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Effect Evaluation of a New Model of Drug Dispensing Error Management Based on Error

Knowledge Flow
CUI Ronghai,LIU Yifan,CHEN Yue,SU Lan,CHEN Zelian

(Department of Pharmacy,West China Hospital.,Sichuan University , Chengdu., Sichuan , China 640041 )
Abstract: Objective To reduce the error rate of drug dispensing. Methods A new model of drug dispensing error management
was constructed by establishing the error knowledge base,error knowledge transmission, management effect and process optimization.
A total of 3 473 307 medical orders in 2017 (implementation of PDCA cycle management mode),3 525 562 medical orders in
2018 and 3 961 607 medical orders in 2019 (implementation of the new mode of drug dispensing error management) were
collected through the hospital information system (HIS). The error rates of drug dispensing before and after the implementation of
the new mode of drug dispensing error management were compared. Results From 2017 to 2019, the number of drug dispensing
errors was 53,23 and 8,respectively,and the error rates were 0.015 3%o0,0.006 5%¢ and 0.002 0%o, respectively,with a statistical
significance (P < 0.05). Conclusion Constructing a new model of drug dispensing error management based on the error
knowledge flow can reduce the dispensing error rate and ensure the medication safety of patients.
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Fig.2 Circulation management system of error knowledge
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Fig.1 Fishbone diagram of error information
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Tab.1 Statistical results of drug dispensing errors from 2017 to 2019

A 2017 % 2018 % 2019 %
2 BEBRR(F)  EHEFE%)  E&H(F) BBRR(F)  EEEG%) A& BEBRR(F) EHEE(%)
1A 4 287596 0.0139 2 294 588 0.006 8 1 310221 0.0032
2A 7 233852 0.0299 0 242 864 0 0 291 404 0
3R 5 302 544 0.016 5 3 284 633 0.0105 2 331439 0.006 0
4R 5 300 799 0.016 6 6 277173 0.0216 1 324 680 0.003 1
5A 3 299 786 0.0100 2 301114 0.006 6 0 329 749 0
6A 2 305 699 0.006 5 1 297761 0.003 4 2 323151 0. 0062
TR 9 299 852 0.0300 3 312 588 0.009 6 1 361338 0.002 8
8 A 1 281 456 0.0036 0 321433 0 1 324 074 0.003 1
9A 0 300014 0 1 301114 0.0033 0 331077 0
104 6 299971 0.0200 1 295 463 0.003 4 0 330 194 0
11A 7 286522 0.024 4 4 308 623 0.0130 0 348792 0
124 4 275216 0.0145 0 288 208 0 0 355488 0
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