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The clinical laboratory plays a critical  
role in implementing institution-wide  

patient safety initiatives. 
At GenMark, we have made a commitment to driving 

continued improvement across the healthcare 
continuum. The ePlex System addresses some of  

the most common diagnostic errors through  
unique solutions designed to minimize avoidable  

medical errors and improve patient safety.
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12 Million  
Diagnostic errors  

per year3

>250,000 
Deaths each year2

9.5%  
of all deaths in the US2

70%  
of adverse events  
are preventable4

Medical errors are currently the 3rd
leading cause of death in the US2

www.genmarkdx.com/patient-safety
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Report Patient Results  
with Confidence

Minimize Medical Error and 
 Help to Improve Patient Safety  

with the ePlex® System

“Nearly every person will experience  
a diagnostic error in their lifetime.”1



Lost, misplaced or  
delayed specimens

     Misidentification of patient 
Labeling errors

Not following  
test procedure

      Undetected QC failure 
Use of expired reagents

Results  
communication error

      Improper data entry/transcription error 
Failure or delay in reporting

     n    Positive patient identification6 - reduce 
potential for patient ID and reporting errors

    n   Test cartridge chain of custody - direct 
placement of barcode on test cartridge to 
reduce potential for mismatch results

    n   Simple, lean workflow - least number of 
pre-analytical steps to reduce likelihood 
of human error and technician fatigue

    n   Pending test orders - automated 
download of test orders can notify of lost, 
misplaced or delayed samples

     n   Automated QC tracking and onboard QC 
reporting - assist in accreditation program 
compliance and ensure that patient samples 
are run on valid controls through configurable 
process control settings

     n    QC frequency reminders - automated 
adherence and tracking of QC frequency

    n    Expiration date process control -  
pre-programmed cartridge with expiration 
date checked when cartridge is loaded to 
prevent use of expired reagents

     n   Bi-directional LIS - improves and 
standardizes turnaround time by automating 
the results release process and eliminating 
transcription errors

     n   Customizable auto-release reporting - 
automatically send specific results to the  
LIS and reduce overall turnaround time, 
leading to more actionable information and 
timely patient care

62%

23%
15%

Errors occur in every step of the diagnostic process,  
with up to 62% of errors occurring in the pre-analytical stage.5

The ePlex System offers a number of solutions designed to reduce the potential for errors across the diagnostic process
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