


[bookmark: _Hlk211335982]Original Research Article
Medication Errors and WHO Compliance in Obstetrics–Gynecology Outpatient Prescriptions: An Audit-Based Insight

Abstract
Background: Outpatient medication errors are common yet preventable, and WHO prescription-writing standards are intended to enhance safety; obstetrics and gynecology (OBG) merits focused attention due to maternal–fetal risk and frequent polypharmacy.​
Objectives: To quantify prescribing and omission errors, evaluate adherence to WHO prescription-writing standards, and assess the association between the number of drugs per prescription and total errors in OBG outpatient prescriptions.​
Methods: A cross-sectional audit of 400 consecutively sampled OBG outpatient prescriptions over six months at a tertiary-care center used a WHO-based checklist covering patient identifiers, prescriber identifiers, drug details, and clarity; errors were categorized as prescribing or omission and graded using NCC MERP Categories A–C; descriptive statistics and regression tested the association of drugs-per-prescription with total errors; institutional ethics approval was obtained.​
Results: Generic prescribing was 9% (brand 91%); dosage strength was omitted in 35.2%; dosing frequency was fully compliant in 2.8%, partially compliant with non-standard abbreviations in 81.3%, and absent in 16%; duration appeared in 95.5%; legibility was acceptable in 96.8%; diagnosis was missing in 23%; prescriber name and signature were present in 83% and 87%; most errors fell in NCC MERP Category C; drugs-per-prescription showed a positive association with total errors.​
Conclusions: Substantial, remediable gaps persist in generic naming, dose strength and frequency documentation, and prescriber identifiers, compounded by error-prone abbreviations; adoption of standard operating procedures, targeted prescriber education, pharmacist review, and e-prescribing is recommended to reduce preventable harm in OBG outpatient care.​
Keywords: Medication errors; WHO prescribing standards; Outpatient; Obstetrics and gynecology, Polypharmacy.

I. Introduction
The healthcare profession has made significant strides in recent years, leading to considerable benefits for patient health; however, these gains are accompanied by increased risks and challenges. According to the World Health Organization (WHO), patient harm frequently stems from issues such as medication errors, surgical errors, sepsis, and healthcare-associated infections [1]. Medication safety is paramount to delivering quality care, yet medication errors remain the most reported type of error [2].
Globally, the campaign for safe medication delivery faces the major challenge, "Medication Without Harm," which aims to minimize and prevent patient harm. Currently, one in every 30 patients suffers harm from medications, and over 25% of this harm is serious or fatal. Moreover, nearly half of preventable healthcare harm is medication-related, leading to an estimated global financial loss of $42 billion USD every year [3]. In response, the WHO launched its Third Global Patient Safety Challenge, Medication Without Harm, seeking a 50% global reduction in severe, preventable medication-related harm within five years of its launch. This initiative addresses transitions of care, high-risk clinical conditions, polypharmacy, and the prevention of prescription errors [4]. Evidence confirms that improving prescription clarity, utilizing clinical decision-support tools, and ongoing prescriber education can substantially reduce preventable medication harm [5].
The National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) defines a medication error as any preventable event that may cause or lead to inappropriate medication use or patient harm while the medication is under the control of the healthcare professional, patient, or consumer[6] . These errors arise from various factors, including drug product names, label mistakes, unclear handwriting, heavy workload for healthcare professionals, and drug availability [7]. Medication errors and related Adverse Drug Events (ADEs) occur most frequently during the ordering or prescribing stage [8]. The majority of medication-related issues in India are specifically attributed to the irrational use of medications[9] .
Medication errors negatively impact patients, their families, and the entire healthcare system worldwide[10] . In the United States alone, medication errors result in 7,000 to 9,000 deaths annually, with the cost of treating related complications exceeding $40 billion. Beyond financial losses, errors cause significant psychological and physical suffering, contributing to a decline in patient satisfaction and trust in the healthcare system[11] .
The prescription itself is a crucial, legally significant written instruction that serves as the final step in the drug delivery process. Legibility, accuracy, and completeness are essential, as the prescriber and dispenser share legal accountability[12] . The WHO's Guide to Good Prescribing emphasizes that while no single universal format exists, accuracy, legibility, and completeness are mandatory. It outlines key parameters every prescription should contain, such as patient identifiers, date, drug name (preferably generic), strength, dose, and duration[13] Complementing this, in India, the National Accreditation Board for Hospitals & Healthcare Providers (NABH) mandates additional requirements, including avoiding error-prone abbreviations (e.g., "OD," "IU") and writing drug names in capital letters to enhance clarity[14].
In the outpatient setting, medication errors commonly occur during the prescribing phase due to issues like incomplete patient data (e.g., age), incorrect dosage forms, poor handwriting, and insufficient drug usage instructions [15]. This urgency to reduce errors is keenly felt by specialists like obstetrician-gynecologists. These clinicians face the unique challenge of managing pregnant women—90% of whom take prescription medications, with many self-medicating or using herbal products—as well as monitoring their fetuses and post-reproductive women with underlying conditions [16], [17]Addressing medication errors requires a continuous, multi-faceted approach involving healthcare professionals, patients, and systematic improvements.
This study is crucial because it addresses critical research gaps in understanding medication errors specifically within the Obstetrics and Gynaecology (OBG) outpatient setting, an area demanding unique attention due to the direct impact of prescribing on maternal and fetal outcomes. Existing literature lacks detailed investigation into the unique nature and extent of errors prevalent in this specialized department, alongside limited research on adherence to WHO prescribing guidelines and the role of patient engagement in error reduction. The significance of this research is therefore multi-faceted: it directly enhances patient safety by providing the first systematic evaluation of OBG prescription practices against international standards. By identifying key deficiencies, such as omission and prescribing errors (e.g., missing patient or prescriber details, polypharmacy), the study reinforces the role of prescriptions as vital medical and legal records. From a health systems perspective, the findings offer an evidence-based roadmap for hospitals to improve quality assurance, meet NABH accreditation requirements, and reduce the considerable clinical and financial burden caused by medication errors. Ultimately, the local evidence generated here will be instrumental for policy formulation, regulatory oversight, and the development of standardized, error-reducing prescribing systems.
Hence the aim of the study have been set to determine the prevalence and nature of prescribing and omission errors in the Obstetrics and Gynaecology Outpatient Department (OPD) and to assess the adherence of prescription writing patterns to the World Health Organization's (WHO) guidelines for medication prescribing in a tertiary care hospital.
Objectives of the Study:
1. To analyze the pattern among OBG OPD prescribers by quantifying the various errors in prescription writing. 
2. To assess the level of adherence to WHO prescription writing guidelines in the OBG OPD and utilize the findings to provide targeted feedback to healthcare professionals regarding the quality and rationality of medication use.
II. Methods
The study employed a cross-sectional design to audit prescription practices at a single point in time. The research was conducted over a duration of six months within the Outpatient Department (OPD) of Obstetrics and Gynaecology at a tertiary care hospital. The study focuses on prescription writing errors only, excluding dispensing and administration errors, as it audits outpatient prescriptions. This setting was specifically chosen due to the unique prescribing considerations related to maternal and fetal health in this specialty. 

The primary data source for this audit consisted of outpatient prescription records generated by physicians within the Obstetrics and Gynaecology OPD during the defined six-month study period. A target sample size of 400 prescriptions was collected. Prescriptions were selected using a random sampling method to ensure unbiased representation of prescribing practices.
The population frame was defined as all eligible prescriptions issued during the study duration. A random sampling technique was used to select the records, ensuring an unbiased representation of the current prescribing practices.
The study sought to test the following alternative hypothesis:
· H1​ (Influence of Polypharmacy): The risk of medication errors escalates as the number of prescribed drugs (polypharmacy) rises, particularly in the outpatient care setting.
Data collection involved a rigorous audit process using a structured checklist. Prescriptions were collected from the OPD reception counter.
The data captured fell into two main categories:
1. Demographic Data: Patient's name and age.
2. WHO Standard Prescription Components: Adherence to the core elements outlined in the WHO Guide to Good Prescribing was checked, including the name of the prescriber, date of prescription, generic name of the drug and its strength, dosage form and total quantity prescribed, name and age of the patient, and the prescriber’s signature or initials.
Medication errors were primarily classified based on parameters from the WHO Guide to Good Prescribing,  with supplementary notetaking based on NABH standards for contextual clarity. (The WHO-based checklist is a locally adapted tool, combining WHO standards with NABH recommendations, but it is not a formally validated instrument.)
1. Prescribing Errors: These related to the quality of the drug order itself and included specific deficiencies such as missing dosage strength, use of brand names instead of generic names, incomplete description of the dosing schedule, illegible handwriting, unspecified diagnosis, omission of patient demographic details (name and age), and absence of the prescriber’s initials or signature.
2. Omission Errors: These were defined as the complete absence of one or more essential prescription components as outlined by WHO guidelines, which holds the potential for patient harm.
In recognition of the fact that "there is no single global standard for prescriptions—each country follows its own regulations and accreditation requirements," certain practices recommended by NABH accreditation were also noted to provide context and enhance clarity. These included noting the presence of error-prone abbreviations and whether drug names were written in capital letters. Errors were graded using the National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP) Severity Index to categorize the potential impact of the observed error:
· Category A: Circumstances or events that have the capacity to cause error (e.g., fully compliant prescription).
· Category B: An error intercepted before dispensing (e.g., unsafe abbreviation, brand name used).
· Category C: An error reached the patient but caused no harm (e.g., missing diagnosis, incomplete instructions, missing signature).
Data from the structured checklist was initially compiled and processed in Microsoft Excel. The subsequent statistical analysis was performed using SPSS (Statistical Package for the Social Sciences).
Each variable checked against the WHO standards was categorized for analysis of  Compliance Assessment
· Compliance: The prescription element fully met the WHO standard.
· Partial Compliance: The element was mentioned but was not in strict accordance with WHO standards (e.g., dose mention but duration missing).
· Non-Compliance: The essential element was completely omitted from the prescription.
Statistical Analysis continued with
· Descriptive Statistics: Frequencies, proportions, and percentages were calculated to summarize the overall error types and compliance rates.
· Severity Analysis: Errors were classified and reported according to the NCC MERP categories to detail their potential clinical significance.
· Regression Analysis: Regression analysis (either linear or Poisson, as appropriate for the data distribution) was conducted to examine the influence of polypharmacy (number of drugs per prescription) on the total number of medication errors. The analysis also explored predictors of adherence to WHO guidelines.
· Correlation Analysis: Correlation analysis was used to assess the association between prescription writing patterns, the overall prevalence of medication errors, and adherence to the specified WHO guidelines.
III. RESULTS
A total of 400 prescriptions were collected and analyzed from the unified Obstetrics and Gynecology OPD, with Gynecology comprising 56.3% (n=225) and Obstetrics accounting for 43.8% (n=175). Given the shared clinical setting, all subsequent analysis reflects the overall prescribing patterns within the combined department.
Table 1: Compliance with Essential Patient-Related Parameters (N=400)
	Patient-Related Parameter
	Compliant (n)
	Compliant (%)
	Non-Compliant (n)
	Non-Compliant (%)
	WHO/NABH Standard

	Patient Name
	400
	100
	0
	0
	WHO Essential

	Date of Prescription
	386
	96.5
	14
	3.5
	WHO Essential

	Patient Age
	366
	91.5
	34
	8.5
	WHO Essential

	UHID
	372
	93
	28
	7
	NABH/Local Standard

	Patient Diagnosis
	308
	77
	92
	23
	WHO/NABH Critical


The audit revealed generally high, though variable, compliance across essential patient-related documentation. Patient Name was the only parameter with perfect adherence (100%), establishing a strong foundation for basic identification. However, lapses were observed in other critical details: the Date of Prescription was omitted in 3.5% of records, while Patient Age—essential for appropriate drug dosing in obstetrics—was missing in 8.5% of prescriptions. Unique Health Identification Number (UHID) compliance was 93.0%, showing a moderate adherence to hospital-specific protocols. The most significant documentation gap was the Patient Diagnosis, which was absent or incomplete in nearly a quarter of all prescriptions (23.0%). This high non-compliance rate directly undermines the ability to verify the rationale for prescribed therapy and raises serious concerns regarding therapeutic appropriateness and auditability.
Table 2: Compliance with Prescriber-Related Parameters (N=400)
	Prescriber-Related Parameter
	Compliant (n)
	Compliant (%)
	Non-Compliant (n)
	Non-Compliant (%)
	WHO Standard

	Prescriber’s Name
	332
	83
	68
	17
	WHO Essential

	Prescriber’s Signature
	348
	87
	52
	13
	WHO Essential


Compliance with essential prescriber details was moderate, though significantly lower than key patient identifiers. The Prescriber's Name was omitted in a notable 17.0% (n=68) of prescriptions, often due to issues with patient detail stickers being absent. Similarly, 13.0% (n=52) of prescriptions lacked the Prescriber's Signature. Since both the name and signature are mandatory for ensuring legal authenticity and clinical accountability according to WHO standards, these omissions represent major governance and patient safety concerns. The lack of clear prescriber identification hinders traceability, complicates medico-legal validation, and creates obstacles for error resolution.
Table 3: Compliance with Medication Details and Prescription Clarity (N=400)
	Medication Parameter
	Compliant (n)
	Compliant (%)
	Partial Compliance (%)
	Non-Compliant (%)
	WHO Standard

	Generic Name
	36
	9
	0
	91
	WHO Essential

	Drug Dosage Strength
	259
	64.8
	0
	35.2
	WHO Essential

	Drug Dosage Form
	263
	65.8
	30.3
	4
	WHO Essential

	Drug Frequency
	11
	2.8
	81.3
	16
	WHO Essential

	Drug Duration
	382
	95.5
	0
	4.5
	WHO Essential

	Prescription Legibility
	387
	96.8
	0
	3.3
	WHO Essential


The analysis of medication details revealed major deficiencies in adherence to safe prescribing standards (Table 3). The most significant gap was the use of Generic Names, with a staggering 91.0% non-compliance (prescribing by brand name), directly contradicting WHO's principle of rational prescribing. Compliance with Drug Dosage Strength was also poor, with 35.2% of prescriptions omitting this critical safety detail. Furthermore, adherence to Dosing Frequency was highly problematic: only 2.8% were fully compliant, while the majority (81.3%) were partially compliant due to the reliance on error-prone abbreviations (like "OD") instead of clear, standardized instructions. Drug Dosage Form showed a similar issue, with 30.3% being only partially compliant due to ambiguous abbreviations. In contrast, Drug Duration (95.5%) and Prescription Legibility (96.8%) showed high rates of full compliance. Overall, the findings indicate that while the physical clarity of the prescription is generally maintained, core elements related to rational prescribing (generic name) and dosing accuracy (strength and frequency) are consistently compromised, introducing substantial risk of medication errors.
Table 4: Compliance with NABH Prescribing Parameters (N=400)

	NABH Parameter
	Category
	Frequency (n)
	Percentage (%)
	Standard

	Drug Names in Capital Letters
	Compliant (Yes)
	31
	7.8
	NABH Recommended

	
	Non-Compliant (No)
	369
	92.3
	

	Error-Prone Abbreviation Usage
	Compliant (No usage)
	66
	16.5
	NABH Recommended

	
	Non-Compliant (Usage)
	334
	83.5
	

	Specific Error-Prone Abbreviations
	Category
	Frequency (n)
	Percentage (%)
	Standard

	Use of "T" in Dosage Form
	Yes
	123
	30.8
	NABH Avoid

	Use of "OD" in Frequency
	Yes
	59
	14.8
	NABH Avoid

	Use of "BD" and "TDS" in Frequency
	Yes
	37
	9.3
	NABH Avoid

	Use of Numeric Format (e.g., "0-1-0")
	Yes
	217
	54.3
	NABH Avoid


The audit revealed profound non-compliance with critical NABH-recommended safety practices (Table 4). Adherence to writing drug names in capital letters—a practice intended to enhance legibility and prevent look-alike/sound-alike errors—was extremely low, at only 7.8%. More critically, 83.5% of prescriptions contained at least one error-prone abbreviation, indicating a widespread reliance on unsafe shorthand. Specifically, 54.3% used the non-standard numeric format (e.g., "0-1-0"), and abbreviations like "T" for tablet (30.8%) and "OD" (14.8%) were frequently used, despite being explicitly discouraged by safety standards due to their high risk of misinterpretation. These findings highlight that, while basic legibility is high (as noted in Table 3), the use of unsafe terminology presents a major systemic risk that undermines prescription clarity and patient safety in the OBG OPD.
Table 5: Distribution of Prescriptions according to Number of Drugs Prescribed (N=400)
	Number of Drugs Prescribed
	Frequency of Prescription (n)
	Percent (%)
	Cumulative Percent (%)

	1
	46
	11.5
	11.5

	2
	74
	18.5
	30

	3
	86
	21.5
	51.5

	4
	75
	18.8
	70.3

	5
	48
	12
	82.3

	6
	49
	12.3
	94.5

	7
	16
	4
	98.5

	8
	6
	1.5
	100

	Total
	400
	100
	


The analysis of drug distribution reveals that polypharmacy is a common feature of prescribing practices in the OBG OPD (Table 5). The majority of prescriptions contained between two and five drugs, with prescriptions listing three drugs being the most frequent at 21.5% (n=86). Notably, half of all prescriptions (51.5%) included three or more drugs, and a significant portion (29.8%) contained five or more drugs. The maximum number of drugs prescribed was eight. This high prevalence of polypharmacy is a crucial finding, as prescribing multiple medications concurrently increases the likelihood of drug interactions, non-adherence, and adverse drug events, reinforcing the hypothesis that high drug counts may pose an elevated risk for medication errors.
Table 6: Distribution and Prevalence of Medication Errors (N=400)
	Error Type
	Number of Prescriptions (n)
	Percentage (%)

	Total Prescription Errors (Per Script)
	
	

	0 Errors
	0
	0

	1 Error
	24
	6

	2 Errors
	99
	24.8

	3 Errors
	118
	29.6

	4 Errors
	87
	21.7

	5 or More Errors
	78
	19.5

	Total Omission Errors (Per Script)
	
	

	0 Omission Errors
	129
	32.2

	1 Omission Error
	131
	32.8

	2 Omission Errors
	79
	19.8

	3 Omission Errors
	28
	7

	4 or More Omission Errors
	33
	8.2


Table 7: Categorical Distribution of Omission Errors (N=400)
	Types of Omission Error (Completely Missing)
	Number of Omissions (n)
	Rank

	Dosage Strength
	141
	1

	Patient Diagnosis
	92
	2

	Prescriber's Name
	68
	3

	Dosage Frequency
	64
	4

	Prescriber's Signature
	52
	5

	Patient Age
	34
	6

	Patient UHID
	28
	7

	Duration of Therapy
	18
	8

	Dosage Form
	16
	9

	Date of Prescription
	14
	10

	Patient Name
	0
	11


The audit revealed a substantial and systemic burden of medication errors across the OBG OPD, with 100% of prescriptions containing at least one error (Table 6). Errors were highly aggregated, with the majority of prescriptions (76.1%) containing two to four errors, and the highest single frequency observed at three errors (29.6%). Focusing on omission errors (completely missing WHO-essential elements), 67.8% of prescriptions had at least one such error, with 32.8% having exactly one. However, the true clinical concern lies in the types of omissions detailed in Table 7, which indicate systematic negligence regarding critical safety information. The most frequently omitted element was Dosage Strength (n=141), which is a direct threat to safe dosing. This was followed by the omission of the Patient Diagnosis (n=92), which compromises the rationale for prescribing, and missing Prescriber's Name (n=68) and Signature (n=52), which undermines legal and clinical accountability. These findings demonstrate that errors are not isolated incidents but represent fundamental, repeatable documentation failures that significantly increase the risk of misinterpretation, patient harm, and legal liability.
Table 8: Polypharmacy vs. Average Medication Errors (N=400)
	Drugs per Prescription
	No. of Prescriptions (n)
	Average Prescription Errors per Prescription

	< 5 Drugs
	281
	3.12

	>5 Drugs (Polypharmacy)
	119
	3.89


The analysis supports the study's hypothesis (H1​), demonstrating a clear positive association between the number of drugs prescribed and the occurrence of errors (Table 8). Prescriptions categorized as polypharmacy (≥5 drugs), which accounted for 119 prescriptions in the sample, showed a notably higher average error rate of 3.89 errors per prescription. In contrast, prescriptions with fewer than five drugs (n=281) had a lower average error rate of 3.12 errors. This finding suggests that the inherent complexity associated with prescribing multiple medications—including the increased risk of drug-drug interactions, management challenges, and the sheer volume of required documentation—directly correlates with a higher likelihood of documentation and prescribing errors. This underscores the necessity for increased vigilance and standardized protocols when managing complex polypharmacy cases in the OBG outpatient setting.
Testing of Hypothesis 1:  "The risk of medication errors escalates as the number of prescribed drugs rises, particularly in outpatient care."
Table 9: Linear Regression Analysis (Polypharmacy vs. Prescription Errors)
	Model
	Unstandardized Coefficients (B)
	Standard Error (Std. Error)
	Standardized Coefficients (β)
	t
	Significance (p)

	(Constant)
	2.374
	0.16
	—
	14.877
	<0.001

	Number of Drugs
	0.272
	0.04
	0.324
	6.844
	<0.001

	Dependent Variable: Prescription Errors


The Simple linear regression analysis was performed to test the hypothesis (H1​): "The risk of medication errors escalates as the number of prescribed drugs rises, particularly in outpatient care." The results from the regression model (Table 9) show that the Number of Drugs prescribed is a highly significant positive predictor of the total number of prescription errors (B=0.272, p<0.001).
Specifically, the unstandardized coefficient (B=0.272) indicates that for every one-unit increase in the number of drugs prescribed, the total number of prescription errors increases by an average of 0.272. The large t-statistic (6.844) and the low p-value (<0.001) confirm that this relationship is statistically significant. The standardized coefficient (β=0.324) suggests a moderate strength of association between the two variables. Hence the null hypothesis is rejected, and the study's alternative hypothesis (H1​) is strongly supported. Polypharmacy is confirmed to be a significant contributor to the occurrence of prescription errors in the Obstetrics and Gynaecology OPD.
Table 10: Model Summary
	R2 Value
	Explained Variance (%)
	Unexplained Variance (%)

	0.105
	10.50%
	89.50%



However, the Model Summary (Table 9) shows that the R2 value is 0.105. This means that while polypharmacy has a highly statistically significant impact on errors, it only accounts for 10.5% of the total variability in prescription errors observed. Consequently, most of the error variance (approximately 89.5%) is influenced by external factors not captured by this simple model. These unmodeled factors likely include crucial systems-level and human elements such as prescriber workload, environmental stressors, high patient load, or the absence of digital prescribing tools and system-level interventions. This finding emphasizes the need to look beyond the clinical decision (polypharmacy) and address systematic deficiencies to achieve comprehensive error reduction. 
Table 11: Distribution of Error Category as per NCC MERP Classification (N=400)
	Error Category
	Frequency (n)
	Percent (%)
	Cumulative Percent (%)
	NCC MERP Definition (Context)

	A
	7
	1.7
	1.7
	No error, but potential for error (Fully compliant script)

	B
	5
	1.3
	3
	Error occurred, but did not reach patient (Intercepted)

	C
	325
	81.2
	84.2
	Error reached patient, but caused no harm

	B & C
	63
	15.7
	100
	Script contained errors that could have been intercepted (B) and errors that reached patient (C)

	Total
	400
	100
	
	



The classification of errors according to the NCC MERP Severity Index revealed a dominant presence of errors that reached the patient but were deemed to have caused no harm (Category C). A substantial majority of prescriptions, 81.2% (n=325), fell into this category (Table 11). This high proportion is based on the reasonable assumption that, in the observed OPD setting without monitored dispensing, documentation errors like missing diagnosis, dosage details, or prescriber signatures were passed to the patient without pharmacist interception. The study does not imply causality, since it did not assess actual clinical outcomes or harm from errors.
Only a small fraction of prescriptions was either fully compliant (Category A: 1.7%) or contained errors that were potentially intercept able (Category B: 1.3%). Critically, 15.7% of scripts contained a mix of B and C errors, indicating the presence of multiple, systemic documentation failures within a single prescription. This distribution underscores a major patient safety concern: while these errors may not have caused immediate physical harm, the overwhelming prevalence of Category C errors highlights a critical need for thorough prescription review processes and enhanced pharmacist intervention in the OPD setting to prevent potential harm and improve medication safety governance.
IV. Discussion
This audit exposes specific, remediable documentation gaps—generic name use, dose strength, dosing frequency, and prescriber identifiers—while acknowledging relative strengths in duration documentation and legibility. The high non-compliance with generic names mainly stems from prescribers’ habitual preference for brand names and strong pharmaceutical marketing influence. Weak institutional emphasis on generics and lack of enforcement further reinforce this practice[18] Frequent non-standard abbreviations and brand reliance heighten risk of misinterpretation, dispensing variance, and cost, which are critical considerations [19]in an OBG population with maternal–fetal implications and prevalent multi-drug regimens. The observed positive association of drug count with errors aligns with recognized polypharmacy dynamics and supports pharmacist-enabled checks. E-prescribing is recommended because robust evidence shows it reduces prescribing and documentation errors through automated checks, decision support, and improved legibility. This makes it a strong long-term strategy for enhancing medication safety.[20] Strengths include a structured WHO-based checklist across a sizable OPD sample; limitations include single-center scope, lack of clinical outcomes, and potential subjectivity in legibility classification mitigated by predefined criteria. Targeted SOPs, banned abbreviation lists, redesigned prescription templates, prescriber education, and pharmacist pre-dispense verification, with a transition to electronic prescribing, can rapidly improve WHO compliance and reduce preventable errors. The Limitations include not assessing inter-rater reliability, which may affect consistency in identifying errors. Additionally, prescriber clustering and dependence on paper-based records may introduce bias and reduce accuracy. The following interventions are suitable for specific pattern of error.
1. Brand name use → Prescriber education, enforcement of generic-first policies, and EMR auto-suggestions of generics.
2. Missing dose strength and frequency → Redesigned prescription templates with mandatory fields and pharmacist pre-dispense checks.
3. Non-standard abbreviations → Implementation of a banned-abbreviation list and continuous audit-feedback cycles.
4. Missing prescriber identifiers → SOPs requiring complete prescriber details and auto-tagging through e-prescribing systems.
5. Polypharmacy-associated errors → Pharmacist-led medication review and decision-support alerts in e-prescribing.
In summary, practical, low-cost steps—prescriber education, standardised templates, banned-abbreviation policies, and basic pharmacist verification—directly address the specific prescribing errors identified and provide the strongest immediate opportunity for improving WHO compliance and reducing preventable documentation errors.
Conclusion: OBG outpatient prescriptions showed substantial non-compliance with WHO standards—especially generic naming, dose strength, dosing frequency, and prescriber identifiers—alongside prevalent unsafe abbreviations; implementing standardized formats, training, pharmacist review, and e-prescribing should meaningfully reduce errors and enhance patient safety. Future research should focus on assessing changes in prescribing behavior and medication error rates after implementing corrective strategies by healthcare facility management. Longitudinal studies are needed to evaluate the sustainability and impact of these interventions over time. Such research could be further developed by incorporating pediatric prescriptions due to children's immature anatomical and physiological characteristics, which make them particularly vulnerable to medication errors. This approach will enhance understanding of medication safety across broader patient populations and inform targeted interventions.
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