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ABSTRACT

Themainpurposeofthestudywastoestablishthefactorsinfluencingthereporting

patientsafetyincidentsatGertrude’sChildren hospital.The studyemployed a

descriptivemixedmethodwithbothquantitativeandqualitativestudydesign.Fifty

twonursesfrom theinpatientunitsparticipatedinthisstudy.Astandardchecklist

extractedfrom Q-pulse,astructuredquestionnaireandindepthinterviewsguides

wereusedfordatacollection.Statisticalpackageofsocialsciences(SPSS)version

21.0andthematicanalysiswasusedtoanalysethedata.Eightyninepercentofthe

nurseswereawareofthehospital’sreportingsystem butabouthalfofthenurses

rarelyreportedincidents.Therewasasignificantlowrateofreportingpatientsafety

incidents among the nurses in the inpatientunits ofthe hospital.The main

challengesfacedbystaffonreportingpatientsafetyincidentwere:issueswith

accessibilityofreportingplatform,lackoftimetoreport,fearofvictimization,fearof

unknown,lackofknowledgeofwhattoreport,andfearofintimidatingcolleagues.

Someofthekeyrecommendationsincludes;Provisionofmanagementsupportfor

patientsafetyculture,trainallhealthcareworkersontheincidentreportingprocess,

ensureanon-punitivesystem whenhandlingreportedincidentsandinallways

discouragevictimizationofstaffreportingpatientsafetyincidentsand provisionof

appropriatetimelyfeedbacktostaffoncorrectivemeasures.
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OPERATIONALDEFINITION

Anincident:aneventorcircumstancethatcouldhaveresulted,ordidresult,in

unnecessaryharm toapatient

Adverseevents:Incidentsthatresultinharm topatients.

Nearmisses:Incidentsthatdidnotcauseharm topatientsbuthaspotentialto

causeharm.

Anerror:somethingyouhavedonewhichisconsideredtobeincorrectorwrong,or

whichshouldnothavebeendone.

Areport:anaccountorstatementdescribingindetailanevent,situation,orthelike,

usuallyastheresultofobservationorinquiry.

Culture:thewayoflife,especiallythegeneralcustomsandbeliefs,ofaparticular

groupofpeopleataparticulartime.

System:Asetofdetailedmethods,proceduresandroutinescreatedtocarryouta

specificactivity,perform aduty,orsolveaproblem.

Patientsafetyincidents:anyunintendedorunexpectedincidentwhichcouldhave,or

did,leadtoharm foroneormorepatientsreceivinghealthcare.

Incidentreportingsystem:adatabaseusedtocollectandanalysereportsofinjuries,

illnesses,andotheraccidentsthatoccurinaplace.
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CHAPTERONE:BACKGROUNDTOTHESTUDY

1.1Backgroundtothestudy:

Safetyisafundamentalandessentialattributeofqualityhealthcare.IntheUK,the

Patients Association revealed that 45 % of NationalHealth Service (NHS)

organizationshadpatientsafetyastheirfirstagendaitem indiscussions,withan

averageof28percentofboardmeetingtimetakenupdiscussingpatientsafety.

Reputable organizations like the UK’s NationalPatientSafety Agency (NPSA)

leadership encourage professionals to be open aboutpatientsafety matters,

particularlyerrors(Blakemore2009).TheEuropeanSocietyforQualityinHealthCare

(2006)definesthecultureofsafetyasanintegrated patternofindividualand

organizationalbehaviour,baseduponsharedbeliefsandvaluesthatcontinuously

seektominimizepatientharm,whichmayresultfrom theprocessesofcaredelivery.

Patientsafetyincidentsareawell-knownchallengeinhealthcare,andarebythe

InternationalClassification for Patient Safety,initiated by the World Health

Organization(2009).Evaluatingtheerrorshelpsustolearn,identifyandsolvea

majorproblem inhealthcaresystems.Despitethis,underreportingofincidentshas

beenreported(WHO2009)

Errorreportingasabasicactivityhasanimportantroleindiscoveringpitfallsofthe

healthcaresystem.Topromotethereportingculture,itsnon-punitivebasemust

becomecleartodoctorsandstaff,asthiskindofreportingcouldleadtofewer

medicalerrorsandhigherstaffawarenessaboutprobableerrors(Davoodietal

2013).Reportingerrorsisfundamentaltoerrorprevention.

Article43(1a)intheconstitutionofKenya(2010)statesthat(1)Everypersonhasthe

righttothehighestattainablestandardofhealth,whichincludestherighttohealth
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careservices,includingreproductivehealthcare,andthat(2)apersonshallnotbe

deniedemergencymedicaltreatment.Thisrequiresthatthehealthfacilitiesatall

levelsareadequatelystaffedandequippedtoprovidequalityhealthservicestoall

patients.However,patientsafetyhasbeendifficulttoachieveduetolongstanding

beliefsthatwhenerrorsoccurindividualsmustbeblamedorpunished(Kizito,2014).

Machariaetal,(2016)identifiedthatreview ofmedicalrecordsispreferableto

incidentreportingindeterminingtheprevalenceofadverseeventsinhealthfacilities

withlimitedinpatientqualityimprovementexperience.Theyhoweverrecommended

furtherresearchtodeterminewhetherstaffeducationandapositiveculturechange

through promotion of non-punitive unexpected clinicalevent reporting or a

combinationofapproacheswouldimprovethecomprehensivenessofadverseevent

reporting.

Accordingtotheinstituteofmedicine(2000) adverseeventsinhospitalswerea

leadingcauseofdeathintheUnitedStates.Thisreportemphasizedfindingsfrom

theHarvard MedicalPracticeStudythatfound thatmorethan 70 % oferrors

resultinginadverseeventswereconsideredtobesecondarytonegligence,and

morethan90% werejudgedtobepreventable.TheInternationalOrganizationof

Migration(IOM)reportalsoemphasizedtheimportanceofreportingerrors,using

systemstoholdprovidersaccountableforperformance,andprovideinformation

thatleadstoimprovedsafety.Conceptuallythesepurposesarenotincompatible,but

inrealitytheycanprovedifficulttosatisfysimultaneously.Nonetheless,reporting

potentiallyharmfulerrorsthatwereinterceptedbeforeharm wasdone,errorsthat

didnotcauseharm,andnear-misserrorsisasimportantasreportingtheonesthat

do harm patients.Patientsafetyinitiativestargetsystems-relatedfailuresthat

contributetoerrorswithinthecomplexenvironmentofhealthcare.Becausemany

errorsareneverreportedvoluntarilyorcapturedthroughothermechanisms,these

improvementeffortsmayfail.

Patientsafetyhasalwaysbeenimportantforallhealthcareproviders.Nursesare

involvedintheprovisionofhealthcareineveryareaofthehealthcaresystem,24

hoursaday,andsevendaysaweek.This“presence”ofnursesandtheirsound

knowledgebaseenablesthem toplayacriticalroleinpatientsafety.Throughtheir

vigilance,nursesacttokeeppatientssafe,identifyareasofriskandrecognize

situationsinneedofimprovement.
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Incidentreportingideallycommunicatesallinformationrelevanttopatientsafety.

Localincidentreportingsystemsinhospitalstypicallyuseanincidentform that

comprisesbasicclinicaldetailsandabriefdescriptionoftheincident;theremaybe

alistofdesignatedincidentsthatshouldalwaysbereported.Suchsystemsare

ideallyusedaspartofanoverallsafetyandqualityimprovementstrategy,butin

practicetheymaybedominatedbymanagingclaimsandcomplaints.Speciality

reportingsystemsandlargescalesystems,suchasthatoftheUKNationalPatient

SafetyAgency(www.npsa.nhs.uk/),allowwiderdisseminationoflessonslearntand

emphasizetheneedforparallelanalysisanddevelopmentofsolutions.

HighprofileservicefailureswithintheNHSintheUnitedKingdom (UK)haveraised

publicconcernaboutpreventableharm inhealthcareandincreasedthedemandfor

transparencyandaccountability.Itisareasonableexpectationthatthelargevolume

ofinformationcollectedthroughincidentreportingshouldallow validjudgments

abouttheriskstopatientsinonehospitalcomparedtoanother.Indeed,arecent

majorinquiryinto the safetyfailingsin one English hospitalexpressed some

incredulitythatthiswasnotalreadyaroutinecomponentofmonitoringofNHS

performance.

Thereportingratereflectsnotonlythetruenumberofsafetyincidentswithinan

organizationbutalsothereportingbehaviourandculturewithinaninstitution.Itis

notclearwhetherexaminingNHStrustcrudereportingratesdistinguishesunsafe

careorwhetheritmerelyreflectsvariationinreportingbehaviour.Hutchinsonand

colleagues (2007) examined NRLS data two years after incident reporting

commencedin2005and,atthattime,foundnocorrelationbetweenhighreporting

ratesandpoorhospitaloutcome.

Theyconcludedthatthelackofsuchanassociationwasalmostcertainlyduetolow

reportingrates.Sincethisstudywaspublishedreportingrateshaveincreasedto

overonemillionpatientsafetyincidentsayear,withsignificantvariationbetween

hospitalspersisting.

AdatabaseofpatientsafetyincidentreportstheNationalReportingandLearning

System (NRLS)wascreatedwithintheNationalHealthService(NHS)inEnglandin

2003.Itisnowthelargestrepositoryofsuchincidentsintheworld.Similarsystems

to captureadverseeventshavenow beenestablishedinmanyothercountries
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includingthereportingsystem atGCH(Qpulse).TheNRLSwasoriginallydesigned

toenableanalysisoffrequentlyoccurringandseriousevents.From thesereports,

theNRLSdevelopedandissuednationalpatientsafetywarningsanddisseminated

safetysolutionstopreventsucheventsrecurring.Regulatorscurrentlyscrutinizethe

ratesofreportedsafetyincidentstoassesstherelativesafetyofhospitals.Human

errorexpertsestimatethateveryonemakesthreeorfourmistakesaday.Yet,itis

notacceptableforpatientstobeharmedbythehealthcaresystem thatissupposed

toofferhealingandcomfort.

AccordingtoNHS(2003)thepoorclinicaloutcomesresultingfrom hospitalerrors

shouldbeaddressedtohelpavertmortalitiesandthefinancialburden.Itfurther

elaboratesthatreportingthiserrorsisthefirststeptopreventthem from occurring

again.Thesolutionliesinfindingoutthefactorsinfluencingthereportingofpatient

safetyincidents.

1.2Problem statement

Incidentreportingsystemsarewidelyconsideredeffectiveinstrumentsforlearning

from incidents.However,researchshowsthatmanyincidentsarenotreportedby

healthcareproviders(Pfeiffersetal2010).Thereportingratereflectsnotonlythe

true numberofsafetyincidents within an organization butalso the reporting

behaviourandculturewithinaninstitution.Despitethis,underreportingofincidents

inhospitalsstillpersists.Lawtonetal(2002)links barrierstowardsincident

reportingto;fearofblameandlegalconsequences,anuncertaintyofwhichincidents

shouldbereported,consumingtimeandinadequatefeedback,lackofconfidentiality,

poorunderstandingofwhattoreportorhow,anddoubtsaboutthevalueofreporting.

TheEuropeanSocietyforQualityinHealthCaredefinesthecultureofsafetyasan

integratedpatternofindividualandorganizationalbehaviour,baseduponshared

beliefsandvaluesthatcontinuouslyseektominimizepatientharm,whichmayresult

from theprocessesofcaredelivery.TheinstrumentHospitalSurveyonPatient



6

SafetyCulture(HSOPSC)hasfrequentlybeenusedtomeasurethesafetyculturein

hospitalsettings

Patientsafetyisacentralaspectofhealthcaresystem performanceandanareaof

growinginterestworld-wide.AfteraseriesbyHolzmulleretal(2007)&Mahajan

(2010) mainlyinEuropeandUnitedStates,itisnowgenerallyacceptedthatabout

10% ofpatientswhoreceivecareinhospitalsexperiencesomeadverseeffectin

theircourseoftreatment.In1%ofthecasestheconsequencesaregraveoreven

fatal.Intermsofsufferingaswellascost,thesenumbersareunacceptablefora

modernhealthcaresystem thatmakesaclaim toquality(NationalInstitutefor

HealthandWelfarereport,2009). Thecarequalitycommissioncoresafetystandard

inEngland,recommendsthefollowingkeyactionstoensureconsistencyinreporting

patientsafetyincidents;givefeedbacktostaff,focusonlearning,engagefrontline

staff,makeiteasytoreport,andmakereportingmatter.

Acultureofopennesstoadverseincidentsandreportingisimportant,asissupport

forthoseinvolvedwithoutplacingblameorriskingsanctions. Inworkingwith

increasingthereportingfrequency,themanagement’staskistopromoteawork

culturethatacceptsthaterrorsaremade,thatwelcomesreports,andthatfocuses

on complex causalfactors. More knowledge on whatencourages and what

discouragesreportingisneeded. Discussingthedirectionofthepatientsafetyeffort

andestablishingconsensusastowhattoreportandwhatshouldbesolvedinother

ways,areimportant. Thosewhoreportincidentsshouldfindthatthereportisuseful

andleadstochangesandimprovementforthepatients.Asystematicassessment

oferrorandharm collectedfrom awiderrangeofsources,andhopefullyamove

towardsactivesurveillanceofsalienteventsisneededinhealthcare.Thesestudy

aimstofindoutthefactorsinfluencingreportingofpatientincidences.Thiswillhelp

inimprovingpatientsafetyandqualityinthehospital.

1.3Justificationofthestudy

Incidentreportingsystemsarewidelyconsideredeffectiveinstrumentsforlearning

from incidents.However,researchshowsthatmanyincidentsarenotreportedby

healthcareproviders(Pfeiffersetal2010).Theimportanceofculturalfactorsin

improvingsafetyandencouragingreportinghasbeenidentifiedinrelationtohealth

careinacutesettings(Barach&Small,2000).Asystematicassessmentoferrorand
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harm collectedfrom awiderrangeofsources,andhopefullyamovetowardsactive

surveillanceofsalienteventsisneededinhealthcare.Atlocallevelthismeansa

shiftinemphasisfrom analysisofcasestosystematicmeasurementofknown

problemsandmostimportantlytosafetyimprovementprograms.

Despiteincreasedawarenessoftheriskstopatientswithinthehealthcaresystem,

therehasbeenlittleimprovementinpatientsafety,withapproximately1in7patients

experiencinganadverseeventduringhospitalization(WHO2009).

Reportingwillalwaysbeimportantandithasbeenoveremphasizedasawayto

enhance safety.Reporting systems can provide warnings,pointto important

problems,andprovidesomeunderstandingofcauses(WHO2009).Theyservean

importantfunctioninraisingawarenessandgeneratingacultureofsafety.However,

afunctioningreportingsystem shouldnolongerbeequatedtomeaningfulpatient

safety activity. Organization must move towards active measurement and

improvementprogramsonascalecommensuratewiththehumanandeconomic

costsofunsafe,poorqualitycare.GCH hasaveryorganizedelectronicreporting

system (QPulse)inplace.Lookingatstatisticsfrom thesystem,outofatotalof

6311patientsafetyincidencesreportedonQ pulseinthelastfinancialyear,(1st

August2016-31stJuly2017),only222werefrom theinpatientdepartment,which

represents3.5%.AccordingtothecultureofsafetysurveyconductedatGertrude’s

Children’sHospitalMarch2017,theoverallperceptionofpatientsafetyamongthe

staffwasratedat72%andthefrequencyofeventreportingratedat69%.Lookingat

thesefindingsandputtinginmindthatpatientsstaylongerintheinpatientand

hencepatientsafetyincidentsaremorelikelytohappenthere,itisimportanttofind

outthebehaviourofincidentreportingamongstunitsinthein-patientdepartment

andfurtherexplorereasonsbehindthereportingpatterns.Ontheotherhandmost

studiesfoundontheresearchtopicwereeitherdoneintheUnitedStatesofAmerica

orEurope,veryfewrelatedstudiesweredoneinAfricaorKenya.Mostofthestudies

referencedhereinthestudyweredonemorethan5yearsago,makingthisstudy

worthconducting.

Thisstudywillhighlighttheextenttowhichseveralfactorsinfluencethereportingof

patientsafetyincidences,andlinkthistothepatientreportingpatternsandrate.This

willassistthehospitalmanagementincollaborationwiththeunitmangerstobe
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awareoftheextentofincidentreporting,anddevelopstrategiesforpromotingand

improvingthecultureofsafety.

1.4Purposeandaim ofthestudy;

Themeaningofriskmanagementistopredictadverseeventsandreducetheir

occurrence.Healthcarecarriesariskofharm forpatientsafety,andwithrespectto

today’sstressfulsystemswithalargenumberofpatients,itwouldbeinevitable.

Patientshavetherighttoreceivehealthcareinaccordancetothebeststandards.

Thepurposeofthisstudywastoevaluatethecultureofpatientsafetyincident

reportingintheinpatientunitsandexploreindepthreasonsbehindthereporting

behavioursamongnursesinthein-patientdepartment.Informationgatheredfrom

thestudywillhelpinredesigningsystemsandinplanninganddevelopingstrategies

withthegoalofimprovingandsustainingpatientsafetyandqualityofcareinthe

Hospital.

1.5Broadobjective:

Toestablishthefactorsinfluencingreportingpatientsafetyincidentsintheinpatient

departmentatGertrude’sChildrenhospital.
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1.5.1Specificobjectives:

1.Toestablishrateandpatternsofpatientsafetyincidentreportinginthein-

patientunitsoftheGertrude’sChildrenHospitalinNairobi

2.Toassessfactorsinfluencing patientsafetyincidentreportingbehavioursin

thein-patientunitsofGertrude’sChildrenHospitalinNairobi

1.5.2Researchquestions

1.Whatisthepatientsafetyincidentreportingrateandpatternintheinpatient

unitsatGCH

2.Whatarethefactorsinfluencingthepatientsafetyincidentreportinginthe

inpatientunitsatGCH?

1.6Studybenefits

The findings from this study willinform and give recommendations to the

managementandstaffofthehospitalonthecultureofreportingpatientsafety

incidentwithintheinpatientdepartmentandrecommendmeasurestoputinplaceor

sustaintoensureincidentsareadequatelyreported.Ontheotherhandthefindings

willbeutilizedbythekeypolicymakersandthemanagementteam inGCHwiththe

aim ofimprovingmanagementefficiencyandpatientsafety.

1.7Frameworkofstudyprocess

Therestofthestudyisorganizedasfollows,(1)review oftheincidentreporting

system (IRS),(2)identification ofthe totalnumberofpatientsafetyincidents

reported in theIRS within thestudyperiod,(3)identification ofpatientsafety

incidentsreportedfrom theinpatientunitswithinthestudyperiod,(4)literature

review onthecultureofreportingpatientsafetyincidents(5)datacollectionfrom

nurses to explain the incident reporting patterns, (6) Data analysis (7)

recommendationbasedonfindings
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Figure1:Structureofthestudy
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CHAPTERTWO:LITERATUREREVIEW

Reportingerrorsisfundamentaltoerrorprevention.Inhealthcareandotherhigh-risk

industries,incidentreportingsystems(IRS)areconsideredeffectiveinstrumentsto

learn from adverse events,errors and near misses.Among the potentially

preventableincidents43%involvednurses,16%physicians,and19%othertypesof

providers(Nuckolsetal2007).Accordingtotheirstudyontheratesandtypesof

eventstoestablishedincidentreportingsystemsintwoUShospitals,Nuckolsand

colleaguesestablishedthat9% ofpatientshadatleastonereportedincidents,17

incidentswerereportedper1000patient-daysinthehospital.Nursesfiled89%ofthe

reports,physicians1.9%andothersproviders8.9%.Themostcommontypeswere

medicationincidents(29%),falls(14%)andoperativeincidents(15%).

Studiesonthereportingbehaviourofhealthcareprovidershaveshownthatunder-

reportingisamajorproblem ofincidentreportingsystem (IRS).Voluntaryreporting

systemsareestimatedtocaptureabout10%ofoccurringincidents

Therehavebeenanumberofsuccessfuleffortsmadetoimprovepatientsafetyin

theUnitedStates.JohnsHopkinshospital,anacademicmedicalcentreandnon-

profitintegratedhealthcaredeliverysystem,setagoalin2002ofmakingitscare

thesafestintheworld.TheComprehensiveUnit-BasedSafetyProgram (CUSP),

whichtrainsfrontlineteamstoidentifyandmitigatepatientsafetyhazards,isakey

strategy.

TheCUSPmodelhasbeenspreadtohospitalsnationwideandisassociatedwith

reductionsincentrallineassociatedbloodstream infectionsinintensivecareunits.

Throughitssafetyefforts,Hopkinshasachievedimprovementsinsafetypractices

suchasincreasedhand-washing,inpatientoutcomessuchasfewerpressureulcers

amongpatients,andinthehospitalstaff’sperceptionsoftheorganizationalsafety

culture.Safetyprincipleshavebeen spread outsidethehospitalsetting to the

system’s home care group.Success factors include setting ambitious goals,

empoweringfrontlinestafftomakeimprovements,involvingexecutivesandthe

boardinchange,andrigorouslymeasuringandholdingunitsaccountableforresults

(Nucklosetal,2007).
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Themainreasontoreportincidentstoimprovepatientsafetyisthebeliefthatsafety

canbeimprovedbylearningfrom incidentsandnearmisses,ratherthanpretending

thattheyhavenothappened,Patientsafetyhasbeen,andstillis,acauseforconcern

inhealth-caresystemsallovertheworld,includingtheNHSintheunitedkingdom.

Everyyear,∼900000incidentsandnearmissesarereportedaroundNHScare,

∼2000ofwhichresultindeath.Additionalhospitalstaycostsareapproximately£2

billionayear,andthenegligenceclaimsamounttoanextra£400millionayear.

Incidentreportingsystemshavebeenakeytooltoimprovesafetyandenhance

organizationallearning from incidents in a range of high-risk organizations

(commercialaviation,railindustry,andothers).Althoughincidentreportinghasbeen

institutedinhealth-caresystemsinmanycountriesforsometimenow,similar

positiveexperienceisyettobefullyrealized(Mahajan,2010).

2.1Incidentreportingsystems

Investigationofcriticalincidentswasfirstusedinthe1940sbyFlanaganasa

techniquetoimprovesafetyandperformanceamongmilitarypilots.Cooperand

colleagues,in 1978,used a‘modified criticalincidenttechnique’in which they

interviewed anaesthetists and obtained descriptions ofpreventable incidents.

Individualdepartmentsofanaesthesianow havesystemsinplacetorecordand

discussadverseincidentsandnearmisseswithaviewtoimprovepatientsafetyby

learningfrom theseincidents.Inthelasttwodecades,authorshavehighlightedthe

needtogatherinformationwhichcanbeusedtoimprovehospitalsystemsto

minimizeerrorsin health care,and manystrategiesand toolshavealso been

developed to reduce errors.Calls have been made by quality and safety

organizations,andtheconsumersofhealth-caresystems,forincidentreportingto

betterunderstanderrorsandtheircontributingfactors.Internationally,W.H.O has

workinprogresstodevelopguidelinesforimplementingeffectivereportingsystems.

In2001,theNationalPatientSafetyAgency(NPSA)setupareportingandlearning

system (RLS)fortheNHS.Thissystem isgenericforallthespecialties,andtodate,

has accumulated over4 million incidents.Catchpole and colleagues recently

reviewedmorethan12000anesthesia-relatedincidentsreportedtoRLS.Thereview

providedextremelyusefulinsightintothekindsofincidentsthathadbeenreported

toRLS,andtherefore,highlightedtheareasofpracticewherefurthereffortsare
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requiredtoreduceerrors.However,asadmittedbytheauthors,andpointedoutin

theaccompanyingeditorial,theanalysesweresignificantlyhamperedbythequality

ofthereports.

2.2BarrierstoErrorReporting

Lawtonetal(2002)revealsthattobetterunderstand“thewillingnessofhealthcare

professionals(doctors,nurses,andmidwives)toreportcolleaguestoasuperior

memberofstafffollowinganadverseincidentornearmiss.”Inadditiontheyalso

explored“thedifferenceinreportingofeventsinvolvingthreekindsofbehaviour

namely:compliancewithaprotocol,violationofaprotocol,andimprovisationwhere

noprotocolexists.”Finallytheytheorizedthatthecultureofmedicine,alongwiththe

increasing fearoflitigation,would likelyconstrain health care providers from

reporting.

ManyerrorsgounreportedbyhealthcareworkersWolf,(2008).Themajorconcern

theyhaveisthatself-reportingwillresultinrepercussions.Providers’emotional

responsestoerrorsinhibitreporting,yetsomearerelievedwhentheysharethe

eventsoftheerrorwithpatients.Healthcareprofessionals’reportsfeelingworried,

guilty,anddepressedfollowingseriouserrors,aswellasbeingconcernedforpatient

safetyand fearfulofdisciplinaryactions.Theyalso are aware oftheirdirect

responsibilityforerrors.Manynursesacceptresponsibilityandblamethemselves

forseriousoutcomeerrors.Similarly,physiciansrespondedtomemorablemistakes

withself-doubt,self-blame,andshame.Theneedofcliniciansforsupportmaybe

fulfilledbydiscussingtheirmistakewithanotherperson

2.3Predictorsofreportingculture

Accordingtoacross-sectionalstudyconductedbyVifladtetal.(2016)ontheculture

ofincidentreportingandfeedbackinahospitalsetting,thefourstrongestpredictors

ofthe incidentreporting culture identified include:Communication openness,

managerexpectationsandactionspromotingsafety,organisationallearningand

continuous improvementand teamwork across hospitalunits.The interaction

between clinic and hospital,and allofthe safety dimensions included were

statisticallysignificantlyassociatedwiththeincidentculture,whilegender,age,
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profession,lengthofserviceintheunit,placeofeducation,clinicandhospitalwere

not.

2.4Ethicalimplicationofreportinganddisclosure

Healthcareprovidershavelegalandethicalobligationtoreportrisks,benefits,and

alternativetreatmentsthroughinformedconsentmandates.Theethicalprinciplesof

beneficence(doinggood)andnomaleficence(preventingharm)areviolatedwhen

errorsarenotreportedordisclosed.Theseethicalprinciplesshapecaringnursing

practice,andcaringpresupposesthatnursesactinthebestinterestsofpatients.

Howeverhealthcareprovidersmaybetypicallysodevastatedandembarrassedby

theirmistakesthattheymayattempttoconcealthem ordefendthemselvesby

shiftingtheblametosomeoneorsomethingelse.Someattributefailureofhonestly

acknowledginghealthcaremistakestoproviders’personaldifficultywithadmitting

mistakesandincriminatingotherproviders(Hughes&Wolf,2008)

Inchapter35oftheirEvidence-basedhandbookfornursesabouterrorreportingand

disclosure,Hughes&Wolfindicatedthefollowingasreasonstowhycliniciansdo

notreporterrorsandnearmisses;

1)Fear;fearofbeingblamedforpatient’soutcome,fearthattheotherproviderswill

considerproviderwho made the errorincompetent,fearofreprimand from

physician(s),fearthatpatientswilldevelopnegativeattitudes,fearoflegalliability,

beliefthatdisclosureoferrorsto patientsresultsin lawsuits,fearofadverse

consequencesfrom reportingandfearoftellingonsomeoneelseorreportingthatis

notanonymous.

2)Understanding;Confusionoverdefinitionoferrorsandnearmisses,providers’

biasaboutwhichincidentsshouldbereported,disagreementwiththeorganizations’

definitionoferror,Providersunawarethaterrorsoccurred,Someincidentsespecially

nearmisses,thoughttootrivial/unimportanttoreportandnoperceivedbenefitof

reporting.

3)Administrative/Management/Organizational;Administrative response,lack of

feedbackonreportederrors,persistenceofthecultureofblame/shame,blamingthe

individual,excessiveemphasisonmedicationerrorratesasqualitymeasureofcare
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andpoormatchofadministrativeresponsetoerrorswithseverityoferrors.

4)BurdenofEffort;Incidentreportstaketoolongtocomplete,verbalreportsto

physicianstaketoolongorcontactingthedoctortakestoomuchtime,Providers

forgettomakeareportbecausetheyaretoobusy,extraworkinvolvedinreporting.

2.5Willingnessofreportingpatientsafetyincidences

Figure2belowelaboratesthetwomainfactorsthathavebeenthoughttoinfluence

thereportingofincidencesbyhospitalstaffnamelyorganizationalandindividual.

Mahajan(2010)indicatesthatincreasedwillingnesstoreporthealthcareerrorshave

beenassociatedwithorganizationsthaterrorreportingsystemsinplacewhich

includetrainingofstaffandavailabilityoferrorreportingformsthatareeasyto

interpret.Secondly there are individualfactors like attitude hatinfluence the

willingnessofstafftoreporterrors.Someaspectsofstaffattitudethatinfluence

reportingoferrorsarefearoflegalimplicationandperceptionbycolleagueswhen

theyreporterrorsthatoccurred.

Figure2:Factorsinfluencingthewillingnesstoreportincidents.

2.6Motivatorstoincidentreporting:
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InAugust2008Pfeifferandcolleaguesreviewed19articlesthatempiricallyor

theoreticallyinvestigatedbarriersandmotivatorstoincidentreportinginahospital

setting.Thearticleswereextractedfrom MEDLINEandPSYCHINFO.Management

supportforpatientsafetyand Psychologicalsafetywere identified as strong

motivatorstoincidentreportingamonghealthcareworkers.Thisincludedtheextent

atwhichstaffisateasetobringupownideasandissuesaboutpatientsafetyerror.

Anon-punitivesystem alsoincreasesthephysicianwillingnesstoreport(Garbuttet

al).Attitudetowardserrorshasabigroletoincidentreportingandlearningfrom

errorsissupportedwhenstaffhasapositiveattitudetowardserrors(Rybowiacetal).

2.7Conceptualframeworkforinternationalclassificationofpatientsafety.

IndependentVariable

DependentVariable

Intervening Variable

Figure3:Theconceptualframeworkindicatestheindependent,intervening and

dependentvariable.Improvedhealthcarequalityisdependentonfactorsinfluencing

patientsafetyincidentreporting,patientincidentreportingpatternsandrate

Patientsafetyincidentreporting
patternsandrate.

Factorsinfluencingpatientsafety
incidentreporting.

Incidentreportingsystems

Improvedhealthcarequalityand
patientsafety
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CHAPTERTHREE:METHOD

3.1.StudyDesign:

Thestudyemployedadescriptivemixedmethodapproachwithbothquantitative

andqualitativecomponent.Thereportingsystem (Q-pulse)wasreviewedtofindout

thereportingrateofpatientsafetyincidentsinthein-patientunitswithinthelast

financialyearofthehospital(August2016-July2017).Thestudyperiodwaschosen

toenabletheresearchercollectadequatedata,thisisbecausethecompliance

system hadbeenupdatedtoabetterversion,licencesincreasedallowingmorestaff

to accessandreporterrorsatonepointintime.Onestablishingtheratesof

reporting,in-depthinterviewswereconductedwithnurseteam leaderstodetermine

thereasonsbehindthereportingpatternsandbehavioursinthedifferentunits.

Team leaderswerechosenbecausetheywereinchargeofclinicalpracticeand

patientsafetyintheirunits,henceconsideredasadministrators.Questionnaires

werealso usedto collectdata.Bothquestionnairesandinterview guideswere

chosenbecausetheresearcherwantedfirsthandfrom theteam leadersthefactors

influencingreportingusinginterview sincetheywerefew (9).Theyalsohavevast

knowledge on patient safety incident reporting in the hospital. Interview

complementedtheroleofquestionnaireinordertogetmoreunderstandingfrom

whatmissed.TriangulationwasthendoneinthefindingsSystematicsamplingwas

usedtosampleparticipantstofillthequestionnaireandpurposivelysamplingused

forin-depthinterview.Quantitativedatawasanalysedusingstatisticalpackageof

socialsciences(SPSS)version21.0andthematicanalysisdoneforqualitativedata.

3.2.HospitalStructure,InclusionandExclusionCriteria:

Gertrude’sChildrenHospital,consistofnineinpatientwards,allunitsparticipatedin

thestudy.Allreportsofpatientsafetyincidentsfrom theinpatientunitsduringthe

period1stAugust2016to31stJuly2017wereobtainedfrom thehospital’sreporting

system (Q pulse)tofindouttherateandpatternsofreporting.Inpatientwas

selected because patients take a longertime forobservation and treatment

comparedtooutpatient.

3.2.1InclusionCriteria:

I. Nurseswhoconsentedtoparticipateinthisstudy.
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II. ThenursemusthavebeenworkingintheinpatientdepartmentofGCH.

III. Thenursemusthavehadaworkingexperienceof6Monthsandaboveat

GCH.

IV. DatainQ-pulsewithintheperiodof1stAugust2016to31stJuly2017from the

inpatientdepartment.

3.2.2ExclusionCriteria:

I. Nurseswhodidnotconsenttoparticipateinthestudy.

II. NurseswhoworkedintheoutpatientdepartmentofGCH.

III. NurseswhohadworkedinGCHforlessthan6months.

IV. DatainQ-pulsethatwasnotwithintheperiodof1stAugust2016to31stJuly

3.5.Samplingtechniqueandsamplesizedetermination

3.5.1Samplingtechnique

Purposivesamplingtechniquewasusedtoselectstudyparticipants.Thisisatype

ofnonprobabilitysamplingthatallowstheresearchertousehis/herownjudgment

toselectstudyparticipants.

3.5.2SamplesizeDetermination

Thetargetstudypopulationconsistedof44studyrespondents.

The sample size was calculated using the Fischeretal.’s (1990)formula for

populationlessthan10,000.Thisformulaisexpressedasshownbelow:

n= z2pq

d2

Where
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n=Desiredsamplesize

z=standardnormaldeviateattherequiredconfidenceintervalof95%setat1.96

p=proportionofdiabeticsinthetargetpopulationisunknownandissetatstandard

50%(0.5)

q=1-p

Hence q=(1-0.5)

d=standarderrorlevelsetat0.05

Hence n= (1.96)2 (0.5)(0.5)

(0.05)2

=0.9604

0.0025

=384.16

nf= n

1+(n/N)

nf=desiredsamplesize

N=wastheestimateofpopulationsizeforinpatientnurseswith6monthsand

aboveexperience=50

nf= 384.16

1+(n/N)

Samplesizeforinpatientnurses

nf = 384.16

1+(384.16/50)

nf = 384.16
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1+7.68

nf = 384.16

8.68

nf =44nurses

SampleSizeof44nurseswasobtained.

3.3Datacollectiontechniques

A Questionnairewithbothclosed-endedandopen-endedquestionswasusedto

collectdatafrom nurses.Aninterviewguidewasalsousedtocollectdataduringthe

in-depthinterviewswithnurseteam leadersandachecklistwasusedtocollectdata

from thehospital’sreportingsystem (Qpulse)toevaluatetherateandpatternsof

incidentreportingintheinpatientunits.Thestudyparticipantsweresystematically

sampledtofillthequestionnairesandpurposivelysampledforin-depthinterview

3.4.Datacollectionprocedures

ThestudywasinitiallyapprovedbytheethicalcommitteeattheGertrude'schildren's

hospital(GCH).Priortodatacollection,theresearchpurposewasexplainedtothe

participantsandinformedconsentobtained.Thestudyquestionnairewasfilledin

about10-15minutesandreturnedtotheresearcherforsafecustody.

3.5PilotStudy

In orderto assess the suitability and reliability ofthe tools,the formulated

questionnaire,andinterview guidewerepre-testedinoneoftheinpatientunits

(JacarandaWard).Jacarandawardwasrandomlychosenfrom theinpatientunits

becauseitbasicallyhassimilarcharacteristicsastheunitsunderstudye.g.ituses

thesamereportingsystem inthehospital.Theprocedureusedinpre-testingwasthe

sameastheoneusedintheactualstudy.Fournursesparticipatedinfillingthe

questionnairesandtheunit’steam leaderwasinterviewed.
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3.6Validity

Aninstrumentisvalidifitmeasureswhatitisintendedtomeasureandaccurately

achievesthepurposeforwhatitwasdesigned.Researchinstrumentswerevalidated

throughapplicationofcontentvaliditydeterminedbyexpertjudgment.Further,a

pilottestingwasdonetoenhancethevalidityoftheresearchinstruments.Validity

wasestablishedbyensuringthatthequestionnaireisreliable.Theresearcherused

questionsextracted from questionnaire thathasbeen used foralmostsimilar

studiesbyMahajan(2010)&Lawtonetal(2002)withevidenceofcontrastvalidity.

3.7Reliability

Thisreferstothedegreeofconsistencydemonstratedinastudy.Reliabilitywas

determinedbythesplit-halfmethodologyduringthepre-testingontherespondentin

thepurposivelyselectedpilotunit.Thereliabilityofthequestionnairewasmeasured

usingthecorrelationcoefficient(r)andfurtherconfirmedbyapplyingSpearman-

Browncorrectionformula.

3.8DataAnalysisandManagement

The data collected from the reporting system (Q pulse) was edited and

countercheckedtoensureitiserrorfree.Forthequantitativedata,theresearcher

numberedthequestionnairesappropriately.Thiswasfollowedbythecodingprocess

to markandcategorizeinformationaswellasenhanceanonymityofprovided

information.Then,datawasenteredintothecomputerprogram knownasStatistics

PackageforSocialSciences(SPSS)toaidinanalyzingthedatausingdescriptive

statisticssuchasgraphs,percentages,charts,tablesandfrequencies.Thematic

analysiswasusedtoanalyzequalitativedata,datawascoded,themescreatedthen

resultstriangulatedandincorporatedintotheresults.

3.9.Ethicalconsideration

The studywas conducted following approvalbyGertrude’s children’s Hospital,

EthicalResearchcommittee(GCH/ERB/VOLMMXVII/153).Aninformedconsentwas

soughtfrom thenurseswhoparticipatedinthestudy,afterclearexplanationofthe



22

purposeofthestudy.Confidentialityoftheinformationwasguaranteed.Atnotime

wasthesafetyofthestudyparticipantscompromisedduringthestudy.Alldue

respectwasgiventotherespondentsandtheywereatlibertytoleavethestudyat

anytimetheywished.ThestudyreportwillbepresenttotheEthicalresearch

committeeandstoredintheHospital’s,andUniversityLibraries.Thisstudywas

undertakeninpartialfulfilmentofaMasterofBusinessAdministrationinHealthcare

management.

CHAPTERFOUR:RESULTS

4.1Introduction

Thischapterpresentsthefindingsofthestudywhichhavebeendescribedinthe

followingorder:First;adepictionoftheresponserate,Second;adescriptionofthe

inpatientnurses’demographiccharacteristics;thirdlytheanalysisoftheinpatient

reportingrateandpatternandfinallyananalysisofthereasonsbehindpatientsafety

incidentreportingbehavioursintheinpatientunits.

4.2 Responserate

A totalof44questionnaireswereadministeredand43returnedback:givinga

responserateof97.7%forquantitativedataand100%forqualitativedata(allunit

team leaderswereinterviewed).

4.3Demographiccharacteristicsofrespondents

Thedistributionofdemographiccharacteristicsamongthenurseswhoparticipated

in this studyis shown in Table 4.1.The findings show thatabouta halfof

respondents21(49%)werewithintheagegroupof30-40yearsand18(42%)were

between20-30years.Theagegroupof40-50yearsandabove50yearswereonly2

(4.7%)each.Majorityofthenursesasreflectedintables4.2andtable4.3had

workedinthehospitalandintheircurrentunitsforbetween1and5yrs.From the

interviewitwasfoundthatteam leadersworked8-12hoursadayandtheyidentified

theirmainrolestobedirectcaretothepatientsandofferingclinicalsupporttothe
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nurses.

Table4.1:Demographiccharacteristicsoftherespondents.

Age(yrs.) Frequency Percent
20–30yrs 18 41.9
30–40yrs 21 48.8
40–50yrs 2 4.7
Above50yrs 2 4.7
Total 43 100.0

Table4.2:Durationworkedinthehospital

Duration(yrs.) Frequency Percent
<1year 7 16.3
1-5years 21 48.8

6-10years 7 16.3
morethan10years 8 18.6
Total 43 100.0

Table4.3:Durationworkedinthecurrentunit

Duration(yrs.) Frequency Percent
<1year 10 23.3
1-5years 27 62.8

6-10years 3 7.0
morethan10years 3 7.0
Total 43 100.0

4.4Descriptionoftherateandpatternofpatientsafetyincidencereportinginthe

inpatientunits:

Thefirstresearchobjectiveinthisstudywas:‘Todescribetherateandpatternof

patientsafetyincidencereportingintheinpatientunits.Table4.4belowpresentsthe
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checklistthatwasused to obtain qualitativedatafrom Q-pulse(thehospital’s

reportingsystem)itrepresentstherateofreportingpatientsafetyincidentsamongst

thenineinpatientunitsinthehospital.Theresultsarepresentedinfrequenciesand

percentages.Therateofreportingintheinpatientwasfoundtobe3.5%(222outof

6311totalincidencesreportedinthestudyperiod).Thiswasestablishedfrom the

reporting system inthehospital(Q-pulse).PCCU wasfound to bethehighest

reportingunitwith26.6% ofincidencesreported,Jacarandawardwaslowestwith

1.8%oftheincidencesreported.Patientsafetyincidentswerefoundtobereported

mostlybyNurses(90.5%)whiletherestwerereportedbydoctors(9.5%).

Table4.4showingthetotalnumberofincidentsreportedonQ-pulse(between

august1st2016-july31st2017)

Q-Pulse PerUnit

Hospital Inpatient PCCU OT Surgical

ward

Felicity

ward

Jacaranda

ward

Edna

ward

Susan

ward

Jean

ward

Geor

ge

drew

ward

Total reported

incidents

6311 222 59 6 43 7 4 7 43 30 23

Percentage 3.5% 26.6% 2.7% 19.4% 3.1% 1.8% 3.1% 19.4% 13.5

%

10.4

%

No. of staff

reporting per

ward

21 8 3 1 1 1 1 2 3 1

Designation Nurse 19 6 3 1 1 1 1 2 3 1

Doctor 2 2 - - - - - - -

Others - - - - - - - - -
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4.4.1Descriptionofthefrequencyofreportingincidentsintheinpatientdepartment.

Figure4.5belowshowsthatabouthalfofthenurses(45%)indicatedthattheyrarely

reportednoharmfulincidents,10% neverreported,26% reportedmostofthetime

andonly19%reportedalways.40%rarelyreportednearmisses,5%neverreported,

31%reportedmostofthetimeand24%alwaysreportedasreflectedinfigure4.6.In

figure4.7,44% ofthenursesreportedincidentsthathadpotentialtoharm the

patientmostofthetime,26% alwaysreported,25% rarelyreportedand5% never

reported.

Figure4.1frequencyofreportingnoharmfulerrorsintheinpatientdepartment

Figure4.2frequencyofreportingNearmissesintheinpatientdepartment
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Figure4.3frequencyofreportingharmfuleventsintheinpatientdepartment

4.4.2Descriptionofthepatternofpatientsafetyincidencereportingintheinpatient

units:
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4.5Descriptionofthefactorsinfluencingpatientsafetyincidentreportinginthe

inpatientunits

Thesecondresearchobjectiveinthisstudywas:‘Todescribethefactorsinfluencing

patientsafetyincidentreportingbehavioursintheinpatientunits.Thefactorswere

reportedinorderofpriorityasknowledge,managementsupport,barrierstoincident

reporting,feedback on changes putin place and lastlymotivators to incident

reporting.

4.5.1Knowledgeofpatientsafetyincidents

Table4.5knowledgeofpatientsafetyincidents

Doyouunderstandwhatpatientsafetyincidentsare?

Frequency Percent

Valid

Yes 32 74.4

No 5 11.6

3.00 3 7.0

4.00 3 7.0

Total 43 100.0
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Allteam leadersinterviewedunderstoodwhatpatientsafetyincidentswere.oneof

therespondentsaid“Apatientsafetyincidentissomethingthatwouldcompromise

thecaretothepatient,causeharm orputthepatientatriskofharm whilereceiving

careinthehospital”

Table4.6presenceofpatientsafetyincidentsintheunits

Doyouexperiencepatients’safetyincidencesinyourunit?

Frequency Percent

Valid

Yes 31 72.1

No 9 20.9

4.00 3 7.0

Total 43 100.0

4.5.2Knowledgeonthehospital’sincidentreportingsystem andhowincidentswere

reported.

Figure4.3belowdemonstratesthat77%ofthenurseswereawareoftheexistence

ofthehospital’sreportingsystem while23%didnothaveanyidea.Infigure4.4,68%

ofthenursesraisedincidentsonQ-pulse,10%reportedtotheTeam Managerand

22% loggedincidentsinanincidentbook.100% oftheteam leadersinterviewed

acknowledgedthepresenceofthehospital’sincidentreportingsystem(Q-pulse),

theyrecognizeditasanonlineform ofcommunicationofincidentsparticularlyto

managementforactionplanningofcorrectivemeasuresandlearningpurposeto

preventreoccurrence.Thefollowingareexamplesoftheresponsesfrom theteam

leaderswhenaskedwhattheyunderstoodbyreportinginQ-pulse;

“itisaform ofonlinecommunicationwhereanythingthatcompromisepatientcare

oranincidentthatinvolvesthepatientisloggedintothesystem foramanagement

team tosee,review andformulateactionsandcorrectivemeasurestoprevent

reoccurrenceoftheincident”(Respondent4).Respondent7ontheotherhandsaid;
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“ReportingonQ-pulseisahospitalpolicywherebystaffreportonthesystem any

incidentthatcauseharm orriskofharm tothepatientformanagementtoaddress

theincidentsandgiverecommendationtostafftopreventreoccurrenceofthe

incidents”

Fig4.3knowledgeabouthospitalreportingsystem

Figure4.1belowshowthat74%ofthenursesappreciatedthefactthatpatientsare

atriskofhazards.74% understoodwhatpatientsafetyincidentsareand72%

acknowledged the presence ofthe incidents in theirrespective units.This is

reflected in tables 4.5 and 4.6 respectively.Fig 4.2 indicates thatdespite

understandingwhatpatient’ssafetyincidentsareandacknowledgingthepresence

oftheincidentsintheunits44%ofthenursesrarelyreportedtheincidentsand5%

neverreportedatall,only23%reportedmostofthetimeand28%alwaysreported

theincidents.
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Fig4.5presenceofriskofhazardstopatients

4.2Managementsupportandfeedbackonpatientsafetyincidents

Table4.7managementsupportonpatientsafety

Frequency Percent

Valid

Stronglydisagree 3 7.0

Disagree 2 4.7

Agree 25 58.1

Stronglyagree 13 30.2

Total 43 100.0

Table4.7abovereflectsthat58%ofthenursesfeltthathospitalmanagement

providedaworkclimatethatpromotespatientsafety,32%stronglyagreedwhile2%

disagreedand7%stronglydisagreed.Table4.8belowshowsthat56%agreedthat

unitmanagersprovidedaworkclimatethatpromotesincidencereporting,26%

stronglyagreedwhile9%disagreedand9%stronglydisagreed.

Table4.8unitmanagersupportonincidentreporting

Frequency Percent

Valid Stronglydisagree 4 9.3
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Disagree 4 9.3

Agree 24 55.8

Stronglyagree 11 25.6

Total 43 100.0

Table4.9belowrepresentresponseofnursesonwhethertheyaregivenfeedbackon

changesputinplacebasedoneventsreported.46% ofthenursesagreed,33%

stronglyagreed,16% indicatedthattheywererarelygivenfeedbackwhile5% said

theyneverreceivedanyfeedback

Table4.9feedbackonchangesputinplacebasedoneventsreported

Frequency Percent

Valid

Stronglydisagree 2 4.7

Disagree 7 16.3

Agree 20 46.5

Stronglyagree 14 32.6

Total 43 100.0

4.2.1Barrierstoincidentreportingamongnursesintheinpatientunits

Figure4.8belowshowsthebarrierstoreportingincidences.Thenursesresponses

weregroupedinto3categoriesvictimization,punishmentandothers.Sixtythree

percent(63%) oftheinpatientnursesfeltthatvictimizationhinderedthem from

reportingpatientsafetyincidences,14% didnotreportincidentsforfearofbeing

punished,5%didnotreportbecausetheydidnotreceiveanyfeedbackonpreviously

reportedincidents.18% hadotherundisclosedreasonsthathinderedthem from

reportingpatientsafetyincidents.Likewisefrom thequalitativedatacollectedfrom

theindepthinterviewwiththeinpatientteam leaders,thefollowingwereidentified
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asthemainchallengesthatstafffacedonreportingpatientsafetyincident:issues

with accessibilityofreporting platform (few computers and the few thatare

availablekeeponhanging),lackoftimetoreport,oneoftherespondentsmentioned”

wearetoobusywithpatientcare,wedonothavetimetoreportoncomputers”,fear

ofvictimization,fearofunknown,lackofknowledgeofwhattoreport,fearof

intimidating colleagues.“Iwouldn’twanttoexposeandintimidatemycolleaguesby

reportingtheirmistakes,soIdonotreportbutIcorrectthem onthespot”said

respondent2.

Figure4.8Barrierstoincidentreporting

4.2.2Motivatorstoincidentreportingamongnursesintheinpatientunits

Figure4.9reflectssomeofthefactorsthatnursesfeltwouldmotivatethem to

reportpatientsafetyincidents.Theresponsesweregroupedinto4categoriesno

victimization,feedback,fairevaluationandconfidentiality.Fortytwopercent(42%)

saidtheywouldreportiftherewasnovictimization,32% wouldreportifgiven

feedbackonreportedincidents,14% feltwithfairevaluationoftheincidentsthey
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wouldbemotivatedtoreportwhile12% preferredtoreportifconfidentialitywas

exercised.Qualitativedatafrom theindepthinterviewswiththeteam leadersalso

revealedthefollowingmotivatorstopatientsafetyincidentreporting:i)stafftraining

onthereportingprocess,ii)absenceofpunishmentorvictimizationtostaffwho

reportincidents,iii)presenceofenoughcomputers,iv)incentivese.g.awardingCPD

pointstostaffwhoreportincidents,v)feedbackonactionsputinplacefollowinga

reportedincidents,vi)maintenanceofconfidentiality,andvi)ashorterandsimpler

reportingprocess.

Figure4.9Motivatorstoincidentreporting

4.2.3Nursesrecommendationsontheincidentsreportingprocess

Abouthalfofthenurses(42%)asreflectedinfigure4.10below,recommendedstaff

trainingontheprocess,24% recommendedefficientfeedbackonactionsputin

placefollowingreportedincidents,21%recommendednovictimizationofthestaff

reportingincidentsand13%recommendedtosimplifytheincidentreportingsystem.
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Figure4.10Recommendationsonincidentreportingprocess

Qualitativedatafrom thein-depthinterviewswiththeteam leadersrevealedsimilar

recommendationsasthoseofthenursesabove,theyincludes:awardanyonewho

reportsincidentsinQ-pulsee.g.giveCPD points,educateandtrainstaffonthe

reportingprocess,availenoughcomputers,alwaysgivefeedbackonactionsor

correctivemeasuresputinplacefollowingareportedincident,simplifytheprocess

ofreporting,avoid victimization ofthe staffreporting incidents,provide clear

guidelinesonincidents/issues/eventstoreportonthesystem,provideahardcopy

forreporting to enable transferto the system even ata laterstage,exercise

confidentialityandalwaystreattheprocessasalearningexperienceandnota

blamegame.
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CHAPTERFIVE:DISCUSSION,CONCLUSIONANDRECOMMENDATIONS

5.1Introduction

Thischapterdiscussesthefindingsofthestudyandcomparesthem withother

publishedfindingsonthesubject.Italsodiscussestherecommendationsbasedon

researchfindings.

5.1.1Incidentreportingsystems

Errorreportingasabasicactivityhasanimportantroleindiscoveringpitfallsofthe

healthcaresystem.In2001,theNationalPatientSafetyAgency(NPSA)setupa

reportingandlearningsystem (RLS)fortheNHS.Thissystem wasgenericforallthe

specialties,and to date,has accumulated over4 million incidents.Gertrude’s

childrenhospitalalsohasanincidentreportingsystem calledQ-pulseandallthe

nursesinterviewedand77%ofthosewhofilledthequestionnaireswereawareofthe

hospital’sreportingsystem.Catchpoleandcolleaguesrecentlyreviewedmorethan

12,000 anesthesia-related incidents reported to the RLS.The review provided

extremelyusefulinsightintothekindsofincidentsthathadbeenreportedtoRLS,

andtherefore,highlightedtheareasofpracticewherefurthereffortsarerequiredto

reduceerrors.Reportingsystemscanprovidewarnings,pointtoimportantproblems,

andprovidesomeunderstandingofcauses(WHO2009).Quantitativeanalysisfrom

thestudyrevealedthat68% ofthenursesloggedincidencesonQ-pulseandall

nursesinterviewedrecognizeditasanonlineform ofcommunicationofincidents

particularlytomanagementforactionplanningofcorrectivemeasuresandlearning

purpose to preventreoccurrence.Incidentreporting ideally communicates all

informationrelevanttopatientsafety.Localincidentreportingsystemsinhospitals

typicallyuseanincidentform thatcomprisesbasicclinicaldetailsand abrief

descriptionoftheincident;theremaybealistofdesignatedincidentsthatshould

alwaysbereported.Suchsystemsareideallyusedaspartofanoverallsafetyand

qualityimprovementstrategy,butinpracticetheymaybedominatedbymanaging

claimsandcomplaints.Specialityreportingsystemsandlargescalesystems,such

asthatoftheUKNationalPatientSafetyAgency(www.npsa.nhs.uk/),allow wider

disseminationoflessonslearntandemphasizetheneedforparallelanalysisand

developmentofsolutions.
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5.2Therateandpatternofpatientsafetyincidencereporting

Accordingtotheirstudyontheratesandtypesofeventstoestablishedincident

reportingsystemsintwoUShospitals,Nuckolsetal(2007)establishedthat9% of

patientshadatleastonereportedincidents,17incidentswerereportedper1000

patient-daysinthehospital.Nursesfiled89% ofthereports,physicians1.9% and

othersproviders8.9%.Inthisstudyonly19%ofthenursesalwaysreportedincidents

inthehospitalreportingsystem,abouthalf(45%)ofthenursesrarelyreported

incidents.Thisisevidentbythelowrateofreportingincidentsintheinpatientunits

(3.5%)asfoundoutfrom thesystem overthestudyperiod.Similartofindingsby

Nuckolsetal(2007)thisstudyfoundnursestoreportpatientsafetyincidentsmore

thananyotherhealthcareworker.90.5% oftheincidentswerereportedbynurses

whiledoctorsreported9.5%.

5.3Barrierstoincidentreporting

Reporting errors is fundamentalto errorprevention howevermany errors go

unreported byhealth workers (ZR Wolf,2008)care.Studies on the reporting

behaviourofhealthcare providers have shown thatunder-reporting is a major

problem ofincidentreporting system (IRS).Voluntary reporting systems are

estimatedtocaptureabout10% ofoccurringincidents.Numerousstudieshave

discussedthevariousreasonsforlow reportingrates.Patientsafetyhasbeen

difficulttoachieveduetolongstandingbeliefsthatwhenerrorsoccurindividuals

mustbeblamedorpunished(Kizito.L2014).About10%ofthenursesinthestudy

neverreportedincidents,themajorconcerntheyhadwasthatself-reportingwould

resultinrepercussions.Inchapter35oftheirEvidence-basedhandbookfornurses

abouterrorreportinganddisclosure,Hughes& Wolfindicatedthefollowingas

reasonstowhycliniciansdonotreporterrorsandnearmisses;fearofbeingblamed

forpatient’soutcome,lackofunderstandingofwhichincidentstoreport,lackof

feedback on reported errors,burden ofeffort(incidentreports too long to

complete).similarfindingswereidentifiedfrom thestudy,someofthe challenges

that staff faced on reporting patient safety incident includes:issues with
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accessibilityofreportingplatform (few computersandthefew thatareavailable

keeponhanging),lackoftimetoreport,fearofvictimization,fearofunknown,lack

ofknowledgeofwhattoreport,fearofintimidating colleagues.16%ofthenurses

indicatedthattheywererarelygivenfeedbackontheincidentsreportedhencedid

notfind itusefulto report.In orderto preventreoccurrenceofincidentsitis

importanttoalwaysprovidefeedbacktohealthcareworkersonactionsputinplace

followingreportedincidents.

5.4Motivatorstoincidentreporting:

InAugust2008Pfeifferandcolleaguesreviewed19articlesthatempiricallyor

theoreticallyinvestigatedbarriersandmotivatorstoincidentreportinginahospital

setting.Thearticleswereextractedfrom MEDLINEandPSYCHINFO.Management

supportforpatientsafetyand Psychologicalsafetywere identified as strong

motivatorstoincidentreportingamonghealthcareworkers.From thisstudy58%of

thenursesfeltthathospitalmanagementprovidedaworkclimatethatpromotes

patientsafety,thisincludedtheextentatwhichstaffwasateasetobringupown

ideasandissuesaboutpatientsafetyerrors.Topromotethereportingculture,its

non-punitivebasemustbecomecleartodoctorsandstaff,asthiskindofreporting

couldleadtofewermedicalerrorsandhigherstaffawarenessaboutprobableerrors

(Davoodietal2013).Anon-punitivesystem alsoincreasesthephysicianwillingness

toreport(Garbuttetal).Attitudetowardserrorshasabigroletoincidentreporting

andlearningfrom errorsissupportedwhenstaffhasapositiveattitudetowards

errors (Rybowiac etal).Stafftraining on the reporting process,absence of

punishmentorvictimization to staffwho reportincidents,presenceofenough

computers,incentives e.g.awarding CPD points to staffwho reportincidents,

providingfeedbackonactionsputinplacefollowingreportedincidents,maintenance

ofconfidentiality,andsimplifyingthereportingprocessweresomeofthefactors

identifiedthatcouldmotivatehealthcareworkerstoreportpatientsafetyincidents..

5.5StudyLimitation

Thesamplesizewasdrawnfrom asinglesite(inpatientdepartment)andmayreflect

reportingpatternthatisuniquetothisdepartment,andthereforemakingitdifficult
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togeneralizethefindingsacrossthehospital.Focusedgroupdiscussion(FDG)

wouldhavegivenamorequalitativeinsightbutthiswasnotpossibletoorganizedue

totimeconstraint.

5.6Conclusion;

Thereisalow rateofreportingpatientsafetyincidentsamongthenursesinthe

inpatientunits ofthe hospital.The reasons forlow reporting include;fearof

victimizationofstaffreportingincidents,fewcomputers,lackofincentives;lackof

appropriatefeedbackonactionsputinplacefollowingreportedincidents,lackof

confidentialityandthecomplexityofthereportingprocess.

5.7Recommendations;

Inordertoimprovetherateofreportingamongnursesintheinpatientunits,the

hospitalmanagementteam should:

Thestudyindicatedthattherateofreportingofpatientsafetyincidencesislow.To

helpimprovethereportingrate,thehospitalneedstocreateacultureofsafety.This

willinturninfluencestafftoreportandlearnfrom theirerrors.Secondlythepattern

ofreportingvariedfrom oneunittoanother.Itisadvisablethatotherunitmanagers

visittheunitwiththehighestreportingratetolearntheirstrategiesanduseitto

improvetheirunits.
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AppendixI:Timeplan

TimingMilestones

Activity Sept,

2017

Oct,

201

7

Nov,

201

7

Dec,

201

7

Jan,

201

8

Feb,

2018

March,

2018

April2

018

Areaofinterestidentified x

Topicrefinedtodevelopstudy

proposal

x

Write,submitanddefendProposal x x

Collectionofdataandinformation x x

Analysisandinterpretationof

collecteddata/information

x

Finaldraftprepared—submissionof

studyreport

x

DefendingtheReport x
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Appendix2:INTRODUCTORYLETTER

Thursday,14June2018

Towhom itmayconcern

DearSir/Madam

INTRODUCTION–MUGENDICHRISTINEMURUGA

ThisistointroduceChristineMugendi,admissionnumberMBAHCM/92809/16who
isanMBAHCM studentatStrathmoreBusinessSchool.AspartofourSBSMBA
HCM Master’s Program,Christine is expected to do applied research and to
undertakeaproject.ThisisinpartialfulfillmentoftherequirementsoftheMasterof
BusinessAdministration.Shewouldliketorequestforappropriatedatafrom your
organizationtohelpherfinalizeherresearch.

Christineisundertakingaresearchprojecton‘ASSESSMENTOFTHERATESAND
PATTERNSOFINCIDENTREPORTING IN THEINPATIENTUNITSATGETRUDE’S
CHILDRENHOSPITAL(GCH).’Theinformationobtainedfrom yourorganizationshall
betreatedconfidentiallyandshallbeusedforacademicpurposesonly.

OurMBAseekstoestablishlinkswithindustry,andoneofthesewaysisbydirecting
ourresearchtoareasthatwouldbeofdirectusefulnesstoindustry.Wewouldbe
gladtoshareourfindingswithyouaftertheresearch,andwetrustthatyouwillfind
them ofgreatinterest,ifnotofpracticalvaluetoyourorganization.

Weverymuchappreciateyoursupportandweshallbewillingtoprovideanyfurther
informationifrequired.

Yourssincerely,

Prof.GilbertKokwaro
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Director,InstituteofHealthcareManagementand
AcademicDirector,MBAinHealthcareManagement

Appendix3:BUDGET

ITEM QUANTITY UNIT

COST(Kshs)

TOTAL

COST(Kshs)

Ethicscommitteefee 1 2,000 2,000

Printingofdatacollectiontools 1 3,000 3,000

Printingofproposal 3 500 1,500

Bindingofproposal 3 100 300

Datacollection 1 5,000 5,000

Dataanalysis 1 10,000 10,000

Printingofstudyreport 4 700 2,800

Bindingofstudyreport 4 100 400

Total 25,000
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Appendix4:PARTICIPANTINFORMATIONANDCONSENTFROM:

SECTION1:INFORMATIONSHEET–HEALTHPERSONNEL

1.1:Researcher:ChristineMurugaMugendi

1.2:Researchtopic:

“Anassessmentofthepatientsafetyincidentreportingbehaviourintheinpatient
unitsatGertrude’schildrenhospital(GCH)”

1.3:Institutionalaffiliation:StrathmoreBusinessSchool(SBS)

SECTION2:INFORMATIONSHEET–THESTUDY

2.1:Whyisthisstudybeingcarriedout?

Thisstudywillevaluatetheratesandpatternsofincidentreportingandalsoexplore
thereasonsbehindthesebehavioursamongstnursesandgiverecommendations.
Thefindingsofthestudywillbesharedwithinpatientstaffandthemanagementof
theorganizationtoinform decisionmakingontheimportanceofreportingallpatient
safetyincidences,aswellashelpbuilduponinformationfrom previoussimilar
studies.Thebeneficiariesofthisinformationwillbemanagementandstaffofthis
institution.Thisstudywilladdontoavailableknowledgeontheimportanceof
incidencereportingasapatientsafetymeasure.

2.2:DoIhavetotakepart?

No.Takingpartinthisstudyisentirelyoptionalandthedecisionrestsonlywithyou.
Ifyoudecidetotakepart,youwillbeaskedtocompleteaquestionnairetoget
informationonthecultureofreportingpatientsafetyincidents.Ifyouarenotableto
answerallthequestionssuccessfullythefirsttime,youmaybeaskedtositthrough
anotherinformationalsessionafterwhichyoumaybeaskedtoanswerthe
questionsasecondtime.Youarefreetodeclinetotakepartinthestudyfrom this
studyatanytimewithoutgivinganyreasons.

2.3:Whoiseligibletotakepartinthisstudy?

Allthenursesworkinginthestudyunitsareeligibletotakepartinthestudy

2.4:Whoisnoteligibletotakepartinthisstudy?

Alldoctorsandnursesworkingintheoutpatientorinpatientsunitsthatarenot
includedinthestudy.

2.5:Whatwilltakingpartinthisstudyinvolveforme?

Youwillbeapproachedbytheresearcherandrequestedtotakepartinthestudy.If
youaresatisfiedthatyoufullyunderstandthegoalsbehindthisstudy,youwillbe
askedtosigntheinformedconsentform (thisform)andthentakenthrougha
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questionnairetocomplete.

2.6:Arethereanyrisksordangersintakingpartinthisstudy?

Therearenorisksintakingpartinthisstudy.Alltheinformationyouprovidewillbe
treatedasconfidentialandwillnotbeusedinanywaywithoutyourexpress
permission.

2.7:Arethereanybenefitsoftakingpartinthisstudy?

Theinformationwillbeusedtoimprovethegeneralqualityandsafetyofthepatient.

2.8:WhatwillhappentomeifIrefusetotakepartinthisstudy?

Participationinthisstudyisentirelyvoluntary.Evenifyoudecidetotakepartatfirst
butlaterchangeyourmind,youarefreetowithdrawatanytimewithoutexplanation.

2.9:Whowillhaveaccesstomyinformationduringthisresearch?

Allresearchrecordswillbestoredinsecurelylockedcabinets.Thatinformationmay
betranscribedintoourdatabasebutthiswillbesufficientlyencryptedandpassword
protected.Onlythepeoplewhoarecloselyconcernedwiththisstudywillhave
accesstoyourinformation.Allyourinformationwillbekeptconfidential.

2.10:WhocanIcontactincaseIhavefurtherquestions?

Youcancontactme,ChristineMugendi,atGertrude’schildren’sHospital,orbye-mail
(cmugendi@gerties.org),orbyphone(0722610401).Youcanalsocontactmy
supervisor,Dr.FrancisWafula,attheStrathmoreBusinessSchool,Nairobi,orbye-
mail(fwafula@strathmore.edu)orbyphone(0722679467)

I,__________________________,havehadthestudyexplainedtome.Ihaveunderstood
allthatIhavereadandhavehadexplainedtomeandhadmyquestionsanswered
satisfactorily.IunderstandthatIcanchangemymindatanystage.

Pleaseticktheboxesthatapplytoyou;

Participationintheresearchstudy

IAGREEtotakepartinthisresearch

IDONOTAGREEtotakepartinthisresearch

Storageofinformationonthecompletedquestionnaire

IAGREEtohavemycompletedquestionnairestoredforfuturedataanalysis

IDONOTAGREEtohavemycompletedquestionnairestoredforfuturedata
analysis

Participant’sSignature:
_____________________________________

Date:______/_______/_________

DD / MM / YEAR

Participant’sName:
_________________________________________

Time:______/_______
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(Pleaseprintname) HR / MN

I,________________________(Nameofpersontakingconsent)certifythatIhave
followedtheSOPforthisstudyandhaveexplainedthestudyinformationtothe
studyparticipantnamedabove,andthatshehasunderstoodthenatureandthe
purposeofthestudyandconsentstotheparticipationinthestudy.Shehasbeen
givenopportunitytoaskquestionswhichhavebeenansweredsatisfactorily.

Investigator’sSignature:
___________________________________

Date:______/_______/_________

DD / MM / YEAR

Investigator’sName:
_______________________________________

Time:______/_______

(Pleaseprintname) HR / MN
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Appendix5:DATACOLLECTINGTOOLS

I.Checklist

1.TotalnumberofpatientsafetyincidentsreportedonQpulsebetweenAugust

2016andJuly2017

2.Totalnumberofpatientsafetyincidentsreportedfrom theinpatientunits.

3.Numberofpatientsafetyincidentsreportedperindividualunit(9units)

4.Numberofstaffreportingincidentsperunit

5.Designationofstaffreportingincidents

Q-Pulse PerUnit
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ation Doctor

Others

II.In-depthInterviewGuide:

1.Describeyourroleinthishospitalandthecommonshifts/workscheduleyou

doatwork

………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………..

2.Whatdoyouunderstandbypatientsafetyincident?

………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………..

3.WhatdoyouunderstandbyreportingintheQ-pulse?Probewhyitisimportant.

………………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………..

4.Inyouropinion,whatwouldmotivatestafftoreportallpatientsafetyincidents

inyourunit?

………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………

5.Inyouropinion,whataresomeofthechallengesstafffaceonreportingon

patientsafetyincidences

………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………

6.Whatwouldbeyourrecommendationsonincidentreportingprocessinyour

unitusingQ-pulse?

………………………………………………………………………………………………………………………………………

………………………………………
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III.Questionnaire:

Instructions;

 Thisstudyseeksyouropinionaboutpatientsafetywithregardtoerror,
incidentoreventreportinginyourunit.Itwilltakeabout10to15minutesto
complete.

 Forquestionswithoptionspleaseselectthemostappropriateanswer
accordingtoyou

1.Howoldareyou?

a)□20-30yrs b)□30-40yrs c)□40-50yrs d)□above50yrs

2.Howlonghaveyouworkedinthishospital?

□lessthan1yr b)□1-5yrs c)□6-10yrs d)□morethan10yrs

3.Howlonghaveyouworkedinyourcurrentunit?

a)□lessthan1yr b)□1-5yrs c)□6-10yrs d)□morethan10yrs

4.Inyouropiniondoyouthinkpatientsareatriskofhazards?

a)□yes b)□No

5.Doyouunderstandwhatpatientsafetyincidentsare?

a)□yes b)□No

c)Ifyeswhatarethey?
.........................................................................................................................

..............

……………………………………………………………………………………………………………………………
……………………………………..

6.Doyouexperiencepatientsafetyincidentsinyourunit?

a)□yes b)□No

7.Ifyouranswerisyesinquestion6howoftendoyoureport?

a)□Never b)□Rarely c)□mostofthetime d)
□always
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8.Howdoyoureporttheincidents?
……………………………………………………………………………………………………………….

9.Areyouawareofthehospital’sreportingsystem?

a)□yes b)□No

c)Whatisitcalled?...........................................................

10.Doyouknowhowtoreportincidentsinthehospital’sreportingsystem?

a)□yes b)□No

c)IfNowhy?
………………………………………………………………………………………………………………………………………..

……………………………………………………………………………………………………………
………………………………………………

11.Whenamistakeismade,butcaughtandcorrectedbeforeaffectingthe
patient,howoftenisthisreported?

a)□Never b)□Rarely c)□mostofthetime
d)□always

12.Whenamistakeismade,buthasnopotentialtoharm thepatient,howoften
isthisreported?

a)□Never b)□Rarely c)□mostofthetime
d)□always

13.Whenamistakeismadethatcouldharm thepatient,butdoesnot,howoften
isthisreported?

a)□Never b)□Rarely c)□mostofthetime
d)□always

14.Doeshospitalmanagementprovideaworkclimatethatpromotespatient
safety?

a)□stronglydisagree b)□Disagree c)□Agree
d)□stronglyAgree

15.Doesyourunitmanagerprovideaworkclimatethatpromotesincident
reportinginyourunit?

a)□stronglydisagree b)□Disagree c)□Agree
d)□stronglyAgree
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16.Areyouregularlyinformedoftheerrorsthathappenintheunit?

a)□Never b)□Rarely c)□mostofthetime
d)□always

17.Dostaffinyourunitspeaksfreelyaboutsomethingtheyseeordothatmay
negativelyaffectpatientcare?

a)□Never b)□Rarely c)□mostofthetime
d)□always

18.Inyourunitdostaffsoftendiscusswaystopreventerrorsfrom happening?

a)□Never b)□Rarely c)□mostofthetime
d)□always

19.Areyougivenfeedbackaboutchangesputintoplacebasedonevents
reported?

a)□Never b)□Rarely c)□mostofthetime
d)□always

20.Outofyourexperienceandinyouropinion:

a)Whatwouldmotivateyoutoreportallpatientsafetyincidentsinyour
unit?

………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………
…

………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………..

b)Whatwouldhinderyoufrom reportingallpatientsafetyincidentsinyour
unit?

…………………………………………………………………………………………………………………………………
….

…………………………………………………………………………………………………………………………………….
.

……………………………………………………………………………………………………………………………………
……

……………………………………………………………………………………………………………………………………
…….

c)Describeyourexperienceonincidentreportinginyourunit.

……………………………………………………………………………………………………………………………………
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…..

……………………………………………………………………………………………………………………………………
……

……………………………………………………………………………………………………………………………………
…….

……………………………………………………………………………………………………………………………………
……

d)Whatareyourrecommendationsonincidentreportingprocessinyourunit?

……………………………………………………………………………………………………………………………………
……………..

………………………………………………………………………………………………………………………………………
…
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Appendix6:Approvalletters
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