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National Medication Safety Expert Advisory Group Medication Alert – Action Plan
Oral Methotrexate – once weekly dosing Ref 14030412

	Title:


	Oral Methotrexate – once weekly dosing

	Ref & Document Type:
	Alert 14 



	Date Issued:


	April 2012

	Action for the DHB:
	1) Distribution of alert  to identified providers across the organisation, e.g. secondary and specialist services, primary care practices and community pharmacy services 

2) Standardise prescribing and dispensing protocols/processes for the use of oral methotrexate   

3) Patient information resources are available for use in appropriate clinical areas, including primary care

      

	Target Dates:
	     Action 1 completed by: immediately after receipt of alert

     Action 2 completed by: 6 months after receipt of alert

     Action 3 completed by: 6 months after receipt of alert



Organisational response to actions identified within alert:

	
	Required actions
	Current position within DHB
	Action required to achieve compliance
	Responsible person/Target date

	1
	Distribution of Oral Methotrexate alert to all identified providers funded by DHB via usual communication network


	
	 
	Confirmation of action signed off by CEO (or delegated representative) and returned to HQSC by 

………………………………

	Sign off of completion of action – please return copy of signed action to HQSC 


	Action completed by:

(Name)     
(Signature)


	(Position)

(Organisation)


	
	(Date)
	


Organisational response to actions identified within alert:

	
	Required actions
	Current position within DHB
	Action required to achieve compliance
	Responsible person/Target date

	2
	Standardise prescribing and dispensing protocols/processes for the use of oral methotrexate   


	
	 
	Confirmation of action signed off by CEO (or delegated representative) and returned to HQSC by 

………………………………

	Sign off of completion of action – please return copy of signed action to HQSC 


	Action completed by:

(Name)     
(Signature)


	(Position)

(Organisation)


	
	(Date)
	


Organisational response to actions identified within alert:

	
	Required actions
	Current position within DHB
	Action required to achieve compliance
	Responsible person/Target date

	3
	Patient information resources are available for use in appropriate clinical areas, including primary care


	
	 
	Confirmation of action signed off by CEO (or delegated representative) and returned to HQSC by 

………………………………

	Sign off of completion of action – please return copy of signed action to HQSC 


	Action completed by:

(Name)     
(Signature)


	(Position)

(Organisation)


	
	(Date)
	


Return to: Beth Loe, Medication Safety Expert Advisory Group, HQSC, Private Bag 92 522, Auckland 1141 or beth.loe@hqsc.govt.nz
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