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Comparative analysis of patient safety systems: from the perspective of life
cycle of incident data
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Incident reporting (IR) systems are well-established in Japan as an integral
means to avoid preventable adverse events and improve the quality of healthcare. Nationally, the

Japan Council for Quality Health Care and collects and analyses adverse events and near-misses.
While the number of incidents and near-misses reported increases, hospital staff and the regulator
do not know how effectively the lessons are learnt. The study investigated how Japanese healthcare
practitioners use the system and data to address weaknesses In processes and produce safer care, in
particular how frontline staff perceive the incident data management system. The findings
demonstrate that the majority of the staff feel confident that IR systems are contributing to safer
care in their hospitals. They use the IR systems as a source of learning. In the participating
hospitals, there was a strong emphasis on capturing incident data, while analysis and formulation of
actions were devolved at ward level.
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