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Project line-up of JQ on Quality and Safety Improvement

Patient representatives participate in the operation of most projects.
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5,313 AEs / 2022 were reported.

Trajectory of the AE reporting to JQ



Japan National University Hospital Alliance on 
Patient Safety (JANUHA-PS) Annual Congress, 2022
Chair; Nagoya University Hospital, Vice chair; Tohoku University Hospital



Contents of Annual/Quarterly report *

• Outline of the system

• Numerical analysis

• Thematic analysis

i. “New themes; 252 themes

ii. “Recurrent” themes; 134 themes

* 72 Quarterly reports & 17 Annual reports



Types of Adverse Event
Medication
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Medical 
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2019 Annual Report of JQ’s AE/Near-miss reporting system



Themes of analysis in past quarterly reports



Monthly AlertThematic analysis
Failure to Confirm CT, MRI Imaging Report



Table and  
illustration to 

facilitate better 
and instant 

understanding of 
the key statement 

Logo
Case presentations

Title

Monthly alert produced in RLS

Preventive/improve
ment  measures

Comments from 
experts

Key statement



FAX

Website

Distribution of monthly alert

Notice by 
Central, 

Local 
authorities

Medical institutions 
& professionals 
including 5,933* 
institutions receiving 
it through FAX, i.e. 
approximately 70% of 
Japanese hospitals

* Registration figure as of March, 2023



Type key word for search : “Dialysis”

1,666 AEs are matched.

• Choose “Adverse event” 
and/or “Near-miss”

• Choose “Type of events”

“Browse”

“Download” in three 
different formats i.e. XML, 

PDF, CSV

Database of AE / Near-miss on homepage



Release of alert by manufactures on sound-alike drugs: “SENIRAN” 
vs “CERCINE” (2019)

• We have submitted a 
request that “SENIRAN”, 
a trade name, is 
removed from the market 
to be replaced with 
generic name 
“Bromazepam” for radical 
measure for prevention.

• Events of drug mix-up due 
to phonetic similarity have 
been reported in JQ’s 
national RLS.

“SENIRAN”
Anti-anxiety agent

“CERCINE”
Minor tranquilizer



“Almarl” 
The brand name was 

relinquished from the market 
and replaced with generic name 
in 2012 for patient safety reason.

Sound-alike drugs

“Almarl” vs “Amaryl”



• Quarterly report No. 1-72
• Annual report 2005-2021
• Reports are Released at press conference

NHK News (TV News), August 29, 2016 MediFax (Daily Healthcare News), 
July 3, 2020

Ensuring transparency through disclosure and publicity



Reporting and learning system of community pharmacy (2008~) 

Aim : Prevention
Principles : No-blame, 
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Japan Council for Quality Health Care
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2020 WHO Patient Safety Incident Reporting and 
Learning Systems

3.3  WHO consultation on patient safety incident 
reporting and learning systems
In an expert consultation in March 2016 in Colombo, Sri 
Lanka, WHO brought together staff from ministries of health 
and health experts from low- and middle-income countries 
to discuss their experience of establishing and operating 
patient safety incident reporting and learning systems (19). 
The three-day meeting was attended by representatives of 18 
countries – Afghanistan, Bangladesh, Canada, Ethiopia, 
Ghana, India, Italy, Japan, Malaysia, Morocco, Nigeria, Oman, 
the Philippines, Poland, South Africa, Sri Lanka, Thailand and 
Viet Nam – and two WHO regional offices (for the South-East 
Asia and Eastern Mediterranean regions). 



WHO Global Patient Safety Action Plan 2021-2030



No-fault compensation/investigation/ prevention system for 
cerebral palsy , 2009～)

No-fault compensation
(Insurance)

Investigation/Prevention
with Patient Representatives

Prevention, early settlement of conflicts and 
Improvement of quality

PaymentReview

Proceeding irrespective of negligence

Medical chart, 
Birth care record, 

laboratory data, etc.

Family’s Voices

Report
１．

２．

20-30 pages

Petition
(Report of CP)



Statistics of eligible case by birth year (As of Nov 30, 2021)
  



Publication of Prevention Report based on aggregative analysis of 
Investigative Report

Prevention committeeInvestigation committee
Report of 

“Individual case”

A) Delivered to Childbirth facility, Scientific 

societies, Government, etc.

B) Posted on the web open to the public

p Cause

p Appraisal

p Preventive measures

A) Report; Delivered both to family and childbirth 
facility

B) Synthesized report; Posted on the web
C) Report with identifiers deleted; Available only for 

research use through internal ethical process

Investigation

・・・・

p Collective analysis

p Thematic analysis

p Recommendation, etc.

Report of 
“Aggregated cases”
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Improvement of specific practices between 2009 and 2014
Comment on FHR monitoring 

for improvement
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Statistics of lawsuit trend by medical specialties by the Supreme Court* Preliminary data
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BBC, May 30th, 2022



Michael Mercier, Accident 
Compensation Corporation, 
NZ

Dr Pelle Gustafson, Swedish 
Patient Insurer, Sweden

George Deebo
Executive Officer at Virginia 
Birth-Related Neurological Injury 
Compensation Program, US

Professor Shin Ushiro
Kyushu University Hospital, 
Japan Council for Quality 
Health Care

Rt. Hon. Jeremy 
Hunt, Chair

Select Committee: NHS Litigation Reform 
of the Health and Social Care Committee, 
House of Commons, UK Parliament



(As of Jun 5, 2020)



Takeaways
i. JQ launched the national system in 2004 and has successfully run 

it with production of reports, alerts DB and so on. The products of 
the system have been widely utilized for practical and research 
use.

ii. Equivalent systems were built step-by-step such as systems for 
community pharmacy and perinatal care. No-fault 
compensation/investigation/prevention system for cerebral palsy is 
so unique that deserves distribution on global basis.

iii. Japan including JQ is keen to work in close cooperation with 
global community on patient safety as expected by WHO which 
launched Global Patient Safety Action Plan 2021-2030.




