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Medication errors are among the top concerns for patient safety across SingHealth Institutions. With the formation of the SingHealth Medication Safety Our medication-safety champions
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This initiative is to develop an easy-to-use system for data collection and classification that will provide the data required for proactive identification of —
key risk points along the medication use continuum so that targeted efforts could be undertaken to address the key risks.
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of a centralized database for collation, analysis and monitoring of medication errors

SingHealth RMO conducted a survey in April 2011 to find out what data both at the institution and cluster levels.

individual institutions do to collect data on medication errors. The
results of the survey were mapped to the NCC MERP index as shown
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- Institutions are now able to identify emerging medication error risks and work on
appropriate strategies for enhancing existing controls and/or to put in place new
Fig. 2a Scale adapted from 2001 NCC MERP Index for measures to assure patlent safety.
Categorizing Medication Errors
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