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Pefusion is a common procedure in hospital that comprises medication, embolism
and infectious risks.
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In 2016, 57% of bottom-up alerts received in our institution from pediatric
departments involved medical devices used for perfusion.

The purpose of this study is to analyze those materiovigilance (MV) bottom-up
alerts in order to prioritize our preventive actions.
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METHOD

This study is a retrospective study.

We analyzed bottom-up alerts received in 2016 involving a medical device
used in infusion in 10 pediatric departments.

We quoted each alert according to the French national Health Institution’s
materiovigilance classification in view of severity and frequency
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CONCLUSIONS

Materiovigilance bottom up alerts enable us to identify problems encounter which can be due to manufacturer default and in some cases to misuse. Thus conclusions from manufacturers are essential
in order to help us to plan preventive actions. They lead us to batch recall, change of device or warning of caregivers. As perfusion remains a critical procedure with embolism and infectious risk we will
plan training in partnership with the pharmaceutical departments, the nurse directorate and hygiene services of our institution to prevent those risks. However, manufacturers do not always play their
role and some do not send their conclusion despite our reminder. It represents an obstacle to the declaration of bottom up alerts from the caregivers and moreover to improvement of quality of care.




