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B a c k g ro u n d

The USP has been invo l ved in medication errors reporting for
nearly a decade. When the USP Medication Erro r s

Reporting (MER) Pro g ram was established in cooperation with the
Institute for Safe Medication Practices (ISMP), USP’s attention 
was primarily focused on the circumstances where a pro d u c t ’ s
labeling, packaging, or nomenclature precipitated, contributed to,
or propagated a medication erro r. This role was congruent with
USP’s continued commitment to ensuring medication quality,
s t rength, and purity. By analyzing health care pra c t i t i o n e r s ’
reported concerns for potential and actual medication errors, 
USP as a creator of drug standards and information revised 
or implemented re q u i rements to help pre vent future errors 
f rom occurring.

As the MER Pro g ram grew, it quickly became clear that
medication errors are not isolated incidents that occur
i n f re q u e n t l y. The USP organization, constrained by its opera t i o n
as a standards-setting and authoritative information deve l o p e r ,
had principally functioned in the pre vention of medication erro r s
by intervening in issues pertaining to drug pro d u c t s . The eve n t s
s u r rounding medication errors, howe ver, are not simply
attributable to pro d u c t s .

USP’s vision encompasses advancement of the public’s health
and well being. It was time to provide the impetus for change.
The National Coordinating Council for Medication Erro r
Reporting and Pre vention (NCC MERP) was spearheaded in 199 5
by the USP when it was apparent that the other, non-pro d u c t
aspects surrounding the events of medication errors needed to be
a d d ressed on a national leve l .

A Systems Appro a c h

The medication use process is a complex continuum that
requires the successful interaction of multiple allied health

professionals, technology, and the patient. It can be described
as a succession of joined but distinct processes, known as nodes
(Figure 1). Each node in the medication use process is, in
actuality, a discrete system and presents an opportunity for 
the prevention of medication errors. 

Figure 1

NCC MERP promotes understanding and pre vention of
medication errors re l a t i ve to professional practice, health care
p roducts, pro c e d u res, and s y s t e m s t h rough the collabora t i ve and
i n t e ra c t i ve invo l vement of national organizations and agencies.
C u r rently seventeen organizations are members of the Council
( F i g u re 2).

Figure 2
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To report a medication error or to re c e i ve further information, call the USP Medication Errors Reporting Pro g ram at 80 0 - 2 3 - ERROR (80 0 - 2 3 3 - 7 767 ) .
On-line reporting is available through the I n t e r n e t at w w w. u s p . o rg The USP Medication Errors Reporting Pro g ram is presented in cooperation with the Institute for
Safe Medication Pra c t i c e s .
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National Coordination and 
Collaboration Effects Change

Since the Council’s inception, it has accomplished numero u s
important achieve m e n t s .1 In addition to standardizing the

definition of a “medication error” and promoting the
implementation of a standardized medication error outcome
index, the Council has participated in the development, approva l ,
and sponsorship of a series of recommendations to help re d u c e
the risk of medication erro r s . S e ve ral nodes related to the
medication use process have been addre s s e d . ‘ Re c o m m e n d a t i o n s
to Correct Erro r - Prone Aspects of Prescription Writing’ was the
first and included the publication of a ‘Dangerous Abbre v i a t i o n s ’
l i s t — a b b reviations that are frequently misunderstood or have often
been implicated in medication errors and should never be used.2

Most recently, the Council adopted a set of re c o m m e n d a t i o n s
aimed at establishing and re i n f o rcing safe dispensing techniques
( F i g u re 3). While these guidelines may re p resent a standard
a l ready expected and perhaps achieved by most practitioners, 

the practical importance of these recommendations resides in their
joint endorsement by a diverse group of organizations, ra n g i n g
f rom experts in safety issues to manufacturers of drug products 
to re g u l a t o r s . By acknowledging the importance of medication
e r ror pre vention and achieving consensus through a collabora t i ve
effort by these national leading health care and consumer
o rganizations, the recognition grows that only by adoption of a
n o n - p u n i t i ve, systems perspective can the problem of medication
e r rors be solve d .

C u r rently the Council is finalizing a set of re c o m m e n d a t i o n s
a d d ressing mechanisms to reduce medication errors related to the
a d m i n i s t ration of drugs. To keep abreast of NCC MERP activities,
visit its website at w w w . n c c m e r p . o rg.
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1. The Council recommends that pre s c r i p t i o n s / o rders always be re v i e wed by a pharmacist prior to dispensing. A ny orders that are
incomplete, illegible, or of any other concern should be clarified using an established process for resolving questions.

2 . The Council recommends that patient profiles be current and contain adequate information that allows the pharmacist to assess
the appropriateness of a pre s c r i p t i o n / o rd e r.

3 . The Council recommends design of the dispensing area to pre vent erro r s . Design should address fatigue-reducing env i ro n m e n t a l
conditions (e.g., lighting, air conditioning, noise level, ergonomic fixtures), minimize distractions (e.g., telephone and personnel
interruptions, clutter, unrelated tasks), and provide sufficient re s o u rces for wo r k l o a d .

4 . The Council recommends that product inventory be arranged to help differentiate medications from one another. This may
include the use of visual discriminators such as signs or markers. This is particularly important when confusion exists between or
among strengths, similar looking labels, and similar sounding names. 

5 . The Council recommends that a series of checks be established to assess the accuracy of the dispensing process prior to the
medication being provided to the patient. W h e n e ver possible, an independent check by a second individual should be used.
Other methods of checking include the use of automation, computer systems, and patient pro f i l e s .

6 . The Council recommends that labels be read at least three times, for example, when selecting the product, when packaging the
p roduct, and when returning the product to the shelf.

7. The Council recommends that pharmacists counsel patients. Counseling should be viewed as an opportunity to verify the
a c c u racy of dispensing and the patient’s understanding of proper medication use.

8 . The Council recommends that pharmacies collect data re g a rding actual and potential errors for the purpose of continuous 
quality improve m e n t .

Recommendations for Avoiding Erro r- P rone Aspects of Dispensing Medications

A p p roved by the National Coordinating Council for Medication Error Reporting and Pre vention, March 19, 1999

Figure 3
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