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MEQI Overview
The Medication Error Quality Initiative, or MEQI, is a North Carolina nursing home medication error 

reporting project, as required by the 2003 NC Senate Bill 1016.  All state licensed nursing homes have 

been reporting medication errors since January 2004, initially using an online annual summary system.  

Beginning in 2006, nursing homes transitioned to a system where errors are entered individually as they 

occur throughout the year.  

Fiscal year 2009 (October 1, 2008 to September 30, 2009) was the sixth year of reporting, and the first year 

that all 395 homes used the new system where error incidents are submitted individually.  One hundred 

percent of open and functional nursing homes submitted error incidents and also completed a year end form 

verifying that submission was complete.  Though it is mandatory to report all errors and potential errors, 

error reporting behavior and completeness of reporting varies.  The number of errors for the year range from 

1 to 1997, a range which is not correlated with the size of the facility.

In the year end summary form sites were asked to report any medication related liability claim against their 

facility during the year.  Zero nursing homes reported liability claims in FY2009.

Data Summary    Link to Data Summary Table

A total of 14,395 error incidents were reported in FY2009.  The mean number of error incidents per 

nursing home was 36, or an average of 31 errors per 100 beds. The median number of errors was 22 per 

facility.  Of the 14,395 errors, 5,064 (35%) were repeated at least once and there was an average of 11.75 

repeats before the error was discovered.  There were a total of 59,558 total repeat occurrences of errors 

including the original error which is an average of 151 repeat errors per nursing home, with a median of 94 

repeat errors.  An example of a repeated error would be a situation where a physician requests that a drug be 

discontinued, but this does not get recorded in the Medication Administration Record (MAR), which result in 

the drug being administered to the resident for 5 additional days.  This would be reported by a nursing home 

in one error incident, but the form would indicate that there were 5 repeat occurrences of the error.

The data summary table also shows results for FY2007 and FY2008.  For these two years we include only 

facilities that use the new individual incident reporting system, with 203 sites using this in 2007 and 288 

in 2008.  In 2007, sites reported 5,823 error incidents (25,860 total repeat error occurrences), a mean of 

29, a median of 18, and 24 errors per 100 beds.  In 2008, sites reported 8,979 error incidents (41,715 total 

repeat error occurrences), a mean of 31, a median of 19, and 26 errors per 100 beds.  The gradual increase in 

reporting rates is most likely due to an improved patient safety culture and support of reporting, rather than 

an increase in any actual error rate. 

MEQI FY2009
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MEQI FY2009
Patient Characteristics*      Link to Patient Characteristics Table

NC nursing home patients affected by medication errors are mostly 80 years of age or older (7,328 error 

incidents, 50.9%).  32.1% of errors were for residents 65-79 years old and 15.7 % for residents 64 years 

old or younger.  In the 2009 data the age of patient did not seem related to the seriousness of the error.  

Regarding gender, 67.4 % were female and 31.3 % were male, which is similar to the gender distribution 

of the national nursing home population of 71.2% female and 28.8% male (National Nursing Home Study 

2004).  

Nursing home staff members recording the errors are asked to identify whether the patient is able or unable 

to direct their own care.  32.7 % of residents are identified as those able to direct their own care and 67.4% 

were unable to direct their own care.

Whether the error occurred while the patient was transitioning into the nursing home from their home or 

another facility was also recorded, and such a transition is noted in 1 out of 10 errors (10.8% of all error 

incidents).  A total of 1,560 errors occurred in transition, 59 from home (0.4%), 1,441 from hospital (10%) 

and 60 from another facility (0.4%).  Errors in transition are slightly more likely to end with more serious 

patient outcomes.  While 7.7% of non-transition medication error incidents were serious, over 11% of errors 

in transition were serious. 

Type of Error       Link to Type of Error Table

Nearly half of all errors, 7,052 (49%) are dose omission errors.  This has continued to be by far the most 

common error reported in the nursing home setting in NC.  The second most common type of error 

with 1,426 errors (9.9%) is overdose errors.  Other error types that have a significant number of errors 

include wrong documentation (809, 5.6%), wrong strength (775, 5.4%), wrong product (590, 4.1%), under 

dose (592, 4.1%), wrong time (481, 3.3%) and wrong patient (458, 3.2%).  

There are five types of errors that are more than twice as likely to have serious outcomes (average 8% 

serious):

 38.0% of wrong patient errors were serious
 21.4 % of wrong product errors were serious
 20.6 % of lab work errors were serious
 16.5% of wrong technique errors were serious
 16.1 % of overdose errors were serious

These five types of errors have consistently been related to more serious results over the last few years.  

Nursing homes should continue focusing efforts in these areas – especially if their reports 
show a high number or increase in these specific types of errors.

→
→
→
→
→
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Medications        Link to Medications Involved in Error Table

The most common medications involved in errors—the medication actually given to patient, or not given 

in case of dose omission—continue to be similar to those in prior years.  Insulin (705) is the most common 

medication involved in errors, followed by warfarin (684), lorazepam (509), hydrocodone combinations (434), 

and oxycodone combinations (423).  Many of the common medications are also consistently included on lists 

of dangerous medications and on lists of medications that are cautioned for use in the elderly.  

The Medications Table includes the 30 most common types of medications involved in error incidents in NC.  

These 30 medications account for nearly one-half (46.7%) of all error incidents.  Within this list there are four 

medications that are more than twice as likely to have serious outcomes (average 8% serious):

 23.2 % of warfarin (Coumadin) errors were serious
 18.2 % of insulin (all types of insulin) errors were serious
 18.1 % of divalproex (Depakote) errors were serious
 16.0% of clonidine (Catapres) errors were serious

The table of most common medications involved in error does not include some commonly submitted items 

such as acetaminophen, which though common is an ingredient in too many medications to be effectively 

counted.  Also excluded were other nutritional supplements and multiple vitamins, which are a catch-all 

category for nutritional supplements and multi-vitamins not found in the medication database.  Blood stick 

tests where the error was made with the follow-up rather than the drug itself are also excluded. 

An optional question in the incident reporting form asks how many medications the patient takes per day.  

This question has been left optional as it is not necessarily available to the person submitting the incident 

form.  In 41.7 % of error incidents, sites reported the number of daily medications.  Most patients in this 

group receive between 6-10 medications per day (14.4% of incidents, 31 % of those reporting medications) 

or 11-15 medications per day (15.5 % of incidents, 34% of those reporting incidents).

→
→
→
→
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MEQI FY2009
 Patient Outcomes   Link to Patient Outcomes Table

All submitted errors were reviewed by patient outcome and categorized into a minor or serious outcome 

category.  Consistent with prior years’ data, 92% of errors were in the minor outcome categories and 

8% were in the serious outcome categories.  Of the 92% minor errors, 8.5 % were either a situation where 

there was a capacity for error, or the error was stopped before it reached the patient.  The additional 

83.5 % were errors that reached the patient, but caused no harm.  Of the 8% serious outcome errors, 

nearly all were errors that required monitoring and/or intervention to preclude harm, but no temporary 

or permanent harm was done to the patient.  While these errors are classified by national standards as 

no harm events, we consider them harmful to the nursing home because they require additional nursing 

home resources to prevent harm, and may indirectly affect the quailty of patient care Only 114 errors 

(less than 1%) were errors which lead to temporary or permanent patient harm.  This was the first year 

we had more than one error reported in the two most serious categories; 2 medication errors were 

reported that led to permanent patient harm and 2 patient deaths were reported.  Though this could 

be indicative of more serious errors occurring in the population it could also be related to a greater 

awareness of medication errors, and trust in the confidentiality of reporting—the reflection of a “reporting 

culture” or a marker of a “patient safety culture”—rather than an actual increase in serious errors.

Patient Outcome Definition

Minor Error Outcome

1 Capacity to cause error; no patient involved

2Error occurred; but did not reach the patient

3 Error occurred and reached the patient, but did not cause harm (dose 
omission with no effects should be included here)

Serious Error Outcome

4 Error occurred and reached the patient and required monitoring and/or 
intervention to preclude harm

5 Error occurred and reached the patient and resulted in temporary patient 
harm

6 Error occurred and reached the patient and resulted in temporary harm, 
requiring a trip to the Emergency Room

7 Error occurred and reached the patient and contributed to permanent 
patient harm

8 Error occurred and reached the patient and resulted in intervention 
necessary to sustain human life

9 Error occurred and reached the patient and contributed to the patient’s 
dealth
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MEQI FY2009
Effects            Link to effects table

Nursing homes are also asked to report the effect of the error on the patient.  89.3% of errors had no 

injury or effect, which is consistent with the 92% of errors in the minor (no injury to patient) categories.  

Most of the errors reported in the more serious categories did list at least one effect.  The most common 

reported effect, with 782 errors, is an inadequate effect of medication.  Other effects that are commonly 

reported are change in blood pressure (68 errors), change in blood sugar (85 errors), excessive side effects 

(58 errors) and somnolence (58 errors).  

  
Causes            Link to Cause of Error Table

The most commonly reported cause of error is basic human error, with 56.9 % of errors reporting this as a 

cause.  Other common causes include transcription error (3,178 reports, 17%), distractions on floor (884 

reports, 4.7%), poor communication (741 reports, 4%), following policies of nursing home led to error (620 

reports, 3.3%) and medication unavailable (499 errors, 2.7%).  

There are eight causes of errors that are more than twice as likely to have serious outcomes, some of these 

though are indicated in only a few errors:

66.7% (only 3 errors) of pharmacy delivered to wrong facility errors were serious
21.6 % (111 errors) of shift change errors were serious
20.0 % (30 errors) of exhaustion errors were serious
20.4 % (152 errors) of improper training errors were serious
18.2% (641 errors ) of poor communication errors were serious
16.7 % (48 errors) of emergency on floor errors were serious
16.7% (24 errors) of abbreviation errors were serious
16.3% (104 errors ) of package design errors were serious

→
→
→
→
→
→
→
→
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MEQI FY2009
Phase     Link to Phase of Error Occurrence Table and Chart

Nursing homes also report in which of five different process phases the medication error occurred.  Most 

errors reported are those that occur within the nursing home itself, with 52.6% in administration, 

33.4% in documentation and 3.4 % in monitoring.  Only 10.7 % of the errors are in the prescribing (1.6%) 

and dispensing (9.1%) phases. These are the errors that were not caught at the MD or pharmacy level and 

made it through to the nursing home before being identified.  Though errors in monitoring and prescribing 

appear to be slightly more serious than those in other phases, the small numbers in these two phases might 

be affecting these results.

Shift      Link to Shift of Error Occurrence Table and Charts

Each error is also attached to the shift in which the error occurred, or if unknown, the shift where it was 

identified.  About half (50.5%) of all errors occur during the day shift (7am to 3pm).  Another 39.2% occur 

during the evening shift (3pm to 11pm).  A smaller number of errors (10.3%) occur in the night shift (11pm 

to 7am).  These numbers are reflective of when medications are distributed to the patients.  Early reports 

about shift from prior years showed a higher level of serious patient outcomes on the evening and night 

shifts, but this is no longer the case in current data.  It cannot be determined whether the prior years’ result 

was a temporary artifact due to a smaller number of homes reporting, or a true result that was corrected by 

continuous education in this area.  For FY2009 there was little variation in serious outcomes among shifts. 

Nursing homes should review their individual home shift charts (in MEQI graphic reporting feature) to see if 

serious outcome errors are more likely to occur in a specific shift. 

Personnel         Link to Personnel table and Chart

Nurses, both RN and LPN, are the primary medical personnel within a nursing home and are therefore 

responsible for the delivery of most medication.  Given this it is not surprising that LPNs are the primary 

personnel responsible for 67.5% of the medication error incidents and RNs for 22.8 %.  If you include medication 

aides, who are responsible for 4.1% of errors, this accounts for 94.4 % of errors.  Use of medication aides, a 

new type of personnel added in 2006, is increasing, but they are still only represented in 150 (37%) nursing 

homes and often in small numbers.  Pharmacists or pharmacy staff account for another 3.7% of errors.  

In 337 errors (2.3%) the primary personnel involved in the error was listed as a temporary, contract, or 

agency staff.  These errors appear to be slightly more serious than those of regular personnel, with 14.8% 

serious outcomes for temporary personnel compared to only 8.1% for regular personnel.
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MEQI Year Highlights

FY2009 was a year of transition and change for the MEQI project.  The transition to a single reporting 

system was completed, and we now collect a detailed set of information on each medication error for all 

nursing homes.  In addition we have made two significant changes to the MEQI system that will both improve 

data collection and provide more information back to the nursing home on their own error information:

MEQI Version 3.0 Implemented in December 2009
In December 2009 a new version of MEQI was implemented for all nursing homes.  This version has 

changes to improve data collection including improved definitions, changes in some response choices, 

added response options, more guided data entry by limiting incorrect combinations of responses, and a re-

ordered form for smoother data entry. 

Graphic Reports Feature Pilot 
In 2009 the Sheps Center developed a new graphic 

reporting feature to provide immediate access to a set 

of graphs and tables on all data submitted by a nursing 

home.  These reports can be printed or viewed online 

and are designed to provide information to the sites 

about which errors are most common or most serious.  

A pilot was developed to test the reports at 15 nursing 

homes sites prior to implementation statewide.  

Data were collected from these pilot sites using key 

informant interviews.

The graphic reports are available online from the main menu page of the MEQI reporting system.  Sites must 

use their system user ID and password to enter and print reports.  Once they click to access the reports they 

see a list of eight available reports with a choice of time periods.   Reports are currently available on a yearly 

or quarterly basis.  

The graphic reports pilot was very successful, with most pilot sites actively using their reports and responding 

positively to the feature.  The graphic reporting feature will be a useful addition to the MEQI system. The 

reporting feature can be easily used by a large number of the reporting nursing homes with currently 

available technology.  There is a clear benefit to nursing homes that are diligent in entering errors, and then 

choose to use the reports to understand their error patterns and characteristics.  However, the reports are 

of more limited use for smaller sites or those reporting a smaller number of errors.  In February 2010 we 

implemented this feature statewide.

List of Graphic Reports
•Number of Errors by Type of Error
•Medication Phase Where Errors First Occurred 
•Personnel Involved in Errors
•Work Shift Where Errors Occurred
•Work Shift Where Serious Errors Occurred
•Medications Involved in Errors
•Medications Involved in Serious error
•List of Serious Errors
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MEQI FY2009  
Nursing Home suggestions for 2010

Print and use the graphic reports available from the MEQI System– take these reports 
to your quality improvement meetings and share them with your administration and 
pharmacy staff.

Review the medication errors at your facility which have serious patient outcomes and 
target staff education for the most common serious events.

Continue to review the medications reports to identify which medications are most 
often involved in errors at your facility.  Provide additional training on these medications, 
seeking help from your pharmacist consultant if appropriate. 

List of Attached Tables and Charts* 
2007-2009 Summary Data 
Patient Characteristics FY2009
Type of Error FY2009
Medications Involved in Error FY2009
Patient Outcomes FY2009
Effects of Error FY2009
Cause of Error FY2009
Phase of Error Occurrence FY2009
Phase of Error Occurrence Chart FY2009
Shift of Error Occurrence FY2009
Errors by Work Shift Chart FY2009
Errors by Work Shift (minor and serious) Chart FY2009
Personnel FY 2009
Number of Errors for Each Personnel Category chart FY2009

* Notes on Tables and Charts
On Data Summary chart - note in 2007 and 2008 use of the newer individual incident system was optional so 

fewer sites are included in the data.  2009 was the first year all sites used the new system. 
On Patient Characteristics chart - errors in category one (circumstances) do not include patient information as 

no patient was involved. 
See the Patient Outcome section in the narrative for a definition of Minor and Serious Outcomes.  Some national 

studies choose not to use patient outcome 4 as a serious error.  We have intentionally included these errors as we 
feel that any error with an effect that requires monitoring and/or intervention to preclude harm should be looked 
upon as a serious error.

Serious Outcomes are highlighted in red within the chart if they are over 16% of errors within that category.  This 
is about double the average number of serious errors (8%). 

Please note that each section has an available link to the associated table.  Bookmarks on the left hand side of 
the PDF can also be used to navigate within the document. 

→

→

→

→
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MEQ I R eports
Summ ary  D ata

FY  2009

MEQ I R eports
Summ ary  D ata

FY  2009

F isca l Y ear

2009 200 8 2 00 7

N um ber  o f n u rs in g  h om es 3 9 5 2 8 8 2 0 3

T o ta l n um ber  o f e rro r  in c id en ts 1 4 ,3 9 5 8 ,9 7 9 5 ,8 2 3

T o ta l e rro rs  in c lu d es  rep ea ts 5 9 ,5 5 8 4 1 ,7 1 5 2 5 ,8 6 0

M ean  error  in c id en ts 3 6 3 1 2 9

M ed ian  erro r  in c id en ts 2 2 1 9 1 8

In c id en ts  p er  1 00  b ed s 3 1 2 6 2 4

Administrator
Text Box
Link to return to narrative



MEQ I R eports
Patien t Characteris tics

FY  2009

MEQ I R eports
Patien t Characteris tics

FY  2009

A ll E rro rs

Min or Se riou s

N %  o f N

R epea ts

N %  o f N % %

1 4 ,3 9 5 1 0 0 .0 5 9 ,5 5 8 1 0 0 .0 9 1 .9 8 .1A ll  E rro rs

A ge  G roup

6 4  yrs  o r you n g e r 2 ,2 5 6 1 5 .7 7 ,5 3 8 1 2 .7 9 1 .9 8 .1

6 5 -7 9  ye a rs 4 ,6 1 7 3 2 .1 1 8 ,2 1 1 3 0 .6 9 1 .7 8 .3

8 0  ye a rs  o r o lde r 7 ,3 2 8 5 0 .9 3 2 ,3 4 3 5 4 .3 9 1 .8 8 .2

n ot a pp lic a b le 1 9 4 1 .3 1 ,4 6 6 2 .5 1 0 0 .0 0

G end er

Fema le 9 ,6 9 7 6 7 .4 3 9 ,7 3 4 6 6 .7 9 1 .8 8 .2

Ma le 4 ,5 0 4 3 1 .3 1 8 ,3 5 8 3 0 .8 9 1 .7 8 .3

N A 1 9 4 1 .3 1 ,4 6 6 2 .5 1 0 0 .0 0

C ogn itiv e  A b ility

N A 1 9 4 1 .3 1 ,4 6 6 2 .5 1 0 0 .0 0

Pa tien t a b le  to  d ire c t ow n  c a re 4 ,7 0 3 3 2 .7 1 6 ,1 9 1 2 7 .2 9 1 .4 8 .6

Pa tien t u n ab le  to  d ire c t ow n  c a re 9 ,0 8 4 6 3 .1 4 0 ,3 1 6 6 7 .7 9 1 .9 8 .1

U n k n ow n 4 1 4 2 .9 1 ,5 8 5 2 .7 9 2 .8 7 .2

N um ber  o f M ed s  D a ily

0 1  - 0 5  meds 2 6 6 1 .8 1 ,4 8 1 2 .5 9 5 .1 4 .9

0 6  - 1 0  meds 2 ,0 8 0 1 4 .4 9 ,2 0 7 1 5 .5 9 2 .2 7 .8

1 1  - 1 5  meds 2 ,2 4 3 1 5 .6 1 0 ,5 7 6 1 7 .8 9 1 .5 8 .5

1 6  - 2 0  meds 1 ,0 2 4 7 .1 4 ,5 0 2 7 .6 9 1 .8 8 .2

2 0  o r more  meds 3 8 6 2 .7 1 ,9 6 3 3 .3 9 1 .2 8 .8

N ot reported 8 ,3 9 6 5 8 .3 3 1 ,8 2 9 5 3 .4 9 1 .9 8 .1

P a tien t T ran s ition

From H ome 5 9 0 .4 3 2 2 0 .5 8 8 .1 1 1 .9

From H osp ita l 1 ,4 4 1 1 0 .0 8 ,6 1 7 1 4 .5 8 8 .5 1 1 .5

F rom O th e r fa c ility 6 0 0 .4 2 4 2 0 .4 8 8 .3 1 1 .7

N ot T ran s ition in g 1 2 ,8 3 5 8 9 .2 5 0 ,3 7 7 8 4 .6 9 2 .3 7 .7

Administrator
Text Box
Link to return to narrative



MEQ I R eports
Type o f E rro r
FY  2009

MEQ I R eports
Type o f E rro r
FY  2009

A ll E rro rs

Min or Se riou s

N %  o f N

R epea ts

N %  o f N % %

1 4 ,3 9 5 1 0 0 .0 5 9 ,5 5 8 1 0 0 .0 9 1 .9 8 .1A ll  E rro rs

T yp e  o f e rro r

Dose  Omiss ion 7 ,0 5 2 4 9 .0 2 3 ,4 9 9 3 9 .5 9 5 .9 4 .1

E x p ired  o rde r 2 9 3 2 .0 2 ,0 5 6 3 .5 9 2 .2 7 .8

E x p ired  p rodu c t 5 2 0 .4 8 4 2 1 .4 9 8 .1 1 .9

L a b w ork  e rro r 9 7 0 .7 2 3 2 0 .4 7 9 .4 20 .6

Mon ito rin g  e rro r 3 7 1 2 .6 9 8 3 1 .7 9 2 .2 7 .8

O th e r 9 1 8 6 .4 3 ,5 8 5 6 .0 9 1 .3 8 .7

O ve rdose 1 ,4 2 6 9 .9 8 ,6 0 2 1 4 .4 8 3 .9 1 6 .1

U n de rdose 5 9 2 4 .1 3 ,4 6 9 5 .8 9 3 .4 6 .6

W ron g  documen ta tion 8 0 9 5 .6 4 ,1 7 0 7 .0 9 4 .7 5 .3

W ron g  du ra tion 2 8 7 2 .0 2 ,3 9 0 4 .0 9 3 .4 6 .6

W ron g  fo rm 6 0 0 .4 3 1 2 0 .5 8 6 .7 1 3 .3

W ron g  pa tien t 4 5 8 3 .2 8 3 3 1 .4 6 2 .0 3 8 .0

W ron g  p rodu c t 5 9 0 4 .1 2 ,3 4 3 3 .9 8 7 .3 1 2 .7

W ron g  ra te  o f a dmin is tra tion 2 8 0 .2 1 0 4 0 .2 7 8 .6 2 1 .4

W ron g  rou te 2 7 0 .2 4 8 0 .1 8 8 .9 1 1 .1

W ron g  s tren g th 7 7 5 5 .4 4 ,1 2 5 6 .9 8 9 .3 1 0 .7

W ron g  te ch n iq u e 7 9 0 .5 3 9 1 0 .7 8 3 .5 1 6 .5

W ron g  time 4 8 1 3 .3 1 ,5 7 4 2 .6 9 3 .8 6 .2

Administrator
Text Box
Link to return to narrative



MEQ I R eports  - M ed ication  Invo lved  in  E rro r  FY2009MEQ I R eports  - M ed ication  Invo lved  in  E rro r  FY2009

A ll E rro rs

Min or Se riou s

N %  o f N

R epea ts

N %  o f N % %

1 4 ,3 9 5 1 0 0 .0 5 9 ,5 5 8 1 0 0 .0 9 1 .9 8 .1A ll  E rro rs

oth e r 7 ,6 7 8 5 3 .3 3 6 ,2 3 0 6 0 .8 9 3 .9 6 .1

In su lin 7 0 5 4 .9 2 ,2 4 2 3 .8 8 1 .8 1 8 .2

W a rfa rin 6 8 4 4 .8 2 ,0 2 0 3 .4 7 6 .8 2 3 .2

L ora z epam 5 0 9 3 .5 1 ,2 9 4 2 .2 9 3 .9 6 .1

H ydrocodon e 4 3 4 3 .0 1 ,0 7 6 1 .8 9 4 .9 5 .1

O x ycodon e 4 2 3 2 .9 9 2 4 1 .6 9 1 .0 9 .0

Fu rosemide 2 9 8 2 .1 1 ,2 6 2 2 .1 8 6 .6 1 3 .4

Fen tan yl 2 7 5 1 .9 3 6 4 0 .6 9 1 .3 8 .7

Me topro lo l 2 5 6 1 .8 1 ,3 0 5 2 .2 9 1 .4 8 .6

A lp ra z o lam 2 2 1 1 .5 5 2 6 0 .9 9 5 .9 4 .1

Omepra z o le 2 2 0 1 .5 1 ,2 0 9 2 .0 9 8 .6 1 .4

Pota s s ium ch lo ride 2 1 6 1 .5 1 ,0 0 3 1 .7 8 6 .6 1 3 .4

L evoth yrox in e 2 0 7 1 .4 9 1 2 1 .5 9 3 .7 6 .3

Z o lp idem 2 0 4 1 .4 5 0 9 0 .9 9 3 .1 6 .9

C lon a z epam 1 9 3 1 .3 5 4 8 0 .9 9 2 .7 7 .3

D ocu sa te 1 6 9 1 .2 9 6 9 1 .6 9 7 .6 2 .4

Morph in e 1 6 8 1 .2 3 8 9 0 .7 8 6 .3 1 3 .7

A sp irin 1 6 3 1 .1 9 4 8 1 .6 9 6 .3 3 .7

Q u e tiap in e 1 2 2 0 .8 6 1 1 1 .0 9 4 .3 5 .7

Po lye th ylen e  g lyco l 1 1 6 0 .8 6 7 4 1 .1 9 9 .1 0 .9

L evoflox a c in 1 1 4 0 .8 2 6 3 0 .4 9 2 .1 7 .9

L is in opril 1 1 2 0 .8 5 1 0 0 .9 8 8 .4 1 1 .6

Pre g ab a lin 1 1 1 0 .8 3 2 2 0 .5 9 2 .8 7 .2

G ab apen tin 1 1 0 0 .8 4 0 0 0 .7 9 6 .4 3 .6

D ig ox in 1 0 4 0 .7 4 2 2 0 .7 7 9 .8 20 .2

D on epe z il 1 0 4 0 .7 5 5 5 0 .9 9 6 .2 3 .8

En ox apa rin 9 7 0 .7 3 5 6 0 .6 8 7 .6 1 2 .4

Meman tin e 9 7 0 .7 5 4 0 0 .9 9 5 .9 4 .1

E rg oca lc ife ro l 9 7 0 .7 3 3 4 0 .6 9 9 .0 1 .0

C lon id in e 9 4 0 .7 3 1 4 0 .5 8 4 .0 1 6 .0

D iva lp roe x 9 4 0 .7 5 2 7 0 .9 8 1 .9 1 8 .1

Administrator
Text Box
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MEQ I R eports
Patien t Ou tcom es

FY  2009

MEQ I R eports
Patien t Ou tcom es

FY  2009

A ll E rro rs

N %  o f N

R epea ts

N %  o f N

1 4 ,3 9 5 1 0 0 .0 5 9 ,5 5 8 1 0 0 .0A ll  E rro rs

P a tien t ou tcom e

1 = C apac ity to  c au se  e rro r 1 9 5 1 .4 1 ,4 6 7 2 .5

2 = D id  n o t re a ch  pa tien t 1 ,0 2 9 7 .1 2 ,7 1 3 4 .6

3 = D id  n o t c au se  an y h a rm 1 2 ,0 0 4 8 3 .4 5 0 ,3 5 9 8 4 .6

4 = R eq u ired  mon ito rin g /in te rven tion 1 ,0 5 3 7 .3 4 ,2 1 7 7 .1

5 = T empora ry h a rm to  pa tien t 7 5 0 .5 6 7 2 1 .1

6 = T empora ry h a rm w ith  trip  to  ER 3 4 0 .2 1 0 1 0 .2

7 = Pe rman en t pa tien t h a rm 1 0 .0 2 4 0 .0

8 = In te rven tion  n e cessa ry to  su s ta in  life 2 0 .0 2 0 .0

9 = Pa tien t de a th 2 0 .0 3 0 .0
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MEQ I R eports
E ffects  o f E rro r

FY  2009

MEQ I R eports
E ffects  o f E rro r

FY  2009

A ll E rro rs

Min or Se riou s

N %  o f N

R epea ts

N %  o f N % %

1 4 ,5 0 0 1 0 0 .0 6 0 ,2 0 6 1 0 0 .0 9 1 .4 8 .6A ll  E rro rs

E ffec ts  O b serv ed

A lle rg ic  re a c tion 1 3 0 .1 1 6 0 .0 3 0 .8 6 9 .2

A spira tion 1 0 .0 1 0 .0 0 1 0 0 .0

Ch an g e  in  b lood  p re s su re 6 8 0 .5 3 1 0 0 .5 1 6 .2 8 3 .8

Ch an g e  in  b lood  su g a r 8 5 0 .6 4 2 3 0 .7 4 5 .9 5 4 .1

Cog n itive  ch an g e 2 8 0 .2 2 6 5 0 .4 2 8 .6 7 1 .4

Con s tipa tion /D ia rrh e a 2 3 0 .2 3 1 9 0 .5 7 8 .3 2 1 .7

Dea th 1 0 .0 1 0 .0 0 1 0 0 .0

Edema 1 9 0 .1 1 3 2 0 .2 5 7 .9 4 2 .1

Ex cess ive  s ide  e ffe c ts 5 8 0 .4 2 9 9 0 .5 3 6 .2 6 3 .8

Fa ll 1 7 0 .1 1 5 5 0 .3 1 7 .6 8 2 .4

G I b le ed 4 0 .0 6 3 0 .1 0 1 0 0 .0

H eadach e 2 0 .0 2 0 .0 5 0 .0 5 0 .0

H ea rin g  D is tu rb an ce 2 0 .0 8 0 .0 5 0 .0 5 0 .0

In adeq u a te  e ffe c t 7 8 2 5 .4 4 ,0 7 4 6 .8 8 3 .0 1 7 .0

N au sea /V omitin g 1 8 0 .1 1 0 4 0 .2 3 3 .3 6 6 .7

O th e r e ffe c t 3 6 5 2 .5 1 ,7 0 9 2 .8 5 7 .8 4 2 .2

Resp ira to ry d is tre s s 1 2 0 .1 7 5 0 .1 1 6 .7 8 3 .3

Somnolen ce 5 8 0 .4 2 3 4 0 .4 4 1 .4 5 8 .6

V isu a l d is tu rb an ce 1 0 .0 7 0 .0 0 1 0 0 .0

n o  in ju ry o r e ffe c t 1 2 ,9 4 3 8 9 .3 5 2 ,0 0 9 8 6 .4 9 4 .6 5 .4
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MEQ I R eports
Cause  o f E rro r

FY  2009

MEQ I R eports
Cause  o f E rro r

FY  2009

A ll E rro rs

Min or Se riou s

N %  o f N

R epea ts

N %  o f N % %

1 8 ,7 4 8 1 0 0 .0 8 5 ,7 6 8 1 0 0 .0 9 0 .6 9 .4A ll  E rro rs

C au se

A b b revia tion s 2 4 0 .1 1 4 9 0 .2 8 3 .3 1 6 .7

B as ic  h uman  e rro r 1 0 ,6 6 5 5 6 .9 3 7 ,6 7 0 4 3 .9 9 2 .4 7 .6

D is tra c tion s  on  floor 8 8 4 4 .7 3 ,1 7 5 3 .7 8 6 .5 1 3 .5

Eme rg en cy on  floor 4 8 0 .3 7 0 0 .1 8 3 .3 1 6 .7

E x h au s tion 3 0 0 .2 5 7 0 .1 8 0 .0 20 .0

Fo llow in g  po lic ie s 6 2 0 3 .3 3 ,0 9 9 3 .6 8 5 .3 1 4 .7

H an dw ritin g 7 2 0 .4 5 8 8 0 .7 9 3 .1 6 .9

Imprope r tra in in g 1 5 2 0 .8 6 5 7 0 .8 7 9 .6 20 .4

In adeq u a te  in fo 1 7 0 0 .9 9 4 7 1 .1 8 7 .6 1 2 .4

Med  u n ava ila b le 4 9 9 2 .7 1 ,5 2 4 1 .8 9 5 .6 4 .4

N ame  con fu s ion 1 9 1 1 .0 8 1 2 0 .9 8 8 .0 1 2 .0

O th e r c au se 6 5 1 3 .5 2 ,5 6 0 3 .0 8 5 .6 1 4 .4

Pac k ag e  de s ig n 1 0 4 0 .6 1 4 8 0 .2 8 3 .7 1 6 .3

Ph a rm de live rd  to  w ron g  fa c ility 3 0 .0 2 9 0 .0 3 3 .3 6 6 .7

Ph a rm de live rd  w ron g  med 1 1 5 0 .6 9 4 2 1 .1 8 5 .2 1 4 .8

Ph a rmacy c los ed 1 5 0 .1 5 1 0 .1 8 6 .7 1 3 .3

Ph a rmacy d ispen s in g 2 8 5 1 .5 1 ,9 0 9 2 .2 8 9 .1 1 0 .9

Poor C ommun ic a tion 7 4 1 4 .0 3 ,6 2 8 4 .2 8 1 .8 1 8 .2

Produ c t la b e l 8 3 0 .4 5 2 2 0 .6 8 6 .7 1 3 .3

Sh ift c h an g e 1 1 1 0 .6 2 6 4 0 .3 7 8 .4 2 1 .6

T oo  mu ch  w ork load /ove rtime 9 7 0 .5 3 3 7 0 .4 9 3 .8 6 .2

T ran sc rip tion  e rro r 3 ,1 7 8 1 7 .0 2 6 ,5 6 4 3 1 .0 9 1 .2 8 .8

W ork in g  con d ition s 1 0 0 .1 6 6 0 .1 9 0 .0 1 0 .0
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MEQ I R eports
Phase  o f E rro r O ccurrence

FY  2009

MEQ I R eports
Phase  o f E rro r O ccurrence

FY  2009

A ll E rro rs

Min or Se riou s

N %  o f N

R epea ts

N %  o f N % %

1 4 ,3 9 5 1 0 0 .0 5 9 ,5 5 8 1 0 0 .0 9 1 .9 8 .1A ll  E rro rs

Phase

A dmin is te rin g 7 ,5 6 9 5 2 .6 1 9 ,4 8 1 3 2 .7 9 1 .1 8 .9

D ispen s in g 1 ,3 0 5 9 .1 4 ,9 2 8 8 .3 9 1 .0 9 .0

D ocumen tin g 4 ,8 0 7 3 3 .4 3 1 ,8 8 8 5 3 .5 9 3 .8 6 .2

Mon ito rin g 4 8 4 3 .4 1 ,3 7 4 2 .3 8 9 .5 1 0 .5

Pre s c rib in g 2 3 0 1 .6 1 ,8 8 7 3 .2 8 7 .8 1 2 .2
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M EQ I R e p o r ts
P h a s e  o f E rro r  O c c u rre n c e

F Y  2 0 0 9
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MEQ I R eports
Sh ift o f E rro r O ccurrence

FY  2009

MEQ I R eports
Sh ift o f E rro r O ccurrence

FY  2009

A ll E rro rs

Min or Se riou s

N %  o f N

R epea ts

N %  o f N % %

1 4 ,3 9 5 1 0 0 .0 5 9 ,5 5 8 1 0 0 .0 9 1 .9 8 .1A ll  E rro rs

Sh ift

1 1 pm to  7 am 1 ,4 8 4 1 0 .3 3 ,6 3 9 6 .1 9 2 .5 7 .5

3 pm to  1 1 pm 5 ,6 4 1 3 9 .2 1 9 ,6 5 6 3 3 .0 9 1 .6 8 .4

7 am to  3 pm 7 ,2 7 0 5 0 .5 3 6 ,2 6 3 6 0 .9 9 2 .0 8 .0
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M EQ I R e p o r ts
E rro rs  b y  W o rk  S h if t
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M EQ I R e p o r ts
E rro rs  b y  W o rk  S h if t  (m in o r  a n d  s e r io u s )

F Y  2 0 0 9
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91 . 9 7%

584

8 . 0 3%

5169

91 . 6 3%

472

8 . 3 7%

1373

92 . 5 2%

111

7 . 4 8%

P e rc e nt

0

10

20

30

40

50

60

70

80

90

100

S hi f t w he re  e r ro r  o c c ur re d7 am  to  3 pm 3pm  to  1 1pm 11pm  to  7 am

M ino r S e r io us M ino r S e r io us M ino r S e r io us

Administrator
Text Box
Link to return to narrative



MEQ I R eports
Personnel
FY  2009

MEQ I R eports
Personnel
FY  2009

A ll E rro rs

Min or Se riou s

N %  o f N

R epea ts

N %  o f N % %

1 4 ,3 9 5 1 0 0 .0 5 9 ,5 5 8 1 0 0 .0 9 1 .9 8 .1A ll  E rro rs

P r im ary  P ersonn e l

L PN 9 ,7 2 3 6 7 .5 4 0 ,0 9 0 6 7 .3 9 2 .4 7 .6

Medic a tion  A ide 5 8 5 4 .1 1 ,3 4 1 2 .3 9 1 .8 8 .2

N u rs e  Pra c tition e r 1 3 0 .1 7 9 0 .1 9 2 .3 7 .7

Pa tien t o r C a re g ive r 1 1 0 .1 2 0 0 .0 9 0 .9 9 .1

Ph a rmac is t/Ph a rm T ech 5 3 7 3 .7 2 ,7 7 6 4 .7 9 6 .1 3 .9

Ph ys ic ian 6 1 0 .4 5 8 7 1 .0 9 6 .7 3 .3

Ph ys ic ian  A ss is tan t 2 0 .0 2 0 .0 1 0 0 .0 0

RN 3 ,2 7 6 2 2 .8 1 1 ,9 8 7 2 0 .1 8 9 .6 1 0 .4

S tu den t o r T ra in e e 2 9 0 .2 2 9 0 .0 8 6 .2 1 3 .8

Su pport Pe rson n e l 1 5 8 1 .1 2 ,6 4 7 4 .4 9 6 .2 3 .8

T em p /C on trac t

N o 1 3 ,6 5 7 9 4 .9 5 6 ,4 3 1 9 4 .7 9 2 .0 8 .0

U n k n ow n 4 0 1 2 .8 1 ,9 5 1 3 .3 9 3 .8 6 .2

Yes 3 3 7 2 .3 1 ,1 7 6 2 .0 8 5 .2 1 4 .8
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M EQ I R e p o r ts
N um b e r o f E rro rs  fo r  E a c h  P e rs o n n e l C a te g o ry
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