
Background
• Insulin related medication errors can be catastrophic. It has 

been widely reported that abbreviations such as “U” or 
“u” following a numerical dose are often misread as a “0”, 
resulting in a 10 fold overdose.1 These errors are considered 
preventable, by writing the word “units” in full.2

• In 2015 prescribing guidelines at Ballarat Health Services (BHS) 
stated that the word “units” should be used for all related 
prescribing in-place of abbreviations such as “U” or “u”. 
Compliance with this requirement was 97% in 2015. However, 
a series of insulin dose-related incidents occurred, in the same 
time period.

Incident One
A paediatric patient prescribed insulin (Lantus) ‘7 units daily’. When 
preparing the insulin dose for administration, the “u” from the word 
“units” was misread as a “0”, resulting in 70 units being drawn up 
despite independent double checking by two nurses.

Incident Two
A mental health patient required a medication chart transcribed. The 
original chart included insulin (Lantus) 4 units mane. During transcription, 
the order was rewritten as 40 units.

Incident Three
A patient treated for hyperkalaemia. A stat order for insulin (Novorapid) 10 
units was written. During clinical handover on transfer to the ward, it was 
stated that the patient had been administered 100 units of Novorapid.

All of these incidents occurred despite the prescriber 
writing the word “units” in full. 
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BHS revised the prescribing policy for insulin orders in December 2015 
to state that all insulin orders must be prescribed using words (e.g. NINE 
units).

Method
Education was provided to nursing, pharmacy and medical staff using 
a combination of face-to-face education, medication safety newsletter 
articles and memo’s.

Review of Riskman reports and electronic medication histories to 
confirm compliance with writing insulin doses in words and to 
inadvertantly dosing errors.

Results
In 2016, adherence to the updated policy was low at 33% for the 
second quarter. Additional training and a prescriber blitz was conducted, 
resulting in 90% adherence with the policy in May 2017. 

For the 17 months prior to the change, 7 incidents of this nature 
occurred. Conversely, for the 17 months post policy update, no errors of 
this nature have been reported.

Insulin Errors Vs Insulin Doses Prescribed in Words

100

90

80

70

60

50

40

30

20

10

0

Apr-June
2016

June 2014-
Dec 2015

Apr-June
2017

Number of Errors Insulin Prescribed Using 
words (% of orders)

Conclusion
Prescribing insulin using whole words (i.e. NINE units) has decreased 
the risk of dosing errors associated with insulin prescribing and 
administration at BHS, improving the safety of our patients.

Importantly, since the introduction of the new policy, no 
insulin dose errors of this nature have been reported at BHS.
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