NURSING STANDING ORDERS
A written instruction issued by a medical practitioner, in accordance with the regulations, authorizing specified class of persons engaged in the delivery of health services to supply and administer any specified class or description of prescription medicines or controlled drugs to any specified class of person, in circumstances specified in the instruction, without a prescription.  A standing order does not enable a person who is not a medical practitioner to prescribe medicine – only to supply/or administer prescription medicines and some controlled drugs.
Understanding Nursing Standing Orders

· Standing orders are directives and they usually refer to either the administration of drugs or some form of treatment.
· Clinical Practice Guidelines are some time referred to as a standing/routine order.  
· Standing orders are what nurses or doctors do in a certain situations or simple procedures that require minimum judgement and there is little likelihood of complications.  
Standing orders are doctors ‘orders’.  Standing orders must always be in writing and may be general or relate specifically to the wishes of an individual physician.

Documentation 
Administration of a drug under Standing Order must be documented in the client’s chart by the administering staff.  Documentation must include date, time of administration, name of medication, dosage given, reference to Standing Order and signature.  The client assessment, treatment and, if necessary, any monitoring and follow-up must be documented in the clinical record. 
Countersign Period

(Issuing Doctor) must countersign the charted treatment within 72 hours of administration

Training and Competency Assessment

Prior to administering medication/drugs under Standing Order, registered nursing staff are required to have:

· Successfully completed a informal or formal training programmed on the medication/drug named on the standing order
· Attended standing order education session. 

· Completed a TKOH approved programme and assessment.  

· An annual review of competency in administration this Standing Order by the issuer, <<Name of issuing Doctor

PROCESS FOR REVIEW AND AUDITING
The correct operation of this Standing Order will be reviewed once per year – see document Guidelines for the Development and Operation of Standing Orders (Ministry of Health, 2002 revised in 2006) ‘Audit and Review Process for a Standing Order page 5. 

The individual RN’s competency will be assessed in the process of the general annual auditing of clinical documentation and decision-making. 

 Adverse events related to Standing Orders will be monitored by (name of issuing Doctor) and reported to relevant body. 

RESPONSIBILITY FOR REVIEWING:

(Name of issuing Doctor) is responsible for the review of the Standing Order

TIME PERIOD FOR WHICH THE STANDING ORDER IS VALID

The Standing Order is valid for ONE YEAR from the date of issue OR The Standing Order is valid until it is replaced by a New Standing Order or cancelled by the issuer.
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If the original issuer leaves employment or goes on leave for extended periods or dies, a
new SO will be necessary

Record Keeping
The person who administers or supplies a medicine under a SO must:

Record or chart the assessment and treatment of the patients (including any adverse
reactions)

NBThis must be countersigned by the issuer within a certain time period . The SO
must state the time period within which the record must be countersigned).

Competencies

Registration authorities may set competencies required for health practitioners working
under SO (eg Nursing council)

If the person administering medicines under SO do not have the registration authority then
the SO must SPECIFY the level of competency required in order to act under the SO
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