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Background and Objectives:

Because of illegibility,  abbreviations are known to be a major cause of medication errors.   The use of the abbreviation “U” for the word units has been associated with serious errors when the “U” was misunderstood to be a zero, a four, or a six.  This type of error has resulted in a 10 fold or greater overdose of medications such as insulin.  After reviewing this poster, the participant will be able to:

1. Delineate the steps to implement a legibility performance improvement project.

2. Describe the “No-U” campaign.

3. Apply the framework to additional legibility projects related to medication safety.

Project description:

Through review of internal and external medication error reporting, the Medication Safety Committee, a multidisciplinary team, identified the need to eliminate the use of “U” as an acceptable abbreviation used in medication orders.  A plan for change was developed and implemented. This included revising policy and procedures to make “U” an unacceptable abbreviation, eliminating “U” from all clinical forms, a “No – U” campaign  (i.e., posters, buttons, newsletters, resident, physician, and nurse education), and letters to physicians and nurses who used “U”.  After the initial campaign, reminders were given to prescribers and nurses through chart notes and letters. Results of data collection were communicated to physicians and nurses on an ongoing basis through hospital newsletters including the Pharmacy and Therapeutics Newsletter and the Medication Safety News. 

Results:

Baseline and follow-up rates were collected.  Baseline data revealed that only 27% of orders for qualified medications (e.g., insulin, heparin) used the word units.  Four months after implementing the campaign, the use of the word units increased to 78% of orders.  Use of the word units has been maintained between 80% to 90% of eligible orders for almost one year.

This project effectively demonstrates the use of performance improvement methodologies to change a high-risk prescribing practice known to contribute to serious, potentially life-threatening medication errors.  Using the same process, the Medication Safety Team has started to address the legibility problems resulting from the use of decimal points and zeros.  
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