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INTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTION
“To err is human” and medical professionals are

no exception. Several frameworks and models have
been suggested to understand the reasons behind hu-
man errors; the findings varied in each country and set-
ting1, 2. Prescribing errors can cause harm to patients
and in severe cases they may become fatal. In the United
States medical error in general has been placed among
the top 10 death causes3. Errors occurring at the time of
prescription writing are the easiest to be prevented;
therefore, they are important targets for improvement1.
‘‘A clinically meaningful prescribing error occurs when,
as a result of a prescribing decision or prescription writ-
ing process, there is an unintentional significant (1) re-
duction in the probability of treatment being timely and
effective or (2) increase in the risk of harm when com-
pared with generally accepted practice’’4,5. Recently there
has been a growing concern about error issues in medi-
cine both internationally and regionally. In 2003, the Daily
News published an article on medication errors and the
impact of consumer awareness6. In their editorial for the
Journal of Postgraduate Medicine, India, Mehta and
Gogtay addressed the prescribing errors issue and in-
vited for two articles concerning the same issue7,8. In
one study conducted in a teaching hospital in India, 34%
of the cases studies had at least one prescribing error,
the study involved 304 patients9. The Department of
Health in the United Kingdom planned to reduce seri-

ous prescribing errors by 40% in the year 200510. Unfor-
tunately again, such initiatives are severely required in
a developing country like Pakistan. Presently, little is
know about prescribing errors made by psychiatrists.
The present paper investigates the incidence of pre-
scribing errors in psychiatry ward and explores the types
of errors being encountered.

SUBJECTS AND METHODSSUBJECTS AND METHODSSUBJECTS AND METHODSSUBJECTS AND METHODSSUBJECTS AND METHODS
Prescribing Errors

Deciding on error types to be investigated wasn’t
an easy task. Following a thorough literature review, it
was decided to consider the following error types: “or-
der to break a delivery system that shouldn’t be bro-
ken”10, “polypharmacy”11, “dose”12, “major misspelling
of a drug’s name”13, “regimen not that recommended by
literature or manufacturer”4, “not specifying the maxi-
mum dose when prescribing as s.o.s” “when needed”4,
“ambiguous medication order”14, and “dosage form”15.
Screening for Errors

Fifteen inpatient cases were randomly selected,
in a prospective study design, from the Psychiatry De-
partment of a hospital in Lahore. The study was con-
ducted for a period of fifteen days, from September 15th

2006 to October 15th 2006. Other than the head of the
department, no ward doctor was aware of the nature of
the study, the objective was to keep the normal prescrib-
ing routine. A digital scanner “Orite 6.6 mega pixel” was
used to scan the inpatient profiles, the whole inpatient
profiles were scanned, except the patient’s bio-data as
restricted by the head of the department, other parts of
the profile including history, diagnosis, plan, medica-
tions and assessment were scanned using the near snap
option to produce scans that can be viewed and en-
larged using computer. Then the scans were viewed on
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Objective: To explore prescribing errors occurring in psychiatry department in a public hospital.

Design: Prospective observational method was followed to screen, identify and classify prescribing
errors in fifteen inpatient profiles in psychiatry department.

Place & duration of study: The study was conducted for a period of fifteen days at psychiatry department
in a hospital in Lahore, Pakistan from September 1st to September 15th 2006.

Subjects & Methods: Prospective study of 15 inpatient cases randomly selected from psychiatry
department.

Results: During the study 84 medications were prescribed. The mean of medications prescribed per
case was 5.6. The number of prescribing errors identified was 33 and the percentage of prescribing
errors was 39.28%.

Conclusion: All prescribing errors identified can be prevented.
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