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Conceptual definitions

This section provides the main concepts that were used in the study and their
operational definitions.

Safety: freedom from accidental injury (IOM, 1999)

Near miss: an event or circumstance that has the potential to cause an incident
or critical incident but that did not actually occur due to corrective action and/or

timely intervention (Barnard et al, 2006).

Adverse event: an injury resulting from a medical intervention, not due to the
underlying medical condition of the patient (IOM, 1999). The Canadian Patient Safety
Dictionary (CPSD) lists three acceptable definitions related to adverse event: (1) an
unexpected and undesired incident directly associated with the care or services provided
to the patient, (2) an incident that occurs during the process of providing health care and
results in patient injury or death, and/or (3) an adverse outcome for a patient, including

injury or complication (Davies, Hebert, & Hoffman, 2003).

Preventable adverse event: an adverse event that was attributable to a
medical error. Negligent adverse events represent a subset of preventable
adverse events that satisfy legal criteria used in determining negligence:
whether the care provided failed to meet the standard of care reasonably
expected of an average physician qualified to take care of the patient in
question (IOM, 1999).

Error: the failure of a planned action to be completed as intended or the use of a wrong
plan to achieve an aim; not all errors result in injury (IOM, 1999). It is important to
highlight that an error does not necessarily result an adverse outcome or harm to a
patient. However, it does often refer to an individual error, rather than a systems error
(Bishop, 2012).



Abstract

Background: medical errors, adverse events or incidents are global public health
problems. There is absence of formal incidents reporting system in Palestinian public
hospitals. This can poses a risk to patient’s population as there is no mechanism to
review and learn from errors. Assessment of health professional's attitudes toward
incident reporting is critical for recognizing the reason for under reporting.

This study deeply investigates the physician and nurses' attitudes toward incident
reporting in MoH hospitals.

Method: a cross-sectional, descriptive design employed using self-administered
questionnaire to collect data. The study was conducted in all the 11 public hospitals in
the West Bank. A total of 584 doctors and nurses participated in the study. Response
rate was (83.5%).

Findings: results showed that (52.6%) of participants are not aware of any formal
incident reporting system in their hospitals. (59.6%) of the participants didn’t report any
event in the past year; nurses significantly are more reluctant to report incidents (65.5%)
than doctors (47.7%) (P<0.001). Participants mainly (70.7%) fear of punitive actions,
61.8% fear of reporting negative consequences, only (30.6%) of participants are aware
about events reported structure. The most perceived motivator to report was getting help
to patients (93%). As for the views of participants on possible future incident reporting
system in the public hospitals, 77.8% prefer a written reporting, 52.7% prefer that the
reporter is identified, 72.7% prefer a mandatory reporting system, 80.3% believe that
the use of reporting is to learn from mistakes, 65.5% prefer to report all types of errors,
and 57.6% prefer to report to the head of departments. Moreover, 88.1% of the doctors
are more likely to report incidents in order to learn from mistakes in comparison 76.5%
of the nurses support that (p=0.004). Finally nurses (62.4%) are more in favor of
reporting incidents to the head of department than doctors (47.2%) (p<0.001).

Conclusion: there is a need for a formal incident reporting system, supporting non-
punitive culture and building a culture patient safety. The MoH should work on
changing the blame culture and create a climate of open communications and
continuous learning, building on the fact that most of health professionals are willing to
report incidents to their supervisors.
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Chapter One

1.1 Introduction

People entrust their health to care provided in health care organization. In return, these
facilities have an obligation to provide even the best and safest care, treatment and

services possible.

The most important knowledge in the field of patient safety is how to prevent harm to
patients during treatment and care. The fundamental role of patient safety reporting
systems is to enhance patient safety by learning from failures of the health care system.
Accuracy of patient safety can only be measured in terms of harm prevented and lives
saved.

Reducing medical errors has become an international concern. Numerous studies
around the world have shown consistently unacceptably high rates of medical injury and
preventable deaths. A global effort, the world Alliance for Patient Safety, has been
launched by WHO to facilitate efforts by all Member States to ensure health care safer.
One of the most important aspects of patient safety is learning from mistakes that could
happen. Health professionals especially physicians, nurses disclosure of medical error
and adverse events to institutions, patients and colleagues is important for patient safety,
and for patient care and professional education (WHO, 2005). Learning from medical
error and near misses is essential for improving the quality of care however one of the
greatest frustrations for patients and professionals alike is the apparent failure of the
health care systems to learn from their mistakes (Reason, 2000). Documenting patient
occurrences is the first step to understanding the causes of medical errors.

International studies in many countries showed health professionals reluctance to report
events (WHO, 2005). The same situation is also prevalent in Palestine (Hamdan &
Salim, 2013).

This study highlights the perception of health workers towards reporting medical errors

in Palestinian governmental hospitals.



1.2 Problem statement

Patient safety emerged as a major health policy issue in 1999 with the release of the
Institute of Medicine (IOM, 1999) report “To Err Is Human’’. The IOM report
concluded that preventable medical errors are the fifth-leading cause of deaths in the
USA and cause as many as 98,000 deaths each year and increases the total costs of
health between $17 Billion and $29 Billion (Spath, 2000). The World Health
Organization (WHO) estimates show that in developed countries as many as one in 10
patients is harmed while receiving hospital care.

International researches have shown that errors in the delivery of health care are a major
threat to patient safety. In the National Health Service (NHS) of England and Wales it
has been reported that mistakes or ‘adverse events’ in the delivery of health care are
experienced in around 10% of inpatient admissions. It has been calculated that the
human cost of these mistakes could be more that 40,000 lives a year with a financial

cost over £2billion in additional care (Waring, 2005).

The medical errors issue became public concern, which demonstrated the magnitude of
the problem of medical errors that happen in Palestinian governmental hospitals. The
independent commission for human rights in Palestine reported that there are no
accurate statistical figures of prevalence medical errors occurring in Palestinian health
sector, but infer the existence of large numbers scattered from MoH and Medical
association (ICHR, 2012). Based on information obtained by MoH, the report indicated
that in 2009, 57% of maternal death in the West Bank could have been prevented.

There is lack of incident reporting among physicians and nurses in (MoH) hospitals. A
recent study assessed the patient safety culture in the public hospitals in the West Bank
indicated low level of incident reporting among health professionals, where more than
53.2% of the participants indicated that they didn’t report any events in the past 12
months (Hamdan& Salim, 2013). This form a concern for patient safety and quality of

care provided to patients in the Palestinian hospitals.



1.3justification of the study

Very limited framework of incident reporting exists in the Palestinian governmental
hospitals. Physicians and nurses are reluctant to report incidents and medical errors and
there is no systematic way of reporting adverse events in public hospitals. This poses
serious risk on the patients and compromises the quality and safety of care provided to
patients. Development of a nationwide incident reporting system is inevitable in
Palestinian Governmental Hospitals. Recognizing the attitudes of health professionals
who will implement this system is mandatory for its success. Therefore, there is a need
to explore attitudes of professionals towards incident reporting and to identify reasons
behind lack of reporting adverse events and error in Palestinian hospitals. Such
assessments although can serve as the starting point for making further developments
and build up a so called “culture of safety to incident reporting”. To the best of our

knowledge similar studies have not been conducted in Palestine.

1.4 Study setting

The study was conducted in all the governmental hospitals in the West Bank, except for
the Bethlehem Psychiatry Hospital, a total of 11 public hospitals (Table 1.1).

The total number of beds was 1,134 beds, with occupancy rate (88.6%). The total
number of physicians and nurses in these hospitals was 634 and 1,313) respectively
(MoH, 2011).



Table 1.1: Distribution of hospitals beds, population served, number of physicians

and nurses.

Hospital Occupancy rate (%) | Beds | N. of physicians | N. of nurses
Khaleel Suliman 90.2 123 62 111
Thabet Thabet 67.2 108 63 117
Rafedia 84.8 212 114 190
Alwatani 84.4 55 29 86
PMC 87.1 111 115 248
Biet Jala 92.2 119 60 128
Jericho 67.2 54 34 60
Alia 151 216 80 200
Yatta 105.8 30 22 61
Yasser Arafat 64.8 50 25 63

eesh Nazal 94.5 56 30 59
Total 1134 634 1313

Source: (MoH, 2011)

1.5 Objectives of study

The aim of the study is to assess the attitudes and of nurses and physicians towards
incident reporting and barriers for incident reporting in the Palestinian governmental

hospitals.

1.6 Specific objectives

-To assess the attitudes of physicians and nurses towards incident reporting in the

governmental hospitals.

-To assess the physicians and nurses perceived barriers and motivations for incident

reporting in the governmental hospitals.

- To assess the perceptions of the physicians and nurses towards the nature of possible

future incident reporting system in the governmental hospitals
4



-To assess the differences in attitudes according to the different characteristics of the
respondents (profession, education, gender, age, experiences in hospital and in

profession, work hours per week, etc).

1.7 limitations

e The study is limited to the main professional groups’ physicians and nurses.
Other health professionals were left out the study.

e Reluctance of participants to participate in the study due to the issue under
study. Lower participation of physicians and nurses were observed (48.3%) at

Palestinian Medical Complex.

1.8 Study assumptions

The following are the assumption of the study:

1. Sufficient number of professionals will participate, respond and cooperate in
filling out the study instrument questionnaire.

2. All of items and concepts, in the study instrument will be understood and clear
for participants.

3. All of participants will fill the questionnaire honestly and sincerely while will

reflect the real situation in each hospital.



Chapter Two
Literature view

2.1 Introduction

The literature review in this chapter is organized around five areas: 1) history of adverse
events; 2) prevalence of adverse events; 3) detection of adverse events; 4) reporting
adverse events; 5) types of reporting system 6) health professionals’ attitudes towards

reporting adverse events; and lastly,7) reasons for lack of reporting.
2.2 History of adverse events

Long time ago, it was noticed an unintentional harm or injury to patients during
delivering health care. 2000 years ago, Hippocrates stated "first, do no harm" which was
adopted by Greeks later. The adverse events were not until the late1980s that medical
errors and the problem of patient injury in health care began to be discussed more

openly.

In April 1982, a television program presented an account of anesthetic accidents, that
600 American die or suffer brain damage related to anesthetic procedures (Jansin T,
1982). In 1983, Harvard Medical School concerned to conduct studies and to collect
statistics on anesthesia deaths and injuries in UK( Ellicon,2011), where the Quality in
Australian Health Care Study in 1991 released that almost 4% of all patients admitted to
hospital care suffered an adverse event (WHO,2005).

The Institute of Medicine (1999) defines a “medical error” as the failure of a planned
action to be completed as intended, or the use of a wrong plan to achieve an aim. The
Agency for Healthcare Research and Quality (2000) similarly defines “adverse event”
as an injury or death resulting from a medical intervention, something that is not due to
the underlying condition of the patient (AHRQ, 2000). Adverse events were still
ignored until Institute of Medicine’s (2000) landmark report, entitled To Err Is Human:
Building a Safer Health System, has been credited with creating the awareness required
to motivate change in the patient safety movement (Clancy et al., 2005; Stafford, 2000;
Vincente, 2003).



2.3 Prevalence of Adverse Events

Globally

The incidence of medical errors in USA has been investigated by Harvard Medical
Practice Study (Brennan et al, 1991), which found that 3.7% of analyzed 30,000 files
had adverse events of hospitalizations. 58% of these adverse events were preventable.

In Australia, a study reported that 16.6% of 14,000 reviewed hospital admissions from

28 hospitals were associated with an adverse event (Wilson et al, 1995).

Medical adverse events are the eighth leading cause of death in the United States.
(National Institute of Medicine, 1999) estimates of the number of people who die in
hospitals each year as the results of adverse events range from 44,000 to 98,000. The
(IOM) report recognized medical errors as one of the five most common causes of
death. The frequency of adverse events is also recognized among patients with 42% of
Americans reporting that they had personal knowledge of an adverse event in their own
care, or in the care of a relative or friend (Stark et al., 2002). Total national costs (lost
income, lost household production, disability, and health care costs) of preventable
adverse events (medical adverse events resulting in injury) are estimated to be between
$17 billion and $29 billion (AHRQ, 2000). The economic burden of drug-related
morbidity and mortality alone is estimated to exceed $100 billion annually in the United
States; a major component of these costs is from adverse drug events (Baker et al,
2002). More than 50% of the medical record reviewed from primary healthcare visits in
Malaysia had a medical error, 93% of these errors were preventable (Khoo E M et al,
2012).

Regionally

Studies related to medication errors in the Middle Eastern countries were relatively few
in number and of poor quality (Alsulami et al, 2012).

However, adverse events occurred in about 28% of all hospital admissions in Jordan.
(Hayajneh et al, 2010), while 3963 errors were discovered from 2627 reviewed patent's

files for adult hospitalized patients from June 1, 2000 to June 30, 2002 at Hera General
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hospital in Makah, Saudi Arabia (Dibbi et al , 2006). In Israel, 160 medical errors were
detected from 14,385 reviewed prescriptions in Israel's general hospital pharmacies
during 6 months (Lustig, 2000).

Locally

In Palestine, literature on adverse events is scarce. The medical errors issue became
public concern, which demonstrated the magnitude of the problem of medical errors that
happen in Palestinian governmental hospitals. The independent commission for human
rights in Palestine reported that there are no accurate statistical figures of prevalence
medical errors occurring in Palestinian health sector, but infer the existence of large
numbers scattered from MoH and Medical association (ICHR, 2012). Based on
information obtained from MoH, the report indicated that in 2009, 57% of maternal
death in the West Bank could have been prevented. The report recommended adoption
of incident reporting system and the formation of specialized committees to investigate
the medical errors, and the establishment of an independent Palestinian administration

to follow medical errors.

2.4 Adverse event systems

Adverse event systems have two fundamental components—methods for detecting
adverse events and methods for analyzing such events.
There are many sources of adverse event data. These include the following:

Negligence claims

Historically, claims data has played a central role in the analysis of patient harm,
especially in anesthesiology (MacRae, 2007). However, its function in recent years has
come under review given the growth in the selection of data sources and analysis

methodologies available (Vincent et al, 1998; Lawthers et al, 2000).



Case note review

Identification of adverse event data from individual case records has shown good
reliability (Thomas et al, 2000), and is typically applied as the gold standard measure of
adverse events (Weingart, 2000; Vincent C et al, 2001; IOM, 1999).

Routinely collected data

An alternative source of patient information comes from routinely collected hospital
data, which allows for detailed exploration of the processes, involved in safety events
and can also be used to track progress across different levels of care (Zhan et al, 2003).
The monitoring and analysis of incidents of patient harm have also drawn from other
data sources, including malpractice claims (Vincent C et al, 2006) observations
(Andrews et al, 1997); medical records (Vincent C et al, 2001).

Reporting systems

Greater knowledge about the processes involved in medical errors and adverse events,
together with a systematic approach to investigations, has improved the design of
patient harm measurement tools (Vincent et al, 1998). One of the most popular methods
of investigation has been the incident reporting system (Wu AW et al, 2002; Beckmann
et al, 1996). This tool is used to identify high-risk areas which may need, and be
amendable to, structural changes within the healthcare organization (Wu AW et al,
2002; Leape, 2002; Beckmann et al, 1996; Hutchinson, 2002). An example of this type
of safety monitoring instrument is the National Patient Safety Agency's (NPSA" s)
National Reporting and Learning System (NPSA, 2008).

Reporting incident by health workers within healthcare organizations through a system-
wide, regional or international reporting system has became international concern in
order to reduce medical errors which demonstrated unacceptably high rates of
preventable deaths (WHO, 2005).Incident reporting is vital for providing information

on which to base trend analysis and recommendations.



The first published report of medical adverse events dates back to 1976, when a
Physician-attorney named Don Harper Mills analyzed more than 20,000 medical charts

concluding that one patient in 20 was harmed by treatment (Mills, 1976).

Further research describing the problem emerged in subsequent years and was largely
sponsored by the Agency for Health Care Policy and Research, which is now the
Agency for Healthcare Research and Quality (AHRQ, 2000). Developments in medical
adverse events reporting were largely ignored until the 1999 publication of To Err is
Human, a widely-disseminated indictment of the prevalence of medical adverse events
in US health care by the Institute of Medicine (loM). As of December 2006, 27 states
have passed legislation, regulation, or executive orders related to hospital reporting of

adverse events (National Academy for State Health Policy, 2006).

Types of reporting systems

Learning systems

Reporting to learning systems is usually voluntary, and typically spans a wider scope of
reportable events than the defined set of events typically required by a mandatory
system. Rather than assure a minimum standard of care, learning systems are designed
to foster continuous improvements in care delivery by identifying themes, reducing
variation, facilitating the sharing of best practices, and stimulating system-wide
improvements.  Following careful expert analysis of underlying causes,
recommendations are made for system redesign to improve performance and reduce
errors and injuries. The National Reporting and Learning System (NRLS) in England
and Wales is an example of a learning system (WHO, 2005).

Accountability systems

Reporting in accountability systems is usually mandatory and restricted to a list of
defined serious events (also called “sentinel” events) such as unexpected death,
transfusion reaction, and surgery on the wrong body part. Accountability systems
typically prompt improvements by requiring an investigation and systems analysis
(“root cause analysis”) of the event. The effectiveness of these systems depends on the

ability of the agency to induce health-care organizations to report serious events and to
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conduct thorough investigations. In Netherlands is an example of accountability system
(WHO, 2005).

2.5 Professional’s attitudes towards incident reporting

Quantitative, qualitative and mixed methods studies have been conducted to date on
incident reporting by health professionals. Barriers to incident reporting affect both
physicians and nurses; however, there appear to be significant differences in how nurses
and physicians approach incident reporting due to their different professional cultures
and values (Espin et al, 2007). Nurses are more likely to cite fear of organizational
response as a barrier to reporting, which may be a reflection of the culture of nursing to
follow protocols and directives as organizational employees (Kingston et al, 2004;
Uribe et al, 2002). In contrast, the culture of medicine emphasizes physician autonomy
and self regulation (Kingston et al, 2004). Physicians were less likely than nurses to
know what should be reported, how to report errors, and to believe that reporting
contributed to quality improvement efforts (Jeffe, 2004; Uribe et al, 2002). Researcher
investigated the reporting behavior of health professionals in Australia (Evans et al,
2006), indicated that both doctors and nurses were equally aware of an incident
reporting system at their institutions, but nurses were significantly more likely to have
filed. Another study conducted in Washington showed that doctors are more reluctant to
report than nurses in pediatric patients (Taylor A et al, 2004).

2.6 Reason for not reporting

Underreporting is an organizational wide issue, which hinders improvement patient
safety (Firth-Cozens et al, 1997; O’Dowd, 2006). In 2006, it was estimated in United
Kingdom that 22% of incidents and 39% of near misses were unreported (O’Dowd,
2006). Studies on the reporting behavior of health professionals have shown that under-
reporting is the main problem of incident reporting system (Stanhope et al, 1999). There
are significantly more barriers than facilitating factors to incident reporting mentioned
in the literature. Administrative response, personal fear, and organizational factors are
reported as barriers to incident reporting (Blegen et al., 2004; Evans et al., 2006; Jeffe
et al., 2004; Kim et al., 2007; Kingston et al., 2004; Stratton et al., 2004; Uribe et al.,

11



2002; Walker & Lowe, 1998). A review of the literature provided a comprehensive
overview of the diverse factors identified in research affecting willingness of hospital
staff to report incidents.

See table (2.1) for a summary of empirical research on barriers to incident reporting.
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Table 2.1: Summary of empirical research on barriers to incident reporting

Author

Title & Objectives

Participants

Setting

Lawton and Parker (2002)

Barriers to incident reporting in a healthcare system.
Objectives: investigates the willingness of healthcare
professionals to report the mistakes of others.

315 doctors, nurses and
midwifes

Three English NHS Trust
England

Jeffe et al (2004)

Using focus groups to understand physicians' and
nurses' perspectives on error reporting in hospitals.
Objectives: To increase error reporting, a better
understanding of physicians' and nurses' perspectives
regarding medical error reporting in hospitals, barriers
to reporting.

49 nurses, 10 nurse
managers, 30 physicians

20 academic and
community hospitals-USA

Coyle et al (2005)

Effectiveness of a graduate medical education program
for improving medical event reporting attitude and
behavior.

Objectives: To evaluate the effectiveness of an
educational program for improving medical event
reporting attitude and behavior in the ambulatory care
setting among graduate medical trainees

Family practice residents
(n =30).

University of Texas
Southwestern Medical
Center- USA

Evans et al (2006)

Attitudes and barriers to incident reporting: a
collaborative hospital study.

Objectives: To assess awareness and use of the current

186 doctors and 587
nurses

Six hospitals — South
Australia
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incident reporting system and to identify factors
inhibiting reporting of incidents in hospitals.

Schectman et al (2006)

Physician perception of hospital safety and barriers to
incident reporting.
Objectives: To assess safety reporting behavior and

witnessed adverse events or near misses

120 physicians

academic medical center-
USA

Abdullah et al (2007)

Barriers to Incident Reporting among Doctors and
Nurses in Hospital Sultan Abdul Halim.

Objectives: To study the contributions of barriers such
as culture of blame, the occupational hierarchy in health
care system and the burden of effort to incident
reporting among doctors and nurses in Hospital Sultan
Abdul Halim (HSAH); and (2) to determine whether

these barriers differ among the practitioners.

Sylvia Blake (2009)

A qualitative study of the barriers to incident reporting
at the Christie NHS Foundation Trust
Objectives: to identify if there are barriers to incident

reporting at The Christie NHS Foundation Trust.

800 staff (nurses, doctors,
dentists, managers and
others)

Christie NHS Foundation
Trust- England
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Malik et al (2010)

Attitudes and perceived barriers of tertiary level health
professionals towards incident reporting in Pakistan
Objectives: To determine the attitudes and perceived
barriers towards incident reporting among tertiary care

health professionals in Pakistan

217 doctors and nurses

Shifa International
Hospitals- Pakistan

Jansma J D et al (2011)

Effects on incident reporting after educating residents in
patient safety: a controlled study

Objectives: To examine effects of patient safety
education for residents on knowledge, skills, attitudes,

intentions and behavior concerning incident reporting

210 resident doctors

Teaching hospitals-
Netherlands

Heard GC et al, 2012

Barriers to adverse event and error reporting in
anesthesia

Objectives: To explore the attitudinal/emotional factors
influencing reporting of an unspecified adverse event
caused by error, and to examine strategies that

anesthesiologists believe would facilitate reporting

629 anesthesiologists and
263 anesthesiology
residents

Australian and New
Zealand College of
Anesthetists — Australia.
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Several categories of barriers to incident reporting have been concluded from literature

analysis:

Cultural barriers to incident reporting

Many studies indicated that organizational culture were playing major role in
encouraging or discouraging incident reporting. Lack of trust in the organizational
culture can be inhibiter to report medical errors. Many studies investigated the
organization environment and found non supportive environment, that ensure
identifying and reporting errors (Kaldjian, 2006 ; Westrum, 1992), while Evan (2006)
didn’t find that culture issue.  Another important cultural issue was the culture of
blame, which was found to be the strongest barrier to reporting incidents (Waring,
2005). Variant of studies results showed low proportion of health professionals
reported incidents for fear of blame. Wilson (2007) indicated that the culture of
medicine itself was a significant barrier to incident reporting. According to the
Healthcare Commission for England, a culture of blame still stops healthcare
professionals from reporting patient safety incidents (Hitchen, 2007). Culture that exists
in some organizations leads to underreporting and a loss of valuable information that
can be used to improve patient safety (Walsh & Greenall, 2007).

Punitive culture and the fear of negative consequences of incident reporting were

identified and represented cultural barriers to incident reporting in MoH.

Organizational barriers

Organizational factors relating to structure and process such as inadequate feedback,
long forms and insufficient time to report were found to be barriers to incident reporting
(Evan, 2006). Evan found that the organizational factor was more significant barrier
than cultural factor (blame). In our study we added a new organizational factor which
highlights on the clarity of events reported “Lack of feedback about medical errors, lack

of definition of medical errors".
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Barriers as a result of fear

Fear has been reported as a barrier to reporting errors in the NHS (Vincent et al, 1999).
“Fear of retribution” was also reported by Firth-Cozens (2003). Malik (2010) indicated

also that fear of administrative sanctions was a barrier to incident reporting.
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Chapter Three
Conceptual framework

3.1 Introduction

This chapter presents the operational definition for the dependent and the independent
variables that influence the attitudes of doctors and nurses toward incident reporting.

Also presents the conceptual framework of the association between these variables.
3.2 Study dependent variable

3.1.1. Attitudes of health professionals (physicians and nurses)

Central to this study is the concept of "attitudes ". Attitude is one of the essential
building blocks of social psychology. Derived from the Latin aptus, and like its by-
form, aptitude, it denotes a subjective or mental state of preparation for action
(Fishbein, 1967). Thomas and Znaniechi (1981) defined attitude as a process of personal
consciousness that verifies individual actions in the social world, such as feelings,
tendencies, needs, ideas, fears, thoughts and interests. Attitudes cannot be observed
directly but may be revealed in observable behavior and in what people say. They may

be altered but do not change quickly and may last for some time (Bluff, 2011).

There is an extensive research reporting studies investigating health professional's
attitudes towards incident reporting (Braithwaite et al, 2008; Evans et al, 2006; Kingston
et al, 2004). Studies on the reporting attitudes of healthcare providers have shown that
under-reporting is a major problem of Incident reporting system (Stanhope, 1999;
Schuerer, 2006). Multi perceived barriers to disclosure have been identified (Gallagher,
2003; Gallagher, 2006; Garbutt, 2007; Finkelstein, 1997; Kaldjian, 2006). Physicians
describe situations in which they might not disclose an adverse event that harmed a
patient. Some feel that there was no need to disclose an adverse event if the harm was
trivial or if the patient was unaware that an adverse event had taken place. Others
believe that certain patients would not want to know about an error and informing these
patients diminishes their trust in the physicians (Gallagher, 2003). Malik (2010)
identified that the administration sanctions and lack of feedback are the most important

barriers to report incident. However, Evans (2006) found that the most frequently stated
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barrier to reporting for doctors and nurses was lack of feedback. Not surprisingly, fear
of medical malpractice litigation is the most common institutional barrier to disclosure
(Lamb, 2003).

3.3 The dependent variables

The survey measures six dimensions that form the basis of this conceptual framework in
relation to the perception towards incident reporting. Each dimension consists of a

number of items. The dimensions are the following:
3.3.1. Prevalent culture

The domain measure whether the prevalent culture is punitive culture or not. The
prevalent culture in hospitals influences the health professional's willingness to report
adverse events (Westrum, 1992; Firth-Cozens, 2004; Warburton, 2005, Kaldjian, 2006).
In other word, it measures whether the staff feels free and secure to report their mistakes

or not.

The Institute of Medicine states that if a safety culture environment, where adverse
events can be reported without people being blamed and shamed, that will provide
opportunity for a staff to learn from their mistakes and to prevent future human and
system errors (Smits et al, 2008). Garbuttet al (2007) showed that a non-punitive system

can increase the physicians’ willingness to report events.

Many previous studies recognized carried out in healthcare found that culture of blame
is noteworthy barrier to incident reporting (Waring, 2005; Wilson 2007; DH, 2000).

Hamdan and Saleem (2013) found prevalence of punitive culture in response to medical
errors in public Palestinian hospitals. Similar items to those used by Hamdan (2013) and
Wilson (2007) were designed to measure the prevalent culture among the study
participants. All dimension statements are negatively worded and measured on a 5-point
Likert scale (table 3.1)
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Table 3.1: Prevalent culture dimension and corresponding items

Prevalent culture

(5 points Likert scale: Strongly disagree, Disagree, Neither, Agree, Strongly agree)

o Staff feels like their mistakes are held against them.

o Staff worry that mistakes that they make are kept in their personal file.
e Reporting adverse events, it feels like a person is written up.

e Reporting is a method through which to pin point blame.

e Reporting adverse events let everyone knows that | have made mistake.

3.3.2. Fear of negative consequences of reporting incidents

Fear has been reported in many studies as the main barrier to incident reporting
(Vincent et al, 1999; Firth-Cozens, 2003; Schectman, 2006). Fear of administration
sanction, financial penalties and loss of prestige among colleagues were also reported as
barriers to incident reporting (Malik, 2010). Koohestani (2009) reported that fear to
being recognized as incompetent and fear of patient families' revenge as barriers to
report. Dutta (2007) indicated that both physicians and nurses nervous about the public

reporting of medical errors through the press.

The items of this dimension were designed by utilizing and adopting those used by
earlier studies (Malik, 2010), Koohestani (2009), Dutta (2007). All items of this
dimension were negatively worded and measured on a 5-point Likert scale (table 3.2)
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Table 3.2: Fear of negative consequences dimension and corresponding items

Fear of negative consequences

(5-point Likert scale: Strongly disagree, Disagree, Neither, Agree, Strongly Agree)

e Fear of administrative sanctions (loss of job, transfer, prevent promotion).
e Fear of lawsuits (legal and financial penalties).

e Fear that own competence may be questioned.

e Fear of loss respect of colleagues.

e Fear of loss reputation.

o Fear of revenge of patients or their families.

e Fear of press and the issue become public.

e Fear of loss clients.

3.3.3. Manager’s attitudes

Manager's commitment to safety was reported as the most important attribute of patient
safety culture (Hughes et al, 2009). Proactive safety culture needs commitment of
leadership to discussing and learning from errors by reporting and analyzing adverse
events (Pronovost, 2003). Few research studies investigated managers' attitudes toward
incident reporting. Hamdan and Saleem (2013) found that hospital management support
patient safety in public hospitals is an area that needs improvement. Lack of feedback
about medical errors was reported in many studies as a barrier to incident reporting
(Malik, 2010; Evan, 2011, Koohestani, 2009). The dimension individual items were
designed by modifying those used by Hamdan and Saleem (2013).

The domain refers to whether leadership consider staff suggestions seriously to improve
patient safety , protect the reporter from negative consequences, inform staff about
medical errors that happen in the unit and whether the staff feel to question the decision
of those with their managers. All the items/ statements of this dimension were positively

worded and measured on a 5-point Likert scale (table 3.3)
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Table 3.3: Manager’s attitudes dimension and corresponding items

Manager’s attitudes

(5-point Likert scale: Strongly disagree, Disagree, Neither, Agree, Strongly agree)

e My supervisor seriously considers staff suggestion to improve patient safety.
o Staff feels free to question the decision of those with high authority.
e Manager /supervisor protect reporters of error from negative consequences.

e We are informed about errors that happen in the unit.

3.3.4. Individual believes on reporting

Generally attitude is viewed as affective or evaluative in nature and is derived from
individual beliefs about an object. Most people hold both positive and negative beliefs
about objects: i.e., a person associates the object with both positive and negative
attributes. Significantly, a person‘s attitude may be inferred from the overall feelings
associated with a person‘s beliefs about an object (Alsenany, 2009). Most of the
personal attitudes related to the personal factor, individual perception or expected
consequences ((Wicker, 1969; Liska, 1975).

Pfeiffer (2010) identified the belief that reporting incident is not part of one's job as
personal belief.

This domain measures to what extent the personal believes of health professionals in
MoH influence incident reporting. All the items/ statements were positively worded and

measured on a 5-point Likert scale (table 3.4).
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Table 3.4: Personal believes dimension and corresponding items.

Personal believes

(5-point Likert scale: Strongly disagree, Disagree, Neither, Agree, Strongly agree)

e Reporting incident is not part of my job.

e | am not sure whose responsibility it is to report errors.

e Reporting take long time to complete.

e No perceived benefits of reporting incidents (learning from mistakes).

e Near miss (those errors intercepted and prevented before happen) should not
be reported.

3.3.5. Structure for event reporting

Unclear definition of medical adverse events also reported as organizational barriers
(Koohestani, 2009).

In our study we used the same statements to investigate perception about the available
structure for event reporting the structure of incident reporting. The domain measures,
whether the lack of knowledge about medical errors, unclear definition of adverse
events influence reporting events. Positively statement worded was reversed coded and

were measured on a 5-point Likert scale (table 3.5).

Table 3.5: Reporting system structure dimension and corresponding items

Reporting system structure

(5-point Likert scale: Strongly disagree, Disagree, Neither, Agree, Strongly agree)

e System enforces physicians and nurses to report adverse events and errors.

e There is clear definition of medical error that may occur in the hospital.

e Lack of knowledge about medical error
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3.2.6. Perceived motivators to report

Expectancy theories describe motivation as a function of the belief that action/inaction
will result in some aversive/rewarding outcome and the value placed on this outcome
(Holden et al, 2007). Elder (2007) stated that the most commonly mentioned motivator
to incident reporting was perceived benefits. Malik (2010) stated that to get immediate
help to patients, learn from mistakes and develop system that minimizes repetition of
errors were reason to report incidents. Linthorst (2012) reported that prevention future
errors, learning from errors motivated health workers to report errors. Alsafi (2011)
reported that most of participants think that reporting is an ethical issue.

This dimension was measured using these items on a 5-point Likert scale. All the items/

statements were positively worded (table 3.6)

Table 3.6: Perceived motivation dimension and corresponding items.

Perceived motivation

(5-point Likert scale: Strongly disagree, Disagree, Neither, Agree, Strongly agree)

e Reporting incident is important to get immediate help to patient.

e Reporting is important to learn from mistakes (minor, near miss, serious).

e Reporting is important because clinicians have ethical and professional
responsibility to report incident or towards patients.

e Reporting is important to develop a system that minimizes the repetition of

errors.

3.4 Study independent variables

Independent variables:

Previous studies showed the influence of the independent variables/individual
characteristics of the participants such as age, professional, sex, etc on the perceptions
toward patient safety culture. For instance, Barrow (2012) found that respondents above
30 years old have lower score on patient safety culture than their younger counterparts.

Malik (2011) indicated that incident reporting behavior differs between doctors and
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nurses. Bodur and Filiz (2009) found that work experience in the unit had an impact on
patient safety culture. Ahmad (2011) stated that there was negative significant
correlation between nurse age and overall perception of patient safety culture. Eslamian
(2010) reported a direct relationship between gender, ward, and having an extra job with
the score of the nursing errors. Duncan (2004) also stated that there were a few
significant relationships found between the nurse characteristics and percentage of

errors perceived reported but these relationships were weak.

Hamdan and Saleem (2013), found significant association between (hospital size,
profession position and staff's experience) and number of events reported. In addition,
significant relations were found between (working hours, work) unit and patient safety

score.

In this study the following independent variables were used presumed considered

important:

e Gender: This referred to male and female respondents.

e Age: This referred to the age to a respondent belong. Data was collected then grouped
under two groups. (<30 years, >30 years).

e Educational level: This referred to the level of education obtained by respondents.
It was categorized into two groups: (2 years diploma, BA and above).

e Occupation: This referred to profession of respondents. It was categorized into two
groups: (physicians, nurses)

e Years of work in the current hospital: This referred to the duration of service
within the current hospital. It was categorized into the following: (< 5 years, > 5
years).

e Number of work hours per week: This referred to the total weekly number of
hours the staff worked. It was grouped into the following: (< 40 h/w, > 40 h/w).

e Years of work in the current unit: This referred to duration of service within the
current unit. It was grouped into the following: (<5 years, > 5 years).

e Unit or work area at the hospital

This referred to the work area at which the staff worked. It was categorized into the

following: (Different units, Medicine, Surgery, Emergency, and Pediatric).
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The figure below depicts several contextual elements that may be influence on reporting
events among respondents. These elements may be influenced by characteristics of
respondents. Graph (3.1) represents dimensions and independent variables that might
affect health professional’s attitudes towards incident reporting.

Figure 3.1: conceptual framework model of the study

Participant’'s demographic Personal attitudes
characteristics

e Personal motivation

e Age e Personal believes
e Sex

e Occupation

e FEducation

e Work hours per week

e Experience years in the
hospital

e Experience years at the unit

Organizational factors and
culture

e Manager's attitudes
e Prevalent culture
e Structure of incident

e Fear of consequences Attitudes towards
reporting incident
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Chapter Four
Methodology

4.1 Introduction

This chapter describes the research methodology including the study design, the target
population, sample frame and size, survey instrument, data collection and analysis,

validity and reliability of the instrument and ethical consideration.
4.2 Research design

A quantitative, descriptive, cross-sectional survey design was used in this study to
assess the perceptions of physicians and nurses towards incident reporting in Palestinian

governmental hospitals. The study was conducted between May and June 2012.
4.3 Sampling and methodology

Study Setting

Health care services mainly are provided in Palestine by government through the
Ministry of Health (MoH). There are (12) governmental hospitals in the West Bank,
with capacity of (1.367) beds.

The setting of the study consists of 11 governmental hospitals in the West Bank
including: Rafidia hospital, Alia hospital, Yalta hospital, Khaleel Suliman hospital,
Darweesh Nazal hospital, Thabet Thabet hospital, Alwatani hospital, Jericho hospital,
Yasser Arafat, Biet Jala hospital, Palestinian medical complex Bethlehem Hospital was

excluded to keep similarity among participants work environment.
Study population and sample

The study population consists of all licensed physicians and nurses working in all the
governmental general hospitals in West Bank. The total number of the population is
1947 distributed as in table (4.1) (MOH, 2011). The inclusion criterion was:
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e Worked in governmental hospital for at least six months.
e Fully employed and registered nurses or physicians (including those are on

residency program). Trainee and students were excluded.

Table 4.1: Distribution of the study population by category and hospital, 2011

Hospital N of physicians | N of nurses Total
Rafedia 114 190 304
Khaleel Suliman 62 111 173
Thabet Thabet 63 117 180
Biet Jala 60 128 188
Alwatani 29 86 115
Yasser Arafat 25 63 88
Yatta 22 51 73
Darweesh Nazal 30 59 89
Medical Complex 115 248 363
Alia 80 200 280
Jericho 34 60 94
Total 634 1313 1947
Sample size:

A stratified proportional random sampling was used to in order to obtain at least 584
subjects from all registered physicians and nurses working in targeted hospitals.
Physicians and nurses were randomly selected for each part hospital. (table 4.2). The
sample was calculated using the rule that if population is about 1500 subjects, 30% of

the population needed to get representative sample (Gray, 1981).
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Table 4.2: Distribution of the study population and sample size

Hospital Population size Sample size

Nurse | Physician | Total Nurse | Physician Total
Rafedia 190 114 304 57 34 91
Suliman Khaleel 111 62 173 33 18 51
Thabet-Thabet 117 63 180 35 19 54
Biet-Jala 128 60 188 38 18 56
Watani 86 29 115 26 8 34
Yasser Arafat 63 25 88 19 8 27
Yatta 51 22 73 16 7 23
Darweesh Nazal 59 30 89 18 9 27
PMC 248 115 363 74 35 124
Jericho 60 34 94 18 10 28
Allia 200 80 280 60 24 84
Total 1313 634 1947 394 190 584

4.4 Instrument

The study instrument was designed by the researcher by utilizing similar tools and used
by earlier studies (Malik, 2010; Pfeiffer, 2010; AHQR, 2005) and others literature. The
survey (Annex 1) includes five parts.

The first part was about the characteristics of the participants e.g. age, gender, position,
educational level, work area/ unit, work hours per week, experience years in the hospital
and experience years in the unit.

The second part consists of two sections which include two closed-ended items to
measure the availability of incident reporting system in MoH and the number of events
reported. The third part consists of three sections that include twenty nine items which
are scored on five point Likert scale to measure perceived barriers and motivators to
events reporting. Five response cells indicate extent of agreement (Strongly disagree,
disagree, neither, agree, and strongly agree).The fourth part consists of two sections that
include six closed-ended items to assess the perceptions of respondents about possible
future incident reporting system characteristics in MoH. The last part in the survey has
an open-ended question to allow respondents the opportunity to provide unstructured

comments about developing incident reporting in MoH hospitals.
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After developing survey items and before distribution, the survey was translated into

Arabic and reviewed by three experts (annex 5).

4.5 Data collection

Permission was achieved from the MoH to conduct the study in the governmental
hospitals in the West Bank (Annex 2).  Each questionnaire contained a cover letter
which included informed consent (Annex 3) as well as definitions of the key concepts
used in the tool such as incidents, adverse events, near misses, and incident reporting.
Surveys were administrated to the participant by the researcher and also collected back
from them the same day. Data collection was conducted by the researcher in the period
between April and May 2012.

12 surveys were excluded for one of the following reasons:

o Less than one entire section of the survey is completed.
o Respondent characteristic data were not completed
o Every item was given the same answer (e.g., all "4"s or all "5"s). If every

answer is the same, then respondent did not give the survey their full attention.
4.6. Data analysis

Data were analyzed using the Statistical Package for the social Sciences (SPSS 19.0).
Descriptive statistics including frequencies and percentage were produced for the survey
items. The 5 points scores of the survey items/ domains were transformed to a 100-
points score in order to facilitate the interpretation of the results. ANOVA test was used
to assess the relationship between the study domains and respondent's characteristics.
Finally Chi square was used to test the significance association between characteristics
of future possible incident reporting system and respondent’s characteristics. P value of

< 0.05 was considered as significant.

The survey items were grouped according to the barriers and motivators to incident
reporting; punitive culture, fear of consequences, manager's attitudes, personal

perceptions, events reporting structure and motivators.
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4.7. Validity and Reliability of the instrument
Validity

Validity is the degree to which an instrument measures what it is supposed to measure
(Pilot & Beck, 2010). There are many types of validity: face validity, construct and
content validity.

Content validity refers to the degree in which a measure covers the full range of
behavior of the ability being measured. Items in the instrument was judged by a group
of experts in the field in order to rate the adequacy of items to represent the construct
(Clark, 1997).

Content validity of original items was evaluated by experts. Based on their feedback,
three items were dropped, one item was added, four items were changed and several

items were rephrased for clarity.
Pilot study

The pilot study was carried out in order to identify the possibility of problems and

revise the data collection methods before starting the actual research.

The questionnaire was tested on a sample of 10 nurses and 5 physicians who areworking
at Rafedia hospital who were later excluded from the study sample. The participants

had no difficulty to understand the items and the instructions of questionnaire
Reliability

Reliability is a major criterion for assessing the instrument quality and adequacy. It is

the consistency with which it measure the target attributes (Pilot et al., 2004).

The reliability analysis procedure calculates a number of commonly used measures of
scale reliability and also provides information about the relationships between
individual items in the scale. Reliability analysis can determine the extent, to which the
items are related to each other, produce overall index of the reliability or internal
consistency of the scale as a whole (Saunders et al, 2003).

Cronbach’s Alpha was applied to check the internal consistency of the questionnaire.

Acceptable levels of internal consistency were obtained as evidenced by a Cronbach’s
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Alpha coefficient of .702. The highest value (0.91) was for fear of negative

consequences and the lowest value (.50) was for personal believes (table 4.3)

Table. 4.3. Internal consistency of domains

Fear of Motivation | Prevalent | Manager's | Structure | Individual
consequences culture attitudes of believes
incident
reporting
Cronbach’ 0.91 0.81 0.78 0.76 0.70 0.50
s Alpha

4.8. Ethical consideration

Ethical approval to carry out the assessment at MoH hospitals was obtained from the

hospitals general director, and that the results will be shared with the general

administration of hospitals (Annex 2). The participation was voluntary. The participants

were informed about the purpose of the study and its significance.

Participants were assured that their responses would be confidential and information

that might reveal their identity would not be recorded, and only aggregated data would

be communicated
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Chapter Five
Results

5.1 Introduction

This chapter presents the results of the study including the characteristics of the
participants/ respondents, the mean score and the average percentage of positive
responses for each of the surveys items and domains, and the responses of mean’s score
of domains by the characteristics of participants are provided. The participant
perceptions/ preferences toward future possible incident reporting system, differences in

responses by the characteristics of participants also provided.
5.2 Characteristics of respondents

A total of 584 personnel were selected and questionnaire distributed to them, of that 488
participants returned the survey. The overall response rate was 83.5%, as mentioned
earlier 12 surveys were disqualified per the pre-established criteria. The response rate
ranged between 100% for Yasser Arafat hospital and 48% for the Palestinian Medical
Complex in Ramallah (Table 5.1)
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Table 5.1: Distribution of the study participants by hospital, and response rates.

Hospital Population size Sample size Returned | Response
Surveys | Rate (%)
Nurse | Physician | Tota | Nurse | Physician | Total
I
Rafedia 190 114 304 57 34 91 86 94.5
Suliman Khaleel 111 62 173 33 18 51 46 90.1
Thabet Thabet 117 63 180 35 19 54 46 85.1
Biet-Jala 128 60 188 38 18 56 47 83.9
Watani 86 29 115 26 8 34 30 88.2
Yasser Arafat 63 25 88 19 8 27 27 100.0
Yatta 51 22 73 16 7 23 22 95.6
Darweesh-Nazal 59 30 89 18 9 27 26 96.2
PMC 248 115 363 74 35 124 60 48.3
Jericho 60 34 94 18 10 28 21 75.0
Allia 200 80 280 60 24 84 77 91.6
Total 1313 634 1947 | 394 190 584 488 83.5

Table (5.2) shows the characteristics of the participants. The age distribution show that
37.3% of all participants are less than 30 old age, while 62.7% are 30 years old age and
more. More than half of participants are male 57.1%, while 42.9% are female. Among
participants nurses represent 67.9% while, physicians represent 32.1% and 29.8% have

2 years diploma while 70.2% have higher educational level.

About 46.2% of the participants have been working 5 years and less at their hospitals,
while 53.8% have been working more than 5 years. Moreover, 25.5% of respondents
work up to the regular working less than 40 hours per week), and 74.5%% work 40
hours per week and more. Finally, the results show that 60% of participants have
worked for 5 years and less in the unit, while 40% have worked more than 5 years at

their work area.
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. Table 5.2: Characteristics of the participants

Sex N Percent (%)
Male 261 57.1
Female 196 42.9
Total 457

Age

Less than 30 years 161 37.3
30 years and more 271 62.7
Total 432

Occupation

Physician 152 32.1
Nurse 321 67.9
Total 473

Educational level

Diploma 141 29.8
Others (higher than diploma) 332 70.2
Total 473

Work unit/ area

Many different 50 5.6
Medicine 55 11.6
Surgery 106 22.4
Gynecology & obstetrics 46 9.7
Radiology 3 0.6
Pediatric 39 8.2
Emergency 25 53
Intensive care 46 9.7
Dialysis 23 4.9
NICU 12 2.5
Operation theater 18 3.8
Outpatient clinic 6 13
Anesthesia 6 1.3
Orthopedic 17 3.6
Others 21 4.4
Total 473

Experience at hospital

5 years and less 219 46.2
More than 5 years 255 53.8
Total 474

Working hours per week

Less than 40 hours/week 120 255
40  hours/week and  more 350 74.5
Total 470

Experience at the unit

5 years and less 284 60.0
More than 5 years 189 40.0
Total 473
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5.3 Reporting system at the hospital

The results showed that 30% of participants thought that there is an implemented
reporting system at their hospitals, 17.5% thought that there is a reporting system but
not implemented. While 31.6% though that there is no reporting system, 21% of
participants did not know whether there is a reporting system at their hospitals or not
(table 5.3)

Table 5.3: Perceptions towards reporting system availability

Reporting system Number Percent (%0)
Reporting system approved and implemented 127 30.0
No reporting system 134 31.6
Reporting system approved but not implemented 74 175
| don't know 89 21.0

5.4 Incident reporting

The respondents were asked to rate their perception towards statements related to event
reporting using 5-point response categories in terms of agreement (Strongly agree,
Agree, Neither, Disagree, Strongly disagree). This part of the survey included 29 items
measuring six dimensions related to the perceptions of physicians and nurses toward
reporting events in hospitals (Table 5.4). The 5 points scores of the survey items/
domains were transformed a 100-points score in order to facilitate the interpretation of
the results. In addition to the mean percentage of positive responses were also
calculated for each item and domain. Whereas positive responses in positively worded
survey items were ‘agree/strongly agree’ and in negatively worded items were

‘disagree/strongly disagree’. The results are summarized per each domain as follow:
5.4.1. Structure of reporting events

The result showed low perception about structure of reported medical errors in the MoH
hospitals, in which represented by a mean score of (57.1%) and only (30.6%) of positive
scores. Only 55% agreed that the system enforce physicians and nurses to report

adverse events and errors, and only 31% believed that there is clear definition of
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medical error that may occur in the hospital, and more surprisingly 5.4% think that there

is a proper knowledge about medical errors in their hospitals (Table 5.4.1).

Table 5.4.1: Perceptions towards the event reporting in MoH hospitals

Domains & items Mean (SD) Means of %
(100-points) score positive responses

Reporting system 57.11(19.2) 30.6
System enforce physicians and nurses to report 60.5 55.6
adverse events and errors

There is clear definition of medical error that 45.25 31.0

may occur in the hospital

Lack of knowledge about medical error (R) 34 5.4

R: reverse coded

5.4.2. Individual believes on reporting incidents.

The general believes on event reporting is represented by a mean score of (44.8) and
only 31% of positive scores. (25%) of respondents indicated that there is no perceived
benefits of reporting incidents, 24.8% thought that near miss should be not reported,
(27.3%) of the participants said that reporting incident is not part of their job, 31.6%
thought that reporting take long time to complete, 46.3% indicated that they are not sure

whose responsibility it is to report errors (table 5.4.2).

Table 5.4.2: Individual believes about event reporting

Mean(SD) Means % of

(100-points)score Positive responses
Personal believes about event reporting 44.8(16.2) 31.0
Reporting incident is not part of my job 43.0 27.3
I am not sure whose responsibility it is to 54.75 46.3
report errors
Reporting take long time to complete 49.0 31.6
No perceived benefits of reporting incidents 39.0 25.0
(learning from mistakes)
Near miss (those errors intercepted and 38.5 24.8
prevented before happen) should not be
reported
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5.4.3. Motivation for reporting

This domain received the mean score (83.3) and the highest mean positive score 91.4%.
This dimension showed the extent to which participants support reporting adverse
events and willing to report the medical errors and adverse events to learn from
mistakes, to get help to patients. The majority (93.5%) believed that reporting incident
is important to get immediate help to patient, 91.9% thought it is important to develop a
system that minimizes the repetition of errors, and 91.5% indicted that it is important to
learn from mistakes, and 88.8% believed it is important because clinicians have ethical
and professional responsibility to report incident or towards patients (table 5.4.3).

Table 5.4.3: Perceptions towards the motivation to report events

Mean(SD) Means % of positive
Domains & items (100-points)score responses
Motivation to report 83.18(16.1) 914
Reporting incident is important to get immediate 85.25 935
help to patient
Reporting is important to learn from mistakes 83.75 915
(minor, near miss, serious)
Reporting is important because clinicians have 80.75 88.8
ethical and professional responsibility to report
incident or towards patients
Reporting is important to develop a system that 83.75 91.9
minimizes the repetition of errors

5.4.4. Prevalent culture

The results showed that the participants believe that a punitive culture is prevalent at
their hospitals, received only 70.7% of positive responses. However, most respondents
thought that the mistakes they make will be kept in their personal file held against them.
In addition, the majority believed that reporting is a method through which to pin point
blame and feel that reporting adverse events like a person is written up and, 55.7% of
the participants indicated that reporting adverse events let everyone knows that they
have made mistake (table 5.4.4).
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Table 5.4.4: Participant perceptions on the prevalent culture regarding reporting

Domains & items Mean(SD) Means % of Positive
(100-points) score responses

Prevalent culture 69.6( 18.6) 70.7

Staff feels like their mistakes are held against 73.0 72.4

them

Staff worry that mistakes that they make are 77.25 82.8

kept in their personal file

Reporting adverse events, it feels like a person 71.0 74.8

is written up

Reporting is a method through which to pin 67.5 67.8

point blame

Reporting adverse events let everyone knows 60.0 55.7

that | have made mistake

5.4.5. Manager attitudes

Generally, the results showed low perception of the attitude of managers regarding
event reporting, received 49.08 score and 41.5% of positive responses. While 54%
believed that their supervisors seriously considers staff suggestion to improve patient
safety, 49.4% indicated that they are informed about errors that happen in the unit,
32.3% staff felt that they can question the decision of those with high authority, and
only 28.9% thought that managers/supervisors protect reporters of error from negative

consequences (Table5.4.5).
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Table 5.4.5: Perceptions towards management attitudes

Mean(SD) Means % of positive
(100-points)score reSPOnSEs
Manager attitudes 49.09(23.7) 41.5
My supervisor seriously considers staff 58.5 54.0
suggestion to improve patient Safety
Staff feel to question the decision of those with 41.5 32.3
high authority
Manager /supervisor protect reporters of error 42.0 28.9
from negative consequences
We are informed about errors that happen in 54.25 49.4

the unit

5.4.6. Fear of negative consequences

Fear of consequences was a dominant perception among participants. This domain

received only 61.8% positive responses indicating an area for potential improvement.

Results showed that 74.8% of respondents fear of administrative sanctions, 74.5% fear

of lawsuits, 68.5% fear of that their own competence may be questioned, while 55.9%

fear of loss respect of their colleagues, 62.9% fear of loss of their reputation, 60.8% fear

of revenge of patients and their families, 61.5% fear of press and issue become public

and finally 36.4% of respondents fear of losing their clients (table 5.4.6).
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Table5.4.6: Participant’s perception toward fear of incident reporting

consequences.
Domains & items Mean(SD) Means 0f% positive
(100-points)score responses
Fear of reporting incident 64.96(23.0) 61.8
Fear of administrative sanctions (loss of job, 72.75 74.8
transfer, prevent promotion)
Fear of lawsuits (legal and financial penalties) 72.25 745
Fear that own competence may be questioned 68.25 68.5
Fear of loss respect of colleagues 62.0 55.9
Fear of loss reputation 64.5 62.5
Fear of revenge of patients or their families 64.5 60.8
Fear of press and the issue become public 65.25 61.5
Fear of loss clients 50.5 36.4

5.5 Number of events reported

The participants were asked to indicate the number of events they reported over the past
12 months (Table 5.5). The results showed that 59.6% did not report any event, 25.5%

reported 1-2 events and 8.4% reported 3-5 events and 6.1% reported 6 or more events.

Table 5.5: Number of events reported in the past 12 month

Number of events reported Number Percent (%)
No event reported 276 59.6
1-2 event reported 118 255
3-5 event reported 39 8.4
6-10 event reported 19 4.1
More than 10 11 2.4
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5.6 characteristics of future suggested incident reporting system

Respondents were asked about the characteristics of the reporting system that they
would support, in specific the method of reporting, confidentiality, enforcement,
culture, use of reports, type of errors reported, to whom they would be willing to report

errors.

Results showed that (77.8%) of participants preferred paper based/ written method to
report adverse events, while (22.2%) supported verbal method to report adverse events.
Moreover, (47, 25%) of respondents attended to agreement that reporting system should
be confidential and anonymous, while (52.75%) preferred that reporter should be
identified and known. Also (27.25%) of participants supported voluntary reporting
system, while (72.75%) preferred compulsory/ mandatory reporting system. The
majority (80.27%) of participants believed that the purpose of the system is to identify
errors and learn from mistakes to improve patient safety, while (19.73%) thought that it
should be for identifying errors and punishing responsible persons. In terms of the type
of errors that should be reported, (65.55%) of participants preferred to report all type of
errors (minor, near miss, serious), but (34.45%) preferred to report only errors that harm
patients. Finally (17.23%) of participants were willing to report errors to their
colleagues/peers, (14.74%) to the hospital administration, (57.6%) to the head of
department, (3.17%) to independents agency outside the hospitals, (2.95%) to
profession association, and (4.13%) preferred to report to others (table 5.6).

42



Table 5.6: Perception of the characteristics of future event reporting system

Method of reporting incident N (%)
Paper based/ written 357 77.8
Verbal reporting 102 22.2
Confidentiality

Confidential, anonymous 215 47.3
Reporter identified, known 240 52.7
Enforcement

Voluntary system 121 27.3
Compulsory/ mandatory system 323 72.7
Use of reports

Identify errors and learning from mistakes; improve patient safety 362 80.3
To identify errors and punish responsible person 89 19.7
Type of error reported

Report all type of incidents (minor, near miss, serious) 293 65.5
Report only errors that harm the patients 154 34.55
Person that would you be willing and easy to report errors to

Colleague/ peer 76 17.2
Hospital administration 65 14.7
Head of unit 254 57.6
Independent agency outside the hospital(patient safety agency) 14 3.2
Profession association (physician , nursing association) 13 2.9
Others 19 4.3

5.7 Reporting events perceptions by participants characteristics

Table (5.7) showed the mean scores of the study dimensions by the characteristics of
participants. Significant differences were found between reporting system process and
the gender of participants. Females significantly scored (60.84) reporting system higher
than males (53.79) (p<00.001). A significant differences was also found between

reporting system domain and the occupation of participants, nurses scored (58.8)

significantly higher than physicians (53.59), (p=0.006).
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Also there was a significant differences the perceptions toward reporting system
process, in relation to the educational level of the participants (P<0.001). Participants
who had 2 years diploma (61.70) scored higher for this dimension than the participants

with higher education level.

Statistically association between the participant experiences at their hospital and the
perceptions towards the prevalence culture in the institution was also found (p=0.03).
Participants, who had more than five years experience at their hospitals scored higher
for this dimension (73.48) than who had five years experience and less at their hospitals
(70.35).

Also we noted that there was a significant differences in the mean score of the fear of
consequences of reporting incidents domain in relation to the number of working hours
per week of the participants (p=0.02). Participants who worked part time (more than
40 hours/ week) were scored higher (66.29) than who worked less than 40 hours/week
(60.25).
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Table 5.7: Study domains means score by participants characteristics

Reporting Culture Perception of Fear of Manager Motivation
system incident consequences attitudes
reporting
M SD M SD M | SD M SD M SD M SD
Sex
Male 53.8 19.5 71.6 15.7 48.9 14.1 64.4 22.0 47.9 24.3 82.0 16.5
Female 60.8 18.5 72.8 16.2 48.2 13.7 65.8 24.0 50.6 22.9 84.5 15.6
F=14.5 P<0.001 F=0.64 P=0.42 F=0.33 P=0.56 F=0.42 P=0.51 F=1.42 P=0.23 F=2.61 P=0.10
Age
<30 years 56.4 19.9 71.1 17.7 50.0 14.9 64.6 23.7 47.0 22.8 81.8 17.3
>30 years 56.7 19.0 73.0 15.2 47.8 135 65.5 22.8 49.7 24.4 84.4 14.8
F=0.02 P=0.88 F=1.2 P=0.25 F=2.58 P=0.10 F=0.16 P=0.68 F=1.28 P=0.25 F=2.71 P=0.10
Occupation
Physician 53.5 19.1 71.4 15.9 48.6 13.3 64.1 21.6 48.8 23.8 82.7 16.8
Nurse 58.8 19.0 72.3 16.1 48.8 14.4 65.3 23.8 49.4 23.7 83.4 15.8
F=7.67 P=0.006 F=0.30 P=0.58 F=0.12 P=0.91 F=0.26 P=0.61 F=0.06 P=0.80 F=0.24 | P=0.62
Education
Diploma 61.7 18.9 70.5 16.0 50.5 14.4 62.2 23.3 52.3 23.4 82.6 14.1
Others 55.1 19.0 72.7 16.0 47.9 13.8 66.1 22.8 47.8 23.8 83.4 16.9
F=11.63 P<0.001 F=1.83 P=0.17 F=3.16 P=0.07 F=2.86 P=0.09 F=3.41 P=0.06 F=0.26 P=0.61
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Experience at hospital

< 5years 55.8 20.2 70.3 16.9 48.0 14.2 64.0 23.5 494 23.1 83.6 15.3

> 5 years 58.3 18.2 73.4 15.0 49.2 13.9 65.7 22.6 48.8 24.4 82.8 16.8
F=1.99 P=0.15 F=4.52 P=0.03 F=0.79 P=0.37 F=0.58 P=0.44 F=0.07 P=0.78 F=0.31 P=0.57

Work hours

<40 h/w 60.0 17.8 711 16.8 46.7 14.6 60.7 25.1 52.1 24.7 84.1 14.3

> 40 hiw 56.1 19.6 72.3 15.7 49.4 13.7 66.3 22.2 48.0 23.4 82.7 16.7
F=3.72 P=.054 F=0.46 P=0.49 F=3.5 P=0.06 F=5.18 P=0.02 F=2.7 P=0.10 F=0.64 P=0.42

Experience at unit

<5years 56.3 19.8 71.1 16.6 48.5 14.3 64.4 23.3 48.8 23.7 83.5 15.1

> 5 years 58.3 18.2 73.3 15.0 48.9 13.7 65.5 22.6 49.5 24.0 82.6 175
F=1.21 P=0.27 F=2.1 P=0.14 F=1.24 P=0.72 F=0.27 P=0.60 F=0.11 P=0.73 F=0.38 P=0.53

nit or work area at the hospital

Many 56.6 1.9 73.8 14 51.3 14.5 70.7 19.1 47.5 24.8 81.9 15.7

Medicine 57.5 1.8 71.6 1.56 49.3 13.8 65.0 22.5 49.5 20.9 80.2 19.7

Surgery 57.0 1.9 71.9 1.60 47.5 13.7 63.9 22.7 50.8 25.0 85.6 13.1

Emergency 53.3 2.3 72.6 1.88 51.2 14.1 59.8 30.1 37.0 25.3 83.2 18.0

Pediatric 59.39 1.72 70.3 1.77 46.0 14.3 62.2 26.3 49.5 22.8 83.5 14.8
F=0.44 P=0.77 F=0.40 P=0.80 F=1.78 P=0.13 F=1.84 P=0.11 F=1.97 P=0.09 F=2.35 P=0.05
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5.8 Future incident reporting system preferences by characteristics of

participants

Table (5.8) shows the associations between the preferences regarding the future
possible incident reporting system and participants’ different characteristics. The

results can be summarized as follow for each aspect of the reporting system:

Type of reporting system: There was no significant difference in the preferences
about the type of the reporting system, whether it was written or verbal, and any of the

participants’ characteristics (P>0.05).

Confidentiality of the reporting: There were no significant differences in the
preferences regarding the confidentiality of the system and any of the participants’

characteristics.

Enforcement of reporting: Only differences between participants in relation to the
educational level were significant. While 62.7% of those with diploma education level
preferred compulsory system, 77.3% of those have higher educational level were with

the same system, and this difference was statistically significant (p<0.002).

Use of reports: Differences in the preference regarding the uses of reports in relation
to participants’ age, occupation, education, work hours) were significant (p<0.05).
Although most of the participants agreed that the main use of the reporting system
should be for identifying errors and learning from mistakes, 26.6% of those less than
30 years old in comparison with 16.3% of those older participants believed it should
be used for punishing those who are responsible for errors and this difference is
statistically significant (p<0.01). Moreover, while only 11.9% of the physicians
thought that the system should be used for punishment, 23.5% of the nurses supported
the same idea (p<0.004). There was 27.3% of those with diploma level education with
use for punishment in comparison with only 16.4% of those with higher educational
level (p<0.007). Lastly, 28.8% with those working less than 40 hours per week with
the punishment use in comparison with only 16.4% of those working more hours
(p<0.003).

Type of error reported: Difference was only found significant only in relation to the

participants’ education level, where 56.2% of those have diploma believed that all
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types of errors (minor, near-miss, and serious) should be reported in comparison
69.6% of those with higher educational level (p<0.006) .

Person that would be willing and easy to report errors to: generally the results
showed that there were significant differences in the preferences to who should errors
reported in relation to all the characteristics of the participants (age, occupation,
experience at hospital, work hours) except for sex and education were not significant.
Nearly more than half of participants prefer to report to their head of departments,
59.7% of those less than 30 years old in comparison with 56.9% of those older are
willing to report to head of department and this difference is statistically significant
(p<0.01). 47.2% of physicians preferred reporting to head of department, while 62.4%
of nurses would be willing to report to the same person (p<0.001). Moreover, while
60.3% of those who had 5 years experience at their hospital and less supported
reporting to head of department, 55.1% of those who have less than 5 years
experience at their hospitals supported reporting to the same person. Although 66.1%
of participants who worked 40 hours and less per week preferred reporting to head of
department, while54.9% of those who worked more than 40 hours per week preferred
reporting to same person. Finally 58.9% of those who had 5 years experience at the
unit and less preferred reporting to head of department, while 55.1% of those who had

more than 5 years experience at the unit preferred to report to the same person.
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5.8: Future incident reporting system characteristics by characteristics of participants.

Sex Age Occupation Education Experience at | Work hours Experience
hospital at unit
M F <30 >30 Phys Nurse Diploma Other <5years >5 yeas <40 hiw > 40 hiw <5years | >5years
Method of reporting
Paper based /| (N) 198 147 122 206 107 249 112 244 165 192 97 258 210 146
written (%) 78.9% 7% 78.2% 78.6% 73.3% 80.1% 79.4% 77.2% 77.5% 78.4% 82.9% 76.6% 76.4% 80.2%
Verbal reporting (N) 53 44 34 56 39 62 29 72 48 53 20 79 65 36
(%) 21.1% 23% 21.8% 21.4% 26.7% 19.9% 20.6% 22.8% 22.5% 21.6% 17.1% 23.4% 23.6% 19.8%
P=0.62 X2=0.23 P=0.91 X2=0.01 P=0.1 X2=2.60 P=0.59 X2=0.27 P=0.81 X2=0.05 P=0.15 X2=2.05 P=0.33 X2=0.94
Confidentiality
Confidential/ (N) 116 92 78 116 68 147 63 152 110 105 53 160 134 80
anonymous (%) 46.2% 49.2% 50.6% 44.8% 46.9% 47.7% 46.0% 48.1% 51.6% 43.6% 45.7% 47.8% 49.6% 43.7%
Reporter identified, | (N) 135 95 76 143 77 161 74 164 103 136 63 175 136 103
known (%) 53.8% 50.8% 49.4% 55.2% 53.1% 52.3% 54.0% 51.9% 48.4% 56.4% 54.3% 52.2% 50.4% 56.3%
P=0.53 X2=0.38 P=0.24 X2=1.33 P=0.86 X2=0.02 P=0.67 X2=0.17 P=0.08 X2=2.95 P=0.70 X2=0.14 P=0.21 X2=1.53
Enforcement
Voluntary system (N) 67 48 42 67 33 87 50 70 51 69 35 83 70 50
(%) 27.6% 26.1% 27.6% 26.4% 22.9% 29.2% 37.3% 22.7% 24.4% 29.5% 30.7% 25.5% 26.2% 28.6%
Compulsory/ (N) 176 136 110 187 111 211 84 238 158 165 79 242 197 125
mandatory system (%) 72.4% 73.9% 72.4% 73.6% 77.1% 70.8% 62.7% 77.3% 75.6% 70.5% 69.3% 74.5% 73.8% 71.4%
P=0.73 X2=0.11 P=0.78 X2=0.07 P=0.16 X2=1.93 | P=0.002 X2=10.0 P=0.22 X2=1.44 P=0.28 X2=1.14 | P=0.58 X2=0.29
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Use of reports

Identify errors and | (N) 199 149 113 216 126 88.1% | 235 101 260 170 192 84 276 217 144
learning from | (%) 80.2% 79.3% 73.4% 83.7% 76.5% 72.7% 83.6% 80.2% 80.3% 71.2% 83.6% 81.0% 79.1%
mistakes
To identify errors | (N) 49 39 41 42 17 72235% | 38 51 42 47 34 54 51 38
and punish | (%) 19.8% 20.7% 26.6% 16.3% 11.9% 27.3% 16.4% 19.8% 19.7% 28.8% 16.4% 19.0% 20.9%
responsible person
P=0.79 X2=0.06 P=0.01 | X2=6.14 P=0.004 X2=8.22 P=0.007 X2=7.24 P=0.96 X2=0.00 P=0.003 X2=8.53 P=0.62 X2=0.23
Type of error reported
Report all type of | (N) 167 114 95 176 96 196 77 215 134 159 82 209 172 120
incidents( minor , | (%) 76.6% 61.6% 62.5% 68.5% 67.6% 64.5% 56.2% 69.6% 64.1% 66.8% 70.7% 63.7% 64.7% 66.7%
near miss, serious)
Report only errors | (N) | 80 71 57 81 46 108 60 94 75 79 34 119 94 60
that harm  the | (%) | 32.4% 38.4% 37.5% 31.5% 32.4% 35.5% 43.8% 30.4% 35.9% 33.2% 29.3% 36.3% 35.3% 33.3%
patients
P=0.19 X?=1.66 P=0.21 X?=1.52 P=0.51 X?=0.42 P=0.006 X2=7.51 P=0.55 X2=0.35 P=0.17 X2=1.84 P=0.66 X2=0.19

Person that would be willing and easy to report errors to
Colleague / peer (N) 44 31 34 39 24 52 20 56 39 37 18 57 48 28

(%) 18% 17.2% 22.8% 15.4% 16.7% 17.6% 15.5% 18.1% 19.1% 15.7% 16.5% 17.4% 18.3% 15.9%
Hospital (N) 36 23 10 44 27 38 19 46 16 49 17 47 27 38
administration (%) 14.8% 12.8% 6.7% 17.4% 18.8% 12.9% 14.7% 14.8% 7.8% 20.8% 15.6% 14.3% 10.3% 21.6%
Head of unit (N) 135 112 89 144 68 184 81 171 123 130 72 180 155 97

(%) | 55.3% 62.2% 59.7% 56.9% 47.2% 62.4% 62.8% 55.2% 60.3% 55.1% 66.1% 54.9% 58.9% 55.1%
Independent agency | (N) 10 2 3 10 11 3 3 11 8 6 1 13 10 4
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outside the hospital | (%) | 4.1% 1.1% 2.0% 4.0% 7.6% 1.0% 2.3% 3.5% 3.9% 2.5% 9% 4.0% 3.8% 2.3%
Professional (N) 8 5 6 5 6 7 3 10 8 5 0 13 12 1
association %) | 3.3% 2.8% 4.0% 2.0% 4.2% 2.4% 2.3% 3.2% 3.9% 2.1% 0% 4.0% 4.6% 6%
Others N 11 7 7 11 8 11 3 16 10 9 1 18 11 8
(%) 4.5% 3.9% 4.7% 4.3% 5.6% 3.7% 2.3% 5.2% 4.9% 3.8% .9% 5.5% 4.2% 4.5%
P=0.46 X=4.612 P=0.01 X2=13.47 | P=0.001 | X2=21.27 P=0.60 X?=3.63 P=0.007 X2=15.87 P=0.02 X2=12.51 P=0.006 X?=16.22
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5.9 Number of events reported in past 12 month by characteristic of

participants (position)

Significant differences were found between number of events reported in the past 12
months and occupation (p<0.001). Of the physicians, 47.7% did not report any events
in the past 12 months, 41.6% reported 1-3 reports, and 10.7% reported more than 3
reports. In comparison, 65.5% of the nurses did not report any event in the past 12
months, 30.4% reported from 1-3 reports, and 4.3% reported more than 3 reports
(p<0.001).

Table 5.9: Number of events reported by position of respondents

Number of events reported in past 12 month Position
physician Nurse
N % N %
No events reported 71 47.7 205 65.5
1-3 events 62 41.6 95 30.4
More than 3 events 16 10.7 13 4.2
P=0.00 X?=16.11

For open-ended Question, 35 of respondents commented. Most of the comments were

about the necessity of incident reporting, accountability for errors and malpractice.
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Chapter six

Discussion

6.1 Introduction

The study’s aim was to assess the perceptions and attitudes of physicians and nurses
towards incident reporting system in Palestinian governmental hospitals. The purpose
of this study was to gain a better understanding of what factors within a hospital
setting either encourage or discourage healthcare professionals from reporting medical
errors when they happen. This chapter presents discussion of the findings: lack of
incident reporting, perceived barriers to incident reporting, perceived motivators to

report incident and perception on future possible reporting system.

6.2 Lack of incident reporting

There was evidence of lack of structural system for reporting incidents in Palestinian
public hospitals, where 31.6% of the respondents thought that incident reporting
system did not exist and 21% of the respondents were not aware if a reporting system
exists. On the other hand, 30% thought that the incident reporting system was
approved and implemented. This can be explained that, when an error harmed the
patient or caused disability or death, patient families complained on the physician to
hospitals administration which forces the physician to report. In addition, serious
errors can't be hidden, which casting hospital administration to investigate and report
it. This could be an indicator of the spread of the medical errors in our hospitals
despite the absence accurate data about it. In addition, only 31% of respondents
thought that there was clear definition of medical errors and only 5.4% have
knowledge about medical errors. These findings confirm the lack of a robust incident
reporting in Palestinian public hospitals. It follows that if a few health professionals
report incidents then there will be little to know about errors. Our study findings differ
from what other studies reported (Evans S M et al, 2006), where 93.6% of physicians
and 99.8% of nurses know that an incident reporting system existed at three referral
hospitals in South Australia. In their countries there is reporting system, so they

normally would know about it. Under reporting in MoH hospitals may be explained
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as a result of absence developed clear policies for disclosure of medical errors and

adverse events in MoH.

The fact, that lack of a robust incident reporting in MoH hospitals was supported also
by another finding in our study, where 59.6% of respondents reported no events in the
past 12 month. The high percent of no events reported indicates under-reporting of
errors. This is an area of improvement for governmental hospitals because potential
patient safety problems may not be recognized. Nearly similar findings were also
found in previous studies (Hamdan and Saleem, 2013), where 53.2% of respondents of
the Palestinian public hospitals safety culture assessment indicated that did not report

any events in the last 12 months.

Significant association was found between the number of events reported and staff
occupation, where physicians reported more events than nurses during the previous
year (p< 0.001). While 47.7% of the physicians did not report any events, 56.5% of the
nurses did not. In contrast, Taylor et al (2004) found that only 10.5% of nurses did not
report any event in the past year comparing with 45.9% physicians did not. This might
be explained by the fact that physicians are forced to report events by the investigation
committees once the patients got complications or complained against the medical

errors.

6.3 Perceived barriers

Prevalent culture

The main barrier to incident reporting in Palestinian public hospitals was the prevalent
of a punitive culture, where 74.4% of participant indicated that a culture of blame and

punishment prevalent in their hospitals.

Most of the participants (82%) worried that their mistakes are kept in their personal
files. Similar findings were found in another study conducted in Qatar (Al-Ishag, 2008),
where (90%) of nurses feel the same. Our result also showed that 74.8% of the
respondents feel that reporting adverse events it like a person is written up. This is lower
than what was found in Pakistan study (Malik, 2010), where about of the respondents
(57%) feel the same or among nurses (42.6%) in the Philippines (Guzman, 2012). It is

clear that the culture of organization influences incident reporting practices. Clinicians
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working in a culture of blame and punishment do not report all errors, primarily because
they fear punishment (Hughes et al, 2008). Our findings result showed that employees
did not feel sure that they will receive fair treatment when they report incidents or that
they will be unfairly blamed. However 55.3% of respondent believed that reporting let
everyone knows that they have made mistakes and this was lower (62%) than other
researches (Wilson et al, 2008). An explanation may be that in our hospitals, as
mentioned previously, nurses and physicians reported errors when they were requested
to report by investigations committees when error has harmed the patients. This fact
justified by the culture of shame and fear of negative consequences among health
workers in the MoH hospitals. This is very relevant to other barrier (Fear of
consequences). The fear of blame from peers and non peers, which may lead to damage
their reputation or unjustified reprisals, will discourage medical error reporting. Another
issue that may play a vital role in reluctance to report is the dominant culture and social
values that influence their professional’s advancement due to the fact that medical errors
are costly in term of human lives. Results in this study showed that the administrations
of hospitals focus on the person than the system and the fear of consequences to
incident reporting generated as a result of the prevalent punitive culture in Palestinian
hospitals which is considered reason for not reporting. These findings were confirmed
in another study (Koohetatani et al, 2009) where, (97%) of nursing students thought that
administration of hospitals focus on individual rather than system factors to medication

adverse events.

Significant difference was found in responses to the years of experience at the hospital
regarding to punitive culture. Doctors and nurses who have spent more than 5 years at
their hospitals (73.48%) believe more that the dominant culture in their hospitals is
punitive one than those who have spent 5 years or less (70.35%) (p<0.05). This may
be explained by the fact that doctors and nurses who work more than 5 years are more
familiar with the administrative procedures when an error occurs than those who have

worked less than 5 years.
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Reporting system structure

There was very low (30.6%) participant perception towards the event reporting
structure in the MoH hospitals. This was evident by the lack of knowledge about
medical errors that only (5.4%) had knowledge about medical errors which indicated
as one of the main reasons of underreporting. Different results were found in another
study which conducted in children hospital in Washington, where 65.4% of physicians
and nurses had better education about what is considered medical error that should be
reported (Taylor et al, 2004).

The study showed also that 55.6% of respondents believed that system enforce doctors
and nurses to report adverse events and medical errors. This may be explained by that
doctors and nurses in MoH hospitals are usually enforced to write report about the

medical error by administration of hospital when an error has harmed the patients.

About one third of participants indicated that there was a clear definition of medical
error. In a study in Washington, 40% of pediatric doctors and nurses were unsure
about what is considered medical error (Taylor et al, 2004). Reporting of errors in the
medical setting in MoH hospitals usually takes place in an informal, nonofficial
manner among healthcare professionals involved in with patient care. Many errors, as
well as events that are considered complications, are discussed verbally a one-on-one
basis or in larger groups such as in morning meetings. Clinicians are expected to
document complications and adverse events in medical record; however errors are
formally reported in case of death or disability that may occur and families’

complaints.

Significant differences were found in responses in relation to the sex of participants
regarding lack structure events reported, where female (60.84%) were more likely to
believe that the lack of feedback about reporting system process is important barrier
to reporting than male (53.79%) P<0.001. Moreover, nurses (58.8%) were
significantly higher than doctors (53.59%) in believing that reporting process is a
barrier to reporting (p=0.006). These differences may be explained that nursing
practice incident reporting less than doctors which in turn reduce nursing feedback
about medical errors. This fact supported our previous finding that nurses reported

events less than doctors. Also significant differences were found according to the
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educational level. Respondents who had 2 years diploma (61.7%) were more likely to
think that reporting process is influential barrier to incident reporting than those with
above educational level (55.18%) (P<0.001). This showed that educational level play

role in professionals’ attitudes regarding medical errors and adverse events reporting.

Fear of negative incident reporting consequences

Our study findings showed that 61.8% of doctors and nurses fear of the negative
consequences of reporting events. The biggest fear was of administrative sanctions,
where 74.8% of the participants feel insecure about their job and are afraid of
administrative sanctions. Fear of administrative sanctions may explain the findings
that 34.55% of respondents like to report only errors that harm patients. This may be
because health professionals were afraid that they will face administrative
punishments after committing and reporting an error. In Palestine, disciplinary actions
such as written alert, reprimand, financial compensation and dismissal are taken by the
MoH and the professional association against doctors who proved to responsible for
patient harm (Asaf, 2008). Similar to our study, Malik and colleagues (2010) found
that 69.2%, 67.9% of physicians and nurses respectively believe that administrative
sanctions is the most important barrier to incident reporting, in comparison with our
study 64.15% and 65,3% of physicians and nurses respectively fear of consequences

of reporting.

On the other hand, 74.3% of respondents fear of legal and financial penalties.
Different results were found by Malik et al (2010), where (24.5%) and (26.2%) of
doctors and nurses respectively fear of financial and legal penalties. This may be
explained by the issue that insurance companies and professional associations don not

insure health professionals against malpractice financial penalties in Palestine.

Significant (p=0.02) differences according to fear of incident reporting consequences
in relation to work hours were found, where who worked 40 hours per week and more
were more likely to fear of incident reporting consequences (66.29%) than those who
worked less than 40 hours per week (60.75%). Those who worked more than 40 hours per

week probably mistake more and faced administration sanction more.
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Manager attitudes

Another perceived barrier for incident reporting is manager attitudes, where this
domain received only 41.5% of positive responses. Our study showed negative
perception towards attitudes of management which adversely influences the incident
reporting behavior. Similar finding was observed by Hamdan and Saleem (2013),
where management support to patient safety received only 43% of respondents’
agreement. Moreover, our results were lower than those reported by (60%) in the
study conducted in Hamad Medical Corporation in Qatar state (Al-Ishag, 2008).
While, in this study 54% of respondents believed that manager/ supervisor seriously
consider their suggestion to improve patient safety, in Pakistan study 61.4% believed
that their managers adopt their suggestions to improve patient safety (Malik et al,
2010). In addition, while 49.4% of participants indicated that they were informed
about medical errors that happen in their units, 71% of the participants in Pakistan
were informed (Malik et al, 2010). Many studies referred to the lack of feedback about
medical errors as a strong barrier to incident reporting. Similar study conducted in
Pakistan (Malik et al, 2010) also found that 88% of doctors and 84% of nurses believe
that “lack of feedback about medical error” is the most important barrier to incident
reporting. Another study in South Australia also found that almost two third of health
professionals (doctors and nurses) believed lack of feedback was the greatest deterrent

to reporting events (Evan et al, 2006).

These findings may be explained by that managers did not have enough awareness
toward patient safety issues and the absence of clear policy and procedure for
reporting medical errors in public hospitals. One of the strongest barriers which related
to manager’s attitudes was that “28.9% of doctors and nurses believed that managers
did not protect them when an error occur” justified their fear of incident reporting
consequences. Higher error reporting rate is more likely in organizations with clear
and open communication between workers and managers when quality improvement
efforts are focused on healthcare process, and not on individual error, and where

organization is supportive of error reporting (Naveh et al, 2006; Nast et al,2005).
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Individual believes

Individual believes of health professionals (doctors and nurses) was weakest barrier to

incident reporting in our study, where the positive response rate (35.1%).

Another interesting finding was that 46.3% of participants were not sure whose
responsibility it is to report. Results obtained from another study (Evan et al, 2006)
showed that 17.2% of doctors and 16.4% of nurses respectively were not sure whose
responsibility it is to report. This emphasizes the lack of incident reporting system,

lack of training on the procedure and feedback about medical errors in MoH hospitals.

In addition to that, 24.8% of respondents thought that near miss should not be
reported, although was lower than (36%) of doctors and (48%) of nurses respectively
did not see any point in reporting near misses (Evan et al, 2006). An explanation of
these findings may be that reporting near misses can facilitate a blame-free approach
and fewer cultural and psychological barriers. Yet, health professionals (doctors and
nurses) may believe that near miss is unimportant and caused no harm especially if
intercepted. Interesting findings which considered as motivator to report that only

25% of respondents believed that there was no perceived benefits of incident reporting

6.4. Perceived motivators

The study investigated the nurses and physicians/ perceptions towards the motivation
to report events in their hospitals. The findings indicated that most of health
professionals (doctors and nurses) believed that reporting is important to get
immediate help to patients (93.5%). Almost similar results were found in a study
conducted in Saudi Arabia (Alsafi et al, 2011), where 83.2% of respondents believed
that reporting events prevents further complications. Also in this study most of the
participants indicated that reporting is important to learn from mistakes (91.5%), in
comparison while Garbutt and colleagues (2008) reported 95% of the physicians
agreed with that Malik (2010) in Pakistan showed that only 42.3% of the physicians
and 12.6% of the nurses agreed with the same motivation for reporting.

Although noted in our study that 88.8% of participants believed that reporting medical
errors is important because they have ethical and professional responsibility to report

or towards patients. Similar results were found in another study (Alsafi et al., 2011),
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where 85% thought that reporting is ethical issue. Also our study suggested that most
of health professionals (doctors and nurses) believed that reporting is important to
minimize repetition of errors. Similar results were found in other study (Malik et al.
2010), where (80%, 84%) of doctors and nurses respectively supported the same idea.
These findings may be explained that most of health professionals in MoH have high
awareness about the importance of reporting medical error especially for the purpose

of learning and reducing the recurrence of similar errors in the future.

6.5. Future possible incident reporting system

Methods of reporting system

The findings showed that 77.8% of doctors and nurses preferred paper/based written,
while 22.2% preferred verbal method. Other studies confirmed that, in the presence of
written protocols and guidelines, an incident is more likely to be reported (Malik et al,
2011).

Confidentiality

As for the confidentiality of the system, 47.25% of participants preferred that reporting
system should be confidential and anonymous, while 52.75% preferred that reporter
should be identified and known. Identifying reports disclose the reporter's identity
within the report for anyone reviewing the incident to take note of. This method allows
the reporter to be contacted for further information regarding the incident, which can
be very useful in obtaining a complete and rich description of the event. However,
providing the identities of those involved with an incident carries with it a heightened
fear of blame. Identifying reports clearly link individual personnel with an incident
which can influence reporters to not report incidents which they can hide to avoid any
potential embarrassment or punishment (Colvin, 2011). Very different findings were
found in other study (Sexton et al 2000), where 90% of respondents believed that
confidential reporting system that documents medical errors is important for patient
safety. Many studies focused on anonymity of incident reporting and justified the
anonymity to protect the reporter from any punitive reactions (Runciman, 1993;
Beckman, 1996; Geiduschek, 1998; Alsafi, 2011). In addition, 60% of the study
sample which conducted in Saudi Arabia felt that it would encourage reporting if
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confidentially assured (Alsafi et al, 2011). In this context, it has been reported that a
feature of successful reporting system is that should be confidential (Leap, 1994). Also
Taylor et al (2004) suggested that anonymous reporting system have a higher rate of
reporting compared to confidential incident reporting system. The weakness of
anonymous reporting is that it removes the potential for reporters to be asked further
questions to supplement the information that was recorded by the incident reporting
system and it may limit the potential learn from incidents that are reported on (Holden
& Karsh, 2007)

Enforcement

Our results showed that participants (72.7%) preferred mandatory incident reporting
system, while 27.25% preferred voluntary incident reporting system. This may be
explained that doctors and nurses willingness’s to report was their confident that
information reported would be used to make improvements. If they have little
confidence that this will happen, they are likely to seek out opportunities to formal
mandatory reporting system. Different results were obtained from another study (John
et al, 2004) where, the minority of participants (18%) agreed the reporting of adverse
incidents should be mandatory, while a majority (73%) agreed that they would be
selective in their reporting in a mandatory system.

Use of reports

Findings of our study indicated that the majority (80.2%) of participants believed that
the purpose of incident reporting system is to identify errors and learn from mistakes
to improve patient safety, while (19.8%) thought that it should be to identify errors and
punish the responsible person. Similar findings to our study findings were found in
other study (Garbutt et al, 2007), where the majority of respondents believed that it
should be used to improve patient safety. While 97% believed that they should report
serious errors only, 82% agreed that near miss should be reported also. These findings
was consistent with the earlier result on that the majority of physicians and nurses
believed that reporting necessary to get immediate help to patients and to learn from
mistakes. This may be interpreted as health professionals have become convinced that

policy of punishment is of no value in reducing the medical errors that may occur.
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In relation to the age of participants, significant difference was found; where 83.7% of
those who were 30 old age and more were more likely to believe that the use of reports
Is to identify errors learn from mistakes than those who were less than 30 years
(73.4%) P=0.01. This may be explained that the older age participants had more
experiences and spent more years in their units and hospitals that may faced many
medical errors in their professional life, which in turn they faced more administration

sanction. They became more convinced that punishment did not reduce medical errors.

Moreover, significant difference association was found regarding to the occupation,
where physicians (88.1%) were more likely to believe that the use of reports is to
identify errors and learn from mistakes than nurses (76.5%) (p=0.004). Similar
findings were found by Malik and colleagues (2010), where significant difference was
found between physicians (42.1%) and nurses (12.6%) in relation to the use of
reporting to for learning from errors. As we obtained from our study that physicians
reported errors more than nurses because they enforced by investigation committees to
report as a result of patient’s complaint which forcing them to think how to reduce their

errors.

Types of errors reported

Our study indicated that 65.5% of respondents preferred to report all types of errors
(minor, near miss, serious) but, 34.45% preferred to report only errors that harm
patients. Compared with previous studies, while physicians (43.8%) were less willing
to report medical errors in our study, Garbutt et al (2007) found that 99% of the
physicians were willing to disclose major errors performed on pediatricians. Gallagher
et al (2006) studied 2637 physicians in the USA and Canada and found that 98% and
78% of the participants respectively believed that major and minor errors should be
disclosed to the patients. The difference observed in Palestine may be as a result of
differences in challenges faced by physicians in the Palestinian medical care system
and doctors' knowledge regarding error disclosure. Social and cultural differences of
our patients, lack of a support system for physicians in case of medical error and
neglect of ethical issues during their education may also be among other reasons. In

addition to that there is no system to enforce reporting like other countries.
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Person that would be willing and easy to report errors to

More than half of respondents (57.6%) preferred to report events to the head of
department This was more than reported in Italian hospitals (Albolino et al, 2010),
where 38.8% preferred to report to their head of department but less than reported in
Pakistan, (60.5%, 80.5%) of doctors and nurses respectively preferred to report to the
head of department (Malik et al, 2010). This preference may be because department
heads are more accessible, offer a certain level of confidentiality and feedback may be

pursued easily.

Significant difference was found in relation to age, where 59.7% of those who were
less than 30 years old age preferred to report to head of department, while 56.9% of
those who were 30 old age and more preferred to report to the same person (p<0.01).
This may be explained that participants under 30 years may feel close and more
confidence to their head of department. Also our study show significant proportion of
doctors (47.2%) and (62.4%) of nurses were in favor of reporting an incident to the
head of department (p<0.001). Similar findings to our findings that nurse were
significantly more likely to report an incident to the head of department than doctors in
other previous study (Malik et al, 2011), where (80%, 60%, nurses and doctors
respectively) preferred to report to the head of department. This may be explained that
physicians fear that head of department will tell others colleague, which lead to loss
their clients in the private sector, while the nurse didn’t practice in other private
clinics. Although, physicians rotate different department, so they might be not so close

to their supervisors.

Also in our study, found that participants who have spent 5 years experience and less
(60.3%) were more likely to prefer to report to head of department than those who
have spent more than 5 years experience (55.1%) (P=0.007). These differences may be
explained that, who spent more than 5 years were more aware to the negative
consequences that could happen when they report to their head of department or they

know the way out.

Also, significant difference was found in relation to work hours, where (66.1%) of
those who worked less than 40 hours per week were significantly more in favor to

report to their head of department than those (54.9%) who worked 40 hours per week
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and more (P=0.02). This difference may be explained that sometimes who work more
than 40 hours per week have no time to report or they give themselves excuses

because they are working extra hours.

Finally,( 58.9%) of those who had 5 years experience in the unit and less were
significantly more likely to prefer to report to their head department than(55.1%) of
those who had less than 5 years experience in the unit (P=0.006). Table 1.1 shows

comparison literature review finding with our study findings.
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Table 6.1.. Comparison of our results with other studies

Authors Title country setting participants Results Our results
Evans et al,2006 | Attitudes and barriers to incident | South Six 186 doctors and 93.6% of physicians, 99.8% of nurses | 49.8% of respondents
reporting: a collaborative hospital | Australian hospitals. 587 nurses. knowing that an incident reporting think that incident
study system existed. reporting system does
not exist.
Two third of health professionals 70% don’t have
(doctors and nurses) believed lack of | feedback about medical
feedback was the greatest deterrentto | errors.
reporting.
17.2%, 16.4% of doctors and nurses 46.3% of participants
respectively are not sure whose are not sure whose
responsibility it is to report. responsibility it is to
report.
42% of staff surveyed believed that 24.8% of respondents
medication near miss should be think that near miss
reported. should not be reported
Hamdan et al Assessment of Patient Safety Palestine MoH 282 doctors, 53.2% of respondents reported no 59.6% of respondents
2013 Culture in the Ministry of Health hospitals 693nurses , events at Palestinian public hospitals reported no events in

Hospitals in the West Bank

52pharmacist,
221
administrative
support and 170
other health
professionals

the past 12 month.
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Taylor J et al. Use of Incident Reports by USA Children's 100 doctors, 100 | 45.9% of physicians completed 0 47.7% of physicians

2004 Physicians and Nurses to hospital nurses incident reports during the previous 12 | completed 0 reports as
Document Medical Errors in months as compared with 10.5% of the | compared with 56.5%
pediatric patients responding nurses. of the responding

nurses.
40% of pediatric doctors and nurses in | About third of
Washington were unsure about what is | participants believed
considered medical error. that there was a clear
definition of medical
error.

Alishaq A, 2008 | Nursing perception of patient Qatar Three 400 nurses (90%) of nurses feel that their mistakes | (82%) worry that their
safety at Hamad Medical private also are kept in their files. mistakes are kept in
corporation State of Qatar hospitals their personal files.

Malik M R et Attitudes and perceived barriers Pakistan One hospital | 217 doctors & (57%) worry that their mistakes are (82%) worry that their

al.2010 of tertiary level health nurses kept in their personal files. mistakes are kept in

professionals towards incident
reporting in Pakistan

their personal files.

(88%) of doctors and 84% of nurses
believed that “lack of feedback about
medical error” is the most influential
barrier to incident reporting.

(49.9%) did not have
feedback about medical
errors.

69.2%, 67.9% of physicians and nurses
respectively believed that
administrative sanctions are the most
important barrier to incident reporting.

74.8% feltl insecure
about their job and are
afraid of administrative
sanctions.
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(24.5%) and (26.2%) of doctors and
nurses respectively fear of financial
and legal penalties.

74.3% of respondents
fear of legal and
financial penalties

(57%) feel that reporting adverse
events, it like a person is written up.

74.8% of respondents
feel that reporting
adverse events, it like a
person is written up.

61.4% of respondents believed that
manager/ supervisor seriously consider
their suggestion to improve patient
safety.

54% of respondents
believed that manager/
supervisor seriously
consider their
suggestion to improve
patient safety.

Only (42.3%, 12.6%) of doctors and
nurses respectively agreed that incident
reporting is important for purpose of
learning from mistakes.

(91.5%) of participants
agreed with same idea.

71% of the participants in Pakistan
were informed about medical errors
that happen in their units.

49.4% of participants
indicated that they
were informed about
medical errors that
happen in their units.

(60.5%, 80.5%) of doctors and nurses
respectively preferred to report to the
head of department.

More than half of
respondents (57.6%)
preferred to report to
the head of department.
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(80%, 84%) of doctors and nurses
respectively believed that reporting is
important to minimize repetition of
errors

Most of (doctors and
nurses) believed that
reporting is important
to minimize repetition
of errors.

Wilson B, 2008 | Reporting of Clinical Adverse England Leeds, York | 201 doctors and (0.62%) of respondents believed that 55.3% of respondent
Events Scale: nurse/nurse- reporting let everyone knows that | believed that reporting
a measure of doctor and nurse and Hull midwives made mistakes. let everyone knows that
attitudes to adverse Lo undergoing post they made mistakes.

. Universities e
event reporting qualification
training

Alsafi M D et Physicians’ Attitudes Toward Saudi Arabia Al-Iman 161 physicians 83.2% of respondents believed that (93.5%). of health

al, 2011 Reporting Medical Errors-An General reporting prevents further professionals (doctors
Observational Study at a General Hospital, a complications. and nurses) believed
Hospital in Saudi Arabia tertiary care that reporting is

hospital. important to get

immediate

85% thought that reporting is ethical
issue

88.8% of participants
believed that reporting
medical errors is
important because they
have ethical and
professional
responsibility to report
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Garbutt J et al,

2007

Reporting and disclosing medical
errors: pediatricians' attitudes and
behaviors

USA

Two
children's
hospitals

898 pediatric
physicians and
residents

The majority of respondents believed
that to improve patient safety, they
should report serious errors (97%),
near miss (82%).

(80.2%) of participants
believed that the
purpose of incident
reporting system is to
identify errors and
learn from mistakes to
improve patient safety
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6.6 Conclusion

Assessment of health professional's attitudes toward incident reporting is critical for
recognizing the reason for under reporting. Theses assessment should be viewed as a
starting point in developing formal incident reporting system in Palestine. This study is the
first to Palestine in order to stand on the reasons for not reporting medical errors in MoH
hospitals and to deeply investigate the physician and nurses' attitudes toward incident
reporting in MoH hospitals. Factors that may play role in discouraging and motivating
incident reporting were also evaluated. The fact that the target staff is those with direct
contact with patients and the quite significant participation in the study by the MoH
hospital personnel increase the validity of the results. We can conclude from the results
there is a lake of formal incident reporting system in MoH hospitals, very little knowledge
about medical errors. This reveals the prevalence of a punitive culture and fear of negative
consequences of reporting errors in MoH and weak management role in providing a climate
that promotes patient safety and encouraging reporting incidents. There are motivating
factors that can help in promoting event reporting in public hospitals, especially the believe
of the clinicians (nurses and physicians) that reporting will assist in getting help to the
patients and event reporting can help in minimizing the repetition of the same errors. We
also conclude that the physicians and nurses prefer a sort of mandatory incident reporting
system that mainly used for learning from errors and improving patient safety rather than a

tool for punishing those doing errors.

The study showed that there are statistically significant differences among physicians and
nurses in their attitudes regarding to number of events reported, structure of events
reported, use of reporting and to who should be reported. However, nurses significantly are
more reluctant to report incidents than doctors and are more in favor of reporting incidents

to the head of department than doctors.
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6.7 Recommendation
Based on the study results, the main recommendations are summarized as follows:

e The MoH should develop and enforce a formal incident reporting system in public
hospitals.

e The MoH should work on changing the blame culture and create a climate of open
communications and continuous learning, building on the fact that most of health
professionals are willing to report incidents to their supervisors.

e Patient safety education should be integrated into health education.

e Insuring health professionals against malpractice financial penalties by professional

associations in Palestine.

Areas for future researches
The results of this study have elucidated some avenues for further researches:

e Assessment of the policy maker's attitudes toward incident reporting in MoH.
e Exploration patient's perceptions toward disclosure of medical errors.
e Measuring adverse events and medical errors in MoH hospitals.

e Comparison of health professional's attitudes towards incident reporting between

private and public hospitals in Palestine
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Annexes

Annex 1: Study survey (English version)

Part One: Background information.

1- Gender:
1- Male.
2- Female.

2- AQE: ceiiriiniinnnns

w
1

Profession Occupation:

1- Resident Physician. 2- Stuff Nurse.

3- Specialist Physician. 4- Aid Nurse (diploma).

5- Other specify...

4- Educational level :
1- Diploma (2 years and less) 2- Bachelor
3- Graduate studies(MS and more) 4- Other specify...

5- What is your primary work area/ unit at this hospital
1- Many different 2- Pediatric
hospitals/units.
3- Medicine (nonsurgical). 4- Emergency department.
5- General surgery. 6- Intensive care unit.
7- Obstetrics/gyn. 8- Orthopedic.
9- Radiology. 10- Anesthesiology.
11- Other, specify ......ccovviiiiiiiiiiiiii e

6- How long have you worked in the hospital?

1- Less than one year 2- 11-15years
3- 1-5years 4- 16 and more
5- 6-10 years.
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7- Typically, how many hours per week do you work in this hospital?

1- Less than 39 hours per week (part time) 2- 60-79 hours per week
3- 40 -59 hours per week 4- 80 hours and more
5- 60-80 hours per week

8- How many vears have you worked in your current specialty or profession?

1- Less than one year 2- 11-15years
3- 1-5years 4- More than 15 years.
o- 6-10 years

Part two:

Section A: Frequency of Events Reported

In the past 12 months, how many event reports have you filled out and submitted?

1- No event report 2- 1-2 event report
3- 3-5event report 4- 6-10 event report
5- More than 10 event

Section B: Availability of incident repotting

Reporting system for adverse events and medical errors in the hospital at which
you work is:

1- Approved and implemented 2- There is no incident reporting
3- Approved and not implemented 4- 1 do not know
Part Three

Section A: Please indicate your agreement or disagreement with the following
statement about incident reporting your hospital system/work environment and
the factors that influence your Incident Reporting behavior:
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®|g|Z|> |
3 |8 % |8 |3
ERERERERE
< (8 |7 <
o QD
@' Q
& 3
3
1 System enforces the physicians and nurses to report the adverse | 1 | 2 | 3 | 4
events and medical error.
2 There is a clear definition of error that may occur at this hospital 112345
3 Lack of knowledge about error. 1123|465
4 Staff feels like their mistakes are held against them. 1123|465
5 Staff worry that mistakes they make are kept in their personal | 1 | 2 | 3 | 4 | 5
file.
6 Reporting adverse events, it feels like a person is written up. 1123|465
7 Reporting is a method through which to pin point blame 112345
8 Reporting incident is not part of my job. 1123|465
9 I am unsure whose responsibility it is to report errors. 112345
10 | Reporting take long time to complete. 1123|465
11 | No perceived benefits of reporting incidents (learning from | 1 | 2 | 3 | 4 | 5
error).
12 | Reporting adverse events let everyone knows that | have made | 1 | 2 | 3 | 4 | 5
mistake.
13 | Near miss (those errors intercepted and prevented before | 1 | 2 | 3 | 4 | 5
happen) should not be reported.
14 | My supervisor seriously considers staff suggestion to improve | 1 | 2 | 3 | 4 | 5
patient safety.
51 | Staff feels free to question the decision of those with high| 1 |2 | 3| 4| 5
authority.
16 | Manager /supervisor protect reporters of error from negative | 1 | 2 | 3 | 4 | 5
consequences.
17 | We are informed about errors that happen in the unit. 112|345
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Section B: Please indicate your agreement or disagreement with the following

statements about what you think about the consequences (fears) of reporting incidents

QI IO |z |> |
S|z |2/5 |3
2|€ |2 |8 |2
<8 |7 <
o QD
7 <
& g
g
18 Fear of administrative sanctions (loss of job, transfer, prevent 112 |3 |4
promotion).
19 Fear of lawsuits(legal and financial penalties) 1123|465
20 Fear that own competence may be questioned. 112345
21 Fear of loss respect of colleagues. 112345
22 Fear of loss reputation. 1123 |4]5
23 Fear of revenge of patients or their families. 112345
24 Fear of press and the issue become public. 112|345
25 Fear of loss clients. 1123|465
Section C: Please indicate your agreement or disagreement with the following
statements about the motivation to report incidents.
QO|IZ2|>» |
3 18 |Z |8 |3
-RERERR=
< 8 |” <
o QD
7 Q
& 2
%
Reporting incident is important to get immediate help to patient 1 (2|3 1|4 |5
Reporting is important to learn from mistakes (minor, near miss, 1 (2|3 1|4 |5
serious).
Reporting is important because clinicians have ethical and 1 |23 |4 |5
professional responsibility to report incident.
Reporting is important to develop reporting system to minimize 1 213 |4 |5
repetition of errors.
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Part Four

Section A: Select one from each of the following pairs of selection characteristics of

an incident reporting system that would you support?

Method of reporting 1) Paper based/written 2) Verbal reporting
Confidentiality 1) Confidential, anonymous 2) Reporter identified,
known
Enforcement 1) Voluntary system 2) Compulsory
/mandatory system
Use of reports 1) Identify errors and learning 2) To identify errors and
from mistakes; improve patient punish responsible
safety person
Type of error 1) Report all type of incidents 2) Report only errors that

reported

(minor, near miss, serious).

harm the patients.

Section B: Please select one of the following person that would you be willing and easy

to report errors to:

1) Colleague/ peer

2) Hospital administration

3) Head of unit

4) Independent agency outside the hospital
(e.g. patient safety agency)

5) Profession associations (e.g.
physicians, nursing associations)

6) Other, specify

Part Five

Please specify other recommendation that would be to developing an incident

reporting system at the governmental hospitals.

Thank you
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