
                       

                              

The Oxford AHSN is supporting the region-wide roll out of 
PINCER - a proven pharmacist-led IT-based intervention to 
reduce clinically important medication errors in primary care. 

As part of this project the Oxford AHSN and its partner CCGs 
are looking to work with willing early adopter practices over 
the coming months to implement PINCER.  

What is PINCER? 

The PINCER intervention comprises three core elements: 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

PRIMIS and the University of Nottingham have developed the 
PINCER tool, an extension of the PRIMIS CHART Query Library 
that contains important PINCER prescribing safety indicators. 
 

PINCER IS PINCER IS NOT 

A simple intervention to reduce the 
level of harm from medicines that we 
expose our patients to 

Onerous. PINCER can be 
delivered with minimal 
additional resource  

Effectively delivered with only a small 
amount of resource from a 
pharmacist or pharmacy technicians 

Rigid and inflexible. 
PINCER can be adapted 
to fit practice working 

 
 

Why is there a need for PINCER? 

 Prescribing errors in general practice are a significant and 
costly cause of safety incidents, morbidity and deaths. 

 It has been estimated that 66 million potentially clinically 
significant errors occur each year, 71% of which are in 
primary care (EEPRU 2018). 

 Serious errors affect one in 550 prescription items (Avery 
2013) while hazardous prescribing in general practice 
contributes to around 1 in 25 hospital admissions. 

 

 

 

What is the evidence for PINCER? 

The PINCER intervention was shown to be effective at 
reducing medication related errors through a cluster-
randomised trial published in the Lancet (Avery 2012). The 
trial compared two groups of GP practices using the same 
prescribing indicator searches. A ‘simple feedback’ group 
(n=36) were provided with details of patients identified in 
searches. The PINCER intervention group (n=36) was given 
similar information, but in addition, pharmacist support was 
assigned to work with practices on indicators and practical 
support to tackle recognised prescribing safety issues. The 
trial demonstrated at 6-months follow-up, hazardous 
prescribing was significantly lower in the PINCER group and 
that the intervention was likely to be cost-effective. 
 

What has been the clinical impact of PINCER? 

 PINCER is supported by current NICE Guidelines on 

Medicines Optimisation (NICE 2015). 
 PINCER is a key part of the RCGP patient safety toolkit, 

designed to be used by GP practices in the UK.  

 PINCER was implemented and evaluated in 370 practices 
across the east Midlands (12 CCGs) between Sept 2015 
and Apr 2017: 

 21,617 cases of hazardous prescribing identified 

 Statistically significant reductions in hazardous 
prescribing 

 Over 10,500 patients received an active intervention 
to make their medication safer 

 Since 2013, the PINCER Tool has been accessed by >2,400 
practices. 

 PINCER has been selected for national adoption and 
spread across all 15 AHSNs during 2018-2020 benefitting 
millions of patients throughout the country. 

 

How early adopter sites will benefit 

Patient 
Safety  

Implementing best practice and leading the way to 
reduce medication-related harm for your patients. 

Focussed 
support 

Early adopters will receive focussed support from the 
Oxford AHSN and PRIMIS team to implement PINCER. 

Funded 
Licenses 

PINCER licenses for all early adopter practices will be 
fully funded for 3 years. 

Funded 
PINCER 
Training  

Pharmacists, GPs or Pharmacy Technicians from early 
adopter practices will receive funded action learning 
training starting in November 2018.  

 

1. Conducting GP 
system searches  to 

identify patients at risk 
from prescribing errors 

2. Pharmacists working with 
practices to develop an action 

plan to prevent future 
hazardous prescribing 

3. Pharmacists working 
with and supporting 

practice staff to 
implement action plan  

The 1st wave of GP practices started PINCER implementation in November 2018 

For more information on how to be added to the list of practices adopting in Wave 2 please contact 
Ferdinand.Manansala@oxfordAHSN.org  

http://www.eepru.org.uk/wp-content/uploads/2018/02/eepru-report-medication-error-feb-2018.pdf
https://bjgp.org/content/63/613/e543
https://bjgp.org/content/63/613/e543
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(11)61817-5/abstract
http://www.nice.org.uk/guidance/ng5/evidence
http://www.rcgp.org.uk/clinical-and-research/resources/toolkits/patient-safety.aspx
mailto:Ferdinand.Manansala@oxfordAHSN.org

