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ABSTRACT. Analysis of adverse events that happen in medical organizations has proved to be
a crucial instrument of improvement of quality and safety of healthcare. Foreign countries make
ample use of national incident reporting systems for this aim. The work of national incident
reporting systems involves not only leaders and managers of healthcare but the personnel of medical
organizations as well. National systems accumulate information, analyze it and later based on this
analysis the organizational decisions are being made, which are aimed at correction and prevention
of future faults or associated problems in the medical organizations. Unified national system like
this does not exist in the Russian Federation that is why the aim of this research was to analyze the
foreign practice of using national incident reporting systems in order to form recommendations
for the creation of similar system in the Russian Federation. In this study practical experience of
Denmark, United Kingdom, China and Kazakhstan was described, the negative and positive aspects
of the organizational decisions of these countries were highlighted, as well as the results of their
performance were presented. Based on the given information the recommendations on the creation
of a similar system in the Russian Federation were proposed including improvement of legislation
norms, the use of digital solutions while designing and implementing the system, which will be
improved regularly based on feedback and the results of performance check. It is also necessary to
ensure that this system will be easy to use, transparent and fair.
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PE3IOME. BaxxabplM HHCTPYMEHTOM COBEPIICHCTBOBAHHUS KAadeCTBA U 0€30MaCHOCTH MEIHUIIMH-
CKOM JIeITeTbHOCTH SIBJISCTCS aHAJN3 BCeX HEONAarompusATHBIX CUTYAIlMH, CIyJarolInXcs B opra-
Hu3anuu. C 3TOU 1eNbI0 B 3apyOeKHBIX CTPaHaX UCIOJIB3YIOTCS HAIIMOHAIBHBIE CHCTEMBI cOopa
WHIUJICHTOB, B ()YHKIIMOHMPOBAHHE KOTOPBHIX BOBJICUCHBI KaK PYKOBOJUTEIU M OPraHU3aTOPbI
3IpaBOOXPAaHCHUS, TaK M IIEPCOHAT BCEX MEIMIIMHCKUX OpraHW3arnuii. HanmonanbHbBIE CUCTEMBI
aKKyMYJIUPYIOT HH(OPMALIHIO, aHAIM3UPYIOT €€, HA OCHOBAHWH Yero B JaJbHEHIIeM MpPUHUMA-
IOTCSl YIIPaBJICHYSCKUE PEIICHUS, HANPABJICHHBIE HA KOPPEKIIUIO ¥ MPOPUIAKTUKY MTOBTOPEHHUS
OIIMOOK MU OPraHU3aIMOHHBIX MPOOJIEM, BCTPEUAIOIIUXCS B YUPEKICHUSIX 3/[PABOOXPAHCHUS.
[TomoOHas enmHast HAITMOHATBHAS CHCTEMa OTCYTCTBYeT B Poccuiickoit @emeparnum, modITOMY Tie-
JBI0 TAaHHOTO WCCIEAOBAHUS CTAJI0 U3yUeHHE 3apyOekHOTO OmmbiTa (yHKIIHOHUPOBAHUS HAINO-
HaJIBHBIX CHCTEM cOOpa MHIMICHTOB, IPOU3OMEANINX B MEIUIITUHCKUX OpPraHu3anusix, u Gopmu-
pOBaHUE Ha €T0 OCHOBAHUM PEKOMEHJAIIMI 110 MOCTPOEHU IO aHAJIOTMYHOM cucTeMbl B Poccuiickoi
®Denepamnun. B xone uccaeqoBanus ObII OMKUCAH MpakTHYeCcKuil onbIT Jlannu, BennkoOputanumu,
Kwuraiickoit Hapoguoit Peciybnuku, Pecrybnukn KazaxctaH, u ObIIM BBIICICHBI TO3UTHBHBIEC U
HETaTUBHBIC aCMEKThl OPraHU3aAMOHHBIX PEIICHUM, UCTIOJIB3YyEMbIX JaHHBIMU CTPAHAMHU, a TAKKE
MPUBEICHBI PE3YJIbTAThI UX JEATCIHHOCTUH. Ha OCHOBaHMM M3YUCHHBIX JTAHHBIX OBLIM MPEIIOKE-
HBI PEKOMEHIAIINH 10 CO3JaHNI0 CHCTEMBI cOopa MHIUICHTOB B Poccuiickoit denepamun, BKIIO-
YaIne B ce0s COBEPIICHCTBOBAHWE 3aKOHONATENhCTBA, MUCIMOJB30BaHUE HH(PPOBBIX PEIICHUN
MpU TPOCKTUPOBAHUHU CHUCTEMBI, KOTOpas OyJeT PEeryJIsipHO COBEPIICHCTBOBATHCS HA OCHOBAHUU
00paTHOI CBSI3W U aHalM3a Pe3yJbTaTOB e¢ pabdOoThl, a TaKkKe 0OCCIeYeHue ee MPOCTOTHI, MPO-

3pa4HOCTH, CIIPpaBCAJINBOCTH.

KJIIOUEBBIE CJIOBA: WHIMJICHTHI,
CcoOBITHS, 3apYOEIKHBIN OMBIT

Ka4eCTBO MEIUIIMHCKOW ITOMOIIH,

HCXKCIATCIIbHBIC

INTRODUCTION

The activities of medical organizations are
inevitably associated with risks for patients
and medical personnel. The use of medications,
medical equipment, invasive diagnostic and the-
rapeutic techniques makes errors in the delivery
of medical care dangerous to the health of par-
ticipants in this process. This can be explained
by the fact that any violation of technology and
standards can lead to adverse consequences.

In this regard, it is important that information
about adverse events that have occurred or may
occur reaches the department heads and high-
er-level leaders for study and taking measures to
prevent their recurrence. Accumulation of such
information can be carried out through an inci-
dent collection and analysis system.

In the United Kingdom healthcare system,
a “patient safety incident” is defined as “an
event in the course of medical care delivery that
could have resulted, or did result, in harm to a
patient’s health” [1]. The World Health Orga-
nization gives a similar definition of the term
“incident” [2].

The collection and analysis of incidents oc-
curring on the premises of a medical organiza-
tion is a valuable instrument for its leaders. Inci-
dent reporting expands the range of information
available to them, allowing them to take time-
ly organizational measures aimed at correcting
real problems.

In the Russian Federation, there is no defi-
nition of the term “incident” applicable to a
medical organization at the legislative level,
and there are no widespread incident repor-
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ting systems. Some organizations have inde-
pendently implemented this system, but on
their own initiative. Its implementation was
mainly associated with the preparation of
medical organizations for further accredita-
tion / certification in accordance with the stan-
dards of quality and safety of medical care (for
example, international standards of Joint Com-
mission International or national standards of
Roszdravnadzor).

A different situation is observed in many
foreign countries. For example, in Denmark
and the United Kingdom, national incident re-
porting systems have existed for over 20 years.
During the work of these systems, information
is collected at the national level from all medi-
cal organizations to make decisions based on
its analysis not only at the level of the medical
organization, but also at the level of the health
system as a whole.

In Sweden, incident reporting systems were
implemented using the Internet in all regions of
the country in the mid-2000s [3] and are still
actively used in medical care today. According
to a 2011 survey of healthcare leaders, incident
reporting and root cause analysis have become
one of the most crucial instruments for achie-
ving high levels of patient safety [4].

Swedish law requires the leadership of each
administrative region to publish annual patient
safety reports. These reports have been used
since 2011 to monitor trends in patient safety and
correct identified gaps [5]. 19 out of 21 regions
include information in the report on whether
they have an electronic incident reporting sys-
tem, and 18 of them also include information on
the results working with incidents [6].

The experience of systematic work with
medical incidents has been described not only
in European countries, but also in Asian coun-
tries. The People’s Republic of China has also
implemented an incident reporting system,
which has not yet achieved the same positive
results as similar instruments in European
countries.

The Republic of Kazakhstan, which is close
to the Russian Federation both territorially and
culturally, actively working on improving the
organization of medical care that is safe for pa-
tients, including at the legislative level. This is
evidenced by the development, approval and
updating of regulatory documents that provide
an official definition of the concept of “medical

incident” and describe the procedure for wor-
king with them.

It is worth noting that work on improving the
quality and safety of medical care is not limited
to the creation of such a system. It also requires
its constant improvement and development
based on the results obtained and feedback from
health workers.

Taking into account the interest of foreign
healthcare leaders in using incidents as an in-
strument to ensure patient safety, it is advisable
to consider their experience to identify the most
valuable practices that can be applied in imple-
menting such a system in the Russian Federa-
tion.

AIM

The aim of the study is to examine foreign
experience in the functioning of national sys-
tems to collect incidents that occurred in medi-
cal organizations. It is also necessary to provide
recommendations on the basis of this experience
for creation of a similar system in the Russian
Federation.

MATERIALS AND METHODS

During the research, an analysis of public data
sources from the PubMed, Cyberleninka, and
eLIBRARY databases was carried out to study
foreign experience in the implementation of the
system of incidents in national health systems.

RESULTS

A number of countries have national systems
aimed at collecting information on patient safe-
ty incidents.

The first such system was the Danish Patient
Safety Database (DPSD), which was created
and implemented in January 2004 [7]. Initial-
ly, the system was aimed at collecting incidents
that occurred in hospitals, but in 2010, it also
included organizations providing primary health
care [8]. As part of its expansion, the ability to
collect incidents not only from medical wor-
kers, for whom participation is mandatory, but
also from patients and their relatives [9], who
can, if they wish, write an incident report, was
implemented in 2011.

The incident report form is filled out online
and includes the following information: incident
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description, time and place, patient’s gender,
suspected causes of the incident, and proposed
preventive measures. If the information is pro-
vided by medical workers, they independently
indicate the type of incident and its severity. If
the incident is received from a patient or a close
relative, it is classified by a risk manager [10].

Incidents are considered at three levels. At
the healthcare organization level, incidents are
reviewed to analyze root causes and implement
preventive measures. Analysis at the regional
level is used to train personnel of medical or-
ganizations in the region. Incident review at
the national level is conducted to monitor sta-
tistics and study the total number of incoming
incidents for use as a basis for creating general
recommendations.

The incident does not entail disciplinary ac-
tion against the health worker who reported it,
since this system is strictly separated from the
systems that control or handle complaints. They
exist in parallel and do not exchange informa-
tion. However, if complaints or comments are
received externally from supervisory authorities
about this event, then the employee may still be
subject to measures of influence [11].

The system has shown significant growth
and increased involvement of healthcare per-
sonnel during its existence. Thus, if 12,370 inci-
dents were recorded in 2006, then in 2012 there
were already 155,791 [12]. Subsequently, the
growth continued. Thus, during the 2021 study
[10], incidents received from nurses, doctors,
patients and their relatives for the period from
2014 to 2015 were studied. Their total number
was 241,606, while the study did not include in-
cidents received from other personnel of medi-
cal organizations (there were 131,314 of them).
The statistics of the studied data showed that
most often incidents were reported by nurses
(81.3%) and doctors (16.1%), the share of in-
cidents received from patients (1.2%) and their
relatives (1.4%) was small. The most frequently
recorded incidents were in the following catego-
ries: “medicines” (53.8%), “patient accidents”
(17.2%), “treatment and care” (7.0%).

Despite the positive quantitative performance
indicators of the system, its implementation
and expansion has been heavily criticized by
personnel. The bulk of the comments was rela-
ted to the high bureaucratization of the system,
which resulted in an incident recording taking
20-30 minutes and an average of 1 hour to be

considered. This problem was exacerbated by
the receipt of a large number of incidents de-
scribing minor situations, which could not cause
significant harm to the patient. As a result, the
increase in quantitative performance indicators
of the system was not accompanied by qualita-
tive results, since it proved difficult to process
and identify useful patterns among hundreds of
thousands of incidents [13].

In response to these comments, a working
group consisting of representatives of patient
organizations, trade unions, professional soci-
eties, regional and municipal leadership deve-
loped recommendations for optimizing the Da-
nish incident reporting system. The following
changes were proposed:

* limiting the range of incidents collected
(collecting only those that resulted in mo-
derate or serious harm to health, revealed
new problems, were useful for training per-
sonnel or were relevant for the clinic);

« facilitating the process of their registration
(simplifying the form, creating submission
templates);

* priority for working with incidents at the
level of a medical organization;

+ organization of experience exchange bet-
ween health institutions;

* inclusion of the system in quality programs
of medical organizations;

* increasing the transparency of the health
system (publication of information about
individual incidents on the websites of me-
dical organizations, following the example
of Norway) [14].

The data published by Danish scientists in-
dicate that the incident reporting system can-
not exist statically. It needs to be constantly
improved, based on feedback from the medical
personnel working with it.

The United Kingdom (hereinafter referred to
as the UK) is an example of active work to im-
prove such a system. In this country, the Natio-
nal Reporting and Learning System (NRLS)
was launched only a month later than Denmark,
in February 2004 [15], and continued to func-
tion until July 2024.

The system was developed and implemen-
ted in the UK between 2001 and 2004, based
on the experience of incidents in Australia and
the United States of America. More than 28,000
incidents were collected during the pilot project
in 2001-2002. Based on them, conclusions were
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made about the project’s shortcomings related
to the low quality of incoming information and
problems with the digitalization of the process.
The work carried out following the pilot project
to integrate the incident reporting process with
the medical information systems of healthcare
organizations made it possible to achieve signi-
ficant results. Thus, in the period from Novem-
ber 2003 to September 2005, 303,447 incidents
were received, of which 68.3% described situ-
ations that did not result in harm to the patient,
and 0.7 and 0.4% reported problems that resul-
ted in serious harm to health or death of the pa-
tient, respectively [16].

The UK National Health Service has pub-
lished reports on incidents received in the da-
tabase on its official website until 2023, and
has also posted individual cases of using the
information received to improve the provision
of medical care within the national health sys-
tem. Data available to the general public shows
a significant increase in the use of the system by
medical organizations. Thus, if about 100 thou-
sand incidents were submitted in April-June
2005, then in the same period in 2022, more
than 600 thousand were recorded [17]. The pub-
lication of reporting documentation was sus-
pended in 2023, as part of the transition to the
new system.

NRLS was discontinued on July 30, 2024,
and replaced by the Learn from Patient Safe-
ty Events (LPPSE) system. Its advantage over
its predecessor is the expansion of capabilities
through the use of machine learning elements,
as well as the optimization of its application by
organizations delivering primary health care.

In the new system, when filling out a form,
personnel or patients select the type of incident,
what it was related to (medications, equipment,
IT, blood and its components, etc.), describe
the event. They also note relevant safety is-
sues (bedsores, falls, radiation therapy issues,
hospital-acquired infections, etc.), indicate the
date and place of the incident, patient details if
they were injured (age, severity of harm, out-
come).

Incidents can be registered with a personal
account or anonymously. In the second case,
the initiator is asked to indicate the reason for
choosing anonymity. The above points are a
mandatory part of incident registration. After
filling out and saving them, the initiator may,
at his own discretion, complete additional sec-

tions, indicating additional details (information
about the medications, equipment, etc.) [18].

Currently, in the UK, incidents resulting in
serious harm or death and events that should not
have happened (serious, preventable situations
related to patient safety that would not have oc-
curred if medical personnel had used preventive
measures) are mandatory for registration [19].
These incidents since 2018 include, for exam-
ple, performing wrong-site surgery, leaving a
foreign object in the body of a patient during
surgery, choosing the wrong-route drug admi-
nistration, etc. [20]. The preventability of many
of them is currently being questioned [21], as a
result of which changes to this list are planned
at the national level.

Reported incidents are subject to review,
based on the results of which a decision is made
on corrective measures. Unlike Denmark, the
UK does not guarantee that personnel will not
be punished for the event that caused the in-
cident. However, the National Health Service
encourages the development of a “fair cul-
ture”, which is based on a rational approach to
studying the incident and its causes [22]. Be-
fore making a decision on punishment, leader-
ship has been asked to assess the situation on a
number of points, which will help to determine
the extent of the employee’s personal contri-
bution to the incident. This approach is inten-
ded, on the one hand, to protect medical staff
from undeserved accusations and punishments,
while reducing their fear of reporting incidents.
On the other hand, it aims to leave leadership
the opportunity to apply disciplinary sanctions
to personnel, intentionally harmed or devia-
ted from the algorithms and instructions [23].
The described culture has been implemented in
the UK healthcare organizations, but surveys
show the need for further work on this issue,
including in terms of awareness of healthcare
workers [24].

The People’s Republic of China (hereinafter
referred to as the PRC) has an even stricter po-
sition on the reporting and analysis of incidents.
Thus, the PRC has the National Patient Safety
Incident Reporting System (NPSIRS), launched
in early 2012, which received 36,498 incidents
between 2012 and 2017 [25]. Reporting inci-
dents in the PRC is mandatory for personnel and
does not provide the option to report them ano-
nymously. Healthcare workers are required to
inform the leadership of any incidents they have
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participated in or witnessed through the hospital
incident reporting system. The accumulated in-
formation is submitted to the national database
by the manager of the healthcare organization.

Each report provided to the NPSIRS includes
administrative details (time/place, participants),
patient information, actions taken, harm asses-
sment, and a field for describing the event in
your own words [2].

The NPSIRS was not the first attempt to im-
plement a medical incident information collec-
tion system at the national level. Similar initia-
tives were also undertaken in 2004 by the state
and in 2008 by the Chinese Medical Associa-
tion, but have not been widely adopted [26].

The effectiveness of the current national sys-
tem for reporting patient safety incidents has
also been questioned in publications by Chi-
nese authors. The design features of the system,
which involve collecting incidents in a national
database for subsequent decision-making, have
led to the conclusion that it is ineffective and
has little impact on the care provided. This is
explained by the fact that “only timely identi-
fication of errors makes it possible to take pro-
active actions aimed at clinical changes and im-
provements” [27].

The number of incidents reported to the PRC
system is significantly lower than in Denmark
and the UK, despite the fact that their registra-
tion is mandatory for medical personnel. Re-
search by Chinese scientists suggests that one
of the reasons is the fear of healthcare workers
being blamed or punished. Articles on the study
of safety culture in China highlight the fear of
punishment as one of the most important ob-
stacles to the development of this system. The
survey of personnel of medical organizations in
the PRC demonstrated a positive assessment of
patient safety, but also indicates the prevalence
of fear of blame and punishment (65%) and fear
of shame (20%) among staff [28]. The survey
of medical personnel in Changsha also highligh-
ted the lack of penalties for mistakes as a safety
culture parameter that needs improvement. In
general, staff “worried that the errors they made
would be reflected in their personal files and af-
fect their future career opportunities™ [29].

Another country that has implemented a na-
tional incident system is the Republic of Kazakh-
stan, where the Order No. KR DCM-147/2020,
issued by the Minister of Health of the Repub-
lic of Kazakhstan on October 22, 2020 “On ap-

proval of rules for determining cases (events)
of a medical incident, their recording and ana-
lysis” approved the concept of a medical inci-
dent. According to this document, this term is
defined as “an event related to the provision of
medical care in accordance with the standards
for organizing medical care using technologies,
equipment and instruments, caused by a devia-
tion from the normal functioning of the body,
which can harm the life and health of the pa-
tient, as well as lead to the death of the patient,
with the exception of cases provided for by the
administrative and criminal law of the Republic
of Kazakhstan”.

Medical incidents in the Republic of Kazakh-
stan include, for example, drug allergies, com-
plications of medical interventions, as well as
medical device adverse events.

According to the Order No. KR DCM-
147/2020, issued by the Minister of Health of
the Republic of Kazakhstan on October 22,
2020, information about the incidents is received
from healthcare workers to the patient support
service and internal examination of the medical
organization. In this case, medical personnel
get additional financial incentives for submit-
ting information about incidents. Based on the
collected information, a certificate is generated.
After receiving approval from the head of the
medical organization, this document is sent to
an organization subordinate to the authorized
body in the field of healthcare, to record cases
of medical incidents. The events that occurred,
their causes, and a brief description of the cases
treated are indicated. The name of the medical
organization is not indicated.

The authorized body shall keep records of
medical incidents based on information re-
ceived from medical organizations, as well as
from government agencies in the areas of medi-
cal services (assistance), sanitary and epidemio-
logical well-being of the population, circulation
of medicines and medical devices or their terri-
torial divisions.

On June 26, 2024, the Order No. 32 of the
Acting Minister of Health of the Republic of Ka-
zakhstan was approved in Kazakhstan. It came
into force on October 23, 2024 and contained
the Rules for the formation and maintenance of a
single register of a medical incidents and insur-
ance cases. According to the document, medical
organizations must send information on the oc-
currence of a medical incident or insurance case
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to a subordinate organization determined by the
authorized body in the field of healthcare on a
quarterly basis. The unified register is main-
tained in electronic format. It includes the fol-
lowing information about incidents: date, time,
type, consequences, circumstances that led to
it, profile, anamnesis of life / disease, patient’s
age / gender / diagnosis, whether assistance was
provided, whether measures were taken to eli-
minate and prevent recurrence, whether a cor-
rective action plan was drawn up.

Thus, the countries described have different
approaches to the work and organization of the
incident reporting system and subsequent work
with them. The data collected during functio-
ning of the system differ (Table 1), as well as
the approach to communication with the person-
nel providing the information.

The reports of all the countries studied in-
cluded data about the time and place of the
incident, patient’s gender. Three of the four
also included mandatorily a description of the
event, the severity of the harm caused, and the
type / kind / category of the incident. The least
frequently asked questions were about the par-
ticipants (China) and about the safety issues
associated with the incident (the UK).

DISCUSSION

International experience in the application
and development of incident reporting systems
demonstrates the interest of healthcare leaders in
this method of improving the quality and safety of
medical organizations.

However, it is impossible to talk about the
existence of a global standard, since countries use
different incident management programs, collect
different information from each other and orga-
nize work with the received data in accordance
with their own needs and projects.

Work on an incident reporting system does
not end with the creation and implementation of
the initial project, but often requires significant
changes in its functioning, up to and including a
change in the underlying architecture. This fact
can be noted in the description of the experience
of foreign countries: the collection and analysis
of incidents in each of them underwent signifi-
cant changes during its existence, up to a com-
plete change in the instruments used. The reason
for this could be widespread criticism of prac-
tical implementation (Denmark), low efficiency
(the PRC), or the emergence of opportunities
for its improvement through the development

Table 1

Data filled in during the creation of incident reports

Tabruya 1

HaHHBIe, 3aIl10JIHIACMBIC B XO1€C (bOpMI/IpOBaHI/Iﬂ OTYETOB 00 MHIUACHTaX

3ano/HsieMble cBeleHNsl 00 MHIH- Janus / BeaukoOputanus / Kuraii / China Ka3zaxcran /

nente / Incident details to be filled in Denmark United Kingdom Kazakhstan
Onucanue / Description Na/ Yes Ia/ Yes Ha/ Yes Het / No
Bpewms u mecto / Time and place Ja/Yes Ja/ Yes Ja/ Yes Ja/Yes
VYuactruku / Paricipants Her / No Her / No Ha/ Yes Her / No

Ipoduis / anamues / AuarHos
narenTa / Profile / anamnesis/ Het / No Het / No Het / No JHa/ Yes
diagnosis of patient
ITon nanmenTa / Patient’s gender Ja/ Yes Ja/ Yes Ja/ Yes Ja/Yes
TskecTh HAHECCHHOTO Bpesa /
Severity of harm Ja/ Yes Ha/ Yes Ja/ Yes Her / No
Hcxon / Outcome Het / No Ha/ Yes Het / No JHa/ Yes
IIpennpunsteie nericTBus /
Actions taken Her / No Her / No Ja/ Yes Ja/ Yes
[pnunns / Cause Ha/ Yes Her / No Her / No Ha/ Yes
[Tpo6nemsr Ge3onacuoctu / Safety Her / No Jla/ Yes Her / No Her / No
problems
HpoqmnaKT_qucxne Mepet / Ja/ Yes Her / No Her / No Ja/ Yes
Preventive measures

Tun / xateropus / Type / category Ha/ Yes Ha/ Yes Her / No Ja/ Yes

MEAWLIMHA | OPTAHU3ALMA 30 PABDDXPAHERHA

TOM3 23 2024

elSSN 26364220



148

REVIEWS

of technologies, including artificial intelligence
(the UK).

Among the foreign systems described, Den-
mark and the UK had the best results, showing an
active growth in the number of incidents entering
the database. One of the reasons for this may be
the specifics of the organization of their analysis,
which is aimed not at punishing the guilty party,
but at identifying the root causes. This approach
to work helps reduce the fear of punishment ex-
perienced by personnel, thereby facilitating their
involvement in the process.

Studying the experience of foreign countries,
we can note the following principles that should
be taken into account when creating a similar
system.

1. Fixing at the legislative level the definition
of the term “incident”, as well as a list of incidents
that must be submitted, and the procedure for col-
lecting them. These measures are necessary to
eliminate differences in the interpretation of both
the essence of incidents and the need to collect
them.

2. Creating a simple and convenient incident
recording algorithm that does not require medical
and management personnel to spend a lot of time
and does not lead to excessive bureaucratization
of the process.

3. Focus on the analysis and application of in-
cidents primarily at the level of medical organi-
zations. As the experience of Denmark and China
shows, collecting incidents at the national level
for further use in decision-making at the state and
regional levels has been often ineffective due to
the long duration of the process. Therefore, the
collected incidents should be first of all analyzed
at the level of medical organization for timely im-
plementation of corrective and preventive mea-
sures.

4. Defining a clear list of incidents that should
be transferred by the medical organization to
higher levels (regional, state), to facilitate their
processing and decision-making based on them.

5. Creating favorable conditions for the regis-
tration of incidents by employees of medical or-
ganizations. An example is the adaptation of the
UK experience in building a “fair culture”. This
approach provides clear criteria for decision-ma-
king based on the results of a situation analysis
and protects conscientious personnel from the po-
tential consequences of recording incidents.

6. Regularly improving the system based on
feedback from medical workers, as well as sta-

tistics on the information received, using digital
solutions, and upgrading them as technology de-
velops.

These recommendations are based on the ex-
perience of foreign countries that have imple-
mented incident reporting systems at the national
level with varying degrees of success. However,
the article has a number of limitations: it describes
the example of only five countries, while there are
other countries that have similar experience, but
are not considered in the study. Moreover, the fea-
tures of national health legislation and model may
affect the effectiveness of implementing such
practices in other countries.

For example, the most important issue is the
legal status of medical incidents, the possibility
of using them as instruments for punishing per-
sonnel. As the studied experience shows, even the
possibility of punishment within a medical orga-
nization has a sufficiently strong negative impact
on motivation, that hinders the successful func-
tioning of the system. In addition, the potential
use of incidents by law enforcement agencies for
the purpose of criminal or administrative prose-
cution of medical workers or organizations will
probably completely destroy the chance to attract
personnel to voluntary participation in its work.

These points should be considered in advance
and taken into account when developing a project
for the implementation of such a system.

CONCLUSION

The collection and analysis of incidents can
be a valuable instrument for of healthcare leaders
and higher authorities. However, its effective
implementation requires creating a high-quality
system that will ensure simple and transparent
interaction with it.

Health leaders in many countries around the
world are actively using this instrument to im-
prove the quality of medical care. The success of
this initiative varies depending on the approach
to working with incidents and interacting with
personnel. This makes these features important to
study and take into account when making recom-
mendations on the creation and implementation
of a system for collecting and analyzing incidents
in the Russian Federation.

Currently, in Russia, there is no legislative
definition of the term “medical incident”, and
the collection of incidents is carried out exclu-
sively by individual organizations as a compo-
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nent of the activities of healthcare quality control
services. As a result, a large share of information
that could be used to improve the activities of in-
dividual medical organizations, as well as regio-
nal or interregional health management does not
reach senior leaders.

For this reason, the development of a clear,
legally established incident reporting system in
the Russian Federation, based on the study of
foreign experience, is a relevant instrument for
improving the quality and safety of medical care.
Creating a digital circuit that ensures the collec-
tion of this information will make its use simple,
convenient and protected in terms of cybersecu-
rity. The transition to a “fair culture” in medical
organizations will increase the readiness of per-
sonnel to inform leadership about adverse events
that have occurred or about potential errors and
problems.

A system created on these principles will most
likely be accepted by employees of medical or-
ganizations, whose voluntary and active partici-
pation in this initiative is an essential component
of its success.
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JOITOJTHUTEJIBHAA NHO®OPMALIUA

Bruian aBropoB. Bece aBTOpBI BHECTH Cyliie-
CTBEHHBIN BKJIaJl B TIOATOTOBKY CTaThbH, IPOWINA U
onoOpwin (hUHAIBHYIO BEpCUIO Iepes MmyOiauKa-
THUEN.

Kondaukt uHTEpecoB. ABTOpHI JEKIapUpy-
IOT OTCYTCTBHE SIBHBIX U MOTEHLHMAJIBHBIX KOH-
(TMKTOB MHTEPECOB, CBA3AHHBIX C MyOIUKAIIH-
€l HacTOosAIeH CTaThu.

HUctounuk ¢punancuposanus. [lonroroska
CTaTbll (PMHAHCHPOBANIACH M3 CPEICTB TI'PAaHTa
MOCKOBCKOTO IIEHTpa HWHHOBAIlMOHHBIX TEX-
Hoyoruil B 3apaBooxpanenun Ne 2002-7/23 ot
16 mas 2023 1.
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