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Reporting on their study into the effec-
tiveness of the Drug Safety Update 

(DSU) newsletter on p27, Mike Wilcock 
and Georgina Praed reveal some alarm-
ing deficits in the process of communi-
cating vital safety information to GPs and 
other prescribing practitioners.
 Their survey, conducted among a 
small sample of GPs, pharmacists and 
nurse nonmedical prescribers (NMPs), 
found that a significant number of pre-
scribers infrequently or never get to see 
the newsletter and a third of GPs were 
unclear what action should be taken 
when a drug advisory is issued. 
 Of course the DSU newsletter is just 
one source of information on medicines 
safety available to prescribers.
 The Medicines and Healthcare prod-
ucts Regulatory Agency (MHRA) has 
developed an app that alerts clinicians 
to adverse events reported via its Yellow 
Card Scheme as well as allowing them to 
file reports themselves.
 Fur thermore, the BNF recently 
revamped its own app that “provides up-to-
date guidance on prescribing, dispensing 
and administering medicines, with special 
reference to their uses, cautions, contrain-
dications, side-effects and dosage.”
 However, Wilcock and Praed point 
out that more needs to be done and 
point to a simple solution: “Additional 
effor ts are needed to ensure that 
such information reaches healthcare 
professionals in such a way that ena-

bles appropriate action to be taken. 
Medicines optimisation teams have a 
role in signposting to and promoting 
DSU messages, while decision support 
software can potentially intervene at the 
point of prescribing.”
 It would seem a no-brainer to build 
drug safety functionality into prescribing 
software and the lay person could be for-
given for wondering why more progress 
has not been made on this front. 
 That would involve the many agencies 
and bodies responsible for reporting and 
monitoring drug safety to work with dig-
ital development teams to ensure the 
timely collation of accurate data.
 The main hurdle to such an elegant 
solution is perhaps the disconnect 
between the GP community and the NHS.  
Effectively small businesses, surgeries 
are responsible for buying their own 
prescribing software provided by private 
developers operating independently of 
the health service.
 If the NHS is to implement an effec-
tive drug safety programme, integration 
of all the diverse sources of information 
on medicines optimisation into one sys-
tem, easily delivered to and understood 
by prescribers, is the only way forward, 
whether that is achieved in partnership 
with private sector providers or by the 
NHS developing its own systems.
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Drug safety – a problem 
of communication


