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Elim inating the use of d angerous abbre vi ations ,ac ronyms and symbols is the focus of part
one in a si x - part series that highli ghts underlying caus es of and solutions to medication
errors .Th is series is a joint ef fort of the A merican Hospit al Ass oc i ation ,the A merican Soc i-
ety of Health - System Pharm ac ists and Hospitals & Health Net wor k s,with generous support
from Mc Kess on Corp.You may tear th is card out for futu re reference.Additional copies are
available in PDF form at ,along with those from two pre vious series ,on the ASHP and H & H N
Web sites (www. ashp. org and www. h h n m ag. com ) . ASHP members can also call ASH P’s
f a x - on - dem and service.

• S U M M A R Y
The use of abbre vi ations ,ac ronyms and symbols in pres c ribing and tr ans c ribing medica-
tion orders too often results in the misinterpret ation of the order’s intent .Busy health care
pr actitioners often use these shortcuts to indicate drug names ,dos ages , the patient’s con-
dition and route of adm in istr ation . The result can be om ission errors , ex tra or improper
dos es ,adm in istering the wrong drug,or giving a drug in the wrong man ner.Stopping the
use of u napproved abbre vi ations , ac ronyms and symbols can go a long way toward pre-
venting these errors ,but that’s proven dif f icult to accomplish .Th is brief ing ex am ines ways
that hospit als can put an end to the pr actice.

• I S S U E  B R I E F
Using unapproved abbre vi ations , ac ronyms and symbols can result in tr agic, u n intended
cons equences .For ex ample , the Joint Comm ission on Acc redit ation of Healthcare Organ i-
z ations lists the use of a so-called “tr ailing zero”in dos age orders as a dangerous abbre vi a-
tion ; an inc ident reported to the Un ited St ates Pharm acopei a , a nonprof it st and ards - s et-
ting organ i z ation in Rock ville , Md. , dr am atically illustr ates why. A physic i an treating an
elderly patient ordered 1 mg twice a day of risperidone or al solution . The order was tr an-
s c ribed 1.0, w h ich the nu rse adm in istering the medication mistook as 10. The patient
received sever al incorrect dos es—10 times the in iti al order — de veloped hypoxia (ox ygen
def ic iency ) ,suf fered a stroke and was par aly zed on his ri ght side ,losing the use of h is ri ght -
side ex trem ities .

“Abbre vi ations are very pervasive ,”s ays Di ane Cousins ,vice president of U SP’s Center for
the Advancement of Patient Safety.“Not only can they result in harm to the patient , they can
also inc rease the cost of care.”Medication errors resulting from misinterpreted abbre vi ations
can result in an inc rease in the length of st ay,more di agnostic tests and changes in drug treat-
ment ,among other th ings .

Organ i z ations such as ASH P,the Joint Comm ission ,U SP and the Institute for Safe Medica-
tion Pr actices have long touted the dangers of using abbre vi ations in writing and tr ans c ribing pre-
s c riptions . In 2004,JC A HO listed the elim ination of d angerous abbre vi ations as a safety goal
( s ee Action Agenda on flip side of th is brief) .Accomplish ing that goal ,howe ver, is a challenge
m ainly because it’s dif f icult for health care pr actitioners to break long - st anding pr actices .One
of the first steps that hospit als should take is to correct preprinted and electron ic forms that
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include the unapproved abbre vi ations .The case studies in th is brief ing featu re organ i z ations
that have proactive progr ams to elim inate the use of d angerous abbre vi ations .

• C A S E  S T U D I E S
Blount Memori al Hospital ,Mary vil le,Tenn .: In 1998,the Medication Process Improve-
ment Team at Blou nt Memori al identif ied use of d angerous abbre vi ations ,ac ronyms and
symbols as a potenti al sou rce for medication errors . The organ i z ation de veloped safe
order writing guidelines that included a list of abbre vi ations that should be avoided.
Employees were notif ied of the guidelines mainly th rough posters ,newslet ters and mem-
os .Problem orders were photocopied and sent to the pres c riber with a memo si gned by
the chairs of the pharm acy & ther apeutics and patient care pr actices comm it tees .Com-
pli ance improved,but problem orders continued to appear.“When it became a proh ibit-
ed pr actice ,people really st arted to take the ef fort seriously,”s ays Jean ne Ezell ,director of
pharm acy,commenting on the 2004 JC A HO Patient Safety Goal .Orders with unapproved
abbre vi ations are no longer process ed.Education plays a big role in breaking bad order-
ing habit s ,but Ezell credits individu al follow - up as the most ef fective tool .

Cinc innati Health Al li ance: The Health Alli ance ,a si x - hospit al system ,got a ju mp st art
on implementing a list of proh ibited abbre vi ations after learn ing of forthcom ing safety goals
at a JC A HO - spons ored meeting in 2002.The pharm acy,assisted by two physic i ans ,re viewed
industry and hospit al reports to de velop a custom i zed list .The organ i z ation de veloped a 14-
point str ategy to ensu re compli ance with the policy.A mong the tactics : distribute pocket -
si zed cards with the list ; at t ach lam inated instructions in patient chart s ; and make non-
compli ance a part of the clin ic i an’s credenti aling file.Health Alli ance upd ated its electron ic
medication adm in istr ation record,w h ich had char acter constr aint s , forc ing use of abbre vi-
ations .Compli ance is consistently above 75 percent ,at tribut able to the multiple rem inders that
pr actitioners receive.“We don’t want to place blame ,”s ays Michelle Dusing,director,clin ical
pharm acy progr ams .“It’s the system we want to correct ,not the individu al .”

Univer sity Hospital ,Syracus e,N . Y. :Physic i ans often object to lists of proh ibited abbre-
vi ations because they have dif ferent lists for the dif ferent hospit als in which they work .
That’s not the case in Syr acus e ; the city’s four hospit als have a single list of abbre vi ations ,
ac ronyms and symbols that should be avoided.The in iti ative began in 2003,w hen a local
Blue Cross repres ent ative read about an ef fort under way at Un iversity Hospit al and
brought together repres ent atives from the four hospit als to de velop a unif ied list . Phar-
m ac ists at Un iversity Hospit al have a zero - toler ance policy for orders that cont ain pro-
h ibited abbre vi ations . Nu rs es are instructed to re view all medication orders and make
the appropri ate changes and inform the physic i an of the error.If an order does get th rough
to the pharm ac ist ,the pres c riber is called directly and asked to make the change.“Team-
work bet ween the pharm ac ists and nu rs es is centr al to obt ain ing compli ance ,”s ays Roy
Gu haroy,director of pharm acy services . •

JCAHO provides a minimal list of
dangerous abbreviations, acro-
nyms and symbols as part of its
patient safety goals. Hospitals
are required to standardize
them throughout the organiza-
tion, including a list of what not
to use. The following items must
be included on hospitals’“do not
use” list. Organizations must
add an additional three items of
their choosing. For more, vi s i t
w w w.jcaho.org. 

A B B R E V I AT I O N : U (for unit)
PROBLEM: Mistaken for zero, 4
or cc
P R E F E R R E D : Spell out the word
“ u n i t . ”

A B B R E V I AT I O N : IU (for interna-
tional unit)
PROBLEM: Mistaken for IV or 10
P R E F E R R E D : Spell out the
words “international unit.”

A B B R E V I AT I O N : Q.D., Q.O.D.
(Latin abbreviation for once
daily and every other day)
PROBLEM: The two often are
mistaken for each other.
P R E F E R R E D : Spell out the
words “daily” and “every
other day. ”

A B B R E V I AT I O N : Trailing zero
(X.0 mg)
P R O B L E M : Decimal point is
often missed.
P R E F E R R E D : Never write a
zero by itself after a decimal
point (X mg), and always use a
zero before a decimal point
(0.X mg).

A B B R E V I AT I O N : MS, MSO4, MgSO4
PROBLEM: Often confused for
one another.
P R E F E R R E D : Spell out the
words “morphine sulfate” or
“magnesium sulfate.”

ADDITIONAL RESOURCES
•The Institute for Safe Medica-
tion Practices and USP publish
more extensive lists of danger-
ous abbreviations. The lists are
available at www.ismp.org or
w w w. u s p . o r g .
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