[bookmark: _Toc397597261][image: ]Community Pharmacy Brief               
[bookmark: _Toc397597262]A bulletin for community pharmacies that support clients of Turning Point Substance Use Services.
June 2026	


GREEN

GREEN

1GREEN

In this edition: 

· Ketamine Harm Reduction Campaign
· CPE Updated CDs factsheet 
· CPE Updated Instalment factsheet
· NEO claims Audit 
· Methadone Dispensing errors

Ketamine Harm Reduction Campaign: Know your K
We have launched a campaign with information around the effects of Ketamine, signs of harm and practical steps that can be taken to stay safer. This campaign has been developed by both Turning Point colleagues and people with lived Experience. 
Please click the link below for more information: 
https://www.turning-point.co.uk/know-your-k
CPE Dispensing factsheet: Dispensing prescriptions for controlled drugs. 
Community Pharmacy England (CPE) have updated the dispensing factsheet for dispensing controlled drugs. This covers the prescription requirements including the prescription validity, length of treatment, owing and additional checks to be carried out when the scripts are collected by either the patient or a representative.  
For more information, please click the link below: 
https://cpe.org.uk/wp-content/uploads/2025/10/Dispensing-CDs-factsheet-April-26.pdf 
CPE Dispensing factsheet: Dispensing instalment (FP10MDA) prescriptions. 
A factsheet has been developed by the Dispensing & supply team at CPE to explain how controlled drug instalment prescriptions must be written and how the prescriptions should be endorsed for payment. 
For more information, please click the link below:
https://cpe.org.uk/wp-content/uploads/2026/04/Instalment-dispensing-April-26.pdf 
NEO claims Audit
Turning Point conduct regular audits of supervised consumption recording on NEO360. Your local Turning Point pharmacy lead will contact you directly if any discrepancies are identified. Please ensure that clients are only being logged on the system if they attend for Supervised Consumption. 
Methadone Dispensing errors. 
Incidents: There have been an increasing number of incidents where our clients have been given the wrong dose of methadone. Often these have been doses higher than that prescribed for the client. An example of a recent incident was a client incorrectly receiving a 50mg dose instead of their prescribed 30mg dose. There have been a variety of contributory factors to these incidents including;
· mistaken identity (family members being given each other's doses)
· doses being given to representatives inappropriately (for example, a client in hospital)
· dose changes on new prescriptions not being followed.
Risks: Given methadone’s long half-life and potent opioid effects even relatively small dosing errors can have serious consequences such as; overdose & respiratory depression, delayed toxicity and increased vulnerability. Under-dosing leads to a risk of withdrawals and subsequent loss of trust in treatment and potential disengagement.
Recommended Good Practice:
· Always verify patient identity using local procedures before dispensing
· Confirm the prescribed dose against the current prescription & dispensing record
· Use an independent second check where possible, particularly following dose changes
· Minimise interruptions during preparation and dispensing
· Ensure all staff involved in methadone dispensing are familiar with local policies and escalation procedures
· When a dosing error is suspected, seek urgent clinical advice immediately & ensure appropriate monitoring/referral pathways are followed
Patient safety remains our shared priority. We would encourage all pharmacy teams to review their methadone dispensing processes and reinforce existing safety checks with staff.

Reminder: any suspected methadone overdose should be treated as a medical emergency due to the risk of delayed respiratory depression, even if the patient initially appears alert.
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