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National Standard Medication
Chart (NSMC) Audit

= The Commission will coordinate an NSMC National
Audit iIn October 2022.

= All hospitals must complete the audit including all
data entry between 4" and 31 October 2022

= Using and auditing the NSMC are activities that can
be used to demonstrate compliance with the
NSQHS Standards for accreditation.
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NSMC Audit Objectives

Provides a baseline for NSMC use and future
Ql initiatives

Improves the safety of medication charting in
hospitals

Evaluate the effect of the NSMC safety features
Evaluate the implementation process on the
safety and quality of prescribing and medication
documentation

|dentify further areas for improvement in
medication management.




NSMC Audit

* Frequency of auditing will depend on:

= staff changes,
= risk of medication errors

= other local factors.

= |f significant non-compliance is identified:
focus audits should occur more frequently
within a quality improvement cycle (PDSA),

until compliance improves.

= Medication Chart Policy - Biennial national
audit
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NSMC Audit Data Collection

Tools
= Paper based form, available at:

= https://www.safetyandqguality.gov.au/publica
tions-and-resources/resource-
library/national-standard-medication-chart-

nsmc-audit-form

= The NSMC Audit System Is a web-based
application which provides an electronic
version of the Audit Form and into which
audit data can be entered directly

Delivering a Healthy WA


https://www.safetyandquality.gov.au/publications-and-resources/resource-library/national-standard-medication-chart-nsmc-audit-form

Preparing for the NSMC Audit

= Refer to Commission’s:

= National Standard Medication Chart Audit System
User Guide

= National Standard Medication Chart (NSMC)
Audit System: Reporting user guide for
coordinators

= Read local medication related procedures
and guidelines,

= e.g. approved list of trade names,
list of acceptable abbreviations

= Decide on the number of charts to audit

= Decide how data will be entered
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https://www.safetyandquality.gov.au/sites/default/files/2020-09/d20-27199_nsmc_audit_system_user_guide_v1.2.pdf
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/national-standard-medication-chart-nsmc-audit-system-reporting-user-guide-coordinators

Preparing for the NSMC Audit

= Some of the audit criteria require subjective
judgement and interpretation:

= determining unclear orders
= assessing completeness of documentation.

= |tis important that auditors meet up prior to
the audit to discuss the parameters for these
areas, especially If there are no local
guidelines or procedures.

= Conducting a pilot may be beneficial

= Small sample of medication charts from
different wards
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Number and type of charts to audit

Initial audit

= |deally all available active NSMC should be
reviewed — allows identification of errors that
occur infrequently and in different patient

types.

= As many medication charts as possible
should be reviewed to evaluate any
significant changes to medication safety.

= To enable a large number of patient charts to
be reviewed, data collection may take place
over a number of weeks, e.g. 5 charts for
each ward per week for one month.
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http://www.safetyandquality.gov.au/wp-content/uploads/2014/07/Guide-to-Auditing-the-NIMC-V-1.6.pdf

Number and types of chart to audit
= Suggested initial audit sample size:

Hospital bed numbers

150 or more 20% of current inpatients
30-149 30 current inpatients
Less than 30 All current inpatients

Subseguent audits

= Where possible, these should be identical to
the last audit (completed in 2018) to
ensure a comparison of similar wards,
patients and numbers.

Partial audits

= Hospitals may wish to target specific areas of
concern where performance is suboptimal.
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Audit teams
= Multidisciplinary to reflect the way In which

clinicians use the NSMC

= |deally it should be conducted by 2 people
together:

= To minimise observer bias

= A registered nurse — interpretation of the
prescription and administration information.

= A pharmacist (or medical officer, or another
nurse)

= The teams should be allocated and
maintained for the audit period, to ensure
consistency in the data collected.
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Familiarisation with medication
related policies and guidelines

= Local medication related procedures and
guidelines — e.g. hospital’s list of approved
trade names for prescribing

= If no local procedures or policies exist,
auditors will need to agree on some audit
parameters — e.g. acceptable abbreviations
and trade names.

= Establish consistency between auditors
for current and subsequent audits.
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Piloting data collection

= Teams should consider testing their data
collection methods, using the NSMC Audit
Form.

= NSMCs selected should include a variety of
medicines which utilise different safety features
of the chart.

= Pilot testing and correlating data collection
decisions will help to achieve consistency
between audit team members.

= Reflective discussion after pilot testing may also
be helpful in situations where there is disparity
between auditors.
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Recommendations

= |tis recommended that sites collect data on
the paper audit form, and then upload the
Information onto the database (NSMC
Audit System).

= Maintain a log of frequently occurring
errors/issues

= These can justify results for each site

= e.g. "i-il drops” — non-standard abbreviation,
minimal impact

= e.g. “U” (for units) — non-standard
abbreviation, major impact

= Can be used for education/improvement at

each site
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Recommendations

= Take de-identified photos/photocopies of
any major issues — present to site’'s DTC or
MSG with report

= May be once-off event
= May be part of a pattern

= Obtain a list of acceptable trade names
(may need to liaise with DTC or MSG)

= Determine the paediatric dosing reference
used, and have it ready when auditing.

= Have a calculator handy — especially when
auditing paediatric NIMCs
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Completing the Audit Tool

National Standard Medication
Chart (NSMC) audit form

b} Ward:

I Hospital name: __
ii] Date of audit:

Information for local use only
a) UR number:

Chart type and age of patient
iii) Please specify chart typels) being audited:
O NIMC (acute)

O MIME long-stay)
O NIMC (paediatric)
[ HIMC (paediatric long=stay)
O PBS HMC lacute}
O PBS HMC llong-stay)
iv) The patient is aged 12 years or under Y/N

Only include charts that are
‘active’ and in current use at the
time of audit (i.e. do not include
charts where all orders have been
ceased or have otherwise expired)

Section1 Patient identification
11  Patient identification section is completed using:
[ handwritten patient details

[ printed patient identification labels

O a mix of printed patient identification labels
and handwritten details

1.2 Patient identification section is completed
on all pages of all active charts
Y/N

1.3 Handwritten patient details are legible and complete
li.e. at least 3 patient identifiers documented)
¥ /N NA

14 Patient’s name is handwritten under patient
identification label(s} by first prescriber
¥/ NJNA

Section2 Prescriber details

{PBS HMC only}

2.1 All prescribers who have ordered a medicine
for the patient are listed in the prescriber details
section of the PBS HMC
Y/NifN, goto G3.1]

2.2 The prescriber details section of the PBS HMC
is legible and complete
¥Y/N

Section3 Weight documentation
{Patients aged 12 years or under and using
NIMC paediatric only}

31 Weightis documented on all charts
YiN [ifN, gotoQ4.1]

3.2 Date weighed is documented with weight on all charts

Section 4 Adverse drug reactions (ADR)
41 The following has been documented in the
ADR section:
{select one option only)
[ details of any medicine {or other) allergies or ADR(s)
[go to Q4.2]
[ *Nil known' or ‘unknown’ box marked with
signature, name and date on all active charts
[go to Q5.1]
[ none of the above apply  [go to @5.1]
4.2  The medicine [or other) section and reaction type
has been documented on all active charts
YI/N
4.3  The ADR documentation includes signature,

name and date on all active charts
Y/N

Section 5 Medication history

51 Medication history for the current episode of care is!
{select one option only)
O documented an the chart  [go to Q6.1]

O documented elsewhere according
to local procedure  [go to Q5.2]

O not documented  [go to Q6.1]

5.2 Where medication history is documented elsewhere
according to local procedure, it has been cross=
referenced on the chart®
Y/N
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Section & VTErrisk assessment and
VTE prophylaxis
{NIMC acute & PBS HMC acute only}
6.1 The fellowing has been documented in the VTE risk

assessment section:
[select all that apply)

[ ‘ves’ box marked

[ ‘prophylaxis not required’ or ‘contraindicated’
box marked

[ signature and date documented
[ nene of the abave apply

6.2 VTE prophylaxis has been preseribed
Y/MN [if NgotoQ71]

6.3 Section inwhich VTE prophylaxis was prescribed:
[select one option only)

[ the VTE prophylaxis arder section only
[ the regular medicines order section only

O both the WTE prophylaxis and regular
rmedicines sections

Section 7 Pharmaceutical review

71  Pharmaceutical review has been documented at least
once on all charts (i.e. clinician initials are recorded
in the pharmaceutical review box under the regular
medicines section)
Y/N

Section 8 Chart numbering

Bl All charts for the patient are carrectly numbered
YIN

Section 9 Anticoagulant education record

{NIMC acute, NIMC long-stay, PBS HMC acute & PBS
HMC long-stay only}

91 The patient has been initiated on an anticoagulant for
angoing treatrment
Y/MN [if N, go to section 10]
5.2 The anticoagulant education record has
beean cornplated
Y/IN

Section 10 Regular medicine orders

101 Total number of regular medicine orders”
[If ‘0", go to section 11]

10.2 Record the number of orders in this section
where the following errors are identified:™

order not legible

order contains one or more
error-prone abbreviation(s)

medicine name not complete and correct
route not complete and correct
dose not complete and correct
frequency not complete and carrect
prescriber name not legible on the chart?
order not signed by prescriber

10.3 How many regular medicine orders contain
one or mare of the above errors?®

10.4 Total number of SR medicine erders’

105 Nurmber of orders where SR box is not
ticked for SR medicines

106 Number of orders where indication
is not documented

10.7 Number of orders where dose calculation
is not documented for patient aged 12 years
ar under {NIMC paediatric only}

10.8 Total number of required doses prescribed
in the regular medicines section®

109 How many doses were missed without
a reason for not administering specihed?“

Section11 PRN medicine orders

111 Total number of PRN medicine orders”
[If ‘0", go to section 12]

11.2 Record the number of orders in this section
where the following errors are identified:~

order not legible

order contains one or more
error-prone abbreviation(s)

medicine name not complete and correct
route not complete and correct
dose not complete and correct

hourly frequency not cormplete and eomaet

maximum PRMN dose in 24 hours not decumented

prescriber name not legible on the chart?
order not signed by prescriber

11.3 How many PRN medicine arders contain
one or more of the above erors?™

11.4 Number of orders where indication
is not documented

11.5 Number of arders where dose caleulation
is not documented for patient aged 12 years
or under {NIMC paediatric only}

N O Y I O O

O O O O0O000O008 O



Completing the Audit Tool

Section12 Once only, nurse initiated Section 14 Orders in warfarin section Mo.
& phone orders Mo {NIMC acute, NIMC long-stay, PBS HMC acute
12.1 Total number of once anly and nurse I:l & PBS HMC long-stay only}

i b
initisted orders 141 Total number of orders in the warfarin section”

127 Total number of phone orders” [If ‘0", go to G14.9]

[f*0" for both @12.1and Q12.2, go to section 13] 14.2 Record the number of orders in this section where
12.3 Record the number of orders in this section the following errors are identified:”

. . -

where the following errors are identified: order not legible

order not legible
order contains one or more
order contains one or more error-prone abbreviationis)

error- prone abbreviation(s)
brand name has mot been selected
medicine name not complete and correct
route net complete and correct
route not complete and correct
daily warfarin dose not documented and signed'
dose not complete and correct
prescriber name not legible on the chart®
frequency not complete and correct

{phone orders only} order not signed by prescriber

14.3 How many orders in the warfarin section
contain one or more of the above errors?™

14.4 Mumber of orders where INR result(s) are not
documented at least once on the chart

145 Mumber of orders where INR target range
is not documented

double signature not complete
{phone orders only}

prescriber name not legible on the chart®

OO0 OO of

order not signed by prescriber

12.4 How many once only, nurse initiated and phone
orders contain one or more of the above errors?™ 146 Mumber of orders where indication

12.5 Total number of required doses prescribed is not documented

in the once only, nurse initiated and phone Total number of required doses prescribed
order section? in the warfarin section?

[

148 How many doses were missed without
a reason for not administering specified?”
145 How many warfarin crders are prescribed
in the regular medicines section?

126 How many doses were missed without
a reason for not administering speciﬁed':‘"

[
OJO0000000OOOOoo O

Section 13 Variable dose medicine orders MNo.

{NIMC acute & PBS HMC acute only}

131 Total number of variable dose medicine orders”
[if ‘0", go to section 14]

13.2 Record the number of orders in this section
where the following errors are identified: =
order not legible

Explanatory notes

al Where medication history is recorded elsewhere
(2.g. MM® or eMR), record ¥ If the patlent's medication
histary |s eross-referenced on at least one active
chart. Note that this is not the same as recenciling
meadication history.

bl Record the total number of orders in the specified section.
If reviewing more than one chart for the patient, ensure
that all medicine orders for sach section (on all ‘active’
charts in current use) are included In the total.

<) Reviewing all the orders in this section, record the number
of orders where the specified error has been identified.
Take care to record number of orders where the errors

dose not complete and correct for occur, not total number of errors. Put a0 in the box if

each day of administration there are no orders with the specified errar.

1] Record any orders where prescriber identity cannot be
determined from the chart with a lagible name clearly
printed. (Frescriber name needs to be printed anly once
on the chart),

] Record the total number of orders with one of more
errars, not total number of efrors.

1 Record the number of medicine orders that are slow
release (SR), regardless of whether the SR box has been
ticked. Mote that this is a subset of the total number of
reqular medicine arders.

gl Record the total number of doses that are required
to have been administered since the order was written,
considering the current date and time.

h} Record the number of doses that have been
missed without an appropriate code for not
administering documanted.

order contains one or more
error- prone abbreviation(s)

medicine name not complete and correct

route not complete and comect

oo d O

frequency not complete and correct
time to be given not documented

prescriber name not legible on the chart”

order not signed by prescriber
133 How many variable dose medicine orders
contain one or more of the above ermors?®

134 MNumber of orders where indication
is not documented

13.5 Total number of required doses prescribed
in the variable dose section?

13.6 How many doses were missed without
a reason for not administering specified?”

1 H il It i in the Warfari i ot
Delivering a Health documentad and sianed. count tnfs a5 one Incorrect

order only.
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Completing the Audit Tool

= Complete one audit tool per patient.

= Complete all fields on top of page 1.

i) Hospital namse

i) Date of awdit:
Mational Standard Medication lmna-imb:mml use only
Chart (NSMC) audit form b) Ward

= Hospital Name
= Date of Audit
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Patient Confidentiality

= UR number and Ward — for local use only

= To ensure confidentiality of patient
iInformation, these fields are not saved In
the online audit system

= The web-based NSMC audit system will
automatically assign individual ID to each
patient audited.

= Hospitals can reference this identifier to
iIndividual patient detalls by recording it
locally against the patient’'s UR number

Delivering a Healthy WA



Chart type and age of patient

Chart type and age of patient
iii) Please specify chart type(s) being audited:
O NIMC (acute) A

0] NIMC (ong-stay) rOn_ly iruclud_e charts that are
active’ and in current use at the
LI NIMC (paediatric) time of audit (i.e. do not include
[ NIMC (paediatric long-stay) charts where all orders have been
[ PBS HMC (acute) k\f:ezszusel::i or have otherwise expired) )

[ PBS HMC (long-stay)
iv) The patient is aged 12 years orunder Y /N

= For all adult charts - WA public hospitals select NIMC
acute or NIMC long stay

= For paediatric chart select appropriate NIMC version
= Record the chart type being audited for the patient

= Only include charts that are ‘active’ and in current use at
the time of the audit

= |f patient has multiple charts in use, you can audit each

chart type separatel
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Patient Identification

Section1l Patientidentification

1.1 Patient ID section is
completed using:

Patient identification section is completed using:
O] handwritten patient details

..s=::::::::::::::::::fiaf] printed patient identification labels
=

= Tick the appropriate option

1.2 Patient ID complete on
all pages
Look at pages 3 and 4 of all
current medication charts.

Page 3

AFFIX PATIENT IDENTIFICATIOM LABEL

[] a mix of printed patient identification labels
and handwritten details

Patient identification section is completed
on all pages of all active charts
Y/N

Handwritten patient details are legible and complete
{i.e. at least 3 patient identifiers documented)
Y/ N/NA

Patient’s name is handwrittan under patient

identification label(s) by first prescriber
Y/ N/NA

Page 4

AFFIX PATIENT IDENTIFICATION LABEL HERE

HERE AND O ok L e UR No
2 | Ho

b N Family name

"UR No:
Family name

Given names:
Address:

Given names:
Address

-
-
‘.,..m-""
-
-

DOE: DOB:

Pationt welght (kg): .

PRI RO svravuncsns e oomes Ron sarat s



Patient Identification

1.3 Handwritten patient details are legible

and complete
YES If at |least 3 are present on

(visible and correct):

= Medical record number (UMRN)

= Patient name (family and given names)
= Date of birth

= Gender

= Patient address

AFFIX PATIENT IDENTIFICATIOM LABEL AFFIX PATIENT IDENTIFICATION LA

If patient ID
label is
used, the
first
prescriber
must print
the patient’s
name

L HERE

;ﬁ

HERE AND O UR No

Family name

Given names:
Address:

DOB: i _ Sex M L 'F j DOB:




Patient Identification

1.4 Patient’s name is handwritten under
patient identification label(s) by first

prescriber If patient ID
e i e g . label is
YES if it is first prescriber used. the
NO If it Is another prescriber or first
: prescriber
the patient’s
Nname

AFFIX PATIENT IDENTIFICATIOM LABEL AFFIX PATIENT IDENTIFICATION LA

L HERE g
HERE AND ] UR No ]'

Family name
Given names:
Address:

M LIF DOB:

gt (kg): . .



Patient Identification

AFFIX PATIENT IDENTIFICATION LABEL HERE

UR No:
o o - o - Family name:
Section1 Patientidentification s s
1.1  Patient identification section is completed using: AT
[] handwritten patient details DOB: Sex LIM [1F

E\/printed patient identification labels

[ ] a mix of printed patient identification labels
and handwritten details

- - e - - . AFFIX PATIENT IDENTIFICATION LABEL
1.2 Patient identification section is completed o HERE AND OVERLEAF

on all pages of all active charts

( ;’ N
1.3 andwritten patient details are legible and complete
(i.e. at leagt 3 patient identifiers documented)

Y/ N/
i Patlent welght (Rg)! i
1.4 Patient’'s name is handwritten under patient L N
ideg{fication label(s) by first prescriber
Y NA

. Printed patient identification labels

'Y’ if patient ID is complete on all pages of active charts

. ‘NA’ for this example as patient ID is not handwritten

. ‘N’ as patient full name has NOT been handwritten by the

first prescriber under each printed patient ID label
Delivering a Healthy WA
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Prescriber detalls

Section 2 Prescriber details
{PBS HMC only}

2.1 All prescribers who have ordered a medicine
for the patient are listed in the prescriber details
section of the PBS HMC
Y /N [if N, go to Q3.1]

2.2 The prescriber details section of the PBS HMC
is legible and complete
Y/N

= This section is not applicable for WA public hospitals who do
not use the chart for discharge prescriptions.

= For private hospitals,

= 2.1 answer Y’ if prescriber details are written on the front of
the chart

= 2.2 answer Y’ if prescriber details are legible and complete

Delivering a Healthy WA



Weight documentation

Section 3 Weight documentation

{Patients aged 12 years or under and using
NIMC paediatric only}

3.1 Weightis documented on all charts
Y/N [if N, goto Q4.1]

5.2 Date weighed is documented with weight on all charts
Y/N

= This question applies to all patients aged
12 years and under using the paediatric NIMC

Delivering a Healthy WA



Weight documentation

Only relevant for paediatric NIMC

3.1 Weight documented on all medication
charts

AP BATINNT IBEHTIFIGATION LAKEL HERE AHE SVER LEAF
UR Mo
Family Mame: Attach ADR Stlcker
Given Mames: Sae front page o detals
D.OB.: Sex: (M OF
i patlent name & check label cormact: AS REQU I RE D
L ags | “PRN" Welght {kg)
[ welght (kg Dote MEDICINES
ebipivisioy e
B.5.A. (M) Date: WARDJ/UNIT: Dtz

3.2 Date weighted is documented with weight
on all charts

Delivering a Healthy WA



Adverse Drug Reaction (ADR)

Detalls

4.1 The following has been documented in
the ADR section (select one option only)

Section 4 Adverse drug reactions (ADR)

= Tick only one optionand
follow the prompt

Delivering a Healthy WA

The following has been documented in the

ADR section:

iselect one option only)

U] details of any medicine (or other) allergies or ADR(s)
[go to G4.2]

LI "Nil known' or ‘unknown’ box marked with
signature, name and date on all active charts
[go to G5.1]

O none of the above apply [goto Q5.1]

The medicine (or other] section bnd reaction type
has been documented on all active charts
Y/N

The ADR documentation includes signature,
name and date on all active charts
¥/N



ADR Detalls

4.2 The medicine (or other) section and
reaction type has been documented on all
active charts

* The key word here is ALL active charts

4.3 The ADR documentation includes
signature, name and date on all active
charts

Delivering a Healthy WA



Adverse Drug Reaction (ADR)

= |n this example the following should be marked

Section 4 Adverse drug reactions (ADR) P ' ':_

4.1 The following has been documented in the
ADR section:

(select one option only) Keflex (qgned
details of any medicine (or other) allergies or ADR(s) Pmiuilon

[go to Q4.2]

L] 'Nil known’ or ‘unknown’ box marked with I
signature, name and date on all active charts l
[go to @5.1]

Attac

}

1 ADR Sticker

RSE DRUG Ragl

Al

~ |[URNo:
i | Family n4
| | Given na
| | Address:

|| DOB:

[J none of the above apply [go to Q5.1]

4.2 The medicine (or other) section and reaction type
has been documented on all active charts
Y

4.3 The ADR documentation includes signature,
name and date on all active charts
Y,

AFFIX PATIENT IDENTIFICATION LABEL HERE

UR No
Family name
Given names:
Address

DOB:

AS REQUIRED

“PRN”

MEDICATIONS

YEAR 20.....

= 4.2 should be ‘N’, as reaction type not documented on ALL

active charts

= 4.3 should be ‘N’, as signature, name and date is not on ALL

active charts
Delivering a Healthy WA



Medication History

Section 5 Medication history

5.1 Medication history for the current episode of care is:
iselect one cption only)
. . . O documented on the chart [go to @6.1]
5 - 1 M ed I Ca’tl O n H I Sto ry fo r th e [ documented elsewhere accordin
q
= = . to local procedure  [go to Q5.2]
current episode of care is: 1 notdocumented fgotoQ6.1
. . 5.2 Wh dication hi isd d el h
Tick only one option and follow the aCconting t0 loCal procesuse, it has been croms.
referenced on the chart®
prompt Y/N
= Documented on the chart:
(h.!.ei'f\ﬁiiF‘:"ifu?::!"if..ﬁ?efre(fﬁ.ﬂi}ii}ﬁ:‘i,{hﬁ°‘c?:i'?Lm:r”j::g« n? OY D,L‘;::CIDT nistration aid \sz:fua“ — I S th e m ed ICati O n h IStO ry
] documented here?
VI N L AN l L T N e L
= J
r 4

= Documented elsewhere_

Identified Medication
[ B on Foen,

according to local procedure

Delivering a Healthy WA
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M d . t . I I . t
This form must remain with the current medication chart/s during admission Form

MANAGEMENT PLAN

Refer to the WA Medication

History and Management Plan | ===

ssue inentise oy Contacinumoer: Contacted Y /N | Date

If: WA MMP present in L _L

= - g = =
= ‘Msdication Status Legend Checkiist
NEW: New medioation minued 4 : Changsd  X: Ceased Oral medications iquids Inhalers Topical
W: Withheld _T: Incressed dose _J: Decreased dose _ CMI: CMI provided | — EyeEarNose * Injections [ 107C mipier
Recent Madication Changes in the Past 4 wesks Nil Regular Medications (confi rmed by )
| ]

History — Taken Prior to Admissi
Wedication
Doss, Frsquency  |Reconciled Commnents
= Ni'm‘lengNm c) &Routs | with NIMC

NB: Either old or new version

of the WA MMP is acceptable

Section 5 Medication history

51 Medication history for the current episode of care is:

(select one option on[y] mx 8 aamssonoae 1 1 Time Discharge Data__{ (i

MROQ00 MEDICATION HISTORY AND MANAGEMENT PLAN

% | DateMme Completed:__{ 1 - Mame: Page. Doctor [ Phamacist [ Murse

[] documented on the chart [go to Q6.1]

Q/documented elsewhere according
to local procedure [go to Q5.2]

[] not documented [go to Q6.1]

5.2 Where medication history is documented elsewhere
according to local procedure, it has been cross-
referenced on the chart?

Y/N
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Medication History

5.2 Where medication history is
documented elsewhere according to
local procedure, it has been cross-
referenced on the chart?

YES If : Medication history Is cross-
referenced on at least one chart (e.g. “See
MMP” or “See previous chart”)

(prescnbed, over 1he counter, complementary ( " v i \
K\l“l ‘.“l\ ' v I
Medicines taken prior to presentation to hospital
eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee ryl
/ dicines roogh vy ] n ] Administration aid ispecity) ;
Dosa and frequency Quratien Madicine Deose ana frecuency |
GP Coamm pharmacy:
rrrr D uSuS

Delivering a Healthy WA



VTE risk assessment and VTE
prophylaxis

6.1 The following has been documented in the VTE risk
assessment SeCtlon Section 6 VTE risk assessment and

VTE prophylaxis
{NIMC acute & PBS HMC acute only}

61 The following has been documented in the VTE risk
assessment section:
(select all that apply)

[ "yes’ box marked

| ‘prophylaxis not reguired” or ‘contraindicated’
box marked

[ signature and date documentad

O none of the above apply

= Section 6.1 ‘'yes’ box marked = VTE risk considered
ticked

_ Menous Thromboembolism (VTE) r?ak assessment / Anticoagulation Nkt Ome/Time txm-
|/ TVTE risk considered (efer gudelies) [ Bieeding risk considered ’ﬁ oo \/
Pharmacological Prophytaxis é'\niicalpd' D Not Indicated DCunhnindicaaed Warfarin/
*Considor surgical and anaesthelic mplcations pricr 1o prescribing Anll‘coagulanl
: . inuse
Mechanical - M ik chanpes document VTE proglylals o i
| Prophylaxs CS KIIPC [ J VFP [_] Not Indicated D Contraindicaled roquiremants oa new chart M:cox_': :,';':,‘TC,,,, for
Key: GCS - Graduated Compression Slockings; IPC - Intermittent Pneumatic Compression: VFP - Vonous Foot Pumps administrabon Jelals
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VTE risk assessment and VTE

prophylaxis

= Section 6.1 ‘prophylaxis not required’ box
marked = ‘not indicated’

Menous Thromboembolism (VTE) risk assessment / Anticoagulation
PTVTE risk considered (refes gudelines Bl g risk considered

WK Avsassmen!

Dae/Time | Confinm
A YIN

Pharmacological Proplylaxis G\n fical

o [Inot indicated

‘Consicor egical and anacsthosc mplg

Conftraindicated
18 prior 1o prescribing

ﬁimd byi [bame)

0O

v

Mechanical
Prophylaxis

cs thc

]\’FPML]C ontraindicaled

Key: GCS - Geaduated Commubon Elockings; IPC «~ Intermittent Pneumatic Compression: VFP - Vcnoul Foot Pumps

raguin o‘n'lto

M hldm;nlh scument VTE propylals

W chart

Warfarin/
Anticoagulant
in use
Rofer to
Amicodguiation Chart for
adminisirabon Jetals

= Only refer to pharmacologica
Section 6.1 ‘contraindicated’ box marked =

prophylaxis

Menous Thromboembolism (VTE) riFk assessment / Anticoagulation

E risk considered (wler gudelies) [] Bleeding sisTToTSRISGd

WK Avsassmen!

Dae/Time | Confinm
A YIN

ﬁimd byi [bame)

Pharmacological Proplylaxis G\n"iculvd' D Not Indicate D Conftraindicated
*Congicor surgical and anaesthoic wRicotions prior o prescribing

g&ﬁxﬁigécs thc Clvee ot indicated [

0O

M ik chanpes a scument VTE propylals
W chart

raguin o‘n'lto

Key: GCS - Geaduated Compression Slockings; IPC ~ Intermittent Pneumatic Compression: VFP - Vcnoul Foot Pumps

Anticoagulant

Amicodguiation Chart for
admin

v

Warfarin/

in use
Refer to

siraton detals

Delivering a Healthy WA

= Only refer to pharmacological pro

phylaxis




VTE Prophylaxis
6.2 VTE prophylaxis prescribed

Refer to WA Anticoagulation chart.*
YES if: Pharmacological VTE prophylaxis
prescribed.

= WA public hospitals will only be looking at
pharmacological VTE prophylaxis and not mechanical

Delivering a Healthy WA



VTE Prophylaxis

6.3 Section in which VTE prophylaxis
prescribed in VTE section

Refer to WA Anticoagulation chart only.*
‘the VTE prophylaxis order section only’

REGULAR DOSE ORDERS - PROPHYLACTIC DDSES o

| bt ieein . ol e eiibi] el i el Al Feeadvich e el (Sl cianfiilasds. DRRAT
VEAR 20 DAY AND MONTH =

Myl phomn w1 s r

o oy Do AR P opquancy WOWY osler ey °F

[ oo 'I.I'TE-F'r-:uul'q.lluri
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VTE risk assessment and VTE

prophylaxis

Section 6 VTE risk assessment and
VTE prophylaxis
{NIMC acute & PBS HMC acute only}

6.1 The following has been documented in the VTE risk
assessment section:

(select all that apply)
yes' box marked

] ‘prophylaxis not required’ or ‘contraindicated’
box marked

signature and date documented

L] none of the above apply

6.2 E prophylaxis has been prescribed
N [if N goto Q7.1]

6.3  Section in which VTE prophylaxis was prescribed:
(select one option only)

the VTE prophylaxis order section only
[ the regular medicines order section only

I both the VTE prophylaxis and reqular
medicines sections

Delivering a Healthy WA

_ Menous Thromboembolism (VTE) risk assessment / Anticoagulation RISk Assosamant

eted byi Iname)
[/ TVTE risk considered wiercuceives) | ] Bloeding risk considered &

Pharmacological Proplylaxis Dﬁn‘kal@d' DNo( Indicated DCunlmindk:ded

*Consicor surgical and anaesthedc mplcotions prior to prescribing

Mechanical

M i ey document VTE prophylal
P"’""Y"‘“‘déccs mJPC [(Jvep [notindicated [ Jcontraindicated | eauirwmants onnen progtylanls

roguin mr‘l onnew chart

Key: GCS -~ Geaduated Compression Slockings; IPC - Intermittent Pneumatic Compression: VFP - Venous Foot Pumps

Warfarin/
Anticoagulant
in use
Refer to
Amicodguianicn Chart for
administrabon Jetals

REGULAR DOSE ORDERS - PROPHYLACTIC DOSES (Subcutaneous and fu:ed dose oral amnco‘igulams)

[YEAR 20 L4 DAY AND MONTH - ‘/-‘\. ‘% o ) Z v
Doy u.. Prire gonenc - ~
‘ 3\?- '\@o\/\ O 8o° u‘f\-ﬁk /1 __4\‘.,_'2 o
e “W\:} RS o
hcason VTE PROPHYLAXIS WTnacy
Presorter Sign B Priat rome 20030t Mo Ceoating
Lk Platsels
Date Modcation (Prrg gonenc e
“ v Route Joue Fregquancy NOW cnter 51 = . : : - 1
racaon VTE PROPHYLAXIS | Prawmacy | Assume prescriber’s name is legible I
Prescriter Sion Pret rasre Corenet No

Plasstets

= 6.2 should beY




Pharmaceutical Review

YES if : there is at least ONE initial in the
Pharmaceutical Review section on the
medication chart (regardless of length of
stay)

Section 7 Pharmaceutical review

/71 Pharmaceutical review has been documented at least
once on all charts (i.e. clinician initials are recorded
in the pharmaceutical review box under the regular
G’nsedicines section)
N

Pharmaceutical review: ‘\,\\T’_\ (\{\\l ﬁ
= 7.1. Y should be chosen in this example
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Chart numbering

Section 8 Chart numbering

8.1 All charts for the patient are correctly numbered
Y@

= 8.1: ‘N’ should be chosen as the first chart is not

numbered.
Medication chart number.........of ......... MEDICATION Chart No. .......\ k... of .0}
Adcithionat charts [ Versbie dosa ADDIMIONAL CHARTS
DF"‘ILH Dw Dmm ‘I:]':ﬂ'l'l" O Fluds O BGLAA 2ulin & Iain 1 variable Dase
DP'I-'H'HM Dﬁ'ﬂl‘Tﬂ-ﬂ-‘ﬁllﬂFﬁl D-"-l'll'-nﬂ-?-lhﬂ:ﬂ ClPadistive Care O] Chematheragy Kmuﬁm O Cther
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Anticoagulant secton Anicoagulant ducatonrecord
education record

HMC long-stay only}

O

.1 The patient has been initiated on an anticoagulant for
ongoing treatment
Y /N [if N, go to section 10]

9.2 The anticoagulant education record has
been completed
Y/N

= Refer to WA Anticoagulant chart for this question

= Ongoing treatment would be charted in the
"Therapeutic doses’ and the ‘variable warfarin
section’ of the anticoagulant chart

= Education shou,d_ It')e___lmark'ed on the bottom of this

C h art VEAR 20 DAY AND MONTH
et at admesaon Doss e L | Mot appicabie INR Resuh -;
Brand Mareva [ Coume 1B
psdcation e s 1' L
WARFARIN DOSE od o od rd ool od o = md o of FGREE B
hdicabon Reuds Dosa Time = 3.7
ORAL te00he  |Prescriber E 22| 5
Terget INF [ harmacy 1 ATr— A A7 A7 7 A7 A A Aked i;' F
oder A2 LA L2 L L LS L L L L E_&‘}c :
BEgt

Warfarin Discharge Plan Dose  mg Target INK

ANTICOAGULANT DISCHARGE PLANNING [ | Patient has booklst
[IWarfain (] DOAC CILMWH ] Pati
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Anticoagulant education
record

Section 9 Anticoagulant education record x AR DOSE ORDER AP N0
{NIMC acute, NIMC long-stay, PBS HMC acute & PBS YEARZD-? b -~ .DAYAND MbNTH -
HMC long-stay only} — - —— ,
' . !:ﬂlor{{?ﬁﬂwm} Q%Q@
9.1 The patient has been initiated on an anticoagulant for 2.?/ } ﬁp IXd e 1) '
ngoing treatment CrCi mimin . Roule DosemDFremq Nﬂﬁ?enle:j'g;u L
/N [if N, go to section 10] 3Qm&/min ORAL 5 t4R4 O D 4080
9.2 The anticoagulant education record has wscator A F___ Therapeutic Py Greatsine
be/ep:] completed Wm Fﬁ“ﬁnﬁﬁ]w fgﬁa Plelelels
ANTICOAGULANT DISCHARGE PLANNING [ ]Patient has booklet %Patient education completed
[ ]Warfarin [ |DOAC [ |JLMWH [ ]Patient given treatment plan Duration [ 1GPinformed [ | GP faxed chart

H

= Refer to "Regular Dose Orders — Therapeutic Doses’
section of WA Anticoagulant chart for this question

= Refer to the “Anticoagulant Discharge Planning”
section of the WA Anticoagulant chart

Delivering a Healthy WA



Medicine Orders Section 10 - 14

= Orders should be considered complete and correct
where there Is no potential for misinterpretation or
administration error, based on the documentation on
the chart

= Section 10 Regular medicine orders
= Section 11 PRN medicine order

= Section 12 Once-only, nurse initiated and phone
orders

= Section 13 Variable dose medicine orders
= Section 14 Warfarin orders

Delivering a Healthy WA



Medicine order section
Total number of medicines orders

= The following relate to questions
= 10.1
=11.1
=12.1
=12.2
=13.1
=14.1

= This relates to all the medicines orders in
the specified section (regular, variable, prn
etc.) of all active charts

= Includes only active orders

= Exclude any ceased orders
Delivering a Healthy WA




Medicine Order Section

Record the number of orders in this section
where the following errors are identified

= The following relate to questions :
= 10.2 11.2 12.3 13.2 14.2

= Review all the orders in the specified
medicines section

= Record the number of orders where the
specified error was identified

= Record number of orders not the total number
of errors

= Puta ‘0" in the box if there are no orders with
the specified error

Delivering a Healthy WA



Type of errors

= Order not legible
= Order contains one or more error prone
abbreviations

= Not complete and correct:
= Medicine name
= Route
= Dose
= Frequency

= Prescriber name not legible on the chart
= Order not signed by prescriber

Delivering a Healthy WA



Prescribing and Administration
Error Prone Abbreviations

Examples include

Error prone Intended Correct Abbreviation
abbreviation meaning

ug, mcgor ug  Microgram Microgram or microg

Uoru Unit Unit(s)

OD, odord Once dalily Daily, or specific time (e.g. mane, nocte)
QD or qd Every day Daily, or specific time (e.g. mane, nocte)
Q4H, g4h Every 4 hours  Every 4hours, 4 hourly, 4hrly

SC or S/IC Subcutaneous  Subcut or subcutaneous

SL or S/L Sublingual Subling or sublingual

.5mg 0.5mg 0.5mg or 500microgram or 500microg
5.0mg smg smg

Drug name e.g. AZT = Do not use abbreviations for medicine

abbreviations zidovudine names.



Prescribing and Administration

Error prone abbreviations (continued)

AUSTRALIANCOMMISSIONow
SAFETYmoQUALITYWHEALTHCARE

" " , Introduction raiing intorms us Proscriptons should ot contai ANY
Samnsrstan ol medcnes. I Zhoraatons cnernan fose 1t
Ono o e mair causes of Saitn, e A3 nof Ca1S 20 1 Aversal an comman 5,
modicsion arors s heongsig o e gt 1o undaiand s such as ot et moaring when
oot el cargiros Deng resiibed anaaamnseed  requred Al o
SDbroValnS and (oS GXICSSINS. 1o Praser
e o e pabnt sty e, snamodod lng TABLE 3: Error-prone abbreviations, symbols and dose
s 2 oL designations to be avoided
. atan eaching hospl) founcd ! (dapierom o st of S Necicaon Fracices [SUP] o of th st wih prrisin o SVP)
2 angerous abbraviaion: An
n abbroviation usod by 2 prescribor | Inlordario prome
‘may mean something quite different and clear and uni Exor-prone Intended Meaning Why?
15 ha parson merrling e proscribngotm )
prescison. Abbrovaiins may nol | documentesiabl *
u . . . only be misunderstood butcanakso [ o
i A 1 = St o other words or L —r— Mistaien a5 g micog, miczgram
rumers o cppocs T BDorbd twioa daiy Nistsken s e [ives fmes c
altogetner urintend + Asetofrecom  pyop bediime Mistaken s ‘BID" (twice caily) bedtime
In addition, thers have beer '-'-n"" oo oubic centimetres. Mistsken & ' (units) m
crengesiovamng o reaincze | M oc = L
SSoas. e + Alito. . .
- andto sociotal cxpoctations, wt brind e T
e
Gosignations
language used 1o communicate B - e craye Mistsken fo ‘aar when ‘aye nanded or fo
mogicson seserang and ok asen
‘administration. Latin [ encis
{anguage of healh care and f5 se
Somedcal seone togus [ Lt skt masning g, et ety
Teadabi ama S
2,

uni
among educal
Toda mnant Thoprnciolesane g [r— Wit
language of medical iterature. appy o . e
Despite this, Lain abbreviaions 3 S
continuo (o bo tsod amongsthoalth  + Al
professionals. Altrough this may bea LI niscton Mistaken s IV o irsiuguiar
timesaving convenience, theif ouine
I Usa does oty

riince, o e n —— Nishen s Mor W
AL conmnc: it ] T
5"“:"‘9“ to paicy enabling staft fecords.coneon Internationa! units. Mistaken a5 1V (intravenous) or 10 (ien) International units.
- - oo oan opdhalced ST e WiV icion
rocassiaics o weaof Ergin Smnratonr - Nsken'or 1 gt —
The taiing does ot ncigelain  lor ong srage i =B Niisben o momivg) g
-— -— —-— nor does I inchuce cormpychensiva O or Oss. ‘eye ointment Mistaken for eye drops ‘eye ointment
= == e ==
cdwD  owadaiy Nisaken s iht e (00 ocuuedevia, leaing o e
i e e e e e
i b i o 50 i ] ]
- - ol ‘orange juice Mistaken as ‘0D or "OS" (right or left eye); drugs meant  orange juice.
10be ditedin range kice may b genin e ye
- - - - on e E———— o
o =Een e E=—re
ot
- cimon) e Wesaken s O ccpecialy § o pere st /cr Gl
it of o s rcrsod s an
™ == e
L] ] ] o iy f baimn e
o ey Mot ety oo
- - -
n awdor00D  ewryonerdey e
+

CEMete  mveryeveningatEpm | Nistskan s every six hours

“every day at 6

= Hospitals may have their own more extensive
list of error prone abbreviations
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https://www.safetyandquality.gov.au/wp-content/uploads/2017/01/Recommendations-for-terminology-abbreviations-and-symbols-used-in-medicines-December-2016.pdf

Prescribing and Administration
Medicine name not complete and correct

Is this
complete
and
correct

= Record the number of orders where the medicine
name is not complete and correct with potential for
error identified

= Refer to local policy to determine if generic or
brand name Is considered correct

Delivering a Healthy WA



Prescribing and Administration
Route not complete and correct

Is this
complete
and
correct

Frequency and NOW enter times

Pharmacy

= Record the number of orders where route IS not
complete and correct, with potential for error
Identified

Delivering a Healthy WA



Prescribing and Administration
Dose not complete and correct

Is this
Frequency and NOW enter times Com plete
and
correct

Indication Pharmacy

= Record the number of orders where dose is not
complete and correct, with potential for error
identified

= Note: when referring to paediatric patients,

consider correctness and consistency with any
dose calculations documented on the chart

Delivering a Healthy WA



Prescribing and Administration
Frequency not complete and correct

= Record the number of orders where frequency is
not complete and correct with potential for error
identified

Delivering a Healthy WA



Prescribing and Administration

Prescriber Name not legible on the chart

Frequency and MOW enter times *

Pharmacy

= Record the number of orders where the

|s prescriber’s
name legible?

prescriber's name is not legibly written somewhere

on the chart containing the order.

= Note: Prescribers should print their surname at
least once on the medication chart to enable other

clinicians to identify their signature.

Delivering a Healthy WA




Prescriber Signature

= Record the number of orders where the prescriber
has not signed the order

Indication Pharmacy

Is the
order
signed?

Delivering a Healthy WA



Medicine Order Section

How many medicines orders contain

one or more of the above errors

= The following relate to questions
= 10.3 113 124 13.3 143

= Record the number of orders where one or
more of the errors specified were identified

= Do not record the total number of errors

Delivering a Healthy WA



Prescribing and Administration

Doses Required

= Record the number of doses that should
have been administered from the
commencement of the order on the chart to
the time of the audit.

REASDON FOR NURSEMIDWIFE MOT
ADMINISTERING
Codes MUST be circled

Doses Missed oot
= Record the number of doses that ~ |="">>
have been missed, without a —
reason for not administering T
specified. eld_smierrmonin

Delivering a Healthy WA Self administering (s)




Regular Medicines Orders

Section 10 Regular medicine orders

= Applies to all medicine
orders in the regular
sections of all active
charts in current use

= Excludes ceased
medications

Delivering a Healthy WA

101

10.2

10.3

10.4
10.5

106

0.7

10.8

0.9

Total number of regular medicine orders®
[If 0", go to section 11]

Record the number of orders in this section
where the following errors are identified:*

order not legible

order contains one or more
error-prone abbreviation(s)

medicine name not complete and comect
route not complete and correct

dose not complete and correct

frequency not complete and correct
prascriber name not legible on the chart®
order not signed by prescriber

How many regular medicine orders contain
one or more of the above errors?®

Total number of SR medicine orders'

Mumber of orders where 5R box is not
ticked for SR medicines

Mumber of orders where indication

is not documented

Mumber of orders where dose calculation
is not documented for patient aged 12 years
or under {NIMC paediatric only}

Total number of required doses prescribed
in the regular medicines section®

How many doses were missed without

a reason for mot administering specifed?h

Mo.




Sustained Release
10.4 Number of SR medicines

ordered

Madicabon (prmt gerenc name ) J
[).}b M*, MAWWY 7(2_ /
..,, Cosa rm; uency nnd NOVE 41 tee tymey —’ |

600«\«/\*7 = 'V\L‘

Hacy ( ‘hvur-’ |

UttL - S48 ST
|Comad

ML‘\N\G\{ j"

-?‘f\;ﬂ.‘luvc

Frasont

Record the number of medicine orders that are slow
release (SR) or modified release, regardless of whether
the ‘'SR’ box has been ticked

10.5 Number of orders where SR box I1s not | i
ticked for SR medicines

Abbreviations used for slow release products include:

_ Abbreviation | Meaning
- SR | Sustained/slow release
MR Modified release
: LA Long acting
XL | Extended release
XR Extended release
: ER Extended release
- CR | Controlled release
€D | Controlled delivery

Delivering a Healthy WA

 Example
| Veracaps SR (verapamil)

Diamicron MR (gliclazide)

: Ritalin LA (methylphenidate)
| Toprol XL (metoprolol)

Diabex XR (metformin)

: Felodur ER (felodiping)

Tegretol CR (carbamazepine)

| Cardizem CD (diltiazem)

Slow
Release |

Other common medications that are available

as a SR preparations include —

oxycodone, oxycodone/naloxone (Targin®)
morphine, hydromorphone, tramadol,
tapentadol, paracetamol

isosorbide mononitrate, nifedipine, potassium
chloride, quetiapine, venlafaxine.

List not conclusive — please check if unsure



10.6 Number of orders where indication is not

d O C u m e n ted Date Medicaticn (print generic name) TickiF
Show

Release

Route Diose Frequency and NOW enter times *

ication L harm acy

What is this drug being

USGd fOI’? LeLssignature ssPfour name Contact

10.7 Number of orders where dose calculation

IS not documented for patient aged 12

year S O r yo u n g e r Date Medicine (Print Generic Mame)
(NIMC paediatric only) Route PO | row emta? tmes
macy! iti Inform
Indication Calculation of Dose (eg. mavgDoss) §
Look here | >
‘ I Prescriber Signatun Print Mame = |CentactPager |

Delivering a Healthy WA




Regular medicine orders

Section 10 Regular medicine orders

101

10.2

10.3

10.4
10.5

10.6

10.7

10.8

10.9

Total number of regular medicine orders”
[If '0', go to section 11]

Record the number of orders in this section
where the following errors are identified:"

order not legible

order contains one or more
error-prone abbreviation(s)

medicine name not complete and correct
route not complete and correct

dose not complete and correct

frequency not complete and correct
prescriber name not legible on the chart®
order not signed by prescriber

How many regular medicine orders contain
one or more of the above errors?®

Total number of SR medicine orders'

Number of orders where SR box is not
ticked for SR medicines

Number of orders where indication
is not documented

Mumber of orders where dose calculation
is not documented for patient aged 12 years
or under {MIMC paediatric only}

Total number of required doses prescribed
in the regular medicines section?

How many doses were missed without
a reason for not administering specified?”

N &

el [ [« [P« elefo<lelH M [H

C

= B T T e |
Reues Dote ane Fraquency 7 400 how et trmes —= 4 . =
O | ¢Cony 70 /% 10| - X

Prarmazy 4R |
N A I = = X

SACARN
Y

S Medicing io#nt e eameliom(® OGS p‘* |
IZD?‘ /KL Cirlinat ‘
— Q/,::;, 0% [ X e

.

tzfmdvbvimu S—

e 67;;3&1 CL»-J/). o M ?’O
P— Partrama | SACHAAN
H £
Vedspe Pt porerc 1 !

. e ) )
z‘j‘;}— Wr:w“ : mwm o This order is a
pw [T &8 /o | Xlgml nutritional supplement
g gy P and therefore not

Prrtrame | SACAAN o i %)| counted in the audit

IWWITUIVINITD

Date and month =31 //,

e
-

cvadone

N Sy

yerit

ﬁwm«m =i

/25
Pharreacy

mhmwMHmn1

NI d™

i T

wa-ﬁs&
o)
N

27

5\

Price some SACAAN

3203. ?LELMK‘T:‘TI’@?PX
7o ”"@@‘
l’)’]leoq @sasaa ‘ E
Pratneme | SACIAAN ) ‘ !

—




Section 10 explanation

= 10.1 count up all medication orders (does not include
nutritional supplements)

= 10.2

= order not legible — relates only to handwriting (mane is
difficult to read)

= error prone = ‘i and ‘'mcg’ are both incorrect

= Medicine name not complete and correct = ‘“Targin’ and ‘Slow
K’ (depends on hospital policy)’

= 10.3 = 3 (Targin, Slow K and Cholecalciferol orders) count
all the orders that had 1 or more of the above errors
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More examples of unapproved

abbreviations and errors in charting
Date and month —*

Prescriber to enter administration times —*

Start Date ! Tl Tick i
- e < o al:l.r.-r O(BC)G
mﬂ’ . i’..j releasa
Route D —
S500. © 2120~ Dhooo

BT e Pharmacy

A

Prescriber ﬂyaﬁ 5/ SA{J.-’A;-HF
/////:’*’?L-:?

Acknowledgement - NPS NSMC 2018
Course
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More examples of unapproved
abbreviations and errors in charting

Date and month —‘-
Prescriber to enter administration times 2/10
Start Diabe cicirne ot QEnenc namajipnm Tick H
1 1"'-..,.' whiw i::l-
0 dfﬂw A i OO
< St I".-:{:nf.ﬁm' Eresnuenc
© Ot o>
/_\“‘cln'-_'um; : MBS
W 1"
u .
“rescriber signatune — SACAAM

= Acknowledgement — NPS NSMC 2018 Course
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PRN Medicines Orders
Section 11

Section 11 PRN medicine orders

111 Total number of PRN medicine orders®?
[If 'O, go to section 12]

[ | App IeS to a” 11.2 Record the number of orders in this section

where the following errors are identified:"

meC|C|ne Orders |n order not legible

order contains one or more

the DRN SeCtIOnS Of error-prone abbreviation(s)

medicine name not complete and correct

a” aCtlve Charts In route not complete and correct
Current use dose not complete and correct

hourly frequency not complete and correct

[ | EXCI udeS Ceased maximum PRN dose in 24 hours not documented

prescriber name not legible on the chart®

medlcatlons order not signed by prescriber

113 How many PRN medicine orders contain
one or more of the above errors?®

11.4 Mumber of orders where indication
i not documentad
11.5 Mumber of orders where dose calculation

Is not documented for patient aged 12 years
or under {NIMC paediatric only}

Delivering a Healthy WA



Prescribing and Administration

Hourly frequency not complete and correct

Medication (Print Generic Name)

Is this complete

|ﬁ Hnurly Frequ ency

F"h;‘irrru'ﬁ:y,-r

Indication

Preseriber Signature Print Your Name Contact

and correct?

Maximum PRN dose in 24 hours not

documented
Dose Hourly Frequency Max Dose/24 hrs
PRN )

| —— ™|

Indication Pharmacy

Preseriber Signature Print Your Name

Delivering a Healthy WA

Is this
completed?




PRN medicine orders

Section 11 PRN medicine orders

111 Total number of PRN medicine orders”
[If ‘0, go to section 12]

11.2 Record the number of orders in this section
where the following errors are identified:*

order not legible

order contains one or more
error-prone abbreviation(s)

medicine name not complete and correct

route not complete and correct

dose not complete and correct

hourly frequency not complete and correct
maximum PRN dose in 24 hours not documented
prescriber name not legible on the chart”

order not signed by prescriber

11.3 How many PRN medicine orders contain
one or more of the above errors?®

11.4 MNumber of orders where indication
is not documented

11.5 Number of orders where dose calculation
is not documented for patient aged 12 years
or under {NIMC paediatric only}
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Section 11 explanation
= 11.1 — only count the active orders on the chart
= 11.2

= error prone abbreviation = ‘ii and ‘IR’

= dose not complete and correct = the fentanyl
protocol order only states PACU

= hourly frequency = fentanyl protocol order dose
not have an hourly frequency prescribed

= Depending on local protocol the fentanyl order
may be considered complete and correct If it
follows local guidelines
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Once only, nurse initiated and phone
orders
SeCtIOn 12 Section 12 :;Eiz:l;z::einitiated N

121 Total number of once only and nurse I:I
initiated orders”

12.2 Total number of phone orders®

- A I - t I I m d P N [If '0° for both Q12.1and Q12.2, go to section 13] | |
p p IeS O a e ICI e 123 Record the number of orders in this section

where the following errors are identified:®

OrderS In the Once Only’ order not legible

arder contains one ar maore

n u rse I n Iti ated an d error-prone abbreviation(s)

medicine name not complete and corract

phone order sections of

dose not complete and cormrect

a” aCtive Charts in frequency not complete and correct

{phone orders only}
current use nonecrsrson

prescriber name not legible on the chart?

- EXCI Udes Ceased order not signed by prescriber

12.4 How many once only, nurse initiated and phone

m ed I Cati O n S orders contain one or more of the above errors?®

12.5 Total number of required doses prescribed
in the once only, nurse initiated and phone
order section®

126 How many doses were missed without
a reason for not administering specified?”

L O OO O e e
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Prescribing and Administration

Double signature not complete (phone
order only)

TELEPHONE ORDERS (to be signed within 24 hours of order) I
] L Nurss/Midwiie ] CORD OF ADMINISTRATION |
?—aﬁ o 1I'|'Ie-::|-::a!11cn . Route | Dose | Frequency r?:ﬁal‘s:,w Dir name D Drate ' Time! Time! Timiel Time/
" P BEENE e 1st/Znd =an Given by [\ Given by | Givenlby | Given by

Are there two
signatures here?
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Once only, nurse initiated and phone

ONCE ONLY, PRE-MEDICATION AND NURSE/MIDWIFE INITIATED MEDICINES

orders

5 5 g Prescrib svhurs s\ fa Inlstor
Section 12 Once only, nurse initiated (prirt gerexic rameiomn o S T— rn

Bote | Dose Time

Pramacy

preecrbed of cose
& phone orders No. Q18] Vifamina Pt [IM [L | Skl “ o
121 Total number of once only and nurse L

) — V.
initiated orders” U/{/’ﬂ/‘(//"”'/ ( ,9’.} a . ;LE 4 O.DEQ
12.2 Total number of phone orders” e |
[If '0° for both Q12.1 and Q12.2, go to section 13] Igl
12.3 Record the number of orders in this section - 1 1 1 1
where the following errors are identified:" 123 MOVICOI Order IS Illeglble
arder not legible -

Error prone = roman numeral ‘ii’

Medicine name not complete —
depending on hospital policy the use of
Movicol may not be appropriate and
considered incorrect

order contains one or more
error-prone abbreviationis)

medicine name not complete and correct
route not complete and correct
dose not complete and correct

frequency not complete and correct
{phone orders only}

double signature not complete
{phone orders only}

prescriber name not legible on the chart®
order not signed by prescriber

12.4 How many once only, nurse initiated and phone
orders contain one or more of the above errors?®

€= Record the total number of orders with one
or more errors, not total number of errors.

125 Total number of required doses prescribed
in the once only, nurse initiated and phone
arder section?

N [H 999 el eleH kEl [H

126 How many doses were missed without
a reason for not administering 5peciﬁed?'

=)
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Variable dose medicine orders

Section 13

= Applies to all medicine
orders in the variable dose
medicine order section of
all active charts in current
use

= Excludes ceased
medications

Delivering a Healthy WA

Section 13 Variable dose medicine orders
{NIMC acute & PBS HMC acute only}

131

132

133

134

135

136

Total number of variable dose medicine orders®
[If '0°, go to section 14]

Record the number of orders in this section
where the following errors are identified:”

order not legible

order contains one or more
error-prone abbreviation(s)

medicine names not complete and correct
route not complete and correct

dose not complete and correct for
each day of administration

frequency not complete and correct
time to be given not documented
prescriber name not legible on the chart®
order not signed by prescriber

How many variable dose medicine orders
contain one or more of the above errors?®

Mumber of orders whers indication
is not documented

Total number of required doses prescribed
in the variable dose section®

How many doses were missed without
a reason for not administering specified?”

Mo

O O O




Prescribing and Administration
Frequency not complete and current

Check that these match — especially
Important if more than once daily dosing

Vanable dose medicine Date and month
Start Date Medicing (print geneanc namea)iom Drug level

Time level \
faken
Route Frequency to enter doge times and individual dose

Dose \

Indication acy | 1 § Prescriber N

IMOas
[ Time to
Prescriber signature Print name SAC/AAN ' ba ghen
i
initial
—

Is this completed up to the date
and time of the audit?

Time to be given not documented
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Variable dose medicine order

Section 13 Variable dose medicine orders

{NIMC acute & PBS HMC acute only}

131 Total number of variable dose medicine orders®

13.2

13 3

13.4

135

13.6

[If "0, go to section 14]

Record the number of orders in this section
where the following errors are identified:

order not legible

arder cantains one ar more
error=-prone abbreviation|s)

medicine name not complete and correct
route not complete and comract

dosze not complete and correct for
each day of administration

frequency not complete and correct
tirme te be given not documented
prescricer name not legible on the chart®
order not signed by prescriber

How many variable dose medicine orders

contain ane or mare of the above errors?

Murmber of orders where indication
is not documented

Total number of required doses prescribed
in the variable dose section®

How many doses were missed without
a reason for not administering s.peciried?“

Delivering a Healthy WA

Mo.

Assume audit day occurs on 12/7/18

Regular Medicines

B

19

Date and month —*ly'}

Vig!

4

/»"

el k] ] E] [Cld-e] 9] elel B el

Variable dose medicine F
Starl Dule Medicis [orint oanenic .wrc;r:vvn Crug bovel |
o J7}i§ [ edniSoleve e =l e L B
T taken
Foute Freuancy = Prescriter to evier dose S1wa ard inchvidaud deoe - . :
D{Obl b o—i»-\ Dose x i:; 3‘3;5 E?t') iZ) %;\_‘]
Indication Fhi‘l’!;?,’ Impeest | Prascriber e: ’U Jl| U @V
AT X0 ITmen |ek T iy 23 Bl
Pre =N = ﬂ caan A~ SL [eghen |- thﬁv‘ Saoh
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Chart audited on 12/7 hence the
medication was not given at the time of
auditing therefore 13.6 should be ‘0’

If chart audited after 14/7, then 13.6
would be 2’

It is the prescribers responsibility to write
the time the dose should be
administered



Orders In warfarin section

Section 14 Orders in warfarin section No.

SeCt I O n 14 {NIMC acute, NIMC long-stay, PBS HMC acute

& PBS HMC long-stay only}

141 Total number of orders in the warfarin section®
[If '0°, go to G14.9]

14 2 Record the number of orders in this section where
the following errors are identified:©

- Applles to a” order not legible

order contains one or more

medicine orders in

brand name has not been selectad

the Warfarln SeCtlon route not complate and correct

daily warfarin dose not documented and signed’

Of the aCtlve WA prescriber name not legible on the chart®
Anticoagulant chart order mot signed by prescriber

143 How many orders in the warfarin section
contain one or more of the above errors?®

144 MNumber of orders where INR result{s) are not
documentad at least once on the chart

14.5 Number of orders where IMR target range I:I

[ EXCIUdeS Ceased is not documented

146 HMWumber of orders where indication

medlcatlons iz not documentad

147 Total number of reguired doses prescribed
in the warfarin section?

148 How many doses were missed without
a reason for not administering specified?”

1459 How many warfarin orders are prescribed
in the regular medicines section?
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Warfarin — Section 14

WA uses the WA Anticoagulation Medication
Chart (WA AMC) for prescribing all
anticoagulants. Refer to this chart

To keep WA consistent:

14.1 If warfarin is prescribed this should be 1

14.2 Order not legible = 0 (unless actual dose
prescribed is illegible)

= Route not complete and correct =0

= |f one or more doses In the warfarin section are
not documented and signed, count this as one
Incorrect order only.

14.9 should be O



Orders In warfarin section

Section 14 Orders in warfarin section

{NIMC acute, NIMC long-stay, PBS HMC acute
& PBS HMC long-stay only}

141 Total number of orders in the warfarin section®
[If '0’, go to Q14.9]

14.2
the following errors are identified:©

order not legible

order contains one or more
error-prone abbreviation(s)

brand name has not been selected

route not complete and correct

daily warfarin dose not documented and signedi
prescriber name not legible on the chart®

order not signed by prescriber

14.3 How many orders in the warfarin section

contain one or more of the above errors?©

14.4 Number of orders where INR result(s) are not

documented at least once on the chart

145 Number of orders where INR target range

is not documented

14.6 Number of orders where indication

is not documented

14.7 Total number of required doses prescribed

in the warfarin section?

14.8 How many doses were missed without

a reason for not administering specified?”

149 How many warfarin orders are prescribed

in the regular medicines section?

Delivering a Healthy WA

Record the number of orders in this section where

No.
Year 20 ~ DAY AND MONTH—> Wl il S1e o 9] b i
Doseatadmission: Dose mg AMotoppiicatie g
Brand. ¢Marevan® or O Coumadin® NRResuit ) I% o - 2’3 g
1 Date edication i w o
\/? [WARFARIN , Efegrfa g e iptiz]y Eg-
ndicaion ouie i : !
e T | P B T Ol
iragem% Pharmacy p o - . g £ 8
Ll _ S . e 2]
@ PrRSRaRE — ConlaciNe. | gf / : ; . 15 E?s.
4! A AT |G-‘venbi' Wy jur oy 1\ |I] |6 Bi
@ Warfarin Discharge Plan Dose_ mp TaraelINR Duraﬁon nextINR due __f__ Prescnber
AﬂTICOAGUI.ANI'D!SCHARGE PLANNING - - OPatienthae booklet - BPauenteducaﬁnncompleted '
@ aWarfarin . IDOAC: O LMWH  OPatentolven reatmentplan_GDuration - "0 GP inforied 0GP

If one or more doses In the
warfarin section are not
documented and signed,
count this as one incorrect
order
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REGULAR MEDICATIONS  lssam:
YEAR 20 % _ DATE & MONTH st 1]
2.

PRESCRIBER MUST ENTER ADMINISTRATION TIMES

Paediatric Chart examples [~ |

Order is legible

Order contains an error prone abbreviation = ‘|U’, the
recommended alternatives is ‘unit(s)’

The term ‘APP’ which is intended to mean ‘as per protocol

10.7 number of orders where dose calculation is not
documented for patient aged 12 years or under
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PRN paedlatrlc example

REGULAR MEDICATIONS  [sam owe: |
YEAR 20 ", _ DATE & MONTH —d% %.

PRESCRIBER MUST ENTER ADMINISTRATION TIMES

NMadcation (Priet Genen: Name )

n—/k %M\f(zt(i\n ' Rakaa iy

L / ‘.' £ mwm‘ -G\CO r /

] 70N ' . o —
Pol 294 | tpg

NN

ndzancn AU O DOGE wy wotgre b

e R 7 S
26 Me S /
L R e~ — — 3x5
' FAV l, /

= Order is legible
= However there Is no indication
= Dose calculation documented on the order

Delivering a Healthy WA



Acknowledgements

= Australian Commission on Safety and
Quality in Health Care

Resources available at:

https://www.safetyandquality.gov.au/our-
work/medication-safety/nsmc-audit/

Audit system

https://www.safetyandgquality.gov.au/our-
work/medication-safety/nsmc-audit/
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Contact
For more information:

Medicines and Technology Unit —
Medication Safety

= Kerry.Fitzsimons@health.wa.gov.au
= Telephone 6373 2224

Australian Commission on Safety and
Quality in Health Care

nsmc.audit@safetyandquality.gov.au
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