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David Thompson Health Region (Red Deer and Area), 2005-07 

(Note: David Thompson Health Region is now part of Alberta Health Services.) 

A health region wide project was undertaken to eliminate 30 terms on the ISMP list of error-

prone abbreviations. A phased approach was used in which five terms were introduced every 

three months between 2005 and 2006. Strategies included: 

 A letter sent to physicians, pharmacists, and clinical nutritionists. 

 Posters; and reminder notices sent to prescribers from the pharmacy when a prohibited 

abbreviation was seen in an order. 

 Removal of target abbreviations from the parenteral manual, formulary, preprinted orders, 

protocols, guidelines, diagnostic requisitions, and result reports.75  

A follow-up evaluation made a number of recommendations related to implementing an 

abbreviation initiative.76 

Recommendations for implementing an abbreviation initiative 

Abbreviation policy and intervention recommendations: 

 Focus the strategy on fewer abbreviations. 

 Consider both the effectiveness and sustainability when selecting interventions. 

 Consult healthcare providers and prescribers prior to designing educational or quality 

improvement interventions. 

 Feedback interventions should be succinct, individualized and occur at a frequency that 

is acceptable to the recipient. 

System wide recommendations: 

 Continued strategies will be required to reduce the use of abbreviations in handwritten 

medication orders. 

 Safety organizations should inform prescribing software vendors of the risks with error-

prone abbreviations and the need to eliminate abbreviations. 

 Post-secondary institutions should discourage the use of error-prone abbreviations. 

Adapted from: Lopatka, 200876 

Capital Health (Edmonton and Area), 2005-2009 

(Note: Capital Health is now part of Alberta Health Services.) 

A health region-wide hospital initiative was undertaken to eliminate targeted prohibited 

abbreviations (IU, U, QD, QOD, decimal errors, and truncated medication names). Intervention 

strategies included an intensive education program supplemented with a toolkit of resources. 

This successful safety intervention reduced the use of error-prone abbreviations from 22.2 per 
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cent to 7.9 per cent over a four year period.49 Local long term care organizations also received 

the toolkit and access to the presentation. 

Strategies used in the Capital Health prohibited abbreviations initiative 

Education: 

 In-services for medical and nursing staff. 

 Electronic presentation with speaker notes for self-study. 

 Frequently asked questions (FAQ) handout. 

 

Communications: 

 Memo sent to post-secondary educational programs for healthcare providers. 

 Letters sent to all physicians, residents, and medical students. 

 Internal communication to nurses, pharmacists, and dieticians. 

 Reporting audit results to all staff and relevant committees. 

 

Reminders: 

 Posters. 

 Laminated stickers for the health record listing the prohibited abbreviations and correct 

alternative. 

 Self-adhesive note pre-printed with an arrow and the term ‘Prohibited Abbreviation!’ to 

highlight in the health record for prescribers when a prohibited abbreviation was used. 

Adapted from Horon, et al., 201249 

One of the features of this initiative was the placement of removable notes in the health record 

by frontline staff to highlight each time a targeted abbreviation was found. This low-tech 

approach not only engaged the staff but also provided frequent, timely, and anonymous 

feedback to the prescriber. It also encouraged healthy competition among the staff to find the 

most abbreviations and allowed comparisons to be made between prescribers on their use of 

the target abbreviations.  

Alberta Health Services, 2013 

 

In 2013 Alberta Health Services updated the abbreviation policy, and designed a tool and 

process to audit the use of ISMP-Canada prohibited abbreviations in medication orders. The 

audit process involves checking the last medication order found in a patient’s electronic or paper 

health record and noting if an unapproved abbreviation was used. Each unit or care area 

determines their frequency of auditing (weekly, monthly, or quarterly) and continues collecting 

data until the target of 80 per cent of medication orders free of abbreviations is reached. The 

audit results are reviewed by the unit and interventions implemented based on the findings. The 

unit or service area can use the same audit tool to assess and address the use of abbreviations 

in other situations such as medication reconciliation forms or transcription of medication 

orders.77 
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Winnipeg Regional Health Authority, 2012 

 

A multifaceted strategy was used to implement a medication order writing policy designed to 

reduce the use of error-prone abbreviations (e.g., OD and QD for daily, U for units, SC for 

subcutaneous, truncated medication names, and trailing zeros) and improve the quality of 

medication orders. A follow-up evaluation, which included a staff survey, examined the 

effectiveness of different strategies.28 

Strategies to eliminate banned abbreviations28 

Policy development: 

 Medication Order Writing Standards 

 

Education and reminders: 

 Region wide education (e.g., Grand rounds, in-services, lectures) 

 Unit or site champions to assist with education 

 Poster campaign 

 Computer screen saver reminders 

 

Audit and feedback: 

 Serial audits after education and repeated after prescriber feedback provided 

 Targeted prescriber feedback (memo signed by the chief medical officer) 

 

Survey: 

 Prescribers and non-prescribers were surveyed to assess awareness, 

frequency of abbreviation use, evaluate interventions and seek new ideas 

 Suggestions from respondents included: remove abbreviations from pre-

printed order, increase reporting and feedback on medication incidents, 

define roles and responsibilities of nursing staff and unit clerks when 

transcribing orders 

Adapted from Raymond 201328 

Due to the continued high rate of abbreviation use (19%), further actions were planned: 

 Education sessions for all employees involved with the medication ordering process. 

 Continued advertising and reminders, such as a calendar with a featured abbreviation each 

month. 

 Including the medication order writing standard on each chart. 

 Using incentives to reinforce positive behaviours. 

 Have staff develop action plans for improvement in their areas. 

 Investigate sustainable interventions for prescriber feedback. 

 Review pre-printed orders using a checklist. 

Vancouver Island Health Authority, 2013 
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This health authority has tried several strategies over the last decade to eliminate the use of 

unsafe abbreviations. In 2013, a safety check initiative was introduced to engage frontline 

hospital staff in reducing abbreviations by involving them in conducting monthly audits of 

abbreviation use in their patient care areas. The audits are focused on the use of 11 

abbreviations and several shortened medication names. Each unit is expected to develop a plan 

to address concerns identified by the audit.78  
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