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INTRODUCTION 

The quality of life can be improved by enhancing the 

standards of the medical treatment at all levels of the 

health care delivery system.
1 

Prescription is a written order from the physician to 

pharmacist which contains name of the drug, its dose and 

its method of dispensing and advice over consuming it.
2 

Irrational prescribing is a global problem. The rationality 

of prescribing pattern is of utmost importance because 

bad prescribing habits including misuse, overuse and 

underuse of medicines can lead to unsafe treatment, 

exacerbation of the disease, health hazards, economic 

burden on the patients and wastage.
3 

These prescription errors may lead to adverse drug 

events. The study done to assess adverse drug events by 

Bates et al. found 28% of adverse drug events to be 
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preventable in their study and concluded that 56% of 

those preventable adverse events occurred at the stage 

ofordering.
4
 

The prescription consists of the superscription, the 

inscription, the subscription, the signa, and the name and 

signature of the prescriber, all contained on a single form. 

The superscription includes the date the prescription 

order is written; the name, address, weight, and age of the 

patient; and the Rx (Take). The body of the prescription, 

or inscription, contains the name and amount or strength 

of the drug to be dispensed, or the name and strength of 

each ingredient to be compounded. The subscription is 

the instruction to the pharmacist, usually consisting of a 

short sentence such as: “make a solution,” “mix and place 

into 30 capsules,” or “dispense 30 tablets.” The signa of 

“Sig” is the instruction to the patient as to how to take the 

prescription, interpreted and transposed onto the 

prescription label by the pharmacist.
5 

From the wrong drug prescribed to the wrong dosage or 

administration schedule advised, dispensed or 

administered, the impact of medication misadventures is 

a costly problem. Errors of these sorts occur because 

human beings are involved, and such errors can be 

prevented only by systems that make it difficult to do the 

wrong thing.
5 

Efforts to reduce the number of drug-related adverse 

events due to misinterpretation, medical error, 

inappropriate prescribing, or patient noncompliance could 

result in substantial savings and, more important, 

improved patient health.
6 

Prescription audit aims to provide precise information to 

a particular setting which enables rational policy 

decisions to be made.
7 

Hence the present study has been undertaken to know the 

current prescription trend and its adherence to standard 

prescribing pattern. 

METHODS 

An observational cross sectional study was conducted at 

the tertiary care hospital located in B G Nagara, Mandya, 

India during October 2015. The study was carried out for 

a period of 15 days, in one of our out- patient 

departments of our hospital Adichunchanagiri hospital 

and research centre, BG Nagara, Karnataka. The data was 

entered into a proforma. The proforma had four parts. 

Main information was regarding patient, doctor, drug and 

legibility.  

Patient information that was sought included the name, 

age, sex, address, height and weight with date of 

prescription. Doctor information included name, seal, 

qualification, designation, complete address, phone 

number, signature and registration number of the doctor. 

Drug information contained brand or generic name, dose, 

frequency and route of administration, quantity, duration, 

instructions and advice to patient for follow up. Lastly 

legibility of prescription was analysed. The anonymity of 

the patients and doctors were strictly maintained. The 

ethical approval was obtained from institutional ethics 

committee. The WHO guidelines and indicators for 

prescription writing has been taken as standard while 

making an assessment of the results. 
[8][9]

 A total of 

113prescriptions were analyzed. The results were 

expressed in percentages. 

RESULTS 

Table 1: Analysis of patient information on the 

prescription. 

Patient 

Particulars 

Present Absent 

Number % Number % 

Name 113 100 - - 

Age 59 52.2 54 47.8 

Sex 21 18.5 92 81.5 

Address 11 9.7 102 90.3 

Height - - 113 100 

Weight - - 113 100 

Date of 

prescription 
111 98.2 2 1.8 

Table 2: Analysis of Doctor’s information on the 

prescription. 

Doctor 

particulars 

Present Absent 

Number % Number % 

Name - - 113 100 

Qualification - - 113 100 

Designation - - 113 100 

Address - - 113 100 

Phone number - - 113 100 

signature 113 100 - - 

Registration 

number 
- - 113 100 

Table 3: Analysis of drug information on prescription. 

Drug 

Particulars 

Present Absent 

Number % Number % 

Brand name 102 90.3 11 9.7 

Generic name 11 9.7 102 90.3 

Dose 109 96.4 4 3.6 

Frequency 108 95.5 5 4.5 

Medication 

form 
101 89.3 12 10.7 

Quantity 94 83.2 19 16.8 

Duration 97 85.8 16 14.2 

Instructions 92 81.4 21 18.6 

Advise for 

follow-up 
66 58.4 47 41.6 
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Table 4: Analysis of legibility of prescription. 

Legibility Number % 

Legible 109 96.4 

Illegible 4 3.6 

DISCUSSION 

In healthcare, implementation of guidelines has generally 

been reported as fragmented and inconsistent and still 

remains a significant challenge for various healthcare 

organizations.
10 

Medical audit is the critical assessment of medical and 

healthcare related system with a view to bring about 

necessary improvement in the same. Prescription audit is 

a part of Medical audit and is seen as one approach to 

improve the quality of patient care.
11 

In our study 113 prescriptions were analyzed, regarding 

patient details, name of the patient were present in all the 

prescriptions when compared to findings of Irshaid et al 

who found 94.6% of prescription with name. But age and 

sex of the patient was mentioned only in 52.2% and 

18.5% of the prescriptions in our study (Table1). This 

was very much lower compared to 77.2% and 51.3% in 

the study done by Irshaid et al. 
[12]

. Address of the patient 

was present only in 9.7%, and the absence of height and 

weight is indicator of poor prescription trend. Date of the 

prescription was present in 98.2%.  

There was huge lack of the information regarding 

doctor/prescriber (Table 2). None of the prescriptions had 

name, qualification, designation, registration number, 

address and telephone number of the doctor which have 

same results with one of study in Maharashtra, India.
13

 

However signature was present in 100% when compared 

to 33.3% in a study conducted by Laura et al.
14 

Regarding drug details, only 9.7% had generic name 

(Table 3) when compared to 15% in a study conducted by 

Anuja A pandey et al. and study carried out at Jimma 

Hospital, south west Ethiopia had 75.2% prescriptions 

with generic name.
15,16

 Dose, frequency, medication form 

were present in 96.4, 95.5and 89.3% respectively, with 

81.4% of prescriptions with instructions.  

Illegible handwriting can lead to medication error which 

can cause fatal consequences. 
17 

Our study found 96.4% 

of prescriptions to be legible (Table 4), when compared 

to 86.8% in a study conducted at Ambala, Haryana.
18 

Heavy workload is one of the common reasons offered by 

the doctors for poor handwriting and educational 

interventions were found effective to address the 

problem.
19 

A prescription is an instruction from a prescriber to a 

dispenser. The prescriber is not always a doctor but can 

also be a paramedical worker, such as a medical assistant, 

a midwife or a nurse. The dispenser is not always a 

pharmacist but can be a pharmacy technician, an assistant 

or a nurse. Every country has its own standards for the 

minimum information required for a prescription, and its 

own laws and regulations to define which drugs require a 

prescription and who is entitled to write it.
8 

The era of e-prescribing has begun. Its implementation is 

still expensive, but the subsequent benefits to patients and 

savings in personnel costs, along with its integration with 

electronic medical records, drug inventory control, and 

billing, point to the wide use of e-prescribing in the 

future.
5 

Computerised prescription ordering eliminates some of 

the subjective features of prescribing. Thus, if the proper 

information is entered correctly in the electronic system, 

medication errors due to illegible handwriting, incorrect 

dose, incorrect medication for medical condition, and 

drug interactions can be reduced, because each 

prescription can be linked to high-quality drug databases 

that check that the information on the prescription is 

appropriate for the patient (e.g., age, weight, gender, 

condition, lab values, disease being treated, concurrent 

medications) and that known warnings and potential 

problems are brought to the attention of the physician, 

pharmacist and patient. Such systems may not be used as 

a substitute for personal attention to the individual patient 

by healthcare workers but, rather, as an adjunct measure 

that ensures safe, high-quality, efficient care.
5 

Efforts to reduce the number of drug-related adverse 

events due to misinterpretation, medical error, 

inappropriate prescribing, or patient noncompliance could 

result in substantial savings and, more important, 

improved patient health.
6 

By examining aspects of prescription writing that can 

cause errors and by modifying prescribing habits 

accordingly, the physician can improve the chance that 

the patient will receive the correct treatment, whether in a 

hospital or an outpatient setting.
6 

All orders should be written using metric measurements. 

To avoid confusion, Arabic (decimal) numerals are 

preferable to Roman numerals, and in some instances, it 

is preferable for numbers to be spelled out. When writing 

decimal fraction numbers, health care professionals 

always should use leading zeros (0.125 mg, not .125 mg), 

never used trailing zeros (5 mg, not 5.0 mg), and decimal 

points should be indicated carefully, as these often are 

reported as source of dosage errors.
6 

Errors in the management of drug therapy result in a large 

number of preventable injuries suffered by patients.
20 

CONCLUSION 

Irrational prescribing is a global problem. The rationality 

of prescribing pattern is of utmost importance because 

bad prescribing habits including misuse, overuse and 
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underuse of medicines can lead to unsafe treatment, 

exacerbation of the disease, health hazards, economic 

burden on the patients and wastage. Efforts to reduce the 

number of drug-related adverse events due to 

misinterpretation, medical error, inappropriate 

prescribing, or patient noncompliance could result in 

substantial savings and, more important, improved patient 

health.  

Computerised prescription ordering eliminates some of 

the subjective features of prescribing. Thus, if the proper 

information is entered correctly in the electronic system, 

medication errors due to illegible handwriting, incorrect 

dose, incorrect medication for medical condition, and 

drug interactions can be reduced, because each 

prescription can be linked to high-quality drug databases 

that check that the information on the prescription is 

appropriate for the patient (e.g., age, weight, gender, 

condition, lab values, disease being treated, concurrent 

medications) and that known warnings and potential 

problems are brought to the attention of the physician, 

pharmacist and patient. Such systems may not be used as 

a substitute for personal attention to the individual patient 

by healthcare workers but, rather, as an adjunct measure 

that ensures safe, high-quality, efficient care.  
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