
Delivering a Healthy WA

WA Paediatric Inpatient Medication Chart
& Paediatric Long-Stay Medication Chart

Introduction and 
Rationale

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



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.





Fact:

� We are making a significant number of errors when 

prescribing, dispensing, documenting and 

administering drugs 





The Age Newspaper

12 August 2003



� 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



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 to reduce 
medication errors?
� Establishment of WA Medication Safety Group

� Distributed alerts on high risk medications eg.  KCl (2005), Vincristine 

(2006)

� Implemented WA Pharmaceutical Review Policy (2007)

� Implementation of a national standardised Adult inpatient medication 

chart (2006)

� Implementation of Medication reconciliation program in SQuIRe program 

(2006)

� Implementation of a Paediatric Inpatient Medication Chart and Paediatric 

Long-Stay Medication Chart in WA Hospitals (2009)



Standardised Paediatric Medication 
Charts

�Australian Commission on Safety and Quality in Health 

Care considers 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 Paediatric 
Inpatient Medication Chart

�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

�December 2008, Australian Health Ministers’ Conference 

endorsed National Paediatric Medication Chart and 

National Paediatric Long-Stay Chart for use in public 

general hospitals in Australia whenever paediatric 

patients are treated 



�Jan – March 2009, WA Paediatric Medication Chart and 

Paediatric Long-Stay Chart developed 

�Stakeholder consultation – April 2009

�Implementation of Paediatric Medication Chart at PMH -

July 2009

�State rollout of Paediatric Medication Chart and 

Paediatric Long-Stay Chart - commence August 2009

�Complete implementation of the Paediatric Medication 

Chart and Paediatric Long-Stay Chart in WA public 

hospitals - December 2009 

Timelines for Implementation of the 
Paediatric Inpatient Medication Chart



The Paediatric 

NIMC
Front and Back Pages

The WA Paediatric Inpatient (Short-Stay) 
Medication Chart - front and back pages



The WA Paediatric Inpatient (Short-Stay) 
Medication Chart - middle pages



The WA Paediatric Long-Stay Medication 
Chart – front and back pages



The WA Paediatric Long-Stay Medication 
Chart – middle pages



Paediatric Inpatient Medication Chart

� Paediatric Inpatient Medication Chart and Paediatric Long-Stay 

Medication Chart are to be used for all paediatric Inpatients

� Paediatric Inpatient Medication Chart and Paediatric Long-Stay 

Medication Chart do not replace specialised medication charts 

but should be used in conjunction with them

� E.g. Chemotherapy, insulin, IV Fluid



What safety features have been added to 
the Paediatric Inpatient Medication 
charts?

� Patient Identification eg UMR Number, Patient Name, Date of Birth 

and gender to be written on all Paediatric Charts OR use Patient

Identification sticker

� Initial clinician (doctor/nurse) needs to print the patient’s name 

under their ID label

� Staff need to record patient height, weight, BSA Index and age

� Discharge Medication panels added 

� Staff signature/initial panel added to front page

� Added ‘Calculation of Dose’ cell to differentiate from ‘Dose’ box



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.safetyandquality.health.wa.gov.au/medication/index.cfm

Where do I find more information?


