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Shortcuts that don’t -éave time

rror-prone abbreviatlons may save

fme for Lhe wreiter, but they do nol for
the dispenser. Nearly evervone in heallth
eare uses shorlouts such as abbreyvia-
tions and symbols [nan effort 1o conscre
time when handwriting or (yping words,
phrases, or units of measure.

Some of theae shortonts can be very
Uime consuming for the person on the
recelving end, however, The Lelephonge
calls amd reference material checks
made 0 erder 1o clarily these short-
cuts may pose a greater potential for
error Lhan I the statement were nltlally
wiltten out in Ml 168 not untll medical
abbreviations. symbolz, or nonstandard
tose deslgnations kead to patlent harm
that action |s taken lo prevenl Duture
misunderstandings.

For a complete 180 ol error-promne
abhreviations, symbals, and dose desig-
nations, see www.ismporg/Tools/error-
proneabibreviations. pdf

Q1D or QID?
Some abbreviations used o Indicate the
(requency of drog administration can be
problematic, A computerized prescrip-
tion for “penicillin VK 500 mg Q1D X 71"
led a pharmacy technlelan to type & label
as the directlons implied: “Take 1 tab
p.o. dally for 7 day=" A pharmacist sub-
scquently reallzed thot penielllin for this
palient was supposed to be taken four
times a day, not once a day, The physician
b mistyped “01D° (g one day) instead
ol “010" in the computerized order eoiry
SVELEL.

It 18 also not uneommon for nonstan-
dard dose deslgnations Lo lead Lo errors.
Vthough 1L wasn't a factor in this case,
the abbreviation "D for day in “7D” can
algo cause problems ifF (b is misunder-
stoo] a8 77 doses”

Legibility matters
Even when a prescriber hos legible
handwriting, the use of the abbrevia-
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tion "gq." or "qd” has Jed to errors, For
example, the loop of a ¢ursive "q” that
comea up between the “q" and the “d”
{see Mlgure 1) or a perlod alter the "g°
can Inok like an “L.” causing some to read
the notation a2 "qLl"

The use of the abbreviation “g.od,”
{every other day) has also cauzed prob-
lems hecause it has been misinierpreted
ag il (every day) or Tqld” (four
times daily) if the “o” is poorly written,
I the preseription (o Figure 2. digoxin
was intended to be dosed qod, bal the
dispenser Initially misioter preted the
Instructions as “gid” because of the way
the “o” was writien. In order o pre-
vent confusion, write oul the directions
“dally” and “every other day™ Instead of
using abbreviatlons that can be subject
1o misinter pretation,

Would vou believe thal the letter g
could look like the pumber "5°7 Jusl
look al the handwritten order in Fizure
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Figura 1

3, The phvsiclan had pregcribed Levoxy]
{levothyroxine—King) “1 tab po q day.”
butthe "g" was misread asa "3, and the
medication was subsequently dispensed
with directions to take "1 tab 5 days
each week.”

Ini thig case, the patient was familiar
with the proper dosing frequency ani
recognized the mistake immediately,
Although the pharmacist misinter-
preted "7 as "5, the error could have
bieen avolded 1F the pharmacist hid not
assumed that the physician intended o
write “each week™ o the prescription.

Write it out

“AIY §s somelimes used as an abbre-
viation for right ear (aura dexter). One
problem with thiz abbreviatlon is thal

a handwrltten lowercase "a” can easlly
look ke an “o.” Thus, a patlent migh
risk getting an otlc medication in (he
elaht eve (OD or oculus dexter) nstead
of the right ear,

In one casc. a physician ordered
“Auralgan (antipyrine, benzocalne, glye-
erin} two drops AD" for @ patient in the
emergensy department, but the mursse
administered the drops Info the patkent's
right eve. When the error was discov-
ered, the eve wis Nushed and the patien!
suffered no permanent harm. Using “AS"
for left ear or “AL" for eacl ear might
cause fimilar problems, “ADT has also
heen misread as “PO™ or as “(0" (if the
tall of the handwrillen lowercase "a”
lnoks likesa 7).
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Figura 2

Another tvpe ol error related (o the
abbreviation "ADC has surfaced recently,
Tired of writing out “as direcied” when
transeribing presceiptions recolved by
telephone. one pharmacisi began to
abbreviate thal term as ALY Later, a
pharmacy technicion misinterpreted the
directions for an oral liqoid prescription
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Figure 3

transcribed as 5 mL TIDAD™ and typed
the directions as "one (easpoonful three
Umes a day inoright ear” “AD would be
a good abbreviation to avoid in general
The best practice is o write out all direc-

thons for left and right ear and evi,
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