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Context

Safety in Practice (SiP) is a quality improvement
programme, using Model for Improvement methodology.
SiP provides tools and training to primary care teams, to
reduce preventable harm to patients.

Over the past 5 years the programme has focuses on
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Alm  To reduce high risk prescribing of NSAIDs, in GP practices involved in Safety in

Practice, by providing prescribers with information about high risk NSAID
prescribing within their practice.
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Practices were given suggestions for change
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* Many practices reported having dramatic effect on their
awareness of issue and prescribing patterns * Measure 5: Total number of patients prescribed an NSAID with
« Helpful that running along side other quality improvement heart failure.

work in SiP

« 2018/19 monthly data with options for practices of
prescribing indicators with a focus on NSAID, kidneys or
other high risk medicines
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