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The Implementation of Risk Management on Drug Safety Information System

DOH94-TD-D-113-003 . ’F}IEZI-;;—t U = ;E%PJI‘ i

i e e . i AR 9401 ~ 9412

LR SR (1 B )

S IR I
PRRSHEL  AYPVERE 1o M 2 LR R R A

S BIPEESE AT O 9 1 2004 5 R TRTEE © PREIERELE o TERERMIIRSTEENER ) o THEA RS bagerd = 1t TR P
bR R A | TSI R 2 TOSE R S R SRR RO IR S g (e
SRS (RS 2 P9 - Y9t MECDavid W. Bates 3% BT T YRR BT ~ 9 27 R SRR (2 R DB
"'QF%Uv’T ALH A S SRR T AL AR PO A R e AL~ R AL B [ B I o B LT =
BLE > [ Py SR A =TT B EE C ﬂm o TR ISR BT B % S 2 RO - i)
lﬁgfrg%[;,ﬁ—k EF?FH I ﬁ%j” 73 A o ﬁys@*lﬁﬁ RS RIT fi'l PR ERR Ay 20 ‘Hrfr“ﬁa%g"‘*lf"‘?i’*ﬁ?“ﬁwﬁ g3 o q&{;;g@ﬁg@ﬁﬂ@%
A~ AR - BB - BB OO PRy (RR AR T 0 B DS e RS o ﬁ;
PP SR B IR ~ B 2 (B ERG ET o AN By R R e R TR P~ (PRI R RGBT
FIE=S5t » StTH AT R (3 1 40/ S B B R ALY > 0 B A e S B B 7 AN o R 2 R e AR S [
(VBRSSP > SR (B R L PR 2 o A FEEH B gl 3 R P YR A R R R LA P e 9 ’iﬁ“hcﬁ”%ﬂra
TR M= I—FIJTEF'J b ﬂ:;“"[ VR ISRUE R

In order to evaluate the safety and the quality of care provided at our accredited organizations, each year the Joint Commission establishes National Patient

Safety Goals (NPSGs). These goals have specific requirements for protecting patients. The requirements for 2004 were: Improve the accuracy of patient




identification, improve the effectiveness of communication among caregivers, improve the safety of using high-alert medications, eliminate wrong-site,
wrong-patient, wrong-procedure surgery, improve the safety of using infusion pumps, improve the effectiveness of clinical alarm systems, reduce the risk of
health care-acquired infections. Besides, David W. Bates in the paper "Improving Safety with Information Technology" indicated information technology can
reduce the rate of errors in three ways: by preventing errors and adverse events, by facilitating a more rapid response after an adverse event has occurred, and
by tracking and providing feedback about adverse events. In Taiwan, it is still lack of integrated strategy for information system to deliver safer patient
enviroment. Taking medication safety as an example, most of the adverse drug events can be identified, and eliminated. Through assistance of information
technology, those events can also be analysed for further management by automatic detection. The computerized physician order entry (CPOE) systems of
outpatient department, emergency room, inpatient department, and traditional Chinese medicine department in Wanfang hospital have high capacity utilization
and are no doubt the most important infrastructure for improvement of patient safety. This research will identify a drug list to be a target of medication safety
improvement by intervention of antibody usage, limitation of maximal dosage, avoidance of drug-drug-interaction. Besides, this research will implement a
medication safety intervention model by analysis of historical clinical database in Wanfang hospital, part of health insurance database, and suggestion from
expert meeting. By integration of this intervention model and hospital information system, we will develop a risk management system for medication safety

and feedback results of this research to other hospitals.



