
National In-patient 
Medication Chart

Safer prescribing, dispensing and administration of medicines to minimise patient harm

Introduction and 
Rationale

Healthy Workforce • Healthy Hospitals • Healthy Partnerships • Healthy Communities • Healthy Resources • Healthy Leadership



Objectives

why a standardised chart is needed;

the benefits of a standardised chart;

the main features of the chart.

The objectives of this session is to provide you 
with an understanding of:



Principles

We all make errors

“all human beings without 
exception whatsoever, make 
errors….. And such errors are a 
completely normal part of human 
cognitive function”
Allnutt M.F. Human factors in accidents.  Br J Anaesth. Jul 59(7):856-64, 1987.







Principles

The health-care system is making errors





The Age Newspaper

12 August 2003



Principles

We are making a significant number or errors when 
prescribing, dispensing, documenting and 
administering drugs 



Estimated that: 

• 140,000 hospital admissions each year are 
associated with medication problems.

• medication errors account for up to 20% of adverse 
events in Australian health care and 

• medication errors cost $380 million per year in the 
public hospital system.

Australian Council for Safety & Quality in Health Care, “Second National Report on 
Medication Safety”, 2002, Commonwealth Dept of Health, Canberra



Medication errors are the 2nd most common 
incident reported to AIMS (WA).      

Types of medication errors reported are:
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Administered w hen held or ceased

Previous know n adverse reaction

New  order overlooked 

Incorrect calculation 

Patient self medicating 

Medication not available 

Dispensing error 

Unclear or incomplete order 

Prescription or order error 

Other 

Failure to follow  policy or procedure

Failure to read or misread



Principles

We need to design systems to reduce the potential for 
error

“Human beings make mistakes 
because the systems, tasks and 
processes they work in are 
poorly designed”
Prof. Lucian Leape, Harvard School of Public Health





So what are we doing ?

Participation in the Medication Safety Breakthrough 
Collaborative

Distributing alerts on high risk medications eg.  KCl, 
Vincristine

Adverse Medicines Events Line - 1300 134 237

Pharmaceutical Review

Implementation of a standardised medication chart



Standardised Medication 
Chart

Australian Council for Safety and Quality in Health 
Care considered the introduction of a common 
medication chart a significant quality improvement 
strategy, through

• standardising processes of communication

• optimising workflow patterns 

• introducing functions to improve safe use of 
medicines



Background to the NIMC

July 2003, Australian Council for Safety and Quality 
in Health Care established a multidisciplinary 
working group to look at medication errors

April 2004, Australian Health Ministers’ Conference 
agreed that a common medication chart be in use in 
all public hospitals by June 2006, to assist in 
standardisation and consistent documentation of 
medications

Queensland already commenced development and 
implementation of standardised chart



Background to the NIMC

August 2004, NIMC developed 

Jan – May 2005, pilot of national chart undertaken 
in 31 sites across Australia, including 3 in WA -
Joondalup, Broome and Kalgoorlie

December 2005 Area Chief Executives endorsed 
implementation of the NIMC in WA public hospitals



What evidence did they use 
to design the NIMC? 

Extensive literature review focusing on factors that 
cause prescribing and administration errors

Learning from human factors and ergonomics

Observational studies and work practice mapping 

Audits

Pilots 

National focus groups



The NIMC
Front and Back Pages



The NIMC
Pages 2 and 3



Benefits of the NIMC
Potential to reduce medication error

Standard chart in all public health services

Improved understanding of safety principles

Improved completion of prescriptions

Reduction in need for interpretation

Reduction in the need for education of staff as they move 
between sites

Proven template for use in electronic medication management



What are the main features?
In summary:

Initial clinician (doctor/nurse) needs to print the 
patient’s name under their ID label
All once off orders on front
All regular orders in the middle section 
All PRN orders on back
Variable dose drugs and Warfarin with regular 
medicine (middle section)



What are the main features?

In summary:
Adverse drug reaction (ADR) information is clearly 
visible from 3 pages of the Chart 
Doctors write administration times 
Use of generic drug name only
Must write hourly frequency and maximum dose for 
PRN orders



Other features

In summary:
Prompt to ensure patients are provided with 
information about the use of Warfarin
Prompt to remind prescriber to indicate a sustained 
or modified release
Space for a patient’s medication history prior to 
admission
Space to clearly identify prescriber
Daily review of chart by clinical pharmacists



NIMC - what it can do

Significantly reduce the types of 
errors we have identified



NIMC - what it can’t do

Eliminate these errors



Success is dependent on

Clinicians recognising the 
importance of good 

communication through the 
medication chart



www.health.wa.gov.au/nimc

Where do I find more 
information?
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