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Executive Summary

Healthcare leaders today face an uncomfortable paradox. Despite
decades of investment in patient safety programmes, incident reporting
systems, and regulatory compliance, harm continues to occur. Reporting
volumes increase, dashboards grow more sophisticated, and
investigations become more structured - yet organisations remain
largely reactive.

This eBook argues that the limitation is not effort or intent, but design.
Traditional incident reporting systems were built to document what went
wrong, not to anticipate what could go wrong next. In a healthcare
environment defined by complexity, scale, and data intensity, this
retrospective model is no longer sufficient.

This eBook outlines how incident management must evolve - from
documentation to prevention - and how artificial intelligence (Al), when
deployed responsibly, can transform incident reporting into a strategic,
predictive safety capability. Written for senior healthcare executives, this
is a leadership guide to redefining patient safety in the next decade.
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From Explaining
Harm to
Anticipating Risk

The Limits of Retrospective Safety

What if incident reporting did not merely document
past failures, but actively helped prevent future harm?

For decades, healthcare organisations have invested
heavily in protocols, training programmes, audits, and
incident reporting systems. These efforts have
delivered measurable improvements and remain
essential. Yet at their core, most incident management
frameworks remain retrospective. They are designed
to explain harm after it occurs, rather than identify risk
early or intervene before patients are affected.

Historically, this design made sense. Data was scarce,
systems were fragmented, and analysis was labour-
intensive. Learning from adverse events required
careful reconstruction after the fact. But the
environment in which healthcare now operates has
fundamentally changed.



Complexity Has Redefined
the Safety Challenge

Modern healthcare is characterised

by:
¢ High-acuity patients with complex,

co-morbid conditions.

¢ Multi-disciplinary ~ teams  with
frequent handoffs.

e Heavy reliance on digital systems
and connected devices.

¢ Persistent workforce pressure and
cognitive load.

In such environments, safety failures
rarely arise from a single mistake. They
emerge from interactions between
people, processes, and technology -
often under conditions of time
pressure and uncertainty.

Patient safety is therefore no longer

only a clinical challenge. It is a systems
challenge. And increasingly, it is a data
challenge.
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Data-Rich, Insight-Poor

Every incident report, near miss, and
free-text narrative written by a
clinician contains valuable signals:
weak warnings, latent risks,
workarounds, and early indicators of
system stress. Collectively, these
narratives represent one of the richest
sources of safety intelligence available
to healthcare organisations.

Yet most organisations struggle to
convert this data into timely insight.
Reports are filed, reviewed, and
archived. Learning is episodic rather
than continuous. Prevention is indirect
rather than targeted.

The core limitation is not effort or
capability - it is orientation.

From Explaining Harm to
Anticipating Risk

Traditional  incident  management
answers the question: What went

wrong?

Modern patient safety leadership must
also answer:
* What could go wrong next?
e Where are early warning signals
emerging?
¢ Which
increasing risk right now?

system conditions are

This requires a shift from retrospective
explanation to prospective
anticipation - from learning after harm

to learning before harm.



What This Means for Senior Executives

The design of your incident system reflects your

organisation’s safety philosophy.

leaders will receive historical insight.
learning, leaders gain foresight.
For senior executives, this means:

e Reframing incident reporting as

function.

action.

continuous sensing, not periodic review.

Chapter Summary & Executive Takeaways
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Retrospective incident reporting was fit for a different era.
Today’'s complexity demands anticipation, not reconstruction.

Healthcare is data-rich but insight-poor when learning
depends on manual, episodic review.

Modern patient safety requires a shift from explaining harm to
anticipating risk.

Leaders set the orientation. The way incident systems are
designed determines whether organisations look backward -
or ahead.

If systems are optimised for documentation,

systems are optimised for detection and

strategic capability, not an administrative

e Asking whether current systems shorten
or extend the time between signal and

e Recognising that prevention requires
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The Reality Check -
Why Healthcare
Remains Reactive

An Uncomfortable Truth

Across regions and maturity levels, healthcare
organisations continue to describe patient safety as a
priority - yet many remain structurally reactive.

In a recent regional webinar with healthcare leaders
across Asia, a simple question was posed: How
confident are you that your organisation proactively
identifies safety risks before incidents occur? More
than 80 percent of respondents indicated that their

organisations remain largely reactive.

This reality is not a failure of commitment. It is a
consequence of how most incident management
systems were designed.



Why Voluntary Reporting Cannot Carry
the Whole Load

Incident reporting systems - especially those that rely on voluntary
submission - are valuable, but they have inherent limitations:

» They are selective by nature. Not every incident is observed,
recognised, or reported. Reports are influenced by time pressure,
psychological safety, perceived blame, and the belief that “nothing will
change.”

o They represent what people report, but not everything that
happen. Reporting data is rich for learning about types of failure and
how things go wrong, but it is inherently incomplete for accurately
measuring how often harm really happens.

« They are prone to inconsistency. Free-text narratives vary widely in
detail, terminology, and judgement - making aggregation and
comparison difficult.

This is why the most mature safety systems treat incident reports as one
signal among many - useful for learning, but insufficient as the sole
mechanism for detection.
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Compliance Over Intelligence

Traditional incident reporting approaches prioritise documentation,
categorisation, and compliance. They capture what happened after the
fact, but they are far less effective at identifying emerging risks, system
vulnerabilities, or weak signals in real time.

Even in highly digitalised hospitals, safety intelligence is often
fragmented:

¢ Incident reports live in one platform.

e Root cause analyses live in documents.

e Action tracking occurs in separate tools.

¢ Related clinical context resides in the electronic health record.

By the time trends become visible to leadership, they are already
historical.

The Learning Latency Problem

Most organisations face a “learning latency” challenge: the time
between when an event occurs and when a meaningful,
preventive insight is generated.

The typical pattern is predictable:
A report is submitted.
Clarifications are requested.
An investigation is scheduled.
Contributing factors are documented.
A corrective action plan is drafted.

Implementation competes with operational priorities.

By the time learning is consolidated, similar risks may already be
present elsewhere - often in a different ward, facility, or shift.

QUASR 6



What This Means for CEOs

If your incident system is primarily retrospective,
your organisation’s risk posture is retrospective.

For CEOs, this reframes incident reporting from a quality function to an enterprise
risk capability. The question is not “Are we compliant?” but:

* How quickly can we detect emerging patterns of risk?
* How confidently can we intervene before harm occurs?
* How do we know that actions taken are reducing recurrence?

Executive attention should shift from volume metrics (number of reports) to
Signal Metrics: speed of detection, risk concentration, and intervention
effectiveness.

Chapter Summary & Executive Takeaways

Most incident systems are designed to explain harm - not
prevent it.

Voluntary reporting is essential but incomplete and should not
be treated as a full measure of harm.

Learning latency is a strategic vulnerability. The longer insights
take to emerge, the more harm can repeat.

Executives should treat incident reporting as risk intelligence,

measured by detection speed and preventive impact - not just
compliance outputs.

QU.ASR 7
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Digitalisation -
Necessary, but
Not Sufficient

The Gains of Digital Incident Management
Digitalisation has unquestionably improved incident
management. Reporting is now electronic. Workflows
are automated. Dashboards provide visibility. Reports
can be generated and shared faster than ever before.

These improvements matter. They reduce friction,
increase reporting access, and provide a baseline
structure for organisational learning.

Yet digitalisation largely improves process efficiency,

not learning effectiveness.

Why Digital Workflows Still Produce
Reactive Outcomes

Most digital incident platforms were built to collect
reports, manage investigation workflow, classify events
and produce compliance outputs.

They were not built to continuously detect weak
signals, connect patterns across datasets, or predict
where harm is likely to occur next. As a result, many
organisations achieve faster reporting - but not faster

prevention.



Digitalisation improves

reporting efficiency,

but not necessarily prevention.

Fragmentation: The Hidden Cost of “More Systems”

In practice, incident learning depends
on connecting three things:

1.Narrative insight (what staff saw
and experienced).

2.Clinical
happening in the patient journey).

(what

event:

context (what was

3.Operational context

conditions shaped the

staffing, handoffs, workload,

technology).

Digitalisation often leaves these

elements in separate silos. This

fragmentation creates blind spots:

e Similar incidents are analysed in
isolation.

¢ Risk scoring is inconsistent.

e Lessons are local rather than
system wide.

e Action plans are developed

without strong evidence on what

works.
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The Human Bottleneck in
Digital Systems

Even in highly digital environments,
safety learning remains constrained by
scarce human capacity.
Quality and safety teams continue to
spend hours:

* Reviewing narratives

* Chasing missing details

* Clarifying timelines

* Coordinating interviews

* Manually determining severity

Root cause analysis frequently
depends on a small number of trained
reviewers. This creates variability
(different reviewers draw different
and delays (reviews

queue behind workload).

conclusions)

Technology Introduces
New Safety Risks

Digital transformation also creates new

categories of risk.

As hospitals adopt electronic health
records, connected devices, and
integrated workflows, safety events
increasingly involve technology design,
configuration, interoperability, and

usability. These incidents often
present differently from traditional
clinical errors and can be under-
standard

recognised in reporting

taxonomies.

The implication for leaders is clear:
digitalisation must be managed as a
safety programme, not only as an IT
programme.

Technology introduces new safety risks,

requiring governance that spans clinical,

quality, and IT leadership.

QU.ASR'
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What This Means for Boards & Risk Committees

Boards increasingly ask for assurance that
“we have a robust incident system.”
In a digital era, robustness means more than a platform.

Board-level questions should evolve to
include:

* Do we have an enterprise view of
safety risk across systems and
sites?

* How quickly do we detect emerging
issues, including tech-related risks?

* Can we demonstrate that

interventions reduce recurrence -
A not just that actions were assigned?

a Digital incident tools should be

evaluated like any other risk control: by
measurable reduction in risk exposure.

Chapter Summary & Executive Takeaways

-I Digitalisation improves reporting efficiency, but not necessarily

prevention.

2 Fragmentation is the core constraint. Learning requires
connecting narrative, clinical, and operational context.

3 Human capacity becomes the bottleneck when insight depends

on manual review.

4 Digital transformation introduces new safety risks, requiring
governance that spans clinical, quality, and IT leadership.

QU.ASR' n



Visual Framework: From Incident
Lifecycle to an Al-Enabled Safety Loop

Traditional incident management is linear and retrospective.

An Al-enabled approach turns the lifecycle into a continuous feedback

loop, reducing learning latency and improving prevention.

TRADITIONAL INCIDENT
LIFECYCLE (RETROSPECTIVE)

Incident occurs
J
Report submitted
4
Review / triage
(often delayed)

Investigation + RCA
\)
Action plan
\J
Implementation

A

(Weeks/months later)
Trend review

Move from measuring
reporting throughput

to measuring risk
reduction
throughput.
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AI-ENABLED SAFETY LOOP
(PROACTIVE)

Continuous signals
(EHR, devices, notes, labs, reports)
(NLP + anomaly detection)

2
Early risk detection & incident
triggers
2
Real-time triage &
prioritisation
2

System-wide pattern learning
(RCA at scale)

b
Evidence-based interventions
I
Execution tracking +
effectiveness measurement
l
Feedback into models +

operational controls
(continuous)

J
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How Al Transforms
Incident Reporting

Artificial  intelligence  changes  the incident
management equation not by automating a single task,
but by transforming the entire lifecycle. When applied
end-to-end, Al shifts incident reporting from
retrospective documentation to proactive, system-
wide prevention.

Al as a Force Multiplier for Safety

At its core, Al enables healthcare organisations to
process scale and complexity that exceed human
capacity alone. It does not replace judgement. It
amplifies it - by detecting patterns earlier, learning
across thousands of cases, and reducing dependency
on scarce expert time.

The most important shift is philosophical: safety
moves from being event-triggered to being signal-
driven.

Early Detection of Emerging Risks

Al enables early identification of incidents, near
misses, and latent safety risks that traditional
reporting often misses.

13



By continuously analysing electronic
health records, device data, clinical
notes, laboratory results, and
operational data  using  natural
language processing and anomaly
detection, Al can surface subtle
warning signals.

Examples include:

* Medication orders that deviate
from typical patterns.

* Documentation language that
suggests uncertainty or
workarounds.

e Unusual patient movement or
handoff sequences.

* Repeated low-level anomalies

that, in isolation, appear benign.

In many cases, incident reports can
be triggered automatically, reducing
reliance on voluntary reporting and
increasing early visibility of risk.

Smarter, Easier Reporting for
Frontline Teams

Al improves the reporting experience
itself. Voice-to-text, conversational
interfaces, and intelligent prompts
reduce administrative burden
and cognitive load for clinicians.

At the same time, Al standardises
terminology, aligns classifications, and
improves data completeness.

The result is higher-quality data
without increasing workload - a
critical requirement in stretched
clinical environments.

Real-Time Triage and Risk
Prioritisation

One of Al's most immediate benefits

is real-time triage. Instead of waiting

days or weeks for manual review, Al

can assess severity as incidents are

reported or detected.

By analysing patient context, historical

outcomes, and system conditions, Al

can:

e Predict likely severity and
downstream impact.

* Prioritise high-risk events.

¢ Escalate critical signals
immediately.

* Route incidents to the right teams
without delay.

This enables early intervention when
prevention is still possible.

Al shifts incident reporting from

retrospective documentation to

proactive system-wide prevention.

QU.ASR'

14



Root Cause Analysis at Scale

Al transforms investigation by shifting
from isolated case reviews to system-
wide learning. Instead of analysing
incidents one by one, organisations
can learn across thousands of cases
simultaneously.
Patterns emerge across:

* Services and facilities.

e Time of day and staffing

conditions.

¢ Technology interfaces and
workflows.

* Recurring human-system

interactions.

This shortens investigation timelines
from months to days and reduces
bias by focusing on system
vulnerabilities rather than individual
performance.

From Action Plans to Action
Effectiveness

Al supports more effective action
planning by learning from history. By
analysing which interventions reduced
recurrence in similar contexts, Al can
recommend  targeted, evidence-
based actions and predict likely
impact.

Crucially, Al can track whether actions
actually change risk - closing the loop
between learning and prevention.

Continuous Surveillance and
Real-Time Intelligence

Prevention does not end with action
implementation.  Sustained safety
improvement requires continuous
visibility into how risk evolves over
time, not periodic review after harm
has occurred.

Al enables continuous surveillance
by monitoring live streams of safety-
relevant data - including incident
reports, clinical documentation,
operational indicators, and device

signals - in near real time.

Key capabilities include real-time
dashboards that move beyond counts
and categories to surface risk
concentration, trend acceleration, and
emerging hotspots across services
and facilities; and early-warning alerts
triggered when patterns, thresholds,
or anomalies indicate increasing
likelihood of harm.

For leaders, this represents a shift
from static reporting to dynamic risk
awareness. Signals prompt timely
attention and preventive intervention.

Al is a force multiplier for safety.

It does not replace human judgement,

but amplify it.

QU.ASR'
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Learning and Prevention

Beyond monitoring, Al enables deeper
learning  explicitly  focused on
preventing future harm, not merely
understanding past events.

By analysing large volumes of
historical and real-time data, Al
supports preventive models that
estimate where incidents are most
likely to occur under current
conditions - staffing levels, patient
acuity, workflow pressure, or
technology configuration.

Advanced capabilities include:

e What-if simulations that allow
leaders and safety teams to test
the potential impact of
interventions before
implementation  (e.g.  staffing
changes, process redesigns,
technology controls).

QU.ASR'

¢ Cross-departmental insight that

reveals how similar risks manifest
differently across units, shifts, or
facilities—and where system-level
controls are most effective.

* Scenario-based learning that
supports proactive planning for
rare  but high-impact safety
events.

This form of learning moves incident
management from local optimisation
to enterprise-wide prevention,
ensuring that lessons learned in one

area strengthen safety everywhere.



What This Means for Healthcare Executives

Al’s value is not automation - it is anticipation.

For executives, the key questions are no longer:

* How many incidents were reported?

Instead:
¢ How early are we detecting risk?
¢ How confident are we that actions reduce recurrence?

¢ Where is risk concentrating across the system right now?

Al enables leaders to manage safety as a dynamic risk landscape, not a
retrospective scorecard. With continuous monitoring and predictive learning in
place, executives gain confidence that warning signals surface before harm occurs.
Safety leadership becomes Proactive, evidence-driven, and system-wide, rather
than episodic and reactive.

Chapter Summary & Executive Takeaways

Al transforms incident reporting by operating across the full

lifecycle, not at a single step.
Early detection and real-time triage reduce learning latency.
RCA at scale shifts focus from individuals to systems.

Prevention improves when actions are evidence-based and

their impact is measured.
Executives gain foresight - not just faster hindsight.

Monitoring must be continuous, not periodic, to enable early
intervention.

Real-time dashboards and alerts shift focus from reporting to

prevention.

QUASR 17
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Trust, Governance,
and Responsible Al

Trust Is Not a Feature - It Is the Foundation
No discussion of Al in healthcare is complete without
trust. In patient safety, trust operates on two levels:
1.Clinical trust: Frontline teams must believe Al
supports safer care, not surveillance.
2.Institutional trust: Leaders must believe Al-driven
insights are reliable, explainable, and governed.

Without trust, adoption will be superficial - used only
for reporting automation rather than prevention.

What “Responsible Al” Means in Safety-
Critical Work

Responsible Al in incident management requires:

« Human-led decisions. Al can recommend,
prioritise, and surface risk—humans decide.

« Explainability. Users must understand why a signal
was flagged, why severity was predicted, and what
factors influenced the recommendation.

« Data protection. Patient and staff data must be
secured across the full lifecycle: access control,
encryption, retention, and auditability.

18



* Bias management. Models must
be assessed for performance
across settings, services, and
patient groups.

¢ Continuous monitoring. Al

performance must be monitored
over time, with processes to

detect drift and degradation.

In other words, Al must safeguard -
not police.

Governance: Turning
Principles into Operating
Discipline

Governance is where many Al
initiatives fail - not because leaders
ignore ethics, but because principles
are not translated into operational
practice.

Effective governance includes:

* Clear accountability: who owns
Al risk and who can approve use
cases.

* Model lifecycle controls: validation,
versioning, change management,
and monitoring.

e Clinical workflow alignment:
ensuring Al supports  real
decision-making  rather  than
creating parallel processes.

¢ |Incident response for Al itself:
defining what happens when

models behave unexpectedly.

The Human-Al Team as the
Unit of Safety

A key shift in modern thinking is that
safety performance is no longer just
the clinician or the tool - it is the
human-Al team.

That means success depends on:
¢ Interface design and usability.
¢ The clarity of recommendations.
e Training and  calibration  of
expectations.
* The ability for users to question,
override, and provide feedback.

The goal is not automation. The goal is
safer decisions at scale.

Responsible Al in safety requires

human-led decisions,

explainability and continuous monitoring.

QU.ASR'




What This Means for CMOs, CNOs, and CIOs

Al-enabled safety cannot be owned by one function.

e Clinical leaders (CMO/CNO):
Ensure Al supports clinical
judgement and strengthens
psychological safety.

¢ Technology leaders (CIO / CTO /
CISO): Ensure security, resilience,
and responsible deployment.

* Quality & safety leaders: Ensure
Al is measured by preventive
impact and learning speed.

The highest-performing organisations
treat Al governance as an extension of
enterprise clinical risk governance -
not as an IT side project.

Chapter Summary & Executive Takeaways

1 Trust is the prerequisite for prevention-focused Al
adoption.

Responsible Al in safety requires human-led decisions,
2 explainability, and continuous monitoring.

Governance must be operational, not aspirational - with
3 accountability, lifecycle controls, and Al incident

response.

4 The human-Al team is the unit of safety. Design and
workflow integration matter as much as algorithms.

QU.ASR' 20



Redefining Incident
Reporting with QUASR+

Our Vision

At QUASR+, we believe incident reporting must evolve
- from reactive compliance to proactive prevention.
Reporting should do more than document the past. It
should actively help prevent the next harm.

The challenge facing healthcare organisations today is
not a lack of data. It is the ability to rapidly transform
data into meaningful insight and targeted preventive
action - at scale and with confidence.

Closing the Reporting-Learning-Prevention
Gap

QUASR+ is designed to close the critical gaps that
limit traditional incident management:

« Between reporting and learning: by analysing
narratives and context as incidents emerge, not
weeks later.

« Between learning and action: by recommending
evidence-based interventions and prioritising what

will matter most.

« Between action and prevention: by tracking
whether interventions actually reduce risk over

time.

By applying Al across the incident lifecycle, QUASR+
enables continuous sensing, learning, and prevention.

QUASR 21



QUASR+ closes the

Reporting-Learning-Prevention
gap by harnessing the power of Al.

Designed for Trust in Safety-
Critical Environments

Trust is foundational to everything we
build. QUASR+ is transparent,
explainable, and governed by strong
safeguards. Al recommendations are
visible, traceable, and designed to
support - not override - human
judgement.

This ensures that clinicians, quality
teams, and executives can engage
with Al confidently, knowing that
accountability remains human-led
and decisions are evidence-informed.

From Compliance Function
to Strategic Safety Capability
With QUASR+, incident management
becomes a strategic asset. Leaders
gain early warning signals, system-
wide visibility, and predictive insight
into where risk is emerging and which
controls are effective.

This reframes incident reporting:

e From a documentation to
prevention.

* From episodic review to
continuous improvement.

* From hindsight to foresight.

e From regulatory obligation to
leadership tool.

L 1
'(

QU.ASR' 22



What This Means for Executive Teams

The organisations that lead in patient safety will be
those that learn fastest.

For executive teams, this means:

¢ Investing in systems that shorten
the distance between signal and
action.

e Demanding evidence that safety
interventions reduce recurrence.

e Treating safety intelligence as
enterprise risk intelligence.

QUASR+ supports leaders not just to
manage incidents - but to manage

risk proactively.

Chapter Summary & Executive Takeaways

1 Incident reporting must evolve from documentation to
prevention.

2 QUASR+ closes the gap between reporting, learning, and
action using Al.

3 Trust, explainability, and governance are non-negotiable in
safety-critical Al

4 Executives gain confidence when safety intelligence is timely,
predictive, and measurable.

The future of patient safety will belong to organisations that move
beyond looking back - and build the capability to look ahead with
confidence.

QU.ASR' 23
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Conclusion and Call to
Action

Healthcare has never lacked commitment to patient
safety. What has been missing is not intent, but
capability aligned to today’s complexity.

In modern, data-rich care environments, harm rarely
results from isolated errors. It emerges from systems -
through interactions between people, processes, and
technology. Incident reporting models designed to
document the past are therefore structurally limited in
their ability to protect the future.

Healthcare now stands at a strategic inflection point.
For the first time, organisations can combine rich
frontline narratives, clinical and operational data, and
advanced analytics to shorten the distance between
signal and action, and between learning and
prevention.

For leaders, the imperative is clear. Incident reporting
must evolve from a compliance activity into a source
of enterprise risk intelligence. Success should be
measured not by reports closed, but by risks detected
early and harm prevented.
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Call to Action for Leaders

Rethink incident reporting - from reactive

documentation to proactive harm prevention.

QUASR

Reframe incident reporting -
from documentation to proactive
risk detection.

Redesign safety systems to
enable continuous learning and
early intervention.

Lead responsibly, deploying Al
with transparency, governance,
and human accountability.

Al is not the objective. Prevention is.
The organisations that act decisively
now will move beyond looking back -
and define the next era of patient
safety leadership.
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A message from our CEO

At QUASR+, we envision a
future where healthcare moves
beyond reacting to harm and
instead predicts and prevents it -
transforming incident reporting
into an intelligent, proactive
safeguard for every patient.

- Hak Yek Tan




QU.SR™

QUASR+ is a modern SaaS incident reporting platform
designed for healthcare organisations across all care
settings. Our mission is to transform incident reporting
from reactive documentation to proactive prevention.
By harnessing the power of Al, we enable organisations
to turn incident data into meaningful insights - helping
safety teams identify patterns, anticipate risks, and
continuously improve patient safety and operational
outcomes.

We are committed to making our platform simple,
accessible, and affordable for all healthcare
environments. Backed by a young and dynamic team,
QUASR+ combines innovation with purpose - bringing
fresh thinking and energy to redefine patient safety.

Hak Yek Tan

Founder and CEO © hak@healthgrc.com

Healthcare GRC Pte. Ltd. QO (+65) 9488 3428
www.quasrplus.com m /company/quasrplus @ /quasrplus
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	Responsible AI in safety requires human-led decisions, explainability, and continuous monitoring.
	Governance must be operational, not aspirational - with accountability, lifecycle controls, and AI incident response.
	The human-AI team is the unit of safety. Design and workflow integration matter as much as algorithms.
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	QUASR+ closes the  Reporting-Learning-Prevention gap by harnessing the power of AI.
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	Rethink incident reporting – from reactive documentation to proactive harm prevention.
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	At QUASR+, we envision a future where healthcare moves beyond reacting to harm and instead predicts and prevents it - transforming incident reporting into an intelligent, proactive safeguard for every patient.
	QUASR+ is a modern SaaS incident reporting platform designed for healthcare organisations across all care settings. Our mission is to transform incident reporting from reactive documentation to proactive prevention. By harnessing the power of AI, we enable organisations to turn incident data into meaningful insights - helping safety teams identify patterns, anticipate risks, and continuously improve patient safety and operational outcomes.
	We are committed to making our platform simple, accessible, and affordable for all healthcare environments. Backed by a young and dynamic team, QUASR+ combines innovation with purpose - bringing fresh thinking and energy to redefine patient safety.
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