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INTRODUCTION 

 

System improvement activities are supported by the collection of relevant data to motivate health services and 

professionals. This guide has been developed to assist hospitals conduct audits to establish a baseline for data 

comparison, meet indicator criteria for accreditation (NSQHS Standards 4.6, 4.8 and 4.12), identify areas for 

improvement and monitor improvement over time.  

 

AUDIT TOOLS 

 

The CEC has developed two audit tools for hospitals to use. The first is a Comprehensive Audit Tool, which will 

be referred to as the Audit Tool throughout this document. It is the focus of this user guide and collects key 

information to determine whether: 

 A Best Possible Medication History (BPMH) is documented for every patient within 24 hours of 

admission  

 All medicines taken prior to admission which were intended to continue were prescribed on the patient’s 

medication chart, with documented reason/s for any change  

 On discharge, the discharge summary contains an accurate medication list 

 On discharge, the discharge summary contains the reason/s for any change in medicines 

 On discharge the patient is provided with an accurate medication list. 

 
This audit tool requires the collection of detailed data and provides an indication of the quality of the medicines 

information in the patient record. It captures, separately, information regarding regular prescribed medicines, 

prn medicines and non-prescribed medicines, as well as demographic information of the patient sample to 

enable stratification of findings.  

 

The second is a Snapshot Audit, an observational tool that collects information on whether all components of 

continuity of medication management are evident for each patient. This provides a quick overview of the 

processes which are occurring and those which are not. It does not provide detail regarding the quality of the 

information in the patient’s medical record.  

 

Other indicators and tools which can be used to provide an indication of whether processes of medication 

reconciliation are occurring can be found in the National Quality Use of Medicines Indicators for Australian 

Hospitals.  
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METHOD 

 

The number of medical records reviewed will depend on the site. It is recommended that at least 20 randomly 

selected records, distributed evenly across the wards/units to be included in the quality improvement activity, 

be reviewed. Frequent small samples have been shown to be more manageable and provide sufficient data to 

support ongoing quality improvement activities. However, the proportion of patient records audited at a site 

may be altered depending on the purpose of the audit (i.e. more records may be required for accreditation 

purposes).  

 

The following patients should be excluded from the audit: 

 Admitted for less than 24 hours 

 Transferred from other hospitals (other than direct from ED to ED) 

 Died during the admission 

 Were provided palliative care only 

 Admitted directly to ICU (unless specifically targeting these patients). 

 
Auditing may be conducted by intern and registered pharmacists, registered nurses and doctors who are 

familiar with the concepts of medication reconciliation and quality improvement methodology. They must 

familiarise themselves with the audit instructions and definitions as well as complete at least two audit forms 

with an experienced auditor or complete two audit tool examples (see Appendix 1).  

 

Modular Audit Tool 
As continuity of medication management spans across the entire patient’s inpatient stay, the audit tool has 

been developed to capture medication data from admission to discharge for a typical patient journey (i.e. 

admitted through ED or directly to the ward from their place of residence). The tool has been divided into three 

sections to enable various modes of data collection. 

 

Depending on the area being targeted, sites can select which sections of the audit tool to complete. For 

example if the aim is to improve the number of patients that have a BPMH documented, only Section 1 of the 

tool requires completion. If the aim is to improve medication reconciliation on admission, Section 1 and 2 would 

require completion. Both Section 1 and Section 2 may be completed prospectively or retrospectively. If the 

entire journey is being audited (i.e. completion of all three sections) the audit can only be completed 

retrospectively (after discharge).  

 

Audit Instructions 
1. Read this Audit Tool User Guide. Familiarise yourself with the definitions and audit tool questions and 

definitions.  

 

2. Read/revise local guidelines and procedures regarding medication history taking, recording medication-

related information and transfer of medicines information on discharge or make enquiries in regards to 

current practices. 

 

3. Decide on the wards/units and number of medical records to review. Decide whether to include all types of 

medication or regular prescribed medication only. If only regular prescribed medications are chosen the 

following audit questions do not require completion and should be struck out on the Audit Tool; Q1.10, 

1.11, 2.5, 2.6, 2.7 and 2.8. 
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4. Decide whether to use the Audit Tool to collect data and then enter responses into the Audit Tool Data 

Spread Sheet (preferable) or enter responses directly into the Audit Tool Data Spread Sheet using the Audit 

Tool as a guide.  

 

5. Demographic data including patient randomised number, gender, age, department/ward, name of hospital 

and auditor/s names will need to be entered for each medical record. If using the paper Audit Tool to 

collect data the audit period i.e. discharge date range of the records audited and the audit date will also 

need to be entered.    

 

6. When entering data into the Audit Tool Data Spread Sheet, responses should be entered underneath each 

question in a horizontal direction. The response for a question (yes, no or not applicable) should be 

selected from the drop-down list in the column marked for that question.  

 

7. A response should be entered for each question. If the question is not applicable and this option is not 

available, a ‘0’ should be entered.  

 

8. For questions that require items to be counted, enter the total number ‘count’ in the column underneath the 

section marked for that question.  

 

9. For example: 

 If the response for Q1.7 is ‘MMP’, click on the box and select ‘MMP’ from the drop-down list 

underneath the column for Q1.7 in the row corresponding to the responses for that record 

 If the response for Q1.8a) is ‘Yes’, click on the box and select ‘Yes’ from the drop-down list underneath 

the column for ‘Q1.8a)’ in the row corresponding to the responses for that record 

 If the response for Q1.9 is ‘5’, enter the digit ‘5’ in the box underneath the column for Q1.9 in the row 

corresponding to the responses for that record. 

 

NOTE: Do not enter any spaces or symbols after digits, and only enter data into the WHITE section of the 

Data Entry Sheet of the Audit Tool Data Spread Sheet. If a wrong response is entered, it can be cleared by 

using the ‘delete’ or ‘backspace’ keys, or re-select the correct response by clicking on the box again. Also 

note that the BLUE section labelled, ‘Time to history’ needs to be MANUALLY selected for each patient 

record from the drop-down list.  

 

10. Data from the Data Entry Sheet should automatically feed into the Data Analysis Sheet within the Audit Tool 

Data Spread Sheet. Click the Data Analysis Sheet to ensure that each coloured section has been filled in 

with a value, including ‘0’. Do not alter any of the values within this sheet. 

 

11. Click the Tables and Graphs Sheet within the Audit Tool Data Spread Sheet to view selected data from the 

Data Analysis Sheet in tabular or graphical format.   
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DEFINITIONS 

 
The following terms and definitions are used throughout the Audit Tool: 

Best Possible Medication History A medication history that has each medicine clearly identified and 

with clear directions i.e. dose and frequency; allergies and/or 

adverse drug reactions recorded; and evidence of at least two 

sources used 

Regular prescribed medication 

 

 

 

 

prn prescribed medication 

A medicine that would require a prescription or would normally form 

part of a prescribed treatment plan (e.g. aspirin in a patient with 

cardiovascular risk factors). This excludes medicines used only 

when necessary 

A medicine used only when necessary that would require a 

prescription 

Non-prescribed medication 

 

A medicine that does not require a prescription or form part of a 

prescribed treatment plan e.g. over-the-counter medicines, vitamins 

and complementary medicines 

Discrepancy An omission or change in a medication that has no documented 

reason and has not been identified or rectified within 48 hours.  

Unintentional discrepancy A discrepancy that has not been identified by the auditors as 

probably intentional due to the patient’s condition or circumstances. 
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AUDIT QUESTIONS AND DEFINITIONS 

 

The Audit Tool allows the collection of data relating to a single patient record. It is divided into three sections. 

 

Section 1 – Best Possible Medication History (BPMH) 

Question Definition  

1.1 Admission date and time Enter the date in the format dd/mm/yyyy.  

Enter the time in 24 hour clock format i.e. 20:18 rather than 8:18pm. 

1.2 Discharge date and destination Enter the date in the same format as Q1.1. 

Select the discharge destination from the list provided. 

1.3 Was this patient on regular 

medications prior to admission? (if 

No, do not proceed with data 

collection) 

Select a Yes response if there is evidence in the record that the patient 

was on regular medications prior to admission. Select a No response if 

there is no evidence that they were on any medication. If No, do not 

proceed with data collection but indicate whether ‘patient on nil 

medications’ was documented by entering a Yes or No response. If 

Yes, indicate where it was documented. 

1.4 Has a medication history been 

documented? (if No, do not proceed 

with data collection) 

Select a Yes response if there is a list of medications the patient was 

taking prior to admission documented in the patient record. Do not 

include medications entered in the administration section of the 

medication chart or any list provided by an external healthcare provider 

or patient. Select a No response if there is no documentation of a 

medication list in the patient record. If No, do not proceed with data 

collection. 

1.5 Who documented the most 

comprehensive medication history? 

(select only one)  

 

Select who documented the most comprehensive medication history for 

the patient from the list provided. The most comprehensive list refers to 

the list that includes more medications or provides the most information 

about the medications e.g. strength, dose and frequency. If the 

histories are the same select the history documented first. If the history 

selected is documented by more than one clinician, select 

‘Multidisciplinary Team.’  

If someone documented the medication history other than those listed, 

provide details in the ‘Other’ section. 

1.6 Date and time (if available) 

medication history was documented 

Enter the date and time in the same format as Q1.1.   

If there is no time documented then enter using free-text, Not 

Applicable. 

1.7 Where was the medication 

history documented? 

 

Select where the comprehensive medication history was documented 

from the list provided, or if other than those listed, provide details in the 

‘Other’ section. 

1.8a) Were the patient’s allergies, 

adverse drug reactions, or lack of, 

documented as part of the history? 

Select a Yes response if an allergy, adverse drug reaction, nil or not 

known was documented.  

Select a No response if there is no mention of allergies and/or adverse 

drug reactions either existing or not-existing. 
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Question Definition  

1.8b) Were details documented? (i.e. 

type of reaction or nil or not known) 

Select a Yes response if as well as the agent causing the allergy and/or 

adverse drug reaction, the type of reaction is documented, or in the 

case where nil or not known had been selected for Q1.8b).  

Select a No response if an allergy and/or adverse drug reaction had 

been documented but no details were given.  

Select a Not Applicable response if the response for Q1.8a was No. 

1.9a) Number of regular prescribed 

medications? 

Count and enter the number of medications that would require a 

prescription or would normally form part of a prescribed treatment plan 

(e.g. aspirin in a patient with cardiovascular risk factors), excluding 

medications used only when necessary. 

1.9b) Number with name, dose and 

frequency? 

Count and enter the number of these medications that have been 

clearly identified and have clear directions (generic or trade name, dose 

and frequency as a minimum). For combination products available in 

only one strength the dose can be expressed as a number e.g. two at 

night. 

1.10a) Number of prn prescribed 

medications? 

Count and enter the number of prescribed ‘when necessary’ 

medications (e.g. medications used only when necessary that would 

require a prescription).  

1.10b) Number with name, dose and 

frequency? 

Count and enter the number of these medications that have been 

clearly identified and have clear directions (generic or trade name, dose 

and frequency as a minimum). For combination products available in 

only one strength the dose can be expressed as a number e.g. two at 

night.  

1.11a) Number of non-prescribed 

medications? 

Count and enter the number of medications not included in Q1.9 or 

Q1.10, inclusive of over-the-counter and complementary medications.  

1.11b) Number with name, dose and 

frequency? 

Count and enter the number of these medications that have been 

clearly identified and have clear directions (generic or trade name, dose 

and frequency as a minimum). For combination products available in 

only one strength the dose can be expressed as a number e.g. two at 

night. 

1.12a) Was/were the source/s of the 

information obtained for the 

medication history documented? 

Select a Yes response if the source/s of information obtained for the 

medication history were documented.  

 

1.12b) Were 2 or more sources 

used? 

Select a Not Applicable response if the response to Q1.12a) was No. 
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Section 2 – Medication Reconciliation on Admission 

Question Definition 

2.1 Number of regular and prn 

prescribed medications taken prior 

to admission with a documented 

plan? (i.e. to continue, change, 

withhold or cease) 

Count and enter the number of prescribed medications that have a 

documented plan in the record to continue, change, withhold or cease.  

This includes both regular and prn prescribed medications.  

The medications do not have to be individually mentioned, a plan to 

‘continue all medications’ is acceptable. ‘As charted’ does not reflect a 

clear plan and should not be considered a documented plan. 

2.2 Number of non-prescribed 

medications taken prior to admission 

with a documented plan? 

Count and enter the number of non-prescribed medications that have a 

documented plan as described in the definition for Q2.1. 

2.3a) Number of regular prescribed 

medications taken prior to admission 

omitted from the medication chart 

without reason documented and not 

identified or rectified within 48 hours 

of admission? 

Count and enter the number of regular prescribed medications that 

have been omitted from the medication chart without a documented 

reason for the omission. Omissions that were identified or rectified 

within 48 hours of admission should be excluded from the count.  

 

2.3b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.3a) that are 

possibly intentionally omitted due to obvious patient/disease factors 

(e.g. NSAID omitted in patient presenting with a GI bleed).  

2.4a) Number of regular prescribed 

medications taken prior to admission 

written on the medication chart with 

a discrepancy (name, dose, route, 

form, frequency) without reason 

documented and not identified or 

rectified within 48 hours of 

admission?   

Count and enter the number of regular prescribed medications that 

have been written on the medication chart with a change that has no 

documented reason for the change.  

Medication changes that had no documented reason that were 

identified or rectified within 48 hours of admission should be excluded 

from the count. 

2.4b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.4a) that are 

possibly intentionally changed due to obvious patient/disease factors. 

2.5a) Number of prn prescribed 

medications taken prior to admission 

omitted from the medication chart 

without reason documented and not 

identified or rectified within 48 hours 

of admission? 

Count and enter the number of prn prescribed medications that have 

been omitted from the medication chart without a documented reason 

for the omission.  

Omissions that were identified or rectified within 48 hours of admission 

should be excluded from the count. 

2.5b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.5a) that are 

possibly intentionally omitted due to obvious patient/disease factors. 

2.6a) Number of prn prescribed 

medications taken prior to admission 

written on the medication chart with 

a discrepancy (name, dose, route, 

form, frequency) without reason 

documented and not identified or 

rectified within 48 hours of 

admission? 

Count and enter the number of prn prescribed medications that have 

been written on the medication chart with a change that has no 

documented reason for the change.  

Medication changes that had no documented reason that were 

identified or rectified within 48 hours of admission should be excluded 

from the count. 
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Question Definition 

2.6b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.6a) that are 

possibly intentionally changed due to obvious patient/disease factors. 

2.7a) Number of non-prescribed 

medications taken prior to admission 

omitted from the medication chart 

without reason documented and not 

identified or rectified within 48 hours 

of admission? 

Count and enter the number of non-prescribed medications that have 

been omitted from the medication chart without a documented reason 

for the omission.  

Omissions that were identified or rectified within 48 hours of admission 

should be excluded from the count. 

2.7b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.7a) that are 

possibly intentionally omitted due to obvious patient/disease factors. 

2.8a) Number of non-prescribed 

medications taken prior to admission 

written on the medication chart with 

a discrepancy (name, dose, route, 

form, frequency) and not rectified or 

identified within 48 hours? 

Count and enter the number of non-prescribed medications that have 

been written on the medication chart with a change that has no 

documented reason for the change.  

Medication changes that had no documented reason that were 

identified or rectified within 48 hours of admission should be excluded 

from the count. 

2.8b) Number of these possibly 

intentional due to obvious 

patient/disease factors? 

Count and enter the number of medications identified in 2.8a) that are 

possibly intentionally changed due to obvious patient/disease factors. 
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Section 3 – Medication Reconciliation on Discharge 

Question Definition  

3.1 Was a discharge summary 

completed for this patient? 

Select a Yes or No response. 

3.2 Number of medications to be 

continued on discharge, determined 

by reviewing medications taken prior 

to admission, the medication chart, 

discharge prescriptions (if available), 

the discharge summary and any 

documented plan for continued 

therapy?  

 

Use the Auditor’s Work Sheet to determine the ‘intended regimen on 

discharge’ for each patient (see Appendix 2). 

List the medications taken prior to admission, the plan for admission 

medicines, the medications on the medication chart at admission and 

discharge, any documented plan for continued therapy and 

medications on the discharge summary.  

Count and enter the number of medications listed in the ‘intended 

regimen on discharge’ column of the Auditor’s Work Sheet. 

3.3 Number of medications omitted 

from the discharge summary? 

Count and enter the number of medications to be continued on 

discharge that were omitted from the discharge summary. 

3.4 Number of medications included 

on the discharge summary with a 

discrepancy (name, dose, route, 

form, frequency)? 

Count and enter the number of medications to be continued on 

discharge that were documented on the discharge summary with an 

unexplained change. 

3.5 Number of unexplained extra 

medications on the discharge 

summary?  

Count and enter the number of medications documented in the 

discharge summary that were not identified to continue on discharge. 

3.6a) Number of medications the 

patient had been taking prior to 

admission that were ceased? (i.e. 

not to be continued on discharge) 

Count and enter the number of medications the patient had been taking 

prior to admission that were not to be continued on discharge. 

3.6b) Number of these documented 

as ceased on the discharge 

summary? 

Count and enter the number of medications identified in 3.6a) that were 

documented as having been ceased during the admission on the 

discharge summary. 

3.7a) Number of medications to be 

continued on discharge either new, 

or differing in strength, dose or 

frequency? 

Count and enter the number of medications to be continued on 

discharge that were new for the patient or the patient had been taking 

but had been changed to a different strength, dose or frequency. 

3.7b) Number of these documented 

on the discharge summary as either 

new, or differing in strength, dose or 

frequency? 

Count and enter the number of medications identified in 3.7a) that were 

documented as being new or changed during the admission on the 

discharge summary. 

3.8 Number of new, changed or 

ceased medications that had 

reason/s for change documented on 

the discharge summary? 

Count and enter the number of medications identified in Q3.7a) and 

Q3.6a) that had a documented reason for the addition, changing or 

ceasing of these medications on the discharge summary. 

3.9 Was the patient provided with a 

medication list on discharge? (if No 

or Not Applicable do not proceed 

with data collection) 

Select a Yes, No or Not Applicable response. 

A patient medication list may not be applicable in the case of inter-

hospital transfers or nursing home discharge destinations. 

3.10 Number of medications omitted 

from the patient medication list? 

Count and enter the number of medications to be continued on 

discharge that were omitted from the patient medication list. 
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Question Definition  

3.11 Number of medications 

included in the patient medication list 

with a discrepancy (name, dose, 

route, form, frequency)? 

Count and enter the number of medications to be continued on 

discharge that were documented on the patient medication list with an 

unexplained change. 

3.12 Number of unexplained extra 

medications on the patient 

medication list? 

Count and enter the number of medications documented in the patient 

medication list that were not identified to continue on discharge. 

3.13 Number of medications 

documented as ceased on the 

patient medication list? 

Count and enter the number of medications identified in 3.6a) that were 

documented as having been ceased during the admission on the 

patient medication list. 

3.14 Number of medications 

documented on the patient 

medication list as either new, or 

differing in strength, dose or 

frequency? 

Count and enter the number of medications identified in 3.7a) that were 

documented as being new or had changed during the admission on 

the patient medication list. 

3.15 Number of new, changed or 

ceased medications that had 

reason/s for change documented on 

the patient medication list? 

Count and enter the number of medications identified in Q3.7a) and 

Q3.6a) that had a documented reason for the addition, changing or 

ceasing of these medications on the patient medication list. 

3.16 Does the list of medications in 

the patient medication list 

correspond identically with the list of 

medications in the discharge 

summary? 

Select a Yes or No response. 
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Appendix 1 – Audit Tool Examples 
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