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History

Frescriptions have been in use since
ancient times
Latin adopted as standard language
"Ryt = prescription
"Sin." = directions
Federal Food, Drug, and Cosmetic Act
(1938)
klon— prescription
FPrescrption
Legend drugs
Controlled drugs
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* Once a patient with clinical problems has
been evaluated and a diagnosis is
reached, the physician can select any one
of the variety of therapeutic approaches.

« Medication, surgery, radiation, physical
therapy, health education, counseling,
further consultation and no therapy are
some of the options available.



« Of these options. drug therapy is by far
the one most commonly chosen.
Usually prescriptions of medications
are the results of 67% cases of
physician patient contact.



« Definition and Format



A prescription is a written, verbal. or electronic
order from a practitioner or designated agent
to a pharmacist for a particular medication

for a specific patient.



Prescription

* Prescription is the physician’s written
order to pharmacist for preparing and
dispensing medicines and also direction to

the patient for the proper use of
medicines.




« \Writing a good prescription is not only a
good scientific practice but also involves
arts of medical science.

« Good prescription is the first step for
rational drug use.



« Rational drug use indicates right drug for
the right patient in right dose at right time
and at right cost.

« Good prescription or rational prescription
or right prescription is one of the
preconditions for use of right medicines by
the society.



* Prescription is an outcome of the
interaction between the doctor and the
patient.

« Writing a prescription rationally & correctly
Is the prime responsibility of any physician.
+ |t carries more importance in countries like

ours where superstition and ignorance is
still persisting in the society.



+ Good prescription plays crucial role in
dissemination of rational and scientific
knowledge throughout in the society.



+ A prescription should cover all the

relevant information about patient.
disease & medicine advised.



In recent times, the trend has been to prescribe
the medicines that are produced in mass and
packaged in convenient formulations under
brand names.

MNow the practice of writing complex prescription
orders containing many active ingredients,
adjutants, correctives and vehicle has been
abandoned in favour of single drug compounded
by pharmaceutical companies.



* The prescription in this case refers to
the physician’s written order to the
pharmacist or chemist for dispensing a
medicine.



The followings important points should be remembered during
prescription writing

e A prescription is an important medico-legal
document.

e A prescription should be clear, legibly
written in ink in English with good
handwriting or computer printed.



The followings important points should be
remembered during prescription writing

Local vernaculars can also be used for
better understanding of the patients.

e Abbreviations of all type should be
avoided as much as possible.



The followings important points should be
remembered during prescription writing

e A prescription must have a date. Date
serves multiple purposes like legal aspect,
maximum number & time of refilling,
patient compliance etc.



The followings important points should be
remembered during prescription writing

e A prescription should contain prescriber
details including the name, address and
contact phone number. It serves proper
identification of the physician and the
doctor can be contacted if any clarification
Is needed, for unavailability of the
prescribed branded drugs, for adverse
drug reaction and emergency.



The followings important points should be
remembered during prescription writing

e |[nformation regarding the patient should
be complete. It should contain name, age,
sex, address, body weight and body
surface area if needed.



The followings important points should be
remembered during prescription writing

e Name of the drugs should be written
correctly and clearly & in capital letter if
possible. Use of Generic names should be
preferred.

e Use leading zeros (0.125mg not .125mg)
are always preferred, but never use trailing
zeros (5mg not 5.0 mg).




The followings important points should be
remembered during prescription writing

e Dosage form, Strength, Units, Dose,
Duration and Route, Timing of drugs with
meals should be clearly mentioned. The
dose and duration of the therapy should
be specified. This information must be
ventilated to the patient or the relatives.



The followings important points should be
remembered during prescription writing

o [f there |5 more than one dosage form by different routes
In a prescription, the order should be as follows —

e [njections, followed by
 Cral preparations in this order —

Capsules

Tablets

Liguids & finally
b Topical preparations



The followings important points should be
remembered during prescription writing

e |f there is any special instruction for the
pharmacist or chemist, it should be written
clearly.

e The prescription should be explained to
the patient or the relatives.




The followings important points should be
remembered during prescription writing

e All prescriptions must be signed by the

competent authority, i.e., physician or
registered medical practitioner.
Registration number if required must be

written.



« Poor prescribing habits can lead to
ineffective and unsafe treatment,
exacerbation or prolongation of illness,
distress and harm to the patient and
higher costs of therapy.

* |t may be a source of medication error.



&

In this modern era of scientific explosion, it is
the right of common people to get right and
appropriate information about health. It will be
very difficult if the cdoctors are not able to
prescribe good, rational, scientific, cost effective
prescription, if the pharmacists & chemists are
not able to follow the prescription and to
ventilate the necessary information to the users
and if the patients are not realizing the
importance of rational use of medicines.



Guidelines for writing good prescription in
Standard Treatment Guidelines (STG)

+ Doctors are requested to follow the following
guicelines suggested by STG.

There must be a standard format or proforma for
both Out Patient Door (OPD) and
Incloor/Emergency.

STG developed a format for OPD/Emergency.
This standard format is already used by different
health facilities of North & South 24 parganas
district. The physicians are requested to use this
format whileg:rescrihing in OPD/Emergency. A
copy of this format is shown here.



OPD Ticket

BEFAETWESNT a6 WAL T & Fasiily Wriras
AT Y LEENE EoSTH
(P LAY TR TR L

e o s g Fogius FiE e W0
sLarr Tl W

FATIINT BT AILE s, St i
LF i L =

| i e LR




* Importance of standard
OPD/Emergency format
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OPD Ticket
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It is essential that
the prescription is
legible



It must be legible, If hand written.
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It must be clear.
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Identity of the health facility

+ DEPARTMENT OF HEALTH & FAMILY WELFARE
« GOVERNMENT OF WEST BENGAL

« OPD/EMERGENCY TREATMENT CARD

+ MName of the Health
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Identity of the patient

PATIENT DETAILS

Registration Number- Date-
NEINE. o

] < = Religion...
.......... Caste......coovvvvviveennnnn.
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Identity of the prescriber/doctor

s LOctor’'s NAME i i



&

L]

]

Identity of the patient

PATIENT DETAILS

Registration Number- Date-
NEINE. o

] < = Religion...
.......... Caste......coovvvvviveennnnn.
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+ Name of the medicines should be In
capital letter. But small letter legible name
can also serve the purpose, if writing in
capital letter is laborious due to patient
overload.



* Provisional diagnosis and important
findings supporting the provisional
diagnosis (PD) should be written.

+ Relevant information related to provisional
diagnosis (PD) or differential diagnhosis
(DD) should be written.



Chronology of prescribing drugs/medicines-
Core Drug

Complimentary Drug

Supportive or Symptomatic Drugs.

Each prescribed drug/medicing must be provided with—
Dosage form

Strength

Dose

Frequency

Duration



« Supportive advice following the provisional
ciagnosis or the drugs/medicines should be
written. Important acvice in the prescription
inclicates quality prescription.

+ Advice of supportive investigation will strengthen
the purpose of prescription.



« Try to avoid abbreviation as much as
possible.

+ Registration number should be written
whenever necessary as per prescription.



- How to Evaluate a Prescription



Prescription Audit in STG

* Drug or medicine is any substance or product
that is used or is intended to be used to explore
the physiological system or to modify
pathological states for the benefit of recipients
(World Health Organization).

+ Drugs or medicines can do good. can do
harm & whenever a drug is taken arisk is
taken. So doctors should be aware of its
importance.



« Medication error is defined as "any
preventable event that may cause or lead to
inappropriate medication use or patient harm
while the medication is in the control of the
health care professional, patient, or
consumer...related to professional practice,
health care products, procedures and systems
Including prescribing; order communication;
product labeling, packaging, & nomenclature;
compounding; dispensing; distribution;
administration; education; monitoring; and use.”



+ Statistics shows that 44,000 to 98,000

Americans die each year as a result of
medical errors.

* This is associated with a cost of USD 17 to
USD 29 billion and ranks medical error the

eighth-leading cause of death in the US.



« Though in India, a proper reporting of
medication errors in the hospital is not
available still now, but survey shows that
out of all visits to the medical emergency
department- six per cent are drug-related.

« Of all ADE-related visits, 52 per cent and
of all ADE-related admissions, 55 per cent
were considered preventable.



« Several survey confirmed irrational
drug use in India.



 Recent initiatives of regulatory
authorities (MCI) warned that doctors
found to be unethical and irrational
prescribing would be punished.



+ The fast growing rates of medication
errors all over the world indicates the need
for starting a routine prescription auditing
in all health setup, this is more important in
respect to India, where resources are
limited.



« Standard Treatment Guideline (STG)
prepared and implemented by Institute of
Health & Family Welfare. Department of
Health & Family Welfare. Govt. of West
Bengal. Swasthya Bhavan.(29 GN Block.
Sector-V. Bidhan Nagar, Kolkata-700091) is a
justified and timely approach.



Prescription auditing

This is a process of auditing prescription
in a particular health care system with
the purpose of identifying the
medication errors, finding out the way
to prevent such errors and thus
improving the overall health care
system.




* The process of prescription auditing in its
broader sense include prescription
monitoring, drug utilization studies,
prescription pattern studies, study of
prescription habits of doctors, adverse
drug reaction monitoring, drug
interaction monitoring, criteria based
prescription auditing and many other
activities.



« But the most important and basic activities
include checking the prescription for
drug name (brand name or generic).
strength. formulation, dose. route of
administration. frequency. duration of
treatment and drug allergies.



+ The process of prescription auditing is a type of
vigilance activity, which is very beneficial for the
health system in terms of reducing the financial
burcden because of medication errors and
increasing the rate of patient recovery and
cdischarge from the hospital. Not only that,
prescription audit ensures quality health service
which is very much essential.



* There is no routine auditing system of
prescription audit in India. The method
used for prescription auditing depends
upon purpose for which it is carried out.
Different studies audited prescription in
different ways. Though there is no
standard methodology, these studies are
very helpful in collecting data regarding
prescription habits of doctors, the
comparison of efficacies of different drugs.



« Standard treatment guidelines and its
implementation in the primary health care
evaluated and monitored the prescription habit
of doctors. A standard method is developed for
routine screening of some sample prescription
(usually ten) and all the prescription drugs along
with the prescribed information regarding the
drug name (brand names), strength, formulation,
cdoses, route of administration, frequency and
cduration of treatment. We also evaluate some
other important aspects of prescriptions.



Standard procedure for
collection of prescription

= 1. Doctor should prescribe medicines on the standardiz ed
OFD/Emergency tickets (oTG). These prescriptions contain PD,
symptoms, signs, drug name, strength, formulation, doses, route of
administration, frequency & duration of tre atment, necessary
advices and investigations.

= 2 oTG manitorsfassessors will collect sample prescription
randamly, carefully during the wisit of health facilities for audit.
Prescription containing more that one encounter should reflect
better prescribing trends.



« Collect only OPD/Emergency

prescriptions. Try to avoid Eye, ENT,
Dental, RNTCP, Antenatal Check up,
Discharge Tickets.















+ |f possible xerox or scan the prescriptions,
If no such copying system available
nearby then the monitors can use carbon
copy of the prescriptions or copy the
prescription by handwriting.

* Properly preserve the prescription and

hand over it to the respective authority for
audit.



Prescription auditing methodology

* Following the guidelines of World Health
Organization (WHOQO) and under the
guidance of our respected teachers we
developed a methodology for
prescription auditing.



« Some modification of WHO formula was
done to make it simple and practical and
compliant to our primary health care setup.

+ This methodology was already tested and
proved effective during the audit of
prescription in piloting of STG (Number of
prescription/encounters audited - 4867,
North 24 pgs-2373 & South 24 pgs-2658).



Steps to be followed In prescription audit
of STG-

1. All prescriptions collected should be
numbered as ----------

Number the Prescriptionas 1,2,3...........etc.

]

Number of Encounters as 1,2,34.........

2. In audit we will evaluate the encounters.

]

3. Encounters without cdate will be cancelled and
not evaluated.



* 4, |f the prescription is ILLEGIBLE at any
item then that item should not be
considered and 0 (ZERO) points will be
given.

+ 5. The main Objectives for evaluation ---
» Prescription should be understandable.



Scheme & Flow Chart of Evaluation process of
Prescription Audit-

History/Eindinos oo e DD oo e C e Diug

supplemertary Drug
Avice

Investigation

l
l

l
Gensric

Es=ential Drug List (EDL)
l

l
Strendgthy Frequency Duration



B. Evaluation scering s?lstem- Each encounter/prescription
will be assessed an the following four facets,

Completeness of Prescription (Diagnosis, Findings,
signature),

Whether Prescription corroborates with

Symptoms/ Diagnosis (=election of core drugs, Selection of
subsidiary/symptomatic drug, Relevant advices/instructions for
patients],

Prescribing Behavior (Generic Prescription, Essential drugs
Frescription, Judicious Investigations)

Dosage Schedule (Dose, Frequency of administration,
Duration of therapy).

All the pointsfguestion/item scores 2 (two) marks.



« Negative marking will be there depending on
prescribing of vitamin / tonics / enzymes / poly
pharmacy (antimicrobials) / parenterals for
unnecessary indicators.



PRESCRIBING INDICATORS

« Category: 4 (BEach category comprises of three questions
{items)

« Questions 12 (Each question £ item carries 2 marks)
Total marks: 24

Marks obtalned: 24 -0 =18
Rational
8- elE

Semi Rational
= g #d
Un acceptable
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+ |. Completeness of Prescription
» Diagnosis
» Findings
» Signature



+ |l. Whether Prescription corroborates with
Symptoms/Diagnosis

* - Selection of core drugs
- Selection of subsidiary/symptomatic drug
b Relevant advicesiinstructions for patients



* lll. Prescribing Behavior

. » Generic Prescription
» Essential drugs Prescription
P Judicious Investigations



« IV. Dosage Schedule

. » Dose
» Frequency of administration (Interval)
» Duration of therapy



* There are twelve items to be evaluated in each
encounter / prescription. Each item scores 2
(two) marks. So, total points are 24. Negative
markings (2 marks for each item) will be given
for tonics/enzymesipoly pharmacy
(antimicrobials)/parenterals for unnecessary
inclicators. Now the total marks scored by each
encounter will be converted into percentage and
then graded into Rational (R), Semi Rational
(SR}, and Un Acceptable (UA).
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+ Evaluation Scheme

+ Total Points = 24 = 100%

R = Rational = Points - >18-to 24:
Rational = >75% to 100%

SR = Semi Rational = Points - >12-to 18
Semi Rational=>51% or=o0r< 75%

UA =Un Acceptable=Points-< or=12:
Un Acceptable = = or < 50%
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Prescription audit of STG also evaluated
following points

e Prescription with identification-

a). Identification of the health facility
b). Prescribers identification

c). Patient identification

d). Stamp of the prescribers

e). Signature of the prescriber



¢ Other points-

Frescription with provisional diagnosisffindings wiritten
lllegible prescription

Fercentage of prescription without abbrewviation
Frescription with medicine written in capital
Frescription with drugs from Generic fEDL
Mumber of drugs prescribed per prescription
Fercentage of prescription with an antibiotic
Fercentage of prescription with an injection
Mumber of prescription without drugs (only advice)
Frescription written in local language



+ A zero medication error is an impossible
thing to achieve because we are humans
and not machine. So, the only way to get
rid of irrational, unscientific prescription is
a thorough screening all components of a
prescription. That is why to ensure rational

prescription auditing must be an integral
component of the health system.



« This unique approach of prescription
audit in Standard Treatment Guidelines
at primary health care is a definite step

for right medicine for right person at
right time in right dose and at a right
cost.



CONCLUSION: -

+ The process of prescription auditing is a kind of
vigilance activity

+ The objective of prescription audliting is to detect
medication errors preferably before they are
cdispensed

+ Prescription auditing reduces medication errors
and increases the rate of patient recovery and
discharge from the hospital






