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Introduction. India’s large population and limited healthcare resources increase the risk of medication errors. To address this, the Government of India has launched national medication safety initiatives. AIIMS Jodhpur, selected by WHO as a demonstration site, aims to develop and model best practices for achieving “Medication Without Harm” at and to replicate this model in hospitals across the country.
Aims. To describe national medication safety initiatives and share the institutional experience of AIIMS Jodhpur.

Methods. National strategies include the National Patient Safety Implementation Framework, strengthened CDSCO regulations, rational drug use through the National List of Essential Medicines, prescription audits, digital health initiatives under the Ayushman Bharat Digital Mission and accreditation-linked safety standards. At AIIMS Jodhpur, a multidisciplinary Medication Safety Committee was established, conducting regular training, including a WHO-collaborated workshop on 25 February 2025. A structured medication error reporting form was implemented. A cross-sectional institutional study was conducted to assess the incidence and patterns of medication errors in OPD, IPD, emergency areas, and pharmacy services, and to evaluate their potential impact on patient safety. The findings showed that while dispensing and administration practices were largely robust, gaps persist in prescription standardization and documentation. In the central pharmacy, a dedicated section is maintained for drugs nearing expiry, which are clearly marked and reviewed monthly. A list of look-alike, sound-alike (LASA) medications is being developed, with plans to implement Tall Man lettering to differentiate similar drug. A prospective audit in the paediatric ICU identified about 25 errors in last two month and will continue until May 2026.
Results. Safety measures improved storage, labelling, monitoring, and staff awareness. High compliance was observed in dispensing and administration. Vulnerabilities were mainly identified in prescribing and documentation. Ongoing audits enabled early detection and monitoring of errors.
Discussion. System-based interventions improved medication safety. Continued focus on prescribing quality is needed. The AIIMS Jodhpur model can be scaled to other hospitals.
