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Abstract 

Background: Patient incident reporting systems have been widely used for ensuring safety and improving quality in 
care settings in many countries. However, little is known about the way in which incident data are used by frontline 
clinical staff. Furthermore, while the use of a systems perspective has been reported as an effective way of learn-
ing from incident data in a multidisciplinary team, the level of adaptability of this perspective to a different cultural 
context has not been widely explored. The primary aim of the study, therefore, was to investigate how healthcare 
practitioners in Japan perceive the reporting systems and utilize a systems perspective in learning from incident data 
in acute care and mental health settings.

Methods: A non-experimental, descriptive and exploratory research design was adopted with the following two 
data-collection methods: 1) Sixty-one semi-structured interviews with frontline staff in two hospitals; and 2) Non-
participatory observations of thirty-seven regular incident review meetings. The two hospitals in the Greater Tokyo 
area which were invited to take part were: 1) a not-for-profit, privately-run, acute care hospital with approximately 500 
beds; and 2) a publicly-run mental health hospital with 200 beds.

Results: While the majority of staff acknowledge the positive impacts of the reporting systems on safety, the obser-
vation data found that little consideration was given to systems aspects during formal meetings. The meetings were 
primarily a place for the exchange of practical information, as opposed to in-depth discussions regarding causes of 
incidents and corrective measures. Learning from incident data was influenced by four factors: professional bounda-
ries; dealing with a psychological burden; leadership and educational approach; and compatibility of patient safety 
with patient-centered care.

Conclusions: Healthcare organizations are highly complex, comprising of many professional boundaries and risk 
perceptions, and various communication styles. In order to establish an optimum method of individual and organi-
zational learning and effective safety management, a fine balance has to be struck between respect for professional 
expertise in a local team and centralized safety oversight with a strong focus on systems. Further research needs to 
examine culturally-sensitive organizational and professional dynamics, including leader–follower relationships and the 
impact of resource constraints.
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Introduction
The recent global pandemic has reinforced the view that 
universal access to public health and care systems needs 
to be prioritized, and that our representative democracy 
with its polarized views regarding science and expertise 
may be ineffective in handling new patterns of risk and 
uncertainty [1–4]. Since the late 1990s, the regulation of 
risks to patients in the health and social care sector has 
come under severe scrutiny in many countries [5, 6]

The incident reporting and learning system (IRL) was 
adopted in healthcare organizations, and became one 
of the major policy measures [7–14], following other 
safety–critical industries such as nuclear power, offshore 
oil exploration and aviation [15]. This safety information 
system normally relies on reports submitted by frontline 
staff, and contains data that cover near-misses, adverse 
events and safety concerns. An adverse event (AE) is 
defined as “an unintended injury to a patient, as a result 
of healthcare management rather than the disease pro-
cess, sufficiently serious to prolong hospital admission or 
to cause disability persisting after discharge or to contrib-
ute to death” ([16]: 158). Near-misses include a “serious 
error or mishap that has the potential to cause an adverse 
event but fails to do so because of chance or because it is 
intercepted” ([14]: 8). Safety concerns mean any practice 
or condition that can be any source of potential damage 
and harm. The idea behind the IRL systems therefore is 
to collate AE and near-miss data from frontline staff for 
the purpose of organizational learning, so that the deliv-
ery of care becomes safer [17–19]. The system can be a 
useful tool for developing and maintaining an awareness 
of risks in healthcare practice [20].

A critical perspective on IRL systems including the use 
of a systems perspective
In recent years, reporting systems have been critically 
viewed as a retrospective and reactive tool, while they 
still provide the opportunity for individuals and organi-
zations to identify what is not working in their care pro-
cesses and system, and to introduce preventive measures 
[21–24]. The inadequacy of formal reporting systems, 
along with underreporting and the resulting lack of 
accuracy and reliability, have been raised as a concern 
[25–28].

The Organisation for Economic Co-operation and 
Development (OECD) study in 2017 examined the effec-
tiveness and efficiency of IRL initiatives and policies at 
three levels: the national (macro) level; the organizational 
and institutional (meso/hospital) level; and the clinical 
(micro) level. The report states: “Learning from adverse 
events is a key part of any quality and safety improve-
ment strategy at institutional level. This is based on 
sound reporting systems that are usually voluntary in 

nature. Reducing cultural and legislative barriers to do 
so plays an important role (…). A reporting systems [sic] 
also ensures that incident reports are reviewed and inves-
tigated when necessary to establish the root causes of the 
incident and to generate learnings.” ([29]: 58).

The key message of the report is the engagement of 
healthcare staff at the coalface of care provision. The use 
of reporting systems signifies the collection and analy-
sis of a large number of incidents, which increases the 
workload for practitioners and care providers [20, 30, 31]. 
Therefore, the key to understanding the effectiveness of 
such reporting systems consists in the way in which front-
line professionals and care providers perceive and trust 
the IRL systems. Within highly professionalized domains 
such as healthcare, thinking about the balance between 
rules and discretion, and that between multiple tasks and 
forms of accountability, is critical to designing an effective 
policy and a resilient system [32–37]. In this context, the 
perception of frontline professionals has to be reassessed 
and valued more when trying to understand how human 
errors occur in high-risk systems such as healthcare.

The use of a systems perspective has been reported as 
an effective way of learning from incident data in a mul-
tidisciplinary team [38, 39]. However, the level of adapta-
bility of this perspective to a different cultural context has 
not been widely explored. For example, while inclusive 
and collective leadership is found to be critical in sup-
porting multidisciplinary team learning and increasing 
safety performance [40, 41], a strong tendency towards 
deference to professional expertise on the one hand, 
and social conformity on the other, can counteract with 
a systems approach to reviewing the incident data (e.g. 
exploration of possible causes and countermeasures). 
Therefore, other factors that could influence the man-
agement of IRL systems include professional bounda-
ries, professional culture, hierarchical relationships, and 
potential gender stereotypes in the healthcare workforce 
[42–48]. Equally, the resources (e.g. time and skilled 
manpower) available for patient safety activities also mat-
ter, and they are determined by a country’s healthcare 
delivery and regulatory system [49]. The next section out-
lines the healthcare system in Japan in which reporting 
systems operate.

Healthcare delivery and the national reporting system 
in Japan
Health care in Japan since 1961 is financed through man-
datory social insurance schemes, through which patients 
have had universal access to any facility [50]. The delivery 
of care is governed and regulated by a centralized bureau-
cracy, most notably the Ministry of Health, Labour and 
Welfare (MHLW), even though it is provided primarily 
through private hospitals (58 per cent). National hospitals 
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and regional hospitals (i.e. those managed by municipali-
ties and prefectures) only account for 8 per cent and 12 
per cent of total bed provision respectively [51]. Every 
two years, the MHLW updates the national fee sched-
ule with which all hospitals, including private ones, have 
to comply. This policy instrument has served as a major 
incentive for all hospitals across the country to intro-
duce and promote patient safety initiatives and activities. 
For example, the creation of a patient safety office led to 
extra income streams for a hospital. In terms of human 
resources, the number of nurses per 1,000 inhabitants in 
Japan is 12 (OECD average: 8.8), while that of practicing 
doctors per 1,000 inhabitants is 2.5 (OECD average: 3.4). 
Shortages of doctors have been reported in emergency 
departments, obstetrics and gynecology, internal medi-
cine and anesthesia ([52]: 96). This has implications for 
the involvement of doctors in patient safety initiatives.

Following major adverse events, the MHLW internally 
established the Patient Safety Office in 2001, and the 
National Council for Patient Safety, consisting of experts 
who would review patient safety measures [53, 54]. 
National and local incident reporting systems were intro-
duced in the 2000s. Nationally, a third-party organization 
called the Japan Council for Quality Health Care (JQ) has 
been managing the Web-based reporting system since 
2004, and collects data associated with serious untoward 
events and incidents provided on a voluntary basis. Cer-
tain types of hospitals (public and teaching hospitals, for 
example) are however mandated to report. While the JQ 
collects incident data at the national level, many health-
care providers use their own reporting and learning sys-
tems at the local (hospital) level [53, 55].

This voluntary reporting system at the national level 
provides the JQ with an overview of safety and quality at 
1,502 hospitals, clinics and dental care providers across 
Japan (as of December 2018, JQ). Using the number of 
beds, 15.7 per cent of the total number of beds in acute 
care hospitals is covered by the JQ reporting structure 
(890,712 beds in total, according to [51]). Although this 
coverage (15.7 per cent) may appear small, a total of 
4,565 medical accidents and 31,073 near-misses were 
reported by these healthcare organizations between Jan-
uary and December 2018. The volume of reporting is on 
the increase each year [56].

Locally, each hospital sets up its own reporting and 
learning mechanism and processes in Japan. In order to 
share the information, many hospitals use collabora-
tive software (groupware) such as CoMedix and Cybozu. 
Information regarding critical incidents and remedial 
actions is shared through this software. When any mem-
ber of personnel witnesses or discovers an incident, 
including AEs, she/he reports it online, using a soft-
ware package. The Patient Safety Office (PSO) consists 

primarily of the Director who is a medical doctor, and the 
Patient Safety Manager (nurse practitioner seconded to 
PSO), backed up by a few administrators. Every morning, 
the Patient Safety Manager checks the number of inci-
dents, and seriousness of each case. At times, the same 
incident is reported multiple times by different practi-
tioners, or by those from different professional health-
care groups (e.g. nurses, pharmacists and medical device 
technicians). In such cases, a Patient Safety Manager 
coordinates any action so that the case will be recorded 
in a consistent manner [49]. Prior research indicates that 
successful implementation and management of inci-
dent reporting systems require human-centered design 
[57, 58]. Usability and local ownership are crucial factors 
in ensuring that frontline staff utilize IRL to cultivate a 
patient safety culture [59, 60].

Keeping the above-mentioned national context in 
mind, this study was designed to investigate how health-
care practitioners in Japan perceive the reporting sys-
tems in their hospitals and learn from incidents both 
individually and organizationally. The study had three 
objectives: (i) to understand organizational resources and 
factors that affect the management of incident data in 
clinical teams; (ii) to explore the perceptions of frontline 
staff on the effectiveness of learning from incidents, and 
how information about incidents impacts on their prac-
tice, and (iii) to seek evidence of a systems perspective in 
the formal review meetings of incident data in Japanese 
hospitals.

Methods
Research design and settings
As the aim of the study was to understand both the per-
ceptions of frontline healthcare professionals in rela-
tion to learning from incident data, and their actual use 
of the data in  situ, a non-experimental, descriptive and 
exploratory research design was adopted with the two 
following data-collection methods [61, 62]. While the 
study adopted a modified grounded theory approach, it 
was also modeled on a study previously carried out in 
England [20, 39]. The two methods employed for this 
study, therefore, were semi-structured interviews and 
non-participatory observations. By combining the two 
methods (interviews and observations), we sought to 
understand how incident data are used in natural set-
tings, while enabling some comparative analysis based on 
the previous study in England. On the one hand, inter-
views can provide in-depth information regarding prac-
titioners’ views, perceptions and experiences, and on the 
other, observations can illuminate their activities, inter-
actions and group dynamics in  situ. Two hospitals were 
selected as the sites for this research. The two hospitals 
(a not-for-profit, privately-run, acute care hospital with 
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approximately 500 beds (AC); and a publicly-run men-
tal health hospital with 200 beds (MH)) are located in 
the Greater Tokyo area, and take part voluntarily in the 
JQ-managed IRL system. The plurality of the Japanese 
healthcare delivery model was taken into consideration 
when the two hospitals were selected.

Data collection period
The data were collected and analyzed between Decem-
ber 2016 and July 2019. The permissions to access key 
policy documents were sought from and granted by the 
respective Medical Directors and PSO in the two hospi-
tals. Based on these secondary data, organizational struc-
tures and processes for dealing with incident data were 
mapped out (Fig. 1).

Semi‑structured interviews
After the organizational procedure and processes were 
mapped out (Fig.  1), sixty-one semi structured, face-
to-face interviews were carried out with frontline staff, 
including clerical administrators who deal with inci-
dent data. Purposeful sampling of the interviewees was 
adopted, and the Patient Safety Managers in both hos-
pitals were asked to recruit participants selected from a 
pool of frontline staff with varying years of experience, 
different professional backgrounds and specialties (e.g. 
emergency care, geriatric medicine). We recruited a mix 

of practitioners who did and did not regularly take part in 
incident review meetings. In addition, snowball sampling 
occurred when participants recommended others who 
could take part.

The interview topic guide included questions about the 
perception among frontline staff of the effectiveness and 
impact of the IRL system on care, challenges and organi-
zational support. The list of questions included staff’s 
perceptions regarding the effectiveness of IRL systems as 
a mechanism for addressing and improving patient safety, 
and what they see as obstacles and challenges.

The interview process was led by a social scientist 
(Principal Investigator (PI)), in collaboration with two 
researchers from a nursing background, and a for-
mer patient safety manager in a large acute care hos-
pital. The first two interviews in each hospital were 
conducted jointly by two from the team (the PI and one 
other researcher), and subsequently two interviewers 
held debriefings in order to discuss and reduce potential 
biases. While the remaining interviews were conducted 
by the researchers working independently, team meetings 
were held regularly to discuss the emergent themes. The 
PI was a core member of the previous study in England, 
while the three researchers are all familiar with interview 
techniques. Two researchers practiced in acute care and 
mental health hospitals respectively in the past, and now 
apply qualitative research methods to their research. The 

Fig. 1 Basic scheme for handling incident data in a Japanese hospital (Source: [49]] The arrows show the directions of information exchange. Details 
omitted for double-blind reviewing)
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team members’ knowledge and experiences were com-
plementary, and the regular discussions facilitated explo-
ration of the themes.

The interviews were audio recorded with the partici-
pants’ permission and transcribed verbatim by a third 
party in preparation for analysis.

Non‑participatory observations
Observation of incident review meetings was conducted 
in the two hospitals between January and December 
2017. The framework used for observation was created 
for the purpose of assessing process measures of inci-
dent review meetings in England [39]. It was adapted 
and translated into Japanese. The framework has nine 
dimensions (exploration of possible causes, consideration 
of systems problems, critiquing of hypothesized causes, 
seeking further information about the incident, explora-
tion of a range of possible actions, considering the poten-
tial impact of actions on systems, critiquing of potential 
solutions, seeking further information about actions 
taken in similar cases, and addressing problems spanning 
departmental boundaries) ([39]: 108). First, hospital-wide 
committees and unit-specific incident review meetings 
were identified in collaboration with the Patient Safety 
Managers at both hospitals. The contents of the frame-
work were shared with the Patient Safety Managers in 
advance, but they were not revealed to the attendees of 
the meetings. The information sheet was given, the pur-
pose of the research was explained, and approval was 
obtained from each Chair. Prior to the official start, a 
few trial observations were carried out by two pairs of 
researchers (the PI and one other researcher). Field notes, 
minutes and circulated documents for each meeting were 
examined afterwards to ensure the reliability and consist-
ency of the data collection process. In addition, salient 
features of the organizational and social aspects of each 
group’s interactions were discussed. In total, 20 meetings 
in AC and 17 meetings in MH were observed. The data 
were recorded by an observer using a semi-structured 
template which contained meeting times, the number 
and type of attendees, the structure of the meeting, the 
atmosphere, the quality of interaction, the style of chair-
ing, the depth of discussion about incidents, how actions 
were agreed, whether responsibility was allocated for 
actions, whether implementation and evaluation were 
discussed, reference to other information sources and 
whether feedback to staff was discussed.

Data analysis
Once all the interview and observation data were col-
lected, they were discussed in the research team in 
order to ascertain whether the practitioners’ percep-
tions (interviews) and actions (observations) matched 

and whether there were any emerging themes. For the 
interview data, while the themes of the interview topic 
guide provided the initial coding structure, the constant 
comparison method [63] was used to identify other key 
themes. Detailed descriptions of the themes were created 
and exchanged to minimize the chances of misinterpre-
tation. Coders jointly reviewed a sample of 5 interviews 
and discussed and resolved any differences in coding, 
thereby maximizing the reliability of the analysis. NVivo 
11 software (QSR International) was used to manage the 
data. For the observation data, the notes for each of the 
nine dimensions of the framework were first analyzed in 
order to ascertain the extent to which systems thinking 
was used. Subsequently, additional fieldnotes were exam-
ined within the team, to analyze the patterns of interac-
tions and communication styles during the meetings. The 
findings from interviews and observations were synthe-
sized at this stage.

The data analysis process was supported by another 
member of the research team, who has clinical experi-
ence as a medical doctor and is now providing patient 
safety training for multidisciplinary teams across the 
country.

The analyses were also compared with those of the 
previous study [20, 39]. The challenges identified by the 
English study included: acceptance of incident reporting 
and blame, the lack of resources (e.g. high staff turnover, 
shortage of time for training), difficulty around co-ordi-
nation with others, investigation of incidents, imple-
mentation of changes, and the lack of feedback and 
staff engagement. Furthermore, two of the key factors 
affecting clinicians’ perceptions and actions in the Eng-
lish study were the difficulty of balancing clear account-
ability and fairness (without apportioning blame to an 
individual), and leadership styles in incident review 
meetings.

Findings
In total, sixty-one interviews were conducted (see 
Table  1), and thirty-seven meetings were observed 
(Table 2).

Table 1 contains the number of participants by profes-
sion. The second and fourth row shows the number of 
people who have patient safety roles for each category. 
This shows that almost half of the participants (16 out of 
33) in AC and one fourth of respondents (7 out of 28) in 
MH were familiar with incident review meetings at either 
the hospital or ward level. The average years of experi-
ence working at their respective hospitals were 9.3 years 
for AC and 9.1 years for MH.

NB: n/a in Table  2 indicates that this type of meeting 
was not held in AC or MH, as appropriate.
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The remainder of this section presents the synthesis of 
our results based on the four key themes in addressing 
the three objectives of the study: organizational resources 
for handling incident data; perceived effectiveness of IRL 
systems; corrective measures and systems approach in 
team discussions; and factors shaping the management 
of IRL systems. The first two themes were supported pri-
marily by the interview data and the documents, while 
the second two themes required both interviews and 
observation data. In particular, with regard to the fac-
tors affecting how incident data are discussed in  situ, 
the analysis of our data resulted in the discovery of four 
sub-themes. These were: professional boundaries; deal-
ing with psychological burden; leadership and educa-
tional approach; and compatibility of patient safety with 
patient-centered care. The Japanese data quoted below 
were translated by the lead author.

Organizational resources for handling incident data
The size of the patient safety office team was similar in 
the two participating hospitals. In the interviews, both 
Patient Safety Managers (AC and MH) referred to the 
limited manpower available to them for handling the 
great amount of data. In the Japanese acute care hospi-
tal, there was only one registered nurse, seconded to 
the PSO, who acted as a full-time Safety Manager. The 
Patient Safety Manager in Japan works directly under the 

Chief Executive, and may not necessarily return to their 
original nursing post.

While the IRL system can be used as an organizational 
tool to raise the issue of underfunding and capacity limi-
tations, the Patient Safety Managers are trying to manage 
themselves within existing constraints.

“Actually, if you share it with another person and 
share what you do, I think that it will achieve more, 
but since the capacity is fixed, for example, though 
I did a Root Cause Analysis recently, I have not got 
around to summarizing it yet, as I have other things 
to do (…)” (Patient Safety Manager, AC)

The Patient Safety Managers’ heavy workload was 
also confirmed by our observations. However, unlike in 
the English case, the IRL system is not used as a mecha-
nism for highlighting the issue of limited organizational 
resources.

Perceived effectiveness of IRL systems and risk perceptions
The participants were asked the following questions: How 
do you perceive the effectiveness of the incident report-
ing system? Do you think that the system for reporting 
adverse incidents results in improvements to care, learn-
ing about safety? The interview data show that 58 out of 
61 participants responded to the second question affirm-
atively. Their positive answer typically started with ‘yes’, 
followed by mentions of teams sharing the information.

“Learning…there is quite a lot, I believe.” (Senior 
Nurse, AC)
“After all, I think it’s about raising awareness of that 
risk as a whole (in the team).” (Nurse, MH)

Thirty five were positive, while thirteen members of 
staff were unsure, and a further 10 were positive with 
some reservations. Illustrative responses from the latter 
category are as follows.

“There are many people who write abstract causal 
factors for adverse events such as the end of the night 
shift and the lack of concentration, so I wonder what 
to do? (…) so the quality of reports is not always use-
ful for my work.” (Psychiatrist, MH)

Table 1 Number of interview participants by profession

AHP Allied Health Professionals, which include medical technologist, physiotherapist

Nurse Doctor Safety 
Manager

AHP Pharmacist Administrator Total

Acute care Total 11 11 1 3 3 4 33

Those with patient safety role 5 5 1 2 2 1 16

Mental health Total 11 5 1 6 1 4 28

Those with patient safety role 3 1 1 1 1 0 7

Table 2 Number and type of meeting observed

NB: n/a indicates that this type of meeting was not held in AC or MH, as 
appropriate

Type of meeting

Total 
observations

Hospital‑
wide 
committee

Nursing‑
led 
safety 
meeting

Doctor‑
led 
meeting

Risk 
management 
meeting

Monthly Monthly Weekly Monthly

Acute 
Care

20 4 3 13 n/a

Mental 
Health

17 4 n/a 9 4
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“If the person wasn’t there when an adverse event 
happened, and informed of that later, I believe it 
(the effectiveness) depends on his/her attitudes to 
work” (Senior nurse, AC).

Nonetheless, the majority of the participants perceived 
the IRL system as having a positive impact on their 
practice.

As previously mentioned, positive views expressed by 
interviewees stressed the importance of learning from 
one’s own and colleagues’ mistakes, and creating a forum 
for information sharing, team-building and goal-setting. 
These answers reflected uniformity of rule enforcement 
and strong norms within the two hospitals. On the other 
hand, negative opinions, three of which came from medi-
cal doctors, focused on the absence of a direct causal 
relationship between reporting activities and the better-
ment of clinical outcomes.

“It doesn’t work at all. Oh, we shouldn’t say it doesn’t 
work at all, should we? (...) I don’t think it’s very 
effective.” (Senior consultant, AC)

Other negative views included the poor quality of the 
software interface, which hinders both input and receipt 
of feedback.

“The input system is so complicated that it takes 
a lot of time. I think it should be simplified a little 
more. It’s pretty hard to understand as well.” (Junior 
doctor, AC)

However, a senior nurse in AC pointed out the useful-
ness of the incident data in identifying the patterns and 
spikes of recurring adverse events (e.g. medication errors, 
patient falls), which can lead to the development of pre-
ventive measures (e.g. increase in vigilance and workforce 
numbers during nightshifts). This indicates that some 
frontline staff are using the IRL system as a prospective, as 
opposed to retrospective, risk analysis tool (albeit haphaz-
ardly and informally within one’s own team on the ward).

Corrective measures and systems approach in team 
discussions
When it comes to deciding on corrective measures and 
checking the effectiveness of those measures, decentral-
ized decision-making in a local team becomes clear.

“Measures are not coming out of the PSO, but rather, 
staff on the wards are often asked to come up with 
their own measures (…) And then it’s like, we at the 
bottom rank don’t know what actually happened or 
was implemented.” (Senior doctor, AC)
“We created our own internal incident discussion 
mechanism in the pharmacy department only, and 

each individual writes a monthly report about 
cases based on his/her observation, using dou-
ble checking, and proposes countermeasures, etc.” 
(Pharmacist, MH)

These concrete examples demonstrated that while cor-
rective actions take place based on the use of incident 
data, they accompany a strong sense of identity or com-
munity, be it within a professional group or a ward-level 
local team.

The observation data show that generally, the meet-
ings in both AC and MH served as a forum for shar-
ing the information and reporting what happened, what 
was done and what was going to happen. Arguments 
and discussions were rare. In meetings in AC, the con-
tent of the incidents was explained in detail, and the 
cause was also mentioned at all the meetings except 
the hospital-wide committee. Concerning the analyses 
of the causal factors for the reported cases, not much 
was said or discussed. At the doctor-led meetings, any 
difference in opinion about possible causes was high-
lighted, although infrequently. The allocated time for 
these meetings was also limited. At the nursing-led 
safety meetings, collective learning and the exchange of 
practice-related information were emphasized among 
nurses representing different wards and specialties.

In AC, the formality of all meetings was the key fea-
ture, and the Patient Safety Manager organized and 
coordinated them. On the other hand, at doctor-led 
meetings in MH, there were cases where a discussion 
was held around a small table with the Clinical Direc-
tor, in a much more informal manner. In this meeting, 
the causal factors of incidents and near-misses were 
mentioned, and the Root Cause Analysis (RCA) was 
often stated as one method of analysis. At a unit-level 
meeting, consideration was given to the system as a 
whole, although this did not happen at the hospital-
wide meeting. Table 3 provides illustrative examples of 
the framework’s four dimensions (exploration of pos-
sible causes; consideration of systems problems; criti-
quing; and seeking further information).

Regarding corrective actions, although the partici-
pants in both AC and MH explored a range of possi-
ble countermeasures, there was no indication that they 
critiqued potential solutions or considered the systems 
impact of potential actions. Problems spanning depart-
mental boundaries were not evidently addressed either. 
At the nurse-led meetings in AC, each representative 
from wards and departments discussed a communica-
tion strategy. However, the issue of cross-professional 
communications was never raised. No further infor-
mation or existing data were sought from other regu-
latory bodies. As the interview data show, professional 
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groups (e.g. nurses, pharmacists, medical technologists) 
refer to their respective academic societies’ information 
sources.

Factors shaping the management of IRL systems
Professional boundaries
Difficulties around co-ordination, spanning various pro-
fessional groups and organizational units, were raised 
by several frontline staff. There was a clear demarcation 
between professional groups in the two hospitals.

“When problems about medical equipment are 
reported by a nurse, it is only when the patient is 
actually harmed. Preventive measures can only be 
provided if we find the problems ourselves before 
that report arrives. Even if the nurse wrote a near-
miss report, it will only be dealt with at ward level 
and will not come up to us. These issues need to be 
sorted out”. (Medical technologist, AC)

There was also a comment made about the dominant 
role of the nursing profession in patient safety.

“Basically, the largest professional group among 
us, clinical staff, is nurses, and if nurses lead and 
do patient safety thoroughly, just like a mother-
child relationship, a nurse like a mother can tell off 
a doctor like a child, saying ‘no, doctor, please do 
it this way’. I think that’d be the best way." (Senior 
doctor, AC)

Professional boundaries were also accentuated by the 
structure of incident review meetings, particularly in AC, 
where the nursing-led patient safety meeting takes place.

Dealing with psychological burden of reporting incidents
A culture of blame was not identified in either organi-
zation, and under-reporting was not raised as a major 
issue. However, junior clinicians (junior doctors and 

nurses) expressed higher levels of sensitivity with 
regard to reporting being equated with admitting 
mistakes.

“It might be a little embarrassing to hear your inci-
dent report being discussed in a forum. For example, 
people must be thinking ‘Wow, he’s making such an 
error still into his second year!’" (Junior doctor, AC)

On the other hand, a few of the staff stated that the IRL 
system is designed to protect them as well as patients.

“Rather, I report when something happens, and this I 
do also for the purpose of protecting myself.” (Junior 
doctor, AC)

Leadership and educational approach
Connected to the previous point, several senior staff in 
leadership roles showed a duty of care towards junior 
clinicians.

“I think experience matters…I tell my current junior 
staff ‘I used to wonder why I made that error, I had 
to write my name, like a great criminal investiga-
tion, I had to report, I felt like a criminal, I hated 
it. You may feel like that now when you report, but 
this will become your own learning and help you, so 
if you have an incident, you can make it your own 
strength.’” (Senior nurse, AC)
“It is not established as a system as such, but it is 
a human fortress. As the trainees spend more time 
with patients than I do (…) I do not rush and listen 
to patients’ complaints in the first instance, but send 
the trainees to listen. If they come back with the mes-
sage that the patient requested the person in charge, 
then I will go and take the responsibility… it is a 
multi-layered, problem-solving (training) system.” 
(Senior doctor, AC)

Table 3 Illustrative examples: discussion of possible causes and the use of systems approach

Acute Care Mental Health

Exploration of possible causes Vascular injury due to catheterization: brief 
exchange of viewpoints regarding complications 
of catheter manipulation

Missed information around food allergy: lack of 
communication between the nutrition depart-
ment and the ward

Consideration of systems problems Cerebral infarction after Coronary Angiography 
(CAG): unclear lines of responsibility in the pro-
cess of obtaining informed consent and describ-
ing the risk of complication deriving from CAG 

Patient’s unplanned entry to electroconvulsive 
therapy: miscommunication between different 
units

Critiquing of hypothesized causes Very little discussion, with some exceptions Not observed

Seeking further information about the incident Not much discussion, apart from questions as to 
subsequent actions made by a doctor involved 
in the case, and the relevant electronic medical 
records

Follow-up information requested for cases where 
the information about how incidents occurred was 
not complete
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Compatibility of patient safety with patient‑centered care
The frontline staff, particularly in MH, expressed ambiva-
lence towards certain remedial actions (e.g. new tick-box 
forms) that would take up their resources.

“There were several times when I felt like making a 
manual would become the end in itself (…) so I feel 
there is a little bit of danger that we could end up 
making a manual for more manuals … protocoliza-
tion of care.” (Doctor, MH)

There was also a reference to the fact that learn-
ing from patient safety incident data is concentrated in 
cases reported from facility-based inpatient care, which 
reflects a mainstream model of delivering mental health 
care in Japan.

“After all, it will be more useful thinking about med-
ical safety if we can do home visits and such like in 
the future at our own discretion, rather than being 
stuck in a hospital environment (…) I don’t think it 
is necessary to be excessively nervous about patient 
safety events (in the hospital), and it would be good 
to see a step being taken towards home visits or med-
ical care in the community (...).” (Senior doctor, MH)

Discussion
The aim of this study was to investigate how frontline 
clinical staff perceive and learn from the IRL system in 
Japanese acute care and mental health hospitals. The 
study provided an in-depth understanding of how learn-
ing from incidents occurs in practice, and indicated 
strengths and weaknesses in the learning process. The 
study indicates that the governance structure and pro-
cesses for handling the data is shaped by the organiza-
tional context, and the systems operations correspond to 
staff motivation, professional integrity and commitment 
to safety. The presence of organizational structures and 
processes enabled frontline clinical staff to take control 
of handling their own data, while overcoming difficul-
ties and constraints in their workplace [57, 58, 64]. This 
includes consideration of human–machine interactions 
and processes where these technologies are embedded to 
facilitate clinicians with competing priorities [49, 59, 60, 
65], highlighting the importance of leaders who under-
stand that frontline staff know best what would work in 
their local contexts.

The use of IRL systems in the two Japanese hospitals 
represents a case where frontline clinical staff take charge 
of the operation and management. The level of compli-
ance with reporting in both hospitals was very high. This 
means that the voluntary nature of participation in IRL 
systems does not necessarily weaken engagement on the 

part of frontline staff. In fact, a strong sense of ownership 
of the issue and the system was found among the clinical 
staff, both in the privately-owned acute care hospital and 
the public mental health hospital.

One of the factors explaining this might be the local-
ized system, where professional autonomy is protected. 
In addition, there was a clear hierarchical structure with 
a sense of duty and care among senior professionals 
towards their juniors, ensuring psychological safety [35, 
66–68] when learning from mistakes.

By the same token, not much focus was placed on the 
systems approach and learning in a multidisciplinary 
environment. It was suggested in the interview that the 
Patient Safety Manager in AC often consults doctors to 
collect the information about what happened, and gath-
ers opinions from the parties concerned in advance, 
and obtains their consent before regular incident review 
meetings. Therefore, the purpose of formal meetings was 
only to seek consensus and present reports, as opposed 
to holding discussions. In addition, the majority of cause 
analysis and solution-searching was to be conducted 
within a more familiar ward, clinical department, and 
professional group setting. In both hospitals, there were 
signs of an organizational structure and climate in which 
consensus building is valued more than open debates 
and discussions. This could potentially result in silos and 
groupthink [69], and hinder the adoption of a systems 
approach [37]. The findings suggest that while the equi-
librium of the current care system in the two hospitals 
is supported by consensus-building and the bottom-up 
approach [10], there are potentially other underlying fac-
tors such as clear professional boundaries, and a hier-
archical structure with unspoken assumptions about 
the senior-junior relationship. As highlighted by previ-
ous studies conducted elsewhere [43, 47], these implicit 
modes of communication and decision-making patterns 
need to be unpacked and analyzed through qualitative 
research in order to fully understand what makes long-
term, successful patient safety initiatives and policies.

Another major finding from this study was that the dif-
ferent models of care provision can have an impact on 
the use of incident data at organizational levels. In Eng-
land, for example, clinical departments in MH are often 
spread out in the community, while the provision of men-
tal health care in Japan remains generally hospital-based. 
Geographical separation naturally requires different 
strategies around communication and implementation of 
measures.

Strengths and limitations
The limitation of this study is that it has little gener-
alizability, as the sample size was very small and the 
two hospitals based in the Greater Tokyo area may not 
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necessarily be representative. However, the data were 
triangulated by combining documentary analysis, inter-
views and observations. The interview data suggested 
that there are various types of meetings, both formal 
and informal, in the two hospitals, but we did not man-
age to observe all of them. Observing ward-level meet-
ings would elucidate the process of how some of the 
countermeasures are proposed and implemented based 
on incident data. Additionally, further research should 
be conducted to explore how the fine balance is struck 
between standardized procedures, oversight and rules, 
and bottom-up implementation and professional discre-
tion, while examining whether the factors identified in 
this study indubitably affect the patient safety manage-
ment system of the Japanese health care organizations.

Conclusions
Learning from incident data and implementation of 
safety measures has been playing an integral part in 
safety management in health and social care. The study 
demonstrated that healthcare organizations are highly 
complex, comprising of many professional boundaries 
and risk perceptions, and various communication styles. 
Furthermore, this study provided  evidence that indicates 
a relative underutilization of systems thinking in the way 
in which incident data are handled in Japanese hospitals. 
This raises new research agendas concerning the condi-
tions where systems thinking is facilitated and embedded 
in collective learning processes. Further research should 
look into the usability of the reporting systems, cultur-
ally-sensitive organizational and professional dynamics, 
as well as the resource constraints set by the country’s 
healthcare delivery and regulatory system. In order to 
establish an optimum method of individual and organi-
zational learning and effective safety management, a fine 
balance has to be struck between respect for professional 
expertise in a local team and centralized safety oversight 
with a strong focus on systems.
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