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How much difference can 

a chocolate fish make?











A medication chart 

..............is only a paper tool

BUT it conveys the prescriber’s decisions regarding 

treatment to all other members of the team

The challenge is to clearly and precisely define the 

prescribing intentions



Errors based on interpretation of prescribing

When prescribing is unclear or confusing there is a 

risk that staff will guess or interpret what is written



Prescribing Improvement Programme

Aim:

To raise awareness amongst Health Waikato 

prescribers of the required standards and to 

raise level of competency of all prescribers 

currently practicing below those standards.

To include all Health Waikato hospitals



Prescribing Improvement Programme

Behaviour change

• Multi-faceted programme

• Relationships would be key

• Multi-disciplinary consultation

• Novel approach

• Audits



Prescribing Improvement Programme

Posters 

• 6 themes

• 2 posters per theme

• Fortnight per theme

• Branding

• Displayed in all wards, library, 

teaching centre, cafeteria











• Posters 

• Green pens

• Green highlighters

• Café display

• Intranet articles

• Grand Round flyers

• Newsletters

Prescribing Improvement Programme

MTX  10mg OD



Prescribing Improvement Programme

Incentives and rewards 

• Chocolate fish

• Café vouchers

• Dinner award



Prescribing Improvement Programme 

• Audit showed positive changes

• Feedback – different components of 

programme worked for each professional 

group

• Champion wards

• Dilution of effect 

• Need for repeat programmes or other 

on-going behaviour change activity



Zero Tolerance for prescribing error campaign

To embed a culture change such that 

prescribing competency at required level 

should be the expectation of all 

prescribers employed by Health 

Waikato.



Zero Tolerance

• Setting expectations for policies already in 

place

• Concept approved by Clinical Directors 

Forum, Medicine Safety Forum, Medicine & 

Therapeutics Committee

• Endorsed by Chief Operating Officer, Chief 

Medical Advisor and Director of Nursing

• Working group and consultation plan

• Three trials completed before implementation



Zero Tolerance

• Trials showed further improvements 

• Zero Tolerance rolled out 

– Phased approach

– Repeat of education campaign

– Zero tolerance posters

– Error stickers and notes 

– Dispensary

– Modified from original concept

– On-going





Successes

• Highlighted the need for change

• Widely considered a necessary goal 

• Enthusiasm across different professional 

groups

• Other educational opportunities, eg. 

Prescribing Guide, PGY1 training

• Model for other programmes in the hospital

• Interest from other District Health Boards

• Actual changes in prescribing practice
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Doctor identification
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Allergy
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Medicines charting
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Medicines charting
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Results Summary

• Positive change in 17 categories

• Negative change in 7 categories



Positive Results

2007
Post ZT

09 Change

Reaction or allergy 
described 45% 91% 46%

Printed name present
56% 84% 28%

All medicines correct
8% 30% 22%

Pager number present
61% 82% 21%



Positive Results

2007

Post ZT 

09 Change

Generic names 78% 93% 15%

Date drug charted present 86% 99% 13%

Signature, name, ID/pager 76% 88% 12%



Positive Results

2007 Post ZT 09 Change

Date present (allergy box) 70% 79% 9%

Frequency of administration 84% 92% 8%

Patient sticker 94% 100% 6%

Zeros/decimal points 95% 100% 5%

Full patient name and NHI                        96% 100% 4%

Allergy or NKDA noted 98% 100% 2%

Full medicine name used 97% 99% 2%

Signature present 97% 99% 2%

Pager number legible 92% 93% 1%



Negative Results

2007 Post ZT 09 Change

Name, ID/pager legible 75% 73% -2%

Route of administration 98% 95% -3%

Dose of medication is clear 96% 92% -4%

Units correctly abbreviated 94% 90% -4%

Printed name legible 81% 73% -8%

Discontinuations correct 46% 26% -20%

Alterations correct 25% 3% -22%



Barriers

• Resistant doctors

• Accessing different doctor groups

• Lack of engagement by nurses

• Pharmacists not feeling supported

• Variable degrees of implementation

• Declining enthusiasm of pharmacists

• Distribution of resources

• Time



Conclusion

• Trials showed zero tolerance can work 

but full implementation variable

• Effects of different personalities in 

pharmacy

• Nurse and pharmacist buy-in integral to 

success

• Support from clinical leaders essential

• Continuous learning



Conclusion

• On-going with need for reminders and 

targeting

• Resource intensive

• Recognition of need to increase 

prescribing training

• Paradigm shift from exposing error to 

rewards and role modelling

• Chocolate fish helped produce change


