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Drug information system; Drug image; Intravenous drug incompatibility system; Care worker; Adverse drug reaction; Medication monitoring;

Pharmaco-vigilance

PUES BT 1999 = Al ivp J?"ﬁfﬂj' " To Err is Human #’H' =4 Eﬁ‘i?‘i[‘ |5 E ”‘J&jiﬁ'} 4,000 *[HE B (medication error)ﬁ'ljﬁiﬂﬁ [1]> ﬁﬁfﬁﬁ%%
PO iR BT A d A K (medical error)f ]Ilﬁ Tﬁﬁ ] “J?JJ?JQ%;IE[HJF ¢ o [2] H BEP ﬁ’ﬁ! Ff%' h(U.S. Food and
DrugAdministration)%ﬁjiﬁﬂf“Jzﬁ‘ ?F—L}‘\?F"JIZI AR > 42% " [BEAAL RN & BRGNS [#[3] %E{Fﬁ"?%?ﬂ—rﬁlﬂ JﬁJF ffRLF = H fi{ﬁr‘*ﬁmf?ﬁ{l
el (P B A AR o IR T P 2% ﬁbﬂﬂ AV ﬁ%"ﬁ MaET [qF/aﬁ‘f}’JYF[’?‘*Eﬁ e a’ﬁiizﬁ‘?ﬁ@ﬁ:’t VEHEERIF N PR > BEIRSEPI LA 136
R FD R 1 AR [0 2 AL LY £ O L 1 R P LB [ (=S R SR PR R 91
H o AP SRR R TR PR » A GREA T BY R PR A PR A 0 B e
gy o IEFIJ%,%?J?FEW&H@TT ﬁle ) _P Jl;i/t'r o BB TR q& 0 [g;z[%[ﬁmgﬂmrgn W B?E'TEJFJ“FI%E YIS —rwt NIRRT ElE = i

P, 51 iy ARORER ~ BRI A R TR 6] SRR ¢ VRE 10 A A L S A0
E[jﬁ;ygl\ﬂ:&j oo FHCE P SRR AT I o TIPSR ﬁfﬁﬁkﬁﬁﬁ IS P P T B R

SR o I (R BT A 1 R R R AR Y EI ) R N R AL A R A RVEETR > R —??ﬁgumﬁj%p HE 'qu}a
UBEPIRYF o 19t o SFEFEFOR R SRR R R R R IR ‘/%‘?Jﬁ;’”’ & R SEP I R G S TR
2 EEPIACBEIE S SRR S EY R B S I Y ¢’ﬁﬁﬁh%ﬁﬁavﬁﬁ*kh?FWW%ivﬁﬁpﬁ?%ﬁﬁw
FERFEREFOREE * [V PRI SR R RO 2 LK e 91 B W3 By 0 8 i (User
Interfacey F I T » w70 h Ak RUREE © PR = Rl B T R 7] R RO B T - ) ’fE?umﬁ[EI g



P A < S PRI » AT PORYR S o 2 R A BRI B T ARG 5 e R AR
UIRUERL AT 7| R WS B oA i -

In Taiwan, 23% of medical errors come from medication error, however, pharmacists are barely possible to prevent or correct these errors at present. To

reduce them, we constructed a computerized drug deliver cart with a drug information system plus drug image and a Web-based intravenous drug

. ﬂ%] 5 incompatibility system to assist first-line care workers practicing medication monitoring such as adverse drug reactions (ADR), educating patients correct
medication usage, and reducing medication errors which are preventable. Both of these two systems are passive systems, and we think that maybe we could
increase the frequency of using these systems by fixing them become more active, increases the rate of systems usage, and raise the pharmaco-vigilance of

care worker in Taiwan.



