
Standing Orders: Clinical Audit Tool

New Zealand legislation requires health professionals working with Standing Orders to adhere to the requirements as outlined in the medicines (Standing Order) Regulations 2002.  To meet these requirements, it is the responsibility of the issuer of the Standing Order (a medical or nurse practitioner) to ensure that an audit process is completed when Standing Orders are not routinely countersigned.
To support practices to meet the Standing Order legal requirements, Pinnacle has been authorised to alter Procare’s audit template to enable practices to audit Standing Order use
Reference:

Medicines (Standing Order) Regulations 2002:                         http://www.legislation.govt.nz/regulation/public/2002/0373/10.0/DLM170107.html
Standing Order Guidelines   2016 (Ministry of Health):                      https://www.health.govt.nz/publication/standing-order-guidelines
Standing Orders: Clinical Audit Tool

The following clinical audit tool is designed to ensure:

1. The Standing Order is audited in accordance with the Medicines (Standing Order) Amendment Regulations 2011.
2. There is consistency in the implementation and documentation of Standing Orders.
The Audit of the Standing Order is to be carried out by the Medical or Nurse Practitioner (Issuer of the Standing Order)

The Audit sample sizes should be as a minimum:

1. 50 per cent of administration and/or supply records if there are 20 or fewer in total

2. 20-30  per cent of administration and/or supply records if they are in the range of 21–100

3. 15 – 20 per cent of administration and/or supply records if there are over 100.

If any administration and/or supply records are found to be non-compliant with the standing order, it is recommended that the sample size be doubled.

How to complete this audit:
1. Write the score in the box next to each criterion.

2. At the end of each question add the scores. At the bottom of the audit, add all the scores to get a grand total.  Then take the grand total score and divide by (as the highest score) and multiply by 100 (e.g. 180÷360x100=50%). This will give the percentage; The expectation is that a 100% is achieved
3. The expectation is 100% is achieved. If not achieved then a plan of action, which is to be documented and the audit needs to be performed again monthly until achieved.

4. Any gaps or areas of concern are to be discussed with the registered nurse and the issuer of the Standing Order.  
Sample Frequency

Monthly for an initial 3 months. If the audit demonstrates a satisfactory performance (i.e. 100% of the total audit has been met) then three monthly.
If any administration and/or supply records are found to be non-compliant with the standing order, it is recommended that the sample size be doubled.
Definitions:

Standing Order:  a written instruction issued by a medical, general, or nurse practitioner or dentist. 

Issuer: 
1. An individual practitioner in practice 

2. A practitioner who is an employer of a practitioner or a person permitted to supply or administer a medicine under a standing order 

3. A practitioner who exercises managerial control over a practitioner or a person permitted to supply or administer a medicine under a standing order 

4. A practitioner who is authorised by a group of practitioners or a group of people permitted to supply or administers a medicine under a standing order on their behalf. 

Standing Order Audit Tool
Auditor:      





                                                                    Name of Registered Nurse:  


    


                                                                           


                                                                                                                                                                     Date of Audit:   
/
/
 

Medication: 


    






     Number of clinical records audited:  


Key for Scoring: 

Met = 3

Partially Met = 2

Not Met =0                           Not Applicable (N/A) = 3
	Patient NHI     


	
	
	
	
	
	
	
	
	
	
	Total  Score
	

	
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	
	

	 Clinical Competency


	The patient has met the specific criteria that are outlined in the Standing Order prior to administration/supply of the medication
	3
	3
	3
	3
	3
	3
	3
	3
	3
	3
	30
	

	A full assessment of the patient was undertaken by the registered nurse prior to the administration of Standing Order medication 
	
	
	
	
	
	
	
	
	
	
	
	

	 The medication was administered/dispensed in accordance with the Standing Order

	
	
	
	
	
	
	
	
	
	
	
	

	There is evidence that any specific diagnostic measurements e.g. weight, blood pressure, peak flow, pregnancy test, has been completed to support the decision to administer/supply the medication.

	
	
	
	
	
	
	
	
	
	
	
	

	Patients who were identified as having a precaution/ exclusions/ contraindication associated with the medication were discussed with a medical practitioner prior to the administration of the Standing Order
	
	
	
	
	
	
	
	
	
	
	
	

	Key for Scoring: 

Met = 3

Partially Met = 2

Not Met = 1                           Not Applicable (N/A) = 0


	Patient NHI     


	
	
	
	
	
	
	
	
	
	
	Total  Score
	

	 
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	
	

	Documentation (Documentation in the clinical records includes)
	

	· Medication Name

· Dose 

· Route

· Amount administered/supplied

· Time given

· Allergies
	
	
	
	
	
	
	
	
	
	
	
	

	The management of an adverse reaction and follow up (if applicable)


	
	
	
	
	
	
	
	
	
	
	
	

	Whether the medication was either “Supplied” or “Administered” under the Standing   Order
	
	
	
	
	
	
	
	
	
	
	
	

	Reference to the Standing Order


	
	
	
	
	
	
	
	
	
	
	
	

	Identification of the RN working with the Standing Order


	
	
	
	
	
	
	
	
	
	
	
	

	Professional Development

	There is documented evidence that the registered nurse has attended an informal/formal education session, which includes the administration of the medication relevant to the Standing Order 
	
	
	
	
	
	
	
	
	
	
	
	

	There is evidence that the registered nurse has attended informal/ formal training on the use of Standing Orders
	
	
	
	
	
	
	
	
	
	
	
	

	
	 Grand Total Score :
	

	
	Total Percentage :
	

	
	Areas of Strengths/ Comments


	Areas Identified for Improvement
	Plan of Action

	Clinical Competency
	
	
	

	Documentation
	
	
	

	Professional Development


	
	
	


Once completed the outcome of this audit has been discussed with the Registered Nurse:                         Yes (     No ( 

(The audit cannot be signed off until this has occurred)

Signature of the Auditor/Issuer …………………………………………………………………….

Signature of Registered Nurse ……………………………………………………………………..

Next Audit Date …………………………………………………………………………………………..
Practice nurses who have had this audit completed can incorporate it into their portfolio as part of the Professional Development and Recognition Programme (PDRP).

Not A CONTROLLED DOCUMENT WHEN PRINTED
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1

