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❑ Why Incident Reporting matters

❑ Key Benefits of Incident Reporting

❑ Common Barriers for Incident Reporting  

❑ Steps in Incident Management 



Current Practices in Incident Reporting and Management in MPHA Hospitals 
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56 respondents 

40 respondents 

44 respondents 

Audience responses during the sharing session



Current Practices in Incident Reporting and Management in MPHA Hospitals 
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Effectiveness of Incident Reporting in Your Hospital

44 respondents 

Audience responses during the sharing session



WHY INCIDENT 

REPORTING 

MATTERS
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• Rapid growth and significant transformation of healthcare industry

• Presence of operational failures and mismatch between supply and 

demand pose challenges to provision of safe and effective care 

• Increase the rate of medical errors, third leading cause of death in 

US following cancer and heart disease [1]

• 44,000 to 98,000 deaths occur in hospitals each year in US due to 

preventable medical error [1], IOM 

• 850,000 medical errors each year in UK, 50% preventable 
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WHO report [2023]

• 1 in every 10 patients is harmed in healthcare due to unsafe care [3]

• 50% of harm is preventable, 50% is due to medications. [3]

• LMIC, 4 in 100 people die from unsafe care. [3]

• Common Avoidable patient safety event: medication errors, unsafe 

surgical procedures, HAI, diagnostic errors, patient falls, pressure 

ulcers, patient misidentification, unsafe blood transfusion, and VTE.
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KEY BENEFITS OF 

INCIDENT 

REPORTING
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Enhancing Safety and Care Quality
Through reporting, analyzing, acting 

▪ Identify Risks: Detect potential hazards that could 

compromise patient safety.

▪ Prevent Future Errors: Implement corrective actions to 

prevent the reoccurrence of similar incidents.

▪ Improve Care Quality: Continuously refine practices to 

ensure the highest standards of care.
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Facilitating Organizational Learning and 
Continuous Improvement

▪ Incident reporting is a valuable tool for organizational 

learning. 

▪ Can identify trends, uncover root causes, and 

implement system-wide changes. 
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Promoting a Culture of Transparency 
Empowering Healthcare Professionals

▪ A strong reporting culture empowers healthcare 

professionals to speak up when they see something 

wrong or right. 

▪ When staff members feel safe to report incidents 

without fear of blame or repercussion, it encourages 

open communication and collective problem-solving.

▪ This not only helps to prevent harm but also fosters a 

sense of ownership and responsibility among staff.
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Strengthening Trust with Patients/ 
Residents

▪ When health and social care organizations are 

transparent about incidents and committed to learning 

from them, it builds trust with patients or residents 

and their families. 

▪ This trust is crucial for maintaining a positive 

relationship with the communities they serve.
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BARRIERS FOR 

INCIDENT 

REPORTING
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Barriers to Incident Reporting

15

68 respondents 

Audience responses during the sharing session



Barriers to Incident Reporting
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Steps in 
Incident 

Management

17



18
Reference: Australian Commission on Safety and Quality in Healthcare, 2021, “Incident Management Guide
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How do we recognize that things have gone wrong?

▪ Organizations should define the purpose of incident management 

system, what must be reported, incident definitions, communication

to workforce. 
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How do we recognize that things have gone wrong?

▪ Organizations should define the purpose of incident management 

system, what must be reported, incident definitions, communication to 

workforce. 

▪ Sources of incident identification

▪ Direct Observation

▪ Team discussion/meeting 

▪ Clinical review meetings

▪ Death review process

▪ Complaints

▪ Monitoring variation in clinical practice

▪ Audits

▪ Chart reviews
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How do we minimize the immediate risk?

▪ Providing immediate care to the individuals involved

▪ Making a situation/scene safe

▪ Notifying the responsible manager and medical team as necessary 

▪ Notifying security and authority (if relevant)

▪ Removing or managing malfunctioning equipment or supplies

▪ Gathering information about the chain of events

▪ Commencing the Open Disclosure Process
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Open Disclosure

▪ Open discussion of adverse events that result in harm to a patient 

while receiving health care with the patient, their family and carers.

▪ Not a one-way provision of information. Open disclosure is a discussion 

between two parties and an exchange of information.

▪ Elements

▪ an apology or expression of regret, which should include the 
words ‘I am sorry’ or ‘we are sorry’ 

▪ a factual explanation of what happened 

▪ an opportunity for the patient, their family and carers to relate 
their experience 

▪ a discussion of the potential consequences of the adverse event 

▪ an explanation of the steps being taken to manage the adverse 
event and prevent recurrence.
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How do we report the incident?

▪ Notification

▪ Simple

▪ Minimal time

▪ Anonymous option

▪ Objective and factual information 

▪ Reporting timeline 

▪ Avoid identifiable details 
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Do we have all the information we need?
How serious is the incident?

▪ Review the incident within identified timeframe

▪ Ensure accuracy, quality, completeness of information

▪ Severity and Likelihood Rating 

▪ Decide on level of Open Disclosure

▪ Ensure escalation to Chief Executive(s) if relevant
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What happened? 
How and why it happened?
What actions can be taken to prevent similar 
incidents?

▪ In-depth and detailed investigation for high severity rating

▪ Main goal of investigation is to assess the system, not to blame people 

involved. 

▪ Be conducted within the principles of fair procedures and natural 
justice: JUST CULTURE principle 

▪ Be documented in accordance with policy and procedures

▪ Be undertaken by MDT

▪ Validated methodologies/tools by Trained staff

▪ Independent investigation (for complex cases)

▪ Recommendations of Actions
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What happened? 
How and why it happened?
What actions can be taken to prevent similar 
incidents?

An incident is just the tip of the 
iceberg, a sign of a much larger 

problem below the surface.
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How do we improve?
How will we know we have improved?

▪ Recommendations arising from investigations and analysis

▪ Should address the identified contributing factors

▪ Consider the strength using the hierarchy of effectiveness

▪ Consider patient perspective and suggestions 

▪ Consider suggestions from workforce, frontline staff

▪ SMART format

▪ Responsible person for each action

▪ Timeframe for recommendation

▪ Approval



Hierarchy of Effectiveness
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Action Strength
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Reference: Joint Commission International, 2020, “Framework for RCA and Corrective Actions”
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How do we tell people what happened and what we 
did to improve safety?

▪ Timely and meaningful feedback to stakeholders is a key success factor 

an incident management system.

▪ Feedback to:

▪ Patients, carers, and families

▪ Staff who notified and were involved

▪ Safety and quality committees

▪ Other members of the workforce
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How do we learn from incidents?
How do we share what we learnt? 

▪ Aggregated analysis of all safety data 
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Best Practice Case Study
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150
685

1253 1481 1372

3268
3658

7373

2017 2018 2019 2020 2021 2022 2023 2024

Category Description of Medication Error

A Potential error

B Error, did not reach the patient

C Error, reach the patient, no harm

D Error, reach the patient, require monitoring, no harm

E Error, temporary harm, require intervention

F
Error, temporary harm, require initial or prolonged 
hospitalisation

G Error, permanent patient harm

H Error, require intervention necessary to sustain life

I Error, patient death.

Sample Analysis and Incident Dashboard
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✓ Why Incident Reporting matters

✓ Key benefits of Incident Reporting

✓ Common Barriers for Incident Reporting  

✓ Steps in Incident Management 

➢ Roles and Responsibilities
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Q&A



Thank You
www.punhlainghospitals.com

Pun Hlaing Estate Avenue, Hlaing Tharyar Township, 
Yangon, Myanmar

Tel: +95 9 772 88 99 22

maythazinaye@punhlainghospitals.com
+95 943074994
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