Ms Kukila Begum
2 Thorney Hill Close
Oldham
OL4 1DD
PRIVATE & CONFIDENTIAL




25th June 2025

Dear Ms Bengum

Re: Well – Well Oldham - Barley Clough MC

Following the receipt of a report from our pharmacy about the dispensing incident involving your recent prescription for Levothyroxine 50mg Tablets, I would like to offer my sincere apologies and assure you that this matter has been taken very seriously.

I would like to assure you that Well Pharmacy places utmost importance on patient safety. All our pharmacies work to the highest possible standards, and we have systems and procedures in place to ensure these are followed. It is therefore very disappointing that we have fallen short of our own high standards on this occasion. As an organisation we believe it is of paramount importance to monitor any such incidents occurring within our pharmacies and more importantly to use this information to try and minimise the risk of future similar events.

I understand from the report that you had received Levothyroxine 100mg Tablets in error and that it was only through your vigilance that the error was identified and brought to the attention of the pharmacy team. I understand from the report that you had taken some of the higher strength medication and experienced nausea and generally felt unwell. I am very sorry for the upset and inconvenience you have been caused, and I would like to acknowledge how disappointing it must be for you that an error such as this occurred with your medication. I hope the pharmacist on duty dealt with this incident helpfully and to your satisfaction.

Please be assured that as a direct result of this incident the Standard Operating Procedures of the pharmacy have been reviewed, and the incident has been discussed in a team meeting. The pharmacy team have completed a Root Cause Analysis (RCA) which investigates factors surrounding the incident in order to identify any learning that could be used to minimise the risk of a reoccurrence and any training issues identified during this analysis have now been addressed. 

To ensure our internal investigation remains transparent, we will report this incident to NHS Learn From Patient Safety Events (LFPSE) in order to share the learning from the incident locally and nationally. These reports are analysed to identify common risks to patients and opportunities to improve patient safety and disseminate learning throughout the NHS and other healthcare providers. Please be assured that we will be co-operating fully with any further investigation.

I hope this letter has re-assured you that this incident has been taken very seriously and I would like to apologise once again for any inconvenience caused to you.  If you would like to discuss this matter further or require any further actions to resolve this matter to your satisfaction, please do not hesitate to contact me or one of my colleagues in the Superintendent’s Team on 0333 010 2222 option 3.

Yours sincerely,






Alisha Mann MRPharmS
Patient Safety and Experience Pharmacist
Pharmacy Superintendents Team
0333 010 2222
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