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Abstract: Goal: To identify in the scientific 
literature which are the characteristics of 
patient safety incident notification systems 
that contribute to organizational learning. 
Methods: Scope review carried out based 
on the quality parameters of: Preferred 
Reporting Items for Systematic Reviews and 
Meta-Analyses extension for Scoping Reviews 
– PRISMA-ScR, with protocol published 
on the Platform: Open Science Framework 
(OSF) to answer the following question: 
what are the characteristics and qualities of 
incident reporting systems that contribute to 
organizational learning and patient safety? 
The categorization of articles followed the 
World Health Organization (WHO) guideline 
entitled:Minimal information model for 
patient safety incident reporting and learning 
systems: user guide. Results: We observed a 
variability of health services among the 18 
scientific productions published between 
2010 and 2020 on the notification system. 
Of these, xxx% had as their main purpose 
learning about patient safety. Supporting 
efforts to represent the balance of the 11 
consistent attributes of a minimum model of 
characteristics of a system vvv% voluntary, 
confidential to the notifier and the institution, 
analyzed by risk management experts, with 
analytical capabilities for detecting causal 
factors and contributing to event occurrence. 
With xx% dissemination of public information 
pertinent to newsletters and trend alerts that 
can decrease the recurrence of adverse patient 
events. Conclusions: to re-do remember the 
purpose of the work. 
Keywords: Electronic Health Records; Risk 
management; Patient safety.

INTRODUCTION
Even after a decade of the publication of 

the report “To err is human”, by the Institute 
of Medicine, in favor of changing the global, 
national and local culture of patient safety to 

reduce risk, avoid harm and improve health 
care, still today, gaps are identified in relation 
to adverse event reporting systems (1).

Patient safety is defined by the World 
Health Organization (WHO) as the 
prevention of errors and adverse events in 
patients associated with health care. (2,3).  
Recently, the W.H.O. set as a goal for the next 
ten years the maximum possible reduction 
related to avoidable harm from health care 
worldwide. (4).

Despite advances in patient safety, a 
Canadian study found that the overall 
incidence rate of adverse events was 7.5% in 
the approximately 2.5 million annual hospital 
admissions, and about 70,000 of these events 
were potentially preventable. (5). These data 
have significant implications for patient 
mortality and negatively affect care in different 
contexts during health care delivery. (6).

A series of recommendations to achieve 
patient safety were highlighted as priorities 
by W.H.O. in 2020, in order to generate 
learning about the events. In this sense, the 
incident report can be considered a source 
of information to clarify the reason for its 
occurrence and how to engender measures to 
prevent recurrence. (7).

The need to carry out a review of 
notification systems arose due to the 
challenge faced by health services, especially 
with regard to the characteristics of the 
systems, to interact with users (patients 
and/or professionals) in a satisfactory way. 
In addition, a system that presents accurate 
information for event analysis, contributing 
to organizational learning (8), mitigating 
its likely recurrence or occurrence when it 
comes to near miss.

In 2005, the W.H.O. presented guidelines 
to assist countries in the development of 
systems that generate patient safety reports 
in order to learn from them and improve the 
safety of patient care.(3).



3
International Journal of Health Science ISSN 2764-0159 DOI 10.22533/at.ed.1592262227057

However, there is still a gap associated 
with the consolidation of records in existing 
systems, as they present institutional 
weaknesses, whether due to insecurity on the 
part of professionals regarding the ethical-
legal issues involved in the notification or 
the absence of a specific sector to handle 
this information. There are also weaknesses 
in relation to the notification system itself, 
related to which information is important, to 
the subjective aspects of how this report will 
be made and in what format the information 
will be requested to be filled in by the user 
(patient/professional).

The lack of standardization in the 
information collected, or even a very complex 
system, makes it difficult for the notification 
to unfold into organizational learning. Thus, 
the need to know how the notification systems 
described in the literature have collaborated 
in organizational learning is justified, that is, 
what are the main characteristics of incident 
notification systems.

GOAL
Identify in the scientific literature which 

are the characteristics of patient safety 
incident reporting systems that contribute to 
organizational learning.

METHODS
This is a scope review with the purpose 

of synthesizing the state of knowledge on 
a given subject, carried out based on the 
quality parameters of: Preferred Reporting 
Items for Systematic Reviews and Meta-
Analyses extension for Scoping Reviews – 
PRISMA-ScR (10) and the protocol published 
on the Platform: Open Science Framework 
(OSF)(11,12).

To carry out the research question, the 
PCC strategy was used, in which the P is 
equivalent to the Population or Problem, 
that is, the notifications of incidents made 

by patients, health professionals and health 
managers (users of the notification systems 
of incidents); C for Concept, that is, related to 
the type of patient safety incidents reported 
in a computerized system; and C for Context, 
which are health care institutions.

The selection of publications includes all 
complete studies in Portuguese, English and 
Spanish, published from January 2005 (the 
date of publication of the WHO guidelines 
for systems development), (10) until the 
period of February 2021.

As inclusion criteria, studies were 
considered that described types of systems, 
characteristics and learning attributes arising 
from the electronic notification of a patient 
safety incident report available in the database.

Quantitative, qualitative methods, letter 
to editors and editorial studies were included 
in order to consider different aspects of the 
conceptual framework of the study, focusing 
on defining characteristics.

Theses, dissertations and book chapters 
were excluded from the study; studies 
using non-computerized systems; study 
on weaknesses in notification systems; and 
reporting systems that do not fit the research 
question.

The search strategy retrieved studies with 
greater sensitivity on the subject, created 
from descriptors in Health Sciences (DeCS) 
and Medical Subject Headings (MesH) and 
inclusion of terms and keywords present in 
titles and abstracts.

After using the search strategy for each 
database of retrieved articles, the information 
was extracted and a two-step peer review 
was performed for the selection of studies: 
the first consisted of reading the titles and 
abstracts by two judges, independently, 
with the help of the free-to-use application: 
Rayyan QCR(11). Inconsistencies between the 
two judges were evaluated by a third reviewer, 
who decided to include or exclude the study.
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Database Search Strategy

PubMed

(“Learning Health System”[All Fields] OR “Adverse Drug Reaction Reporting 
Systems”[All Fields] OR “Mandatory Reporting”[All Fields] OR “Database Management 
Systems”[All Fields] OR “Health Information Management”[All Fields] OR “Health 
Information Systems”[All Fields] OR “Electronic Health Records”[All Fields]) AND 
(“monitor*”[All Fields] OR “report*”[All Fields] OR “investigat*”[All Fields] OR (“drug 
delivery systems”[MeSH Terms] OR (“drug”[All Fields] AND “delivery”[All Fields] AND 
“systems”[All Fields]) OR “drug delivery systems”[All Fields] OR “system”[All Fields] OR 
“system s”[All Fields] OR “systems”[All Fields])) AND (“adverse effects”[All Fields] OR 
“Long Term Adverse Effects”[All Fields] OR “Nocebo Effect”[All Fields] OR “Iatrogenic 
Disease”[All Fields] OR “near miss healthcare”[All Fields] OR “Medical Errors”[All Fields]) 
AND (“Safety Management”[All Fields] OR “Risk Assessment”[All Fields] OR “Risk 
Management”[All Fields] OR “Patient Safety”[All Fields])

Embase

(“learning health system” OR “reports administration” OR “mandatory reporting” 
OR “mandatory reporting adverse effects” OR “databases administration” OR “health 
information management” OR “health information systems” OR “electronic health records”) 
AND (“adverse health care event adverse effects” OR “long term care adverse effects” 
OR “iatrogenic disease”) AND (“safety administration” OR “risk assessment” OR “risk 
management” OR “patient safety”)

Lilacs

tw:((notificação OR  “Reações Adversas”  OR “registros eletrônicos de saúde”) AND 
(monitor* OR relatório* OR investigat* OR sistema*) AND (“efeitos adversos”  OR “efeito 
nocebo” OR “near miss” OR “erros médicos”)  AND (“gestão da segurança” OR “medição de 
risco” OR “gestão de riscos” OR “segurança do paciente”))

Cinahl

(“learning health system” OR “reports administration” OR “mandatory reporting” 
OR “mandatory reporting adverse effects” OR “databases administration” OR “health 
information management” OR “health information systems” OR “electronic health records”) 
AND (“adverse health care event adverse effects” OR “long term care adverse effects” 
OR “iatrogenic disease”) AND (“safety administration” OR “risk assessment” OR “risk 
management” OR “patient safety”)

Scopus

(“learning health system” OR “reports administration” OR “mandatory reporting” 
OR “mandatory reporting adverse effects” OR “databases administration” OR “health 
information management” OR “health information systems” OR “electronic health records”) 
AND (“adverse health care event adverse effects” OR “long term care adverse effects” 
OR “iatrogenic disease”) AND (“safety administration” OR “risk assessment” OR “risk 
management” OR “patient safety”)

Web of Science

(“learning health system” OR “reports administration” OR “mandatory reporting” 
OR “mandatory reporting adverse effects” OR “databases administration” OR “health 
information management” OR “health information systems” OR “electronic health records”) 
AND (“adverse health care event adverse effects” OR “long term care adverse effects” 
OR “iatrogenic disease”) AND (“safety administration” OR “risk assessment” OR “risk 
management” OR “patient safety”)

Table 1 - Search strategy in the databases.
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After reading the selected and analyzed 
studies in full, their objectives, results 
and discussion, the information extracted 
was summarized to include the following 
variables: country and year of publication; 
type of system presented; system 
responsiveness to reported incidents; notes 
in relation to the institution’s learning and 
quality characteristics evidenced in health 
organizations.

To categorize the studies, we used the 
WHO theoretical framework entitled 
“Minimal information model for patient 
safety incident reporting and learning 
systems”: user guide”(3), which describes 11 
characteristics for the development of a 
notification reporting system – written in 
free translation performed by the researcher 
–, namely: 1. Objectives of the system 
(learning, responsibility or both); 2. Priority 
learning types (alerts on significant new 
hazards, incident analysis, process analysis, 
systems failure analysis and best practice 
recommendations); 3. System (voluntary or 
mandatory); 4. Disclosure of information 
(confidential or public. If public: disclosure 
is made through individual reports, analysis 
or trends); 5. Flow for the notification in the 
system (what is reported, who can notify 
and how is the notification); 6. Security 
of confidentiality of information (patient, 
notifier, organization); 7. Data structure 
(analysis performed by those who recognize 
the hazard information, simple spreadsheet 
or database with interface); 8. Approach to the 
classification of the event (by type of event, 
by risk or by causality); 9. Approach to event 
analysis (hazard identification, summaries 
and descriptions, trend and cluster analysis, 
correlations, risk analysis, causal analysis 
or systems analysis); 10. Generation and 
dissemination of responses (thanks to the 
notifier, alerts generated for organizations, 
trends, themes or best practices in periodic 

newsletters); and, 11. Presentation of system 
features (by reporting mechanism, database 
management, ability to investigate, technical 
infrastructure, event classification method, 
expert analysis, or ability to disseminate 
results and recommendations).

RESULTS
Of the studies identified in the selected 

databases, 222 were duplicates and 60 did not 
meet tangible inclusion criteria. After reading 
118 full texts, 18 studies were included in 
the review as presented in PRISMA-ScR(10). 
(figure 1).

Table 2 provides an overview of the findings 
distributed in the variables studied. American 
publications are prevalent and the largest 
number of publications was in 2015. The 
types of system identify information related 
to adverse events in general, however, they 
suggest specific areas, such as primary care, 
oncology, obstetrics, chiropractic, among 
others.

Table 3 presents the classification of articles 
based on the guide “Minimal information 
model for patient safety incident reporting 
and learning systems”, from the World Health 
Organization.

DISCUSSION
The relevance of understanding the 

reporting system is a measure to mitigate 
harm through transfer of learning.

According to this study on the management 
of notifications, its existence is essential to 
enable professionals to learn from failures, 
based on their own notified events. (35).

It was concluded in a separate study, carried 
out in three states in the southern region of 
Brazil, how much impact notifications have 
on the development of mitigation strategies, 
mainly related to the continuous learning of 
professionals in the face of reported adverse 
events(36).
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Figure 1.
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Article
Country 
and year

Types of system Incident response 
capability Learning Production

Quality characteristics 
evidenced in health 

organizations

Article 1 (13) 

Iran, 2020

Reporting of medical 
incidents in the patient 

safety process at 
different health levels 

of hospitals and health 
care services.

Investigations 
conducted by means of 

reporting consequences, 
judicial follow-up, 

punitive managerial 
behaviors.

It allows, in addition to 
reporting, to participate 

in analysis sessions 
that can create a safety 

culture.

To increase bug 
reporting rate.

Article 2 (14) 
Switzerland, 

2020

Notification of 
anesthesiologists 

about patient safety 
and prevention of 

perioperative failures.

Effective for 
data analysis, 

implementation of local 
action of the nature of 

damage and recurrence 
monitoring.

It favors the 
improvement cycle of 
clinical protocols and 

aggregates the analyses.

Effective when they 
belong to clinical 

teams and when data 
analysis and action 

implementation take 
place locally.

Article 3(15)

India, 2020

Systematic monitoring 
system of medical 

devices associated with 
adverse events.

Proactive identification 
of monitoring and 

evaluation.

It offers training 
through basic and 
advanced system 

training.

To ensure reports with 
quality data.

Article 4 (16)

United 
Sates, 2017

Adverse Event and Near 
Miss Reporting System 

in Obstetrics.

It submits event reports 
to an analysis driving 

algorithm.

It provides feedback 
through structured 

summaries in a timely 
manner. 

It enables additional 
event classification with 
security taxonomy and 

terminology.

Article 5 (17)

United 
Sates, 2016

Reporting systems in 
primary care.

Near Miss collaborative 
report to improve 

patient safety. 

Opportunity to learn 
and reduce cost. 

A monetary incentive 
can harm the quality of 

reports.

Article 6 (18) 
United 

States, 2016

Risk factor reporting 
system in a short text 

structured format 
describing patient safety 

events. 

It allows reporting of 
contributing factors 

according to the type 
of event, including 

the degree of damage, 
until the root cause is 

identified. 

It provides a step-
by-step approach 
to reviewing the 

chronology of events, 
contributing factors and 
applicable preventative 

measures. 

Perception of the 
relevance and purpose of 

incident reporting.

Article 7 (19)

United 
States, 2016

Safety reporting 
system, medical device 
safety and after-sales 

surveillance.

It enables critical data 
integrity and quality.

It features mandatory 
fields that enhance 
reporting. If these 

fields are not filled in 
and warnings that are 

triggered.

Suite of services that 
help hospitals fill gaps in 

safety reports.

Article 8 (20)

France, 
2015 

Reporting system for 
patient safety carried 
out by the National 
Agency for Patient 

Safety.

It allows semantic-
based comparisons of 

incident reports 

Compatibility of various 
patient safety taxonomy 

and information 
processing systems.

It promotes corrective 
actions and permanent 
prevention of patient 

safety.

Article 9 (21)

United 
States, 2015

Notification system of 
accredited organizations 
of the Joint Commission 

International.

It has a coded data 
system for

Detect checklists 
and proactive risk 

assessment
.

Collective mindfulness 
focused on identifying, 

reporting, analyzing 
and reducing hazardous 

health-related 
conditions.

To facilitate the 
identification of risks 
and hazards, for any 

organization, on security 
issues. 

Article 10 
(22)

United 
States, 2015

Ontology-based 
notification system to 
manage patient safety 

events across the
 Agency for Healthcare 
Research and Quality.

It uses compatible 
semantic ontology 
source taxonomy; 

format that includes 
patient safety events.

It provides environment 
to aggregate and share 

patient safety.

Knowledge base 
cooperating with 

other data sources and 
ontologies.
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Article 11 
(23)

United 
States, 2015

Event reporting system 
in a department of 
radiation oncology, 
safety culture and 

incident prevention.

Events are described 
using a free text field 

and drop-down menus 
to categorize the type 
and severity of events.

Streamlines quality 
and safety in a 

radiation oncology 
department, increasing 

event reporting and 
promoting a culture of 

safety.

The program is widely 
accessible, easy to use 
and can significantly 

analyze data.

Article 12 
(24) 

Greece, 
2014

Recording system that 
highlights the “trigger” 

concept to identify 
adverse events in a 

medical record.

Comprehensive and 
effective system; 

managed to detect the 
main factors that cause 

adverse events.

Visible action to 
mitigate important risks 
identified in the reports.

Fair and reliable 
information culture.

Article 13 (25)

 Iran, 2013

Iranian nosocomial 
infection control 

system implemented 
in hospitals, based on 
Centers for Disease 
Control program.

In addition to 
identifying, recording 

and analyzing 
nosocomial 

infections, the system 
is responsible for 

collecting reports on 
undesirable drug effects.

All reports are analyzed 
in this center that 

publishes security alerts 
and newsletters. 

It uses the “trigger” 
concept to identify 

adverse events in the 
medical record recently 

used by:Institut for 
Healthcare Improvement. 

Article 14 
(26) 

Canada, 
2012

Statistical reporting 
system and bulletin 
with feedback from 

notifications and lessons 
learned.

It features a set of 
components designed 
and implemented to 

collect, record, report 
and analyze patient and 
their safety data to learn 

from past mistakes.

Disseminate 
lessons learned 

among healthcare 
organizations.

Patient participation in 
reporting is encouraged.

Article 15 
(27)

United 
Kingdom, 

2011

Patient safety incident 
reporting system in the 
context of chiropractic 

practice.

Appropriate use of data 
gathering information 

on patient safety issues.

Creation of relevant and 
structural guidelines for 

system accessibility. 

A reporting system must 
have a clear purpose and 
clear objectives. It must 
be obvious to the user 
who must report and 

what must be reported.

Article 16 
(28) 

Portugal, 
2011

Adverse event reporting 
system in the field of 

medical imaging. 

Used an Eindhoven 
classification model to 

classify root causes.

Network of patient 
safety databases to 

analyze statistics on 
patient safety events.

The analysis process 
becomes easier, faster 

and more reliable.

Article 17 
(29) Australia, 

2011

System for reporting 
incidents of adverse 
events and reporting 
in the pre-hospital 

environment.

It Identifies processes 
to reduce or mitigate 

incidents.

It identifies and 
implements changes to 
reduce the likelihood 
of the same incident 

happening again.

Mechanism that allows 
for timely, fast, simple 

to complete and readily 
available incident 

reporting.

Article 18 
(30)

United 
Kingdom,

2010

Adverse event 
notification and 
learning system.

It allows judgments 
about the impact, place 

of occurrence and 
type of event recorded 

in different health 
institutions.

It is possible to detect 
adverse events that need 

immediate attention 
and recommendations 

for improvement.

Use the preventive 
measures classification 

model to avoid errors or 
mitigate their effects.

Table 2 - Synthesis of articles included in the integrative review.



9
International Journal of Health Science ISSN 2764-0159 DOI 10.22533/at.ed.1592262227057

Guide items Classification of articles

1. System Objectives Learning (13-30)

Accountability (25)

2. Priority types of learning

Alerts on significant new hazards (18,21,25)

Incident Analysis (13,14,16,18,20,22,24,26,30)

Process analysis (13,16-18,20,24,26,30)

Failure analysis (15-20,22,24,26-30)

3. System
Volunteer (13,17,24,25,27,28,30)

Mandatory (14,25)

Not specified (15,16,18,20-23,26,29)

4. Disclosure of information

Confidential disclosure (14,27)

Public release of individual report (13,16,21,22,25,29,30)

Public disclosure of analysis and trends (19,20,21,28)

Not specified (15,17,18,23,24)

5. Flow for notification in the system

Health professionals (13,16,23,25-29)

Doctors (14,15,25)

Patient and family (13,26)

Not specified (17-22,24,30)

Computerized system, online with database (13-16,20-22,24-30)

System: software (19)

6.Security of information confidentiality

Patient confidentiality (16,19,27-29)

Notifier’s confidentiality (13,16,19,21,23-30)

Organization confidentiality (19,27)

Not specified (14,15,17,18,20,22)

7 Data structure

Expert risk analysis (13,16,19,23,24,26,27,29,30)

It uses tracking sheet (25)

It has a database (13-16,18,19,21,22,23,25,28)

Not specified (17,20)

8. Approach to event classification
By type of event (13,18,20,22-30)

By risk (20,21,28,30)

By causality (14-17,19,20,28,30)

9. Approach to event analysis

Risk analysis (18,20,22-24,26,27,29,30)

Summary with analysis description (13,16,18,20,27,28,30)

Cause Analysis (14-20,22,23,26,27,30)

Correlation by trend and similarit (16,18-20,25,28,30)

10. Generation and dissemination of 
responses

Thanks to the notifier (15,16,24,27,30)

Alerts generated for organizations (21,26,30)

Trends (13,14,18,28,30)

Periodic newsletters (13,30)

Not specified (17,19,20,22,23,25,29) 

11. Presentation of system resources To analyze (15,21-23,27,30)

To publish (13,14,17-21,24, 26-28,30)

Table 3 - Classification of articles according to the W.H.O. (World Health Organization) guide.
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Equal to the impact of learning, it is 
favorable that the system offers favorable 
conditions for the investigation of causes with 
a view to redesigning practical prevention 
processes. It was observed, during this study 
of the information system of notifiable 
diseases, that the constant development of 
the epidemiology of the causes subsidizes the 
decision making based on indicators (37).

The highest prevalence of publications 
in this integrative review was 18 articles, 
published in 2015, in the United States.

The types of systems referring to the 
present study correspond to hospital 
environments, related to anesthesia, 
obstetrics, oncology, imaging services and 
infections related to health care. But, we 
also observed specific primary care services, 
association of medical-hospital devices and 
chiropractic.

The entirety of the system’s objectives are 
learning about patient safety.

As for the electronic system’s ability to 
respond to incidents, the results presented 
an opportunity for proactive investigation, 
reporting of contributing factors according 
to the type of event, integrity and quality of 
critical data, coded data to detect checklists 
and taxonomy compatible with the patient 
safety events. Events using a free text field 
were rarely mentioned.

In the forms of learning production, 
structured training to strengthen a safety 
culture, among others, are highlighted.

The quality characteristics of the system 
most evident in health organizations, 
regarding the qualitative integrity of 
information and reports, are: summarized and 
structured; agile, easy and reliable; presence 
of chronology of the facts; compatibility with 
open field items for database cause analysis 
narratives, with information processing 
capabilities based on different proposals.

This study presents a complete system 

of a medical version of the Eindhoven 
Classification Model (ECM), which allows 
detecting adverse events that need immediate 
attention by identifying and assigning codes 
to the causes of each adverse event – which 
are useful for tracking, trending of results, 
causes – and generating recommendations for 
improvements (39).

There are types of incident classification 
that group together circumstances to generate 
security alerts, which consequently trigger 
incident prevention mechanisms of the same 
nature.

The present research, when analyzing the 
11 items of the checklist to develop a reporting 
system, presents support mechanisms in 
the identification of failures and 100% of 
objectives related to lessons learned.

In addition, the systems declare themselves 
to be voluntary, the disclosure is mostly 
through individual reports and notifications 
in the system are largely carried out by 
health professionals. Thus, the concern with 
the confidential and confidential disclosure 
of the notification, from the perspective of 
health incidents, reveals the importance of 
learning from adverse events and discussing 
improvements in organizations

Other studies facilitate the accessibility of 
reports, providing education on the typology 
of incidents they must report and reassuring 
notifiers that the administration of this event 
is independent, secure and anonymous, in 
no case intended to be the incentive to blame 
professionals. of health. These systems exist 
only for the detection and analysis of adverse 
events, for the understanding of the omission 
of the health system and for the mapping of 
policies for the prevention and reduction of 
these incidents. (27,24).

So, in this study, a project was carried 
out with the initiative to improve the safety 
culture within the chiropractic profession 
in the UK. The system works through the 
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use of passwords, so that professionals are 
not afraid to share their experiences, since 
they cannot be identified institutionally, in 
addition to proactively systematizing drop-
down lists and option buttons that help in the 
simple and fast filling of the form, in sharing 
information and interacting in managing 
risk more effectivel(27).

About the risk expert analysis in 
structuring the data, this is an essential 
part. In this study on the electronic system 
of adverse events, four participants work 
in a private practice and three work in 
chiropractic institutions, in a collaborative 
way, discussing the domain of applicability, 
the potential and the costs of the application 
of preventive barriers, as well as minimum 
criteria of audit of incident analysis. The 
professionals then decided to elaborate 
a structured and rigorous development 
methodology (27).

In this other example of a learning system 
implementation study, in the health region 
of Calgary, Canada, positive results were 
shown, with a 200% increase in reports 
improving the percentage of perception of 
the notifier’s feedback, through the ease of 
minimal screens for users to fill in, with a 
minimal amount of information needed; 
completely voluntary and confidential, with 
investment in security learning analysis as an 
important success factor (26).

In this study, which surveyed 1,931 
adverse event reports on average devices 
in India, the result supports easy-to-use 
reporting guidelines and the application 
of regular training in order to develop a 
sense of responsibility so that notifiers can 
be confident that , when reporting adverse 
events, will not have any legal implications 
for them, given the recognition of their 
constructive role (15).

Regarding the analysis approach and 
classification by event type and causality, 

this review study on patient safety reporting 
systems in Iran demonstrates that the 
development of standardized datasets is 
necessary, with an investigation of the 
cause root that identifies recovery factors, 
aims to strengthen organizational defenses, 
prevention capacity and favors lessons 
learned, considering them as elements of 
an ideal system. However, another highlight 
is about encouraging the family to report 
incidents and the dynamics of providing 
safety feedback, bulletins and alerts to users. 
(25).

Regarding the descriptions of categories 
that indicate the type of relationship, in 
terms of patient safety, and factors involving 
causality, the ontological need to develop 
and improve the International Model of 
Information for Patient Safety has resulted, 
adding restrictions to the categorical 
structure. On the other hand, also the need 
for an alignment to build a complete and 
standardized domain of the information 
model and its associated value sets, which 
will allow comparisons of incident reports 
to support the entire process, from incident 
identification to correction and prevention 
of actions and permanent control of patient 
safety (20).

About feedback, responses and thanks: 
according to the study of this learning system, 
composed of the European Guidelines for 
Chiropractic Incidents, every occurrence of 
an incident must trigger a central analysis 
to detect trends of potential problems in 
the provision of care; and the results of the 
analysis must then be shared, contributing to 
an improvement in the safety of patient care 
(27).

Regarding the aspects of disseminating 
and disseminating bulletins and newsletters 
about the similarities of events and the risk 
trend, this study shows a great weakness in 
the dissemination of bulletins that can be 
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readily available to share and learn from the 
AHRQ, in addition to a great concern with 
the reliable data and its low quality. Data 
effectiveness is largely affected by the data 
entry process of unsafe clinical practices. A 
critical factor in the determination is the use 
of the data in the future, due to incomplete 
data, poor descriptions of incidents, as 
well as missing vital information, poor 
reporting, insufficient reporting and error-
free disclosure, which could adversely affect 
the outcome. (18).

Besides, be careful with the legal 
consequences. On the other hand, there is a 
strong recommendation from the perception 
of relevance and purpose of the improvement 
aimed at training team members to improve 
the condition of the reports. (18,13).

The subjective views of healthcare 
professionals provide important additional 
information about location and patient 
safety. A widely used method is the Safety 
Attitudes Questionnaire, which measures 
staff attitudes in six areas related to patient 
safety and provides an instant assessment of 
the safety climate (14). On the other hand, the 
concept of value in health requires measures 
that include reporting from patients and 
family members willing to contribute their 
opinions on adverse outcomes, and must be 
overcome. (14).

The reporting system is the basis for 
education and organizational learning 
innovation, safe care practices are 
disseminated as efforts are made to reduce 
the likelihood of recurrence of failures and 
deviations, as well as increase the capacity to 
disseminate and recommend improvements 
for patient safety systems.

LIMITATIONS OF THE STUDY
A limitation of this research is related to 

evaluating studies that bring computerized 
systems that deal with adverse events 

related to patient safety, not considering 
the characteristics of other systems, such 
as adverse reactions to vaccines or drug 
traceability.

CONTRIBUTIONS TO THE 
NURSING AND HEALTH AREA

We believe that a future study based 
on these findings is possible, in a line of 
investigation with an emphasis on advances 
in artificial intelligence, triggered by the 
creation of an interface module that causes 
previously parameterized electronic triggers 
and that can make the detection method 
viable. adverse incidents by optics.
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