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Analysis of 41 cases of nursing adverse events reported through Intra-hospital Reporting System”~ GUAN L:i',LI Xi-
ao-yu’® \LIAO Pu' (1. the Third People’s Hospital of Chongqging , Chongqing 400014, China; 2. Administration
Center of Experimental Education ,Chongqing Medical University ,Chongqging 400016 ,China)

[Abstract] Objective To analyze the causes and characters of adverse events reported through Intra-hospital
Reporting System (IHRS). Methods A retrospective study was conducted to analyze the adverse events collected
through THRS and statistical analysis was used to analyze items,including patients age and sex,time distribution and
location, classification and outcome of the adverse events. Results Incidence in old patients was the highest
(55.6%). The top three kinds of nursing adverse events were fall, pressure sores and medication errors. Department
of Geriatrics, Neurology and ICU had the top three adverse event report ratio. Adverse events happened more fre-
quently in daytime (8:00 am-12:00 am) ,nighttime (0:00 am-8:00 am) and evening (6:00 pm-0:00 am). Fall was the
main reason causing severe injury in patients. Conclusion The fundamental way of reducing the incidence of adverse

events could be the improvement of management system, the definition of responsibilities, the arrangement of re-
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sources and the nurse training to enhance risk awareness and general quality.
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