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IMPROVING QUALITY OF 
PRESCRIPTIONS WITH CLINICAL 

AUDIT 

Sir,

Prescription writing is one of the most important 

and basic skills that a doctor needs. Specifi c 

training and supervision in prescription should 

be emphasized during undergraduate and 

postgraduate teaching to minimize related 

errors.[1] 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 

preventable in their study and concluded that 

56% of those preventable adverse events 

occurred at the stage of ordering.[2] Evidence 

indicates that these adverse drug events are 

common in long-term psychiatric care units.[3] It 

may be applicable to other psychiatric settings, 

although related study has not been reported so 

far. The use of clinical audit for assessing the 

nature of prescription errors and establishing 

standards may be one viable solution for this 

problem. Clinical audit is shown to be benefi cial 

in many developed countries, especially in 

the UK, where it is commonly utilized. Often, 

recommendations from the audit cycle are not 

effectively implemented or are not pursued 

completely.[4] This can undermine the utility of 

clinical audit. A few reports on audit cycles of 

prescription related to psychiatry have been 

published in the past few years.[5-7] Even though 

there is a need for improvement in prescription 

patterns,[8] we are not aware of such  a study 

conducted in India. This report describes our 

experience with a systematically conducted 

audit exercise  on prescription orders written by 

postgraduate resident doctors in psychiatry.

The audit was conducted in the inpatient 

setting by an adult psychiatry unit of National 

Institute of Mental Health and Neurosciences, 

in Bangalore, India  in September 2006 

and October 2007. It has four general and 

three special wards, where beds are equally 

distributed among all six adult psychiatry 

units. The trainees, following consultant or 

senior resident rounds, write prescriptions. 

Initially in this study, standards for prescription 

orders were defi ned by obtaining consensus 

from consultants, senior residents and other 

treating staff. The demography part of the 

standards included name, age, sex and income 

of the patient; name of adult psychiatry unit; 

hospital registration number; name of the 

ward; and date of the prescription order. The 

other part was related to prescription details 

which consisted of generic name, form and 

correct spelling of drug; clarity of prescription; 

emergency orders; review of treatment orders; 

change of order once advised; and name and 

signature of the resident. All these needed to 

be present in every case. The fi rst audit, which 

was prospective in nature, was done at the end 

of September 2006 on 24 inpatient records. 

These records belonged to patients admitted 

in the same month to the concerned adult 

psychiatry unit.

Based on the fi ndings and defi cits, standards 
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were slightly modifi ed in the form of addition 
of resident’s pager number and elimination of 
patient’s income. The feedback was given to 
the trainees and fi nal standards along with the 
need for maintaining these standards in the 
prescription were discussed with them. As in 
fi rst audit, the 2nd audit was done at the end of 
October 2007, when records of all inpatients of 
that month were available. Trainees were told 
only about the performances in the fi rst audit 
but were not aware when the audit would be 
conducted.

While comparing both audits, the fi ndings related 
to resident’s pager number and patient’s income 
were not included as the standards were different 
for them in two audits. The results showed overall 
improvement in quality of prescriptions. In the fi rst 
audit, only 8% (2 out of 24) of prescriptions met 
all the standards, which increased to 40% in the 
second part of the cycle. In the 1st audit, different 
demographic variables were recorded in different 
proportions of total prescriptions ranging from 42 
to 62.5%  that increased in 2nd audit upto 73% to 
97% [Table 1].

There was also marked improvement 
in spelling (37.5→53%) and clarity of drug 
name (50→80%); review of treatment order 
(21→90%); and the name of the trainee resident 
(8→90%) [Table 2]. The pager number of 
resident was recommended in the discussion 
following the 1st audit and was found to be 
entered in 90% of prescription sheets in 2nd 
audit.

In addition, 100% standards were met for details 
regarding the titration schedule and the change 
of treatment orders in the prescription sheet 
on the same day as ordered during rounds 
only in 2nd audit [Figure 1]. The standards for 

emergency order, suicidal risk and signature 
of resident were met in all prescriptions in both 
audits. There were two variables (date and 
generic name of the drug), which showed a 
small decline in the 2nd audit compared to the 
1st audit.

This report shows the affect of audit and 
training of prescription practices in clinical 
practice. The first audit demonstrated that 
standards of prescription writing were not 
being followed adequately in the inpatient 
psychiatric setting and there was considerable 
room for improvement. The outcome of 2nd 
audit was positive, indicating the possibility 
of improvement with regular, periodic audits. 

Table 1: Demographic data in prescription orders
Variable Standard Number. Met standard (%)

  Audit-1 Audit-2

Name 100 15(62.5) 26(87)
Age 100 12(50) 26(87)
Sex 100 12(50) 26(87)
Unit 100 14(58) 24(80)
Reg.No 100 12(50) 24(80)
Income 100 4(17) Not assessed
Ward 100 10(42) 22(73)
Date 100 24(60) 29(97)

Table 2: Prescription details in prescription orders
Variable Standard Number met standard (%) 

  Audit-1 Audit-2

Drug generic 
name 100 22(92) 26(87)
Spellings 100 9(37.5)  16(53)
Clarity 100 12(50) 24(80)
Sos orders 100 24(100) 30(100)
Orders for 
suicidal risk 100 6 (100) 7(100)
Drug form 100 22(92) 29(97)
Change of 
treatment orders 
(on same day)  100 21(87.5)  30(100)
Reviewing 
treatment orders 
(at least once 
a week) 80 5(21) 27(90)
Signature of 
resident 100 24(100) 30(100)
Name of the 
resident 100 2(8) 27(90)
Pager no. 100 Not assessed 27(90)
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This enhancement was noted in all areas, 
such as demographic data, drug details as 
well as the details of the prescribing doctor. 
The proportion of prescriptions meeting all 
the standards increased five fold, but was 
still below 50%, indicating scope for further 
progress. Nevertheless, this result is better 
than that observed in prescription-audit related 
studies in the past. In two different studies at 
the psychogeriatric unit, only 10%[6] and 18%[7] 
of prescriptions were free of all errors in the 2nd 
phase of audit cycle.  

The legibility as well as correctness of drug 
spellings needs a special mention, as it decides 
whether nursing staff is able to identify the drug 
accurately or not. This is a greater cause of 
concern in India due to ample availability of 
similar sounding generic and trade names of 
entirely different drugs.[9] In a previous study, 
legibility was 90 percent or above only in all 
audits of the cycle with improvement in later 
audits.[5] In the current audit, the clarity of 
writing was only 50% in 1st audit which could 
improve up to 80% in the 2nd audit. However, the 
correctness of the spelling of the drug could get 
better up to 50% only in the 2nd audit from 37.5% 
in the 1st audit. This may need more attention 
during prescription training. This audit also 

examined details of the prescription writer (Junior 

Resident in-charge), which has not been studied 

in previous prescription audits. It was felt that it 

is an important part of the order, considering the 

needs of nursing staff and the ease with which 

the resident can be contacted regarding any 

confusion in relation to prescription. We found 

that it was possible to reach the standard in 90% 

of the prescriptions by the 2nd  phase.

To conclude, this study demonstrates the 

possibility of conducting clinical audits in 

psychiatric and other medical settings in India 

with the available resources. We were able to 

successfully conduct the audit in 2 stages by 

utilizing the existing clinical support and found a 

positive impact on prescription practices. Though 

we did it on a small scale, clinical audits can be 

conducted on other important clinical issues at 

similar or larger level, which would indicate the 

relative benefi t-cost ratio in a better way and help 

us in making guidelines for the same.

It is recommended to consider the audit process 

as a method for improving standards of medical 

care. Clinical audit can be used in prescription 

practice, as attempted in this study, as well as 

various other aspects of clinical services (such as 

clinical examination, indications for investigation, 

monitoring side-effects of drug). Finally, this 

report also emphasizes the  benefi t of focusing 

on prescription training in the postgraduate 

curriculum. There is a need to create more 

awareness in the trainees towards legibility and 

correctness of spelling of drug as well as review 

of treatment and stating the name of prescribing 

doctor.
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