
1

Patient Safety Activities
in Japanese Healthcare Settings 

Patient Safety Activities
in Japanese Healthcare Settings 

Kazue Nakajima,  M.D., M.S., Ph.D

Director & Clinical Professor
Department of Clinical Quality Management

Osaka University Hospital

Safety Management System Seminar
For Air Transport Industry 2007

October 25, 2007

Osaka University HospitalOsaka University Hospital

• An academic & teaching hospital
• 1076 beds
• 723 physicians 
• 852 nurses
• 532 other employees (in 2007)

• 15,692 discharges / year
• 606,848 outpatient visits / year
• 7,984 surgical operations / year
• 612 ED admissions / year
• 20.3 days of ALOS  (in 2006)
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Advanced Medicine & Patient SafetyAdvanced Medicine & Patient Safety

A WakeA Wake--up Call for Patient Safety up Call for Patient Safety 
in Japanin Japan

• January 11, 1999
• A university hospital
• Wrong patient →　wrong surgeries

– Lung cancer patient: valve replacement
– Cardiac valve disease patient: lung surgery

• Criminal convictions for nurses, surgeons 
and an anesthesiologist
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Regulations for Patient SafetyRegulations for Patient Safety

1. A policy for patient safety
2. Hospital-wide incident reporting
3. A functional committee for patient safety
4. Staff education on patient safety
5. A hospital division for patient safety
6. A full-time clinical risk manager
7. A patient complaint office

Strategies for Patient SafetyStrategies for Patient Safety

1. Introduction of an intranet-based incident 
reporting system

2. Setting up a new organizational structure 
for patient safety

3. Specific actions resulting from Incident 
reporting system
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Strategy 1: Introduction of an intranetStrategy 1: Introduction of an intranet--
based incident reporting systembased incident reporting system

Advantages of a webAdvantages of a web--based systembased system

For reporters
• Easier access 
• Anonymous entry of information 
• Shorter data entry time (9 minutes on average)

For monitors
• Legibility of reports
• Easier and faster monitoring
• Security of access
• No additional work to create database
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Continual reporting by all hospital staffContinual reporting by all hospital staff

•Past
•paper-based, by nurses  
•50 reports a month

•Present
•Web-based, by all staff
•300 reports a month
•Physicians’ contribution: 10%

Major types of incidentsMajor types of incidents

1. Medication
(ordering, dispensing, administering): 46.6%

2. Lines and tubes: 19.0%
3. Falls and slips: 13.7%
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22 multidisciplinary 
professionals
(15 physicians, 
3 nurses, others)

Strategy 2: The organization for patient safetyStrategy 2: The organization for patient safety

4 patient safety managers

127 middle managers 
(physicians, nurses, 　　
　　　　co-medical staff, 
administrators)

Strategy 3: Specific actions resulting Strategy 3: Specific actions resulting 
from the incident reporting system:from the incident reporting system:

• Alerts (paper- and email-based)
• System-oriented improvements
• Ward rounds
• Education (seminars, e-learning, etc)
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Providing alerts based on Providing alerts based on 
reported incidentsreported incidents

No awareness of cardiac arrest of a No awareness of cardiac arrest of a 
9 month9 month--baby with ventilator due to baby with ventilator due to 
offoff--alarmalarm

Risk Management NewsRisk Management News

Re: alarm of medical devicesRe: alarm of medical devices Contents Contents 
•• Media coverage of a serious Media coverage of a serious 
adverse event in another hospitaladverse event in another hospital

•• Similar incidents in our hospitalSimilar incidents in our hospital
•• Knowledge, advice and check  Knowledge, advice and check  
points for prevention of similar eventspoints for prevention of similar events

Incident Incident at other institutions: 
Drug search errors caused by one wrong click. 

・an immunosuppressant (Selcept®) vs. an anti-ulcer drug (Selbex®)
・a muscular relaxant (Succin®)  vs. a steroid (Saxizon®)] 
・an antineoplastic (Alkeran®) vs. an anti-ulcer drug (Ulcerlmin®)

DiscussionDiscussion: What is drug 
specification rate?

10% in first-two-syllable search  
65% in first-three-syllable search

Change in search method for Change in search method for 
computer prescriptionscomputer prescriptions

ActionAction: The first-three-syllable 
search was implemented to 
reduce confusion. 

(Selbex®)
(Selcept®)
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Elimination of lookElimination of look--alike drugsalike drugs

Incident Incident at other institutions : 10% Lidocaine accidentally 
administered instead of 2% due to similar appearance. 

ActionAction: 10% Lidocaine has been 
dropped from the hospital drugs’
list.

DiscussionDiscussion: Is it really necessary 
to maintain a supply of 10% 
Lidocaine?

2% Lidocaine for iv push

10% Lidocaine for div

Incident Incident at other institutions : A diet for nasal feeding was 
administered through a vascular line by a nurse due to 
visual confusion.

Development of foolDevelopment of fool--proof equipmentproof equipment

ActionAction: A new nasal feeding system with a large diameter 
of the syringe nozzle and its corresponding tube has been 
blocked connecting errors.

For venous lines

For nasal tubesNasal feeding tube Venous line
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Pharmacist review of chemo protocols & ordersPharmacist review of chemo protocols & orders

Chemotherapy 
protocols

Chemotherapy 
Regimen for 
the patient

Chemotherapy 
Prescription for 

the patient

Department of Pharmacy

Register Submit by fax Order entry

% of inquiry among received regimens: 15.2%

（1） Two different occasions for the pre-transfusion test

Each department

Transfusion Unit

If tests give the same result, 
register patient’s blood type in 
database.

1st collection
on admission

2nd collection
when needed

Error detection system for blood transfusionsError detection system for blood transfusions

（2） 24-hour operation of the Transfusion Unit
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（3） Automatic checking system  with a barcode reader 

（4） A large colored sign with a  
patient’s name and blood type

Standardized color for each blood type all over Japan

Improvement in operation of ventilatorsImprovement in operation of ventilators

•• Incident Incident at other institutions : A cardiac arrest of a 9 month-baby with a 
ventilator was not detected for 13 minutes due to off-alarm.

•• Root causeRoot cause: Inspection of ventilators’ alarm setting and the individuals 
responsible have not been clarified.

•• ActionAction: A check sheet for physician 
order and nurse confirmation during the 
use of a ventilator has been developed 
by medical engineers.  It is hung on a 
ventilator to unify relevant information 
for appropriate management.
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A check sheet for ventilation and alarm setting 

Prevention of foreign bodiesPrevention of foreign bodies

Root causeRoot cause: 
(1)A flawed protocol allowing staff to 

proceed without critical checks
(1)Poor communication between staff due to 

authority gradient or human relationships

ActionAction: 
A clear protocol with a checklist has been introduced
・Take a X-ray in thoracic or 

abdominal surgeries in OR 
・Check the film by two physicians
・Sign in an operative sheet 

by two physicians

Physician’s signature 
for X-ray film check

Doc1 Doc2
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Rapid Response TeamRapid Response Team
to resuscitate patientsto resuscitate patients

• CPR（cardiopulmonary resuscitation） calls
– Dial 77 : ICU physicians
– Dial 99： ER physicians

• ACLS (advanced cardiac life support) training
• AED (Automated External Defibrillator )placement

Patient Safety RoundsPatient Safety Rounds

• Staff involvement
• Compliance check
• Checked issues

– Management of verbal orders 
– Patient identification procedures
– Overall procedures for 

medication/transfusion processes
– The use of a ventilator check sheet
– Interview patients about employee 

compliance
• Feedback of the results
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• Complications or unforeseeable events
• Purposes

– Improvement of patient safety & quality
– Accountability

• Timely and full disclosure policy
• Public disclosure & Investigation Committee

– Prevention of defensive medicine

Multidisciplinary peer reviewMultidisciplinary peer review
for serious adverse eventsfor serious adverse events

A consensus statement of 
the Harvard hospitals.  

March 2006

EE--learninglearning
Quiz: basic knowledgeQuiz: basic knowledge

L-piece

T-piece

Oxygen tube
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EE--learninglearning
Quiz: compliance with a ruleQuiz: compliance with a rule

When the endoscopic examination finished

1 2

3 4

Dr. old:
Please wait 

there.
(sotosoto)

Yes, I’ll 
wait 

here.
(sokosoko)

Dr. young:
Let’s start 
the exam

Again?

Bad case Good case

EE--learninglearning
Simulation: SBAR Situational BriefingSimulation: SBAR Situational Briefing

S – situation
B – background
A – assessment
R – recommendation
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重症多発外傷初療の症例CRMCRM--like approach in ERlike approach in ER

リーダー医師

応援医師

外来看護師研修医

リーダー医師リーダー医師

応援医師応援医師

外来看護師外来看護師研修医研修医

•High risk
•High stress
•Team training

Virtual reality simulator for endoscopic surgery 
“LapSim” (Surgical Science, Sweden）

Endoscopic Endoscopic Surgery Training CenterSurgery Training Center
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• Criminal sanction for
– Professional negligence
– Failure to notify police of 
unnatural death

• Criminal investigation
– Confidential
– Less professional
– No feedback for improvement

• Collapse of medical system
– Quitting risky specialties
– Closing hospitals

Legal ClimateLegal Climate

OB doctor arrested ! OB doctor arrested ! 

Sankei Newspaper, March 11, 2006

ConclusionsConclusions
• The Web-based incident reporting system has:

– Creation of safety culture
– Facilitation of hospital-wide collaboration
– Results in specific actions related to patient safety.

• Multidisciplinary peer review activities can :
– Promote quality and patient safety
– Achieve accountability
– Deter negative defensive medicine

• Future challenges include:
– Identification & measurement of patient safety indicators
– Development of effective educational programs
– Legal and social systems to foster patient safety
– Patient safety-centerd payment system
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