


WHAT DID WE ACHIEVE
IN WESSEX?



Overview

• Action learning set delivered in April 2016 with
follow up PINCER training in June 2016

• 229 licences were paid for by the AHSN and
made available to practices as follows:

April 2016 - Fareham and Gosport practices

May 2016 - Dorset, Portsmouth and South East
Hampshire practices

June 2016 - North East Hampshire and Farnham,
North Hampshire and Southampton practices



• To date 208 practices have downloaded PINCER
since the beginning of the project

• To date 142 practices have shared their
aggregate data since the beginning of this project

• Licences were extended so that all practices had
at least 12 months use and re-purchased by the
AHSN for 156 practices



Cumulative figures over 4 quarters

Cumulative figures over 4 quarters

No of practices
downloading % uptake

Dorset 88 90%

Fareham and Gosport 15 71%

Portsmouth 17 81%

North East Hampshire and Farnham 21 88%

South Eastern Hampshire 18 75%

North Hampshire 19 95%

Southampton 30 94%

Total 208 87%



• So we know that there are plenty of you using
the tool – unless you have just downloaded it and
walked away from the PC!

• The next requirement in the project was to
upload baseline data to CHART Online

• 142 out of 208 practices have shared aggregate
baseline data
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Initial analysis

• Of the 142 practices that shared their baseline data,
126 practices uploaded data a second time

• Of those 126 practices, 95 uploaded a full set of data
– 41% of practices that had the tool purchased for
them

• PRIMIS can’t identify individual practices from the
data, only the practice and/or CCG authorised user
can view this

• Not all patients identified by the searches are at risk
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Patients with a past medical history of peptic ulcer who have been
prescribed a non-selective NSAID without co-prescription of a PPI
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Patients with a history of asthma who have been prescribed a
betablocker
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Patients aged 75 years and older who have been prescribed an ACE
inhibitor or loop diuretic long-term who have not had a recorded
check of their renal function and electrolytes in the previous 15

months
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Women with a past medical history of venous and/or arterial
thrombosis who have been prescribed combined hormonal

contraceptives (CHC)
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Patients receiving methotrexate for at least three months who have
not had a recorded full blood count
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Patients receiving warfarin in the last three months who have not
had a recorded check of their INR within the previous 12 weeks
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a recorded check of their lithium concentrations in the previous three

months
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Patients receiving amiodarone for at least six months who have not
had a thyroid function test within the previous six months and have

never been prescribed thyroxine
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What next….

• If you haven’t done so already – involve
Pharmacists in reviewing patients

• Practices should upload data again and compare
themselves to CCG averages

• Carry out root cause analysis – more on this later

• Authorised CCG users should review aggregated
data to support the decision making process



WHAT WE CAN LEARN
FROM THE EAST
MIDLANDS AHSN AND
HEALTH FOUNDATION
ROLL OUT



Background - Scale of the problem

 Medication errors in primary and secondary care are an important
cause of morbidity and mortality

 Prescribing errors – The PRACtICe Study1

 1 in 20 items with an error – 1 in 550 with a serious error

 Over 1 billion items dispensed in 2015 = 1.8 million serious
prescribing errors

 Preventable medication-related admissions to hospital

 These account for around 1 in 25 hospital admissions

 4 classes of drug account for over 50% of these admissions:

 anti-platelets, non-steroidal anti-inflammatory drugs
(NSAIDs), diuretics and anticoagulants

1 Avery T, Barber N, Ghaleb M et al. The PRACtICe Study (PRevalence And Causes of prescrIbing errors in general
practiCe). A report for the GMC. Nottingham: October 2011



The PINCER trial

A cluster randomised
trial comparing the
effectiveness of a
pharmacist-led IT-
based intervention

with simple feedback
in reducing rates of
clinically important
errors in medicines

management in
general practices

The Lancet, 2012;379:1310 – 1319 doi:10.1016/S0140-
6736(11)61817-5



PINCER trial overview

• The study involved at-risk patients in 72 general practices

who were being prescribed drugs that are commonly and

consistently associated with medication errors

• These included the prescription

• of NSAIDs and beta blockers, and

• the monitoring of ACE inhibitors or

• loop diuretics, methotrexate,

• lithium, warfarin, and amiodarone



Cluster randomised trial

72 General Practices
consented into the study

Simple feedback

Computer-generated feedback
on patients at potential risk
from hazardous prescribing

(n=36)

Pharmacist-led intervention
(PINCER)

Simple feedback plus educational
outreach and dedicated support

to correct and prevent potentially
hazardous prescribing

(n=36)



PINCER findings

• PINCER intervention is an effective
method for reducing a range of
clinically important and commonly
made medication errors in primary
care

• At 6-months follow-up patients in
the PINCER group had significantly
fewer prescribing errors than
those in the Simple Feedback
group

• There was evidence that the
intervention was cost-effective

• Could be rolled out across NHS at
low cost to reduce medication
errors



PINCER 3

• £500,000 funding was awarded from the Health
Foundation, with a further £117,000 pledged by the
EMAHSN

• Aim was to roll out the PINCER intervention in waves
across 150 general practices in the East Midlands
within two years and evaluate the implementation and
impact

• The project was led by Lincolnshire Community Health
Services NHS Trust supported by the University of
Lincoln, University of Nottingham, the EMAHSN and 17
of the region's CCGs

• 12 CCGs implemented PINCER in 361 general
practices between September 2015 and April 2017



PINCER 3

Eleven specific audits developed by PRIMIS in partnership with the
University of Nottingham which allows GP practices to easily

interrogate their clinical data and identify patients who are potentially
at risk of harm through prescribing errors or inadequate drug

monitoring.

Can reduce
unnecessary and

inappropriate
treatment and

hospital
admissions

Supports the
NICE ‘Medicines

Optimisation
Clinical

Guidelines’
published in
March 2015

Provides multi-
dimensional
data from
patient to

practice, local
and national

levels

Identifies
patients who
may not have
received the
necessary

monitoring or
investigations
and require a
medication

review



OUTCOME: GI BLEED

Query 1: In a patient aged ≥65 years prescription of an oral NSAID without co-

prescription of an ulcer-healing drug

Query 2: Prescription of an oral NSAID, without co-prescription of an ulcer-healing drug,

to a patient with a history of peptic ulceration

Query 3: Prescription of an antiplatelet drug to a patient with previous peptic ulcer or GI

bleed without co-prescription of an ulcer-healing drug

Query 4: Prescription of warfarin or a New oral anti-coagulant (NOAC) and an antiplatelet

in combination without co-prescription of an ulcer-healing drug

Query 5: Prescription of warfarin or NOAC in combination with an oral NSAID

Query 6: Prescription of aspirin in combination with another antiplatelet drug without

co-prescription of an ulcer-healing drug



OUTCOME: EXACERBATION OF ASTHMA

Query 1: Prescription of a non-selective beta-blocker to a patient with asthma

Query 2: Prescription of a long-acting beta-2 agonist inhaler (excluding combination

products containing inhaled corticosteroid) to a patient with asthma who is not also

prescribed an inhaled corticosteroid

OUTCOME: HEART FAILURE

Query 1: Prescription of an oral NSAID to a patient with heart failure

OUTCOME: STROKE

Query 1: Prescription of antipsychotics for >6weeks in a patient aged ≥65 years with 

dementia but not psychosis

OUTCOME: KIDNEY INJURY

Query 1: Prescription of an oral NSAID to a patient with chronic renal failure with an

eGFR <45



Implementation

Using CHART and the PINCER indicators to identify patients at
risk from common and important prescribing and drug
monitoring errors

Pharmacists - trained in the PINCER approach and how to use
CHART – working with each general practice to develop an
action plan

Pharmacists (and pharmacy technicians) working with and
supporting general practice staff to implement the action plan



Evaluation

Evaluation led by Professor Tony Avery, University of Nottingham

Plan to measure improvement using routinely recorded data from general practices

Data for the evaluation will be collected retrospectively at three monthly time points
throughout the course of the project

Practices will need to give consent to allow pseudonymised patient data to be shared
with the research team

A qualitative evaluation will be carried out to explore the acceptability and feasibility of
the rollout of the PINCER intervention



Lessons learnt

• Governance arrangements between the AHSN, CCG and practices are
in place

• Stakeholder engagement – not just CCG!

– conflicting priorities – what is already being used to improve safety?

– ensure the right people in the practice can access and use MIQUEST

– ensure the C Drive can be accessed

– identify who can use CHART – training for new staff

• Important to understand variation across CCG and beyond

– uploading to CHART Online provided helpful further insight

• Not all patients identified by the searches are at risk e.g. one drug
may have been stopped before another was initiated

• Root cause analysis was key to success – focus on systems, not
individuals



What are your lessons learnt?

What would you stop
doing?

What would you
continue to ?

What would you start
doing?



MAKING THE MOST OF
CHART ONLINE



What is CHART Online?

• Data storage facility

• Online reporting and display functionality

• Enables practices and CCGs to compare and
benchmark locally and nationally

• Only aggregated data

• Only data that the practice has chosen to send

• All practices were required to submit datasets as
part of a national IT project in 2007



Why should you use it?

• View your overall practice position, which can be
tracked over time

• Draw comparisons against local peers and
national averages

• Drill down from CCG to practice to individual
indicators

• You control the data that is shared

• Viewing data is controlled by secure
authentication mechanism

• Data is anonymous, unless you give explicit
consent



Practice view - chart



Practice view - table



Practice view - trend



CCG view – one indicator



CCG View – all indicators



CCG View – all indicators



CCG view – all indicators



CCG View – trend



PINCER 3 additions

• Practice pdf report
allows practice to see
all views of data in one
printable pdf

• CCG pdf report allows
CCG to see all views of
data across all
practices in one
printable pdf





WORKSHOPS – HOW TO
GET THE MOST OUT OF
YOUR DATA



What is Root Cause Analysis?

Is the identification of the
‘vital few’ causes that have
a material impact on the
outputs of a process

Analysis is used to identify
areas for change and to
develop recommendations
which deliver safer care for
patients.



RCA investigation process

• Gathering and mapping information

• Identifying care and service delivery problems

• Analysing to identify contributory factors and root
causes

• Generating solutions

• Log, audit and learn

• NPSA standard

• http://www.nrls.npsa.nhs.uk/resources/collection
s/root-cause-analysis/



Person centred System centred

Problem Careless individuals Poor design

Focus Blame System

Solution Remove individual Change system



Prescription of an oral NSAID in patients aged ≥65 years without 
co-prescription of an ulcer-healing drug

• Recent large cohort study shows that patients ≥65 years are at significantly 
increased risk of GI bleed (not dissimilar to a past history of peptic ulcer)

• PPIs can reduce this risk

• The indicator will identify patients who have gastroprotection on repeat which
has not been issued recently

• Patients on misoprostol will be identified for review

Key actions: Review need for NSAID and consider stopping, or
add PPI. If PPI is co-prescribed clarify why patient is not
requesting



Prescription of a non-selective beta-blocker to a patient
with asthma

• Long-standing well-known contraindication

• Restricted to non-selective beta blockers because recent evidence
suggests a significant increase in risk of asthma exacerbation

• average reduction in FEV1 of 10%. A reduction in FEV1 of ≥20% was 
seen in 1 in 8 patients and symptoms of bronchospasm were
experienced by 1 in 13 patients

Key action: try to wean the patient off the beta-blocker,
review asthma symptoms, ensure advice given on initiation



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



Summary
• This work provides a real opportunity to improve

patient safety in your general practice

• The indicators provide a “litmus test” into the
practice prescribing

• Demonstrating success will, however, be more of a
challenge

• Key issues include:

 involving all members of the practice

 taking a systems approach to patient safety

 agreeing on a plan of action and executing this



Prescription of an oral NSAID in patients aged ≥65 years without 
co-prescription of an ulcer-healing drug

• Recent large cohort study shows that patients ≥65 years are at significantly 
increased risk of GI bleed (not dissimilar to a past history of peptic ulcer)

• PPIs can reduce this risk

• The indicator will identify patients who have gastroprotection on repeat which
has not been issued recently

• Patients on misoprostol will be identified for review

Key actions: Review need for NSAID and consider stopping, or
add PPI. If PPI is co-prescribed clarify why patient is not
requesting



Prescription of an oral NSAID, to a patient with a history of
peptic ulceration, without co-prescription of an ulcer-healing
drug

• A past history of peptic ulcer increases the risk of bleeding associated with
NSAIDs by around three-fold

• PPIs reduce the risk of endoscopic gastric ulcers by 63% and duodenal ulcers
by 81%

• The indicator will identify patients who have gastroprotection on repeat which
has not been issued recently

• Patients on misoprostol will be identified for review

Key actions: Review need for NSAID and consider stopping, or add
PPI. If PPI is co-prescribed clarify why patient is not requesting.



Prescription of an antiplatelet drug, to a patient with
previous peptic ulcer, without co-prescription of an ulcer-
healing drug

• BNF advises caution when prescribing aspirin and other antiplatelets if
there is a history of peptic ulcer

• Proton pump inhibitors are recommended to reduce risk of
gastrointestinal bleeding in these patients (although MHRA advise against
use of omeprazole or esomeprazole in patients taking clopidogrel)

Key actions: Review need for the antiplatelet drug, and if
needed prescribe an appropriate PPI



Prescription of warfarin/NOAC and aspirin in combination
(without co-prescription of an ulcer-healing drug)

• 1.5-2.5 fold increased risk of bleeding compared with either drug
prescribed alone (warfarin and aspirin)

• Bleeding admission rate for the combination is 5% per year

• PPI likely to reduce risks of GI bleed (based on related studies)

Key actions: Decide whether both drugs are indicated. If so,
add PPI; if not, discontinue non-indicated drug. BCSH
guidelines provide further advice.



Prescription of warfarin or NOAC in
combination with an oral NSAID

• NSAIDs are known to cause upper gastrointestinal
ulceration

• In anticoagulated patients this increases the risk of life-
threatening upper GI bleeding

Key action: Stop NSAID. Combination very rarely
justified.



Prescription of aspirin in combination with
another antiplatelet drug (without co-
prescription of an ulcer-healing drug)

• Bleeding admission rate 3.7% per year for patients
receiving aspirin and clopidogrel

• PPI can reduce risk of bleeding

Key actions: Are both drugs indicated? If so,
prescribe PPI; if not stop drug that is not
indicated



Prescription of a non-selective beta-blocker to a patient
with asthma

• Long-standing well-known contraindication

• Restricted to non-selective beta blockers because recent evidence
suggests a significant increase in risk of asthma exacerbation

• average reduction in FEV1 of 10%. A reduction in FEV1 of ≥20% was 
seen in 1 in 8 patients and symptoms of bronchospasm were
experienced by 1 in 13 patients

Key action: try to wean the patient off the beta-blocker,
review asthma symptoms, ensure advice given on initiation



Prescription of a long-acting beta-2 agonist inhaler to a
patient with asthma who is not also prescribed an inhaled
corticosteroid

• LABA without ICS may put the patient at risk of sudden or chronic
deterioration of their asthma

• Systematic review has shown that LABA with ICS reduces the incidence
of asthma related morbidity and mortality compared with LABA alone;
risk of exacerbation of asthma reduced (RR: 0.73, 95% CI 0.67-0.79)

Key actions: use a combination LABA/ICS inhaler, or swap
the LABA to an ICS alone.)



Prescription of an oral NSAID to a patient with heart
failure

• In a case-control study, the use of NSAID in previous week doubled the
odds of being admitted hospital with heart failure in older patients; risk
increased ten-fold in those with a history of heart disease

• Patients who continue to take NSAIDs regularly in heart failure have
significantly higher risk of mortality, with dose-dependent increase in
risk of death

• BNF advice differs between the different NSAIDs

Key actions: Stop the NSAID if patient is at risk, check read
coding is still appropriate



Prescription of antipsychotics for >6weeks in a
patient aged ≥65 years with dementia but not 
psychosis

• The use of antipsychotics in dementia can worsen cognitive
function and increase the risk of cerebrovascular events (RR of
2.5) and death (1% of patients are likely to die each year as a
result of this medication), while only a fifth of such patients are
likely to benefit from medication.

Key actions: Avoid antipsychotic drugs for mild to
moderate behavioral symptoms; work with GPs to
ensure patients are reviewed in line with guidelines



Prescription of an oral NSAID to a patient with chronic
renal failure with an eGFR <45

• High cumulative NSAID exposure is associated with increased risk for
rapid chronic renal failure progression

• Cohort studies have shown faster deterioration of renal function in
patients who continue to use NSAIDs:

• 26% increased risk of clinically significant decrease in eGFR in high
dose users

• linear association between cumulative NSAID dose and change in
mean eGFR

Key action: consider stopping the NSAID


