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Why Bother

 6.5% all admission related to Adverse Drug Reactions 

 4% bed capacity 

Which drugs ?

Medication Reconciliation 

 67% Preventable



Admissions To Waitemata DHB



Drugs Causing Admissions



HQSC  -A window on the Quality of NZ Healthcare 

April 2017

8 % of primary care patients in New Zealand 

report being given the wrong drug or dose in the 

last 12 months, with nearly half of them having to 

seek help for the medication error



Test Results 

 Practices do not track requests for tests

 Lack protocols on how to inform patients of 

results.

 MPS  84% of practices had risks associated with 

test results.

 The Health and Disability Commission Cases 
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Human Factors

Is a discipline  which concerns understanding and 

improving the “fit” between people and their working 

environment to ensure a safer productive and efficient 

workplace 



The following factors make us more prone to making 

mistakes?

Stress *

Fatigue

Time pressure

Poor design / interface *

Quality & quantity of Information*

Fragmentation*

Unfamiliarity*







But we are Human!

 Clinicians ignore alerts

 Critical drug interactions 88- 89% ignored

 Allergy drug interactions 69 - 91% ignored

 Selective set of alerts – 67% accepted 
Payne et al 2002 

Wengart et al 2003

Shah et al 2006





Staged Approach

Stage 1 GP Practices Testing and development 2010-12-

Programme launch March 2013

Stage 2 Community Pharmacy Proto-typing and testing 2014-16

National Launch 2017 

Stage 3 Dentistry Exploratory work from 2015 onwards



3 Workstreams

Safety 
Culture

• Trigger Tool Reviews

• Safety Climate Survey

Safer 
Medicines

• Warfarin

• DMARDs

• NSAIDS

• Medication Reconciliation

Safety       
at the 

Interface

• Results Handling



Our methods

IHI, Breakthrough Series Collaborative 



“In God we trust. 

All others bring data.”

W. E. Deming



What is a Care Bundle?

4 or 5 elements of care

Across Patients Journey 

Creates teamwork

Mix of easy and hard 

All or nothing

Small frequent samples



Warfarin Bundle

Is there evidence that the last advice re warfarin dosing given to patient
followed current Guidance?

Is the target INR and duration of treatment clearly documented in the notes 

Has patient been taking the advised dose since last blood test?

INR is taken within 7 days of planned repeat INR?*

Face to face education recorded every 6 months?*

Overall compliance out of 5



Progress towards our aims

• 819 practices across Scotland collected data and made 
improvement in high risk area – often 3 areas 

• 924 practices in Scotland completed the Safety Climate 
Survey for 3 years

• 740 practices in Scotland completed case note reviews 
and made improvements



Successes

Better systems 

Teamwork

Role development

 Improved culture 

Sharing and networking

More efficient

Less stress 

 Improvement skills



Warfarin Control 

Before After

Mean Time in Therapeutic range 

(%) 
66.25 69.10

% of INR tests >5 or <1.5 8.22 5.84
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NSAIDS – Reducing harm

Searches

Review patients 

Make changes 

Measure change
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80% increased risk of hospitalisation due to acute kidney injury in first 
30 days.

The Triple Whammy 

NSAIDS + ACE/ARB + Diuretic 
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Results 

 Patients age ≥ 65 years on triple whammy combination. 

Sustained 47% reduction 

 Patients age ≥ 65 years prescribed an NSAID without gastroprotection

Sustained 52% reduction

 Current anticoagulant user prescribed an NSAID without gastroprotection.

Sustained 41% reduction 
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IT and Patient Safety 

Data to diagnose the problem 

Data to monitor improvement 

Part of the problem 

Part of the Solution  



Why Successful?

 Prioritised

 Right problem

 Right data collection

 A Method

 Infrastructure



Safety in Practice
is a

Quality Improvement initiative

with a focus on
Patient Safety
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SiP Collaborative
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SiP Objectives

Enhance quality improvement capability within General Practice

Augment PHO capability in quality  improvement methods and 

processes

Prevent and/or reduce patient harm by improving General Practice 

systems and processes

Promote a culture of safety within General Practice teams.



 In 2014/15 we saw 23 practices work to improve patient safety

 In 2015/16 we saw 32 practices work to improve patient safety

 In 2016/17 we had 40 enrolled practices

 In 2017/18 we have close to 80 practices

 5 Urgent care Clinics

 20 Community Pharmacies

 Data collected so far reflects that our objective of improving patient safety and quality of

care is being met.



Approach so far has been to provide practices with quality 

improvement support and facilitation to assist with:-

• Up-skilling teams in improvement methodology

• Identification of current systems, processes and behaviours

• Data analysis

• Redesign of practice systems and processes

• PDSA testing of small change with the SiP care bundle audit

tools.



Trigger Tool

 10-20% of errors are reported and of these 90-95% cause no 
harm to patients.

 The Trigger Tool is an effective way of:

- Identifying incidents of harm
- Identifying the degree and severity of harm
- Selecting and testing changes to reduce harm over time.



Practices will look at 25 records for triggers.

Triggers will prompt a further look for harm.

Stop if reached 20 minutes or 5 incidents of harm

Reflect on areas of improvement.



Safety Climate Survey

 Tool for involving all staff in the practice in a discussion around safety 

culture and systems

 Team discussion to look at what’s going well and areas for 

improvement 

 Important to avoid harm due to 

• failure of leadership

• breakdown of communication / decision making

• lack of assertiveness

• lack of awareness





Warfarin Prescribing







LOW INR (< 2):

Need to ask patient about possible causes of low INR before increasing 

the dose of Warfarin. How much have they been taking recently? 

Document the amount taken in the patient notes.

CAUSE DOSE OF WARFARIN REPEAT INR TEST IN

Missed dose in last 5days Same dose 3 days

Temporary Vitamin C in 

last 5days

Same dose 3 days

Temporary high Vitamin 

K foods in last 5days

 Liver

 Broccoli

 Brussel sprouts

 Spinach

 Watercress

 Cabbage

 Coriander

Same dose 3 days

Inadequate dose to 

achieve target INR

< 1.5 increase by 

20%

3 days

1-5-1.9 increase by 

10%



HIGH INR (> 3):

Consider wrong dose taken and interactions with medications and food. Ask the patient 

if they have recently had any of the following common causes of a high INR:

Wrong dose of tablets taken Ginger

Alcohol Grapefruit or grapefruit juice

Allopurinol Ibuprofen

Arnica Lansoprazole

Cefaclor Liquorice

Co-trimoxazole Metronidazole

Cranberry juice Omeprazole

Erythromycin Sulphonamides

Garlic
INR ACTION REPEAT INR 

TEST IN

Dose Warfarin Vit K

3.1-3.9 Same dose Only if minor bleeding 3 days

4-5 Stop 1 day; reduce 

dose by 10-20%

Only if minor bleeding 3 days

>5 Stop & restart when 

INR <5; reduce dose 

by 20%

Give Vit K 1mg if INR not 

falling or high risk of 

serious bleeding

Daily

>8 Stop & restart when 

INR <5; reduce dose 

by 20%

Vit K 1mg if minor 

bleeding & consider 

hospital admission; Vit K 

10mg if major bleeding & 

hospital admission

Daily



BLEEDING QUESTIONS:

Bleeding can occur when the INR is between 

2-3, but is more likely with higher INR’s. Ask 

the patient about the following:

Red or brown urine

Red or black stools

Severe headache

Unusual weakness

Excessive menstrual bleeding

Prolonged bleeding from gums or nose

Dizziness, trouble breathing or chest pain

Unusual pain, swelling or bruising

Dark, purplish or mottled fingers or toes

Vomiting or coughing up blood 

INDICATION TARGET INR DURATION

DVT or PE due to 

reversible risk factors

2-3 3 months

DVT or PE due to two 

unprovoked causes or 

cancer

2-3 Lifetime

Chronic AF 2-3 Lifetime

Mechanical aortic 

valve

2-3 Lifetime

Antiphospholipid 

syndrome without 

recurrent VTE

2-3 Lifetime

Mechanical mitral 

valve

2.5-3.5 Lifetime

Mechanical aortic or 

mitral valve with 

additional risk factors 

for VTE

2.5-3.5 Lifetime

Antiphospholipid

syndrome with 

recurrent VTE

3.0-4.0 Lifetime



Results Handling



Quick key 

Press spacebar after letters

Suggested comments for INBOX results

.a acceptable – no action required

.ar acceptable – repeat in (insert time frame for recall or message)

.disc non-urgent - can discuss at next visit 3/12 visit

.ex ordered and being followed up by external provider

.inr INR result been actioned

.life please discuss with patient appropriate lifestyle advice

.me note - change in medications

.n normal

.nad no abnormality detected

.nar no action required

.ni no infection

.ot ?Otahuhu patient - forward on and send back

.sf sample forwarded to other lab for testing

.si similar to previous - no current action required

.st stable – continue to monitor (add in timeframe and by whom)

.stn stable – no current action required

.tci patient to make appt to come in and discuss – non urgent (2 weeks)

.tciu patient to come in to see doctor URGENTLY (identify timeframe required)

.tr transferred - send back and to new practice

.un unmatched - send back



Medication Reconciliation



Medication Reconciliation



Opioid Prescribing



Opioid Prescribing



Cervical Smears



COPD



COPD



Own Bundle - CVDRA

 If the patient is eligible for a CVDRA recall to be in place,

is there a recall?

 Was the most recent recall acted upon/lab forms given?

 If lab tests were completed, was a CVDRA completed?

 Was a clinical decision made as a result of the CVDRA?

 Have the required actions been completed/significant risk

factors addressed?

 Has documented smoking cessation advice been offered at

every opportunity in the last year for all smokers?



Safety-in-Practice audits



Patient contact services

Bulk text messages 

(personalised)

Bulk ePost letters

(Personalised)



National numbers 

3.2 Million Patients 
Patients over 65 prescribed NSAID and not prescribed a GI protective 

medicine in the past 4 months - 147,122

Patients with CKD and prescribed NSAID in the past 3 

months 26,550

Triple Whammy in the past 3 months

3,710

Ref:   Data from DrINFO – July 2017 - Population of 2.8 million nationwide





Thank you!!

Suz Heslop, SiP Project Manager –

suz.heslop@middlemore.co.nz

Neil Houston

neil.houston@waitematadhb.govt.nz

www.safetyinpractice.co.nz
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