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1. INTRODUCTION

Visiting a medical practitioner typically culminates 
in the issuance of a prescription, an integral component of a 
patient’s therapeutic journey. Although technological advances 
have enabled the use of electronic prescriptions (e-prescriptions), 

traditional handwritten prescriptions remain the dominant format. 
Handwritten prescriptions offer certain advantages, including 
the authenticity of the prescriber’s handwriting, which enhances 
the legal validity of the order and reduces the risk of forgery—
particularly for controlled substances. Nevertheless, their reliability 
is frequently questioned because of the high incidence of associated 
errors. Prescribing errors represent the most common category of 
medication error encountered by pharmacy personnel and, such 
as other medication errors, can cause significant patient harm. 
Numerous international studies have documented their adverse 
consequences and underscored the need for effective mitigation 
strategies. Although no formal investigation has yet examined 
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ABSTRACT
This review examines the prevalence, underlying causes, and clinical implications of prescription errors in Mauritius 
and outlines evidence-based strategies for their prevention. A critical appraisal of peer-reviewed literature, regional 
health reports, and international databases—including WHO VigiBase and national health statistics—indicates that 
prescription errors remain a significant public-health concern. Contributing factors encompass human error, ineffective 
communication, systemic deficiencies, patient-related barriers, and environmental influences. Frequently reported 
problems include illegible handwriting, ambiguous abbreviations, and the absence of standardized prescribing protocols. 
Underreporting continues to obscure the true magnitude of the issue, hampering targeted interventions. Among the 
most commonly implicated therapeutic classes are antidiabetic agents, antineoplastic drugs, and analgesics. Evidence 
supports several key mitigation strategies: regular continuing professional development  programs, the establishment of 
drug information centers, integration of Pharm-D professionals into prescribing teams, and the adoption of electronic 
prescribing systems and computerized physician order entry platforms. Addressing prescription errors in Mauritius, 
therefore, requires a multifaceted framework that combines policy reform, technological innovation, interprofessional 
collaboration, and a robust culture of reporting and feedback to strengthen medication safety and professional 
accountability. This review also identifies a critical gap in empirical data from Mauritius, highlighting the absence 
of national-level prescription error audits. It further recommends establishing a National Drug Safety and Reporting 
Authority to coordinate e-prescription monitoring and reduce error rates by at least 30% over 5 years. 

ARTICLE HISTORY
Received on: 12/12/2025
Accepted on: 02/03/2026
Available Online: 15/04/2026

Key words:
Prescription errors, 
Mauritius, medication safety, 
prescribing pharmacists, 
e-prescriptions. 

https://crossmark.crossref.org/dialog/?doi=10.7324/JAPS.2026.283306&domain=pdf


	 Madoo et al. / Journal of Applied Pharmaceutical Science 2026;16(05):148-153	 149

system in deciphering prescriptions, identifying errors, and 
implementing corrective measures. Compared with other Small 
Island Developing States (SIDS), Mauritius demonstrates a 
mixed profile in medication-safety readiness. Seychelles and 
the Maldives have introduced early e-prescribing pilot models 
linked with national digital-health frameworks, achieving partial 
reductions in handwritten prescription errors. Fiji and Jamaica 
continue to rely primarily on manual prescription workflows, 
yet maintain stronger national pharmacovigilance reporting 
structures than Mauritius [2–4]. In Sub-Saharan Africa, South 
Africa leads with mandatory undergraduate pharmacovigilance 
modules and national ADR  reporting networks [5], while Kenya 
and Ghana have implemented centralized digital reporting 
platforms integrating hospital and community pharmacy data [6]. 
Mauritius shows strengths in regulatory structure and density of 
trained pharmacists, but lags significantly in digitalization and 
national-level prescription audit mechanisms. This comparative 
positioning highlights the need for Mauritius to align with 
emerging regional digital-health reforms while leveraging 
its relatively strong pharmacy workforce. Table 1 depicts the 
comparison highlights. 

2. METHODOLOGY
This mini-review followed a structured literature search 

using PubMed, Scopus, and Google Scholar covering 2010–
2025, with keywords ‟prescription errors,” ‟Mauritius,” and 
‟medication safety”. Peer-reviewed studies, WHO/ISMP reports, 
and Ministry of Health publications were included; administrative-
only studies were excluded. Data were qualitatively synthesized 
to identify causes, trends, and policy gaps.

2.1. Prescription errors
Medical prescriptions, commonly abbreviated as Rx, 

represent formal written orders from healthcare professionals to 
pharmacists, authorizing the dispensing of specified medications 
along with appropriate instructions for use. Prescription errors 
are defined as inaccuracies or omissions in a prescription that 
may compromise therapeutic outcomes or, in severe cases, 
result in patient harm. Evidence indicates that medication errors 
occur more frequently during the prescribing stage than at the 
administration stage in hospital settings. Within Sub-Saharan 
Africa, prescription errors are recognized as a critical public 
health challenge, constituting a major contributor to adverse 
drug events, avoidable morbidity and mortality, and increased 

this issue in Mauritius, the imperative to develop context-specific 
solutions is evident. This review, therefore, explores the scope of 
prescription errors in the Mauritian setting and highlights potential 
interventions for their reduction. This analysis is framed within 
Reason’s ‟Swiss Cheese Model” and the ‟Five Rights of Medication 
Administration”—right patient, right drug, right dose, right route, 
and right time—to conceptualize systemic vulnerabilities that lead 
to prescription errors.

Community pharmacies form a cornerstone of 
Mauritius’s healthcare delivery system. As of March 2023, 
approximately 380 community pharmacies operated across 
the island—well above the World Health Organization’s 
recommendation of one pharmacy per 5,000 inhabitants (Market 
Study, 2021)—and more than 500 pharmacists were registered 
nationally. The pharmaceutical retail market is projected to reach 
a value of roughly USD 126 million by 2025 [1]. Community 
pharmacies are privately run healthcare facilities that dispense 
medications, provide health advice, and deliver pharmaceutical 
services directly to the public, functioning as readily accessible 
points of care in neighborhoods, shopping centers, and near 
medical establishments. Under the Pharmacy Act (Mauritius, 
2009) and existing Ministry of Health guidelines, pharmacists 
are responsible for dispensing accuracy but are not mandated to 
use electronic prescription systems. This policy gap underscores 
the need for legislative modernization aligned with global 
medication safety standards.

The Mauritian pharmaceutical retail sector comprises 
several distinct types of community pharmacies. Independent 
community pharmacies, owned and operated by individual 
pharmacists or small businesses, offer personalized care and 
are particularly common in rural and suburban areas. Chain 
pharmacies, belonging to larger corporate networks, provide 
standardized services across multiple locations. Hypermarket 
or mall pharmacies operate within supermarkets and shopping 
malls, offering convenient access to medicines during routine 
shopping, and are typically managed by chain pharmacy 
networks. Hospital-based community pharmacies, situated 
within or adjacent to hospitals, primarily serve outpatients 
and the general public while collaborating closely with 
hospital healthcare teams. By contrast, other models—such as 
online, specialty, and compounding pharmacies—are either 
undeveloped or not yet supported under current Mauritian 
pharmacy legislation. Consequently, community pharmacies and 
their personnel remain at the forefront of the nation’s healthcare 

Table 1. Comparative overview of prescribing guidelines, digital-prescribing maturity, pharmacovigilance systems, and pharmacist-prescribing 
authority across selected Small Island Developing States (SIDS) and Sub-Saharan African countries.

Country/Region National prescribing 
guidelines Digital prescribing (E‑Rx/CPOE) National ADR/prescription‑error 

reporting Pharmacist prescribing

Mauritius Developing; not fully 
standardised No national system; pilots required Fragmented; no national 

prescription‑error audit
Not permitted; Pharm‑D 
framework exists

Seychelles Updated & standardised Early-phase pilots Moderate integration with WHO PIDM Not available

Maldives National guidelines in place Pilot stage with digital‑health reforms Moderate reporting Limited

Fiji Partial Mostly handwritten Stronger national PV structure Not available

South Africa Strong, enforced Present in tertiary hospitals Comprehensive NADEMC system Limited prescribing rights

Kenya Partial Growing adoption Integrated national system Not available
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healthcare costs. A systematic review encompassing 51 studies 
across nine countries revealed that prescribing errors were 
present in an average of 57.4% of all prescriptions assessed, 
with approximately 15.5% of these errors attributed to incorrect 
dosing [7]. Table 2 summarizes the major categories of 
prescription errors.

The frequency and clinical impact of prescription 
errors vary considerably across settings. Among the most 
frequently reported are dosing errors, illegible handwriting, 
and drug-selection errors, whereas route-of-administration 
errors are less commonly observed. Accurately identifying the 
underlying causes of these errors is essential for designing and 
implementing effective corrective strategies.

2.2. Causes of prescription errors 
Prescription errors remain a significant subset of 

medication errors in both global and regional healthcare 
systems. In Mauritius, contributory factors can be grouped 
into five primary domains: human factors, communication 
lapses, systemic and technological inadequacies, patient-
related challenges, and environmental or workplace stressors. 
Most prescribing errors are preventable. Effective strategies 

should therefore prioritize education and training, enhance risk-
awareness among healthcare providers, and strengthen clinical 
knowledge and prescribing skills—all of which promote safer 
work environments and improved therapeutic outcomes [8]. 
These domains encompass fatigue, cognitive overload, and 
gaps in pharmacological knowledge (human factors); illegible 
handwriting and ambiguous abbreviations (communication 
issues); lack of standardized templates and limited access to 
electronic prescribing systems (systemic factors); incomplete 
patient medication histories (patient factors); and high workload 
or interruptions in pharmacy and clinic settings (environmental 
factors).

A 2022 analysis of WHO VigiBase data revealed that 
prescription errors accounted for 6.2% of the 4,205 medication 
errors reported across Africa. Underreporting remains a 
major obstacle, with only 15 of the 37 WHO Programme for 
International Drug Monitoring member states submitting data 
as of 2020 [9]. Among the reported incidents, the therapeutic 
classes most frequently implicated were antidiabetic agents 
(13.3%; n = 949), antineoplastic agents (9.1%; n = 648), 
analgesics (7.1%; n = 507), systemic antibacterials (6.2%; n = 
441), and psycholeptics (4.4%; n = 311) [10]. These therapeutic 

Table 2. Classification and types of prescription errors.

Class Type Description/Potential outcome

1. Dose errors
1.1. Over- or under-dosage Prescribing a dose higher or lower than required, increasing risk of toxicity or 

therapeutic failure.

1.2. Incorrect frequency Inappropriate dosing interval or regimen (e.g., OD instead of BD), leading to 
over- or under-dosing.

2. Drug-selection errors
2.1. Wrong drug Selection of a medication different from the intended agent because of similar 

names.

2.2. Inappropriate drug choice Use of a drug unsuitable for the patient’s condition, age, or medical history.

3. Route-of-administration errors
3.1. Incorrect route Prescribing an injectable formulation instead of an oral one, or vice versa.

3.2. Omitted route specification Failure to state whether a drug should be administered orally, intravenously, 
topically, etc.

4. Prescription-writing errors

4.1. Illegible handwriting Increases risk of misinterpretation and incorrect dispensing.

4.2. Incomplete prescription Missing essential details such as dosage, duration, or specific instructions.

4.3. Use of unsafe abbreviations Ambiguous abbreviations (e.g., “IU” misread as “IV”) may result in dosing 
errors.

5. Drug-interaction errors
5.1. Drug–drug interactions Concomitant drugs interact adversely, reducing efficacy or causing harm.

5.2. Drug–food interactions Lack of dietary guidance (e.g., grapefruit restrictions) leads to reduced efficacy 
or toxicity.

6. Allergy & contraindication errors
6.1. Prescribing allergenic drugs Ignoring known allergies, risking hypersensitivity or anaphylaxis.

6.2. Ignoring contraindications Prescribing drugs unsuitable for certain conditions (e.g., NSAIDs in peptic-
ulcer disease).

7. Duration errors
7.1. Excessively short duration Premature discontinuation (e.g., antibiotics) may cause treatment failure or 

resistance.

7.2. Excessively long duration Prolonged therapy increases risk of adverse effects or resistance.

8. Omission errors 8.1. Failure to prescribe essential therapy Omitting a necessary co-medication (e.g., gastroprotective agent with NSAIDs 
in high-risk patients).

9. Dispensing & transcription errors 9.1. Misinterpretation by pharmacy staff Incorrect drug dispensed owing to misread or ambiguous prescription.

10. Monitoring errors
10.1. Failure to adjust dose Lack of dose modification for renal/hepatic impairment or other special 

populations.

10.2. Inadequate follow-up Insufficient monitoring of therapeutic response or adverse effects.
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groups are frequently associated with prescribing errors because 
they involve narrow therapeutic indices, complex dosing 
regimens, and multidrug combinations, increasing risks of 
dosage miscalculations, drug interactions, or contraindications. 

3. DISCUSSION AND RECOMMENDATIONS
According to the 2025 WHO Global Patient Safety 

Report and ISMP annual review, fragmented reporting channels 
and resource limitations remain barriers to error reduction in low- 
and middle-income countries (LMICs). Strengthening Mauritius’ 
surveillance capacity through integrated national reporting is 
thus critical. Reducing prescription errors in Mauritius requires 
a multifaceted strategy combining professional education, 
system reforms, and technology adoption [11,12]. Continuous 
professional development (CPD) programs—mandatory for 
physicians (12 points/year), pharmacists [9], and nurses [10]—
should move beyond routine lectures to interactive, evidence-
based sessions specifically addressing prescribing errors, their 
causes, and prevention. Establishing a national drug information 
center would provide timely, uniform, evidence-based guidance 
for prescribers and pharmacists, as demonstrated in Saudi Arabia, 
where 88% of intercepted medication errors were prescribing 
errors [13]. Expanding the scope of practice to allow certified 
Pharm-D graduates to prescribe, as implemented in countries 
such as the UK and Canada, could reduce physician and 
nurse workload and improve chronic-disease management in 
Mauritius, where non-communicable diseases account for 84% 
of the disease burden, and the population over 60 is projected to 
reach 36.5% by 2061 [14,15]. Patient education and medication-
literacy initiatives would empower individuals to identify and 
question potential errors before dispensing, while confidential, 
non-punitive reporting systems would encourage healthcare 
workers to disclose errors without fear of reprisal, facilitating 
root-cause analysis and continuous quality improvement [16]. 
Basic prescribing practices—legible handwriting and inclusion 
of the diagnosis—remain essential, as does the adoption of 
a National Formulary tailored to local drug availability and 
population needs. Technological solutions, notably computerized 
physician order entry (CPOE) and electronic prescriptions, offer 
further safeguards by eliminating handwriting errors, flagging 
contraindications and drug interactions, and streamlining 
communication between prescribers and pharmacies [17,18]. 
Recommendations have been expanded to include clearer 
rationale and stepwise implementation strategies: 1) Short‑term 
(0–1 year): National awareness campaign, CPD enhancement, 
mandatory diagnosis on prescriptions, creation of a standardized 
prescription template. 2) Medium‑term (1–3 years): Pilot 
e‑prescribing in selected hospitals/pharmacies, strengthen ADR 
reporting, and establish drug information center. 3) Long‑term 
(3–5 years): National rollout of CPOE, legislative reform for 
pharmacist prescribing, implementation of national prescription-
error audit mechanisms. These structured steps improve practical 
feasibility and align Mauritius with global best practice. Together, 
these interventions—education, robust information resources, 
expanded pharmacist roles, patient engagement, systematic 
reporting, clear documentation, and digital prescribing—provide 
a comprehensive framework for reducing prescription errors and 
enhancing medication safety in Mauritius. 

3.1. Economic and workforce feasibility of recommended 
interventions

Implementing prescription-safety reforms in 
Mauritius requires an understanding of the associated financial, 
infrastructural, and human-resource implications. Although high-
income countries demonstrate rapid uptake of e-prescribing and 
computerized physician order entry (CPOE) systems, SIDS such 
as Mauritius must adopt phased, cost-efficient models aligned 
with local resource constraints. Evidence from comparable 
LMIC settings shows that introductory e-prescribing pilots 
typically cost between USD 45,000 and 120,000 per facility for 
software licensing, hardware procurement, and staff training, 
whereas scaled national systems achieve lower per-unit costs 
through centralized procurement and cloud-based models 
[2,18,19]. For Mauritius, an initial pilot covering three regional 
hospitals and a group of community pharmacies would require 
an estimated investment of USD 250,000–300,000, a feasible 
allocation within the national digital-health modernization 
envelope [2].

Workforce feasibility is similarly favorable. Mauritius 
has more than 500 registered pharmacists and an expanding 
pool of Pharm-D graduates, providing a strong base for 
leadership in prescription-safety reforms [1,7]. Integration of 
pharmacist-prescribers—initially limited to chronic-disease 
management and prescription renewals—has been shown in the 
UK and Canada to require only moderate additional training 
(80–120 hours) and to reduce physician workload by 10%–
18%, improving continuity of care [16]. Infrastructure readiness 
assessments from regional LMICs indicate that 70%–75% of 
public outpatient departments already possess basic computer 
systems and reliable internet, suggesting only incremental 
upgrades are needed [2,18]. Overall, the economic and workforce 
evidence indicates that the recommended interventions are 
financially realistic, implementable, and capable of providing 
long-term savings by reducing medication-error-related harm 
and improving operational efficiency [11,12].

4. FUTURE PROSPECTS
Mauritius can strengthen medication safety by 

accelerating the digitization of healthcare systems, notably 
through nationwide adoption of computerized physician 
order entry (CPOE) and e-prescription platforms supported 
by government funding, user training, and updated legal 
frameworks [19,20]. Legislative reform enabling qualified 
Pharm-D graduates to prescribe would help alleviate workforce 
pressures and improve chronic-disease management in an 
ageing population. Establishing a National Drug Safety and 
Reporting Authority could provide independent oversight, 
encourage transparent reporting of medication errors, and 
generate data to inform proactive policy. Patient-centric 
safety programs, including public education campaigns and 
digital tools such as mobile medication-tracking apps, would 
empower patients as active partners in their care. Finally, 
closer integration with academic institutions—for example, 
collaborative research, training, and curriculum development 
with organizations such as JSS Academy of Higher Education 
and Research, Mauritius (JSSAHERM)—would embed 
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