


In an effort to improve patient safety, NMCP has identified the most common “DANGEROUS” dose designations and abbreviations that result in harm to patients. Effective immediately, these designations will no longer be honored by pharmacy/nursing staff and will require further clarification from the ordering provider.

These designations should not be used anywhere in the medical record.  Remove these items from pre-printed order-sets, educational materials, medication administration records, medication labels, automated dispensing cabinets, medication carts, protocols/pathways, and all drug storage areas.
**Banned Dangerous Dose Designations and Abbreviations**
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Dangerous 

Abbreviation

/Designation
Intended Meaning/

Example
Possible Misinterpretation
Correction

“Trailing Zeros”
“Warfarin 2.0mg”
Decimal may be misinterpreted or overlooked in handwriting and with the use of carbon and faxed copies resulting in tenfold overdose
Never use a “trailing” zero

Warfarin 2mg

“Naked Decimals”
“Morphine .5mg” 
Decimal may be misinterpreted or overlooked in handwriting and with the use of carbon and faxed copies resulting in tenfold overdose
Never use a “naked” decimal

Morphine 0.5mg

U or u
Unit
Read as a zero (0) or a four (4), causing

a 10-fold overdose or greater

(4U seen as “40” or 4u seen as 44”)
“Unit” has no acceptable abbreviation. Write out “unit.”

I.U. or IU
International Unit
Mistaken as I.V. (intravenous)
Write out ”Unit”

(g
Microgram
Mistaken for “mg”
Use “mcg.”

MgSO4

MSO4

MS
Magnesium,

Morphine


Confused for one another.  Can mean morphine sulfate or magnesium sulfate.
Use complete spelling

for drug names*

QOD, QD
“Every other day”, “every day”
Mistaken for each other. The period after the Q can be mistaken for an "I" and the "O" can be mistaken for "I". 
Write "daily" and "every other day"



TIW
“Three times weekly”
Misinterpreted as “three times daily” or “twice weekly”
Write out “three times a week”

cc
“cubic centimeter”
Misread as “u” (units)
Use “ml”


RX








CAUTION: IMPORTANT NOTICE!


READ THIS BEFORE YOU WRITE YOUR NEXT ORDER!








*When ordering ANY medication it is best to spell out the complete name (examples to avoid: NaHCO3, 5FU, pit, DPH. etc.). This dramatically reduces the potential for errors when nurses and pharmacists interpret orders.  For more tips on safe medication ordering, consult publications of the Institute for Safe Medication Practices (� HYPERLINK http://www.ismp.org) ��www.ismp.org)�.
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