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Abstract

Adverse events are defined by the Chinese Hospital Association as any factors and events that may
affect the diagnosis and treatment results of patients, increase the pain and burden of patients,
cause medical disputes or medical accidents, and affect the normal operation of medical work and
the personal safety of medical personnel in the process of clinical diagnosis and treatment activi-
ties and operation of medical institutions. According to their severity, adverse events were classi-
fied into 4 categories: Level I events (alarm events), Level Il events (adverse consequences), Level
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III events (no consequences) and Level IV events (hidden dangers). At present, the adverse event
management system has the problems such as imperfect system, lack of understanding of the
meaning of reporting, low level of informatization, hospital safety culture having not yet formed,
and so on. To strengthen the management of adverse events and improve the quality management
level of hospitals, it is necessary to establish a management structure with clear responsibility and
hierarchy, form a complete management system, apply information means to improve manage-
ment efficiency, create a good hospital safety culture atmosphere, and skillfully use management
tools.
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