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Summary and Thinking of Adverse Events Management Case
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Quality Management Department of The First Affiliated Hospital of Chongaging Medical and Pharmaceutical College ,
Chongging 40000

Abstract : Objective: To summarize the experience of management of adverse events in our hospital. Methods:
By comparing and analyzing the reporting of adverse events since the implementation of adverse
event management, we have summarized the experience of adverse event management. Results: The
number of adverse event reports in our hospital increased from 441 to 884 cases, with Level | and |l
events decreasing from 15.42% to 3.28%. The number of adverse events reported per 100 discharged
patients increased annually from 2.40 to 4.02 cases. In the national performance evaluation for tertiary
public hospitals, satisfaction reached a full score. Conclusion: Through the management of adverse
events, real-time collection, dynamic monitoring, two-way interactive feedback and statistical
analysis of information, the safety awareness and active reporting enthusiasm of the whole hospital
can be effectively improved, potential hidden dangers can be found in time, and patient satisfaction
can be improved. It is worth learning from and popularizing.
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