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WELCOME 
Dear Branches, 
      As you are aware from news on our website, our journal and 

other media, the new defence concerning inadvertent dispensing 
errors came into force on the 16th April 2018. It provides a new 
criminal defence for unintended dispensing errors made by 
pharmacists and pharmacy technicians in registered pharmacies.  

     To inform our members of the new requirements I have put this 
presentation together for you to share or present at your 
Branch meetings. 

     The presentation outlines the key requirements and emphasises 
the importance of learning and sharing from ‘near misses’ and 
errors and providing a more open culture. It also provides some 
useful resources that you can use to support your learning and 
to take this forwards, embedding a safety culture in our 
pharmacy practice. Pharmacy Technicians have a crucial role to 
play in keeping patients safe from medication harm.  

     

Tess Fenn 
APTUK President 
May 2018 



BRANCH PRESENTATION  
 Aim: To provide an update on the commencement of ‘The Pharmacy 

(Preparation and Dispensing Errors – Registered Pharmacies) Order 
2018’ 

Learning Outcomes: 

By the end of this session attendees will be able to: 

• Discuss the key principles and requirements of the legislation 
change 

• Contribute to discussions on legislation change and how this will 
affect pharmacy professionals  

• Explore the wider context of reporting, sharing and learning from 
errors 

• Identify any personal training needs linked to new order 



Rebalancing 
       a review of the balance between 
medicines legislation and statutory 
professional regulation in pharmacy 
to keep safe those who use pharmacy 
services, 

                          while 

       reducing barriers to the 
responsible development of practice, 
innovation and a systematic approach 
to quality in pharmacy 

Programme Board 
The board advises ministers on 

the development of policy 

 

Chair: Ken Jarrod 

Pharmacy Technicians on the Board 

APTUK President: Tess Fenn 

New member: Community  

Julie Mathieson : Hospital  

REBALANCING MEDICINES LEGISLATION AND PHARMACY REGULATION 

Underpinned by work on regulation, professionalism, patient safety, quality 
        systems & culture in pharmacy 
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RPB purpose: seeks proposals for the rebalancing between criminal law and professional regulation so that matters that should properly be within the ambit of pharmacy regulators, the General Pharmaceutical Council (GPhC) and the Pharmaceutical Society of Northern Ireland (PSNI), are in fact dealt with by them – and by registration sanctions, rather than by the criminal courts.

Independently chaired by Ken Jarrold CBE, membership includes DH, DAs, MHRA, GPhC, PSNI, RPS, PF-NI, APTUK, PV, pharmacists and pharmacy technicians who practice in NHS, private healthcare, community and hospital pharmacy, who own a pharmacy or locum, and patient/public representatives

Programme engagement

 Close involvement of DAs, MHRA, GPhC, PSNI, RPS, PF-PSNI & APTUK

 Wide engagement across & beyond the UK pharmacy sector, patients and the
        public, service commissioners & providers (NHS & private)

Sounding Board & Sense Check by wider Rebalancing Partners’ Forum
Comprises patient/public representatives, pharmacy organisations across the UK, service commissioners and providers (NHS and private), and others






WHAT DOES IT INVOLVE? 
Board was set up by DH to look at the components: 

1. Review of dispensing errors legislation 

2. Enabling registered pharmacy standards and related 
matters 

3. Review of pharmacy owner, superintendent and 
responsible pharmacist arrangements 

4. Review of hospital pharmacy regulation, in respect to 
dispensing errors 

5. Review of pharmacist supervision 

Components: Different timescales 
Phase 1: Dispensing Errors  & Pharmacy Standards 
                Pharmacy Owners, Superintendent Pharmacists 
                & Responsible Pharmacists 
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Programme Context and Scope
UK pharmacy services should be able to play their full part in:
Improving quality, value and outcomes for patients from medicines
Improving the public’s health
Allowing patients and the public to benefit further from registered professionals using up to date knowledge and skills

The Programme will deliver “rebalancing” for UK pharmacy services: 
Providing safety for pharmacy users
More reliance on professional regulation, standards and registration sanctions, including for registered pharmacies
Less need for detailed requirements in legislation and reliance on criminal sanctions
Better use of pharmacy workforce

As this is a huge project, and not to cause unnecessary delay, the components being looked at in different phases.

Phase One looked at Dispensing Errors and Pharmacy Standards 

The proposal for pharmacy standards was to take the standards GPhC set out of legislative rules and place in a regulatory framework.





BERWICK REPORT: A PROMISE TO LEARN – A COMMITMENT 
TO ACT: IMPROVING THE SAFETY OF PATIENTS IN ENGLAND  
(AUGUST 2013) 

“Recommendation 10: 
We support responsive regulation of organisations, with a hierarchy of responses. 
Recourse to criminal sanctions should be extremely rare, and should function 
primarily as a deterrent to wilful or reckless neglect or mistreatment.” 
 
“ ……. unintended errors must be handled very differently from severe 
misconduct.” 

 
 

Presenter
Presentation Notes
Rebalancing recognises the reports from Francis (Mid Staffordshire NHS Foundation Trust ) and Berwick and work done by the professional and regulatory bodies for pharmacy

The Berwick report highlights the main problems affecting patient safety in the NHS and makes recommendations to address them. It clearly identifies the importance of constant vigilance, monitoring and learning to make sure our patients do not come to any kind of avoidable harm. It indicates the NHS needs to actively seek out the views of patients and staff, and work hard to build a culture of openness, honesty and support so that no stone is left unturned in the pursuit of patient safety.



The RPB approach being taken aligns with the Berwick report which support openness and transparency to encourage learning from errors leading to improvement in practice and safety, with the need to assure accountability to the patient. The changes to  the legislation (section 60 of the Health Act 1999) were designed to contribute to openness and increased reporting of inadvertent dispensing errors so that everyone can learn from mistakes.


However, NHS Trusts, pharmacy owners, whether corporate bodies or individuals, will have their own systems for handling of dispensing errors, which may include reporting responsibilities and disciplinary sanctions within the terms of contracts for employees. 




DISPENSING ERRORS 
What is a dispensing error? 

What happens when a dispensing error is made? 

Triple Jeopardy 
− Professional regulation 

− Medicine legislation criminal sanctions 

− General criminal law 

Why did this need to change? 
− Fear of prosecution impacts willingness to record and report dispensing errors 

− Less reporting means less learning and less opportunity to improve patient safety 

− Compare handling of prescribing errors 
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Specifically, the Berwick Report made the point that fear is toxic to both safety and improvement. This is especially so in the case of dispensing errors, where all such errors are strict liability offences, which means that a criminal offence is committed even if the error itself is unintentional and regardless of the level of patient impact.

There is no universal definition of a dispensing error. For the purposes of this a dispensing error is viewed as an error which has been made during the dispensing process from receipt of the prescription, or a decision to dispense against a direction, through to the supply of the dispensed medicine, where the error means that the patient actually receives a product that they should not. Errors could include: 

 incorrect labelling of the medicine; 
 a medicine intended for another patient being dispensed to the wrong patient; 
 the wrong medicine being dispensed; 
 the medicine being dispensed at the wrong strength or in the wrong dosage form; or 
 the supply of an out of date medicine. 

Triple Jeopardy: To Err is Human: currently any dispensing error could result in an investigation and criminal prosecution 

No other healthcare professional is subject to triple jeopardy. Research indicates doctors have 5% prescribing error rates in GP practices and 7% in hospitals: dispensing error rates in community( based on current data recording) is 3.32% (however the lower rate could be due to not reporting)



 
 THE PHARMACY (PREPARATION AND DISPENSING 
ERRORS – REGISTERED PHARMACIES) ORDER 2018  

Background 

• Developed on a UK wide basis 

• Been debated and approved in both Houses of 
Parliament and by the Privy Council.  

• Following approval by the Queen ‘The 
Pharmacy (Preparation and Dispensing Errors – 
Retail Pharmacies) Order 2018 
(Commencement) Order of Council 2018’ was 
made by the Privy Council on 21st March 2018 

• Enacted on 16th April 2018 
 

 

Extends to England, Wales, 
Scotland and Northern 
Ireland 
 
Will be reviewed in 5 years 

https://www.legislation.gov.uk/ukdsi/2018/97
80111161524 
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Tonight's session will focus on the new legislation for dispensing errors 

The order was enacted on the 16th April 18 and from this date forwards pharmacy professionals can use the defences set out if an inadvertent /unintentional  dispensing error is made.



DISPENSING ERRORS - LEGISLATION AMENDED 
Medicines Act 1968 - sections 63 and 64 

Section 64 - “No person shall, to the prejudice of the purchaser, sell 
any medicinal product which is not of the nature or quality 
demanded by the purchaser.” 

Section 64 also applies to dispensing private or NHS prescriptions and sales, but 

                   not supplies pursuant of directions 

Section 63 concerns the adulteration of a medicinal product in course of 

                   preparation, where an ingredient is omitted or added 

Section 63 applies to sales and supplies against a prescription or directions 

 
Written directions to supply (in hospitals) allows a hospital to sell & supply POMs against 
a patient specific ‘written direction’  from  an appropriate practitioner  on a patient's bed 
chart or notes instead of a prescription. 

Presenter
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Pursuant of direction means: hospital in-patient charts, TTA prescriptions and out-patients if hospital Rx for used.
Medicines Act 1968

A patient specific direction is an instruction given by an independent prescriber to another professional to administer a medicine to a specific patient.

Section 63/64 cannot just be removed as they apply to the whole medicines supply chain, so making a case for defence for pharmacy professionals

Section 63 applies to Aseptic dispensing if under Section 10 and reconstitution of medicines (antibiotics)
OTC sales outside the scope of defence (P+GSL)




New defence 
• For pharmacists & pharmacy technicians, in respect to the criminal offences in sections 

63 and 64, for inadvertent dispensing errors, providing certain conditions are met  
• Also apply to unregistered pharmacy staff and pharmacy owners 

 
 

 

 

DISPENSING ERRORS 

Conditions 
 
• Medicine sold or supplied by a registered pharmacist/pharmacy technician from 

registered pharmacy premises 
• Sale or supply in pursuance of a prescription/directions 
• Registered pharmacist/technician acting in course of their profession 
• Patient promptly notified of the error, unless considered unnecessary 
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This is not to say that there will be no accountability for dispensing errors. As now, the pharmacy regulators will be able to use ‘fitness to practise’ measures to determine what, if any, action is to be taken, which includes the ultimate sanction of striking the individual off the professional register.

Criminal sanction will remain in place for dispensing errors falling outside the proposed defences, for example, where pharmacy professionals do not act in the course of their profession or show a deliberate disregard for patient safety. General criminal law may also apply.





Notification when an error has occurred 
• An appropriate person on becoming aware of an error must ensure all 

reasonable steps were taken to promptly inform the patient 
• Unless the view is reasonably formed that it was not necessary or appropriate 

to do so in the circumstances, for example 
− In the overwhelming majority of cases it is the patient or carer who will 

discover the error  
− In light of pharmacy regulator guidance or discussion with legal 

representative 
− More appropriate to inform someone else, e.g. parent of young child 
 

• Appropriate person = pharmacist or pharmacy technician who dispensed the 
product, the supervising pharmacist, the pharmacy owner, a person acting for 
the pharmacy owner 

 

 
 

 

DISPENSING ERRORS  
  

Presenter
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Patient disclosure is important in the medical error process. Errors do not necessarily constitute improper, negligent, or unethical behaviour, but failure to disclose them may. There is medical research (Gallagher et al) that states patients want "information about what happened, why the error happened, how the error's consequences will be mitigated, and how recurrences will be prevented.

A pharmacy professional should take all reasonable steps to notify a patient as soon as possible if an error has occurred. Depending on the severity of the error, the expected response of a pharmacy professional may differ.
Often, it is the patient themselves who recognise the error and inform the pharmacy professional. In this case, there is clearly no requirement to inform the patient – as they already know.

The burden of proof for acting promptly to notify the patient is in the wrong place?
The order has put the burden of proof on the prosecution to show that the defendant did not act “promptly” in notifying the patient of an error.



DISPENSING ERRORS 

Unregistered pharmacy staff, e.g. PTPT, dispenser, assistant, delivery driver 

• Defence applies provided conditions met and the wrong medicine was 
not deliberately sold or supplied by the unregistered staff member, who 
would remain liable for prosecution  

 

 

Burden of Proof: Not acting in course of their profession  
 
•    Used professional skills for an improper purpose 
•    Deliberately failed to have due regard for patient safety 
•    Not following a standard operating procedure of itself does not count  

Presenter
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If a medicine is dispensed from a registered pharmacy, unregulated individuals involved will also benefit from the defence. For example, pre-registration trainee pharmacists and pharmacy technicians, dispensers, counter assistants and pharmacy delivery drivers. However, if they knowingly make a change, for example switching the medicine for a different medicine, the defence would no longer apply to them and the supervising pharmacist could make out a defence under section 121(2) of the Medicines Act i.e. they had exercised all due diligence to avoid the offence and the offence was due to the fault of another person.

“Acting in the course of his or her profession” is a condition of the defences. 

How will it be judged whether a registered pharmacy professional is “acting in the course of his or her profession”?
The burden of proof will be for the prosecution to show otherwise beyond reasonable doubt.
In general, if a registered pharmacy professional is dispensing a medicine as part of normal practice, it would be difficult to reach a view that they were not acting in the course of their profession.

Pharmacy professional CAN benefit from the defences if they have not followed Standard Operating Procedures (SOPs)?
This is because occasionally a pharmacy professional must use their professional judgement to put the benefit of a patient above strictly following an SOP. This is why not following a SOP does not in itself contribute proof that the pharmacy professional was not “acting in the course of their profession”. The prosecution still has to prove that beyond a reasonable doubt



DISPENSING ERRORS – HOSPITAL PHARMACY PROFESSIONALS 
  “Ensuring hospital pharmacy professionals have the same right of protection against criminal 
prosecution for inadvertent dispensing errors is a priority for the Board” Ken Jarrold CBE, Chair, 
16 February 2015 

        Unlike community pharmacies the governance/regulation of hospital pharmacies differs across 
the four home countries 

        Supplies pursuant of directions, that are not also a sale, are not covered by section 64 – so a large 
proportion of hospital pharmacy medicine transactions are not subject to that criminal offence 

        However, section 63, concerning adulteration, applies to all transactions – dispensing, supply 
against directions and sales  

 

        
A separate Order providing defences to section 63 and section 64 of the Medicines Act 1968,  
for errors  made by a registered pharmacy professional in a hospital or other pharmacy 
service (e.g. in care homes and prisons) is needed 
 
There are plans to consult on draft proposals shortly 

Presenter
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Section 64
NHS hospitals: some registered and some not: not all areas where supply occurs are registered. Non registered premises: law is silent, therefore prosecutions under medicines legislation not relevant. Private Rx and FP10s are as legal prescriptions.
Private hospitals, supply may be under the direction of the prescriber
GP practices not covered by defence as not registered pharmacies: so still covered by Triple Jeopardy: future may come back to this point

The RPB discussed this matter at length and wants to mirror the proposals for community pharmacies as far as possible and considers it disproportionate to require hospital pharmacies to be registered
Instead, it is exploring whether the governance element of the defence could be captured by having a requirement that hospital pharmacy services must be under the direction of a pharmacist. Looking at a pharmacist to be accountable and the draft order to refer to hospital pharmacy services rather than the pharmacy/dispensary

England: CQC: governance of healthcare provision
Scotland & Wales: Health Boards- managed NHS system (Scotland- differences, private healthcare regulated but clinics not)


Sales, or supplies pursuant to a prescription, of a medicine from hospital pharmacies that are not registered with the pharmacy regulators or from dispensaries in GP practices or other forms of “pharmacy” premises that are not registered with GPhC or PSNI, will not benefit from the defence. 




DISPENSING ERRORS 
Dispensing errors fortunately only occur in a small proportion of cases. 

• There are over a billion prescription items dispensed by community 
pharmacies every year and it is testament to the professionalism of 
pharmacy staff that the error rate is so low. 

Pharmacy professionals have listed multiple explanations for the occurrence of 
dispensing errors, including; 

• Similar medicine names and the same branding on packaging for different 
products 

• Poorly written prescriptions 

• Workload, interruptions and distractions 

• Physical environment, e.g. lighting. 



IMPROVING PATIENT SAFETY 
      Government, regulatory and professional bodies expect pharmacy teams to 

be pro-active and engaged in improving patient safety. 

      To encourage and foster a culture of learning and improvement in registered 
pharmacies, the regulatory and professional pharmacy bodies across the UK 
have: 

1. Published professional standards to support increased reporting, learning, 
changing practice and sharing learning from dispensing errors and near 
misses 

2. Run patient safety and quality roadshows and medicines safety conferences 
to promote the standards and engage the professions. 

3. Published a range of tools and resources to support the further 
improvement to systems and procedures 

Presenter
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Professional pharmacy bodies include:

APTUK
RPS
Pharmacy Forum Northern Ireland - PFNI




PROFESSIONAL STANDARDS 

 

 

 

 

 

 

 

 

http://www.aptuk.org/aptuk-news/2016/12/5/professional-standards-
reporting-learning-sharing-/ 

WHAT THIS IS FOR 
Describe good practice & good systems of care for reporting, 
learning, sharing, taking action and review as part of a patient 
safety culture.  
Provide guidance & 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. 
May also be of interest to the public, to people who use 
pharmacy & healthcare services, healthcare professionals 
working with pharmacy teams, regulators & commissioners of 
pharmacy services. 
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The professional standards are intended for the use of pharmacy technicians, pharmacists and the wider pharmacy team in all four countries of the United Kingdom. However they 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.

The standards aim to provide guidance to support the pharmacy team in engaging and being proactive in improving patient safety by sharing and learning from all incidents including dispensing errors. 

PROFESSIONAL STANDARDS STANDARD
1: OPEN AND HONEST STANDARD
2: REPORT STANDARD
3: LEARN STANDARD 
4: SHARE STANDARD 
5: ACT STANDARD 
6: REVIEW 
Be open and honest when things go wrong 1,2,3 Report patient safety incidents to the appropriate local or national reporting programme Investigate and learn from all incidents, including those that cause harm and those that are “no harm” or “near-miss” 
4 Share what you have learnt to make local or national systems of care safer Take action to change practice or improve local or national systems of care 
Review changes to practice



QUALITY SYSTEMS 

http://www.pharmacyqs.com/ 

To promote learning about quality 
healthcare and the systems that are 
needed to support this. 
It aims to encourage the use of 
improvement science and provides 
a platform to share pharmacy 
improvement stories. 
 
Our mission is to link pharmacy to 
quality and the pursuit of 
improvement. 
 
Making sure that our systems are 
quality systems is beneficial to 
patients, pharmacy teams, 
organisations providing care and 
the pharmacy profession 

Presenter
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The purpose of this resource is to promote learning about quailty healthcare and the systems that are needed to support this. It aims to encourage the use of improvement science and provides a platform to share pharmacy improvement stories.

PharmacyQS.com’s mission is to link pharmacy to quality and the pursuit of improvement.

Making sure that pharmacy systems are quality systems is beneficial to patients, pharmacy teams, organisations providing care and the pharmacy profession

Quality systems and the use of quality improvement science in pharmacy has many benefits- 5 key benefits are listed on the website

 ‘is this for me section’ provides resources linking to quality and patient safety.

Good source of PTPT learning



CONTINUING SAFETY IMPROVEMENTS 

       September 2014, NHS England (now NHS Improvement) & MHRA issued a Stage Three 
Directive recommending all large community pharmacy organisations (as well as NHS 
Trusts, homecare companies and independent providers) to identify a named 
Medication Safety Officer (MSO) to review medication incidents &  oversee safety 
improvement within their organisation. 

 

       UK wide - number of system wide initiatives to support learning and improvement at a 
local, regional and national level and help to better identify and address system errors.  

 

       For example, in England there has been the introduction of medication safety officers 
and improvement of reporting systems (the National Reporting and Learning System – 
also in Wales). 

 

https://report.nrls.nhs.uk/nrlsreporting 

https://report.nrls.nhs.uk/nrlsreporting/ 
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The National Reporting and Learning System (NRLS) is a central database of patient safety incident reports. Since the NRLS was set up in 2003, over four million incident reports have been submitted.

All information submitted is analysed to identify hazards, risks and opportunities to continuously improve the safety of patient care.





COMMUNITY PHARMACY PATIENT SAFETY GROUP (CPPSG) 
 MSOs in community 

pharmacy 
organisations are the 
Superintendent 
Pharmacist, or a 
senior member of 
their team 
 
2015 Pharmacy Voice 
Patient Safety Group 
 
 
 

https://pharmacysafety.org/ 
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The Community Pharmacy Patient Safety Group provides a forum for community pharmacy organisations, competitors in a commercial sense, to openly share and learn from each other when things go wrong, as well as from other sectors and industries.

The Group, chaired by Janice Perkins, Pharmacy Superintendent at Well, has worked closely, and will continue to work closely, with NHS Improvement to improve the mechanisms by which patient safety incident data is captured and fed into the NHS National Reporting and Learning System (NRLS) database, and an NHS Improvement representative is present at our bi-monthly meetings.

In June 2017, a learning module for community pharmacists on the importance of reporting patient safety incidents was published in Pharmacy Magazine.  The module was written with input from the Community Pharmacy Patient Safety Group and aims to help pharmacy professionals reflect on how the patient safety incident reports that their teams make contribute to a supportive culture of improvement.



GOVERNMENT : JEREMEY HUNT  
February 2018 

       Patient Safety Movement Foundation Summit, 
Secretary of State for Health and Social Care outlined 
the results of a recent evidence base review that 
indicated the prevalence, scale and economic burden 
of medication errors in the NHS.  

       New research estimates that some 237 million 
medication errors occur in England per annum.  

       Hunt set out a number of areas where we could do 
better to tackle prescribing and medication errors:  

       -   from improving how we use technology, such as  
electronic prescribing & medicines administration 
system,  

        -   to understanding how best to educate & inform 
patients about their medicines. 

Professor Sir Norman Williams is 
currently undertaking a review of 
healthcare professionals and gross 
negligence manslaughter which is due 
to report at the end of spring 2018. 

The Patient Safety Movement Foundation believes reaching ZERO 
preventable deaths in hospitals by 2020 is not only the right goal, 
but an attainable one with the right people, ideas, and technology 

Presenter
Presentation Notes
February 2018- Medication errors: Short Life Working Group report
The Short Life Working Group report makes recommendations for a programme of work to tackle medication error and improve medicine safety
https://www.gov.uk/government/publications/medication-errors-short-life-working-group-report

23 Feb 2018 - A study has revealed an estimated 237 million medication errors occur in the NHS in England every year, and avoidable adverse drug reactions (ADRs) ... The report, funded by the UK Department of Health Policy Research Programme,
http://www.manchester.ac.uk/discover/news/more-than-200-million-medication-errors-occur-in-nhs-per-year-say-researchers/

Research highlighted that non-steroidal anti-inflammatory drugs, anticoagulants and antiplatelets caused over a third of hospital admissions due to avoidable adverse drug reactions.

In addition, gastrointestinal bleeds were implicated in half of the deaths from primary care adverse drug reactions, and older people were more likely to suffer avoidable reactions.



WORLD HEALTH ORGANISATION 
WHO's Third Global Patient Safety Challenge: Medication Without Harm 

      WHO report that ‘Unsafe medication practices and medication errors are a 
leading cause of   injury and avoidable harm in health care systems across 
the world’ 

      The global challenge aims to reduce severe avoidable medication-related 
harm by 50%, globally in the next 5 years. 

http://www.who.int/patientsafety/medication-
safety/en/ 

Download the Brochure 
http://www.who.int/patientsafety/medication-
safety/medication-without-harm-brochure/en/ 

Real-life stories 
There is also collection of stories on the website from patients, families and 
health care providers shows how they have been affected by medication 
errors and harm, as well as other stories on what they have done to prevent 
such errors and harm from reoccurring 
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Global campaign: Medication Without Harm
Everyone, including patients and health care professionals, has a role to play in ensuring medication safety.

Building on the launch of the Global Patient Safety Challenge “Medication Without Harm”, WHO has developed a campaign to increase public awareness of the safety issues related to medication use and the need for safer medication practices.

The campaign also aims to engage key stakeholders in the development and implementation of strategies for medication safety; and call for global solidarity and concerted action by all countries and international partners for reducing severe avoidable medication-related harm.

The call for action of the global campaign is “KNOW. CHECK. ASK.” This encourages and empowers both patients and their caregivers and health care professionals (for example nurses, physicians, pharmacists) to take an active role in ensuring safer medication practices and medication use processes including prescription, preparation, dispensing, administration and monitoring.



APTUK PATIENT SAFETY - GOING FORWARDS 

Annual Professional Conference 2018 

PTJ- regular column 

MHRA alerts 

Branches    

CPPE: Patient Safety Learning Campaign 2018 

© Association of Pharmacy Technicians 
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