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Analysis and Countermeasures of Adverse Nursing Events in Neurology Department

Shmei Pu

Second Department of Internal Medicine, Yunnan Provincial Hospital for Geriatrics, Kunming, Yunnan

[ Abstract] Objective: To analyze the nursing risks of neurology and the causes of adverse events, and
propose corresponding measures based on the analysis results. Methods: This study started in September 2019 and
ended in September 2020. During the study period, 30 neurology nurses were selected as the main analysis objects,
and various nursing-related treatments were collected and retrospectively analyzed. Analyze and summarize the
causes of nursing risks in nursing work, record the incidence of adverse events, and conduct in-depth analysis, and
propose corresponding nursing countermeasures based on this. Results: According to the analysis of the causes of
adverse events, targeted nursing countermeasures were proposed and applied to nursing work, which improved the
quality of risk control and work. The main reasons for the occurrence of adverse events include: lack of subjective
service awareness, poor communication between nurses and patients, inadequate notification, low professional
quality of nurses, lax implementation of rules and regulations, and lack of legal awareness. Conclusion: After
analyzing the causes of adverse events, formulating targeted management strategies and applying and perfecting
them in neurology nursing work can effectively improve the overall nursing quality, avoid the occurrence of
adverse events, and have a good control effect.
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