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Guidelines for use of the National Inpatient Medication Chart
including the paediatric version

Target Audience: All nursing, medical and pharmacy staff and administrative and allied health staff that
are authorised to access and use patient medication charts

Exceptions: The National Inpatient Medication Chart is intended to be used to as a record of orders and
administration of general medicines. Where they exist for more specialised purposes (such as
intravenous fluids, anticoagulants, management of Diabetes, Palliative Care and Acute Pain) separate,
specific charts should be used.
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Consistent documentation allows accurate interpretation of orders
The National Inpatient Medication Chart is an initiative of the Australian Commission on Safety and
Quiality in Health Care (the Commission).

Research shows that many adverse events reported in Australian hospitals are associated with
medications. Research also demonstrates that improvements to medication chart design can improve
the safety of medication processes in hospitals. The National Inpatient Medication Chart (NIMC) was
developed by a group of health care professionals (including nursing, medical and pharmacy staff and
the private sector) from States and Territories across Australia who were involved in similar
medication chart standardising projects within their own organisations.

Australian Health Ministers required a common inpatient medication chart to be in use in all public
hospitals by June 2006 to assist in standardisation and consistent documentation of medications. As
demonstrated in the Commission’s 2008 NIMC quality improvement project, the NIMC is used in
health care facilities nationally to reduce the risk of prescribing and administering error. In conjunction
with other standardisations, it is a valuable precursor to the electronic health environment.

The NIMC is intended to reflect best practice and assist clinicians in improving the steps in the
medication management cycle for safer prescribing, dispensing and administering of medicines in
order to minimise the risk of adverse medication events.

The following are general requirements regarding use of the medication chart:

¢ All Medical Officers must order medicines for inpatients in accord with legislative requirements
as required by State/Territory Health (Drugs and Poisons) Regulations;

e The NIMC is to be completed for all admitted patients and placed at the foot of the bed unless
ward/unit procedures state otherwise;

¢ All medications should be reviewed regularly to identify potential drug interactions and to
discontinue medicines that are no longer required;

e Specific ordering charts are required for specialised medication orders such as insulin,
intravenous fluids, anticoagulants, parenteral cytotoxic and immunosuppressive agents,
epidural and regional infusion and patient controlled analgesia.

Paediatric NIMC

In 2008 the Australian health Ministers endorsed the Paediatric NIMC (short and long stay versions).
The Paediatric NIMC has additional features that support safe prescribing in the paediatric population.
These charts should be used for all children aged 12 years and less.

Instructions on the use of the Paediatric NIMC specific features are outlined in section 6. Unless
otherwise indicated the general guidelines in sections 2-5 also apply to the Paediatric NIMC,
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2. General instructions

All orders are to be written legibly in ink

No matter how accurate or complete an order is, it may be misinterpreted if it cannot be read.
Water soluble ink (eg fountain pen) should not be used.

Black ink is preferred.

A medication order is valid only if the medical officer enters all the required items (See Section
4.4).

All information, including drug names, should be printed.

Only accepted abbreviations should be used. Dangerous abbreviations must be avoided (See
Appendix A).

A separate order is required for each medicine.

No erasers or “whiteout” can be used. Orders MUST be rewritten if any changes are made,
especially changes to dose and/or frequency.

The patient’s current location should be clearly marked on the medication chart.
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3. Front page of NIMC (including top section of page 3)

3.1 Identification of the patient

AFFIX PATIENT IDENTIFICATION LABEL HERE AND OVERLEAF

LIRM:

Family name:
Given names:
Address:

Date of birth: Sex: OM OF

First Prescriber to Print Patient
MName and Check Label Correct:  Weightiko)_ _._ _. — Heighticmj.—.—. —

A watermark has been placed on the “patient identification section” as a reminder that a prescription
is not valid unless the patient’s identifiers are present, that is:
e EITHER the current patient identification label

e OR, as a minimum, the patient name, UR number, date of birth and gender written in
legible print.

The first prescriber must print the patient's name. This will reduce the risk of wrong identification label
being placed on the chart.

Medication orders cannot be administered if the prescriber does not document the patient
identification.

3.2 Patient weight and height

This information should be documented in the space provided (it is important clinical information, vital
to confirming doses of certain medicines).

The weight MUST be documented for paediatric patients. Refer to section 6.1 for additional
information relevant to paediatric patients

3.3 Numbering of the NIMC

MEDICATION Chart No. of
ADDATIOMAL CHARTS
O w Fuid O eaLinsuin O szute Pain Oaotrer

O Famiatwa Care [ chemothenapy I Heparin

If more than one NIMC in use, then this must be indicated by entering the appropriate chart numbers
Eg: Medication Chart 1 of 2

If additional charts are written, this information must to be updated.
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3.4 Additional (specialised) charts

ADDITIONAL CHARTS
[ re Fuud (] eaLinsuin [Jacuts Pain CJotrer
[J Faniatwa care [ Chemotherapy [ Heparin

When additional (specialised) charts are written, this should be indicated by placing a tick or cross in
the space provided.

3.5 Adverse drug reaction alerts

Medical Officers, Nursing Officers and Pharmacists are required to complete “Allergies and Adverse
Drug Reactions (ADR)” details for all patients. (Patients may be more familiar with the term allergy,
than ADR, so this may be a better prompt). Once the information has been documented, the person
documenting the information must sign, print their name and date the entry.

If any information is added to this section after the initial interview the person adding the information
must document their initials in the designated area

If the patient is not aware of any previous ADRs, then the Nil known box should be ticked and the
person documenting the information must sign, print their name and date the entry.

If a previous ADR exists, then the following steps must be completed:
a) Document the following information in the space provided on the NIMC and in the patient’'s medical
notes:

- Name of drug/substance
- Reaction details (eg rash, diarrhoea) and type of reaction (e.g. allergy, anaphylaxis)
- Date that reaction occurred (or approximate timeframe eg “20 years ago”)
Note: This is the minimum information that should be documented. It is preferable also to document

how the reaction was managed (eg “withdraw & avoid offending agent”) and the source of the
information (eg patient self report, previous documentation in medical notes etc).

b) Affix an ADR alert sticker to the front and back page of the NIMC in the spaces provided.
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3.6

Once only, pre-medication and nurse initiated medicines

OMNCE OMNLY, PRE-MEDICATION & NURSE INITIATED MEDICINES
D Medcalln CateTime ol | FrasorbssHurss Infliker (MY Time
Prascribed {Privt Generkc Hama) Routs | Dozs Dose  |Signabors Frint vour Mame | 90 B | gpen | PROFMESY
~
o~
el

Once only and pre-medication orders:
The following must be documented for once only and pre-medication orders:

date prescribed
generic name of medicine
route of administration (accepted abbreviations may be used, refer Appendix A)

dose to be administered, and the basis for the dose calculation (eg mg/kg/dose) for Paediatric
NIMC

date and time medicine is to be administered
prescriber’s signature and printed name

initials of person that administers the medicine, and initials of a second person’s to document
double checking of the dose on the Paediatric NIMC

time medicine administered

Nurse initiated medicines
The following must be documented for nurse initiated medicines

generic name of medicine
route of administration (accepted abbreviations may be used, refer Appendix A)

dose to be administered, and the basis for the dose calculation (eg mg/kg/dose) for Paediatric
NIMC

date and time medicine nurse initiated
nurse initiator to sign and print name

initials of person who administers the medicine, and initials of a second person’s to document
double checking of the dose on the Paediatric NIMC

Time medicine is administered

Local hospital policy/guidelines will outline when nurses can initiate medicines and will specify a
limitation on nurse initiated medicines such as “for one dose only” or “for a maximum of 24 hours
only”. Generally the capacity applies to a limited list of medicines only. Typically this includes:
simple analgesics, aperients, antacids, cough suppressants, sublingual nitrates, inhaled
bronchodilators, artificial tears, sodium chloride 0.9% flush or IV infusion to keep IV line(s) patent as
per local policy
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3.7 Telephone orders:

Local hospital policy/guidelines will outline whether telephone orders are allowed and under what
circumstances they are to be used.

The following must be documented for telephone orders:

- date prescribed

- generic name of medicine

- route of administration (accepted abbreviations may be used, refer Appendix A)

- dose to be administered

- frequency medicine is to be administered

- initials of two nursing officers to confirm the verbal order heard and double checked (see
example below)

- name of doctor giving verbal order

- time of administration

- initials of person who administers the medicine

The telephone order MUST be signed and dated , or otherwise confirmed in writing by the
prescriber, within 24 hours.
Example:

3.8 Medicines taken prior to admission

The admitting medical officer, a pharmacist or other clinician trained in medication history
documentation may complete this section. The following must be documented:

- acomplete list of all medicines taken normally at home (prescription, non-prescription and
complementary medicines) including drug identification details (generic name, strength and
form), dose and frequency, and duration of therapy/when therapy started

- whether the patient has their own medicines with them

- whether the patient uses a dose administration aid (eg Webster Pack or other blister pack)
- whether there is a preferred dosage form (e.g. suspension in paediatric patients)

- contact details for patient's community health providers (GP and Community Pharmacist)

- whether the patient usually receives assistance to administer/manage their medicines
Any unintentional discrepancies between the medication history and the medication orders noted by
the person documenting the medication history must be brought to the attention of the attending
medical officer.
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Note The NIMC provides space for the minimum information that should be documented. It is helpful
to also document the indication for use and to use a checklist as a prompt to ensure a comprehensive
history is obtained. At local levels, facilities may choose to implement a more comprehensive
approach to documentation. For more information about medication history documentation refer to

local health service policy.
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4. Second and third pages of NIMC

4.1 Variable dose medicines ordering (Not applicable to Paediatric NIMC)

VARIABLE DOSE MEDICATION  |orgiewel
Cale Madication (Priml Generic Hame) B ——
EF] o
= = Dose - ‘ 3
Ruute Fraquercy BE =
=
Prazcrber B
Prasoriber 10 snfer dosa Imes and indvidunl doza
Indication P harmacy Timia ko b ghwen: E
£
Prazcrber Eignadurs Frint “our Mame Comact E % =
Tima given E E‘g

This section has been formatted to facilitate ordering of medicines that require variable dosing based
on laboratory test results or as a reducing protocol eg gentamicin and steroids. If these agents are
ordered in the regular ordering section, then there is no designated area to record drug levels and if
they are ordered in the “once-only” ordering section, the risk of errors of omission is increased.

For each day of therapy, the following information should be documented:
- Drug level results
- Time drug level taken

For each dose, the following information must be documented:
- Dose
- Doctor’s initials
- Actual time of administration (this may be different from the dose time)
- Initials of person who administers the dose

If a patient requires a second variable dose medication or twice daily dosing, prescribe in the regular
section using the above format.

4.2 Warfarin ordering (Not applicable to Paediatric NIMC)

maka . . Marevan/Coumadin) MR
WARFARIN [ salect brand ! oo o s
Fiauta Frascriber bo erkar Targel INF Fangs Nose 22 |
Indvididl doses e o gl _muﬂ B E
ndication Prammacy Frascrioer E E
Frescriber Signahos Prink vour Mams conct | | 600 E ‘
Hre= 1] ﬁ EE
DOCTORS MUST ENTER administration times aJNrsal EEE

The warfarin ordering section is printed in red as an extra alert to indicate that it is an anticoagulant

(and a high-risk medicine).

It is recommended that a laminated copy of guidelines for anticoagulation using warfarin is available
to assist the doctor/pharmacist/nurse when a patient is commenced on warfarin. The guidelines
should offer information about target INR, duration of therapy, dosing, management of excessive
bleeding and drug interactions.

A standard dose time of 1600 hours (4pm) is recommended as this allows the medical team caring for
the patient to order the next dose based on INR results, rather than leaving it for after-hours staff to do.

The indication and target INR (based on guidelines for anticoagulation using warfarin) should be
included when warfarin is initially ordered.

For each day of therapy, the following information should be documented:
- INR result
- warfarin dose
- doctor’s initials
- initials of nurse that administers the dose and the checking nurse
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4.3 Warfarin education record

WARFARIN EDUCATION RECORD

Because of the well documented risks associated with use of warfarin, all patients should receive
counselling about the use of warfarin and given written information on warfarin e.g. a warfarin book..

This section is included as a record that these risk mitigation activities have been completed.

4.4 Regular medicines
For Paediatric NIMC also see section 6.3

Medkallon (Prind Gener o Hame) Tick
oW
a5

Fraqusncy & BIW Enber TiMes —-

indcation [Pramracy

Frasoriber Signabra Print Your Mama Contact

A medication order is valid only if the prescribing medical officer enters all listed items.

a) Date. The date that the medication order was started during this hospital admission should be
entered. It is not the date that the chart was written or rewritten.

b) Generic Drug Name. Because there may be several brands of one agent available, the
generic name should be used if possible unless combination preparations are being ordered
(eg Timentin, Panadeine etc). Generally the pharmacy department will stock and supply only
one brand of each generic drug.

c) Thered Tick if Slow Release box is included as a prompt to prescribers to consider whether
or not the standard release form of the drug is required. This box must be ticked to indicate a
sustained, modified or controlled release form of an oral drug (eg verapamil SR, Diltiazem
CD). If not ticked, then it is assumed that the standard release form is to be administered.
Further explanation as below is in the margin of the NIMC.

SF = Suskained, rmeosd fed
or controlked ral aos e
formadalion.

H iored tabdet, thean hat
can ba given.

Cosa must be owallowad
without crushing.

i‘lll' 1
F:-
i
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d) Route. Only commonly used and understood abbreviations should be used to indicate the
route of administration. Acceptable abbreviations are listed below.

The National Terminology, Abbreviations and Symbols to be used in the Prescribing and
Administering of Medicines in Australian Hospitals 2008 (the National Terminology) forms
Attachment A to this document. It provides principles for consistent prescribing terminology, a
set of recommended terms and acceptable abbreviation and a list of error prone abbreviations,
symbols and dose designations that have a history of causing error and must be avoided.
Refer to it as the primary information source on terminology, abbreviations and symbols. The
following advice is drawn from that document.

Commonly used and understood abbreviations

Abbreviation | Meaning

PO | per oral

NG | nasogastric

subling | sublingual

IV | intravenous

IM | intramuscular

subcut | subcutaneous

PR | per rectum

PV | per vagina

eye drop | eye drop

eye ointment | eye ointment

topical | topical

MA | metered aerosol

Neb | nebulised / nebuliser

Dangerous abbreviations — Not to be used

Abbreviation

Intended meaning

Reason for avoiding

Acceptable alternative

to avoid
Eore ear or eye Misinterpreted as the other organ ear or eye and specify
whether left or right or
both
SC subcutaneous Mistaken for sublingual subcut or
subcutaneous
SL or S/L sublingual Mistaken for SC and interpreted as subling or
subcutaneous sublingual
e) Dose

For Paediatric NIMC also see section 6.3

Doses must be written using metric and Arabic (1,2,3...) systems. Never use Roman numerals
@i, ii, iii, iv...). Acceptable abbreviations are listed below.

Always use zero ( 0.) before a decimal point (eg 0.5g) otherwise the decimal point may be
missed. However if possible it is preferable to state the dose in whole numbers, not decimals (eg

Write 500mg instead of 0.5g or write 125microgram instead of 0.125mg).

Never use a trailing zero (.0 ) as it may be misread if the decimal point is missed (eg 1.0 misread

as 10)

Do not use U or IU for units because it may be misread as zero. Always write units in full.

Note In the case of liquid medicines, the strength and the dose in milligrams or micrograms (not
millilitres) must always be specified eg morphine mixture (10mg/mL) Give 10mg every 8 hours

Note The ward/clinical pharmacist will clarify when the strength supplied is different from that
ordered eg For 10mg, the pharmacist may write 2 x 5mg tablets or for 25mg, the pharmacist may
write half a 50mg tablet

Page 10




Commonly used and understood abbreviations ‘

Abbreviation

Meaning

mL

millilitre

g9

gram

mg

milligram

microgram or microg

microgram

mmol

millimole

Dangerous abbreviations — Not to be used

Abbreviation to avoid Intended Reason for avoiding Acceptable

meaning alternative
Ug, mcg or ug microgram Mistaken for milligram when | microgram or microg

handwritten
Uoru unit Mistaken as the numbers ‘0’ | unit(s)
or ‘4’, causing a 10-fold
overdose or greater (e.g. 4U
seen as ‘40’ or 4u seen as
‘44",
IU oriu International Unit | Mistaken for iv (intravenous) | International unit
(eg 31U) or as 31u (thirty-one units)
No zero before 0.5mg Misread as 5mg 0.5mg or write
decimal point 500microgram
(eg .5mg)
Trailing zero after 5mg Misread as 50mg Do not use trailing zero
decimal point after decimal
(eg 5.0mg) points after whole
numbers

f) Frequency and administration times. The medical officer writing the order must enter the
frequency and administration time(s) when writing the medication order. This will prevent
errors where the nurse misinterprets the frequency and writes down the wrong times. If these
details are not entered, the dose may not be administered by nursing staff.

Acceptable abbreviations are listed below. Times should be entered using the 24-clock (this
nomenclature is the global standard).

Drugs should be administered according to the Recommended Administration Times unless
they must be given at specific times (eg some antibiotics, with/before food) or, as in the case
of young children with variable meal and sleep schedules, a specific schedule is required.

RECOMMENDED ADMINISTRATION TIMES
Guidelines only
Morning mane 0800
Night nocte 1800 or 2000
Twice aday | bd 0800 2000
Three times a | tds 0800 1400 2000
day
Antibiotic 6 hrly 0600 1200 1800 2400
6 hourly
Antibiotic 8 hrly 0600 1400 2200
8 hourly
Fourtimesa | qid 0600 1200 1800 2200
day
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The ward/clinical pharmacist or nurse will clarify (and annotate the chart) the administration time if
necessary to correctly administer the drug (in relation to food etc)

Commonly used and understood abbreviations ‘

Abbreviation

Meaning

mane

Morning

nocte

Night

bd

Twice daily

tds

Three times a day

gid

Four times a day

unit(s)

International Unit(s)

Dangerous abbreviations - not to be used

Abbreviation to avoid | Intended meaning | Reason for avoiding Acceptable alternative
OD, odord Once a day Mistaken for twice a day daily or the specific
Once daily d is easily missed time
QD orqd Every day Mistaken as qid daily
(four times a day)
M Morning Mistaken for n (night) morning or mane
N Night Mistaken for m (morning) night or nocte
6/24 Every six hours Mistaken for six times a day | every 6 hrs or 6 hourly
or 6 hrly
1/7 For one day Mistaken for one week for one day only
X 3d For 3 days Mistaken as for three for 3 days
doses

g) Pharmacy. This section is for use by the ward/clinical pharmacist to clarify the order, indicate
source of supply or provide administration instructions.
Annotations include:
| for medicines available on imprest
S for non-imprest items that will be supplied and labelled for individual use from the pharmacy
Pts own for medicines checked by the pharmacist and confirmed to be acceptable for use
during the patient’'s admission
CD to indicate a Schedule 8 medicine (stored in CD cupboard)
Fridge to indicate a medicine that is stored in the fridge

h) Indication This section is for the medical officer to document the indication. This allows the
order to be reviewed in the context of why the medicine was prescribed, reducing the risk of
misinterpretation of the order (e.g. medicines with look-a-like names) or incorrect doses (e.g.
where medicines have different doses for different indications).

i) Doctor Signature and Print Name. The signature of the medical officer must be written to
complete each medication order. For each signature (medical officer), their name must be
written in print at least once on the medication chart.

4.5 Limited duration and ceased medicines
When a medicine is ordered for a limited duration, or only on certain days, this must be clearly
indicated using crosses (X) to block out day/times when the drug is NOT to be given
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When stopping a medicine, the original order must not be obliterated. The medical officer must
draw a clear line through the order in both the prescription and the administration record sections,

taking care that the line does not impinge on other orders.

The medical officer must write the reason for changing the order (eg cease, written in error, increased

dose etc) at an appropriate place in the administration record section.

Note the acronym D/C should not be used for ceased orders since this can be confused with

Discharge. Always use Cease.

When a medication order needs to be changed, the
medical officer must not over write the order. The
original order must be ceased and a new order
written.

4.6 Administration record

For Paediatric NIMC also see section 6.3

The medication administration record provides space
to record up to eleven days of therapy. At the end of
eleven days, a new chart should be written.

The last column (which is partially blocked out) is
present only as a safety net if the order has not been
rewritten. If the medication chart is full, then the
medication orders written in it should not be
considered valid/current prescriptions.

The shading of alternate columns is intended to
reduce the risk of administering a drug on the wrong
day.

4.7 Reasons for not administering

When it is not possible to administer the prescribed
medicine, the reason for not administering must be
recorded by entering the appropriate code (refer
below) and circling. By circling the code it will not
accidentally be misread as someone’s initials.

If a patient refuses medicine(s), then the medical
officer must be notified.

If medicine(s) are withheld, the reason must be
documented in the patient’s medical notes.

If the medicine is not available on the ward, it is the
nurse’s responsibility to notify the pharmacy and/or
obtain supply or to contact the medical officer to
advise that the medicine ordered is not available.
(Refer to Appendix B - Guidelines for administering
and withholding medicines)
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4.8 Pharmaceutical review

Pharmaceutical Ravlaw:

The clinical pharmacist will sign this section as a record that they have reviewed the medication chart
(on that day) to ensure that all orders are clear, safe and appropriate for that individual patient.

4.9 Discharge supply

For each drug prescribed while an inpatient, the following information must be documented in the
discharge supply section:

- Discharge supply required yes/no
- Duration / Quantity

For each page the following information is only required to be documented once:
- Prescriber’s signature
- Prescriber to print name
- Date discharge required
- Pharmacist signature

- Date discharge information completed

Jurisdictions may choose not to use this section for ordering the supply of medicines on discharge.
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5. Back page of NIMC

5.1 As required (“PRN") medicines
Prescribing:

The medical officer must write:
- Dose and hourly frequency. “PRN” (pre-printed) alone is not sufficient
- Indication and maximum daily dose (i.e. maximum dose in 24 hours) eg Paracetamol 4g/24
hrs

Administering:

- The actual dose given must be recorded

- The person administering each dose is responsible for checking that the maximum daily
dosage will not be exceeded
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6. Special features of the Paediatric NIMC

The Paediatric chart incorporates additional features identified as important for facilitating safe
medicines use in the paediatric population. These features include designated:

1. Boxes for recording weight on front and back page of chart.

2. Spaces for recording body surface area and gestational age (where relevant).

3. Space for documenting the basis for dose calculation (e.g. mg/kg/dose).

4. Space for double signing when recording administration.

6.1 Patient weight, height, and BSA
The child’s weight must be documented in the box on the front of the chart. The weight should also be
documented on the back page when PRN medicines are ordered.

The height and body surface area should be documented where body surface area is used to
calculate the dose of a medicine.

6.2 Gestational age
There is space for recording gestational age under the BSA and height box. This should be completed
for premature infants.

6.3 Dose calculation

The prescriber must document the basis for the dose calculation in the dose calculation box (e.g.
mg/kg/dose or microgram/m?/dose etc). This will assist pharmacists, nurses and other doctors in
double-checking the dose to ensure that the intended and actual dose is calculated correctly.

The basis for the dose calculation should first be checked in a current paediatric dosing reference
endorsed by the local Drug and Therapeutics Committee.

The actual dose should be calculated using an accurate weight or BSA (up to usual adult dose). If the
child is obese or significantly oedematous, the ideal weight may be more appropriate.

All calculations should be double-checked.

6.4 Administration of medicines
The are two spaces for recording the administration of each dose of medicine to allow for the
recording of two signatures, to document the double checking process has occurred.
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Appendix A

National terminology, abbreviations and
symbols to be used in the prescribing and
administering of medicines in Australian
hospitals
2008
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AUSTRALIANCOMMISSIONow
SAFETYmoQUALITYWHEALTHCARE

National terminology, abbreviations and symbols to be used in the

prescribing and administering of medicines in Australian hospitals

Introduction

Cna af the major causes of
madication errors is the angcing
uza of potartially dangamus
abbreviations and dose expressions.!
This is a criical patient safaty issua.
& study 1o identify and quantify
prescribing arrorsin a larga US
urban teaching hospital found that
29% of prescriptions contained

a dangerous abbreviation.® An
abbreviation usad by a prascribar
may mean somathing quita diffarant
iz tha person interprating the
prescription. Abbraviations may not
only be misundarstood but can also
be combined with other waords or
numerals to appear as something
aftogether unirtendad.

In addition, there have baan
changas to training of health cara
profagsionals, to health care dalivary
and 1o sociatal axpectations, which
also nacessitate a rathinking of tha
language usad to communicate
meadication prascrbing and
administration. Latin was once tha
language of health care and its use
made medical literature univarsally
readable among educatad persons.®
Today, English is the predominant
language of madical |teratura.*
Despite this, Latin abbraviations
continue to ba used amongst hiealth
profassionals. Although this may b2 a
timasaving corvenience, thair routine
usa doas not promiote patient safety?

Changes to policy enabling staff
with differing levels of training

to administer medicines, also
nacassitatas the use of English.
This training does nat include Latin
nor does it include comprahansiva

fraining in terms usad for the
administration of madicines. In
addition, patierts and their carers
hava tha right to understand what is
bing prescribed and administered
o thern. Prascribing using codas or
an outmadead language is no kenger
acceptabla,

Tha principlas and recommendations
apply to:

+ ALL madication ordars or
prescriptions that are handwrittan
o pre-printad

= ALL communications and
records conceming madicines,
including telaphanatverbal
ordarsfprascriptions. madication
administration records and labels
for drug storage.*

Prazcriptions should not contain ANY
abbreviations other than those that
arz in universal and common usa,
such as the tarm 'prm’ meaning ‘whan
required'. All drug namas, protocols
and procadures shauld be in English
and writtan in full .

It iz racommended that hospitals
devalop policies for prescribing
terminclogy toosthar with strategies
for irmplamentation within thair
institutions. In devaloping strategies,
hospitals may wish to refer 1o the
Joint Commission on Accraditation
of Haalthcara Organisations
(JCAHD) “implementation tips" for
eliminating dangerous abbreviations
(hittp:fawwicintcommission.org!
PatiartZafetyDototLisalist).

Although this documeant provides
recommandations it is not all-
inclusiva. Thare may also ba
specific circumstances whera cthar
terminclzgy may be considared safe,
However, befora hespital Crug and
Therapautic Committaes (DTCs)
decida to include such terminology
in kzzal policies the principles
outlined in Tabla 1 should be appliad.
DTCs should continua to monitar
incidents associatad with prescrbing
terminclkzgy.

Please note this document is valid

as at November 2002 and will be
modified on the basis of reported
adverse evenis associaled with
terminoiogy, abbreviations andor
symbols used in the prescribing

or adminvsiraiion of medicines. In
aaaition, when mowving to electronic
prescnibing a reassessment of what is
sale erminology showld be made.
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1.
2.
3.
4.

10.

TABLE 1: Principles for consistent prescribing terminology

Use plain English - avoid jargon

Write in full - avoid using abbreviations wherever possible, including Latin abbreviations
Print all text - especially drug names

Use generic drug names

Exception may be made for combination products, but only if the trade narme adequataly idantifies the
medication being prescribad. For exampls. if frade names are used, combination products containing 2
penicillin (2g Augmartin®, Timentin®) may not be idertified as penicillins.

Exception may also he made where significant bisavailahility issues exist, for example cyclosporin,
amphotericin

Write drug names in full. NEVER abbreviate any drug name
Some examples of unacceptable drug name abbraviations are: G-CS5F (use filgrastim or lenograstim or
pegfilgrasting, AZT (use zidovuding], 5-FU {usa fluorouracil), OTIC {usa dacarbazing), EPC (usa epoeting, TAC

(LEa triamcinolons)

Exception may be made for modified release products

For slow release. confrollad release, continuous release or other modified ralease products, the description
usad inthe trade name to dencta tha relaasa characterstics should be included with the ganeric drug name, for
exampla tramadal $R. carbamazapine CR

For multi-drug protocols, prescribe each drug in full and do not use acronyms, for axampla do not
prescribe chamotherapy as 'CHOP'. Prascribe each drug saparataly

Do not use chemical names/symbaols, for exampla HCI (hydrochlonc acid or hydrochlonide) may ba mistakan
for K.CI (patassium chioride)

Do not include the salt of the chemical unless it is clinically significant, for example mycophanolata
miofatil or mycophenolate sodium. Where a salt is pant of the name it should follow the drug name and not

preceds it
Dose

* llse words or Hindu-Arabic numbers, is 1. 2 3 atc
Do not use Roman numerals, is do not use i for two, i for thrae, v for five atc

= llse metric units, such as gram or mL
Do not use apothecary maits, such as minims or drams

* lise a leading zero in front of a decimal point for a dose less than 1, for example usa 0.5 not 5
Do not use trailing zeros, for exampls use 5 not 5.0

= For oral liguid preparations, express dose in weight as well as volume, for example in the casa of
morphine oral solution (Smg/mL) prescribe the dosa inmg and confirm tha wolums in brackets: eg 10mg
(2mL)

= Express dosage frequency unambiguously, for example use ‘threa timas a wesk' not ‘threa times waekly'
as the latter could be confused as 'avery three waeks'

Avaoid fractions, for cxampla
- 17 could ba intarprated as ‘for ana day’, ‘once daily’, for one weak' or 'onca weakly'
- 1/2 could be imterprated as ‘half or as 'ona to twe'

Do not use symhols

Avoid acronyms or ahbreviations for medical terms and procedure names on orders or prescriptions,
for example avoid EEM meaning ‘expressed braast milk'
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TABLE 2: Acceptable terms and abbreviations

Thea following table lists the terme and abbravdations that are commonly used and undarstood and therefore considerad sccaptable
for uss. Whers thars is mors tham one acceptable term tha preferrad term is shown fiest in the right hand colurmn.

Intended meaning Acceptable Terms or Abbreviations

Dose Frequency or Timing

marning, mane
(at] midday midday
right, rccte
twice a day bd
tda
four times a day qid

evary 4 hrs, 4 hourly, 4 hrly
ewvary B hours evary & hre, B hourly, & hrly

evary 8 hrs, 8 hourly, B hrly

once & week once & week and specify the day in ful, =3, once a weskan
Tussdays

thras times a wesk and specify the sxact days in full, eg threes
tim=a a wesk on Mondays, Wednsadaye and Saturdays

when requirad prn

stat

before food before focd

after food

with fieod with fiood

Route of administration

spidural
irhale, imhalation irhale, imhalation
imtraarticular

intramsEcular IM
intrathecal
irtranzazal irtranzazal
IV
irrigation irrigation
=t
rebulizad NEB

NG

P

PEG

per vagina PV

PR
peripherally insertad cantral cathetar PICC
right
gubculEneoUs gubcut
subdirg
topical topical

|i|
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TABLE 2: Acceptable terms and abbreviations (continued)

Thea following table lists the terme and abbravdations that are commonly used and undarstood and therefore considerad sccaptable
for uss. Whers thars is mors tham one acceptable term tha preferrad term is shown fiest in the right hand colurmn.

Intended meaning Acceptable Terms or Abbreviations

Units of Measure and Concentration

g
Intarnatioral unit{z) Intarnatioral unit{z)

e e
litred =) L
miigen mg
millilitr=(z) mL

‘microgram(s) | microgram, microg
percentage kS
mmal

Dose Forms

cap

CI2Em CI2Em
mmrdwps | eardops
aar cintment aar cintment
ey dieps I e dreps
aye aintrmant aye aintrmant
drectien i

metarad doea inhaler metarad dosa inhaler, irkaler, MDI
mwe mixue
airtrrant aintrrant, cint
pessay  pes
poswder powder
‘wpposioy  suep

tablat tablst, tab

patirtcorrcledanalgssa  FeA
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Hg. Mg ar ug
BIC or bid

ET or bt

[+

D#&z

aorE

gt or gutta

HS
he

pi

qd or 20

puly
Ghs

Qh

god or Q00

CEPM atc

designations to be avoided

(Adapted from the Institute of Safe Medication Practices [ISMFP] list of the same mame?, with parmigsion from 1I5MF)

microgram

twica daily

bediims

cubic cantimatres
discharge or diecontinus

S5 Of Sye

drops

hal-strength
&t bedtima, howrs of eleep

S
intranazal
intrathacal
Intarnational units

mofming
night

aye ainfmeant
mizture

anca daily

arange juics

QN aweek
per fortnight

avery day

powder
nightly st bedtimsa

ey hour
avery othar day

Svary evaning &t 6 pm

Mistaksn as 'mg’

Mistakan as 'tid' (three timas daily)

Miztakan az ‘BID' {twica daily)

Mistakan as 'u' (units)

Premsture discontinuation of medications if discharge
intendad

Mizstakan for ‘ear’ when 'aye’ intendad ar far 'eya’ whan
‘ear' intended

Lstin sbbreviation masning 'drops’, not universally
understood.

Mistakan as badtime

Mistakan aa half-strangth

Mistaksan as ‘W' or ‘intrejugular’

Miztakan as 'IM'or IV

Miztakan aa Intravanous

Mistakan as ‘W' [Intravencus) or 10" {tan)

Mistakan for 'n’ [night}

Migtakan for ‘'m’ {maorning)

Mistakan for eye drops

Latin abbraviation, mot universally understood
Mistakan as 'right aye’ (00-cculus daxtar), leading to
oral liguid medicstions administerad in the eye. Can
&l be mistakan for BO {hwice daily)

Mistaksn as "O0" or "CE (right or =it eya); drugs meant
o be dilubad in crangs juice may b= given in tha eya
Mot univarsally undarstood

Mot univarsally undaretood

Mistakan as 'Qid', sepacially it the pericd after the ‘g’ ar
the fail of the 'g’ is misunderstced as an '

Latin sbbreviation, mot universally understood

Mistaksan as 'ghr’ or every hour

Mot univarsally undaretoad

Mistakan az ‘'qd’ (daily) or 'gid’ (four timea daily)

Mistaken az evary six hours

TABLE 3: Error-prone abbreviations, symbols and dose

micragram

bd

badtirme

mL

‘diecharge’ or
‘discontinue’ whichewer
iz irendsd

‘eye’ or 'ear’ and specify
whether ‘left', right’ or
‘both’

‘drops’ or 'aye drops’
whichever is intsrded
'half-strangth’ or
‘bediimes' whichever iz
intandsd

imjection

intranasal

intrathecal

Irterrational units
marning

night

eya cintment

riturs

‘daily, praferably
apecifying tha time of the
day, =g ‘'morning’, ‘mid-
day, ‘at night'

orangs juice

once awask

ewary two weeks, psr
fartright

daily

porardar

‘night’,

‘daily st bedfiima’
"hiourly’,

‘ewary hour'

‘ewvary sscond day’,
‘on sltermate days'
‘Bpm daily’,

‘ewvary night at pm’,
‘ewvary day at & pm’
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TABLE 3: Error-prone abbreviations, symbols and dose
designations to be avoided (continued)

[Adapted from the Irstitute of Safe Medication Practicsa [ISMF] list of the same name®, with permiszion from ISMP)

Intendad Meaaning

5C subcutanecus Mistaksn as 'S0 (Sublingual) ‘subcut’, ‘subcutaneous’
Sl or 5L sublingual Mistakan aa 'SC' (Subcutanscus) 'subling’, 'undsar tha
tongus’
=] eliding scale (insulin) ar Miztakan az "55° ‘sliding scale’ ar ‘half’
half [apothacary) whichewar iz intanded
S85RI ar 551 eliding scale ragular insulin - Mistakan as salactive sarotonin reuptake inhibitor; eliding =cale insulin
ar gliding scale insulin Miztakan az Strong Solution of lodine (Lugals)
TIC: three fimas & day Miztakan as 'bd’ tde
TIW three timas & wask Miztakan az ‘thraa times daily ‘three timas & wask'

and spacify exact daye
in full, for example ‘an
Mondsys, Wadneadays

&and Saturdays’
it ana daily Mistakan as ‘tid’ ana daily
Uaru unit Miztakan az tha numbera ‘0" or '4°, causing & 10-fold unit

awerdosze or greater (2g 4L een &8 '40° or du seen 53 447
Mistaksan as 'cc’ 5o dose given &5 a wolume instead of
units (e du ==en as 4 oo
ung airtrmanit Latin abkreration, not universally understioccd airtrmenit

Error-prone Intended Meaning

B24 avery 3ix hours Miztakan az ‘six times & day’ ‘awery & hre’,
'8 hourly', 6 hriy'
17 for ana day Mizstakan as 'for one wesk' for ana day only
12 half Mizstakan as 'one or two' halt
i, ii,jii,iv [Roman 1,234 atc Hindu-Arabic numbars,
niumerala) 1,2.3,4 =tz or words
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TABLE 3: Error-prone abbreviations, symbols and dose
designations to be avoided (continued)

[Adapted from the Irstitute of Safe Medication Practicsa [ISMF] list of the same name®, with permiszion from ISMP)

Ermor-prona Interded meaning
doas
designations
and other
infermation
X
Trailing zerc sfter  Amg Miztakan as 10mg if the dacimal point is not ssen Do mot use trailing zeros
decimal paint for dosse axprassad in
=g 1.0mg) whole numbsrs
M lsading zera  0.5mg Migtakan az &mg if the decimal paint is not esen Uza zana bafore a
befars a decimal decimal paint when
point (e .5ma) the doss i less tham &
whole unit

Large dosss 400,000 units 4100000 has been mistaken as 10,000, or 1,000,000; Far figures abawe 100
without proparly 4,000,000 1000000 has been mistaken as 100,000 use words o sxpreas
placed commas intent e, one thousard,
=g 100000units, ana million, six million
4000000 units) ate, Othanwiza uzs

commas for dosing
unita at or sbhows 1,000

10 =lc ana millian Mot univarsally undaretood Usa cne million or
1,000,000

Intended Meaning

X3d for three days Mizstaksan as '3 dosss’ for three days
s greater than or less than  Mistaken or used as the opposite of inkended; <10 'greatar than' or
miztakan as ‘40 'lzza than'

1 [=lash mark) eeparstes two dosse or Mistaken as tha rumbser 1 29 '25 unita/10units’ misread 82 'per’ rather than & slash
indicatas ‘per’ ‘25 unitz snd 110 units’ mark to ssparate dozes

@ st Mistaken as ‘2 st

& and Mizstaksn as '2 and

+ plus or snd Miztaksn as "4 &nd

E haur Miztakan az a zerc (29 q2° ==en & g20) heaiur
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Appendix B — Guidelines for administering and withholding medicines

The NIMC is a legal document and therefore must be written in a clear, legible and unambiguous
form.

Every nurse has a responsibility to ensure they can clearly read and understand the order before
administering any medicines. For all incomplete or unclear orders, the prescriber should be contacted
to clarify. Never make any assumptions about the prescriber’s intent.

Every medication chart must have the patient’s identification details completed.

Every medication order must be complete and include:
- date
- route
- generic drug name
- dose ordered in metric units & arabic numerals
- frequency (using only accepted abbreviations)
- times (must be entered by the medical officer)
- medical officer’s sighature

If the medication chart is full (i.e. there is no appropriate space to sign for administration) then the
medication order is not valid. The chart must be re-written as soon as possible.

Withholding medicines

It is appropriate to withhold the medicine if there is a known adverse drug reaction (ADR) to the
prescribed medicine.

Generally medicines should not be withheld if the patient is pre-operative or nil by mouth (NBM) /
fasting unless specified by the medical officer.

Remember the five Rs:
- Theright drug
- Theright dose
- Theright route
- Theright time
- Theright patient
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