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INTRODUCTION: Strategies to reduce the rate of dosing errors are essential to minimize harmful 

consequences and improving medication safety and control. Implementing dosing standardization 

and policies that guide the medication use process in the hospital setting is one of the strategies. 

The need for implementing pharmacy dosage guidance was identified after finding that more 40% of 

patients experienced a dose variation of the recommended daily dose in HTAN. 

 

OBJECTIVES: The goal of this study was to compare the rate of dosing errors in paediatric patients 

before and after the implementation of the pharmacy dosing guidance in ETD HTAN. 

 

METHOD: This is a pre and post study involving prescriptions for paediatric patients from ETD 

HTAN. 74 prescriptions were randomly chosen before the implementation of the pharmacy dosage 

guidance study (December 2015) and 78 prescriptions were randomly collected after the 

implementation of the study (February 2016). Prescriptions with dose and frequency errors were 

identified during pre-and post-implementation. Descriptive statistics were applied to analyse the 

data using SPSS 17.0 program. Differences in rates of dosing errors and following implementation of 

the pharmacy paediatric dosing guidance were analysed using the Microsoft Excel. 

 

RESULTS & DISCUSSION: During the pre-implementation phase, the dosing error rate was 40.5% and 

only 29.7% of prescriptions had weight documentation. The Pharmacy Dosage Guidance reduced the 

overall rate of dosing errors to 17.9% and improved weight documentation on the prescription to 

69.2%.Time of the errors mostly happened on weekdays which are from 5 pm to 8 am. For pre and 

post implementation phase, the rate of dosing errors during 5 pm to 8 am of weekdays period 

reduced from 14.86% to 7.69%. 

 

CONCLUSION: Implementation of pharmacy dosage guidance can reduce the incidence of dosing 

errors in medications prescribed for paediatric patients in our hospital. 
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