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Establishment and Evaluation of A System for Preventing Mis-Administration
of Powder Using Bar Codes Printed on Drug Envelopes
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Even if drugs are accurately dispensed, it is difficult to ensure their safety in the absence of an error-free medication

system when or after drugs are given to patients. In particular, most powders are white and are impossible to distinguish
based on appearance after thay are placed in powder packages. In this study, we newly developed a system in which
prescription order information is bar-coded on drug envelopes, and read when powder is folded, facilitating efficient and
accurate printing of the patient’s name and drug name on powder packages. Seventy-one (86%) of 83 nurses surveyed
indicated that the system was useful for resolving high-risk problems they had experienced: ‘‘when powder was taken
from the envelope, the contents were unknown’’, and ‘‘the powder was administered to another patient.”’
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Fig. 1. Outline of the System for Preventing Mis-Administration of Powder
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Fig. 2. Bar Code Printed on Drug Envelopes
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Fig. 3. Monitoring Screen for Patient’s Name, Drug Name and Number of Powders Divided



334 Vol. 123 (2003)

isRB (RB) Rp %=
WHEXS WHES RRES

BERE
il

RaE (5HELA)

Fig. 4. Patient’s Name and Drug Name Printed on Powder Package
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Fig. 5. Questionnaire Survey to Nurses (Frequency of Troubles Experienced without Patient’s Name and Drug Name Printed on
Powder Package)

Table 1. Number of Troubles per Year with Administration of Powder Experienced by Nurses
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Fig. 6. Questionnaire Survey to Nurses (Content of Troubles Experienced)
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Fig. 7. Questionnaire Survey to Nurses (Resolving of Troubles by the System)
Y gl IRA~TRIETREICH =D I ENHEETIIH 20,

x 5 INERGHATETRTOREICETTSI LI
- AHHETH S, £z, Bl bREkN S FHEETH
BAIOREK, G20 <, AR EE O it 1 G ERARR DA TP BEHEZRLRT D



336

Vol. 123 (2003)

IRELRIBFNERHZEZTEL T, IhEKET
2729, HESYBEGHEIUMICEES, EhHARR
EEHIFIEDIATLERELTWSDN, Z0OKH
FEFEREINTL 2 F —FiEwm e #FEI &Rz
DEMUHIL, M5 ZEME LN SFIAT S
AT LESTWS, ZDE, A AT AIEEL
WA EHICBE#EHLICTAES EON—O— %
HERDETTHUMICEES, EREENTTS
ZENG, JAIORNPREBREZWMIES I &k
<, BRENDHRITEFICHANZHEGTES. K
12, NERL BEHERERIO X DI 1 AOBFICLIE
HOBEINU G ZNTNWBEE, Wolzt ABEENS
TRTOHEFZROHT &, EOFEBIT A>TV
EEIN =R 2 2 ENRER T — 2 b%<, HE
%5, IRAEZOREND, MAEN, HD0ITHEE
AL COHEGIZ DN MRk h> -, FE
KR D F AR HF 53T 5 N T 7)) % B
LTHY, ZOHITITER 35 EHREEL T
BEbWie, KA TLDHAIZKD, INns %65k
I/BIEMTEDLELDITRO T TR, HEE
NOEBLHFIZE ST MazfEINTND N
MHEIRN] EVWo EBREDOARLENHEA, IREANDH
RNEED, A>T AT 2 ADM IR I- &
WO BEMOME S H - 7z

K, THFzmEEzn], MRALZZEZ2ENR
%), HEFEAFIEDT 2], RGEOEFENSL
W) R E, MEOHLEEBREELEIENS, F

K> THIFOREZIZEZ S, RAHMNZ AN
%, BFEIDFSKOERBEMNT S, 10POR
HLHE T DR E, FIFETELLFHNHTINDED
BEREOEDIIKREMATNELNEEZEZ TN
2.

ZOEDIT, EANTED D EBER ERRITH <
WIS, EHERNZTICE L 5T, I NS REEE
BETHBEWRIBRGTEINERIBALZS AT A
EOMNEE LIRS,

REFERENCES

1) Ishimoto K., Hoshida A., Hironaga K.,
Koshiro A., Matsuda Y., Fujii S., Miyaji T.,
Jpn. J. Medical Informatics, 10, 57-66
(1990) .

2) Ishimoto K., Hirozane S., Fujimoto N.,
Teshima M., Kamiya A., Jpn. J. Hospital
Pharmacy, 23, 553-559 (1997).

3) KawaiS., Ishimoto K., Kamiya A., Yakugaku
Zasshi, 121, 807-815 (2001).

4) Ishimoto K., Takayamashoh K., Kamiya A.,
Jpn. J. Hospital Pharmacy, 18, 66-71 (1992) .

5) Iwasa I., Kawakami Y., Katsuyama T., Iri-
tsuki N., Abe M., Sugiura M., Seino T.,
Nakamura T., Yamada Y., Iga T., Abstracts
of papers, the 11th Annual Meeting of
Japanese Society of Hospital Pharmacy, 2001,
p. 213.



