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NCC MERP INDEX 
Overview

Adverse events are incidents, misadventures, injuries or other adverse outcomes directly associated with care provided within a medical/dental treatment facility.  Adverse events may result from commission (i.e. administering the incorrect local anesthetic for the patient’s medical status) or omission (i.e. not obtaining a radiograph during the course of difficult post-operative healing and missing a severe osteomyelitis infection).  

After an adverse event occurs, further review of the event and associated outcomes is determined by the NCC MERP Index process.  NCC MERP Index stands for National Coordinating Council for Medication Error Reporting and Prevention Index.  It was originally developed in 1995 through concerted collaboration of several concerned professional groups and/or associations including the U.S. Pharmacopeia (USP). 

The Army Dental Patient Safety Working Group recommended changing from the Safety Assessment Code (SAC) Matrix to the NCC MERP Index.  Army DENCOM leadership implemented the new event reporting system on 01JUL08.  Fortunately, the NCC MERP Index is very user-friendly.  See more details below
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Harm

Impairment of the physical, emofional, or psychological
function or structure of the body and/or pain resulting
therefrom.

Moniforing
To abserve or record relevant physiological or
psychological signs.

Intervention
May include change in therapy or active medical /surgical
freaiment.

Intervention Necessary to Sustain Life
Includes cardiovasculor and respiratory support
(e.g., (PR, defibrillation, intubation, eic.)

*An error of omission does reach the patient.
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Definitions

Harm

Impairment of the
physical, emotional, or
psychological function or

Category B:
An error occurred but

Category H:
An e,,;gccu),',ed that the error did not reach structure Of the bofiy
required infervention the patient (An "error and/or pain resulting
necessary to sustain life of omission" 1:1095 therefrom.
reach the patient)
Monitoring
To observe or record
relevant physiological

Category G:
An error occurred that
may have contributed to or
resulied in permanent
patient harm

Category C: or psychological signs.
An error occurred that
reached the patient but did

not cause patient harm

Intervention
May include change
in therapy or active

medical/surgical
Category D: treatment.
Category F: An error occurred that
No Error An error occurred that may reached the patient and Intervention

have contributed to or
resulted in temporary harm
to the patient and required
initial or prolonged

required monitoring fo
confirm that it resulted in no
harm to the patient and/or
required intervention to

Necessary to
Sustain Life
Includes cardiovascular

O Error, No Harm

Category E:

An error occurred that

’ hospitalization may have contributed el bemn !
ooy, Hisgi to or resulted in = and respiratory support
temporary harm to the e i
O Error, Death patient and required .(e‘g" CPR, deflbrllluhon,
intervention intubation, etc.)
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NCC MERP CATEGORIES
DENTAL EXAMPLES
	NCC 
MERP

INDEX
	CATEGORY
	EXAMPLE 1
	EXAMPLE 2
	EXAMPLE 3

	A
	NO ERROR
	Computer not available in X-ray Room

(Comment: Inability to obtain radiograph(s) could have resulted in error such as incorrect diagnosis due to lack of radiographic information)
	Two of three sterilizers down in one clinic 
(Comment: Could cause error due to slowing down instrument turnover and increasing stress on staff)
	T-09-04-09 A SF513 consultation sheet was sent to Oral Surgery with conflicting information. It requested the extraction of #16 and then in another area of the consult it said extract #15 and retain #16. Also on a previous 603, it stated extract #2 and retain #1 (wrong side charting). This could have lead to a wrong site surgery. The record and consultation form were corrected.

	B
	ERROR
NO HARM
	DEVAA bitewings rotated horizontally causing mandibular teeth to appear as maxillaries, error caught prior to treatment
2) Near Miss - DA Form 4106 dated 10 Apr 09 reads "Dental assistant advised doctor that a "different" kind of local anesthetic had been issued to the bays from supply room. Investigation revealed that all three bays were issued a total of four boxes of Lidocaine 2% with 1:50,000 Epinephrine rather than the standard Lidocaine 2% with 1:l00,000 Epinephrine. The former formulation with higher proportion of vasoconstrictor has VERY limited application, is NOT indicated for ordinary general dentistry procedures, and if administered for operative dentistry or oral surgery would introduce unnecessarily high dose of Epinephrine to patients. Supply tech had requested and received "crossleveled" local anesthetic from DC#4 supply tech without coordination of credentialed provider. Drug collected; never reached patients. WHAT ACTION COULD HAVE BEEN DONE TO PREVENT THIS INCIDENT FROM OCCURRING: Cross leveling/issuing of crossleveled pharmaceuticals should ONLY be done with approval of credentailed provider."
	Sterilizer loaded and not run, someone else assumed it had been run and unloaded cassettes for distribution, error caught before cassettes left sterilization area
	While trying to locate a patient's gold crown, it was found that the zip log bag that held the gold crown was mislabled with the wrong patients information. The error was corrected and no harm was done.

	C
	ERROR
NO HARM
	Missing medical alert sticker in medical history 
2) The patient was very anxious during dental treatment. One carpules lidocaine was given. Preparation of tooth #30 (deep existing IRM) began. Patient felt pain. Another injection was given. Preparation of #31 was started to give anesthetic time to work. Attempted to prep #30- again – again the patient experienced pain. A 3rd carpule was given and the patient was laying down for about 2 minutes. When the patient was raised into a sitting position he complained of dizziness. Patient was placed in the Trendelenburg position, cool towels placed and BP was monitored. BP 95/51. Monitored BP until it returned to normal and patient said he felt fine. IRM was placed in #30 and 31. Patient remained in dental chair 15 minutes post completion of treatment and BP was again taken prior to dismissal. BP 125/77. After the fact, the patient explained that whenever he has pain, his head hurts, he becomes dizzy and his vision goes white. A medical consult for seizure evaluation will be given.  
	No dental record for patient at specialty referral clinic at time of referral appointment
Patient was being treated for a build-up and post and core on tooth #26. As the provider went to polish the build-up, they inadvertently began to polish tooth #27. Immediately the assistant asked the provider to stop and check with another provider to be sure that the correct procedure was being completed. The provider stopped and recognized the error and made the correction. While the polishing bur did touch tooth #27, the tooth had been previously restored and the bur had only touch the restorative material. Also, the error was caught immediately and as such, no actual damage was done to the restoration. No harm was done to the patient.
	Pt SSN printed incorrectly on record jacket and 603A, new record jacket and corrections to 603A made

(Comment: Error caught by dental assistant during Timeout and had been in the patient’s chart since 2005)

	D
	ERROR
NO HARM
	X-ray tube head failed while being used on patient (small puff of smoke)

(Comment: Until medical maintenance report finalized, harm/no harm to patient undetermined)
	Pt given water to take medication with prior to surgery and ingested approximately 2 oz diluted sodium hypochlorite out of a similar container instead
(Comment: Pt escorted to MTF in same building for evaluation and follow-up care, no harm sustained)
	


	E
	ERROR

WITH HARM
	Surgical hand piece caught buccal mucosa with bur, pt was monitored during event and during post-operative healing period, temporary harm
2) Patient allergic to latex. Patient exposed to latex, periodontist gave shot of benadryl. Patient left clinic is good condition.  
	Third molar clinical crown left in extraction socket for more than one year, asymptomatic, and was discovered inadvertently at routine periodic exam; extraction of clinical crown completed without any adverse outcome

SB-09-04-15: Pt with latex allergy present to DTF for treatment. Assistant noted allergy and prepped operatory for treatment using all non-latex materials. Following admission the patient was taken to radiology for radiographs. The assistant did not advise the technician of the patient's allergy during the hand-off. The technician did not inquire of the patient concerning any allergies and the patient did not volunteer this information. The technician proceeded to use latex gloves during film taking. The assistant noted the problem after the fact. The assistant did not immediately inform the patient due to concerns about the proper approach to the problem. The pt contacted the safety officer and it was decided to contact and inform the patient. The patient was called and informed. Pt stated she has some mild itching but would take medications as a precaution. Pt was contacted next morning and had no lasting effects. In addition, the bay provider had not been informed and heard the morning phone call to the pt. All parties were included in an after action discussion. No harm came to the patient.
	Local anesthetic injected at incorrect treatment site
(Comment: Even though this is temporary harm, this is considered a sentinel event and requires a Root Cause Analysis) 
SHARPS INJURY: 20090403--During Osseous Sugery, Apical Positioned Flap and Distal Wedge procedures in the upper right maxilla, the patient's lower right lip was nadvertently lacerated during removal of a 12B surgical scalpel during the procedure. Preventive action(s): Better awareness of surgical instruments and retraction of the lip during surgery could have prevented this incident


	F
	ERROR

WITH HARM
	During initial healing from palatal graft donor site, patient reported to Emergency Department with severe palatal hemorrhage and significant blood loss, was cauterized, received transfusion and was hospitalized overnight  
	On the evening of a routine operative procedure, pt reported to Emergency Department with symptoms of severe dizziness, confusion, lethargy and was admitted; undiagnosed kidney disease was discovered, pt had not metabolized local anesthetic normally and had experienced a local anesthetic overdose reaction
	Pt had adverse reaction to intravenous medications and was admitted for treatment and observation overnight

	G
	ERROR

WITH HARM
	Correct tooth surgically extracted; at a later date, pt presented with pain symptoms and it was discovered an adjacent tooth had likely been severely damaged during the first extraction and second tooth had to be extracted 
	#17 planned for extraction with severe linguoversion, #31 with severe linguoversion erroneously extracted
	Oral pathology lab report indicating a malignant lesion was not reviewed by patient’s provider and was filed in the wrong patient’s chart; 9 months later patient was diagnosed and underwent radical mandibulectomy

	H
	ERROR

WITH HARM
	Latex-allergic patient treated with latex gloves, developed anaphylactic shock, received emergency care, was transported to hospital for further treatment/follow-up and survived
	Pt experienced a heart attack on the night of outpatient oral surgery and was admitted for treatment and observation 
	

	I
	ERROR

WITH DEATH
	Latex-allergic patient treated with latex gloves, developed anaphylactic shock, received emergency care but expired before EMS arrived 
	Third molar extractions resulted in Ludwig’s angina, pt transferred to military hospital for advanced care, expired within 24 hours of hospital arrival
	


LEGEND:

    A = 
Circumstances or events that have the capacity to cause errors 
    B =  
An error occurred but did not reach the patient (An error of omission DOES reach the patient)
    C = 
An error occurred that did reach the patient but did NOT cause patient harm
    D = 
An error occurred that reached the patient and required monitoring to confirm that it resulted in no harm to the patient and/or 
        
required intervention to preclude harm
    E =  
An error occurred that may have contributed to or resulted in temporary harm to the patient and required intervention
    F =  
An error occurred that may have contributed to or resulted in temporary harm to the patient and required initial or prolonged hospitalization
    G = 
An error occurred that may have contributed to or resulted in permanent patient harm
    H = 
An error occurred that required intervention necessary to sustain life
    I =   
An error occurred that may have contributed to or resulted in the patient’s death
