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Evaluation of Paediatric NIMC

Aim: 
• Determine if paediatric NIMC improves safety of prescribing and 

administration of medicines in children

Objectives:
• National data collection
• Pre and post implementation audit

– Measure compliance with safety features
– Measure effectiveness of chart using QUM Indicators 
– ? Measure incidence of medication error
– Individual sites identify areas for improvement in prescribing, 

documentation of administration 



Evaluation of Paediatric NIMC

QUM indicators relevant to 
paediatric chart 

• 3.2

 

% Patients whose known ADRs are 
documented on current medication chart 

• 3.3

 

% Medication orders that include error- 
prone abbreviations

• 3.4

 

% Paediatric medication orders that 
include correct dose per Kg (or BSA) and a 
safe total dose

• http://www.ciap.health.nsw.gov.au/nswtag/in 
dicators.html

http://www.ciap.health.nsw.gov.au/nswtag/publications/QUMIndicators/Manual.pdf


Audit Resources

• Medication chart prescribing audit tool
– Scannable form
– For national audit complete all applicable fields
– As QI tool collect relevant data 

• E.g error prone abbreviations  
• NIMC Audit tool – user guide 2009
• Education package – TBA
• Short audit tool
• National terminology, abbreviations and symbols to be used in 

prescribing and administering medicines in Australian hospitals
• Resources available from: 

http://www.safetyandquality.gov.au/internet/safety/publishing.nsf/Content/NIMC_ 
001



Management of Data

1. Pre-implementation
• Sites complete pre-implementation audit 
• Jurisdictions collate data 

2. Post-implementation
• Data collection part of national audit of 

NIMC
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Who should complete the audit?

• A registered nurse must be involved 
as they are the key people that 
interpret the prescription and 
administration information

• A pharmacist should assist where 
available, otherwise a medical officer 
or another nurse should be a part of 
the audit team

• Same team to complete subsequent 
audits

http://images.google.com.au/imgres?imgurl=http://www.nursing-informatics.com/revealing/doc_nurse.png&imgrefurl=http://www.nursing-informatics.com/revealing/utility.html&usg=__3d6RGsN5-7XYv5pgZCnn2JS6PV4=&h=287&w=200&sz=107&hl=en&start=33&tbnid=bcxgxWXOL5RGUM:&tbnh=115&tbnw=80&prev=/images%3Fq%3Dnurse%2Band%2Bdoctor%26gbv%3D2%26ndsp%3D20%26hl%3Den%26sa%3DN%26start%3D20


Numbers

• Ideally, all available charts should be 
reviewed for current patients
– Allows for the identification of risks that occur 

relative infrequently
• Minimum number

No. beds in hospital
 

Sample size
150 and > 20% pts
30 – 149 30    pts
< 30 All pts



Scannable Forms

• Scannable audit tools used  for data collection. 
• Original forms must be if scanning technology to used 
to process data.
• Forms contain embedded technology which allows the 
automated scanning process to take place.  
• DO NOT USE PHOTOCOPIES

 
of the forms as they 

cannot be scanned and the data will not be collated.
• Advise sites keep a photocopy for their records
•National audit tool available from 
http://www.safetyandquality.gov.au/internet/safety/publi 
shing.nsf/Content/NIMC_001







Before you audit

1. Read the NIMC Chart Audit Tool User Guide
2. We recommended that you also:

– Read the NIMC Medication Chart Guidelines
– Complete the Medication Chart Audit Tool Education 

Package (Not yet available)
– Read the National terminology, abbreviations and symbols 

to be used in prescribing and administering medicines

3. Read local medication related procedures 
and guidelines e.g. approved trade names 
list.

– If required, define acceptable abbreviations and acceptable 
trade names to ensure consistency between auditors and 
between various audits



Example of use of audit tool

• Use one form per patient

• Review all pages of the medication chart

• Complete both sides of the form

• Record any medication errors in the relevant 
comments section



Information for audit

• Dosage ranges of medicines  (Oral)
• Paracetamol: 

– 15mg/kg every 4 hours (can use 20mg/kg every 6 hours)

• Morphine: 
– 0.3 - 0.6mg/kg every 12 hours (slow release preparation)

• Amoxycillin: 
– 7.5mg - 25mg/kg every 8 hours

• Ondansetron:
– 0.15mg/kg every 8 hours









1. Patient Identification & Weight

1.1 Total current Medication 
Charts = 1

1.2  Patient ID complete on all
 pages = Yes

1.3  Weight documented on 
front and back pages = Yes



2. Adverse Drug Reaction (ADR) Details

2.1 ADR documentation complete 
on all

 
charts = Yes

2.2 Patient has previous = Yes

2.3 Similar class of medication 
prescribed = No

2.4 If previous ADR, do all
 

pages 
have ADR alert stickers in place 
= No

√

 

QUM indicator 3.2



3. Medication History

3.1 Medication History documented / cross 
referenced on Medication Chart = Yes

3.2 Medication Action Plan (MAP) Form in ‘end 
of bed’ folder = No 

If no, go to question 4.1



4. Warfarin
 5 Variable doses

Leave blank



6. Sustained Release

6.1 No. Sustained Release medications 
ordered = 1

6.2 No. Sustained Release medications with 
SR box ticked =1



7. Intermittent Medications
 8. Duplicate orders

7.1 No. Intermittent medications ordered = 0

If zero, go to question 8.1

8.1 No. Duplicated orders = 0



9. Clinical Pharmacy

9.1 Clinical pharmacist review occurred = yes



10. Prescribing and Administration
 Order no 1

√

 

QUM indicators 
3.3, 3.4



10. Prescribing and Administration
 Order no 2

√

 

QUM indicators 
3.3, 3.4



10. Prescribing and Administration
 Order no 3

√

 

QUM indicators 
3.3, 3.4



10. Prescribing and Administration
 Order no 4

√

 

QUM indicators 
3.3, 3.4



10. Prescribing and Administration
 Order no 5

√

 

QUM indicators 
3.3, 3.4



Discussion
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