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|. PROFESSIONAL STANDARDS

STANDARD |I:
OPEN AND HONEST

Be open and honest when things go wrong"??

STANDARD 2:
REPORT

Report patient safety incidents to the
appropriate local or national reporting
programme
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STANDARD 3: Investigate and learn from all incidents, including
LEARN those that cause harm and those that are “no
harm” or “near-miss”*

STANDARD 4:
SHARE

Share what you have learnt to make local or
national systems of care safer

STANDARD 5:

ACT Take action to change practice or improve
local or national systems of care

STANDARD 6:

N=13%%

Review changes to practice
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2. SCOPE

2. SCOPE

WHAT THIS IS FOR

These professional standards describe good practice
and good systems of care for reporting, learning, sharing,
taking action and review as part of a patient safety
culture. The accompanying guidance and information
support the implementation of the standards.

WHO THIS IS FOR

These professional standards are for pharmacists,
pharmacy technicians and the wider pharmacy team
across the United Kingdom.

This may also be of interest to the public, to people
who use pharmacy and healthcare services, healthcare
professionals working with pharmacy teams, regulators
and commissioners of pharmacy services.

WHAT THIS IS NOT

These professional standards and accompanying guidance
do not include methodology for incident investigation and
analysis. Signposting to existing published resources are
available in section 5.

Harm or incidents arising from deliberate intended
actions are also excluded from the scope of this
document. These would be managed through disciplinary
processes and/or referral to police and regulatory bodies.
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3. HOW PATIENTS WHO USE PHARMACY
SERVICES ARE PROTECTED

People who use pharmacy services are protected by:

THE PROFESSIONALISM OF
PHARMACY TEAMS

REGISTERED PHARMACISTS AND

PHARMACY TECHNICIANS®

SUPERINTENDENT PHARMACISTS
AND CHIEF PHARMACISTS

THE PHARMACY, HOSPITAL OR

HEALTHCARE ORGANISATION

Professionalism is the first-line of defence
for patients using pharmacy services

Pharmacy teams include registered pharmacists and
registered pharmacy technicians” who are regulated
and held to account through standards for pharmacy
professionals® or code of ethics®

Pharmacy teams are overseen by superintendent
pharmacists, chief pharmacists or equivalent who are
also registered and held accountable through standards
for pharmacy professionals® or code of ethics®

Pharmacies, hospitals and healthcare organisations are
regulated. They need to meet regulatory standards’®
and are inspected’

If they are funded by the NHS, they will also need to
meet contractual obligations'®!""'2'3, NHS frameworks
and the NHS constitution'

* Pharmacy technicians practising in Northern Ireland are not registered by the Pharmaceutical Society of Northern Ireland.
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4. HOW REPORTING, LEARNING, SHARING,
TAKING ACTION AND REVIEVV ARE
FUNDAMENTAL TO PATIENT SAFETY

Patients always expect pharmacy teams to be pro-active This is illustrated in the wheel diagram below'® which is
and engaged in improving patient safety. reproduced with kind permission from Pharmacy Voice.
Patient safety is reliant on a patient safety culture that is The standards are inter-dependent. For example,

open and honest and is supported by reporting, sharing, reporting incidents results in data being collected which
learning and taking action on patient safety incidents can be analysed to identify the causes and the actions
and review. needed to avoid reoccurrence. The learnings can be

shared to spread improvement across systems of care.

BE OPEN
& HONEST
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5. WHAT TO REPORT AND WHO TO REPORT TO

5. WHAT TO REPORT AND WHO
TO REPORT TO

Different types of incidents are reported to different

reporting programmes.

All incidents
(including omissions)

Side effects from
taking medicines

Medical device adverse
incidents
Defective medicines

Counterfeit medicines

Patient Safety Incidents
The most common
medicines related incidents
reported to NRLS* relate
to incidents involving prescribing,
administering or dispensing:
B the wrong dose,
frequency or strength

B omission of the
medicine

B the wrong quantity
B to the wrong patient.
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Adverse reactions with
radiopharmaceuticals

Defective radiopharmaceuticals

Errors occurring within aseptic
preparation services

Table | below describes some examples.

Definitions and terminology differ depending
upon the reporting programme.

WHAT TO REPORT WHO TO REPORT TO

In the first instance, report, learn and share from all incidents (including those that cause harm,
“no harm” and “near-miss’’) with the people you work with i.e. your immediate team, line manager,
clinical governance lead or local area team.

=

Registered
pharmacy

National
Learning and
Reporting System
(NRLS)"1

The Yellow Card Scheme (UK)'®

NHS hospital
or NHS healthcare
organisation

Independent sector hospital
or healthcare organisation

NRLS'” and Care
Quality Commission

Q)"

Information Network (PHIN)'®

Local reporting systems with a focus on quality improvement and learning is
promoted in Scotland. The Healthcare Improvement Scotland Adverse Events
National Framework'? provides useful context whilst learning summaries are
available from the adverse events Community of Practice network.”®

NRLS%>

Health and Social
Care (HSC)
medicines governance
team via community
pharmacy anonymous
reporting system'?

NRLS'"”” and Health
inspectorate Wales

Health inspectorate Wales

HSC framework The regulation and quality
for serious adverse improvement authority (RQIA)*
events?

The regulation and
quality improvement
authority (RQIA)?'

The UK Radiopharmacy Group collects data relating to defective radiopharmaceutical products
and patient adverse reactions which are published on an annual basis in the European Journal
of Nuclear Medicine and Molecular Imaging.**

The pharmaceutical aseptic services group? operate a national scheme (open across the UK)
to record errors occurring within aseptic preparation.
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6. WHAT STOPS PHARMACY TEAMS FROM
REPORTING, LEARNING, SHARING AND
TAKING ACTION

Different reasons discourage people from reporting, The table below summarises in more detalil, the reasons
learning, sharing and taking action to improve patient why people decide not to report, share, learn or act and
safety. Themes include:

identifies solutions which can help.

Time needed to report, learn share and to take action Some solutions cannot be implemented by pharmacy

Lack of knowledge or understanding the value of
reporting, sharing, learning and taking action

teams alone and need the involvement of government,
regulators, commissioners, pharmacy and healthcare
organisations or patient safety networks.

A range of fears and anxieties about reporting, learning,
sharing and taking action.

WHY PEOPLE DECIDE NOT TO POSSIBLE SOLUTIONS TO ENCOURAGE PEOPLE TO REPORT, LEARN,
REPORT, LEARN, SHARE OR ACT SHARE AND ACT
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Time needed to report, learn,
share and act

Workload pressure

How to report, Who can report,
What should be reported

The team do not know how
to learn from incidents

The team are not aware of
networks that can support

Design and improve reporting, learning and sharing systems to make them as easy as possible
for pharmacy teams to use.?

Make use of existing and new technology to improve systems.

For example the “Yellow Card Scheme™'¢

to online, and by post.

is now accessible through a phone app in addition

Raise awareness of local processes for incident reporting and the key messages contained within
this standard.

Use of existing improvement methodology and incident investigation tools and templates
to analyse incidents,?62728:2%:30. 3143

Encourage individual reflection and continuous professional development as an incident
can be an indication of a learning need.

Make use of the leadership roles of patient safety networks across UK including:
“Freedom to Speak Up Guardians” or Care Quality Commission National Guardians®?
Medication Safety Officers network

Scottish Patient Safety programme networks*

HSC safety forum®

Patient Safety Wales Team?

Northern Ireland medicines Governance team?®’

Adverse Events Community of Practice Network (in Scotland)®®
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WHY PEOPLE DECIDE NOT TO POSSIBLE SOLUTIONS TO ENCOURAGE PEOPLE TO REPORT, LEARN,
REPORT, LEARN, SHARE OR ACT SHARE AND ACT

The pharmacy team cannot see
the benefits/impact of reporting,
learning, sharing or acting

FEAR

Involvement of the regulator

Criminal sanction or obtaining
a criminal record

Public and media
perception, impact on
reputation and business

Blame or reprimand by
the employer

Not wishing to get colleagues
“into trouble”

Negative attitudes from
colleagues through giving
negative feedback or
perception of bullying

Local and national reporting systems need to be able to provide feedback to pharmacy teams
reporting to reinforce reporting habit.

People need to see that reporting, learning, sharing and acting has made a difference.

Encourage incident reporting behaviour by acting positively when teams and individuals report,
share, learn and take action. Discourage non-reporting so that it is viewed as poor practice.

Improve the effectiveness of communications about learning from incidents by:

B Highlighting key messages
B Personalising communications

B Describing positive case studies where reporting, sharing, learning and acting has
made a difference

B Describing the impact of non-reporting.

Safety culture and human factors® principles are taken into account by regulators and
regulatory frameworks.

A defence to criminal sanction for inadvertent dispensing errors is implemented.*4!

Educate the public and general media that:

B encouraging incident reporting improves patient safety

B healthy levels of reporting are positive and show that a pharmacy team is committed to
patient safety

B campaigns to encourage reporting will lead to a “good” increase in incidents of reporting
and should not be viewed as a “sign of failure”

B |ncreases in incidents of reporting should be described fairly and within context.

Proportionate levels of anonymity for people or organisations reporting incidents should be
built into local or national reporting systems.

The Health Foundation hosts research on the merits of anonymous reporting systems.*

Safety culture and human factors® principles are taken into account by employing organisations.

Reporting, learning, sharing and taking action are actively promoted and supported by
employing organisations.
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