MEDICATION MANAGEMENT – SYSTEMS INTERFACE REVIEW


	Patient Name/ID;

Date of Admission;

Locations
	Diagnosis:

Medication Allergies:

(identified Y/N If yes, list)

Indication for medication (e.g. H&P, nursing assessment)
	Orders

(write in for selected drug)

Note if this includes a change of order or a change in patient location

Note any order discrep-ancies, e.g.  inconsistent / unacceptable abbreviations, 

transcription errors, dosing delays, etc
	Medication

Administration

Record (MAR)

(Verify:  drug, dose, route, frequency, timeliness)

(In automated systems, when medication taken out versus order)

Verify that the doses administer were consistent with the order; within dosing range

Note any Pharmacy/Nursing MAR reconciliations
	Pharmacy

Patient 

Profile
	Pharmacy

Review for drug

Appropriateness

(Indication or

rationale for 

drug)
	Medication

Monitoring –

(As appropriate)

Pain assessment;

Labs 1) ordered, 2) completed 3) available in timely manner?

Lab Values within normal limits: WNL

or list values

Changes in pt

Condition, e.g.

Temperature, WBC, etc.
	Other Systems or documentation source regarding medication management

(e.g. nursing notes, incident reports, etc)



	EXAMPLE

John Doe

888888888

Admit 11/18

ER transferred to Ortho 11/18 
	Spinal stenosis

Sulfa allergy

Noted H&P
	11/18 @ 1815 morphine PCA

4mg q 10 min

20mg q 4 hr

lockout
	Same as order

9.8mg @ 2200

6.2mg @ 0200

4.0mg @ 0600
	Sulfa allergy not noted in Pharmacy profile
	Rationale and medication appropriate
	- No pain score @ 2200

- No pain score @ 0200 

- pain score 6 @0600
	Pt education by nurse on proper use of PCA and demonstrated understanding

	
	
	11/20 @ 1040 PCA dc’d.

morphine 4 mg IV q 2-4hr prn severe pain
	1.9mg @ 1000
	Same
	Ok
	- no pain score
	1635 nurse note pt complain of pain – no note of meds given

	Today’s date


	
	Today’s date

Morphine continued;

Vicodin 1-2 q 4 hr prn pain 
	Vicodin 2 tabs @0030

MS 4mg @0850
	same
	same
	Pain 6 @ 0030

Pain 6 @ 0850
	0200 pt sleeping

	Repeat for two other drugs


	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


INSTRUCTIONS:

1. For the active patients selected by the surveyor, complete the chart above noting the patients name and medical record number, diagnosis(es), whether or not medication allergies where identified and if so, the specific allergies,

2. For each patient review the patient charts and select three high risk drugs per patient to review.  In selecting your high risk drugs consider:

a. Medication for pain management

b. Antibiotics

c. Blood thinner (e.g. coumadin)

d. Other high risk medications (e.g. insulin)

3. On the form, note the data from the various medication systems in your organization (at a minimum those identified above, e.g. orders, MAR, pharmacy profile, etc.) which track the management of the medications for the patient for three specific days:  day of admission; 2 days post admission and the current day.  Highlight any discrepancies/missing information.
4. On the form highlight any discrepancies between your data sources/system’s information for the selected medications.

5. Provide the completed form to the surveyor at the time specified but no later then noon on day two of a two day survey.

