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Method and response
• 612 letters sent to half of the top 30% 

prescribers in each region

I work in Student 
Health

Sasi prescribes the majority of the 
rheumatic fever programme script 
requests for our practice. This is 
from the school swabbing 
programme. 
Sasi also signs off on the majority of 
the standing orders done by our 
nurses.

Thank you for your letter 
concerning this issue. I do 
agree with what you said . 

I work in Urgent Care



Waiting for the results
• Interest from the Health Minister
• Expect treatment effect over a 6 month period

Advantages:
• Cheap intervention (esp cf face-to-face)
• Is easily scalable 
• Low barriers to running multiple interventions



Limitations
We can’t measure:
• ⁰ of contamination. NZ is small.
• Any changes in delayed prescribing
• Participant exposure to intervention

Using the top 30% prescribers as a proxy for 
inappropriate prescribing (need better data)



Next steps
If antibiotic dispensing does reduce more in the 
intervention arm:
– Were there any unintended consequences?
– Should this intervention be run annually?
– How many other topics could be a focus?
– Will the intervention become less effective over 

time?
– Is this a way to improve quality where there isn’t 

an ideal rate?


