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Abstract

In this study, medical devices safety information reporting system was designed to manage medical devices for the

efficient management of in-hospital adverse events. The current management of medical device adverse event reporting
regulations and the legal status of the system and procedures for identifying the system were reviewed. MSF/CD(Microsoft
Solution Framework/Component Design) was applied to the system design. Through this study, we can understand medical
devices management including the notice provisions of the Ministry of Food and Drug Safety for medical devices safety
information reporting. We also expect this study will help to improve patient safety and the effective management of

medical equipment, and contribute to activating medical devices safety information reporting.
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2. USECASE AlLf2|2 (HR1SE)
Table 2 USECASE scenario (ragistration of a report).
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