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Introduction

Implementing a list of Dangerous Abbreviations is one of the Required Organizational
Practices (ROPs) PHCC must have in place in order to achieve Accreditation. Strong clinical
evidence suggests that preventing the use of all dangerous, inappropriate and ambiguous
abbreviations, terminologies, symbols and dose designations can significantly prevent patient

harm and improve safe medication use

Aim

Prevent the use of known dangerous abbreviations anywhere in the PHCC organization
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F Institute for Safe Medieatin Practices

\SMP's List of Error-Prone Abbreviations, Symbols, and Dose Designations

Methodology

Adoption of the Institute for Safe Medication Practices (
recommended List of Error-Prone Abbreviations, Symbo
Designations

ntroduction of a new PHCC Dangerous Abbreviations Policy
Development of 8 new dangerous abbreviations training program

SMP)
s, and Dose

Implementation (i) All clinical staff trained on use of dangerous

abbreviations.

(i) Distribute the ISMP list to all Health Centers

Development of a clinical audit tool to monitor the effective adoption and

adherence to the new Dangerous Abbreviations Policy

Encourage the documentation and reporting of medication errors / near

misses on DATIX

Expected Outcomes

e Abbreviations listed on the ISMP list never to be used anywhere in

PHCC Health Centers

e Reduced medication errors / near misses via increased incident

reporting and sharing lessons learned

 PHCC to develop an additional list of common Approved Abbreviations

for Health Center staff to use safely

e Achievement of the Dangerous Abbreviations ROP Accreditation

criteria

Lessons learned/Critical success factors

- Ensuring the ISMP List is made available in all clinic / treatment rooms
and Pharmacy
- Ensure the ISMP List is laminated for ease of use
- Creating an Approved Abbreviations list so staff are aware of
abbreviations that can be used safely
- Zero tolerance level for the use of abbreviations specified on the ISMP List

S—

Sustainability/Replication potential

- PHCC will monitor compliance with the ISMP List by undertaking specific
clinical audits to ensure adherence to the Dangerous Abbreviations Policy

- The ISMP list will be reviewed, updated and re-circulated as and when the
ISMP list is updated
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Preventing the use of dangerous abbreviation
PHCC Operations Department
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MNational Medication Errors Reporting Program (ISMP MERP) a5 labals, |abels for drug storage bins, medication administration

being frequently misinterpreted and involved in harmful

records, a5 well as pharmacy and prescriber computer order

medication emors. They should NEVER be used when commu-  entry screans.
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"dacharge”) hes bean misimerpretad &5 “dacantinued” wher
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he At bectame, hours of seep | Mistaken as hab-strength
i Intzrmational urk Misiaken 21 1Y (o) or 10 (i) llen funi”
o ar 00 (nca dally Mistakzn a3 gt eye” (00-ocubes dester), lesding to ovsl guid | Lse “dally”
medicaion: adminkiers In e eye
1Y) (irenge |uica Misiaken 25 00 or 05 {right o left eye); crugs meant 1o be dlivied | e "eange uice”
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1 mg Mistalen a3 10 my F e decimal paint i3 not sear [l not me fems for doses
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Conclusion

Adopting the ISMP recommended List of Error-Prone Abbreviations, Symbols, and

Dose Designations across our PHCC Health Centers will significantly improve safe

medication use and reduce patient harm caused by inappropriate use dangerous

abbreviations.
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