
Introduction 

At SingHealth Polyclinics, Registered Nurses administer immunisations to babies as part 
of  the National Childhood Immunisation Programme and supply syrup paracetamol to 
parents as prophylaxis for post vaccination fever. There was a concern of prescription 
error in the dosages of the syrup paracetmol dispensed to these babies. 

Nurses received a reported case of near-miss paracetamol dosage error. Parents had 
given feedback that the handwritten dosage on the syrup paracetamol label was not 
legible. Nurses also received feedback from caregivers that they had difficulty 
interpreting the handwritten dosage leading to a potential risk of medication error. A 
lliterature review revealed that medication errors from illegible handwriting were 
common: 2.2% of major prescription errors and 8.8% of minor prescription errors were 
caused by illegible handwriting (1). 
 
 
 
 
 
 
 

Background 

The aim of the project is to improve the clarity of prescriptions and prevent errors in 
dosage of syrup paracetamol supplied to babies following immunisation in Bukit Merah 
Polyclinic. 
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Methodology 
A team was formed and utilized  the Plan-Do-Study-Act (PDSA) cycles approach 

Causes of syrup Paracetamol dosage errors were analyzed using Root Cause Analysis. 
Illegible handwriting was voted as the biggest factor from the Problem Selection Matrix 
(below). Impact Effort Matrix identified printed syrup Paracetamol label dosage label as 
the most effective intervention. 
 

A Pre-intervention survey involving 80 caregivers and 24 Staff Nurses was done.  
The survey gauged caregiver and nurses’ preferences:  handwritten versus 
printed dosage on the syrup paracetamol label, and the method to indicate the 
required dosage on the label.  
 

Intervention 

Initiatives to circle the required dosage on printed syrup paracetamol dosage label was 
performed by nurses for a period of 6 weeks followed by post-surveys. 

Results 

 No error in dosage of syrup Paracetamol occurs during the intervention process 
 100 % of all 80 parents and 24 nurses chose printed syrup Paracetamol dosage label as 

it was clearer. 
 
 
 
 
 
 
 
 
 

 
 
 

 
 72 out of 80 parents (90 %) and 20 out of 24 nurses (83.3 %) preferred circling to 

indicate the required dosage on the printed label. 

Conclusion 
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. 

The team  implemented the task of circling the required dosage on the printed syrup 
paracetamol label in the immunization rooms  at Bukit Merah Polyclinic. This has 
improved the clarity of the dosage and significantly reduced the risk of medication 
dosage error in babies receiving immunisation. 
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