
data     information      usefulness

■   A model identifying the 
  steps involved in a 

  medication error 
  reporting program and 

  serving as a guide for 
  conducting a reporting 

  program

■   Key Concepts

Culture
Create a culture 
that encourages 
medication error 

reporting and
prevention

Customer Focus
Identify customers and 

measure quality in terms 
of their needs and 

expectations

Process
Improvement 

Identify and reduce 
variations found in the 

medication use process

Scientific
Approach
Effect process 

improvement by making 
decisions based on data

Empowerment
Allow those involved in 
the medication use 
process to help make 
changes in the process

Date of error

Time of error

Description of error

Type(s) of error

Cause(s) of error

Contributing factor(s)

Node

Location

Location detail

Staff made

Staff involved

Staff discovered

Action(s) taken

Root cause summary

Internal control

Generic name

Brand name

Manufacturer

Therapeutic 
classification

Dosage form

Intended route of 
administration

Strength/concentration

Labeler

Repacker

Compounded 
ingredients

Investigational drug 
name

Type of container

Size of container

Age

Gender

Direct result of error on level of 
care administered to patient

Direct result details

Tests/laboratory data

Pertinent history

Concomitant drug therapy

RECORD DETAIL PATIENT PROFILE

MedMARx
Facilities

USP

COLLECTION ANALYSIS IMPACT
Mechanisms of error identification

Assess Effectiveness
(information, dissemination strategies, and interventions)

Data Elements

Who reports?
How to report?
What data?

Potential reporting 
incentives/ deterrents

Formats of information

Recipients of information

Targeted messages and alerts

Communication

Document impact
Study of: Cost of medication errors

Cost to implement interventions
Cost of outcomes

Identify risks
Inform staff and patients
Improve safety
Reduce injury
Change delivery systems

Effective methods to disseminate

Spontaneous 
reporting

Direct 
observation

Retrospective 
chart review

Triggers

Types of analyses

• Data-mining
• Process mapping
• Root cause analysis
• Failure mode effects 

and criticality analysis

• Coding
• Counting
• Sorting
• Trending
• Signals

■   RIGHT Drug    
■   RIGHT Dose

■   RIGHT Patient    
■   RIGHT Time

■   RIGHT Route

■   Issuing alerts on data
■   Improving the MedMARx tool

■   An Internet-accessible database 
■   Supports anonymous reporting 

   of medication errors 
■   Standardized categorization of 

   medication errors
■   Use of standardized picklists 

    for recording data

Desired
Outcome

Customers
and Suppliers

A Data
Collection and
Analysis Tool

USP’s
Conceptual

Medication
Safety Model

Performance
Improvement

PRODUCT FORM

SELECT ERROR CATEGORY

THE
FIVE RIGHTS

OF DRUG
ADMINISTRATION

THE
FIVE RIGHTS

OF DRUG
ADMINISTRATION

THE
FIVE RIGHTS

OF DRUG
ADMINISTRATION
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FACILITIES, HEALTH CARE
PROVIDERS AND OTHERS

    Background

The United States Pharmacopeia (USP) is a private, nonprofit organization 

that has been responsible for setting standards for drug products in the 

United States since 1820.

In 1991, USP began coordinating the Medication Errors Reporting 

(MER) Program.*

In 1995, USP spearheaded the creation of the National 

Coordinating Council for Medication Error Reporting and 

Prevention (NCC MERP).

In 1998, USP recognized a need for national 

standardization of medication error reporting in 

hospitals and released for licensure MedMARxSM, 

a national medication error reporting 

database system. 

    Objectives

To promote patient safety through 

safe medication use practices

To reduce medication errors

To increase the healthcare 

worker's awareness about 

the safe use of 

medications
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*The MER Program is operated in cooperation 
 with the Institute for Safe Medication Practices
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          Where We Are

More than 250,000 Medication Error records submitted since 1998

Publication of annual report summaries

Establishment of a Strategic Research Partnership (SRP)

to provide opportunities for participating facilities

to take part in research initiatives

Addition of a multi-facility module making it possible

for hospital systems to track data as a system or as 

individual facilities within the system

          Where We Are Going

Sharing information with other standards setters

Conducting research on medication error

types, causes, and contributing factors

Establishing better practices based

on research findings

Identifying system-based solutions

to prevent future errors

Changing drug

product standards

Modifying drug 

nomenclature
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