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…in the beginning…

• Implementation of standardised medication chart 

in QLD 2003

• 2006 a need for standard chart for prescribing 

and administration of depot identified

- locally developed injection cards used

across QLD



2006



Injection cards often did not 
include safety features of 
statewide medication chart:

- Allergy and ADR alerts

- No ID labels

- Prescribers print name

- Prescription required 
transcribing

- No route of 
administration



MSQ process to develop 

standardised forms/ tools

• Identify problem/gap

• Evidence gathering

• Expert working party

• Pre & post evaluation

• Education, implementation guidelines & tools

• Change management & issues register



Birth of a statewide form…



2007 - 2009

Modification

• Home visit safety status

- dot alert system 

removed



• Limited implementation strategies

- tabled at Mental Health Network meeting

- official launch at statewide Medication Safety 

Workshop

- factsheet distributed to all mental health 

services

Retrospectoscope…learnings



• Clinical audit pilot completed by Mental Health 

Alcohol & Other Drugs Directorate (MHAODD)

- Highlighted a number of issues

- several clinics had not implemented form

- sections of the form not being utilised

- medication orders not reviewed every 90 

days

• Funding provided for MSQ to complete review of

the OM&DA chart

2010 - trigger for change



Aim

• To undertake a review of the Oral Medication & 

Depot Administration chart to identify issues and 

areas for improvement in format and content



Methodology

• Stage 1 - Phone survey

• Stage 2 - Chart Audit

• Stage 3 - Statewide user group 



Stage 1- Phone survey

• 11 community mental health services contacted 

• Questions:

- Are you using the chart?

- If not, what chart are you using?

- Do you have any issues with OM&DA chart?



Phone survey results

• 2 services using locally developed form

• Test dose/oral medication section not used 

• Home visit safety status not used 

- duplication of information

• Current medication section

- unsure of currency of information

• Medication order and administration section 

- inadequate space



Stage 2 – Chart audit

• May 2010 a retrospective audit completed at 3 

CHS 

- 116 consumer‟s OM&DA charts 

- 2 CMHs using OM&DA chart (Sites A&B)

- 1 CMHs using local chart (Site C)



Utilisation of chart sections

Sites A & B

n = 66 charts

Site C

n = 48 charts

Test Dose or „Once Only‟ 

used
7.5% N/A

CMH team info. recorded 18% 81%

Home visit safety status 9% N/A

Girth recorded 0 0

Weight recorded 0 40%

Current medication list 

documented
7.5% N/A



ADR’s, route and frequency

Sites A & B

n = 66 charts

Site C

n = 48 charts

ADR documentation complete 4.5% 8.3%

Similar class of medication prescribed 0% 0%

Route Unclear
3.2% 6.3%

Route Missing 0% 16.7%

Frequency Unclear
91.3% 91.7%

Frequency Missing
0.8% 0%

Note: use of methods from National Inpatient Medication Chart Audit



Audit - other issues

• Original chart did not match current work 

practices

• Sections of the chart rarely or never used

- Home safety status section 

- Pharmacy comments section

- Due date of drug



Stage 3 – User Group

• A Statewide user group convened 

- representatives from 7 CMH services

- 13 nurses and a 1 psychiatrist

- representatives from Clinical Forms Design

• Presented with feedback from the phone survey, 

audit results, and issues register

• „Lively‟ discussion prior to reaching consensus



User group consensus

Exclusions

• Home visit safety status

• Health team details

• Girth

• Current medication list

• Test dose injection and once 

only medications

• Name - OM&DA 

Inclusions

• Height

• Consumer Integrated Mental 

Health Application alert

• “mg” and “IM” pre-printed

• Prompt for 3 month review

• Name – Depot Administration 

Record



Pre statewide release
• Wider stakeholder consultation

- mental health pharmacists

- site visits to several local CHS clinics

- Mental Health Directors of Nursing (DON) forum

- QLD Psychotropic Medication Advisory Committee (QPMAC)

• Testing of the record

- doctors and nurses at the 2 CHS

- no issues with the form were identified

• Review and update of implementation tools included:

- user-guide

- PowerPoint® presentation

- fact sheet



Comparison of strategies used

2006

• MSQ project officer (generalist 
RN)

• Usergroup membership - 1 
MHS (3 clinics)

• Tabled at Statewide Mental 
Health Network meeting

• Official launch at statewide 
Medication Safety Workshop

• Factsheet distributed to all 
mental health services

2010

• Mental health nurse seconded 
for project

• Usergroup membership - 11 
MHSs

• Local and statewide consultation

- Mental Health Nursing 
Directors

- Queensland Psychotropic 
Medication Advisory 
Committee

• Mental Health Medication Safety 
Workshop 

• Factsheet distributed to all 
mental health services



Birth of Depot Administration Record…



Use to date

• Phone survey of 11 CHS

- All sites have implemented the depot 

administration record

- Staff find it a user friendly form

- To date no issues identified by users



In summary

• Lessons learned

- Need to engage relevant clinicians

- Form needs to reflect and support work practice

- Need effective and resourced implementation 

strategy

• Ongoing education and marketing is required to increase 

uptake of the record

• Post implementation evaluation is required
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