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California
Medication Error Reduction Plan Program 

Hospitals must adopt a plan to 
eliminate or substantially 
reduce medication-related 
errors –

Hospital plans must be submitted 
to Department of Public Health 
by January 1, 2002 – for review 
and approval.

Health and Safety Code 1339.63

https://codes.findlaw.com/ca/health-and-safety-code/hsc-sect-1339-63/



Medication-Related Error

Any preventable medication-related event 
that adversely affects a patient in a facility 
that is related to professional practice, or 
health care products, procedures, and 
systems, including, but are not limited to….



Medication-Related Error 

1. Prescribing
2. Prescription order 

communication
3. Product labeling
4. Packaging and 

nomenclature
5. Compounding
6. Dispensing 
7. Distribution

8. Administration
9. Education
10. Monitoring
11. Use

Health and Safety Code 
1339.63(d)



MERP Elements

1. Evaluate, assess, and include a method to address each 
of the procedures and systems listed under subdivision (d) 
to identify weakness or deficiencies that could contribute to 
errors in the administration of medications. 

2. Annual review to assess the effectiveness of the 
implementation of each of the procedures and systems 
listed under subdivision (d).

3. Modified as warranted when weaknesses or deficiencies 
are noted to achieve the reduction of medication errors



MERP Elements
4. Include a system/process to proactively identify actual or 

potential errors and includes concurrent and retrospective 
review of clinical care.

5. Include multidisciplinary process, to regularly analyze all 
identified actual or potential medication-related and how 
the analysis will be utilized to change current procedures 
and systems to reduce medication-related errors. 

6. Include a process to incorporate external medication-
related error alerts to modify current processes and 
systems as appropriate. 



Implementation 
• Oversight by the California Department of Public 

Health(CDPH) Licensing and Certification (LNC) Program 
under the process of onsite licensing surveys.

• Conducted by the LNC Pharmaceutical Consultant Unit
• Onsite surveys started in 2008 as a separate stand-alone 

survey.
• Later combined into an overall CDPH licensing survey 

addressing compliance with all California hospital law and 
regulations.

 



SALINAS VALLEY HEALTH- MERP 

ABHI MEHTA, PharmD., M.S., MBA.  

MEDICATION SAFETY OFFICER, SVH

MSOS MEETING, MARCH 2025

https://www.linkedin.com/in/abhiruchimehta/
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• CLINIC SYSTEM WITH A STAND ALONE COMMUNITY HOSPITAL

• 263 ACUTE CARE BEDS

• LOCATED IN MONTEREY COUNTY, CALIFORNIA



INTRODUCTION- CA MERP
• 2001 California legislation resulting in 

HSC 1339.63 

• Requires every general acute care 
hospital to adopt a formal plan to 
eliminate or substantially reduce 
medication-related errors. 

• Reviewed annually and updated as 
necessary. 

11 PROCEDURES AND SYSTEMS:
1. Prescribing 

2. Prescription order communications

3.  Product labeling

4. Packaging and nomenclature 

5. Compounding 

6. Dispensing 

7. Distribution 

8. Administration 

9. Education 

10. Monitoring 

11. Use 

SECTION TITLE 12



Resources

SECTION TITLE 13



• WORD  EXCEL FORMAT

• ADDED COLUMNS TO MATCH MERP ASSESSMENT 
QUESTIONS

• UPDATED REPORTING SYSTEM TO CAPTURE CA 
MERP CATEGORY FOR EACH EVENT

• COVER PAGE

• SUMMARY PAGE FOR A QUICK OVERVIEW OF 
INTERVENTIONS

• QUARTERLY ASSESSMENT

• INTRODUCTION

• 11 PROCESSES AND SYSTEMS
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SECTION TITLE 19

"Medication safety is like spinach….
it helps you flex your patient care muscles”

National Spinach Day March 26, 2025



Viktoriya Ingram, PharmD, FISMP
Medication Safety Officer
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1.  MERP overview / goal
SB1875, approved in September 2000, makes it a 
condition of licensure that general acute care hospitals 
implement a formal plan to eliminate or substantially 
reduce medication related errors in the facility.  

3.  MAC Committee
This committee is responsible for executing the MERP.  
MAC maintains multidisciplinary representation from medical staff, frontline nurses and pharmacists, information 
services, diabetes and patient safety programs, laboratory, respiratory therapy, patient relation and risk management, 
department management, and nursing leadership.  
The committee is co-chaired by the medication safety officer and a physician champion with extensive knowledge of 
medication safety improvement.  
The committee analyzes identified actual and potential medication errors and uses these findings to change current 
systems and procedures to reduce medication errors.  
The committee works in collaboration with Nursing Councils and reports to Pharmacy, Nutrition, & 
Therapeutics Committee, Medical Executive Committee, Patient Safety Committee, and Quality Steering Council.

2.  Healthcare system 
Since 1958, Washington Health has been serving the San 
Francisco East Bay Area. Our healthcare system is 
affiliated with UCSF and includes a 415-bed acute care 
hospital, Level II trauma, 24-hour emergency care and 
pharmacy services, Birthing Center, Special Care Nursery, 
Cancer Center, certified stroke & spine surgery programs, 
cardiac and neuro surgery/interventions, Institute for Joint 
Replacement and Research, outpatient surgery and 
rehabilitation services, diabetes management program, 
respiratory care, and medical imaging.

Overview & Background



1. Medication Error Reporting Rates

3. Top Reported Medications 

2. Reported Errors by Severity 

Measuring Medication Safety

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Total Inpatient Days FY 2024 Reporting (per 1000 pt-d) FY 2023 Reporting (per 1000 pt-d)

https://www.nccmerp.org/sites/default/files/indexColor2001-06-
12.pdf 

Top 10 Drugs 
Number of Reports in FY 2024

• Data is captured by electronic reporting system that allows 
categorizing events by severity, process, and type of event. 
Consistency is the key in categorizations. 

• MERP emphasizes that error reporting trends
o are not for benchmarking with other organizations;
o reflect number of voluntary reports, not all errors;
o reflect culture of safety (i.e., staff feel safe to report concerns and 

see reporting as a helpful tool in improvements);
o help identify and address existing system weaknesses
 

• Significant events or events with potentially significant outcome 
trigger a more intense root cause analysis by subcommittee. 

https://www.nccmerp.org/sites/default/files/indexColor2001-06-12.pdf
https://www.nccmerp.org/sites/default/files/indexColor2001-06-12.pdf


 Error Reporting Trends by Medication Process General Structure for Each Process Section
• Title [e.g., Use: X of XX (X%) of cases in FY 2024]
• Assessment & Actions

A. Event(s) summary 
(note if category ≥ E, top 10 drug, new or recurrent, trends)
ACTIONS: …

B. Event(s) summary
ACTIONS: …

• Completed Actions from FY 2024 / Proactive Project
A. ...
B. …

• ISMP/ ECRI/ FDA/ TJC Alert: Summary of alert
o Assessment: …
o ACTIONS: …

• Graphs / References to the Appendix 
o Compare effectiveness with previous years, trends in focus areas

• FY 2025 Plan 
o Additional actions and/or monitoring of actions from prior events.
o New actions based on identified trends. 
o New audits or projects. 

Identify Deficiencies to Reduce Medication Errors
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A breakdown of the 11 processes with details of cases and actions in 
each category are documented in subsequent sections. 
Those sections comprise the main body of the MERP document.

Target areas in each process section: 
- Proactive, concurrent, and retrospective assessments with actions.
- Use of external resources. 
- Use of technology to reduce medication errors. 



Administration 
• Quarterly administration event trends in the last 2 years 
• Administration event trends by event type and drug
• Actions for top administration event types 
• Metrics with trends and actions: 

 Bar code medication administration
 Smart pump pre-population
 Smart pump pre-population failed attempts
 Smart pump DERS use 

• Expanding scanning and/or pump
interoperability to other areas

• Related ECRI/ ISMP alerts

Identify Deficiencies to
Reduce Medication Errors
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Administration by Type



Administration (examples of metrics)

Identify Deficiencies to
Reduce Medication Errors



Use 
• Use of devices, protocols, developed tools, etc.
• Smart pump events (see table)
• Smart pump patient ID usage
• Automated Dispensing Cabinet use (e.g., overrides)
• ECRI Top 10 Health Technology Hazards
• ECRI Top 10 Patient Safety Concerns
• ISMP Best Practices & Guidelines
• TJC standards, ECRI/ FDA recalls
• Extravasation management
• Follow-up on consults (e.g., pump vendor, ISMP)

Prescribing / Order Communication
• Implementation of electronic medication documentation 

for anesthesiologists
• Development of new and revision of existing order 

panels and order sets
• Concurrent pharmacy review of prescribing practices for 

select high-alert medications (e.g., Fentanyl patches)
• Proactive and retrospective assessment and actions for 

holding anticoagulants 

Product Labeling 
• TJC National Patient Safety Goal on labeling 

medications/ solutions on and off the sterile field
• Audits of medication/ solution labeling in OR
• Review of options for improved medication labeling for 

anesthesiologists
• ISMP alerts related to commercial product labels

Identify Deficiencies to
Reduce Medication Errors



Monitoring
• Critical drug level processing time 
• Coordination of drug level draws with dose 

administration (e.g., Vancomycin peak and trough)
• Timely entry of patient weight and height 

on admission 
• Baseline labs for Heparin
• Ensuring existing and newly-purchased gurney/beds’ 

weight scales locked to kilograms
• Regular software upgrades to 

prevent issues with blood glucose 
monitors connectivity

• Hyper- and hypoglycemia monitoring
• Pharmacy dashboard on monitoring medications 

(e.g., antimicrobials, anticoagulants)
• Drug utilization evaluations 

Distribution 
• Medications in unsecured location (reports, audits) 
• Patient’s own medications not returned on discharge
• Medications not transferred with patient
• Controlled substance diversion prevention projects

Identify Deficiencies to
Reduce Medication Errors
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Dispensing
• Medication dispensing events (see graph)
• Events and metrics related to pharmacy activities:

o Order entry per pharmacy protocol
o Medication reconciliation

• ISMP alerts 
• Make sure as many medications as possible are in the 

most ready-to-administer, commercially available forms

Education 
• Patient’s own medication(s) found at bedside or were 

reported as taken
• Patient education metrics:

o Education for oral anticoagulant therapies
o Pre-discharge medication education for patients 

≥ 75 years of age with a risk of readmission 
• Staff education: annual education, new staff orientation 

(hazardous drugs, diabetes management)

Packaging & Nomenclature
• Look-alike / sound-alike (LASA) medication events
• Annual review and update of LASA medication list

Compounding
• Sterile IV preparation barcode scanning
• Explore options for incorporating technology in 

sterile product compounding (e.g., image capturing)

Identify Deficiencies to
Reduce Medication Errors



Targets Met for FY 2024
• Met goals
• Completed projects
• Improvements in target areas
• Positive trends

Emphasize values and approaches
• Support culture of safety and collaboration 

(good catch awards, ‘Thank You’ letters for self-reports, 
involving stakeholders in decision making, and sharing 
completed projects in response to reports)

• Foster spirit of active listening, respect for unique 
perspectives, and celebration of accomplishments

• Incorporate error reports, patient grievances, and data 
• Utilize ISMP’s hierarchy of risk-reduction strategies

Room for Improvement
• Not met goals
• Incomplete projects
• Negative trends
• New medications on top 10 medication list

Set goals and outline significant projects
• Determine new metric goals, as applicable
• Outline areas of focus for targeted actions
• Outline priority actions
• Determine a new proactive risk assessment
• Decide on metrics/ audits for monitoring medication 

safety with initiation of new services/ devices/ etc. 

Evaluate Effectiveness of MERP FY 2024

Strategize MERP FY 2025



Top Medication in Reports Trends Before & After Project Implementation

Appendices (examples)

Proactive Assessment Actions
Action Item Status

completed
completed
completed

pending
ongoing

completed
in progress

pending
ongoing

completed
in progress
completed





Living MERP



Thank You
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Rita K. Jew, PharmD, MBA, BCPPS, FASHP
President
Institute for Safe Medication Practices

ISMP Update 
MSOS Briefing March 2025
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Another Case of Nursing Criminalization



©2025 ISMP    | www.ismp.org     |    38   

Ochsner Children's & ISMP Safe Medication 
Management Fellowship
— One-year program beginning in the 

summer of 2025

— Unparalleled opportunity to learn 
from and work with some of the 
nation’s top experts in medication 
safety, while supporting 
medication safety initiatives and 
error prevention strategies in 
pediatrics

— This fellowship requires working 
on site at Ochsner Health in New 
Orleans, LA, with additional remote 
work with ISMP

https://home.ecri.org/pages/safe-medication-management-fellowships

https://home.ecri.org/pages/safe-medication-management-fellowships
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CA Board of Pharmacy Medication Error Reporting Program
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Membership Website Enhancement
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LIVE ISMP Symposia at State Pharmacy Meetings
Applying Best Practices for Injection Safety: A “How To” Roadmap

— TSHP Seminar 2025
• Thursday, April 3, 2025

• 11:30 am - 1:00 pm

• Irving Convention Center at Las 
Colinas, Irving, TX

— NYSCHP 2025 Annual 
Assembly
• Saturday, April 5, 2025

• 12:30 pm - 2:00 pm

• Saratoga Springs Hilton and City 
Center, Saratoga Springs, NY
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Upcoming Educational Programs
https://home.ecri.org/products/medication-safety-intensive-workshop

— Medication Safety Intensive Workshops (Virtual)
• May 8 & 9

• August 14 & 15 

• October 16 & 17

• December 4 & 5

— Medication Safety Intensive Workshops for Community & Specialty 
Pharmacies
• Apr 25 & May 2

• Sep 26 & Oct 3

https://home.ecri.org/products/medication-safety-intensive-workshop


Questions?
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• A copy of today’s slides will be posted on our website.
• Next MSOS Briefing date –  May 22nd, 2025.
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