:30, YDH Boardroom (Level 1)
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Minutes of Meeting held on Friday 21%t September 2018

Present:

Clinical Director of Patient Safety, Clinical Anaesthetist (Chalr)

Chief Pharmacist (Deputy Chair)

Consultant Rheumatologist

Clinical Pharmacy Manager

Medication Safety Officer

| Patient Safety Co-ordinator

Matron and Lead Nurse for Medicines Managements

Somerset CCG Representative (in-place of Shaun Green)

PA to Pharmacy SMT (Committee Secretary)

Radiology Sister

Maternity Matron

Apologies:

Deputy Director of Nursing (Deputy Chair)

SomPar Liaison Psychiatry Team Manager
Consultant ED

Head of Governance and Assurance

ePMA Pharmacist

Educational Lead

Midwifery Clinical Leader

Consultant Nurse for ED

Consultant Paediatrician

Diabetes Nurse Specialist

Sister (Medicine)

Sister (FOPAS)

Sister (Orthopaedics)

Pain/Substance Misuse Nurse Specialist
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Head of Medicines Management Somerset CCG

1.0 | Apologies

1.1 | Apologies were received as above.

2.0 | Introductions .

2.1 | Introductions took place.

3.0. | Declarations of Interest

3.1 | None declared.

4.0 | Minutes from Previous Meeting (03/08/2018)

4.1 | The minutes of the previous meeting were discussed and agreed.
5.0 | Matters Arising and Actions from Previous Meeting






5.1

5.2

- 563

54

5.6

5.7

See separate Actions List.

6.1 VTEAssessment? advised they are trying to find a new clinical lead for the
new NIGE guidelines, i to follow up with the person in mind. ACTION.

6.4 Calcium and Vitamin D — . questioned the number of applicable patients.
The advice is for patients to self-care. There is a need for us all to say the same
message. . requested for an exception to be made for malabsorption patients
and suggested it should be a targeted policy, rather than blanket policy. [l
suggested it will be ok for new patients, but it is not ideal for long-term patients.
questioned what will happen to patients who move into primary care, if we start
them on these whilst in secondary care; [l advised a conversation will need to be
held with the patient regarding self-care.

9.0 i-Aluril — Evaluation of efficacy outcomes and cosfings — if this item is not
able to be presented at the November meeting, we may need to look to suspend
supply going forward until the review has taken place, - Sl

11.4 Child prednisolone incident — BB advised 100ml of solution was given to a
child. Questions were raised over the labelling on the packaging, as it only states
the volume on two faces of the box. The nurse involved is new and new to the
Trust; they have taken learning from the incident. It was noted there is no need to

inform the MHRA, as the packaging is clear.

14.1 Areas of Concern to be escalated to Governance and Quality Assurance
Committee - Proposed new operational quality committee for areas of concern to

| be escalated to, il to provide an update on this new committee. ACTION.

6.0

Formulary e

6.1

6.2

6.3

6.4

6.5

gave an overview of the Somerset Prescribing Forum update. Discussion
ensued regarding Rifaximin, which is used for travellef’s diarrhoea, and whether
this should move from a red to.-amber status. -'advised they require a pathway
from the gastro team for where this sits in therapy. Discussion ensued regardin
shared care guidelines. [l advised i is currently chasing this. i
confirmed we are happy for Rifaximin to be given an amber status; we just need to
agree a pathway which the gastro team are working on.

There is a proposal to move Degarelix from red to amber status; this is used for
prostate cancer. There are currently no patients on this at YDH and it is unlikely to
affect a large number of patients. They have accepted a new inhaler to formulary
called Kelhale, which is the equivalent to Quar, it is M. They have also
brought in some 300 micrograms branded eye drops called iridina.

There is a new biologic drug called erenumab, which is used for the prevention for
migraines in adults. It is on the NICE agenda to review this drug and review its cost

effectiveness. The CCG have given it a not recommended formulary status until
they have received news from NICE. It is expensive, *

Discussion ensued regarding Biosimilar and Clexane. Bl 2dvised the CCG are

.| looking for a decision as to which brand YDH are recommending. Discussion |

ensued regarding costs. [l confirmed we have decided to continue to use
Clexane, as the needle stick injury is better and it is not justifiable to have 2 brands.

Esmya — not discussed.

7.0

Patient Safety Alerts and Action Plan

7.1

" advised the Patient Safety Alert section on YCloud has been revamped.
Discussion ensued regarding the ‘Resources to support safe and timely

Chairman — Paul von der Heyde Chief Executive — Jonathan Higman /Page 20f6






management of hyperkalaemia’ patient safety alert. The guidelines are available on
the intranet and in the junior handbook. [l noted from an outpatient perspective
they are not always notified in a timely manner of significantly abnormal resuits. B
suggested it would be useful to have a link to the guidelines available on the Path
system. [l raised the question of having Hyperkalaemia kits on the wards.
Discussion ensued regarding the implications of having insulin available in the kits
and the need for it to be stored in the fridge, which may not be suitable for the other
drugs in the kit. It was noted other options should be explored first. il is
leading on updating the current guidelines. [l to arrange for the updated
guidelines to be reviewed by the Committee and invite to the November

.meeting. ACTION.

8.0

ePMA Update

8.1
8.2

8.3

8.4

8.5

8.6

. gave an overview of the PowerPoint presentation. The hardware is all complete,
the central bid for funding was unsuccessful, and so we need to find funding from
elsewhere for the hardware.

There will be an e-learning platform for training, which the team are ready to build.
There will be a competency assessment at the end of the e-learning. All clinical
staff will need to complete the e-learning.

T is leading on the implementation plan. The implications of winter
bed pressures have to be taken into.account. A set of optrons is to be presented to
the CDA group, which is due to meet in. October 2018. Option 1 is that we go live
on one ward, deploy to the level and then deploy to all adult wards. Option 2 is that

‘'we go live on one ward and then deploy to all. adult wards. Out of scope are paeds

and maternity, but theatres are included. ePMA should be used wherever a drug
chart is used. [l hopes to have a deflnrtlve rmplementatron plan for the November
meeting. :

Kingston Wing has been chosen as the first ward. With Option 2, questions have
been raised as to whether or not the private ward will provide us with sufficient
testing; thoughts on this are still on-going. - suggested it should be tested on a
busier ward, with more patients and several nurses. It was noted Kingston Wing is
a completely different environment to everywhere else in the Trust. It needs to be

‘tested on.a more challenging ward. - suggested 6A, then 6B as a good

deployment Ward to use.

B informed the meeting that once the build is complete next week, there will be
end to end testing, then user testing. It is a tight timeframe to fit everything in before
the end of the November 2018, if this is not manageable they are Iooklng at
April/May 2019 for implementation.

B ond the team met with Bath regarding their implementation plan. Bath went
big bang on a weekend, but had a large number of extra staff working to support
the deployment. They received positive feedback without any big issues. [ noted
we will be the first acute site in the UK to have fully deployed the system.

9.0

Medication Incident Reports

9.1

- gave an overview of the medication incidents reported in July and August 2018.
There were a higher number of incidents in August; this is possibly due to the new
junior doctors in post. Out of 150 medication incidents, 25 were errors given to
patients. The third column of the table highlights the summary of actions made.
Almost all of the July incidents have been actioned and majority of the August ones
have also been actioned. questioned if there was any patient harm relating to
the Vancomycin incident, confirmed no they were all low risk. There was only
one high risk incident.
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9.2

9.3

9.4

Common themes include the number of patients self-administering or not
surrendering their drugs. Discussion ensued regarding the possible need for a
bulletin to remind nursing staff to check this with patients on admission. [l
suggested the need to empower patients to take their own medication, as they

| manage it successfully at home. It was noted a consent form and capacity

assessment would be needed. [l advised maternity have been doing this for a
number of years, but they do utilise a consent form. [ to devise a self-
administration policy. ACTION. :

B gave an overview of the wrong route |V antibiotics and butterfly incident. This
was possibly a labelling or training issue. This has never occurred before, it was
noted this should be monitored. to check which ward this incident occurred on.
ACTION. :

Discussion ensued regarding the hardcopy folder regarding drugs and how to make

them up etc., now being out of date. il confirmed the sisters are happy to move to |

Medusa. - has completed a sweep of the wards, so computers should now be
available in the treatment rooms and the Medusa icon should also be available.
Starting from next week, they will be removing the hard copy folders and
commencing. Medusa training. It will take approx. one month to complete all of the
wards. [l to provide an update on this at the November meeting. ACTION.

10.0

Medication Safety Assurance Audit
Drug Storage — Lidocaine in Radiology

10.1

10.2

10.3

B advised they have inspected 10 wards and same issues are coming up. Areas
of concern include oxygen cylinders not being safely secured. The porters complete
a sweep of them in the mornings, but they do not have sufficient time to complete
another sweep during the day. The Estates team are now completing the expiry
date checks. on the cylinders; New stickers and posters are being displayed
highlighting the expiry date information for liquid medicines. Medication safety
storage has improved massively. Nursing and Pharmacy staff need to escalate
issues with broken locks etc. to the EFM team. There is an issue with IV fluids. [l
will be detailing the role of Pharmacy to support nursing staff at the next Pharmacy
departmental update meeting. [l advised they are looking to include drug trollies
in the mock inspections. A bulletin will be circulated to the wards so they are aware

of what should be included:in their drug trolleys.

lquestioned other ways we'can raise awareness of the issues across the Trust.
suggested obtaining a regular slot at the Nurse Leadership Group meeting,

which meets a monthly basis. i chairs this meeting. IR to liaise with regarding

this. ACTION. The Safety Thermometer meeting is held on a Thursday on a

monthly basis. chairs this meeting. [l to arrange attendance at

this meeting. ACTION.

Drug Storage — Lidocaine in Radiology — discussion ensued regarding the
storage of lidocaine in Radiology. As radiographers cannot carry keys with them, it
has been suggested to store the drug on the pacing trolley set-up for emergencies.
A risk assessment has been completed to explain why general anaesthetic is
stored on the trolley. . suggested locking the drugs away could cause more issue
to the patient. [l advised the drugs are not visible and confirmed he is happy with
the proposed approach. The implications of the glass ampoules were discussed,
but this was deemed low risk. It is only applicable to out of hours; it is not an issue
during the day. - suggested use of a key code lock. - advised lidocaine was
removed from the maternity drug trollies following the last CQC visit; it is now
locked away using a key code. Discussion ensued regarding the use of a Bristol
Maid locker, for an approx. cost of [l Bl to investigate the possibility of obtaining
a small medicine cabinet with a digital key code lock and provide an update at the
next meeting. ACTION. It was suggested the use of a standardised number for
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radiology.

11.0

Daycase UK CQC Report

11.1

B and ] have reviewed the information from the Daycase UK CQC report, which
highlighted that staff are not following guidelines for controlled medicines. When
wards collect their own controlled medicines from Pharmacy, staff do not always
sign the pink copy. | advised the blank pink copy has been signed on the ward
and this is being forgotten. [l to create a bulletin to cover this. ACTION. [l
suggested including a leaflet in the bag when the ward collects the controlled
medicine to act as a reminder. | suggested using a ‘sign here’ sticker.

12.0

Pain Relief in Labour Guidelines

12.1

I advised under point 3.1 prescription-only medicines, oramorph is the only

addition to this document. It is prescribed by the doctor.on a case by case basis. It

is used successfully elsewhere and we would like to utilise it here.at YDH. It is used

to empower women to stay at home; it is another form of pain relief for patients. B

highlighted there is a typo in the document, ‘sever pain’, should read ‘severe pain’,
to correct. ACTION. : :

13.0

Midwives Exemptions and Administration of Medicines Maternity Guidelines

13.1

. advised the exemptions link on page 1 of the document does not work. .
suggested including the table of exemptions as part of the document, with the YDH
logo added. [ to review this. ACTION. Bl questioned if the chart should be

made visible to maternity staff, AP suggested this would be useful. Discussion |

ensued regarding the inclusion in the Trust's. Medicines Management policy, | R
add the guidelines to the main body of the MM policy and add a hyperlink to the
exemptions list, to then be uploaded to YCloud. ACTION. :

t

14.0

Oral Methotrexate Policy’ : ‘

14.1

14.2

| gave an overview of the main changes which have been made to this policy. .
has added a section about audits. . suggested the folic acid section needs some
amendment, . to look into this. ACTION. Discussion ensued regarding early
arthritis. [l gave an overview of a new early arthritis clinic she is looking to set-up.
All happy to approve the policy, once the folic acid issue has been resolved.

B questioned the pbssibility of adding an alert when electronic prescribing comes
in, to notify the junior doctors that there is a policy to follow. | suggested liaising
with ordercomms regarding this. ,

SH

15.0

Non-Medical Prescribing Policy

15.1

B advised this policy covers what non-medical prescribers can and cannot do. It
provides a sensible framework which we have not had previously. The policy was
based on a DCH template, which has been Yeovilised. ] questioned if the policy
will be circulated to non-medical prescribers, [l confirmed it will be, once it has
been ratified. All members confirmed they are happy to approve the policy.

16.0

Patient Group Directions

16.1

- has recently updated the influenza PGD’s and gave an overview of the changes
made, in particular to the vaccine, the strain and allergy status. The staff flu vaccine

| programme is due to start on the 1%t October 2018. The Women's Hospital

programme runs throughout the winter. 20 vaccines have been made available in
the fridges on each level. flll commented the roaming clinics worked really well last
year. ﬁ questioned the change to the wording in the new PGD, relating to patient’s
choice, as this has been removed from the new version. [lll advised it has been
based on a national template. [l confirmed staff can decline the vaccine and they
do not need to give a reason for their decision to decline. We also have to record if
staff have their vaccine outside of the Trust. '
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17.0 | Sub Groups

17.1 | Antimicrobial Prescribing Group — nothing to report.

17.2 | Medical Gases Committee — discussion ensued regarding junior doctor training for
clinical gases, [l advised this has all beeri resolved. [l mentioned [l has been
trying to write a PDG for radiographers to give C02, but she cannot locate a policy
anywhere in the Trust covering C02, AP advised it would not be a PGD and
suggested producing a protocol for this. ACTION. .

17.3 | Non-Medical Prescribers — minutes noted. .

17.4 | SACT — minutes noted,

18.0 | Areas of Concern to be escalated to Governance and Quality Assurance
Committee. o i

- 18.1 | None.
19.0 | Any Other Business (AOB)

191

Discussion ensued regarding the recent CQC visit at DCH. [ gave an overview of
the visit; it was a smaller team, approx. 11 — 12 inspectors attended. There was a
well-led element and use of resources, focussing on Carter, which is normally
overseen by Finance. (MMM Wil be the YDH Inspector. [ has already
met with and [l from Pharmacy. There was a challenge raised at DCH

surrounding maternity, the inspector was very challenging around exemptions. [Ei v

has not yet seen the CQC report.

Next meeting: Friday 30fh November 2618 at ,10:‘3‘0 ~12:30, YDH Boardroom (Level 1)
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Minutes of Meeting held on Friday 30" November 2018

Present: Clinical Director of Pafient Safety, Clinical Anaesthetist (Chair)

Deputy Director of Nursing (Deputy Chéir)

Chief Pharmacist (Deputy Chair)

Clinical Pharmacy Manager

Medication Safety Officer

Patient Safety Co-ordinator

Consultant ED

Consultant Nurse for ED

Matron and Lead Nurse for Medicines Managements
Midwifery Clinical Leader

| Sister (Orthopaedics)

Head of Medicines Management Somerset CCG
PA to Pharmacy SMT (Committee Secretary)
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Deputy Clinical Pharmacy Manager
Consultant Liaison Psychiatrist

Clinical Nurse Specialist - Urology

Neonatal Senior Sister — SCBU

Consultant Nurse for Older People/Dementia
Medical Prescriber ’

Apologies: SomPar Liaison Psychiatry Team Manager
Consultant Rheumatologist

Consultant Paediatrician

Sister (Medicine)

Radiology Sister

Head of Governance and Assurance
Diabetes Nurse Specialist

Sister (FOPAS)

Educational Lead

Pain/Substance Misuse Nurse Specialist
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1.0 | Apologies
1.1 | Apologies were received as above.
2.0 | Introductions.
2.1 | Introductions took place.
3.0 | Declarations of Interest .
3.1 | None declared.






4.0

Minutes from Previous Meeting (21/09/2018) :

4.1

The minutes of the previous meeting were discussed and accepted as a true and
accurate record. ‘

. 5.0

Matters Arising and Actions from Previous Meeting

5.1

See separate Actions List.

6.5 Esmya - - has checked with consultants and confirmed they are not planhing
to use it in the near future. All patients have been stopped.

6.0

Formulary

6.1

6.3

6.4

New applications — Unlicensed Medicine Request for Dotarem for
Arthrograms ‘

Magnevist is the licensed medicine option, but it is currently out of stock. Dotarem
is the unlicensed medicine option. lfl] questioned if it needs to be added to the risk
register if we are unable to obtain the licenced version. It was noted Dotarem is
already on the formulary for MRI's. [l advised Dotarem has been used at DCH for
many years. All confirmed they are happy to accept this application.

Magnesium Sulphate Switch :

B 2dvised we currently use 50%, there is now 20% available. The 20% does not
need diluting. There is a cost pressure of switching to 20%. [l advised there is a
big drive nationally to switch to 20%: DCH have already switched to 20%. They are
currently clarifying the cost pressure. [l advised the guidelines will need revising.
B advised they use magnesium sulphate a lot in maternity and this will mean they
will use it considerably more, but anything to reduce clinical risk will be good. [l
questioned the number.of patients, ] to review the figures for the past 3 months
for transferring out. ACTION. [l advised it is a lot safer. Preeclampsia guidelines
have been removed from YCloud, due to not being reflective of current practice.
Discussion ensued regarding maternity documents going through the central policy
and procedure team, [l to liaise with H about this. ACTION. [l to
verify the cost paid by DCH. ACTION. All confirmed they are happy to switch.
Midwives will require training and ICU charts will need amending. It is currently not
available on Medusa. . advised there is a working group in-place for this and an
implementation plan is being devised.

Somerset Prescribing Forum Updéte :

gave an overview of the draft SPF minutes. Cannabis was discussed; there is
national guidance regarding the use of cannabis in certain areas. Discussion
ensued regarding the national announcement of Freestyle Libre, [l advised there
will national guidance for use as from the 15 April 2019. Somerset’s agreed
guidelines will remain in place until then. They are awaiting confirmation about how
the new guidelines will be funded. . uestioned if there is likely to be much
change from the Somerset guidelines,q. advised there will be an additional half a
million pounds. Discussion ensued regarding the diabetic patients. Rectal irrigation
was discussed and they are working on a county-wide pathway for Rifaximin. Off
licence use of Zoledronic acid for osteopenia was agreed for across the county.
Discussion ensued regarding the 5mg and 4mg of Zoledronic acid, [l advised
YDH will be moving across to 4mg and giving it off-label, as it is cheaper. [l
advised the Falsified Medicines Directive is causing concern in primary care.

7.0

Patient Safety Alerts and Action Plan

7.1

7.2

Nothing to report.

Hyperkélaemia Guidelines — discussed earlier in the meeting, under the action
plan.

8.0

Medication Incident Reports
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8.1

8.2

8.3

. gave an overview of the medication incidents in September and October 2018.
gave overview of the two more significant incidents. Patient self-medicated
using | own medication and the drug chart was completed incorrectly so she

| received her night meds in the morning, managing to overdose herself. -

questioned why this was marked as low harm. Discussion ensued regarding the
scoring process; it is reliant on the member of staff completing the incident form
appropriately and scoring it appropriately. Scores can be re-marked if deemed
appropriate. [l questioned if the use of premasol is audited, B advised we do not
currently, but confirmed it will be added to the audits. [l gave an overview of the
second serious incident regarding a patch on a patient. No skin check was
completed. lll| gave an overview of the Boots and blister pack incidents; there was
1 in September and 1 in October. Missed doses are on their way down. .
questioned if the colours in the table defy a meaning, [l to review the colours
used. ACTION.

E-MIS use is going up and SCR has remained the same. [ll§ suggested we need to
do some work on staff accessing E-MIS. Junior doctors have been issued E-MIS
log ins. B is available to provide training. It has been suggested IT training
to be delivered by Clinical staff, rather than the IT team. '

B questioned if non-medical prescribing issues can be reported separately,

_discussion ensued regarding this and also the ability to identify the prescriber.

advised the NMP would like to know about their errors. [ and [l to look into the

.| possibility of introducing this into the internal audit programme outside of the

meeting.

9.0

Audits

9.1

9.2

Medication Safety Assurance Audit ‘

B advised they have visited every area of the hospital. Certain areas across the
Trust have grab boxes for anaphylaxis, not in ward areas, but in main theatres,
gynae theatres and Macmillan. [l to follow this up with e rcgarding
Macmillan outside of the meeting. ACTION. il to complete a walk around in Main
Theatres. Oxygen cylinders are still an issue; the porters are carrying out extra
visits next week. The old BNF's are being removed. CQC inspection checklists
have been circulated. Nurse in charge checklists have also been issued, upon their
request. [l suggested any risks should be added to the Pharmacy risk register, ||
to complete this. ACTION. It was noted there has been a 3% reduction in turnove
of nurses, this will hopefully provide more stability in the workforce. -

Medication Intervention Audit

B oave an overview of the PowerPoint slides covering the audit. In September
2018, they carried out an audit of the interventions over a 5 day period. There are
12,000 interventions per year. It is very time consuming to record the data. There
were lots of interventions surrounding VTE. [l questioned if it was in relation to
stopped or starting, [l confirmed it is anything relating to VTE. [l questioned if
the interventions can be broken down, CW advised we ask for comments, but it is
very time consuming. Discussion ensued regarding VTE assessment, CW advised
we normally have around 10%. An electronic record is'likely to help with these
issues.

Bl cave an overview of the major interventions. It was noted we need another
push on IV paracetamol and the need to enter the specific time we give a dose,
rather than breakfast time, lunchtime etc. Discussion ensued regarding possible
inclusion within the newsletter.

B ogave an overview of the moderate interventions. Doctors not actioning
intervention notes within a timely period. [l suggested verbally speaking to the
prescriber rather than using intervention notes. suggested progress chasers
access the summary card record and print the GP medication history to attach to

the drug chart for the patient, as a trial basis. |l and [l to look into this and
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9.3

9.4

arrange training for the progress chasers. ACTION. All confirmed they are happy
with this. Audit to be conducted outside of the meeting.

. advised we need to document all of the meds rec interventions, Bl to amend
this for the next audit.

B questioned why there is no data for Saturdays and Sundays. B advised we
only cover EAU at weekends.

Audit of potassium chloride concentrate solutions (NPSA/2002)
gave an overview of the PowerPoint presentation. We are compliant on several
standards, but not compliant on several points, in particular training. Bl is going to
add to the training programme. [l has updated the Medicines Management policy
and the Pharmacy SOP. The 15% is currently kept in stock, but we do not have
sufficient use of the high strength to keep it in stock. [l to liaise with [
to update patient safety alert. ACTION.

iAluril — Evaluation of efficacy outcomes and costings

B gave an overview of the audit completed. Costings are marginally higher than |

Cystistat which they were using before, but it is more effective. Consultants are now
on board, previously it was nurse-led. Lifestyle changes were not previously being
discussed; patients may not need medication, if lifestyle changes are effective. First
line drugs to be considered first, before going onto iAluril. gave an overview of
the patients and advised the drug rep is happy to negotiate the price if using more.
All confirmed they are happy with the continued use of iAluril.

10.0

Policies and Procurements for Approval

10.1

10.2

10.3

10.4

10.5

Procedure for the completion of pharmacy section of discharge summary by

"senior staff nurses

B gave an overview of the SOP for nursing staff to sign off TTO’s. They have
been trialling this on ward 6A. It is designed to improve patient experience and
prevents a delay in discharge. It is applicable to a limited number of drugs. All
confirmed they are happy with this. ﬁpsuggested considering extending this to

.| include senior Band 5's. , '

Procedure for the transcribing of discharge medicines by senior staff nurses
B gave an overview of this procedure; it covers ward sisters and senior nurses. If
a nurse is completing the transcribing, the same nurse is not permitted to do the
nurse sign off. Discussion ensued regarding the possible need for a separate SOP
for NMP's. [l to modify procedure to accommodate NMP’s, amendment to be
ratified via Chair's approval. ACTION.

Self-Administration of Medicines Policy :
B and B have revised the policy based on the DCH version. There are three
different assessment levels. Patients will need to be monitored on a daily basis to

ensure they are still fit to self-administer. There are several appendices attached to

the policy. There is a ward toolkit available containing all if the appendices. It will
take a lot of work to implement this across the Trust. . advised . is fully
supportive of self-administration. [l confirmed the policy covers when drugs will be
replenished by Pharmacy.

Thromboprophylaxis for Patients having Hip and Knee Arthroplasty Surgery
SG advised it is not compliant with. NICE guidelines. advised it was based on
Taunton’s policy, which was circulated to ﬁ by [ copied Musgrove’s policy.
Riveroxaban is a safer drug to use. [l advised there is PPI cover for some of the
combinations, [l to add this. ACTION. All confirmed happy to approve, [ to
make necessary changes to policy. Discussion ensured regarding the use of a
sticker on the drug chart for ward 6A and Kingston Wing. »

Update to Medicines Management Policy — potassium chloride
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policy to for uploading to YCloud. ACTION.

All confirmed thei are happy with the update to the policy. - to send the updated

11.0

Guidelines and Charts for Approval:

11.1

11.3

11.4

Rapid Tranquilisation Guidelines o

Bl advised they have been based on SomPar and NICE guidelines. The issue of
timescales was previously raised; [l has since made two amendments, by
reducing the timeframe between doses from 20 to 60 minutes. [l confirmed it is
now more robust for giving guidance to junior staff. [ll] to add date and author to
the guidelines. ACTION. il highlighted we need to be clear these guidelines are
for adults, we need to consider CAN'’s. - to liaise with the relevant staff member
(B for guidelines relating to children and provide an update at the next
meeting. ACTION.

Midwives Exemptions and Administration of Medicines

. advised the NMC removed their guidelines, so we had to change the tables
included within the document. The content itself remains unchanged. . advised
this was previously printed, but it is now only available electronically. 1 advised we
will need some communications to the midwives early next week. confirmed
there has been no change to the drugs.

SCBU Fluid Chart

BB advised for many years they have used the Trusts fluid chart, but they have
had to amend it each time. They have now devised their own fluid charts. The front
page is quite similar, but the second page is more specific to neo-natals. - gave
an overview of the fluids and charts. It was suggested a pilot should be completed.
B to liaise with F to print approximately 10 copies and trial on live
patients. ACTION. ‘to send a copy of the fluid chart to Clinical Governance.
ACTION. , ' ‘ '

Restrictive Interventions Policy Flow Charts for Older People.
Bl gave an overview of the flowcharts, which are in draft form. All confirmed they
are happy with the content, once [lli] has corrected the spelling errors. ACTION.

Updated clinical guidelines for the treatment of inpatients with Parkinson’s
Disease when the oral route is compromised. -

| advised there have been some minor changes made to the policy, in particular
to table 1, making it clearer. All confirmed they are happy with the revised
guidelines. - to upload to YCloud as soon as possible. ACTION.

Updated Valproate Guidelines

In September 2018 further guidelines were released regarding pregnancy warnings.
YDH Guidelines have been updated accordingly. [ffi] advised all doctors will need to
be made aware of this change; [lll] advised [l is liaising with governance regarding

this.

12.0

Patient Group Directions

12.1

12.2

PGD Minutes — noted.

PGD SOP — A PGD subgroup has been set-up; the group have Yeovilised the DCH
SOP. An assessment form has been devised for new PGD’s. Discussion ensued
regarding PGD’s, - advised we have historically had too many PGD’s; [l advised
there is not always a prescriber available. Discussion ensued regarding the NMP
course and the need to select staff members who are going to last the course, as it
is particularly tough. '

13.0

Sub Groups

13.1

Antimicrobial Prescribing Group — nothing to report.
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13.2 | Medical Gases Committee — nothing to report.

13.3 | Non-Medical Prescribers — noted.

13.4 | SACT - noted.

14.0 | Areas of Concern to be escalated to Governance and Quality Assurance
Committee. ‘

14.1 | None.

15.0 | Any Other Business (AOB) ’

15.1 | Non-Formulary Drug Request for Individual Patient - [l has Yeovilised the
DCH form# will be the lead clinician for reviewing requests; [El
confirmed is happy with this. , -

16.2 | Discussion ensued regarding the initiation of appliances for inpatients going
through outpatient appointments. [l advised there is no facility for GP’s to write
retrospective prescriptions and so suggested YDH either supply from their own
stock or arrange for the prescription to go to the patient’s choice of appliance
contractor.. requested for examples of this, to determine which team(s) this
applies to, to notify YDH of any incidents, for further follow up.

15.3 | [l to add [l as a member of the Medicines Committee. ACTION. B

Next meeting: Friday 18th January 2019, 09:30 — 11:30, Boardroom (Level 1)
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