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Expression of Strength
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vǳŀƴǘƛǘȅ ǇŜǊ άƳ[έ ǾŜǊǎǳǎ ǇŜǊ 
ά/ƻƴǘŀƛƴŜǊέ 9ȄǇǊŜǎǎƛƻƴ

March 8, 2012 Safety Brief

A physician ordered 50 units/kg  of heparin 
for a 70kg patient (3,500 units).  Using a 10 
mL vial of heparin, the attending nurse 
misinterpreted the concentration (1,000 
units/mL) as the total amount per vial and 
drew up 35 mL of heparin. This led to a 1000 
fold over dose (35,000 units) and patient 
experienced a significant gastrointestinal 
bleeding. 
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Ratio Expression
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Percent 
Expression 

Units not 
standard to 
mEq or mmol



© 2018 Institute for Safe Medication Practices



© 2018 Institute for Safe Medication Practices

Trailing Zeros
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Error-prone Abbreviations and Dose 
Designation
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ά¦έ ŦƻǊ ά¦ƴƛǘǎέ
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ñIUò for 
ñInternational
Unitsò
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Cautionary statements (Special Warning)
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Vincaalkaloids



© 2018 Institute for Safe Medication Practices

Potassium Chloride Injections


