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Abstract: Introduction: Errors relating to prescription writing are not uncommon and studies have demonstrated that rational 

prescribing will reduce both the cost and accessibility of drugs. Aim: The aim of this study is to assess adherence to WHO prescription 

writing guidelines in a tertiary teaching hospital in Sierra Leone. The results of this study will be used to create a sense of awareness 

regarding appropriate prescription writing guidelines. Materials and Methods: The study was a retrospective review of 500 prescriptions 

received at the hospital pharmacy of Connaught Hospital, Freetown over a 5 month period. All prescriptions were screened against the 

World Health Organization (WHO) prescription writing guidelines. Results: This study demonstrated that in more than 95% of 

prescriptions, the name, age and sex of the patients were written as well as prescriber’s signature. In 74.2% of prescriptions, the drugs 

were prescribed as generic; In 91.2% and 89.2% of prescriptions the strength and dose of the drugs were prescribed respectively. In 

59% of prescriptions, the diagnoses of the patients were not included; 52.8% did not have the duration of the medication included in the 

prescription. This study also shows that 13% of prescriptions showed no evidence of polypharmacy. Conclusions: The study revealed 

non-adherence to WHO optimal standard for average number of drugs prescribed per patient and for generic prescribing. 
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1. Introduction 
 

A prescription is a legal or formal instruction from a 

prescriber to a pharmacist or pharmacy technician. The 

prescription must be legible and should contain appropriate 

information
1
. Prescription errors describe those related to the 

act of writing a prescription and it becomes clinically 

significant when the risk of harm is increased or treatment is 

delayed
2
. An error suggests an action that is anticipated but 

not performed and may be a deliberate action or due to 

ignorance
3
. Errors happen due to lack of knowledge, poor 

performance and psychological lapses
4
. Prescription errors 

occur both in general practice and in hospital, and although 

they are rarely fatal, they can affect patients’ safety and 

quality of healthcare
5
. Several studies have cited varying 

rates of prescription errors including 12.3  per 1000 patient 

admissions
6
, 0.4-1.9% of all medication orders

7 
and  8.9 

errors per 100 medicine orders (in acute hospitals) and 4.9% 

(in general practice)
8
. Adverse events leading to harm were 

seen in about 1% of admitted patients
9
.  

 

An outpatient study in four different hospitals in Sierra 

Leone, provided baseline data of prescribing patterns among 

doctors in Sierra Leone and postulated that rational 

prescribing would contribute to the affordability of 

medicines for individual patients in low-income countries
10

. 

Another study done in Sierra Leone showed that doctors 

were more rational than paramedical practitioners in 

prescribing antibiotics and fewer medicines per prescription 

but less rational in terms of prescribing generics
11

. However, 

there has not been any article describing doctors’ adherence 

to the World Health Organization (WHO) standard 

prescription writing guidelines. The aim of this study is to 

close this gap in knowledge by assessing adherence to WHO 

prescription writing guidelines in a tertiary teaching hospital 

in Sierra Leone. The results of this study will be used to 

create a sense of awareness regarding appropriate 

prescription writing by providing the feedback to the 

healthcare professionals. 

 

 

 

 

2. Materials and Methods 
 

Study setting 

The study was conducted at the hospital pharmacy of 

Connaught Hospital, University of Sierra Leone Teaching 

Hospitals’ Complex (USLTHC)situated in Freetown, the 

capital city of Sierra Leone with about 250 beds capacity. 

The hospital has departments such as: surgery, internal 

medicine, pharmacy, nursing, radiology, laboratory, 

ophthalmology, oral health, ear, nose and throat to name but 

a few.  

 

Study Design 

The study was a retrospective review of prescriptions 

received at the hospital pharmacy from March 2019 to July 

2019. 

 

Study Population 

The study population included both in-patients and out-

patients without gender or age specification and irrespective 

of the working diagnosis over a period of three months.  

 

Sample size determination and sampling 

The 500 prescriptions used in this study was determined 

using the Fisher single population proportion formula with 

95% confidence level and 5% degree of precision used. The 

minimum sample size obtained was 384 which was rounded 

up to 500 to account for incomplete prescriptions. Patients 

prescriptions were arranged by dates and 500 were selected 

by simple random sampling from 613 prescriptions
 

 

Data collection tool and procedure 

A team consisting of a Physician, a clinical pharmacologist 

and a Specialist Pharmacist assessed the prescriptions 

sampled for the study. All prescriptions were screened 

against the World Health Organization (WHO) guidelines 

for prescription Writing
10

 as detailed below: 
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WHO prescription writing guidelines:  

-Name, address, telephone number of the prescriber. 

-Date. 

-Generic name of the drug and strength. 

-Dosage form and total amount. 

-Label: instructions and warning. 

-Name, address and age of the patient. 

-Signature or initials of prescriber. 

 

The presence or absence of the following details were noted 

from each prescription: name, age, gender and occupation of 

patient, date of prescription, prescription of generic drugs, 

the strength and formulation of the drugs, duration of 

treatment, number of medications per prescription and the 

presence of the prescriber’s signature and phone number.   

 

The World Health Organisation/International Network of 

Rational use of Drugs (WHO/INRUD) prescribing 

indicators was used to record the average number of 

medicines per encounter and the number of medicines 

prescribed by generic name.  

 

Ethical consideration 

Ethical clearance was obtained from the Sierra Leone Ethics 

and Scientific Review Committee and a written permission 

to carry out the study was obtained from the hospital 

pharmacy department. All information obtained in the study 

were kept confidential and used only for this research. 

 

Data Management 

The data obtained was crosschecked for errors after 

collection and entered into a data analysis software. All data 

were analyzed using Statistical Package for Social Sciences 

(SPSS) version 20 (IBM statistics, Armonk, NY, USA).  

Descriptive statistics was used to calculate frequencies and 

percentages and the results were presented as tables and 

graphs. Frequency tables were used to summarise the data. 

Data was presented using tables, a 95% confidence interval 

was used and a P value < 0.05 was regarded as statistically 

significant.  

 

3. Results  
 

A total of 500 prescriptions were reviewed in this study.  

Content of patients prescriptions (Table 1) –This table 

demonstrated that in more than 95% of prescriptions, the 

name, age and sex of the patients were written as well as 

prescriber’s signature. In 74.2% of prescriptions, the drugs 

were prescribed as generic; 91.2% and 89.2% of 

prescriptions the strength and dose of the drugs were 

prescribed respectively. In 59% of prescriptions, the 

diagnoses of the patients were not included; 52.8% did not 

have the duration of the medication included in the 

prescription.  

 

Table 1: Content of patient’s  prescription 
Items recorded N (%) 

Patient name indicated 500 (100) 

Patient sex 487 (97.4) 

Patient age 480 (96.0) 

Patient address 191 (38.2) 

Patient occupation 340 (68) 

Patient diagnosis 205 (41) 

Generic prescribing 371 (74.2) 

Drug strength 456 (91.2) 

Drug dose 449 (89.8) 

Medication duration 236 (47.2) 

Prescriber’s signature 489 (97.8) 

Incidence of numerical polypharmacy (Table 2)–This 

table showed that 40% of prescriptions had 5 or more drugs 

prescribed; 13% of prescriptions showed no evidence of 

polypharmacy.  

 

Table 2: Incidence of numerical only polypharmacy 

Item 
Number (percentage) of 

prescriptions 

No polypharmacy 65 (13%) 

Minor polypharmacy(2 to 4) 235 (47%) 

Major polypharmacy (≥5 to 9) 185 (37%) 

Hyperpolypharmacy (≥10) 15  (3%) 

 

World Health Organization prescribing indicators 

(Table 3) 

A total of 2135 medicines were prescribed for 500 patients 

with a mean of 4.27 medications per patient for prescriptions 

reviewed. 

 

Table 3: Prescribing indicators compared to WHO 

guidelines 

Prescribing indicator 
Connaught 

Hospital 

WHO 

optimal value 

Average number of medicines per 

encounter 
4.27 1.6-1.8 

Percentage of prescriptions with 

generic prescribing 
74.2% 100% 

 

4. Discussion  
 

The contents of the prescriptions reviewed in this study 

revealed that in many of our prescriptions from Connaught 

Hospital, there is lack of patient details like address of the 

patient, clinical diagnosis of the patient and duration of 

medication use. The lack of patient’s address makes it 

difficult to contact the patient in the event of an overdose or 

a life-threatening error discovered after patient has left the 

hospital premises. The presence of the clinical diagnosis will 

help in medication review and reconciliation which are 

relevant in reducing medication errors. The duration of 

medication use will help prevent misuse, abuse or 

unrestricted purchase of medications by the patient. 

Incomplete sociodemographic details of patients in our 

prescriptions may provide a recipe for serious medication 

errors including dispensing medications to the wrong 

patient
13

. 

 

According to the WHO, 100% of the medications should be 

prescribed generically in the prescription
12

. Majority 

(74.2%) of prescriptions reviewed in this study were 

prescribed using generic names of drugs. This might suggest 

a fairly good compliance with standard prescription 

guidelines. In other studies done in Ethiopia and Nigeria, the 

use of generic names of drugs in prescriptions were seen in 

98.7% and 42.7% of prescriptions respectively
14,15

. 

Prescribing drugs using their generic names reduces the cost 

of the drug, makes it more accessible and limits illegitimate 

pharmaceutical marketing strategies
13

. From a physician’s 

perspective, there is often not enough credible information 
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on the efficacy and quality of generic drugs
16

. This 

perspective is often enhanced by an ill-equipped drug 

regulatory and control systems and insufficient evidence of 

bioequivalence. Patients may see generic drugs as fake 

medicines or low quality drugs compared to brand drugs
17

. It 

has been documented that generic drugs may be less 

effective than brand drugs, and are held in low esteem
18

. In 

France, a group of patients reported adverse effects and 

reduced efficacy with a new generic drug
19

. 

 

Major polypharmacy as well as hyperpolypharmacy were 

not uncommon in the prescriptions reviewed in this study. 

Polypharmacy is common in elderly patients and may be 

associated with inappropriate or potentially inappropriate 

prescribing and errors
20

. A systematic review suggests that 

older people tend to have multiple co-morbidities that 

predispose to polypharmacy
21

. Prescriptions with many 

drugs may contain medications that are wrongly prescribed 

or drugs known to have severe adverse effects or narrow 

therapeutic index and so such prescriptions should be 

reviewed or reconciled by a doctor or pharmacist
22

. The risk 

of drug-drug interactions is also enhanced in such 

prescriptions thus warranting careful audit and evaluation
23

. 

Even though polypharmacy is common in the elderly, it is 

also seen in prescriptions for younger or middle-aged 

patients in rising proportions
24

. It may be associated with 

poor clinical outcomes in older patients and may also affect 

mental health
25

. Polypharmacy among physicians may be 

addressed by continuing medical education, development of 

clinical guidelines and tools that can influence prescribing 

behavior for elderly patients. Patients on prescriptions with 

multiple drugs can cope by use of medication compliance 

aids
26

. The mean of 4.27 medicines per prescription obtained 

in this study was identical to a mean of four 

medicines/prescription obtained in a previous study on 

prescriptions in Sierra Leone
 
as well as another study done 

in neighbouring Liberia
10,27

. 

 

The study suggests the need to increase awareness and 

implementation of national and international prescribing 

guidelines. Prescribers and pharmacists are key in the 

implementation of good prescription writing practices, 

prescription interpretation and identification of potential 

drug therapy problems for better treatment outcomes. Our 

study also suggests that there is lack of team work and 

communication that will enhance appropriate prescription 

writing between medical doctors and pharmacists in the 

hospital. 

 

5. Study Limitations 
 

The study was a retrospective review of the selected 

prescriptions and may not entirely represent the complete 

picture.   

 

6. Conclusions 
 

This study demonstrates that there is still room for 

improvement in prescribing generic drugs and reducing our 

rates of prescriptions with multiple drugs (polypharmacy).  

The study revealed non-adherence to WHO optimal standard 

for average number of drugs prescribed per patient and for 

generic prescribing. 
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