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. ) ! 3,516 records that met the search criteria.
settings. Since the release of the Institute
of Medicine’s report in 1999, there has
been heightened awareness of the issue. Studies Definition % Cause of Err Node in Medication Use Process Product(s)* Involved
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National voluntary medication error reporting data did not reach the patient Documentation 304 8.8% Insulint 86 2.9%
bases, such as USP’s MEDMARX and Medication Catedory C An error occurred that reached the patient L840 52.6% Calculation error 247 7.2% Meperidinet 71 2.4%
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an anonymous, Internet-based medication error gory resulted in no harm to the patient and/or o B ing device involved . o Nitroglycerin 59 2%
reporting program that has been used by more than required intervention to preclude harm ispensing device involve 137 4% Acministering Morphinet 57 1.9%
K ) X Contraindicated, drug allergy 106 3.1% Ibi f 53 1.8%
700 hospitals and health systems nationwide. MER Error, Harm —— 7 o uprofen 8%
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is a national, voluntary medication error reporting . ydrocodone and Acetaminophen )
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) ) R Source: National Coordinating Council for Medication Error Reporting and Prevention (NCC MERP). Unauthorized drug (wrong drug) 410 12.4 some form of HARM likely to be associated with errors in the
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