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Analysis of the causes of pediatric intravenous infusion nursing adverse events and countermeasures for

prevention
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[ Abstract] Objective To analyze the causes of adverse events in pediatric intravenous infusion nursing, formulate
targeted preventive countermeasures, and provide references for improving the quality of pediatric intravenous infusion
nursing and reducing the incidence of adverse events. Methods 46 cases of pediatric intravenous infusion nursing adverse
events occurred in our hospital from March 2024 to March 2025 were selected as the research objects. The types and
distribution characteristics of adverse events were retrospectively analyzed. The causes were analyzed from the dimensions
of personnel, operation, children, family members, environment, and management. Meanwhile, 800 pediatric patients who
received intravenous infusion during the same period were selected as the observation group, and 800 patients before
implementing the countermeasures were selected as the control group. The incidence of adverse events was compared
between the two groups. Results Among the 46 adverse events, puncture failure accounted for 43.48%, extravasation of
liquid accounted for 26.09%, phlebitis accounted for 13.04%, inappropriate infusion speed accounted for 8.70%, and needle
detachment accounted for 8.70%. The causes of adverse events mainly included insufficient professional ability of nurses
(39.13%), unstandard operation (23.91%), low cooperation of children (17.39%), inadequate supervision by family
members and weak safety awareness (6.52%), imperfect management process (10.87%), and environmental factors
interference (8.70%). The incidence of adverse events in the observation group was significantly lower than that in the
control group (P<0.05). Conclusion Pediatric intravenous infusion nursing adverse events are caused by multiple factors.
Targeted implementation of professional training, standard operation, child intervention, family health education, and
environmental management countermeasures can significantly reduce the incidence of adverse events and improve the
safety and quality of intravenous infusion nursing.
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