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NURSES! PERCEPTIONS OF INCIDENT REPORTING

~ !
o~ ’ ¢

)
The purpose of the reazi;oh was to describe nurses'
perogptiona of incident reporting and to ascertain personal
and professional variables influencing their perceptions.
The stud} aurveyed”starr nurses' and nurse-supervisora'
perceptions of the actual and ideal purposes of incident
reporting, situations requiring incident reporting,
guidelines for incident reporting, actual and ideal
processing of incident reports, factors influencing incident
reporting, and overall perceptions of incident reporting.

Interviews were conducted withrthe Director of Nursing
and Quality Assurance Coordinator to determine the
organization and nature of 1ncident.report1ng in the
hospital., The interviewees expressed general satisfaction
with the overall incident reporting and data processing
systems, although the systems d{d not meet the standards of
the ideal risk manageneni program.

The questionnaire, developed by the researcher, was
distributed to a random group of 213 staff nuraea’and nurse-~
supervisors on medical, surgical, and intensive ocare areas
in an active treatment, urban general hospital. The return

rate was T4.2 percent.



Means and pcrocntlgoldiatributiona were used to
..desoribe the nurses' responses to the items in the
questionnaire, A t-test analysis determined that significant
differences existed between the actual and 1deai means for
purposes and processing for incident reports. Analysis of
variance and Chi Square analysis were used to determine
which d@uographic variables significantly differentiated
nurses' perceptions of purpbaea. situations, guidelinfa,
processing, -.dnfluencing faotors! and overall ratings of
inoident reporting. In this study, the significant
relationships between the independent and dependent
‘variables tended to be unprediggable and minimal.

Nurses' aagisfaction with incident reporting was rated
as average to extremely low. Although mosi nurses perceived
incident reporting as important to enauring a safe patient
environment, most perceived average improvement in the
qQuality of patient care and nursing practice as a result of
incident reporting.

Based on the findings, recommendations were developed
that focused upon revising policy, guidelines, and
proceasing related to.incident reporting., Based upon
deficiencies in nurses' overall understanding of the
relationship between risk management,‘legalitiea and quality

assurance in patient care, a curriculum desiga for an

education program was recommended.
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CHAPTER 1
Introduction, Statement of the Problem

and Its Significance

Introduction

The metamorphosis of the nursing profession has created
an increase in the scope and comprehensiveness of nursing
services. Subsequently, there is a concomitant demand for
accountabi;ity and responsibility in the provision of those
services. Nursing 1is experiencing this demand from the
general public, from other health care proresaionals; and
from individuals among its own mgmberahip. Because nurses
‘have also come to expect greater autonomy in their daily
practice, the nature of the:r accountability has also
changed.

Historically nurses have been prgtected legally by the
physician, who A—acceptcd re?ponaibility >ror dependent
nursing actions, and by the hospital, which accepted
responsibility for having employed them. The 1n;reaaing
professionalization of nursing has partially removed the
legal umbrella that physicians and hospitals once provided;
nurses must be accountable and responsible for the
consequences. of their independent and interdependent nursing
functions and actions. Quandries to this scenario lie in“pho
perceptual differences among the‘nuraos, physiocians, health
care administrators, public,  and legal exporta régaéding the

»
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"professional".nature of nuraiﬁg practice and its associated
accountability and responsibility,.

Duran (1980) observes that the increased scope and
complexity of today's health care delivery systems has
caused nurses to assume respondIbility for aspects of
complex sophiaticated patixnt care regimens, As tﬁe nurse
becomes involved in and makes a great;r number of critical
Judgments regarding patient care needs the risk of makipg
errors also inoreases. An injured patient or an unusual
occurrence resulting fronm dependgnt, independent, or
1nterhependent interventions may bring legal action against
not only the nurse, but also against the physician and the
hoaspital, Failure to report injuries or unusual incidents
exposes the nurse to certain liapility for negligence
(Nardecchia and Meyers,1§80). Reaistance by nurses, for
whatever reason, to nuraiAg bractice standards, and policies
and procedures, is cause for concern to hospital
administrators because of potential cost incurred through
legal services, increased liability insurance premiums, and
the loss of credibility in the public perception.

A contemporary and predominant issue in the heal?ﬁ care
field is quality asaurance;\Happawand Turner (1984)
conclude that this is part of a broad;r trend which gives
‘ greater emphasis to the legal rights of the individual. The
‘patient in a hospital assumes the right to some type of
{asﬁrlnoa of receiving the best care possible. Thg_courts,

a3 well as governments, have been placing greater

responsibility upon the hoabitals' governing boards to



assure high quality patient care.

Recent attention to quality assurance, however, is a
direct result of the current mandate of the Canadian Counoil
on Hospital Accreditation (1983:43) which states that: -

There shall be a current written plan descoribing the

organization and implementation of a quality assurance

program designed to enhance patient care through the
ongoing assessment and ocorrection of 4dentified
deficiences. )

The delivery of quality patient care has always been a
- goal of health care professionals and the aystems within
which they work. In spite of judicial and regulatory
requirements xatient care and quality have always been
interwoven, Most hospitals have some form of quality
assurance mechanism in place (Mappa and Turner,1984), What
has changed 13 the context within which health ocare
institutions fulfill this responsibility. The concept of
qQuality assurance, as determined by the Canadian €Council on
H§3p1t81 Accreditation (C.C.H.A.) rests on the 1h§titution'a
abllity to validate quality asasurance not onl; :hrough its
actions but also through comprehenasive documentation of its
actions (Mappa and Turner,1984),

In recent years, hospital risk management has evolved
(particularly in American hospitals) as an effective
program, to manage and minimize the risks of financial

loss which may occur in the event of providing patient care

in a complex, acute care hospital setting

. (Barker,1983:1v). The myriad of articles written on risk

management closely aligns this management function with



quality assuranée; Broadly qéfined,:risk managemeﬁt 1s;the
‘1dent1fication; Femediation, and’evaluat}on of unusual
’;c urrencesv;hicb may.résult in finahcial loss stemming from
hospital operations (Duran,1980; Joseph and Jones,1984; and
Trenﬁeliko}anchuk,1983). In the literat&re incident
reporting systems are viewed as the cornerstones of
hospitals! riék management operat;ona,
_ a3, ‘

Incident‘reports are records that provide first hand
documentation of occurrences whiéhQare not in Feeping with
the hospital's usual practice‘oi qdélity asaurancé
standards. In the event of litigious action (Duran,1980),
inciwpnt repor;g oan)be valuable in aSSeésing hospifal
liability, nursing aﬁd meﬁi&al practices,'poliqies and
procedures, and quality haasurance $tandaras. Ideally,
incident reports identify high risk areas ranging from a
narbow‘focua on thgi-technical aspects of competent nursing
care to the:broader issﬁes of availability, acceptability,
aﬁd appropriateness of the hedlth\carelsyatem in meeting the
heg}th care needs of theoqommunity which 1t serves. Once.
problems'are identified as deficiencies in patient care, or
as riska to patients, staff, visitofs and/or tﬁe
Lngtitution,'appropriate correcpive action méy be initiated.:

Brown (1983,viii) suggests corrective action may include:

1. A change in the overall organizational structure of
communication. ’

2. A change in a technical aspect of patient care,
3. Reévisions in nursing care standards. |

4, Revisjions in quality assurande standards.



5.. Re-education énq continuing education of nursing and
medical staff. .

Reduction in risk factors.is cost effective qQuality

@agsurance. Proponents of risk management agree that although
r;ak cannot be eliminated entirely, muchAhospital and
provider 1liability can be prevented through effective
incident reporting systems.'

The result of increased opportpnities for litigation
m;y be to fiighten many nurges (Duran,1379). Compounding
this an#iety is ‘a system’which drrers minimél allowance for
committing errors and mistakes.{The occurrence of mistakes
is generally viewed negé?ively and responded to punitvely.
As avresult, somé nurées may avoid completing incident
répofts. Research by pharmacists Barker and McConneli (cited
by Newton and Newton,1977:62) on medication errors
concluded that 29 percent of all nurses can b;-expected not
to report any type of medication error. Newton_a:d Newton
(1977) speculate that hurses fear disciplinary action or
disapproval by nursing colleagues and superiors,

The focus of this reséarch was to des3cribe nurses’
perceptions of 1hciden£ reporting and to determine the
effects of personal and professional variables on qurseh'
perceptions of incideqt reporting in an urban, active-
treatﬁent, general hospital. If it has been sﬁown that some
rurses do not éomplete'incident reports for medication
errors, would'nurses' responses to.other unuiual occurrences
be aimglar? The }1terature suggests several factors that are

=

responsible for nursea' peréeptiona and behaviors regarding



incident reportingiwLeﬁderahip style, nurses' fear or

ignoranoe or the legalities surrounding their own practice,

characteristics of 1ncidgnt reporting policy, procedurers
and guidelines or an\environhent'whioh‘will hot tolerate
"trial and efror' learning are factors which may encourage
unethical iqpident reporting practices. Practicﬁl experiqnce
may a8lso contribute to the nurse's repertoire of dqciaion
choices regarding who, what, and when to 're;orj‘
Consequently, some nursing practices hay transcend prudent_
and profesaional nursing practice' atandards. Although
research in other areas has delimited factors impacting on
group and individual behavior, ‘there is8 a paucity of

empirical data that specifically relates these factors to

" nurses! 1neidént reporting behaviors.

Stétement of the Purpose

The purpose of this research was to describe nurses'
perceptibns of incident reportingband to asceftain through
appropriatg_atatistical analysis personal and profassional
variables influenoing.their perceptions of incident

reporting.

Statement of the Research Problem
The problem this ;eaearch addresséd was what are
,huraea' perceptions of 1ncident reporting on adult medical,
surgical,. and 1n§ensive care areas in ap ac;ive treatment,
urban g§neral hospital; and what peéSonal and professional
variables influence their perceptiona‘or incident reporﬁing.

The sub-problems were:



10.

11.

12.

13.

Pl
",

What is the organizaﬁion and nature of incident
reporting in the hospital?

What are nurses' perceptions regarding the actual
and ideal purposes of incident reporting? 5
What are nurses' perceptions regarding situations
requiring completion of an.incident report?

What are nurses' perceptions of the frequency with
which guidelines for incident reporting are
practised?

‘What are nurses' perceptions regarding actual and
ideal incident report processing?

‘What are nurses' perceptions of factors 1nflﬁencing
incident reporting?

What are nurses' overall perceptions of incident
reporting?

What are the personal and professional variables
that significantly influence nurses' perceptions of
tlve actual and ideal purposes of incident reporting?

- What are the personal and professional variables

that significantly influence nurses' perceptions
regarding situations requiring completion of an
1nc1dent report? -

What are the personal and professional variables
that significantly influence nurses' perceptions of
-the frequency with which guidelines for incident
reporting are practised?

What are the personal and professional variables
that significantly influence nurses' perceptions
regarding the actual and ideal incident report
processing?

What' are the persongl and professional variables
that significantly influence nurses' perceptions of
factors influencing incident reporting?

What are the persodal and professional variables
that significantly influence nurses' overall

| perceptions of incident reporting?



Starf Nurse
(RN)

Unit
Supervisor
(us)

Aassistant
Director
Nursing
(ADN)

Registered
Nurse

Active
Treatment
.Hospital

vMedica; Aréa
Surgical Area

Intensive
Care

Area

(1CcU)

Incident
Report

Definitions

A full time, registered nurse who directly
interacgs . with the patient to meet
identified patient care needs according
to established nursing care standards and
hospital policy. '

A full time, registered nurse who
supervises and administers nursing services
in a patient area in accordance with
established nursing care standards and
hospital policy.

A full time, registered nurse . who
supervises and administers nursing services
of designated patient care areas in

accordance with established nursing care
standards and hospital policy.

A nurse-registered pursuant to the Nursing
Profession Act and a registered member of
the Alberta Association of Registered
Nurses(A.A.R.N.).

A facility for the diagnosis and treatment of
patients with acute disease signs and
symptoms. .

i

Area where adult patients are admitted for.
diagnosis and treatment of acute illnesses .
which do not require surgical
intervention. ‘

Areas where - adult patients are admitted for

‘diagnosis and treatment of acute illnesses

which frequently require surgical
intervention. - ,

Ar<a where adult patients are admitted for

diagnosis and treatment of acute medical-
surgical illnesses causing multi-systenm
failures.

An incident report is the accounting and
analysis of an event which is inconsistent
with:

'« the standard operation of the hospital,

2. hospital policy and procedures,

3. routine of patient care; and/or the
safety of patient, staff, and visitor on
hospital property.



Personal ~ Inherent and & acquired characteriastios
Variable which differentiate one nurse from another.
Age was examined in this study.

Professional Factors related to an advanced education,

Variable highly developed skills and moral ethiocal
"standards which differentiate one nurse™
from another, Educatien .and continuin; )
education, area of nursing practice, nursing
experience and position, affiliation with
interest and professional groups, and
participation in nursing research were
examined in this study.

Significance of the Study
This study should have value in that it will add to the
) ¢

lack of empirical data available on nurses' perceptions of

incident reporting and the factors influencing nurses'

perceptions of incident reporting in a hospital setting.

It is hoped the findings will:

1. Assist nurse-administrators to identify aspects of the
incident reporting process with which nurse-supervisors
and staff nurses have experienced difficulty
implementing in the practice setting.

2. Encourage nurse-administrators to review; re-evaluate,

and, if appropriate, revise policies, procedures, and
processing related to - incident reporting.

=

3. Promote collaboration among nurse-administrators,
nurse-supervisors, and staff nurses in formulating
~incident reporting policies that would improve

" consistency in implementation of incident reporting.

4, Prompt nurée-administratora to assist nurse-supervisors
to develop strategies which will support staff nurses in
1mplempnting the incident reporting process,

5. Develop an awareness at all levels of the nursing
department of the significance of effective 4incident
reporting in meeting quality assurance and
accreditation standards. _

6. Encourage nurse-administrators to review the adequaocy of
current orientation programs and continuing- education
programs regarding incident reporting. '



Create an interest 1in risk management programs and
their contribution to quality assurance and cost
effective hospital management. ‘

Stinulate further inveatigation of the perceptions of
incident reporting held by other hospital personnel,
Stimulate further research on the impac€ incident
reporting has on improving the safety and overall quality.
of patient care.

Delimitations

The study was restricted to a large urban, active
treatment hospital in Alberta. This eliminated a large
population of nurses working in a variety of institutions
in numerous capacities.

Information was sought from one adult intensive care,
seven adult medical, and twelve adult surgical areas in
the hospital., Pediatrics, emergency, operating room,
outpatient, and psyochiatric patient care areas were not
included in the study. Obatetrics was located in another
hospital, whi%e a Gynedology area was used for the pilot

study. ' ‘

-

‘The nurses studied were full time, registered nurses in

staff, unit supervisor, and assistant director of nursing
positions., Student nurses, graduate nurses, assistant
unit supervisors, clinical development nursesa, and other
auxillary personnel who may have been posted or employed
in the areas studied were not included in the study.

The atudy was concerned with nurses' perceptions of the
current policy, processes, and processing surrounding

incident reporting.
1

Limitations

The study was limited by the lack of empirical research

on the stated'problem.

Recall and honesty of the respondent may have limited the
validity and reliability of the responses.

Not all respondents would have completed an incident
report, Co

The validity of the questionnaire was limited to face and

content validity.~ Construct, concurrent, and predictive
valldity were not ‘addressed.

4
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5. No formal procedures were used to establish the

reliability of the instrument. Review procedures and a

s pilot study assisted in refining the questionnaire. A

" degree of reliability was assumed when different persons
interpreted questions in the same way.

6. The findings were limited to the Bopulation and situation
studied. Generaiizations to other staff nurses and nurse-

supervisors or to other institutions@Ushould be made with
caution, -

Assumptions

¥
1. It was assumeg that all nurses had perceptions regarding
the use of incident reports and the process of incident

reporting regardlesé of .actual experience with incident
reporting. |

2. It was assumed respondents interpreted the questionnaire
in the manner intended. ,

3. It was assumed that all participants were prepared ﬁo
respond to the items in the questionnaire honesatly and
accurately.

A

e

! Onshnizatioh of\Tﬁesis

The;followiné chapter provides an overview of the
literature and research related to the problem which has
. R

been delineated. Chapter 3 discusses the research dcéign and
methodology, and the deﬁographic profile of the reapondents,
A desQription of the mission, goals, and objectives for
qu#lik} assurance, particularly pegarding safety, and

incident reporting inethe hospital studied are summarized.

Chapter 4 contains a discussion of the findings related to

interviews with the director of nursing and the quality

assurance coordinator regarding tbé organization and nature
of incident reporting in.the hospital studied. The findingsa
related,to>the overall samples' perceptions o( incident

reporting are analyzed’ and discussed., Significant

17



differences between the actual and ideal purposes and
proooagea are presented, Chapter 5 presents 5he significant
pe}sonal'and professional variables influencing nurses'
perceptions of 1ncident'report1ng. The procedures for
analyzing the data are also presented and discussed, Chapter
6 provides a sﬁ;mary, conclusions, implications, and
‘recommendatibns for nursing administration, practice, and

research related to incident reporting.

Summary
This chapter contained an introductory section
d:foribing the reae;rch area and Jjustification for the
atudy. The statement of the pﬁrpose and research problem and
sub-probleas was also presented. The definitions for the
terms haed in the research design were listed. The chapter
concluded with the. significance, limitations, delimitations,

and assumptions surrounding the problem, research design,

and methodology.

12



CHAPTER 2

Related Literature and Research

This chapter presents a review of the nursing and
health sciences literature and research related to incident
reporting. Research desoribing the rationale for the
dependent variables and research design is pr§aented.
Adminiatiation litecgture related to policy development and
implementation in nursing and edﬁcation 18 also briefly
presented, Finally, the conceptual framework within which

the study 1is developed is provided.

Terminology

The literature relevant to 1ncideﬂt report;ng'uaes the
term§ "incident," "unusuallocourrehce,'"accident,' and
"risk" in association with the requirement to complete an
incident report. "Incident®™ and "unusual occurrence"™ are
used synonymously often to define each other. Among the
experts on incident reporting there is general agreement
with Cournoyer (1985) and Duran (1980) that an incident
encompasses those events resulting in injury or_threat of
injury to a patient during hias/her cou;se of mediocal
treatment, Poteet (1983:460) broadly views inoidents as "any
‘_happening, with or without injury involving pationt'li§bap
~or serious expression of dissatisfaction,” This definition

concurs with that of“?tvxtx‘(1983),»and~of Grose (cited by

13
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Barker,1983) who desoribe incidents as having both ‘a
physiocal and paychoiogical ooiponent. Grose is supported by
‘Duran (1980) and Blake (1984). Blake's (1984) definition
creates ambiguity by adding that an incident 1a”any‘event
inconsistent Qith routine hospital operations and patient
care, Sklar (1981b) suppbrts Blake's definition, that an
incident is any occﬁrrence which 1s not implied or defined
by existing hospital policy or procedure. Wasuita (1982), on
the other hand, rejects any efforts to define an incident,
arguing thaﬁ what constitutes an 1ng§dent varies according
to individual perceptions of an event.

In legal terms, an incident may be an event arising
from the negligence or nalpréo;{oe of doctors and nurses
Wwhile fulfilling their professional obligations to the
patient (Creighto;:1981; Picard,1978; and Rozovsky,1979).
Log;lly, an incident need not be confined to an
institutional setting, but may occur in a doctor's office, a
patient's home, a clinic, or at the scene of an accident
where a doctor or a nurse may be initiating energanc&
medical or nursing care. Incidents are often described as
acoidents: events that could have been averted with better
environmental safety precautions, or medigal and nursing
practice and acoountability’(Haauita,198%3; An accident,
acocording to Webster's College Dictionary, is a circumstance
or unusual occurrence which causes bodily injury or propertyt
damage. Further to this is the additignai implication of
negligence or malpractice.

"A risk is an exposure to a chance ocourrence that may
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result in loss of possession, damage, or destruotion of
property or injury to oneao}r or ot:heu‘a'i (Rosenthal and
Rosenthal,1983:38). According to these authorsa, a risk has
the potential to become an incident, although Kinloch (1982)
emphasizes that an incident is a risk situation. A risk
situation may involve ataff, patients, or visitors on
hospital property, and‘presenta the possibility of injury to
those individuals or a deterioration of care necessary to
protect the safety of those individuals, Jackson and Lynch
(1985) use the term "risk" to describe the probability of
the occurrence of an untoward event. Faotors that ‘are
associated with increased risk of developing an untoward
event are called risk factors. Risk facotors are inherent in
social and physical environments, and in individual
behavior, Some risk factors such as prédisposition to
certaln diseases are hereditary.

"The key to the definition of an incident, accident, or
ri;k is that it must be perceived as such by an observer
along with 1its 1legal, financial, and qualitative
implications. In the United States the need to identify
risks in health care 1nat1tu£iona has emerged out of a
practical need to pro;ect the assets of the 1nst1tutioh,
particularly in terms of insurance coats and litigation.
Presently, Canadian society is not as litigious orientated,
but in the face of rising health care costs and consumerisms
the public is demanding greater accountability for qualiti

and cost-effectiveness from the health care system,., Thus,
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the need to define and anticipate "inocidents" is of concern

to health ocare administrators,

Purposes of Incident Reporting Polioy

Poiioy'ia developed and endorsed by top level
administrators as guides to dedision-making and behavior
throughout the organization, Such decisions affect the way
in’wﬂiob overall services are delivered in order to achieve
the hospital's mission, goals, and objectives, Policy in the
form of rules, regulations, and procedures.provide for
continuity, stability, and uniformity by explaining in
concise and explicit terms the specific obligations of
employees. Aa such, policy sets limits on what personnel can
and cannot do (Hoy and Miskel,1978).

In order that any policy be implemented effectively
and effioclently, the first priority to be consif%red is that
the purpoab statement be oclearly understood by those
responsible for the implementation of the policy
(Moore,1971). Driscoll (1975) also emphasizes that
practio;lity and specifioity are important in any policy if
its purpose is to be accomplished. Bryant and Korsak (1978)
and ' Goodman (19834) note that among the problems with
implementation of inocident repbrting ia a‘lack of
understanding of the purpose of the system. Curtin (1981)
t;cla that the negative image and 1-paot of 1nciden£ reports
18 due to lack of oclear purpoaé._llthough the stated purpose
of incident reports is to assess the quality of nursing

practice and safety of the practice environment, according
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”

to Curtin, oAten the actual underlying purpose is to punish

the employee,

Rozovsky (1984) ocites the purposes for maintaining

records such as inoident reports:

1.

7.
8.

Ensuring patients receive average, reasonable, and
prudent care,

Teaching staff as part of a ocontinuing education
program or training students as an acoredited
training facility.

Auditing medical and nursing care in order to revidw
the pattern and quality of care.

Abiding by C.C.H.A., standards as they relate to
review and coordination with other hospital records.

Abiding” by statutes and legislation, insurance,
tax, funding, and medicare directives.

Providing legal defence for the institution,
employee, medical or nursing staff in the event
of a law suit.

Maintaining statistioal records,

Contributing to research projects,

Joseph and Jones (1984) and Poteet (1983) suggest that

objJectives of incident reporting should inglude:

1.

u.

Defining those instances that place management at
some financial risk.
Determining the frequency of 1uoidoﬁt£f"'fﬁ

‘ﬁ
Identifying appropriate remedial or preventative
measures. '

Balancing the cost of prevention against permitting
the risk to remain at possible financial loss.

Blake (1984) emphasizes that the purpose of inoident

reporting is not to place blame, find fault, disoipline, or

satisfy a supervisor. Poteet (1983) suggests that incident

reports can be used as motivators. The belief is that no one
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‘wants to be associated with the hospital area found to havqi;

the most rncidenﬁa reported. Duran (1979) discourages the
use of incident rqporta to‘critic;ze or punishh Instead,
staff should be encodraged to‘anglyze their uritfgn account
of the inoidept and take indepth measures to prevent further
pccur}enQQa., |

'Kinloch jj982$16Y suggests that the 1nHerent purpose. of

1ncident reports should be to advise management of any
occurrence that has the potential of causing inJury or
deterior;tibn in patientfcare. gor the most part, incident
repgrta 'retrospeotivelyjidentify risk situations that have
ogcurredf":”'  ’ ) |

Philpott (1985’130) émphasizes that the purposes .of

,inoident reporting must be aligned uith organizatioral goals
80 that the latter may be advanoed eftectively. She states
that incident reports abe mechanisms uﬁed to:

1.f;on1£ob the type .and‘ frequency of risks
associated with certain approved programs and

o hospital activities, : '

é. Provide data prior tb taking remedial action to
reduce or eliminate the  causes of incidents.
Incidents occur as a result of a variety of deficits
in a system and hence a variety :0f remedial

approaches may be required. e

3.‘Dei5%strgte steps undertaken by management in the
prevention or reduction of forseeable risks,

Whatever the phrpode of a particular policy, 1hcluding

1noident'néport1ng,‘;t!tqnda to become ineffective if the

‘puriosefia lpai,;no longer relevant, or 4inappropriate

(Stevens,1980).

\ N

Along with purpose, a humber of authors advocate the
. . R ‘
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inclusion of the organization's mission statement or
pPhilosophy in the policy statemept. This shouldAoonvey to
subordinates ¢the commifment of hiéher levels of
adminiétration t6 the implementation of the policy as well
as the policy's relationéhip to organizational goals
(Duran,1981;‘B#rkér,17 3; Stevens,1980; Simms, Price, and
Ervine,1 985;». Gryzbek,gm ~and Salman,1979).

According to Creighton'(1981) and'buran (1980) the

purposes of incident reporting may be summarized as:

1.RImproving the management and treatment ofgpatient
care,

2. Docunehting the occurrehce of an incident or
deterioration in services or environment. ,
. 4". ,7 “
3. Communicating the status of hoapital operatiods to
administration. '

4, Reporting potential medical-legal <claims to
insurance companies and hospital solicitor.

5. Developing continuing education programs which
include teaching legal responsibilities for
safe patient care, - ,

Situations Requiring Ircident Reporting
The complexity of the hospital environment, its

programs and equipment, together with the large varieties
iy : :
and numbers of health care workers, patients, and visitors

circulatxaggwithin the environngnt create potential and
actual hazards (Philpbtt,1985). Earlier, derinitions for
"1ncid?nts,"acc1dents,'and 'riska;.ﬁere listpd.In order
theo inqidents be identified as such, ihe nurse;s subjective
»deciaién as to what constitutes aﬁ incident and the

institution's conception of an incident need to be aligned.
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It is an impoassible eipectation that a unanimous agreement

~_as-to what ocomprises an incident will aliays prevalill.

However, without a standardized and widely accepted

definition of an unusual inoident within the hospital,

m——

reporting will probably not be as accurate, timely, or
appropriate (Barker,1983). "Generalities in policies can

lead to donfusion ana, if not strongly stgted, make then

i

vulnerable to those individuals who make rules to suit their

own needs" (Driscoll,1975:1036).

i

C

Barker (1983:33) outlines a comprehensive list of

incidents that require the initiation of an incident report:

1. Medication errors, reaction, or injury.

2., Injury resulting from diagnostic or therapeutic
procedures. ‘ : '

N

3. Patient falls for any reason.
4, Mishaps due to faulty patient care equipment.

5, Accident or 1injury to staff arising from or
-involving the action of patients.

6. Loss of narcotics or other controlled drugs.
7. Fire.

8. Any event with or without patient mishap resulting
in serious expression of dissatisfaction/somplaint
or threatened litigation, ‘ 5

Incompetent professional practices and employee inJuriea are

also considered incidents (Cournoyer,1985).

-

Keliy (cited by Penbirth,1979) lists additional sources
of nursing negligence: |

1. Loas of personal valuables.

\

+ Failure to,oo-plete physicians' orders.

2’
J’ 0"
@’3. Failure to recognize dangers inherent in physicians'



orders,
4. Failure to heed to safety precautions.
Creighton (1981), Duran (1980), Picard (1984), and
Poteet (1983) cite the most common suits involving nurawffas
‘resulting from the following incidents: v
1. Administration of medication.
2. Assisting in the surgical suite,
3. Falls,
4, Burns.
5. Electric shgck.
6.. Injury due to faulty equipment.
7. Nosocomial infection.
' s Mistaken identity. ) |
¢ * H‘iainterpretatioh of signs and symptoms,
Canadian'hosptials are insured through private companies so
that no national statistics on c;aima are available. Piocard
(1984) has summarized lawsuits that have been brought
against health care.proreaaionalq and hospitals in Canada
since the beginning of thiq:oentury. Commonly brought
lawsuits againat nurses have been initiated under burns,
" injection errora,.hospitaI‘acquirédyinrectiona, care of
batiente witﬁ fractupeaf‘failure to diagnoﬁe,'gnd
unnecessary pain and suffering. Hapy lavsuita involved -
injuries to patients thgt occurred during aneasthesia as a
result of nogligeﬁt ledicél and hurqing management, Nuraoa’
were not found liable 1n‘a11 suits, whereas hospitals were
found vicariously 11;510. Acocording to Picard (1§8I), over

thé past ten years there has been no dramatic increase in
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the number of lawauitaebrought ag}insp‘ghe-ledical-or
nursing professions.: However, Can;q;hhg are suying more
frequently. Betwee;'196o and 1984 the number of writs served
to the mediéal profesasion has 1nc£eaaéd from 16 to 516 per
year (Picard,1984)., According to Picard unionism and
professionalism will bring nurseés under increased legal
scrufiny in the future. |

Duran (1980) notes that ﬁedication‘lerrora often result
from a nurse failing to follow the five B's of medication
administration, that is, right pgtient, right drug, right
route, right dose, and right time. Nurses have also frfailed
to follow the hospitai medication procedure. An abundance 5f
nursing studies on patient falls ané medication errors
prevails in the nursing research literature reflecting
 frequency and concern for the occurrence of such 1nq1dent8‘

The high rate of medication errors, patient falls, and
intra-operative incidents is subatantihted by curreét trends
in health care. Pharmaceutical research has introduced an
overwhelming number of medications for the treatmebt of the
disease, Nﬁraes spend a great deal of time preparing,
édhinistering, and documenting medicinal treatments
(Duran,1980). With the average life span of Canadiab?a
incgeasing by 25 years, fall-related‘incidents common to the
geriatric patient in hospital will also increase, Alberta
leads the country in the number of inastitutions for the aged
(Statiatics Canada,1984%a). Despite a variety of coamunity

.and governmental programs geared to care of the elderly at
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home, the number of patients remaining in active treatment
facgilities because of auxillary-bed shortiges oontiﬁuea to
increase., According to Statistics Canada (1984b), Alberta
holds the highest rate for surgery pertormod in Canada at 75
per 1000 inhabitants. At the hospital studied, the nuamber.of
. surgical prbcedures between 1984 and 1985 inoreased by 1400,
despite the fact there have been no staff inocreases,
additional hoqpital beds, or operating rooms allptted
(Annual Report,1985% "The 4inocidents surrounding
inﬁraoperative,eary may be affected by the per éapita

increase,

Sources of Liability

Personal liability. ®The rule of personal liability

states that every person 1is liaﬂle for his own tortious
conduct.” A tort is a private or peraqnal 1egai wrong"
(Bille,1980:75). Personal liability exists in one's personal
lifé as well as in the employment setting. Once the nura;
has acted in a situation, the consequences of that act are
Tsolely the nurse's responsibility and cannot be assumed by
another.'

Negiigence. Negligence ﬁay be broa&ly equated_vith'
carelessness and defined as"conduct-f§lling below the legal
standard for the protection of otheras from.an unreasonably
" great risk of harm" (Viles,1§80:8u). Rozovaky (5979:59)
.rerers to negligence "as the act which a reasonable man

would not have done, or the failure to do something which a

reasonable man would have done, thereby causing hara to
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another.” Nurainguis subject to the duty to exercise
-reasonable care to avoid acts and omissions which might
_reaspnably be foraeeq to likely injure others (Evans,1984).
Since the nurse sees herself as having special skills anq
training she will be Judged in accordance with.acceptable
standards set by her profeséion,'tbe acorediting, federal or
provincial agencies, and quality care standards and/or the
policies and procedures Ar the institution. The iegal
standard is not necessarily that of the best, but of the
avefage, reasonablé and prudent nurse in that particular set
of circumstances (Rozovsky,1979).

) Incompetence. Negligence differs from professional
incompetence 1n-that the latter }eters to unfitness to
practice.. Findings of professional incompetence frequently
result from errors in the preparation and adliniatratioh qf
medications, lack of judgment in carrying out aapect; of the'

nursing process, or poor interpersonal skilla (Sklhr,1981ah

Vicarious liability. Under the rule or  vicarious

4

liabilty,'the institution is liable for the négligent acts
of its employees when the acts occur within the scope of the
empolyee's position description and work activities
(Rozovaky;1979; 9nd Picard,1984). This results from the
assumptions that the employee acts at the employer's
institution for his benefit. Therefore, the hosbital ia
found liable because it is seen as havingzthe responsibility
for selecting competent nurses (Picard, 1978). Respondeat
superior, a legal concept enoplpaaaed by vicarious

liability, is the term applied to a situation where an
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employer is held liable for the wrongful aots of the
employee even though the conduct or actibna of the employer
are not at fault. Trandel-Korenchuks' (1983:76-77) two
conditions of the employer-employee relationship>berore
respondeat superior is legally acceptable are that tﬁe:

1. Employer has the right to control and supervise the
performance of the employees' duties,

2. Wrongful act must occur within the Jéb
discription for that employee.

Many nurses assume that the physician or the hospital
will assume legal responsibility for their actions .
(Halker,198§). The "Captain of the Ship" and "Borrowed
Servant Doctrines™ are legal concepts that hold the
physician responsible Yor the acts performedxby hospital
employees under‘his directive. These'concepts are no longer
valid since the evolution of the nursing profession has led‘
to the creation of independent and interdependent nursing
functions., Consequently, nurses can *p personally iiable for

acts of negligence (Bille,1980; and Goodman,1984).

Common Acts of Negligence

Burns., The hospital may be held liable if équipnent
burns a patient because the equipment and personnel tq
operate it are supplied by the hospital. Personnel, as Qell,
Wwould be assessed for the degree of care used in applying
the equipment (Creighton,1981; Picard,1984; and Rozovsky,

1979).
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Falls., Sidg rails and other reﬁtraints can prevent or:
reduce the hazards of fails. Such precautionary measures are
often absent, leading to falls and injuries resulting in
damages. Confused or senile patients require such
intervention from nursing staff. If a patient fell under any
circumstance and was injured, the law would examine whether
reasonable and appropriate precautions were taken
considering a nurse with similar training aaf 15 such
circumstances. If the patient were pnmanageable, this wéuld
also be considered (Creighton,1981). ‘

It i1is also tge hospital;s duty to prevent 1nJury'po
visitors due to unusual dangers in the environment. Aﬂ
‘unusual ddnger,is legally defined as circumstances nof
usually encountered by the class of individuals involved.:
Icy steps, uneven sidewalks, water on the floor, or a
hospital-acquired infection may be unusual dangers for
visitors. Rozovsky (1979) cautions that what may be usual
for hospital personnel mayr be unusual for viai?ox;s.'

Failure to observe/take appropriate action. Numerous

-

ihoidenﬁs occur where nurses have been negligent in failing
to adhere to standards in aase;a}n; the patient, 6r the
nurse has reporﬁed patient distress and the physician has
failed to inveatigate the report. Other instances ocour when
a nurse fails to report the negligence or malpractice of
another nurse or a doctor. In all inatances, the observor
nurse may be negligent in failing to exercise reasonable

judgment (Creighton,1981; Duran,1980; and Picard,1984).
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Medication errqra.‘ﬂerve qinage as a result of iamproper
injection techniques, route, ﬂnd site selection are souroces
of 1iability. Inproper medication administration can prolong
a patient's hospital :tay as a result of adverse side
effectsvand drug reactions, absess formations, and death
from pverdbsage. The nunbep and variety of medications used
in medical management and their potency makes room for
inevitable error (Creighton,1981).

Nurses (and physiciana) must be knowledgeable and
skilled in the administration of intravenous medications.
Wrongful administration can cause tissue damage, pos*ibly
leading to infection and extravasation (Creighton,1981;
and Rozovsky,1979). |

Mistaken identity. Failure to adhere to proper patient
identification procedures have resulted in patientas
péceiving the wrong medication or tréatment, Recording on
the wr;ng chart, misfiling ohaft pages, or identifying chart
pages incorrectly is legally unsafe and can lead‘to other
serious errors (Creighton,1981).

Defects in apparatus. If defects in equipment are
oSvious, and the nurse ﬁaea that apparatus, she is held
liabie for any injury ariaing from its application. The
nurse 1s responsible for notifying the appropriate beraona
of the malfunction. However,.tge nurse cannot be held
reaponqible for hidden defects in equipment. The hoapifll is
liable in this instance. The nurae.haa a responsibility for
knowing how to use the equipment properly (Creighton,1981;

Bille,1980; and Rozovsky,1979).
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Loss or damage to patients' property. The item most

frequently involved in insurance claims is dentures. When a
patient carries ﬁé}iénilAproperty to éhe hospital, the
institution is responsible for exercising reasonable care in
proteocting the patient's money and valuables. When the nurse
takes reaponsigility for storage of a patient's property, a
list ihould be made of the items, cosigned by another staff
member or the patient, and the items stored in a safe
place (Creigbton,1981; Bille,1980; and Rozovsky,1979).

Infections. Through their adherence or lack of

adherence to aseptic technique, nurses may be a factor in
1nfeotioa'oontrol in the hospital. To prevent infection
nurses are bound to uae‘oare, and 1f they fail to do so they
nay'bﬁ held 1iable for dnlages. Poat-opetative wound
1nreb£10ns may be due to 1npropef care of the environment,
both 4in the surgical mpui1e or in ‘the nursing
area (Creighgon,1981; Pioard,198h; and Rozovsky,1979).

=

| ;
Assault and battery. Battery is the application of

<

force to the person 6( another{uiéhout lawful justification.
No physical harm neﬁga to oocurQ;ir a patient feels his/her
personal dignity'or reputation is damaged, he/she may sue.
if a patie;t is subjected to treatment he/she may not want,
he/she ll"olﬁil battery.

Assault 1a.plnoing another person in reasonable fear of
battery. If a patiept or his family feels they have suffered
injury from any aﬁpoét of physical and verbal abuse or have

been neglected or mistreated in any, vay, they may seek

)
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compensation through the courts (Creighton,1981; and
LaRocéo, 1985).

' Freedom from unlawful restraint is an individual right
(Rozovsky1979). Unless authorized by law or consented to,
involuntary restraint of any degree may constitute assault
or false imprisonment. If a nurse fails to protect the
patient by using restraints she may be negligent but may
also be liable if proper procedure for applying restraints

is not followed.

Narcotic control. The Opiun»and Narocotic Drug Act

contains the entire code for legal as well as the illegal
use of narcotic drugs. The Department of National Heilth and -
Welfare aided by the Bureau of Dangerous Drugs oconduot
periodic audits of hospital pharmacy records as to their
supply and use of narcotic drugs., For this reason, nurses
are¢ responsible for enauring that narcotic counts at the end
and/or beginning of each shift are correct and completing an
incident report if they are not correct.

Charggireaponsibilitx. One of the critical situations
. D i

N —— e —

that contribute to hospital liability is a nurse who is
placed in charge of an area without ever having been given
the management tools to perform this responsibility
(Rozovsky,1979). Staffing shortages are orted the reason
such circumstances come to play. "Float nurses® are often
placed in charge of areas with which they are unfamiliar.
The law expects that nurses will exert independent Jjudgment
in aasegsing the safety and competence with which care is

given to the patient. By assuming a "oharge nurse® position
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the nurse embraces the expectation :Ee will not only be
responsible and accountable for her own degisions in that
role, but also for the acts of others under her SUPOPV181°D4
(Creighton,1981:146; and Bille,1986).

Philpott (1985) states cb;t the law delegates to the
nufao in charge the responsibility for knbving the nursing
needs of the various patients on the uniﬁ, and that she
organizes for their care based on some reasonable rationale,
Cushing(1986) cites several lawsuits in the Unjited States in
.Mhich nuraog have been held account#ble for linadequate
nursing care related to staffing problems even though
staffing was beyond their control. The hospital may be—held
liable for careless staff scheduling if it results in inojury
to patients or staff (Rozovasky,1979).

Intensive care unit, The legal responsibility of the

oriticll care nurse is the same a8 that of g nurse in any
area of nursing in that shp is responsible for her own
»oonduct. In addition, nurses in a critical care area must
have sufficient knowledge to assume correct judgment in
ﬁgooision—uaking.trhe critical care nurse must also

2

;ﬁndcr;tnnd complicated electronic devices used to determine
various physiological parameters, She muat also be able to
institute emergency measures without the aupervisibn of ‘a
physician., This l{y iqyolve'treat-ent using machines as well
as using equiplegf properly to manage l1ife threatening
situations., Such sophistiocated equipment also malfunctions,

and the nurse must be able to assess the patient without- the

aid of equip-ont{
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Blake (1984) emphasizes that incidents in hospitala.do
not always have a cause-effect relationship. Inoidogé}&d¢
not always occur in ;he presence of unsafe aots l%d;dua;fe
conditions. In the absence of such cirocumstances, inoidents
can still ocdur.‘She advances a theory of multiple causation

which states that many concomitant circumstances ocause

accidents, Incidents comprise a proximate and a primary .

cause, Proximate causes are unsafe acts and unuage

conditions some of which have been referred to in gthe.

previous section. Primary causes relate o detioioncieﬂnbn
managerial policies and procedurék}ﬂ supervisory-
effectiveness, educational systems, recruitment and ﬁiring
practices, and types of equipment. Incidents are a result of
people, objects, and the physical environment interacting in
some critical succession, The key is timing because often
known causes of incidents can exist for long periods of time
with no damaging consequence. However, at some point in time
a particular sequence océurs that reaulta—in injury to a
patient, staff, or visitor.

Jackson and Lynch (1985) also propose a causal
association between the occurrence of an event and an
outcome. They outline five criteria that can be used to
determine if a particular risk factor 1s oonoluaivol?
related to an outcome. Both approaches are important to the
principles surrounding investigation and analysis of

incidents.
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Frey (1976: 37) dbservea that "inherent in polioy are

values, recognition of facte, regard for law, and democratic

consideration of the ideas and - opinions of others." Stevens

(1983) elphaaizes the importance of policy’ and actual

practice not conflidting in the event of 1itigation. "In
court cases elployees,are 1ikely to be held to-comdon'.
practice, not to the published polioy when the two differ"”

(Steveoe,19d35134). Practices may -or may not implement

. policy. Some praoticee are a result of inadequate opénation

~and Moore (1972) concur that the aﬁthority to make deoisions‘:”x

of systems which deter the desired inplementation&of the

~

poliey.

Polioiee are important to bureaucratio;inatitutions

iy .,y‘ }
like boapitale beoause they relieve nurses of the‘pressure

«

xfro- making decisions in routine situationa. Seward (1969)f

‘foannot be delegated equally to all nurses because of the

]

difterenoes in their ooupetenoiee and technologies. High

.upirornity of pereonnel allova for lese preoiaion 1n poliey{

- but becauae of- fhe diversity of nuraing expertise among

nenbere of nureing eervioe policy must be detailed

(Stevena 1983)

Nardq&hia and Meyers (1980) obeerve that in order to

enabﬁ??ataff to make reeponaible and aooountable deoieione
;4

‘about when and when not to report, as ye}l as what to report

S
gt

to their eupervieora,'explieit reportiig guidelines lnat be

. S , \ T _
presented. Duran (1980)'a%ao emphasizes that guidelines
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v
Ny

surrounding incident reporting must be such that nurses can

.1initiate ;nquiries into deviant medical and nursing oa#e

e

without fear of jeopardizing their position id‘the hospital.

Philpott (1985), Rozovsky (1979), Sklar (1981b), and

Ha)\iﬂg(1982) Sdggest'that incident reporting policles must
include.striot guidelipes as to the information desired on
the incident re;ort. The policy should indicate the
circumstances requiring the‘preparat;oh'or the yeport, who

-~ )

-should prepare it, the information to be included, and to

- -~

L~
whom the report should be forwarded. The primary objective
. #

of explicit and detailed guidelines is to ensure that a form
iyiconpletenand accurate in its contqpt. If a form 1is
incomplete, theiinformatidn canpot'befﬁioperly analyzed, nor
can the'cibcugstancés surrounding the situation be
understood,(dones and Dadge,1980; and Gryzbek,1979). A
written reﬁord is regarded as co-anication between the
reporter and numerous others who may be implicated in the
ihcident. Failure to maintain established standards ﬁa; be
rega?ded as negligence and reaﬁlt in loss.of :uhda,
accreditation, or weakened legal defence. When an‘unqual
event occurs within'the hospital, employees are réquired to-

properly complete an incident report for the hoapikgl

records (Picard,1978; and -Rozovsky#1979). 'Rozovsky (1983:6)

explains that "failure to reagrd ;n(orration or to record it

492

correctly can ngaulﬁ in a@&@ﬁhé’tﬁkin§5@noocreot action or

fail;ng to take actib@'eiénpually oont%ibuting to patient
1 & :

-

injury." .

-Thé protocols for recording the incident are clearly
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outlined by legal statutes. Accuracy is important.
Documentation of the incident must cohvéy the information it
.was intenged to convey. Qérryman (1984), Cournoyer (1985),
Poteet (1983), Sklar (1981b), and others emphasize the
ilportanﬁe or recording the facts as they occurred and not
opinions or conclusions. Judgmental or defensive remarks or
accusations should be avoided. Such actions are legally
inadvisable and ﬁanper patient ;;;; ;;d effective remedial
‘action (Sklar,1981b). To qnsufe accuracy, the individual

who is most familiar with the incident should complete the

report (Rozovsky,1979). That individual®

perpetrator of the incident, a yitness t9 p
‘the discoverer of the 1nc1dept. If the w'“.
what the reporter saw conflicts with thég“
eachiataff member should complete separateuiﬁéidénf forms
(Phif%ott,1§85; and Joseph and-Jones,1984). Sklar (1981b)
suggests including ihe.patient'a relqvaﬁt éomnents in the
report if the inoidont_involves a patient. Recording doﬁelby
" any othe; may result in entries being igﬂored by the courts
or it may give rise to in(erenoeé that érrors exist
(Rozovsky;19795. |

Rozovsky (1979) and Philpott (1985) cite other
requirements ;hat are dictated by the 1ega1'atdndards for
,rooordfg%eping. Clearly diﬁtinguiahable signatures, legible
\,Qﬁitinghin the same oolor:of ink, appropriate use of

ibbreviationsiand terminology, and clearly indicated errors

are additional guidelines that must be adhered to in order

ot
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thgt the document remain viable if needed in an actual

lawsuit. .

Rozovsky (1979) advocates the inclusion of opinions
an'd sﬁeculations o‘r the writer in the report as long ;a they’
are identified as such, He adds that additiohul 1ntorlation
that is not reédily apparent from the patients records may
also be included. Omitting opinions, acqording to Rozovsaky,
would in certain c;rcunstancea be considered negligence if

such omission resulted in patient injury. Picard (1978)

agrees that, from the pofnt of inproving phe level of care

in hospitals, Rozovs&i

g

vieﬁpoint is "sound advice."
However, until the status

1ncid§nt reports as evidenoe{in'
courts of law ;s eatablished,ia_ppre cautious course of
action 1is a factualn non-Judgmentéi approach to completing
in;ident reports, IA cases o?'hertain litigation,
administration would mpat likeif%ask the employee for a more
éonplete repoét, including opinioha_and speculation to b&
sent direcﬁly to the bo;pital's sbiicitor as privileged
: inforna;ion. l |

Barker (1983) notes that as a legal document the
incident report narrative ahou{d/be rac;ual'and gbjectivo,
therefore a checklist 1a,no}e in keeping with this
objective. However, as a quality assurance fool the incident
report should allow as much narraﬁiié as possible since the
information may b§ used by many departments, each requiring
insight into a different aspect of*th&.biroulstnnoo.

Barker (1961) developed the "OOPS qudrt;' an aoro&yn

for One Object-Patient Safety, for his study on medication
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error; 1n.hospita15 ({Appendix A). ;tter completing an
incident report, nuraea.could use the forﬁ”;o offer a
_peraonal opinion and recomnendaq;on regarding the unusual
ocourrence, andhgublit it to him anonymoﬁsly. He diacov;:Ed
that many "incidents™ that were fqported on the "O0OPS"™ form
(67%) were not répor;eq on an incident form. Barker also
discovered ghat 42 percent of the nursegxin the sample
objected to'ahonymous reports.. Barke;'s sub@ective
%pncluaion was that for a nurse to admit to favoring an
Anonymous report implied a transgresiibn ag§inst
brofeaa}bnal goals of reaponbibility and accountability; A
strong subjective inpresston that Barker received from data

on the "O0PS™ form vas that in most cases more information

;was included which would be potentially useful in

Te

investigation orﬁihe error than was included on the incident
form. He noted, however, that questionnaire report forns
collected more information 1h totalfthan.did the *O0O0PS"
form,

Carroll (1Q67) emphasizes detail and accuracy 1in
;eporting. Litigation may occur a while after the incident
when exact details are forgotten. Rabinow (1982) agrees that
only the aignirioapt data about the event, ndébing and
medical action taken should be documented. Bu;ifro- a
lawyer's poipt of view, most incident forms tell little
other than. whom to interview regarding the incident.
Experiohoe has dhoﬁﬁ that witnesses appearing before the

court also have little to refresh their memory and,
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conaequentiy, they are not convinoing vitn?aaos on the
stand.'. 4 -

A standard form should have the name, address, age,
prior condiﬁion of the patient, exact location, time, date,
and description of th; occurrence., The ideﬁtifioation of
other staff, patients, and viaitorg who witnea}ed the
incident -should be documented on the report including their
. addresses and‘teiephone numbers (Merrynan,128u; and
Sklar,1981b). The physician's examination data, 1if
applicable, and the heaq nurse's and supervisor's immediate
and follow-up remedial action should be documented in
comprehensive, concise narratives. Checkliats,‘oonplefion of
blanks, or question fofmats can also remind the reporter of
other details relevant to the incident. Rich@ards and
Rathbérn (1983) advocate a form design that-requirea minifmum
decision-making on the part of the reporter. "Yes" or "No"
answers are moﬁt desirable while open-ended responses should
be iim;ted._Uﬁsiruéturedvcomnenta complicate data analysis
and create legal problems if diacovered during l1itigation
(Swartszbeck and Milligan,1982)._Pierce (1984) suggests a
checklist be addeﬁ to the.incident form regarding errqfa,
made in medication administration. The form allows the nurae
to” respond to all preaorib:d steps of mediocation
adminiatratibn as well as to express bpinidns and discuss
factors related to the cause of the efror.

Pﬁilpott (1985:132) outlines additional faots tgat
should be 1nclud§d in an incident report:

1. Anbulatory status of the patient.
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2. Number of days post-operative, if applicable,

3. Notification of next of kin, 4if patient 1is

disoriented.
4, Safety measures in effect prior to incident.
5. Type of incident.

- 6., Contributing factors.

38
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Kinloch (1982) suggests that, where appropriate, the

patient's kardex, cargﬁplan, medication and treatment cards

along with copies of policies and procedures related to the
]

partioulﬁr.inoident,i!mraing rotation, bedside worksheets,

&

and daily work assignment sheets should be sent with the

'1noident report to administration if 1l1litigation is

suspected. These data will promote better recall of the

actual facts.

The format of the incident report should be such that

it takes minimal time and effort to complete (Joseph and

Jones,1984; Merryman,1984; and Poteet,1983). Table 2.1 shows

the costs that obnpleting an incident report incurs,

assuming that ten minutes is the average time needed by each

staff member to complete their section of the rebort.

——-Table 2.1

Cost Factor For Incident Report Conplegion

Average Hourly Time to Complete

Position » Wage Rate Report Cost
Staff Nurse $16.17 10 min, $2.70
Head Nurse/US $18.06 15 min, $4.52
Supervisor/ADN $22.00 10 min. - $3.67
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Wasuita (1982) comménts that efforts to p% concise must be
complimented by efforts to ensure that the information
provided allows for insight into the problem. A report that
requires extra time to coPplete can be a worthwhile

"endeavour, -

o The report should be qonﬁleted at the time the incident
occurs., If the court peroeives'that excessive time has
passed the court may assume that the report was completed
as a cover-up rather than a record of the event
(Rozovsky,1979; Carroll,1967; Dwyer,1982; Massie,1984; and
Sklar,1981b)., Negligence may also be cited (Bille,1980). The
form in its entirety should be completed within 24 hours and-
forwarded to the appervisor (Cournoyer,1985). Potget (1983)

—also emphasizes the need for prompt reporting and processing
in order to promote effective remedial response and follow-
up to the'incident. |

The nurses' notes should contain relevant clincal
information so that those responsible for the patient are
aware of ﬁhe incident along with the medical and nursing
action taken, the patient's response to the incident, and
the clincal intervention. Continuity of care is achieved and
staflerted to the possibility of futher intervention as a
result of the incident (Sklar,1981b:43). The court will also
be interested in noting if care was allowed to deteriorate
following the incident (Rabinow,1982).

Merryman (1984), Picard (1978), and Rozovaky (1979)

warn against the completion of an incident report being



uo

documented on a patient's chart. If documented on the
.nurseu' notes the ;noident report is subject to discovery by
the patieht'a legal council and can be admissible as
evidence in ocourt,

In Alberta, Ontario, Quebec, and Saskatchewan the
patient has a right to 1nspeotjand dupiicate his hospital
record, Legislation in most provinces pefmita the admiassion
of hoapital records into court as qvidence provided that
they are made "in the usual and ordinary oourae\of hdapital
business and at the time of the act or event recorde:, or
written within a reasonable time afterwards"
(Picard,1978:291). Section IX of the Alberta Evidence Act
outlines the c¢circumstances under which hospital records can
be admitted for evidence, Specific provisions have been
enacted that accord privilege to any documentation being
used for phe purpose of education or improvement of hospital
oare'or prﬁotice, or arising from a peer review process gr
committee in the hospital. In addition, no lénber of any
such committee may be conpeiled to-testity with regard to
such matters of 1nvestigat16n (Batty,1985). Sklar (1981Db)
oaution; that whether or not privilege is attached to any
comnunioation within the hospital de}ends on the facts and
circumstances oconsidered at the time of litigation by both
parties. . c

For the 1ncident'report to be privileged, there must
be frequent oonsultitiona between the administrator and

hospital solicitor regarding reports, -Confidentiality should

be do-onatrﬁted in that the reporter, the administrator, and
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the solicitor &re the only persons seeing it. Reports should
noé be photocopied (Merryman,1985). The report should be
marked confidential to ensure its being treated and obaeé;od
"as privileged (Picard,1978).

At the area level neither the report nor the incident
should be discussed with unauthorized individuals
(Cournoyer, i985; Rabinow,1982; Rozovsky,1979; and
Creighton, 1979). Policy must also assure the elpioyee that
the report is a confidential document (Curth,1981;
Duran,1979; and Wasuita,1982). Philpott (1985), Creighton
(1983), and Dwyer (1982) caution that the greater the number
of individuals who dgal withnincident reports, the more the
report appeara’to be related to administrative functions
rather than privileged communication between attorney and
client, |

Ontario courts deny any protection from production of
peer review documents such as incident reports. The report
is considered part of the clinical record and the exiskenoo
of an incident repdrt cannot be concealed from the patient's
attorney. Proponents of this decision believe that
availability of the report to other health care personnel
promotes a team effbrtyin assessing the cause of the
incident. The history of litigation in health ocare
facilities across Canada does not wariant }he pu}lnoia
surrounding 1incident report's avaiigbility to the
. patient (Wasuita,1982). |

Rozovaky (1979:100) observes that the problem of



k2

t

privileged oomlunioation has not been dealt with by Canadian
courts so there is no definite answer as to uhatloourae of
action hospitals should take in using incident reporbs Fs a
communication tool. For all reports to go to the aoliogtor
is impractical but the adiiniatrstor should confer with the
solicitor on more serious incidenta. In these instances the
report should be marked "confidential®"™ or "for ¢the
administrator only® so0 there is certainty the reportlia not
routine business (Rozovsky,1979; and Horty,1968).
"Picard (1978), Rozovsky (1979), and Philpott (1985)
‘refer to retaining of records in the institution as long
a3 they may be subjeot to a lawsuit, Every province has by
statute limitation¢perioda. These periods differ depending
on the type of legal action brought forward or who is the
defendant (Rozovaky,1983). Sfatutes of limitation periods
also vary from province to province. The statutes of
l;mitatiéna are outlined in the LimItation of Actions
legislation in the Provincial Hospitals' Act. Alberta

requires that patient recordu be maintained ten years from

date of discharge or two years after the patient reaches
eighteen yearsa. If records are niororglled, the originals
ﬁ&y be destroyed after ;xpiratidn of one year from the date
of discharge (Rozovsky,1984). General statutes of limitation~
could expose a purse to liability for as m%hch as two years.
Special limitations may make this exposure one year as in
the case of physicians and_hospitala. Frbl an administrative
point of view limitation peribd; must cover all potential

ar b

. defendants upder all possible circumstances. Medical records
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must know with certainty when the period is over and when
retention is no longer necessary.

Reports should be filed and stored in the same
geographic location as the summary preparation process
(Barker,1983). This would seem to be primarily for ease of
access and time saved in transcribing information. Sto;age
of documents on tapes or oo-puéerized files does not
eliminate the rules of discovery (Latissa,1979;

Langhi. °7T7; and Creighton,1983).

The Processinw;lncident Reports -
The incident reporﬁ‘ Q;fhe hospital's primary mechanism

for monitoring the frequency of 1incidents 1in the

environment. The incident reporting process is the platform
on which all other activities of the riakvaanagenent program
of any hospital are developed, However, 4if an incident
report 1is read and filed nothing will be learned rrou the
errors and omissions occurring in the environment. In the
Umited States and Canada the increasing complexity of
medical care delivery in the hospital setting, higher
expectations of patients, changing legal standards regarding
hospital liability, changing state or provincial and federal
legislation, and increasing costs have popularized the
development and organization of risk management progranms
(Barker,1983). Among some Alberta hospitals liability
insurance premiums have increased over 300 percent between

April 1984 and 1985 (Smishek,1986:35).

£

W
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The Inocident Reporting Process .

Radbinow (1982) provides a schematic framework for the
flow of‘xnoidont report information following the occurrence
of the 1noidont‘(Figure 2.1). The framework shows the
information flow as well as the interrelationships of
incident management structures. Baaioaily, the report is
conpieted by the individual causing, witnessing, or
dinoovering the incident. The head nurse would read the

report and 1nveatigate the incident, She would complete her

v

report and request a phyaician to enter his findings if the

situation varrants his participation. The report is
-

submitted to the auperviagr who reviews the report,
. . )

f:unmary and fawwmrda it to the core

conpletea hqi
5

{(risk

to anot:er individgal

R .“

manager,*onbu@anan;

. , L
Ance coordinator)

=

:::::

,'nd 1naurance oarrier. Eventually the report 1is

’

ontrnl location. Barker (1983) recommends five

solioci

filed 1’

.mininli‘naq

[

uirqaenta for éu erteotive incident reporting

¢

px'ocetsa*’“"’c

ﬁ;#lew, nnalyais ~and ‘follow-up procedures.

'kvr.duotion tdliniahration. | ; %
S ‘ 8
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Coding, tnends, statistics, Whether inoiéent reports:

-«

~are received by the adqin?strgtob, a conmittee,-or a nfff
manager the inf%rmation contained in the report must be‘
analyzed, summarized, ‘and action taken. Duran (1980L
Lapgasn.(1979); Langhill (1977), Philpott (1985), and many

others fe&l that “trend identification and statistical

. e

conpilation"of déta are ilportant aspects of the provcessing.

W

Trenda aaaist in identifying risk areas or ractors.
‘. . )' ¢
‘. Elnioki and Sohmidt (1980) caution that each unusual

ﬁ;no;dent may have a unique set of contributing factors so

- tha't summarizing may lead“to Salse generaliidtion.
- .
*Incondisbency in reporting may lead to a misinterpretation

of trends (Barkor 1983, and Lambertaon 1965) Tbe number of
‘.incidents reported is not always a true 1ndioation of the
- - safety or_patignts. Safety reatunes may be in place but the
ntaff, patienﬂ, on visitérs at rault.JThei beiievn incident

investigation must be more descriminating tnanrﬁ%}using

‘;trendn‘nna pntterns.

‘>Cook and Maasie (198%4) and Joseph and Jones (1980)

~advooate olansifioation and coding of 1noidénts 1n order to

. overcome the bnzar%g ot summaries. Salman (1980) suggests a
onaihg syaten identif;ing patinnt incidents nnd non-patientb
incidents each being dealt with by airferent comnittees.
Kinloch (1982) and, Hasu1ta (1982) auggeat frequency, tine,

- and location of incidonta be used' to oahegorize 1ncidonta.

Langway (1977) suggeats that.ingldent'neport data be

1noorporatod 1nto a oo-puterized data. prooe&ging progran.r

.Data oolleoted in thia vay raoilitatea interdopartnental

[
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‘h;ﬁgther data pools. He sﬁggeats the data be used to guide

the review of standards, progbag planning, evaluation of
policy and procedurea, orientation of new enployéea,
1dent1fication of inserQice needs, ;esearch, and enhance
motivation tﬁrough &war;nesé.

Duran (19797”§i§§§§f§kfie'u§e of Fault Free Analysis to
1déntiry the condit%on and circumstances under which
incidents occur (Figure 2.2). The analysis can assist in
identification of the relative liability of personnel and
departnénts. Nursing staff can use- th; process to analyz&
their own accountability and advanoe suggestions to prevent
a peourrence of che”eyent. .

Cournoyer (1985), Creighton (1981), Rabinow (1982), and
Philpott (1985) encourage head nurses and supervisors to
keep their own anecdotal accounts and statistical data

‘regarding incidents in their areas. These can be conparea
with‘summary_reporta and audits., As Hell,)atafr thabs are .
encouraged to keep an acdoﬁnt’of all incident rq;orts they
complete. If called to testify in a lawsuit or héarihg puoh
accounts gvercynQvnenoiy lapses resulting from the passage

of time., - | |
‘ Education. Summary data from incident reports ahouid bé
wsed to identify various individual and group .educational
'_ingeda.‘Expeits,on guality assurance and risk lanaghnent

.

agbde that eduoation is tho most ilportanv elelent in

—

attaining a ooheaivo 1n01dent reporting gfoooaa. The level
o

o



" DATE: April 18, 1979

PATIENT INCIDENT:
Patient drank formalin solution with cataract in it. (Calarnct specimen,
preserved in formalin, was tg be given to the patient to take home.)

DUE TO:

Lack of communication. (Patient was asleep when the volunteer took the
specimen to the room and left it at the patient's bedside. When the patient
awakened, she drank the formalin solution thinking it was medication left
for her to take.)

t
A D

DUE TO: - : EXPLANATION OF PROBLEM: L
Sy 2

Patient , Failure of head nurse to instruct volun-
- . teer on what to tell patient when she
—— Mechanical Failure took specimen to the room.

: . ‘ 1. Head nurse was too busy to adequate-

X Nurse Failure ly communieate.
) 2. Volunteer was not aware of potential
——— Staff Shortage danger. . ]
% Patholegy brought the specimen to
X  Other (Volunteer) the nursing station and left it on the
(Pathology) counter with no explanation. ’
L
ACTION TAKEN: _ C o

Physician and pharmacy called. Gave patlent milk and eggs, lavaged, and
given acthted charcoal. : g
FOLLOWaUP:

’Tnlked with pathology to make them aware of what occurred and the
potential for réoccurrence. Pathology reminded to inform the head nurs:
when specimen is brought to the unii. .

o~ .
RECOMMENDATIONS:

1. Look at pollcy of routinely sendmg cntaract specimens to patnents to
take home.

2. Require written order from physician if he wishes patie);xt to have
specimen. >

3. When giving cataract specimen to patlent to take home, explain what
itis.

4. Do not leave at bedside without expll‘iut.ion.

Figure 2.2 o
¢ ' Fault Tree Anaiysis
(Source: G. Duran, 1979: 68)

Reprinted by permission from HOSPITALS, Vol. 53, No. 1#
July 16, 1979: 68. Copyright®1979, American Hospital

Association., .

48
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of administrative commitment to quality assurance and risk
management is reflected in the comprehensiveness and quality

i
of. a hospital's education prograns. RS

Sharing incident report summaries with nursing ata{f
1nvolves them in generating 1demp for reduoing errora,

accidents, and omissions in nursing practice. Awareness oﬂ

leéal‘hazards-in patiént care 1as also developad (Duran,1979;”

-and Blake,1984). Hospital orientation progbana should

include an orientation to safety atandarda. fire and
disaster proéocola; hospital and personal liability,
potentially inJurious situations, aarety measures, :nd
corrective behaviourg (Jones and Dodge, 1980, B;yant and .

Korzak,1978, Monagle;1980; Stock 1986; and Stanton,1984),

Completing a report should also be practised with_an -

instructor, Jones and Dodge (1980) advocate comprehensive

training sessions on 1ncident reporting and its relationship
: s . .

to qqglity assurance, ..

Open fwrums\ai;ov¢ng for an exchange of queétions

regarding risks, dttitude problems, and the significance of

o

VA . .
reporting protocols should be periodically organized for all

departments in the hospital. Well educated staff does result
in lower incident rates, but if there is minimal
reinforcement or follow-up in individual areas there 1s

little probability of ‘a pernanont cbange (Wasuita,1982;

#

r g@hrker 1983; and'JopesTand Dodge,1980). Curtin (1981), Lanza

(1985), and LaRoJcog(1985)-a1§o suggest- individual

‘cbunselling, .and attention to Atnags factors in the work

environment shouid be ayailablo.‘ﬁry;pok,(T9f9) @hq Jones
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¢

and Dodge (1980) advocate a comprehensive program for
educating employees that is beyong basic orientation to
forms and policies and enﬁhasiqu responsibility.

Klong with Curtin (1981), Duran (1980), Brown (1983),
Kinloch (19825, and Meisenheimer (1983:5) note that
education and retraining are not the bnly corrective
measures, ;t may be necessary ¢to revise polioieQT\
procoaurgs, standards or rewrite new ones, modify aﬁarfiAg
pattefna, equipment; andAfacilitieQ in order to reduce the

number of incidents.

Personnel evaluation. The 1literature acknowledges the

negative image of inocident reporting and the anxiety about
the process that prevéils ahong purses, Richards and
Rathburn (1983) advocate a severe penalty for an}one who

fails to report an dingident. Further to this the penalty
* £ . .

o z 03}‘

must be more severe than the one for causing the incident
and ﬁust apply to anyone with kndwledge of the 1noide§t.
Kinloch (1982) and Blake (1984) advocate tﬁe use of incident .
reports as an.evaluation tool t6 correct attitudes, skills,
and knowledge so0 as to improve 1nd1§1dual nuraiﬁg practice.
It is important thﬁt the administrator look beyond the
1nd1v1duai nurse to the envirén;ent.'A nurse involved in an
incident usually represents others who are'equally unaware.
Renedi;l action baééd on incident rep;rta should b:j
positive not punitive (Curtin,1981; and Blake,1983). A
climate of truatt honesty, and aooeptanbe;nuat be provided
by nunagolont(;r responsible incident reporting is to ocour.

_ ‘ J & .
Such a climate is or*tioal,at.the unit levwi.

.
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The 11terature is explicit in adv&aimg,thlt 1n01dent
reports never be placed on a peraon'a }110;.In A attnoea
where behavior is unethical or where malpraptio« ‘exists the
prof&saional_asaociation should be adviased. Incident reports

should not be used to complain about other personnel‘

Grievance procedures are in place for thia purpose.

Risk Management

. Parker (i978) states that the goals of any risk
managemeﬁt program are that they astress the need to
syren&then systemg for patiéng oafe and safety, as well as
to str1§e to improve interpersonal relations among hoaspital
patients, visitors, and staff. Barker (1983), Ashley (197f),
Goodman (&97‘9), Salman (1979), Langhill (1977) and Stook
(1986).a11udé to ana/ofyidentify five essential elements of
the risk management process: identifying, analyzing,
1nvestiga£ing, remediat;ng, and monitoring ﬁotual aqd
potenti#l risks.' The process must 'raoilitqte the
administrator's andlyais of incidQnta and x*eduo‘e,~ of
éradicate the Eihk.

Bryant and Korzak (1978:42) identify sirx objeofivoa of
effective risk man&j‘;ent. |

1. Ongoing orientation sessions to patient care and
practice standards and related hospital liability.

Reducing incidents through identifying appropriate
: egedial actions and developing preventativo
jgpasures, :

: “JPr'loting ooat ofroctive risk nanagelont.,?qtoot
7 (1983).. sees; this as balancing the cost of
relediatgon uith thé ooat of the risk remaining.

S -

L}
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4. Identifying potentially injurious 1incidents and
procedures.
5. Inoreasing the level of patient satisfaction.

6. Standardizing fire and disaster calls,

. Risk management‘committeea. The litepature emphasizes

the importance of coordinating incident reporting

h a variety of committee structures.

information thfo
Historically, hospitals have had committees like Pharmacy,
Safety and (Security, Infectiom Control, Rea:§(ch, and -
Medical Practice to control quality and safety in the
:tapital. R;ak management committees may be comprised of
individuals from all these as Qell as hdving management,
nursing, and legal representation (Wasuita,1982;
Barker,1983; and Pqteet,i983).

Aéoording to Salman (1979), éikamanagenent committees
. review all incident reports and sta:iatical'data arising
from all hospital depqétlenﬁs. Reports may be written or
verbal{ Committee members should conduct thorough
invdatigationa and make reoognendatioaa in a positive,
analytical manner. Visibility, oredibility, and
accessibility are gritical to the committee acquiriﬁg

organizational support. He a;ao'suggests there be two

aeparatevrisk -inage

‘;vodlliiﬁeéa:'-adicai;lqo-briaing

- PR
-oe .

_nuraing, phyaioian ‘fggd~ipfeotion'contrql

;}frln (1980) suggeata that the nuraing dopart-ent have

'<nts own risk lanagelont oonpittee vith a ptrtioular fooua on
! TIPS ’
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- nurses! iiability, legal seminars for nurses, lﬁd review of
incident reports pertaining to patient’oareband nursing
practice. Rozovsky (1979:101) advocates the involvement of
the solicitor in staff oonferenoes on the subject of
tnhidenta because it impresses upon the staff the possible
legal implications of these occurrences, Salman 11979)
. agrees but suggests consultation must be neas&red'asainst
what is in the best interests of the hoapitaff )

Van Sluyter (1979) suggests that a quality assurance

. /

committee reviqunpiﬁi\qgfagement -mit‘ee activities. Along
with Wasuita (1982), Bry;;}\tng Korzak (19%9), Van Sluyter
(1979) emphasizeiAthe importance of both committees having
Ithe~suppor£ and commitment of top management. Ashley (1977)
and Van Sluyter also advocate establishing a line position
for the committee in order to demonstrate administrative
commitment. |

H§nagle (1980) outlines ten standards by whioch an
effective risk management commi?tee can be measured, These
standards are directly related to the proper and successful
use of the administrative process. Monagle observes that
often after risk management information is collected, liitle
or no follo;:aéuzﬁ conduoted and communicated nor are there
any signifionn@ Bhangea in departmental practices.

Orlikoff and Lanham (1981) amd Fifer (1979) propose
two different approaches to risk management: patient injury

and patient safety. The former attempts to decrease patient .

injury; the latter seeks to improve the quality of ocare,
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Both advocate 1nveatigation and prevention'teobd}quea.

Trondol-xorenoﬁuka' {1983) oriticism of mosfxriski
managément programs is that they are reactive rather thanp
preventative in response to inoidents. As a result they
advocate the patient:Safety appyﬁaoh to riag Qgﬁageneut.
Monagle (1980) and Van ;eenen (1983) also abgue thatlfiski
management and quaiity asurance programs must be integrated
for the purpose of eliminating duplication of tﬁe two
eftorta. ﬁhatever the apbroaoh to risk managemgnt, the law
implies serious implicationa if no action is t%ken. No
action in 1tael(rhight b§ ooési&erad negﬁigbnce
(ﬁozovaky&1979). |

Risk Eaﬁagera.'ﬂgny sources suggest that a humanistio,
caring appr§aah té inoidenﬁ 1nve§£igation can avert a
lawsuit., Monagle (1980), ‘Creighton f1981), and Duran -(1979)
observe that lawsuits are a synﬁton of indifference and poor
rapport bereen ﬁhe p%ﬁ&énti:nd médioal and nursing staff.
Swgftzpoqk anq Hiliigaﬂ (ﬁ379), Poteet’FT983), Richards and
Rathburn k1983),‘and Blake (1984) suggest one individual be
appointod\aa a Eiak m#naser} A new ppaition need not be

cfeated aa(%&gullity assurance coordinator might aassume the

ARy

&5

role, Suo%%

tmove reinforces administrative belief in the

aignifioa@ha of risk management to the quality assurance

progran,

Pﬂrkoi (1978) prefers the terms ombudaman or patient

advocate, His terninolog;;g?!locta the concern of others
) %:" . N . . -

that if incident reporting is to be honest, reliable, and

effective, staff iqgﬁbatiopts must feel secure that
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expressed concerns are kept oonridential and that they will
not be punished for divulging information. Parker does not
feel nurses can function effeoctivly as risk minagora in
patient related incidents because patients fear retaliation
by nurases,

The trend to encourage professionalization of nursing
and the assumption of greater individual acocountability and
responsibility inoludes the claim that the 'proreaiionll
'nurge is to assume the role of patient advocate™ (Abrams,
'1978:258)., Abranms (1978), Dogahue (1978), and Storch (1982)
1nﬁicaté tﬁat the clinical-based nurse is not adequately
preparéd to act as an advocate or ombudsman because of a
variety of bureaucratic structural, .social, educational and
behavioral conatraints., These authors acknowledée tbaf
nurses have not been the beat advocates and require a
patient representative to intervene on their behalf. Blake
(1984) sees nuyaing staff, particularly pead nurses and
Supervisors, as lmportant to the initial inocident
'1nvestigation process, but not neoesaar;ly as managers of a
risk managment program.

The risk manager's, coordinator's, or ombudsman's role
should include the filing, coding, conpilatién and routing
of incident reports as well as activating immediate
collaborative remedial acotion and implementing long range
preventative strategies. The manager also serves as a
resource persoh rogarding incident roﬁzrting policies and

Prooedur:s, liability and insurance coverage, and clainms
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management, burln (1980) vaooatpq that risk managers be
placed in line rather than,aiarr positions in order to
confer adequate authority, emphasize adhinistra;ive
commitment to risk reduction, and promote efficient and
successful operation ofALhé system,

/
/

Quality Assurance

Quality assurance a}})incident reporting are
interrelated. Both aim to improve the quality of patient
care, but the underlying motivating forces are different
-{Meisenheimer,1983; and Richards and Rathburn,1983).
Orlikoff and Lanham (1981:54) identified areas of least
overlap in the two programs according to purpose, focus,
funotion, and process:

1. Purpose. Quality assurance programs aim to optimize
patient care and performance of all hospital
professions while risk management aims to protect
and enhance the hospital's financial assets.

2. Fooua. Quality assurance focuses on the quality of
patient care, Risk management focuses on the
prevention of finanocial loass arising from injury,
damage or loss to patients, staff, and visitors.

3. Function, Quality assurance data sources determine
irf patient care is optimal while risk management
data determines if standards are legally
acceptablq.

4, Process, Quality assurance uses audits, persbnnel

- appraisal systems, and professional and patient care
standards to maintain or improve patient care. Risk
management uses incident reports. :

Barker (1983:21) notes that similarities also exist in that
both systems depend on the nursing staff and physicians as

data collectors.

Legal 1iﬁlioationa. Batty (1985) raises the question of



whether the installment of qui}ity assuranoce programs of
which risk manage;Bnt activities are important oo-ponontd
would expose hospitals to additional risk under

vicarious liability.

The Rozovskys (1986) note that the following actions on
the part of health care facilities may form the basis for
litigation or augment a plantiff's claim:

1. Setting standards(policies, guidelines, procedures)
that are not in accordance with average, reasonable,
and prudent practice. _

I

2. Developing standards which are too ambiguous or
detailed that they cannot be succesarully applied by
practitioners.

3. Failing to transmit important patient 1ntornation
through appropriate chanuels.

4, Departing from quality assurance standards.

5. Failing to act on deficiencies and deviations
identified through quality assurance prograas.

As a conresquence of elevated standards, hospital levels of
accountability also increase, and hence the propensity to

greater risks of duty founded in vicarious liability.

Factors Influencing Incident Reporting

Miesenheimer's (1983) and Van Meter's and Van Horn's
(1977) criteria may aqaiat’the‘adliniatrator in delineating
popsible sources of non-compliance with polioy:

1. Knowledge: a deficiency in theory or technical
information,

2. Performance:. a deficiency in behavior or practice
in spite of appropriate knowledge.

3. Systems: a deflciency in organizational,
administrative, or environmental factors that
prevent appropriate perTormanoces.

%



. AR o e T
TR 58

Bryant and Korzak (1978:43) delimited the following

factors as contributing to non-compliance with policy:

Lack of institutional commitment from employees.
(A
Absence of specific, concrete guidelines, !

Lagk of delegated authority for the risk manager to
investigate incidents.

System perceived as a threat.

Lack of understanding of how the system works.

Fletcher (cited by Jackson and Lynch,198%:307)

indicates that a person's perception of the relatiomship

between a risk factor and an outcome 15‘1ﬂfluenéed by a

number of variables, including:

1.

4y

*

Long latency. The perceptual association between a

risk and its subsequent outcome may be obsoured by a, -

prolonged interval.

il

Frequency of exposure. Some risk raotoﬁa occué 30 :
frequently in ‘a population that their danger is notf

regognized.

.

4

&y

Low incidence. The relationship between the riak }x

faotor and serious outcome i8s seen so 1nfrequently
by individual practitioners that they may be: unauarg
of their significance,. .

i

Complacency. If & incident is relatively common a&df“

some contributing factors are known, the discovery

of a new risk factor is delayed due to lass

incentive to look for one.

Multiple causes, If there is not a clear one~to-one
relationship between a risk factor and a speciric‘

outcome the interaction is not adoquately
investigated.

Joseph and Jones (1984) observe that fhe'ocburrdnoe of

an incident gives rise to some degree of insecurity in both

employees and their immediate sﬁpervi;ors. Those involved

fear disoipline so theroyiﬁunn.atubapqéfq‘of’euapicion and

a

. *
'
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distrust regarding open, honest r’porting, Manthey (1980)
observes thaﬁ«rcqr of committing errors has led nurses to
Selieving a mistake 18 aberrant. The nursing profeasion has
not learned how to deal effectivol} Wwith the simple basio
reality of hutman fallibility, Therexia a fear of thae
resulting consequences to employeea, should they come
forward (Duran,1979), Fear of being called incompetent or
undermining the reputation of others, the area, or the
institution is another concern. Some employees believe that
a favorable relationship with their supervisor will be
placed in Jjeopardy, and consequently, their chances for
future promotion or.other employment, ’

. Barker (1962) observed tbat’the existence in hoaspitals
of sentiment against ao-eonelknoﬁn.to have been responsible
tor an error resulting 1m2£ﬁjury to 8 patient cannot be
denied. Health profesaionala, having created an atmoaphere
of infallibility around themselves, are concerned that this
is a minimum standard of practice and judge themselves and
others.accordingly.'Aocbrding to Barker, enbournsing
unattainable atandarda>diaoouragea the reporting otﬁerrors.

In stating their beliefs abouté@hality assurance, the
A.A.R.N. Bylaws (1986:1) state the "creation of an
eﬂvironnent that promotes values olé?irioation, risk tlking;
trust, and mutual respect in order to eastablish common
goals" ;a key to attaining quality in patient oaro_and
nur#ing practice. Engel (cited by Fine,1982:107) str.a.@.i
that professionalism 1s reduced by a burenucrnt@ﬁﬂ

2

environneht and hence the quality of service refidered.



£y
Hanthey (19é0)'coneurs. Whean professionalism is foatered,
' praotitioners “1ntain self respect, fornm collegial
%
relationships,“ act as patient advooetes, and esta%lish

Ry
. expectations for performenoe against preset standards. The
. » - .

headnnurse's attitude tovard'nospital policy, rules, and

P

regulations, mistakcﬁ .ad-inistration,' end the profession'

determine the general atmosphere of nursing practice and

sooial olimate of the nursing area (Barrett.kﬁ?S)

Curtin (1981 7 state/y 'It anyone thinks employees are

-

| g
commepded for their honesty they are’ sadly deluded " She

_ oontinues by saying that some physioians use incident.

reports to threaten e-ployees, and copies are placed into,

employeesk:riles and alluded to in‘evaluations..Rabinow

'

- (1982) counters that this ddes not occur. Others are’not as

positive as Rabinow about the reelity or such praotioes and

suggest they should not be used tqfevaluate employees.

Poteet\g983) notes that inoident report summaries oan serve

'es motivators fOPeBtaff in that no one wants to be

_—

-.assooiated with the area having the most inoidents, but. she

P

does not advooete u
) o
.fstnrr. Curtin (19

,ng indiwidual reports as motivators for
)-charges that Eailurelof ihstitutions to
provide a supportivs%and non punitive environ-ent for
.inoident reporting ;s_a resuit of-a rear that’ substantial

B

‘inpioent reporting may rerleot upon their'reputntion.~

The litereture oites ltwsuits which have delonstrated

2 ~

’that inoident reports hnve been rslsified or incidents hnve

;'nd@ been reperted. Rozovsky (1979) and Creighton (1981)

*

* ce - 1 f - ?

£ONe 'o \ :‘1.

.
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state that for a nurse to falsify or not conplete & report

when required by policy is liable for negligonoe. @@o
anxiety and guilt one feels in an error situation causes, q
‘nurse to cover-up or'make light of what ia a aerioun
situation(Philpbtt 1985)., In the finai analyaia, the

effective iqﬁlelﬁﬁ’ﬁtﬁon of imcident reporting policy is’ the

L

*Q
conscience ang/eo tnent of the tndividual nurse.
: Sl "o *
;Review of Related Résearch "¢ "o

.- The fpllowing is a brief review of related research in
healtn Bcicnccn admidistnation, educational administratidn,
nnrsingladminiatrction, nnrsfng praotidb; and factors
influencing nursing practice. The review also provides the

raticnale for the study, the sample, and the variables
AF -

Aise;ecbed in. this stq’y. L

W | S U
Adminiatration . ' > : %égﬁ

Health sciences. Barker (1983) studied the 1n01dcnt

reporting systems of three Alberta g&ute care -hospitals to

determine the extent of their use of incident reporting as a
N . 4 §- N o7 -~
risk management tool, Barker atatoa that many~Canadian

r'hospitala thelpt to momitor their operational atandarda

\; -
against those of proreasional, gatient care, labor, gnd
- : kY

1egarustandards without the‘@ae of appropriate

l

'organizational atrpotuwagmcritiogl to otteotive riak

,,,,, P

managenent and énc&doﬁt ip rtihgﬁggroblela ho obsorvod in
By h ’

: the systems studied vena that._. o

. @ ,
. " B @‘ ) . toe K ' 4
1. Mosat pq;ioioa omitted a .philosophy statement
regardihg the fmportance ahd commitment of the
hospital administration to the systenm.

-
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2. Most policiés inadequately ;hflined the Bvents that
constitute an incident and~requ1rq'1n&}deﬂt
reporting. ' _ .

"3. There was inconsistency in the initiation of
* 1ipncident reports. .

4., There was poor utilization and flow of ineident
reporting information.

5. There was litti} interdepartmental coordination
of incident reporting information. Information is
distributed for the purpose of communication, but
not for analysis and follow-up. . :

6. Information from reports was not- directed to the
development of education prograls, policy and

procedural changes, or alterations in  hospital

. Q

systenms.
Educ;tion; Eerqdn (1978) explains that differences
between pol%ﬁy intent and actual préctioe result from a
process of aﬁoption and ;daptafion*at the inatitutio;}
local level. Mutﬁal adaptation,vaocording to Berﬁan,,oqpufs
when delivery behaviors change to effectively conpl; with
the policy needa.ot individual settings and organizational

goals. If the needs :of the local level are not met the

‘policy may not be implemented, may be adapted to existing

©

_routines, may change behavior but not necessarily that

. local level.
&

required by polioy,'or the leioy and deliverer undergo

mutual'édaptation. Berman auggéatarthat institutional policy

Y “-~

Qevo;opera must ensure thpt.lutualrédaptation-occurs at the

-

Léifhvooﬁx(1981)-idont;ried components of an

educational program necessary to~pronoti effective polioy

Q@

1np¥eiontation“3Lcigthod'oontenda that by 1dentify1ng

priorities among: lponenta and enauring ‘that struct‘res'

Ty
% T

oy

» &

% . : : -
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representing them are in place, 1nat1tutiona1;zation df
mutual adaptatioﬁ of a'?o{;oytﬁill nore likely occur,
Otherwise, obstacles tq implementation at tha.localrlovol
cannot be anticipated and corrected. , '
Lieberman (1982) contends that without a supportive
environment p}aotitionebu cannot mg&t_the expec?dtiona of

institutional policy. Policies orteﬁ diotate hord‘thah can

be delivered in practical terms., If polioy is to be mutually o

adapted suppbrtive,'and open, communiocation must b"

. giy

fostered byhadmihiatbﬂtora. Praotitionérh‘huat also be
reaponsibie for articulating their own needs in relation to
the implemehtatipn of policy expectations.

| Nursing. Seward (1986) notes that in the bureauorao}.
nop-cblplianbe wi&h'a supervisor's suggestion is uﬁdgrtakonf
by a suboqgihate gniy when the latter ia'convinoedYQhat\
hd{ghe will be proven corre¢t after all relevant fao;a are \

*

tonsidered. An putho}itative aupdrviaor‘ﬁill.reoeive fever

‘cha;lengea abodflhis/her deqis%ona thﬁn a yartidie:tive
supervisor. In the former situation minimal or no oéeativo
ﬁroblen-a&lving or risk taking will occur.

Johnson (1971)‘§t{died supe}visora and head nurses in
acute oare,aettinggltb dhterlinp‘if the‘prbreaaidngi-
buréauoratié behaviors of aubériiaora was dlulatod by the
supervisor's head nurse aubordinatea.wTho dogree of‘

profeaaionalization and bureauoratizatiogﬁof the voapondont

was meagured by reaponaes to polioy,

gytocoQural, and
adniniatrative and proroaaionll delanda. The results of thi
. . . €

study indiocated ﬁhat quorvilors'lnd(%,ggéfuén selected
. ‘ o

~
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similar responses, although head nurses tended to be
somewhat more professional than dpperviaora in poliocy
categories and procgduros. Johnsorn concluded that there was

a role‘model influence by the supervisor over the head

nurse. thnaon noted that either bureaucratic or
,p:ofeshional'decisjons bedome the norm after a period of

‘time. ( ,
R ; -

Pelz (cited by Georgopoulous, 1966) demonstrated that

superviaora who cannot influence their subordinates'
wid A

decisions and prac&ioes are less effective 1nv1nf1uenoing

g#their supervisors in the overall ohain of copmand,: The studyj\\\
wt :

y ~ \ -.
tlao oongﬂluded that 1nd1vidunls 1n different. organi&ma‘i

)

poaitiona %bnd tey hold ﬂifferent%at}i%udes, points of view,
~ &
and valuea, and generally tend to have oharacteriatically

N N

difrerenb peroeptions bT the &poial reality of the practice

. . : \

/' detting. o : o :-“, R

Nursing Practice. C |
The focus of pharlacistbjﬂarkér's (1961), Barker ang, s

HoConhell'a (1962), and Barker, Kimbrough and ‘Heller's
(1968) atudiea were the causes ot medication errd}:‘in
‘1argo, urbun, aotive treatment medical centers . in the United
Stttoa. Provioua atud!‘a of mgdication errors nado by nursos'
had reljed on aol(-report ;othoda. Barker et al. (1968) b
point out thaﬁ auoh ioéhodi'rdiifbn (1) someone being aware
'ihai an erfor'haa ooourred  and (2) tho;r villingnoas to

report 1t. '301¢ot1vo peroopeion nay afroot tho typoa or ‘\W

. errors she perceives, aol.otive reoall the one she

- M



65

»

remembers, and notivational factors the ones ahe writes

]

down" (Safren and Chapinia, cited by Barkor, xilbough, nnd~
Heller,1968:11). L |

In both atudieé,aarker (1962) and Barker and his

aaaociq&ea (é962 ,1968) estimated that approxinutely 50 000

l*‘ «q

';J;% ors occurred over a year éﬁr whioh only 36

“dent reporta ‘were filed. The roaearohera also

reported by nurses were errors the sSame nurses atated on {W%
quastionnaire should be reported. Barkor and Hocgnnell
.(1962) concluded that approximate;y 29 percent of nurses can
be expeoted not to report medioation errors of any kind. As

a result, the researchers questioned the value of self-
";?port methods for ‘dete éI:E‘;::;ra.‘

_‘*gauita (1982), in - he course ot‘%lkhqakﬁ collection,
also conciuded that ﬁany¢error5 Qeut unr&oogn;zed &a‘aﬁch by
nursing staff. ﬁuran (1979) describes the findings of a
study of incidents in an emergency room of ‘a large, active
treatmeﬁt hospital wﬁioh‘showed approximately 70 ponofhilof

incidents went unreported. -

Influencing factors. Wasuita (1982) notes that the

particular climata 5} eachAinatitution.can deternine how

'uopenly incident\\@re reported. Wasuita obaorvod thlt largon

Ea
*

inatitutiona reported rever 1noidonts tban 1d snullor

< 0

1nat1tutiona. She oitod, as possaible reasons, that 1noidonta"
are more conneﬂplnce and ho&oo, porovivtd as less important
to roport 1n tho ltbgor 1nst1tu 1on. ‘There were also

P %
vqriationa 1n aaroty f.lturcl. at.rf a titudol in roporting

a0 K

°



1nbidenta, perceptiona of what comprises an 1ncident

prioritiea plaood q’ incident reporting ejgecially when it

.

is busy, utatfing patternn, und nunbera,o‘?permanent voraus
il ’.’

part-time o-ployeea. She oauti@pc that ‘high reporting ra&na

ETAE o e

does not necessarily mean that nura@kﬁzre unhafe ‘or that

nurses on shifts with lesa 1noidenta roported ‘are dishodﬁ§£°?

! R o

Rowe's (1981) study revealed ‘that nura3s yhirty yearsf

Ekand older dcnonatrated a greater OOlmit-ent to the

4

profeasion than did nuri§i129 and under. The study focused

on 52 staff nurses in an_Alberta acute-care hospital's

4

medioal»pdrgioal and intensive ohqp areas, Effects of

eduoa_tio’%rbqte, age, length of employment, and commitment

1% : : ‘
to professional/bureaucratic i1ideals, and yrole stress were
studied The study showed signirioant differences (p<o0. 05)
in how the cited variables affected peroeptiona of actual

and ideal wﬁk and patient care situat& mg nur ea.

‘Corwin (1961) obaerved the effect of deoiaion-n kinglih

a bureaucraoy. Decisions nado by the nuggf 1n a bureaupratioc

notting must, neet the approval or both adninistrati n and-

R Y

- ,
oolleaguoa. aning errors tendod to lect nega;ifily an

En v ) ‘ N .
aolr-oonoept and ovnlnagion by othora.

-

Corvin and Taves (1962) atudiod tho proreaaional and}

buroauor;tio rolo oonoqptiona of diploma nurses and degree

nurses, They desoribed profoaaiohalizttion as tho nurse

9

striving to maintain eduoational ‘and professional stindlrda

through 4inocreased reading of Brotoaaﬁonal literature,

committee work, and pt}tioiputioi Li\a‘gﬂggfionnl

-
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;anq}ggxona. Burnauoratization oooura“fhrough-sooinlinntion
into tne institution with a focus nn adninatrativo inn
technical dutiea.‘Proressional nurses' pbimary souroce of
loyalties was the nursing profession while buroluorntio
nurses' loyalties were the 1institution's authority and
prindlples. They found that diploma nurses anhered to

bureauoratic expectations more than baooalaureate nursqahéﬁ y
&u!.» & ]

and tnat bacoalureate nurseg educaged outaidowﬁho ho%pitnl

‘\4\,\ . T ‘q - '?

“had greater dirficulty adJuating to . buroauoratic

£

expectations than thoneﬂ(diplo-a nurses) educated inside the
hospital. Tnéy found that the type of educational tract was

significantly related to the degree of commitment to g

v i‘fh' :
.3 , : T
Hubernick and Alutto (1972) surveyed ole-entary anw ‘@N

prnfessional role. v

PO

-

4
éﬁcondary school teachers and staff nuraes to exnnino ;g;

personal and role related variables and their relation to

7 .
comnitnent to the organization. They found that plnnning to

o

.8eek advanced education was signirionntly rolated to
; . )
commitment (p<0.05). Tqacbera adAd nurses who did not plan to

seek further formal eduo;tion qih;bitod highnr levels of
orgnniza;ional commitment than roaﬁondnnta with plans for
further Qduoanion,ann_poapondonta»unoortnln'apénp their
,&ducntional 1ntnntion; fhcao_rindlngs nroioon;iotdnt with
research that shows that the desire for ndvnnoqd education
*implies prorpneinnnlian or ocosmopolitaniam ghi;i inok of
thoaoAintontlonniilplioa loonl orientations® (Buburniok lnd

AIutto,1972'362) .They also found a pon:txvc relationship

betveen age,: longgn of time ib ourrent area, .aod time in
-, Lo i *Q



inatitution with organizational c itment. !ounger_aubjects
who had not invested a great deAl}in their'careeru'uq;e “}‘
as oomn;ttqd to their organizations as those whose oareer;y
were more ruIly devoloped;'They also‘conclnded that because
teachers and nurs%"do not have strong ?ﬁﬁréﬂaional t;és
that offer greater }evafd; than do °’é§§;?°t15%§' tyéy are
. not committed to then. . ﬁ&f |

Nursing reaearob on- raotorsvintlfzﬁoing nurses' moral -
Judgments and decisions haa*gdded insight into n@-ges'
deviation from standards in actual‘ﬁ;aotioe. _Crishai (5981)
presented six diiemnaag among ehen rﬁportiﬁg mgaioatidn
errors, ﬁo a grdup of diploma, bﬁccalaureate, and master's
level nurses, pﬁudenta in a‘bacoilaureate program and
Agrnduata.atudiéi; and a group of non nurses, She.found
diploma nursea-ﬂcored signifiocantly lower than nurses with
higher education and 1o§er tha; non nura;a in moral judgment
£est1ng. Alad nuéaas with less experienob aooéed'higher than
more exporiopoodénuraoa; Th?ulat§cr appearéd;uoée‘o;noordod
>w1tp praotiodl pprb*ohéé to dooi&iona. The more familiar
with the dilemmk the more principled the thinking became
regarding n dilo Ba, Criahul unationed the i#fluence of the
environment in which nurses luat make loral decisions. She
observed that su Joeots 1-1tntod the moral Judglont of others
in thoir onvironlont and different responses reflected
different role lldol oontln;;;oioa.

Bduqntxontlsy impoverished environments did not seem to
'onoourtg. 1ndthdu 1s to examine thelr views and aotiocns

\_



69

thoroughly and systematically. Tinq-OQnatrainta for expanded
workload, opposing loyaltils to profengion, hospital and
patient, and lack of clarity about their responsibilities
and authority were cited as factors, combined with lack of
educagional qeaouro&s and experience, affecting the higher
level moral dovel§pnent of nupses,

Ketefian's (1981b) study of 79’nur§ea confirmed
Crisham's findings. The nurses came from a; variety of
educatibnal and work'helated baokgrounga. Keterian‘ooholuded
that experience subverts theyduragé; desire to ﬁraotioo

~ideals in reality. Cognitive development is necessary to

enable the individual to reason abou¥ moral choices and

g\ ¥

eventually to make noral/deoiaiona. engg: the significance

.‘{’v

of having higher levels of education. At the conventional
level of moral development, the nurse 1is content with
uaintaiging harmonious interperaonal relationabiﬁa and
inatitutional expectations, Colleotivé morality prevalent
"among nurses has made it possible io blame others and ignorp
issues rather égan agoept‘peraonal responsibility. Ketofi&n
believes that 1f nuraod_arqito be aoccountable and
. réaponaiblo,_a higher level of mQrality must be attained. -
Greir and Schnitzler (197g’bvoro‘ihtoreatod in the
‘ralatlonahip betvoen level of education and the nurse's
E‘&linaneua to take risks in a alnulltion game of chanoe.
The authors (1979:186) define risk taking as seleoting an
action the conssquences of yhioh oould leave one in a vorse
position t;.n prior to the uotxon.‘rhoy studied 75 nuraes

snod cod ourses where level of esducation was significantly

i

. e
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dirforont among the partioipanta.wThey found that nurses
with master's prepabation were more willing ¢than
‘bacualaureate and diploma nurses to tage risks based on
their decisions an‘Judgnents. Diploma nurses were more
conaoryative than botbh nurses and non nurses; and they were
les; confident in their decisions and judgments, T;e
researchers concluded that nurses with low levels of
achievement neoda ver; less willing to accept risks, while.

N

nurses with high levels of eduéation were better decision

ma' aituations deponding on chance outco-ea and

nursing skill, In situations where 1nrormation had to be
) .
aocquired and uaed in -aking Judgnenta, nurses did not differ

ey

according to educational level.

‘\ —

Conceptual Framework
- Tﬁa organization universe lodei provides a conceptual
summary for. the 1ittf;ture'on incident repor‘inév(Figure
2.3). The model may be used by the nurse- adninigtrator to
ovalucto ‘the overall 1natitdtionnl and/or'dggartlental
ﬁnvironlant in whioch 1n01dent>reporting oicuta, and
subsequently, to plan changes that vould pr&not respoansible
~ and nooonntablo 1lp1olontation of incldent rdportlngi
polioiob (81;35, Prico,'and Brvin,1985L
The priho}pal components of the orgs tion universe
model consist of values, goala, structurs, climate, and

snavironment, Yalues, goals, struoture, and olimate cowprise
.
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of the -orfanization. The

the internal onvir

organizltionrinteraof jth an external environment which

operation of the organization, the
‘ ”

jpse the organization, and the outcomes

influences the inteﬁnl
-
structures that coms

Nt

of the organizatioma “activities.

Values are the core of the ooncepéual model. Values are
rerlooted in the mission atatement which defipes the purpose
for which the organiiatibn was established. G°31P may be the
values articulated, or the operational statements of the
organization's or department's mission.

The structural component cons@sts of the human,
physical, and fipaﬁcial resogroen, processes (systems);vand
:vouboones relevant torthe implementation of ‘the mission and

goals of thé organization and/or the department. Structure
rgeuSes on the conditions under which. €are or aerviqy Is
given and the effect that the conditions have on the quality
and'aaregy of patient care. Decision-making procedhres,
communication patterns, reporting relhtioﬁahipa, reward

L . .
systems, accountability systems, and group norms are

!
3

conceptualized as the prihoipal structural cpmponents,

~ In order to racilitute a systematic aaaoasnent or the
‘ -.y . ", . ,,,". 5 \ )‘;
,'quallty of olne and aerviooa delivered to patienta, healqﬁ’

‘onroﬂinatibutigna have toouaod on analysis of the individual
elements of the alrdoturll component of the model. The
il{uotural éo-ponont may bo,annl;:od ascocording to its llJof

«§10lonto,ot structure, process, and outoblo. Becauasse the

‘varxoun plo-ontl are interrelated, like the major components
w% 2, . o . :
?ﬁx the qodol. oauh.ogpiqnt can be arbdbitrarily interohanged
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without harming the concept.
. oy

The climate component is 'the»paychologioal ntlospﬁoro
that results from and surrounds the operation of>tﬁe_
structural component; 4t is both a result of and a
determinant of the behavior of individuals and groups %1th1n

the structure™ (Simms, Price, and Ervin,1985:5§), Climate

%

may be part of the sq!'ctural component as well as a

separate component. "

* ) [
The outermost level of “he model represents the
external environment, The organization's 4internal

environment must interact with the external environment in

order to accomplish its mission. e
Figure 2.4 shows the adaptation of Simm's et al. model
to the process of incident reporting. The model shows the.

~Sstructural component divided into its threelbaaic elements’

: N A )
¢f strueture, process, and outcome,

-

The hospital's mission is to promote the well-beigng of

the patient, staff, and visitoy Ay ensuring a safe .
. ‘ :
environment and to.maintain a commitment towards cost-

effective health Cadﬁ delivery. The goals of quality
. . N - . ' ) v‘
assurance [focus on direct patient care while risk management
: e, { \
focuses on ijntrolling risk factors which may 1inocrease the

i
ient ocare, Cost effectiveness and quality

A

cost of pi

assurance are 1nterrolafod. Risk nahlgc-ont is a component

of quality asasurance, Incident reporting is the oorpg;ltpno

— ——
= » P

i

of risk management.

I3
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Incident reporting policy is a strﬁctqre which provides
’gpiqelines for déciéion-d;king and nuraihg,practioe'
rhgarding:p%e safety of patients, visitora,Aanamataff while.
on hoap;tﬁl property. Quality asﬁurg;ge standards are
1nélibitely incorporated ‘into the ﬁolic} lpurpoaé;
guidelines, Sitﬁ§;1oﬁs; and repérting process for.incidents:
| éontinuing education programs, pebfbrqanée appraisals,
n;r?ing*audits, care plans.and report forma,’suqhabj

reﬁbrta, gnd risk management committees arej&ohe‘exanples of
‘qirngtural elqgegpi that ensure continuity, stability, and
Qﬁnirormity'in implementing 1ncidedt repor&ihg policy and
%pbooesaing 1nciden£ report information. '
Four broad process eiements comprise the risk‘

-anaggment progran. When incident reports are conpleted} the

;;nformation may be used ;; identify‘the'sourde of bisk 6r

.injury, analyzd tﬁe fréduehéy and severity of the incident,

implement reie?ial action to élim;nate or reduce the riék;
and evaluate‘thr§ugh continuous monitoring the ;ffecta of

riskvm;nagenent.\

Outco-ea‘of tho-;truo7hra1 and process elements of the

qdnoeptu#l model are aasedﬁed accordiqs to nursing prgot%ce
.stahdarda, quaiity assurance standards, patient care legal
atandards;mand risk nanqgélent objectives, Data collected
from the pﬁoc;as element are.co-phred to predoveloped
étandards and oritérig‘whidh specify reabectively the
desired level of perror-adco and indicate the‘qéality»of
\oari provided. Revising policies, procedures, and report

~ R

foras; re-structuring committees, ré-eduoating staff, and
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. re-derining'patient care dutoomoa arp some 6! thpjaepivitiii

]

[ —

ppdertakén;to ensure the goala and miaaion related to
quallty“and cost effectiveness. are atta}ned. 0utoonos
\senérgte ongoing evaluation of all the other levels ;f the

cpnceptupl modél.iv o B ‘,‘ _f@'
Climapa 1; phe paych&logid(l copponent of th;
coneeptual model. Acoording to the literatpre, nurdea are:
‘anxious and . uncertain regarding the aafety of open anq
honest 1ncident reporting; Supportive relationahipaqvith_
supepiors and oollea;ﬁea, opennesa ot oplmunio(tioh; tbuat.
ciaritj df-expectati;q@, and an accepting :ttitude toward
risk taking and problem: solving ‘are oritioal to eatabiiahing‘\
a climate conducive to open and honeat 1naident reporting.
Nungrous regulttory,, gJVerning, oooporating, -and-’ |
monitoring externél orgpnizptions'ohaliengé the poapital's
capacity to fulfill quality assurance standarda uith the
resouroes allocated.'Th; provinoial and federal governnonts
‘regulate the runding availabla ror-providing health care“
services, The: Alberta Hospital Act containa the atatutea
regulating hoapital operationa, while the Nursing Profeangn
Act (1983 11) has as a goal 'to eatablish, monitor, and
approve ptandarda of nuraing care,™ Tbe c.C. H.A. agao?aoau
ithe'operation of the hospital_agpinat pre-deternined‘

‘nationql‘qQality~asgurahoo sthndardﬁ.

1In prder to'lpintéih its progwalp ahd«funhing

privilegea the hospital muut ahov evidonoe that it is lble

to \neet these atanggrda.’«rhep.nursea' protoaaional
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. or‘genization (A.A.R.N.) has developed standards of ‘nursing

priotioe whiou require nurses to respect atetutee eud poliocy

relevant to the practioe setting. The law definee the limite

‘and scope ot ﬁureing and nedioel practice, patient rights,

and hospital reeponsibilty and is implicitly and explicitly
inoorporated in all previoualy mentioned standards and

oriteria uaed to evaluate the health care syetem. Collective

baggainiﬁg promotes quality assurance through establishment

'wof-working oonoitione conducive to harmonious employer~

,'enployee'reletionehips. Finally, the board of governore

through its leadership and guidance enBures that the

hospital's mission, goals, and objectives are met according

.
A

Uto'gOVErnnental, regulatory, and legal standards,

v 'ngmerx

Thie chapter hae reviewed the theoretical and research

literature in order to provide the framework for the study.

L

,Speoifioally, the purpoaea, eituations, guidelinee,

processing, and influenoing factors related to incident

reporting:were developed in the literature review. The

.review aqf the ‘relevant research presented the rationale'for
the study design and -etuodology as well aa the dependent

7§aridplee. A conceptual model for the organization of

inoident reporting was developed trou-tb! principal
oogpouente of the literature review and the organization
uniyerse model. .

»

An accurate detihitiz}_or an incident is important to

- the policy and initiation of the incident reporting process.

-



A-lg‘

The key to errthive incident reborting-ia that an ;ncidont'
be perceived as suohlalong with 1ts 1§gai,lf1nanoil1. and -
qualitative 1nplicgtions;

The primary purpose of incident repofting is to advise
administration of actual and patential risks thli may place
thé organization at a financ?al disadvantage. It is
i;portgnﬁ to the incid;nt reporting phoooss that its purpose
be c¢learly undérstqqd by those responaible for
implementation at the local 1evel.‘

Situation; requiring'inﬁident reporting may go
unreported by nurses because they are uncertain as to what
comprises an incident, unav#re that tﬂey have caused an
error, or because they are unaware or’their liabilty in
cértain situations, Causation theory explains that incidents
‘do_not necessarily occur.in the presence of unsafe practices
- or oonditiohs. Consequently, the theory ia important to the
prinéiples sqrrguhd;&g investigation and analyais of
incidents.

Guidelines for incident reporting should be
comprehen#ive and detailed 'in order to ensure that
1nformation i§ easily ao§eaaeq-tor analysis and
1n;eatigation. A che;kliat (orlﬁtvbost facilitates this
objective. However, a;'a quality assurance tobi, some
e;perts believe ;he 1ﬁcident form should solicit as much
information regarding the 1noidont'aa poasible.‘;coufato,
nonjudgmental, discoriptive narr;tivea are legal

reqdirelenfu. Controversy exists as to whether nurses should

&oou-ent subjective remarks on the report form. Legal
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oonbinaua adviaea‘lgn4nat documenting thé completion of an

L)
/

1qoidoﬁ€‘repor£ od the nurses' notés.
The minimal requirements for effective incident report
prooossiné #nclude# 1deng1ficntion, analysis, remedial
aotion;'agﬁ ova}uation 2! indidentu reported, Hosﬁitals have -
;Qte.ptod to 1iplehent this prdoe@a without th; ua; of
;ppropriatq organizational struoctures. Exb%rtawon 1noident
reporting'agree‘tﬁat educatiéh-prdgra-a”baaed on risk’
prevention are important adjuncts to the operation of an
etfeot;vo risk management progranm. Attaining full
cooperation rroi’nurseé in reporting inoidenta is a
diffiou;t task due to the pror?asional Byth tq§£ ignores th;
baaio reality-of humgn fallibility., The nurse's imngdiage
supervisop has a signifioant impact on attitudes toward
risk-taking and oonaequebtiy the reporting of errors.
Hithbut the staff nurses' participation, gh‘integrated and
coordinated risk nanagelentvprégran, quality assurance, and
risk aﬁd cost reducggon cannot ﬂe achieved. w
" The organiiation universe model conceptualizes the
components neoiaalry tor'an efrestive inocident reporting
saystem, The iodol enables tﬁ;‘nurae-adlihiatrator to

evaluate the aystdl and to plan chlnéea that promote

accountable and reapohaible nursing praoticé(



CHAPTER 3 R
Research Design, Methodology, and

Profile of Respondents ’

This chapter.preaonta a douoripiion of the study
design, methodology,vand a description of the personal and

\\professional variables of the respondent groups.

Repearoh Design
The ﬁurpose of the stud;rvaa to describe nurses'
perceptions'or incident reporting and factors 1ﬁtlhen01ng
their perceptions of reporting. A review of the research
1tterature indicated that little is known eapiriocally
aboug nurses' pekceptiona of incident reporting (Brink and
Wood,1983). A survey obtains 1nfdrm§tion regarding'the

prevalence, diwtribution and 1nterr}1&tiona of variables

within a population (Polit and Hungeer ,1985), Descriptive

;;giina reault in deacription of datanand whether the data

analysis showa statistioal relationship (Borg and
Gall,198§). Thia;waa’the objective of examining pbrsonal and
professional variables in relation‘bp incident \r porting.
Borg and Gall (1983) suggest’ that exploFif;ry roaoarch can
be useful in generating observations and hypotheses in areas

where little prior 1nveat15ation’has'occurred and where more

objective methods are:not available.

80
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The Research Instrument
-Developmegt of questiggnaire. The questionnaire ocan be
" \

a valuable research tool in adrveya, especially when
questions are personal or sensitive or when they examine

socially undebir.ﬁh&d;iéﬁavior, because confidentiality can’

’ "
.

AR AL
be assured (Sudnanﬁiﬂa§8radburn,1903f? prmation obtained

from surveys ¢tends to be r?l%@éaei superrioial.
Qu;stionnaires cannot probe into contradictions of human .
behavior and feelings and are suited to extensive rather
than intensive analysais (Poli£ and.Hungler,19§5)/ Sudman and
B}ndburn (1983517) corroborate this opinion in stating:

Questions about paych&log}oal states or at;itudes

. « . are not verifiable even in principle since

states of attitudes exist only in the minds of

individuals ... and are directly accessible . .

. only to the individuals concerned. o
Treece and Tree;e (1986) caution that even factual data are
not reported accurately in queationnaireé.

The qupationpaire vas selected for this study bécause
of its advantages: rapid and efficient data collection, ease
o} analysis and interpretation of data, elimination of
reagaroberbbiaa, and cost effectiveness. The instrument
" also satisfies the purpose of the atu&y. Y
| Items for the questionnnaire were'generated from. the
literature and fros colleaguéaaproaontly employed as staff
nurses, nurse-educators, nurse-administrators, and)rro-
grnduato students in huraing and education ﬁrograls. the 170

items generated in this manner were grouped acocording to the

researcher's perodption of the concepts evolved from the
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literature: . demographio variables, purposes, situations,
guidelines, processing, and factors influenoing incident
reporting. A final seoction was added to summarize nuraonl_
.overall perceptions related to the purposes, situations,
guidelines, and processing of incident reports. Closed ended
‘Questions were used to obtain responses although some
authors caution that such structure is undesirable in
attempting to solicit 1nformatioh'regard1ng undesirable
behavior or opinions régarding sensitive topics (Treece and
Treece,1986; and Sudman and Bradburn,1983). A Likert scale
was used for respon;e choices. Likert scales allow ro} fine
discrimination among persons with different points of view
(Polit and Hungler,1985). Questioﬁs were worded in such a
manner as to solicit the individual nurse's perceptions of
the current practice of incident reporting in her/his area.

The first drafts of the questionnaire were sent to-ﬁfn
expérts for review. These included four staff nuraea{~two
nurse-educators, two nurse-supervisors, and two nurse-
consultants and a research coordinator, Reviewers were asked
for their con;;nts on the completeness of the list of items,
the clarity of the wording, suiﬁability of the questionnaire
format, and additional items for inclusion. As a result of
feedback from the panel, some items were reworded or
simplified, and the total was reduced from 170 to 164. An
"uncertain® optioﬁ wvas add;d to purpoada, guidelines, and
‘process ing sections.

The revised drafts were sent to a hospital

administrator, a director of nursing, and a senior nurse-
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exeocutive for their ocomments regarding the appropriateneas
of the 1t0ll.'Th0 language was ag;in clarified and the
format of the questionnaire 1iprovod. This process helped to
ensure the rnogfana content vuiidity of the questionnaire,.
That is, the idstrument measured what it was supposed to
measure, ﬂnd th;‘1£0ls were representative of the components
of inogdont reporting in the hospital setting being studied.

Cbnstruot:VIlidity was addressed to some extent in that
oxperts_ﬁoview;ng the questionnaire were asked to validate
the items under faotors influencing 1noident reporting. The
literature also identified several factors influenoing
incident roporting.‘Troeoo and Treece (1986:263) state that
one method used for testing construct. validity of an
inatrument is to "utilize a group of indopendpnt judges who
observe and record evidence o the subject's behavior in
situations that spell out the concept in operational terms."”

Predictive and oconcurrent validity were not addressed.
The instrument does not purport to aocuratelr measure future
or current perceptions anq behavior in 1noident reporting
because the reliability of the overall instrument was not
establiahed. Future teating.with the inatrument would be
required to determine the predictive anu opnourrent validity

—-——

of the atudy,

Qggiglgngaire oonggéz. A questionnaire based on
available literature and the observations of a panel of
exﬁcrga ias used a, the data‘colleotion tool. The

~#

Questionnaire was divided 1nﬁ$’n1ne sections (Appendix B).

—_—
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Section I and II deal with personal and professional dati
inocluding age, position, area of nursing practice, nuruing
experience in current poasition, area of nursing practice,
and profession; level of education, obntinuing eduocation
activities, professional 1involvement, exparioncbx with
incident reporting, and type of patient care delivery
system, It was thought that these variables might influenoce
nurses' perceptions of incident reporting.

Section III deals with nurses' perceptions of ¢the
purposes of incident reporting. Respondents were asked to
differentiate between the aotgal and ideal purposes of
incident reporting in their area and/or in the hospital. The
response rating is:

Strongly Disagree
Disagree
Uncertain

Agree
. Strongly Agree

VW -
« e * =

Section IV deals with nurses' perceptions of situations
requiring incident reporting. The response scale is:

1. No

2. Yes

3. Uncertain

Section V deals with nurses' perceptions of the

——

frequency that guidelines for completing inocident rqporta’

are practised by themselves or other nurses in their area

and/or in the hospital. The response scale 1is:
Never \
Rarely
Frequently
Alvways
Uncertain

N =W -
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Sootiop VI deals with nurases' perceptions of the
processing of incldent reporta, Respondents were asked to
differentiate between actual and i1deal processing of an
incident report as it ococcurs in their area and/or in the
hospital. The response rating was the same as for Section
IIX, | \

Section VII dellﬁ with nurses' pérooptiona of factors
influencing their own or‘:thera' decision to complete an
incident r;port in their area and/or irf the nosgital.‘The
response rating was the same as Section EII.

Seotion VIII summarizes nurses' overall perceptions of
incident reporting. A scale of one to five was used. Space
was provided for édditional comments about incident
‘reporting.

Pilot of questionnaire. A pillot test of the

Questionnaire was conducted in a different hospital on two
gynecology nursing units, The quqationnaire was distributed
to twenty registered nurses, two unit supervisors, and an
assistant director of nursing. Respondents were asked to
complete the Qquestionnajire noting the clarity of éhe
instruoctions, oclarity of the items, appropriateness of the
response scales, and time needed to complete the
qQueationnaire.

Responses were received from fifteen (75%) of the staff
nurses, both unit supervisors, and the assistant director of
nursing. Frequenocy aistributiona were completed for eagp
item in the questionnaire and any comments were noted. Some

adjustments were made in directions and wording of itesms,
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Although the questionnaire took moast respondents thirty to
forty-five minutes to complete the length was not adjusted.
"On highly salient topics and with well educated
respondents, queatjionnaires twelve to sixteen pages are
posaible without serious losses in cooperation® (Sudman and
Bradburn,1983:227). The time for completion oited by
respondents was also considered to be due‘to tll; taken to
n;ke corrections and comments on the content and format.

Interview. Interviews (Appendix C) were conduoted with

the Director of Nursing and Quality Assurance Coordinator to
obtain descriptive data regarding the organization and
nature of 1incident reporting as it occurred in the hospital
setting. The Director and Coordinator were contacted bYy
letter requesting their partioibation“n the interviews
(Appendix D). The purpose of the study and interview were
explained, and the proposed questions were included:

1, What is the purpose o( the policy(policies) on
which the current incident reporting system 1isa
based?

2. How long has the current system been in place?

3. Briefly describe the incident reporting &yato-
&3 it operates in this hospital. What are the

principal components?

4, Describe your role 1in the incident reporting
system in this hospital.

5. From whom do you receive Lhoid.nt reportsa?

6. What happens to the report once it passes through
the systenm?

7. Desoribe the ways information provided by inoident
reports is used.
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8. ihat do you perceive as. barriers to incident
‘reporting in. this hospital?

9. What do you perceive as facilitators to incident
reporting in this hospital?

Folloﬁing the 1ntervidu a summary transcript of the

discussion was submitted to-the 1ntervie{:;a for editing and

additional comments.

Research Methodologx

The Director of Nursing of the hospital in the study
was oontacbdd by let;er inlfoducing the'researohgr,
pr;ﬁentlng th reaeapch probosgl, and requ%sting permission
to oénduoﬁ the study ;q‘tﬁe hospital (Apbendix E). Appr;val
to conduct the study was provided by the Management
Coqmiztee; Hosbi;al Aduiniatratpr, ;nd Director of Nursing.
The—séaffing Coordinator provided tbeig;gﬁgjng lists for the
medioa1, aurgioa1 and surgicZI spegialitieé, and intensive
care areas'ih_tﬁe hospital. The staffing 1ia£s also included
the unit sngervisoru (ﬁS) ‘and assistant Airectors of nursing
(AbN)‘ror each area. .‘ -
‘ Frq@ the 281 full-time, registered staff nurses (RN)
elp}oyeq in the areas'studied, 200 RN were randomly selected
ueihg the qﬁgfting iiéts.'?rior to the sampling procedure
1t was dbtd;il$ed that 34 percent of the nurses in the
pbpﬁlatiéﬁ worgg%-ployed-in‘atdical patient care areas, 50
percent were elployed in surgical patient care areaa, and 16
poroent were: elployed 1in the Intensive Care Unit (xcu).

aolocting participanta for the study, randon sa-pling was

done to ensure ;hdt'the différent areas were répreaented in



. . i
=~ ; - s
. . 7

88

i

the final sample in proportion to the population from qhioh
they were taken, The final sample 6r RN'oonsiated?%r 68
medical nurses, }00 3urgipa1 nurses, and 32 ICU nu:ﬁga; All
the US anq ADN of the areas studied were 1ncludedv/;he finll

~

sample totaled 200 RN, 21 US, and 4 ADN.

US and ADN were informed of the study by;£he‘Director
at a)scheduled meeting. Letﬁers were sent by;the researcher
‘to all Us and ADN 1nfofming them of'tpg purpose of the
stgdy, ho; it vould be conducted, and tyé projeqc deadlines
(Appendfx F). They were requesied to‘inform their étaff
nurses of their participation.

The\questionnaires, éncloseq/in’an envelopgﬂaddresaed
with the participants'bnames, w?fe distributed to each unit
by the researcher or the ADN/fqr,thp area. The Ué ensured
‘that the ”par;icipants géoeived their <copy ‘of the
questionna{pef A oovering/iettef ;#plained the purpose and
coﬁtent of:the quest109£airo (Appendix G). Anonymity of
‘1nq1v1dua1-responsqg waé/gssured. Respondents were requested
to ﬁlace thdtéonpleted questionnaire in an enclosed envelope
and either d;liver the 00-pleted form to the qentra; nursing
office personally, or to give the oompletod-forn to the unit
clerk to deliver it to the same location. Returns were
collected fron‘thé“nursing office by the researcher.

Seven daysrafter.the date the questionnaires were
distributed a follow-up letter vaa"aen? to all participants
thanking them for their assistance, and,ielinding them io

. return the cbnpleted forms if they had not alread; done so

(Appendix H). Completed returns atchat time averagéd 55

S
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percent. Approximately ten days following thebfirgt letter
anéfher was sent wiih the tabulated returns fron.egch“area
éhc;oped (Appendixvﬂ). Additional copies of the
questionnaire were made available through the central
nursing offioe for those who had miablacedvoriginals.'The
researcher was able to effect furthér returns during a
presentatioh for the hésbiﬁal's-pronotibnal wéek on nuraing
re;earch.‘fhe reaearcher also épproached e#cb unit
supervieor regarding copies of the queationnaire that may
have been co-pleted but had not foundﬁkheir way to the
nuraing office. e |

Of the 213>qﬁ§ht£dnngife§ distributed, 158 or Tu.2
peroent were returned (It should be nofed that of the 200
questionnaires distribut;d to the RN group only ﬁ88 were
received by the reapondenta. Twelve pf the participants
aglected were either on leave of aBsence, holidrys, h;d
términated employment, or t%@@srerred to‘other areas not
included 1q the étudy. Conseqﬁeﬁtly,'thqy wefe»autonhtiﬁaliyf 
éxoluded from the number sampled.) Table 3.1 sumnarizes,%hé

“Udistribution -and return of the questionnaires based on 2i3

questionnaires distributed.

Data Processing

Raw data .were transor,ibed directly fronm thé-
qudationnairea to oonputbr data cards. The Statistical
‘Package for the Social Sciences (SPSS) was used for analysis

of the data as follows:



TABLE 3.1

Distribution and Return of Questionnaires

‘According to Current Area of Practice

. . Questionnalres Questionnaires Percentage
Position and Nursing Area Distributed Returned Returned

Staff Rurse

Medicine o - B8 | 52 . 76.5

© Surgery | .86 - 58- 674
1CU : 34 | 267 16.5
Total - " 188 ©o136 72.3

Unit Supervisor

Medicine - ' ' 7

7 100.0
Surgery ‘ : T2 ‘ 9 75.0
" 1cu — 2 2 100.0
Total T 2 18 85.7
Asniptint‘birgcior‘of Nursing
Medicine 1 | 1 100.0
Surgery 2 . 2 100.0
. \ .
1cu 1 1 100.0
Total S 4 4 . 100.0

Total , . 213 158 74.2.
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Frequency ahd percentage distributions were
ca@loulated for each variable in the
questionnaire.

Using the frequenoy distributions for independent
demographic variables as a guide, data were
regrouped and collapsed in the following areas where
frequencies were too low to make useful
comparisions: : o ’

a. The age va‘iable was reduced from five to three

categories.

b. US and ADN groups were co-bined under a "nurse-
supervisor®" category.

c. General surgery and surgical apecialtiea were
combined under "general surgery® category.

d. Years in ocurrent position, current nursing
area, and professional variables were each
collapsed from six categories to three,

e. Previously held positions was collapsed from five
categories to three, .

f. Six variabloo related to professional behavior
were ocombinmed and collapsed into two
categories and formed one variable titled
"profeasionalism,.” First the frequency of
attendance at inservice had to be organized to
form two categories: 1) 0 to 3 a times year and,
11) 4 and more times a year. This made coding
compatible with the remaining five professional
variables, The six professional variables were
then divided into two categoriea based on a mean
of 1.50: i)those 1.50 and above, ii) those below
1.50. Above the mean expressed a lesser degree of
"professionalism,” while below the mean expreaéed.
a greater degree of 'profeaaionaliau.

Analyses using the t-test were perrorned to
determine significant differences by independent
variables in the means of the perceptions of
purposes, guidelines, processes, and faoctors 1in
incident reporting. The t-test was also used to
determine significant differences between the means
of actual and ideal pur‘oaes and processing of
incident reports.

One-way analysis of variance and the Scherfé
procedure were used to determine significant
differences by independent variables involving three
or more groups in the means of the perceptions of
purposes, guidelines, processes, and factors in
incident reporting.

Chi Square inalyais was used fo determine

significant differences in frequencies of
demographioc variables for staff nurses and nurse-

<
N



supervisors. Chi Square analysis was also used %¢
determine significant relationships botvoin
and situations .requiriag

independent. variables
incident reporting.

Findings for Personal, Professional,
and Situational Variables

Personal and Professional Variables
Personal and profeasional variables of the staff nurses

were compared to those of the nurse-supervisors, A Chi

Square analysis was used to test the éiénificanBG of the
Nominal and;ordinal categories were

observed differences.
developed using the headings current position, area of
nursing practice, years in current,ﬁoaition, area of nursing

p}actice, and profession, and other positions held., Working

towards a degree, attending inservice and frequency of
same, reading journals, belonging to professional grouba,

!

fnd participating in research were 0911apaed to forn‘the

-

ndependent variable "professionalism.”™ The leaﬁg ot<exohﬂ

]

[ ’
'ategery for the two nurse groups were cross tapulgﬁdd ‘for. .~

f
/analysis. ~
The Chi Square test is a nonparametric statistio used

/
!
/ .
when variables are expressed in nominal and ordinal scales
and when data are expressed in the form of frequencies
(Treece and Treece,1986:435). Nonparametric statistics do
not assume a normal distribution of acorea.about the
population mean hOr the homogeneity otqvifilnoes of the
comparison groups (Borg and- - Gall,1983). ChL‘Squaro’anulysia

teéta for differences between known ?requonoies of a sample.

and frequencies which might be found for a theorized
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population. Sample rr;qupnqiea within a spoc;tio category of
a vafiablo are contrasted with the expected 915tr1bdtion in
the theoretioal‘populatiqn. If a narked>d1tferenoe exists
between the fyequcnoiea in each category then the Chl‘Square
test will yield a value large‘enough to bé interpreted as
uignificant-(pgo.os). The null hypothea;a is rejected. The
null hypothesis states that there is no difference between
th; two groups and var1§b1e§ in the two groups are not
1ndependent (Erickson #&nd Nosanchuk,1977). |
An exanination of the Chi Square valuea for the
6onparison of astaff nurses and the nursefsuperv;sors
revealed significant differences (p<0.05) on the foilowing
yariablesﬁ age, years in current poaitibn, years in current
area of nursing praotioe, years 1n,nuraing profession, other
‘j?aqitione,'level of education,‘vorking towards a degree,
 rog&1ng nursing Journals, ne-borahif in a professional
group, and pirtioipation in nursing rdséaroh. In éach case
the null hypothesis Q;a rejected; the two groups were
dirferent on these 1ndependentlvariables'aa shown by the
asterisks in leleA3.2. ‘ |
| Statistically the above findings were to be expected,
The two groups dirrored in the foous of their Jjob activities
and their positiou in. tbe organizational hiernrohy. the
ataff nurse's work dona;n vas the implementation of patient
care activities, while tho.nurao-superviaor'a work domain
was the administration and superQiaion of the ilplenohtation

of patient ocare activities., The groups were similar in their

O—
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A
distribution on the rollowihg variables: area of nursing
practice, other positions held, 1ﬁqqrvioo attended vfghin
the last year, and f;equenoy of agﬁending inservioce.

Table 3.2 shoqs that 76 percent of the staff nurses
surveyed were thirt& years old or youngeé, while 86 pprcont
of the nurse-supervisors were thirty-six years bld or
older. None of the nurse-éupervisor group vwas twenty-five
years and under. Compared to nine percent™0f the staff nurse
group between thirty and thirty-five years, ten percent of
the nurse-supervisor group belonged to this category.

Approximately 39 percent of staff %uraea auryéyei_
worked in general m?dicalyareaa, hhAperoont in surgery,: Qnd;

17 percent in the intensive dare area, Of the nurse- .
supervisor group 36 percent iorked in medical, 50 percent in
surgical, and 14 percent in the intensive care area.

Regarding the number of years in current position, 87
percent of the staff nurses had been in their position for
six years or lésa, while only 45 percent of the nurse-
supervisors had been in their position six years or less.
Approximately 32 percent of the nurse-supervisors had boeé
in their position seven to twelve years and 23 porconé, over
twelve years. About seven percent of ataff nurses had seven
to twelve years oipe;ienoe, and seven peroent.had over
twelve years experience. |

Although none of the .nurse-supervisors had worked in
the currené area of* practice less than-one year, 29 percent

of the staff nurses fell into this category. Approximately

32 percent of the nurse-supervisors had practised in their



. TABLE 3.2

Frequency and Percentage Distribution of Personal and Professional
Variables for Staff Nurses and Nurse-Supervisors

Independent Variable Categories -
Agettt <26 26 to 30 31 to 35 36 to 40 >40
Staff Nurse? F 53.0 37.0 13.0 14.0 19.0
N | % 39.0  27.2 9.6 10.3 14.0
\
\
Nurse~Su§§Fvisorb F - 1.0 2.0 7.0 12.0
\ A - 4.5 9.1 31.8 54.5
t
Area // Medicine Surgery 1cu
Sta?/ﬁ:rse F 53.0 60.0 23.0
% 39.0 44.0 16.9
/
/
_Nurse~Supervisor F - 8.0 11.0 3.0
e )4 36.4 50.0 13.6
Years in Positionk*# <1 1 to 6 7 to 12 12
Staff Nurse F 41.0 77.0 9.0 9.0
' 4 30.1 56.7 6.6 6.6
Nurse-Supervisor F 1.0 9.0 7.0 5.0
pA 4.5 40.9 31.8 22.7
Years on Areatt#®
Staff Nurse F 39.0 79.0 15.0 3.0
A 28.7 58.1 11.0 . 2.2
Nurse-Superviso; F - 7.0 4.0 11.0
z - 3108 18-1 50-0
‘Years in Professionff®
' Staff Nurse F 23.0 70.0 22.0 21.0
4 16.9 51.5 16.2 15.4
" "Nurse-Supervisor F- - - 1.0 21.0
)4 - - 4.5 95.5
(contimued ...)
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TABLE 3.2

Frequency and Percentage Diétrgﬁution\of‘Petsonal and Professional
ses and Nurse-Supervisors

Variables for Staff

&7

N
(}ig 1nued)

Independent Variable

Other Positions#*#*

Staff Nurged

Nurse—Supervisorb F
. z

Education* -
Staff Nurse F
A
Nurse-Supervisor F
x

Obtaining Degreet*
Staff Nurse F
x
Nurse-Supervisor F
YA

Reads Regularly*

Staff Nurse F.
x
Nurse-Supervisor F
‘ B 4

Professional Membership**
Staff Nurse F
4

Nurse-Supervisor P
4

Categories
Educator Other
1.0 7.0
0.7 5.1
4.0 5.0 3.0
18.2 22.7 13.6
BSc Other
11.0 1.0
8.1 . 0.7
3.0 2.0
13.6 9.1
Yes No
13.0 123.0
9.6 90.4
6.0 16.0
27.3 72.7
72.0 64.0
52.9 47.1
18.0 4.0
81.8 18.2
31.0 105.0
22.8 77.2
11.0 11.0
50.0 50.0

(continued ...)
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TABLE 3.2 -

Frequency and Percentage Distribution of Personal and Professional
Variables for Staff Nurses and Nurse—-Supervisors

{continued)
Independent Variable Categorieg
Research Participation® Yes No
Staff Nurse F 16 .0 119.0
- p4 : 11.9 88.1
Nurse-~Supervisor F 7.0 15.0
‘ 2 31.8 68.2
. Inservice Attendance
Staff Nurse F 127.0 ' 9.0
y4 ©93.4 6.6
Nurse-Supervisor F 22.0 -
" ' 3 100.0 -
Inservice Sessions/Year 0to3 4 & Over
Staff Nurse F 65 .0 69.
' )4 48.5 51.5
Nurse-Supervisor F 9.0 13.0
Z 40.9 59.1

a y=136 ' —

b Ny = 22 ,
Rk* o 0.001__ .
0.01
0.05

* P

IA A A
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current area for one to seven years, 18 percent for seven to
twelve years, and 50 percent oaver twelve years,
Approximately 58 percent of ataff nurses had practised in
their current area for one to seven years, 11 peroont'for
seven to twelve years, and two percent for over twelve
years. Table 3.2 shows that 96 percent of the nurae-
supervisors had worked over twelve years in the nursing
‘profession compared to approximately 15 percent of the staff
nurses. Approximately 17 percent of astaff nurses had worked
less than one year in the profession, 52 percent for.one to
six years, and 16 percent for seven to twelve years. Only
one nurse-supervisor worked in the nursing profession for
less than twelve years., 0f the nurse-supervisors with
nursing experience over twelve years, 50 percent had spent
that time in their current area of expertise.

" Table 3.2 also shows other positions that the two nurse
groups held. Approximately six percent of ths staff nurses
had been unit supervisors, three percent ADN's, and one
percent had been nurse-educators. Fifty percent of the
nurse-supervisor gEOup had held othe! unit supervisor
positions, and 23 percent held nurse-educator positions.

i

Stafrf nurses and nurse-~supervisors differed

significantly regarding their highest level of oducagion.

Approximately 91 percent of staff nurses and 77 percent of

nurse-supervisors had a RN Diploma as the higheat level of

14
education. Baccalaureate degrees were held by eight percent

of staff nuraos-and fourteen percent of nurse-supervisors.

Other degrees/diplomas were held by one percent of staff
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nurses and ten percent of nurse-supervisors. Of the staff
nurses, ten percent were currently working towards a nuraing
degree, while 27 percent of nurse-supervisors were in this
oategOﬁL.

Ail nurse-supervisors and 98 percent of staff nurses
had attended inservice sessions 1in uhe past year.
Approximately 52 percent of staff nurses and 59 percent of
nurse-supervisors attended inservice four or more times per
yéar. Nurses also differed according to the number of
nursing journals regularly read. Of the staff nurses, 53
percent regularly fond nuraing journals other than Canadian
Nurse, while 82 percent of the nurse-supervisors reported
the sanme.

Approximately 23 percent of staff nurses belonged to
some profeassional intereast group or committee, while 50
percent of nurse-supervisors were in this category.
Approximately 12 percent of staff nurses had participated in
nursing research over the baat year, while 32 percent of
purse-supervisors were in thias category.

A comparison was made between the mean scores of the
two nurse groups and the 4independent variable
"professionalism.” The "professional®™ score was computed
using the scores of currently working toward a nursing
degree, attending inservice seasions (and frequency of

a—

same), reading journals, belonging to professional groups,

.

and participating in nursing research. The mean score of

nurae-auperviao;n was significantly higher than the score of

3
\
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staff nurses.

Data related to type of nursing care delivery ny;t.- in
the area were not compiled due to conflicting responses from
both nurse-superviasor and staff nurse groups, The nursing
department was in the process of adopting a "modified
primary nursing®™ approach to nursing care replacing the
current patient care mode, team nursing. The priujry nursing
concept supports decentralization of authority,
responsibility, and aoccountability, while team nursing
prénotea centralization of authority.

Experienée completing an incident report should have
some effect on nurseast poré&ptiona of inoident reporting.
Except for one staff nurse, all the nurses surveyed have had
experience completing an incident report, either as a ataff
nurse or as a student nurse. Therefore, this variable was
also deleted in later analyses,

Discussion. The information obtained under personal and
professional data indicated that the majority of staff
nurses were younger than nurse-supervisors. This findiﬁg
correlates positively with nurses' experience acoording to
years in current position, in area of nursing practice, and
in the profession,

These findings, although statistically significant,
were not unexpected., Bureaucratic organizations like
hospitals traditionally reward employees with extensive
experience and service in the 1nat1;ution with promotions to
higher line and staff positions. Hubernick and Alutto (1972)

found a positive relationship between age, length of time in
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area aﬁdiinstitution, and oodmiylént to,éhe institution.
R;we'a (1981) study also }ouud'avpogitive relationship
'betwéen increasipg age and commitment to the ofganizgtion,.
Commitment is characterized by a Strong belief‘in and -
aocdptanoevof’organizational goals and values,‘a willingness
to work towards these goals; and a desire to reﬁain'in the
organization (Steers,1981). In this sample, éne‘wpuldwexpect
nurae-supervi#ora’to be more supportife of and g;mpliant
with 1ﬁoiden£ reportiné policies than staff nurses,
A variety of work experiences is cﬁimon among nurses,
The nurse;auperviaor group“had previous experience as unit
“auperviﬁors #hd as assistant directors of ngrsing.r
Considering the average age and experience éf thg staff~l
nurse group, it was not surprising that a small minority had

experience as nurse-supervisors, Experience in the form of

méturity, time, and variety of emp;oyment provides an
informal educ#tidn for employees. If acquired over a perilod
of time in one organiiétion, Bxperienbe éroyides for an
indeptb"éduoatioﬁ on the oultur; and idiosyncracies of
operation for that onéanization. Nufaq-supervipors in the
sﬁnple_tdnded to have thesq'advantages. Rese#rch has shown
that individuaié in different organizational poaitions (or
~that have held a variety of ‘positions) tended to have
.differedt bérooptioha of th§ bealitiea‘of the praotioe.
aottiné due to difrerenqkattitudoa, viewpoints, agd'valuea

(Gdorgdbouloua,1966).

—

The majority of nurses in this survey did not have

/
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gdditgbpalkeducationror.a baccalaureate or a Maaster's
have §§}£er g@@ortunities to compete for aeniob
gdminiétrétivéipositions becauSe experience is as valuable.
as advanced%fducation. Many nurses 1n\hosp1tals are able to
qchieve,thﬁir career aspirations without having h#g
additional poatéegondary educational prepapation.

In considering the administrative skilis required by
nurses, the‘Alber‘w Task Force Report on Nursing Education
(1975)_reco.mended the minimal educational requirement for‘
all>nurses_bé a Bachelor's Degree in Nursing. Head nurses
and assfbiant‘head nurses require a broad base of knowledge,
education, and pra&tiée on which to base decisiéns and
actiQns. Their competence -should be basqd on extensive
clinioallpractioe, leadership, teaohing; counselling and
research. Positions at ‘the ADN level and beyond require
ﬁaster's and'Dootorai preparation. The_Taak Force réli it
importaht that these 1étter nurses be prepared to q°velop
organizational structures and systems of patient care
delivery that wduld facilitate quaiity asssurance and the
professional devglopnent of nurses at all levels of the
organization (Task Force,1975). In addition,‘the "Entry To
Pr;ctice' posiiion of the A.A.R.N. and C.N.A. has created a
mandate stating that by the Year 2000, the minimal
educationalﬁrequineuent for all nurs@a will be a
baccalaureate degree. Huberniock and Alutto (1972) found that

nurses .seeking higher formal education were less committed

to orgauﬁzational goals and values than were those nurses
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who had such intentions. Crisham (1981) and Ketefian (1981)
showed that nurses with advéneed formal education were able
to reason better than were diploma nurses about méral—
ethical choices in decision-mﬁking situations., Ketefian also
concluded that work experience tended to subvert nuraés'
desires to practice ideala in reali&y. As such; nurse-
supervisors in this sample should be more willihg to d;erate
X ‘

within the comatraints of bureaucratic rules and regulations

than the staff nurses..
4

N

Corvid's (1962) classic studies have shown that dlploma
inuraes educated in hospital programs tended to be more
bureaucratic in their ideals than baccalaureate nura;a in
their ideals, Because diplong prograEsﬂin co;léges did not
exist at the_time of Corwin's studies, his fitndings could
.not be geperalized to those nurses. ‘

On individual categories of professionalisn, both
groups' overall scores were avefage; although nurse-
supervisors tended to be more profespional overall than were
staff nurses. Hubernick and Alutto (1972) noted that, nurses
in hospitals do not express strong éféiliaﬁ&on with external
profeasional groups. The difficulty in gohiéving a desirable
return rate for this survey may have been due to a lack of
enthusiﬁiu regarding nuraing research, Interest in research
also relates to level of“education, since most nurses
involvement with the research process occurs at the master's
~and dooctoral levels. it appears that the environment in

which the respondents practised did not neéesaarily

3
A\
\
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ehdourgge ﬂhe proregaionil development of nurQea. Stafr
nurses did.not haye gxﬁ-ng profeasional role models in the
nurse-~supervisors @?at %ht{‘could emulate, Aooordinguto
Johnsgn (1971) more bure:;cratic ideals may have beaﬁ
‘.comngnicated to the staff ;ursé_group if nurae-auperyibors
tended to bde bdreaucrafic.rather than profession‘lly
" oriented. Bennigx(cited by Tomlinson,198%5:127, ocutlined the
inadequacies of bureaucracies 1n'relation to professional
.development According to Bennis, bﬁreaucracies do not

n

adequ tely allow ror proreaaional growth and nor do they
prggbte the utilization of profesaional resourceas,

Summary. Staff nuraeﬁ and nurae-super?iaora dirfered:
significantly agcording to age, experienoe, ;duc&tiun, and
proreasionﬁln score. Aocording to other research these
variables predict the proquaiqnal or bureauoratio
‘orientatioh of nurses., The findings indicate that nur;e-
supervisors should bg more §upport1vé in their perceptions
of incident reportingbthan staff nurses. For this reason the

twvo nurae groups! peroeptions of incident reporting were

eqnparedwﬁn further analyses,

The Hospital Setting

| The hospital in which the study was conducted is a
regional, urban, aotive treatment teaching hospital.
Aocording to the hospital's Aﬁnual Report (1985):
approxinately 81,000 patients were adlitted to the taoility
over the past year, The estimated operating surplus for 1984'

to 1985 vas $200,000 which remained relatively unchanged

v
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from the previous fiscal year. Staffing ratios had to be

reduced and beds closed in ordaf to meet budgeﬁ‘ionstrainta.
The hospital's. liability insurance premium bill in the
previous year w#a 33%,000. This y;ar, the estimated cost is
$110,000, an increase of over 300 percent (Smishek,1986:B5).

The hospital's mission statements are related to the
provision of education§l services ahd ataff aevelopment
:ﬁrograla, maintaining cost effective health care delivery,
and promoting the well-being of’the hospital staff. The
'philosophy of nuraing reflects the nisaioﬁ statement by
relating tge_beliefa'that each nurse 1a\reap0nsible and
accountable for the nursing care she/he provides ahd_each is
yeaponsible for hef/hia oin conéiquing education. The
nuraing depart-ent's,philoaophy alaé advocates that duraing
practice involves the use of the nursing procesﬁvtbrough

provision of total patient care and coordination with dther

- hospital departments,.

Included among the goals that the nursing department
had pfio}itized were the following: ensuring that the
nursing depa;tlanp meets C.CJLA. S@andarda,'aud,tpat nurses
“understand the accrediting process and use of data
cb?iéotion tools to providexanalysi; of patient workload,
‘atatf;ng trends, and quality assur;dae. Committee structures
will be assessed and reviaéd. A hoabital-wide computer
program hgs been introduced to facdilitate the effioignoy and
etfeotivéneaa of hatieht care delivery systenms. Aqong thg
short-term 6bJ§otivea‘1s cited th; neoeaaity of reducing the

"number of staff injuries resulting in absenteeism and/or
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compenéatiqn.

Discussion. The mission statements of both the hoaspital
a;d nursing erartment were broad in terms of exweotatigna
for quality and safety in patient nafo. In the same ingtan;o
the hoapital's mission, and the current éoala and objectives
of the nursing department presented an exoellentlopportunity
.to develop necessary structures and processes for a risk
management progran. v

A sub-conmiétee had begun 1n1t;;l'work towards revising
the incident report form and guidelines. The 1nciqént report
.may eventually be organized in a form that fécilitatea
comprehensive summary, entry, and analysis in ; ;onputer
brogram. In revising committee structures, the terms of
reference of the quality assurance nursing committee could
be reviewed dr a nursing risk manag;mnnt committee could be
Aeveloped. Their primary mandat;s would be to collect,
cqasolidate, analyze, and investigate incident report data'
to ensure that garety standards in quality assurance and
nursing practice are being met.

The need for cost effectiveness in the provision of
health care services to the patient was 1ndluded in the

hospital's mission statement. The annual finanocial

statement indicated that coat‘oontrol in providing such

"services has continued to elude administrators.

Consequently, it would seem reasonable to assume that the
nuhsing department ;should receive the'support and commitment

of abpropriate resources that/would enable it to reduce riak

4
¢
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factors affeoting not only cost effectiveness, but also
quality assurance.

Summary

Tb§ overall study was descriptive 1in design. The
purpose of the study iau to describe the organigabion and
nature of incident reporting in the hospital sgldied and to
‘desoribe nurses' perceptions of incident reporting and
fﬁ&tors 1nfiuenoing thgir peroeptiﬂhs. This chapter
presented a description of the study design and
methodology.

A questionnaire based on the literature was Mdeveloped
by théyresearqher apeoifiéally for th'aurvey. Questions
were related to the purpose, situations, guidelines,
~prooe$aing, 1nf1uenoing faotors, and overall perceptions
related to incident réporting. Face and ocontent validity
‘were addressed }hrough the use.of expérts on 1nc1dent
reporting and a pilot testing of the gquestionnaire. The
return rate for the‘rinal atudy was T4 percent. Interviews
were conducted with the director of nuraiﬁg and.quglity
assurance ooofdinatoﬁyin order to describe the nature of
incident reporting in the agute care, urban hoapikal.

Personal and professional variables of the respondent
érouparworo desoribed. Staff nurses and nurse-supervisors
were digniriéantly'dirferent on all demographic variables,
and these will bé used in subsequent analyses related to
perooptiona“or‘ipcident reporting.

AThe mission, gbalﬁ, and objectives for the hoaspital and

the nursing‘deparhient were sunlariiod in order to provide
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relevant aituat;o;ai dat§ surrounding inoident reporting
5olicy.;nd praot%ces. A purely aubJeo;ivo obnorvntibn was
that the missibﬁ statement, goals, and ;bjeotivos of the
hospital and nursing departnent.laoked a definable
.commitment to the fedudtion of risks, Struotures were in
place tha£ could facilitate a comprehensive risk management
progranm, Cost-effeotiieneas »1n operations appeared to be a

concern. Some aspects of the incident éeporting systenm

required revision,



CHAPTER 4 -
Inéident Reporting in the Hospital and

Nurses' Perceptions of Incident Reporting

This chapter ‘provides a ;escg;ption of the findings
related to the organization and nature of incident reporting
in the hospital setting and nuraeé' perceptions of incident
reporting. = Specifically, this chapter describes incident
reporting and the proceasing of incident report daﬁa as it
‘oopurs in the hosp%tal studied, and nurses' perceptions of
the purposes, situations, guidelines, processing,
1nr1uenoing factors, and overall peroeptioné regarding
incident reporting. Dirfereﬁoes in the actual and ideal

purposes and prooeaping of incident reports are also

presented and discussed.

Inoiden; Reporting in the Hospital

Sub-Problem 1

What is the organization and nature of incident
reportin; in the hospital?

?he Director of Nurasing and Qﬁality Asapranoe
Coordinator for the hospital atudied wore interviewed to
provide a daagriptioﬂbof the ofganization and nature of
‘inoident reporting. The findings are presented and discussed
in this section according to the 1nte§view schedule

-(Appendix C).

109
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1. What 1s the purpose of the polioy(ies) on which the

current incident reporting ayatel is 5;;;d7A1 o
' The §bjeotive of the current inoident reporting process

was to provide a machgnian for the nurse to infornm he;
supervisor an incident had ooourred.'The nurse was able to
‘outline what remedial action had been taken in order that
the supervisor might ra;}ry or offer further geoommendations
to im;rove the situation that had led to the 1noigont. The
expectations of ﬁhe policy and process were that all
incidents be reported, not only those which may be
litigious. The intent of the policy was to encourage
responsible and accountable nursing practice as well as a
problem solving approach to patient care. The policies and
procedureé gutlining the incident reporting proéesa
supported those aspects of the mission statement referring
td the provision of a safe facility.

2. How long has the current policy and system been in
place?

The current policy on incident reporting has been in
place since 1963 (Appendix I). Since thatdiime, colpqnenta
of the policy have undergone three cfitioal revievu;;,

including:

a.-A re~definition of the directives for use of the
form. ’

b. A review of the format of the form, the rationale
for directions for use, the routing of the fornm
within the organization, and the legality of the
form, .



f 111

0. A trial of a standardized, hospital-wide incident
report form developed by the Alberta Hospital
Association (A.H.A.).

3. Briefly describe the incident reporting system as it
operates in the hospital,

- Figure 4,1 diagrams the routing of the incident report
form (Appendix J) through the principle components of the
lreporting system. An incident report may be initiatea at tﬁe
area «r department level in the hospital. The form is
completed and submitted to the reporter's ‘immediate
supervisor. In the nursing depart.eht reportaﬁafiaing on
shift may be submitted either to the ADN or US of the area
in whioch the inocident occurred., Depending on the shift

;*suporviaor'a choice, the r;Bort is subsequently routed to
eith?r the ADN or US depending on which one received the
feport first. The Coordinator receives incident reports from
the ADN, who hasyéerified, reviewed, and commented on each
report before submitting it to the Coordinator;

All incidents are investigated by the ADN so that
responsibility and accountability remain at the lower levels
of the organization. The ADN codes the incident using
general ocategories of 'pétient inoident' or 'patieut.
acocident" according to the report coding guidelines
(Appendix K). The Coordinator reviews the reports t05

completeness, and if they are inoonplete returns them to th;«

ADN, Completed reports are initialed by the Coordinator and

forwarded to medical records for further documentation.
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The Coordinator may receive reports from other
dopirt-ontu in the hospital, from the ADN, and from the
Director of Nursing. The Coordinator or ADN route reports
with potentially litigious outcomes to the Director. The
tdrn is duplicated, the ocopy forwarded to the Vice-President
Medical who assesses the report, and if necessary, submits
it to the hospital's lawyer. Reports of incidents which may
result in claims by patients and/or their families are sent
by the Coordinator or ADN to the Vice-Preasident
Administration., A copy of the report is submitted to the
hospital's insurance company. All originals are returned to
the Coordinator who submits them documentation in medical
records. Upon completion of documentation, medical records
returns the originals to the Coordinator for photocopying
and rouﬁing of the cop& to any one of four applicable areas:
Director of Security, Employee Health, School of Nursing,
and Pharmacy.

4, Desoribe your role in the incident reporting systenm
in the hoapital; and, (5), from whom you receive incident
reports.

'Aa discussed, the Coordinator's role involves ensuring
the entire completion of the report, and routing the report
to the appropriate individual and/or departments for
information or‘ruriher documentation. The Coordinator is in
the process of forming an ad hoc committee to review the
incident reporting system. Figure 4.1 ahgva from whom the

"Coordinator receives reports.
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The Diteotdr of Nursing examines roporti for their

‘litigiouu and quality assurance implicationa. At the request

s

of the Director, a nuraiqg quality assurance committee
examines trends in incidents and offers recommendations
consisting of actions that would reduce the number of
incidents occurring in the hoapital. The Director also
partioipatée on hoapital—iide copmittees whioh examine
trends in incidents. In addition the Director communicates
with other hospital executives and the Board of Governors
regarding the nursing department's activities related to the
reduction of incidents. The Direotor receives reports fronm
the Coordinator and the ADN,

6. What happens to the report once it passes through
the saystem?

An incident report $ulmary for the nursing department
is compiled by medical records personnel (Appendix L). The
Coordinator receives the report summarizing the prior
month's statistics and reviews it for trenda. A photocopy is
sent to designated departments within the hoapital. .

Incident reports are filed in medical records for three

years and then destroyed. Any reports received by the. .

Cpordinator which were not appropriate to the usufl
departlentallrouting or could not appropriately be coded
were stored in the Coordinator®’®s files for the same period
of time,

7. Describe the ngnner in which information provided by
incident reports ias used.

There were committees formed within each department of
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the hosﬁital to review incident reports arising from their
respective areas. Polioy’and practice are examined and
recommendations for remedial measures may be suggested for
the réspeotive areas, The Medical Advisory'Bfard received
the'm;nutea of’all committees and its members may appeal,b
negate the chonmgndatibns, and/or present other
alterqativ;a to the committees' recommendations regarding
ﬁﬂo;dents reported. A nursing practice committee assessed
;ail aspects of the'incidenf reporting_bqbQéss and would be
developing.a new report fqrn to meet'the,individual needs of
all hospital ayQtems. Stag;atics were qiamined, analyzed,
and followed up-by individual co-mittegh and supervisors.
Educatiig_regqrding the incident reporting process
occqrredvinitpe‘;riehtation of a%L/aeﬁ hospital employeésl
Ins:;:;:}bd;ﬁaé givdn.reggfﬁf;;ﬂ:;eVpoli;y,vuse of the forp,l
'aﬁd implemenﬁati&h of the process. At the areq.levélg,wstarf
”ﬁrﬁéhged 1naervioe‘regarding local needs for upgrading

q

&incienoied ;n kndwlodgerand.skills, and for preventing of

incidents. The hospital newsletter had been used to

copmunicate initiatives to redu®e and/or eliminate risks.-

8, What do yod perceive as barriers to incident
]

reporting in the hospital?:

The gyate; met thé,oﬁfrehﬁjnéeds of the hospital in
rélation to quality aasuran;; and cost effedtiveneas._The
systeam did not operate aa‘th@ ideal risk i;ﬂagenenibprogran,;
‘but the. components conaideréa.to bé,ueoesaa:y for‘effective

operation were in place. Maximum benefit fros the'existing
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structures was an pngoing goal,
The poi;oies and guidelines aurréundingvinoident
reporting required further olgrification and specifiocity..
vﬁhat comprises an incident within the hospital setting has

been perceived by nursing ngrr and administrators as

»inddequately defined, and hay oonty;bute to both ‘under-

repoqiing and over-reportiﬂg. A; ad,;;b'ooymittee will be
investigaiing;thése congerns;

The absence of 1line eonmunioation botween the
Coordinat;r and clinical nurse educd%bre presents an
obstacle to preventative risk managenent;'The broader
educa;ional needs of the hospital in terms of risk
mgnagement are inconsistently anaiyzéd and incorporated 1nt6
inservice sessions. With s0 many gr;dps of pebpleﬂinvolved
in reportabie‘incidents, continuing education of all
employees 13 essential to effective risk mapagement
(Duran,1980). The Coordinator is not direotly resPonaibla
for planning inservice and continuing education progrgns
rel: 4 to risk management. ' -

ihe Coordinator perceived her Jjob desoription 1in
relation to'risk managgnent responsibilities as nqt being
well defined. The risk manager role.ot the Coordinator 1in
the organizatiohal étpuo@ﬁre.of the hospital should be
clearly’defined (Duran,1980). |

Because of the srzabie worklodd of US and ADN and the
time needed to complete report;, the Coordinator did not .

receive reports within 24 hours of the incident's

ocourrence., Reports were allowed to accumulate in some areas
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and then submitted together.

Physicians and nurses did not always complete reports
in the manner admiaiatraiion had iﬁtendedt'ﬂeports were
sometiméa used a- "teaching fools,' and occasionally reports
took on punitive Qverto:ea. Comments were either too brief
or so detailed that the factg beoamg?difficult to discern.
Reports were frequently incomplete 4in relatioﬂ to the
information requested by the forn.“Finally,ldocunéntation of
reports was completed by ngdical‘réoords ﬁeraonnel whs were

-

unfamiliar with the context in whioh‘a,nursing related
incident ocouired. )
Not all incident reports ﬁere réuted directly to the
Coordinator. There was considerable overlap in the system
uikigure 4.1). The Coordinator,.ADN, and medical records were
all involved in th@ screening, coding, aﬂd routindg of

completed repéfta.

The Director perceiyed that frequent attrition,

infrequent use and/or opportunity to observe use of the :
report system at the area level tended to hinder the -
edq ational o?reota of employee orientation to inoidenﬁ

reporting. :Nithout reinforcement at the area level, nurses
R - . o ) X
tended to forget the intent of incident reporting policies

. N
and guidelines. If the individual nurse did not perceive the

>

o i '
é%ed to report an incident the process could not operate

effectively. : -
W '
" '9., What do you perceive as facilitators to incident

~reporting in the hospital?
. @°

[
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The' Coordinator's partioipation in proceasing 1noiden;
rehorta was perceived as an 1iportant Step in forializing"
the rqlationahip between quality aaau}anoe and 1noiden£
;eporting. Such action also‘had an effect on validating
adm;nistration's commitment to quality assurance.

o Tﬁe Director perceived departienﬁal\review of inocident
reports achieveé a consenéus regarding risk managenen;
needs. Standards were maintained throughout the hospital
Abecause of interdepartmental lparticipation and
‘communication,. | : N

The Director also perceived that the decen£fa11zed
approach tb 1hc1dent invesatigation promoted individual
accountability. The ADN and US for each area identified
fisks {elevant to _‘ir area and they were responsible for

enaurin%‘éffeotive remedial action,

Discussion. The current incident reporting system

éppeared to meet administrative and organizational
'expeqtationa satisfactorily. The Director acknowledged that
the system did not meet ideal expectationa..Dericienoiea had
been identified and plans to undertake reledial'aotion were
being formed. In addition oth;r deficiencies on the basis of

the literature on risk ménagement were observed.

-
o

While the values, goala, and structural components for
incident reporting had been established, they tended not to
operate in the best interest of an ideal risk management

syastem., Revisions and changeg were intro@ucod as their

necessity was perceived. Risk -anagenent appeared to be a

\

"patching broceaa' (reactive) rather tban‘a preventative



119

ongoing process.

Because risk management activ;tiee agpeared to be
loosely coordinfted and deoentraiiz;d, incident reporting
structurés and datg'may not have been ua;d optimally
hospital wide. Risk management appeared to be part of every
committees' m;ndafe. There was no core multidisciplinary
committee whose mandate was the identification, analysib,‘
investigation, remediation, and evalgation qr incide;t,
reporting astructures, processes, and outcomes.

Auditing the incident reporting system and process was
not part'of the quality assurance progranm, por was it
required for hospital accreditation. Therefore, the system's
deficiencies could not be aystemaﬁically identified and
actéd upon., |

_Thé Coordinator's position in tﬁé organization was such
that new initiatives or changes couidﬁnpt be implemented
without approval from the ADN group. Limitations in the
Coordinator'a‘authority'may héve reduced the erfeotifeness
or‘the quality assurance program at times, Without direct
access to clinical nurse-educators edﬁcational needs
identified by the quality assurance program may not héve
béen addreassed. |

The Coordipator's risk management role was generally
unclear in relation to meeting the risk management needs of
the orginix:tion as a whole. The literature emphasizes the
necessity of the Eiak manager aétiiely inveatigatfgg,

monitoring, and remediating situationa contributing to
J
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potential }1ak. The role was not oclearly differentiated fronm
tha; of the ADN and US., A subjective conclusion was that
the role tended to be secretarial in nature. |

Finglly, incident reports were often incomplete or
incorrectly completed. The prooessior accurately 1dgntiry1ng
c;uses and determining effects of remedial action on
eliminating or reducing risks was hampered because of

questionable reliability and validity of report information.

Nurses' Perceptions of Incident Reporting

Sub-Problem 2
What are nurses' perceptions of the actual and ideal
/ 2\ . .

/ o
punposes of incident reporting?

Distribution of perceptions. In Table 4.1 the

percenéage diétributionAof nurses' perceptions of the actual
and ideal purposes of 1pcident reporting are presented. The
majority of nurses agreed or strongly agreed that the actual
and ideal purposes listed in this study were the purposes
for incident reporting they perceived as relevant to their
area of the hoapitél. Howbver; there waavﬁ broader
distribution of response choices for the purposes related
to using reports in performance evgluntiona, moniforing
quality assurance, assessing insurance premiums, and
reportingvledical-legal claims, ’

The actual purposes of incident reporting agregd to
most strongly were identifying unusual occurrences (81%) and

identifying unsafe patient environments (72%)._

Approximately 66 percent of the respondents were
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TABLE 4.1

Percentage Distribution of Nurses' Perceptioﬁs
. of Actual and Ideal Purposes of Incident Reportingg-

{ e

Percentage Distribution’

v

. Strongly Strongly

Purpose Disagree Disagree Uncertain Agree Agree
Identify unsafe Actual 1.9 10.1 16.5 60.1 11.4
patient environment Ideal 1.9 7.7 3.2 54.5 32.7
Motivate staff to  Actual 3.2 171 21.5° 50.6 7.6
ensure safety ° Ideal 1.9 10.3 9.0 55.8 23.1
Identify staff Actual 5.7 22.8 40.5 24.7 6.3
inservice needs Ideal 3.2 12.3 10.3 53.5 20.6
Motivate Actual 0.6 12.0 29.7 49.4 8.2
responsible Ideal = 1.9 10.3 3.8 50.6 33.3
nursing practice :
Identify onsafe -  Actual 3.2 16.6 20.4  48.4  11.5
norsing practice - Ideal 3.2 15.3 10.2 45.9 25.5
Measure compliance Actual 1.3 26.1 31.8 35.7 5.1¢
with policy Ideal 1.3 16.6 18.5 46.5 17.2
Identify unusual .= . Actual ~ 3.2 15.8 69.0 12.0
occurrences Ideal 0.6 2.6 3.8 60.3 32.7
Performance Actual 17.1 29.7 30.4 20.9 1.9
evaluation Ideal 20.5 31.4 16.0 25.6 6.4
Revise policy/ Actual 3.9 16.9 41.6 32.5 5.2
procedure Ideal 1.9 8.4 14.3 54.5 20.8
Statistical/trend  Actual 0.6 1.9 31.0  58.9 7.6
analyses Ideal 0.6 2.6 8.3 63.5 25.0
Monitor quality Actual 2.5 12.7 46.5 .35.7 2.5
assurance Ideal 1.3 13.4 18.5 47.8 19.1
Assess insurance Actual 8.2 14.6 65.8 10.8 0.6
preaiuns Ideal 9.6 16.7 47 .4 19.2 7.1
Medical~legal Actual 5.7 7.0  56.1 27.4 3.8
claims - Ideal 7.1 7.7 30.1 42.9 12.2
Bvidence in Actual 4.4 7.0 38.0 39.2 11.4
lawsuits Ideal 5.8 10.9 16.7 47.4 19.2
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uncertain thét actual purposes for incident rop&riing were
reiated po providing a mechanism for aanepaihg thek
hoapiﬁal's insurance premium and 56 péroent, r;r repdrting
Aedical—legal claims. The percentage distribution o&‘
respondents was divided between agreement and ”ﬁncertainty
regarding F§° actual purposes of incident reporting being a
measure of nurses! conpliancé with policy/procedure and
being used as evidence in. a lawsuit, Nurﬁea‘ perceptions of
the purpose of incident reporting béing a mechanism ¢to
evaluate performance were divided am&ng asatrongly disagree
(17%), -disagree (30%), uncertain (30%), and agree (21%).

According to the percentage distribution of responses
vrggarding the ideal éurposes of incident reporfing, the
majority of respondents generally agreed that those listed
should be purposes of incident reporting, except for use in
performance evaluation.?%e greatest péroentage of nurses
agreed or'strongly agreed ﬁhat ideally incident reporting
s8hould identify unuauai occurrences (93%), tabulateydata for
statistical and trend analysis (89%), iﬁentity unsafe
patient environments (87%), and ng;ixn&n.roaponﬁiblp nursing
practice (84%).

' Reggrding perroruancd evaluation as an ideal purpose
for 1n01dent‘repoé£ing, nurses' responses were distributed
aﬁong strongly disagree (21%), disagree (31%), uncertain
(16%), agree (26%), and sirongly agree (6%). The ideal
purpéae about which the greatest percentage of nurses felt
uncertain was reports being used to assess the hospital's

insurance premium (66%). In all cases, the percentage of
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—~ nurses who strongly agreed with the purposes listed was
greater for the ideal than for the actual.

Dirfqrenoes in perceptions. The results of t-test

analyses are presented in Table 4,2 to indicate the
statistically significant differences between the means of
actual and ideal purposes,

o

The t-test is a parametric statistic used to tesat for
aignif;cant differences between the means of two populations
(Borg and Gall, 1983). The t-test results are reported at
ﬁhe 0.05, 0.01, or 0.601 Lg{fls of significance for the
obtained t-value. /L

The difference between actual and ideal means for the
purbose related'to use of the report in performance
evaluation was not significant, The differences between
i{actual and ideai mean scores for all'other purposes listed
were significant at the 0.001 level, except for incident
reporting boiné gsdd as a mechanism to assess insurance
premiums and as evidence in lawsuits (p<0.01)., The greatest
dirrerenceavbetveen_actugl and ideal ldana weré related to
phe purposes to identify the inservice education needa,or

'nuraing stafr,"io 1den£iry policies and procedures requiring
reviaiop, to motivate responsible nursing pfactioe, and to

monitor quality assurance.

Discussion., The 1literature suggests that all the

L.
k3

purposes listed are apbropriate to incident reporting and
noodsahr; to the success of a risk ladagenent progranr. The

} aignificant differences between actual and ideal purposes



TABLE 4.2

Analysis of Nurses' Perceptions of Actual and Ideal Purposes
o of Incident Reporting

Mean Score

Evidence in lawsuits

Purpose Actual Ideal t-Value
Identify unsafe patient enviroument 3.7 4.1 6.57 kkh
Hotivaée staff to ensure safety. 3.4 3.9 5.58%%%
- Identify staff inservice needs 3.0 3.8 8.08%*%
Motivate responsible nursing practice 3.5 4.0 6.41*5*
' Identify unsafe nursing practice 3.5 5?.8 3.50*’0
Measure compliance with poiicy 3.2 3.6 6 .48 k%%
I&Qntify nnuqu;l‘occurrencea 3.9 4.2 5. T4*A%
Performance evaluation 2.6 2.7 0.58
Revi;é policy/procedures - 3.2. 3.8 7.38%k%
Statistical/trend analyses 3.7 4.1 5.73%%%
Monitor quality assurance 3.2 3.7 T 13%%k
Assess insurance premiums 2.8 3.0 2.74%%
Medical-legal claims 3.2 3.4 NS VAL
3.5 3.6 2.69%*

s p < 0.001
** p < 0.01

124
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for incident reporting indicate that although nurses
anaooiited the purposes listed as similar to‘thoﬁe for
reporting in their area, there vaé need for further
achievement of these purposes,

Incident reports are important tools for identifying
derioieno;eu in skills add knowledge related to a durae's
performance., The report is a tool that ocan assist the
administrator in 1déqt1ty1ng areas where staff performance
requires inprbvelent (tornatige evaluation), without the
information being recorded as part of the employee's final
evaluation (summative). In cases of malpractice, 1nqident
reports may be used as evidence., The literature inqioates;
and none moré strongly than Curtin (1981), that thii'purpose
has not been appropriately implemented by nurses at all
levels of the organization.

0'Grady and Finnegan (1984) noted that nursing
departments have been allowed minimal par%&oipation in the
business of operating hospitals. Their conclusion may be
extended by adding that nurse-administrators have permitted
minilnl-pnr;ioipition by';ther nurses in ££;\hoapital's
overall operation. Nurses in this sample fnﬁihated that
nltgéugb they collected incident-related data, they were
uncertain as to those higher level purposes for which
.administrators used incident reports (litigati&n, 1ﬁauranne
claims, and polioy revision).

Sub-Problem 3 -
¢ -What are nurses' piroeptiona regarding aituations

requiring completion of an incident report?
' /
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Medication situations. Table 4.3 shows the percentage

distribution of nurses' perceptions of medication asituations
requiring incident raeporting. The findings indicate ‘that the
nurses surveyed would complete an incident report for most
situations involving errors in medication administration.
The drug‘aduiniatration situations for which the greatest
‘percentages of nurses would conﬁlete an inocident report
included administering the wrong mediocation (99%),
administering a medication to the wrong patient (99%), and
administering a wrong dose (94%). The situations for which
the greatest percentage of nurses would not complete an
1noiden£ report 1nclud§d adminiatering a medication one hour
late (6&1;, and administering a medication which caused a
tissue reaction (50%). Nurses tended to be divided in regard
to reporting a physician's administration of a medication
which cgused a tissue reaotioﬁ; thirty percent would not
report the incid-nt, thirty percent were ﬁncortain, and
forty percent would report the incident. Approximately one-
fourth to one-third of the nurses surveyed reported being
uncertain as to whether seven of the twelve aitugtiona
;nvolﬁing medication errors should be reported. |

Injury situations. The findings shown in Table 4.4

indicate nurses' perceptions of injury situations requiring
incident reporting. The situations that most nurses would
report on an incident form included: a patient fall (95%),
staff injury (83%), a visitor fall (63%), and a fire (58%).
The situations on which ﬁuraea would not complete an

incident report included: a patient developing a nosocomial
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TABLE 4.3

Percentage Distribution of Nurses' Perceptions of

Medication Sifuatlons Requiring Incident Reporting

Percentage Distribution

‘"“\ , 1 2 3

Medication Errors No Uncertain Yes
Dose missed 12.0 24.7 63.3
Wrong dose _ 0.6 5.7 93.7
Hour late 63.9 29.1 7.0
Wrong date 0.6 9.6 89.8
Wrong rate 8.9 28.5 62.7
Wrong patient 1.3 - 98.7
Wrong route 2.5 23.4 74.1
Discontinued medication 4.4 29.1 66.5
Wrong medication ‘ 0.6 0.6 98.7
Drug reaction, n!?ge administered 50.0 24.7 25.3
Drug reaction, doctor administered 30.4 29.7 39.9
Incorrect narcotic count 8.2 18.4 73.4




TABLE 4.4

Percentage Distribution of Nurses' Perceptions of

Injury Situations Requiring.Incident Reporting

&4

"
R

Percengggg_Distrigytion

1 2 3
Injury No Uncertain Yes

Confused patient falls - 5.1
Nurse injures back 9.5 7.6 82.
Vigitor falls 10.8 26.6 62.
Nurse struck by patient 3.2 85.4 11.
Patient complains of abuse 14.7 42.9 42.
Burns received during resuascitation 29.7 32.9 37.
Decubitus ulcer 72.8 22.2 5.
Nosocomial infection A\ 78.5 16.5 5.
Emergency surgery i 74.5 24.7 0.
Go-cb sachine malfunctions 1.6 29.1 39.
Drainage system improperly secured 36.7 38.6 24.
“Fire extinguished by staff 26.6 15.2 58.

" ]

~ N

[aS]
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infection (79%), a patient requiring emergency surgery
(75;), and a patien£ developing a decubitus ulder (73%).
Eighty five percent of the nuraea were uncertain about
reporting a patient atriking a nurae. Nurses were aqually
divided aetween uncertainty and reportiné a patient's
complaipnt of abuae. Nurses were almost equally divided aaoné
the three*reaponae,aboicea regarding reporting the
malfunction of a Galéo suction machine, ;nproper‘sacurenent
of'a patient's drainhage systenm, and burns sustained during
cardiao reauaoitatioa. |

Sxatam failures, Table 4.5 shows nurses' perceptions of
aituationa’}elated to system failures in the organization.

P

Most of the nurses surveyed would not complete an 1n01dent,p

raport related to system failures. The only situation for s

whioh the majority of nurses (79%) would-zonpleta anf;f;
‘incident report waa the loaa of a patient's pgkperty. Thef
situations ror which the greatest peroentage of nursaes would

 not oonplete a report 'included laboratory apecinena not
being collected prior to a patient's diaoharge (771). a

patient diaoharging hinaelf (76%), and chart pages beingﬂf&V
nisriled on the wrong‘patienérrecord (72%). Approximatelyﬁf"

H .

one-fourth to one- third of the nurses qurveyed were

uncertain as to whetﬁer five ot the nine aitwab&ons listed
<2 J : . o
should be reportedaﬁ@" i o . ) g

P

i L

" Discussion. Overall, the findings aubatantiated the
need for preoiao definitions or wha¢ is peroeived aa an.

1noidont. A oonprohenaive derinition along vith the » f

rationala for the definition luat be understood by
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Perceﬁtage Distribution of Nurses' Perceptions of

System Failures Requiring In

ay
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TABLE 4.5"_

eiqent Reporting

[}

Pércentage Distribution

Patié;t property lost
\ .

\
\

o

16.

1 2 3.
Syst;m,Failures No Uncéﬁtaid f%'Yes
Patient discharges self 76.4 13.4 10.2
"Charge” of unfamiliar unit 50.3 32.5 “17.2
Understaffed shift 50.3 31.2 . 18.5
' Defects in sterile packaging 53.8 25.9 20.3
igptbper X-ray prep;ration 49.4 - 28.5 22.2
Stat report late 46.8 35.4 17.7
Chart pages misfiled 72.2 22.2 5.7
Labvspﬁéinenn not collected 3.2 20.9 ’ 1.9
/ 4.4 5 1

=

N
N
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implementers of whe poliocy (Barker,1983; Driscoll, 1975;
6ryzbek,1979; Salman,1979; and Stevens,1980). Although in

the previous section nurses indicated that they understood

the primary purpoéd of 4incident reporting was she
identification of unuéual occurrences, the rindingéAin this
section showed bonsid?rable variation among the nurses
regprding what comprises an unusual occurrence,

One of the first rules which a nuraing sfudent learns
18 the absolute necesasity of accuracy in medication
administration; Duran (1980) notes that most medicdtipp-
errors are procedural errors. Correct procedure calls for

_ A\
the right drug, patient, dose, route, and . time in medication

administration. About 64 peroept of the nursedoindio@tq
they would not co-pleﬁe an incident report if a medib;f
were given one hour late. Hospitai policy sets the tiu
limit for dose admjnistration at thirty minutes before or
'after'the preﬁcribed time. Nursea‘seemed to hé;a difficulty
in'méeting this expectation; exact time of administration
‘had a Iower priority than other administration checks. The
ngraei 1n‘thelsalple appeared willing to report a patient's
'wﬁifbrgio reaction tolloﬁing a medication administered by a
. nurse, but hot one. following administration by a phyaioiﬁn.
Nurses may perceive different circumstances surrounding the
two situations, e;pepxwthe physician to co-pi;te his/her own

&

report, or permit phyéioians a8 different set of guidelines -

i

for inoidentireg;rting.
Nurses have also been effectively socialized to

recognize the poténtially litigioui ijplioftidna regarding
- ' 0N

¢



‘injury due to falls: Nurses in the sample appeared to place .
different priorities on reporting falls or injuries
9

1nvolving;pdtients, visitors, and staff. Lanza (1985) and

‘LaRocco (1985) believe that nurses do nog_oonplete reports

.Qh_gatient and nurse abuse because of the perceived effort

guired and futility of the:effort, fear of investigation
and‘biame, and belief that this standard of care 1is
acceptable. Nurses accept their own abuae as a routine job
'baiard.' |

Nurses ywere divided in their willingness to report

Wi

burns a patient received during re&i“”itation although
hospital policy . requires that all burn;‘bé reportéd. In l;eui
of thelfaot the patient's life is saveq, such an injury ﬁay
séen trivial, If the patient 1§.not harmed, nurses may not
.perceive‘tig—;Ztuation as an incident.?%{ a patient
routinely réceives burns during resuscitation the
"experienced nurse may not perceive this as unusual. Nurses
ﬁay not peroeive the purpose of incident reportibg‘as being
preventative of future ihoidenta Sut only as documentation
of an incident as *it occurs.

Nurses tended not to perceive decubitit/noaocOliai
.infections, eqergency surgery, equip;ent malfunction, qr
impioper use of equipment as unusual occurrenoéa. Such
incidents are related to the quality of nursing an& medical
care. If nurses do not perceive a relationship be;yeen the
incident, 1noigent reporting, and quality assurance gney mnay

not be motivated to use the form. Nurses in the buiplo

N
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appeared'to:uso different deciaiﬁn cr}terig for repo}ting
the incidents, Polioy abpeared not to be a iignirinaﬁt,
factor. Compléting an incident report for such occurrences
could’reault in olouef examiration of‘qurrenf.practice, an
e;ent both doctors and nurses may view as an intrusion or as
a personal threat.

Nurses did not perceive system failures as unusual

incidents. The situations listedrmay have been accepted as

%

part of the routine oécurrences in the ‘operation of a
boqpital.1To'cumplete.}eports each'time a failure‘occurs
gould oierburden an already paper-ridden qystem. Other
‘methods of reporting night‘be uaed. Stwff also learn to

'”adapt ahd work around 'the shortcomings of the systen.

Q
Sub-Problem 4 .. - “

w*

,

What are nurses! percep&lons of the frequency with

which guidelines for incident reporting are followed?

Perceptions of guidelines. Table 4.6 shows the
percentage distribution gt nurses' per&eptions regarding ﬁhe
frequency with which guidelines for 1nc1d;nt reporting ar;
followed in their area. Thenguidelines for incident
repqrting that the majority of nurses perceived were alvays
followed were ensuring appropriate signatures appeared on
the roport.(Tui), documenting a concise and accurate
deaoriﬁtion of the incident on the report (69%), recording
an incident on the nurses' notes (54%), and recorﬁing a

pertinent assessment (53%). The guidolind’that a majority

of nurses (53%) selected as frequently being met was



TABLE 4.6

Percentage Distribution of Nurses' Perceptions of

Guidelines -for Incident Reporting

Percentage Distribution

1 2 3 4 5

Guidelines Never Rarely Frequently Always Uncertain
Accﬁrate description of
incident - 0.6 29.7 69.4 0.6
Patient assessment
recorded 1.3 4.4 38.0 53.2 3.2
Appropriate signatures/
notations - 1.9 21.5 74.1 2.5
Nonjudgmental comments - 1.9 - 41.8 40.5 15.8
Remedial plan outlined 3.2 25.9 36.7 25.9 8.2
Plan reviewed with Tvg  24.7 3422 . 25.9 7.6
Supervisor '
Completed in 24 hours 1.9 16.5 52.5 19.0 10.1
Incident recorded oﬁ ,
nurses' notes - 7.0 34.2 53.8 5.1
Report recorﬁed on E
nurses' notes 13.3 20.3 29.1 - 29.7 7.6
Confidentiality
maintained 3.8 18.4 25.9 28.5 23.4
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completing the report 13>zn hours. N

Nurses perqoivod qqunlly that remarks made by reporters
on the incident form were frequently (2%) §r always(u1}2
nonjudgmentalﬂ The tindinga show that nursesa' perceptions
were equally divqud among rarely, frequently, and always
for the guidelines rererriné to preparation of a remedial
plan, review of the plan with a supervisor, and
documentation of the incident repo;@ on the purses'notes.
Nurses! peéoeptiona were evenly dia}ributed among rarely
(18%), frequontly (26$¥?'alwaya'(2¢35, and uncertain (23%)
regarding the maintaining of confidentiality in incident
;eporting. |

Discussion The guidelines for incident reportihg'are
entrenched in legal stipulations foi record keeping. The
findings suggest that nursas gfe,generally conscientious

regarding the documentation and witnessing of incidents on

the appropriate reoords. Documentation may hot alwdys be

unbiased as suggested by the findings. This result may
explain nurses' uncertainty and/or agreement that the
purpo:i of incident reports 1is ro%&be&abo~perfd}mance
ovaluntioﬁ;.81nco legal standards dictafe the'need for
VobJec“*ve recording on hospital documents, nu%ge-
;Jmiﬂ 2t ators may need to investigate this aspect of
incident sporting.

Many reports are not completed within 2% hours as is
legally required. Thi? may be due to the extra time needed

to ensure that other guidelines would always be met.

Maintaining oonfiQQntiality also seemed to be a guideline
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that was adhered to inconsiastently. The purpose for routing
reports to the appropriate administrator as qQuiokly as
possible i8 to protect tha/frivaoy'or,the individual

/
involved and to permit a timely and effective response to

the incident. ' !

Based on these‘finginga, nurses appeared to‘adhere
1nconsistentlf to the legal recommendation that completion
of a report form not be recorded in the nGrses' notes.
Hospital pol;cy also stipulated that nurses should not take:
Such action. Only thirtesﬁ p§roent of the nurses surveyed
indicated that they never documented completion of the
reportvin the nurses' notes, Further clarification of thisa
Aguidfline’would seem necessary. Perhaps gpneyal orientations

;Jté.ibcident reporting for new employees should Dbe reviewe&
for conteﬁt and accuracy.

Finally, few‘nuraea'peroeived that plans for ;onodial
action were outikned on the report or discussed with the
supervisor. The Director of Nursing perceivéd this as a
regularly occurring activity. One might assume that policy,
for legal'reasona, does not pe;nit documentation of the plan
on the incident report. However, this would seen to suggest
that if a plan is not outlined, tha‘probubility of any

effective actionvtésgrevent similar future incidents from

<

taking place may be diminished.

Sub-Problem 5
What are nurses' porooptiona'regardinglaotual and ideal

processing of incident reports?
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ggatriqption of perceptions. Table 4,7 shows the

‘peroentage distribution of nurses! perceptiéhawof'the-actutl
and ideal processing of incident reports in their area.
| fPr?ceaaing of incident report data which the greatest
percentage of nurses (80%) perceived as actually never
ocou}ring :aa keeping personal anecdotes of incident réports
conple;ed. Processing of data that nurses perceived rarely
to frequently oocurring included: kéeping of statistical and
anecdotal records by the supervisor, coordinating
interdepartmental objectives for safety, and identifying
inservice needs for staff. A spec}fic sto;age period for
incident reports was perceived as occurring frequently or
always. Approximately 59 percent of the nurses surveyed
pefoeived report data being frequently used to evaluate
patient, staff, and visitor safety. Sixty?five percent of
the nurses surveyed perceived that inm actual praoticé the
report éystem wa; always evaluated during accréditation, and
68 percent that report data vére always used to assess the
hospital's insurance premium, A méjoriti pr nurses were
uncertain regarQing the actual frequency of pccurren;e for
seven of the twelve processing aotivitiea‘liated.
The'mijority of nurses perceived thit.the dﬁta
processing aotivities listed should ideally always occur in
theirﬂkrea. The processing activity the greatest peroentage
of nuraea.(ali) favored was the use of data to revise policy
and procedures for 1ncident’report1ng. The s-alleatn
percentage of nurses (53%) selecting always as an ideal

activity for using data was maintaining personal anecdotal



TABLE 4.7

Percentage Distribution of Nurses' Perceptions of

Actual and Ideal Processing of Incident Reports

Processing Activities

1

Never Rarely Frequently Always Uncertain

Percentage Distribution

Regular reports Actual

received on unit Ideal*

Reports reviewed  Actual

at unit meetings Ideal*

Statisﬁical/ Actual*

anecdotal records Ideal*

kept by supervisor

Pergonal records Actual

kept Ideal*
~ Report data used Actual

to evaluate Ideal*

patient safety

Report data used Actual*

to revise policy/ Ideal*

procedure

Report data used Actual

to coordinate Ideal*

interdepartmental

safety objectives

Report data used Actual*

to identify Ideal™*

inservice needs

Reporting system Actual*

assessed in Ideal*

accreditation

process

Report data Actual*

audited for « Ideal*

quality assurance

Report data Actual

used to assess Ideal*

ingsarance premiums

Set storage period Actual

in medical records Ideal*
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dccounts of 1ncident reports completed.

Differences in pérceptions. Table 4.8 shows the t-test

analyses for aigﬁirioantfdirferencea between the actual and
ideal means for the processing of incident report data, In
calculating the mean regponse to each item, response
rPQQuonciea for "uncertain® were deleted because they did
not\tit into the continuous range of Yesponse choices.
Interpretationa of the analyses were the same as for actual
and ideal purposes for incident reporting. —

There were no significant differences between the
actual and ideal ne#ns for set storage period in medical
records and ro; use in assessment of insurance premiums. ;ll
of the other differences between actual and ideal means for
. activitiesa related to the processing of incident report data
were significant at the 0.001 level, except for
accreditation evaluation of the reportiné systen (6.65%
The greatest discrepancies between actual and ideal means,
in order, were for the activities of reviewing reports at
unit meetings and keqping personal records of incident
.reports completed. - -

Diaouaaio#. If effeotive incident reduction is to occur
the experts argue data collected from incident reports must
be analyzed, investigated, organized into remedial plans,
and monitored as an onqoing process, Based onvthe overall
fipdidga, one is drawn to condlude that the nurses aurve;%d
- in this study perceived problem-solving based on report data
as leas than optimal. Although committee structures in the

aotual hospital setting were established for regular



TABLE 4.8

Analysis of Nurses' Perceptions of Actual and Ideal

Processing of Incident Reports

Mean Score

Processing Activities Actual Ideal t-Value
Regular reports received on unit 2.1 3.5 12.81 4%
Reports revieved at unit meetings 2.0 3.5 17.68%%x
Statistical/anecdotal recc: =
kept by supervisor 2.2 3.5 . 9.86%%%
Personal records kept 1. 14,28%%%
Report data used to evaluate pafient ~
safety 3.0 3.6 7.08%*%
Report data used to revise policy/
procedure 2.8 3.6 6.30%%%
Report data used to coordinate
interdepartment safety objectives 2.6 1.6 B.36%k%%
Report data used to identify staff
inservice needs 2.4 3.6 9.57%*%
Reporting system assessed in
accreditation process 3.6 3.8 2.46*
Report dats audited for quality :
assurance 2.8 3.3 3.68%%%
Report data used to assess insurance
premiums 3.4 3.5 1.43
Set storage period in medical records 3.0 2.9 0.19
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coordination of 1n01dem$‘report data, nurses perceived the
frequency of coordination as beingvleua than regular,. The
literature indicates that a core multidisciplinary committee
to deal gyoluaivcly with report information is necessary for
effective risk management.

The occurrence of processing repoft 1nrobnation at the
1ndiv1dual‘lnd area level was péroeived at various frequehcy
levels, Since the l#Jority of nurses surveyed were staff
nurhos, the findings seem to indicate that this group did
not participate optimally in the use of data they were
résponaible for collecting. The hospital as a bureaucratic
organization may nof hold staff nurses accountable and

responsible for theff perforuance and, thenerore,)may not

EIN s 7\

yﬂ "Ry,

Nungna' perqaﬁmionsmﬁ»

. “} S . 2y b 5

role in 1ncidenbs°f

used inocident report data.lAlthough nev anplofaes werd

*3 e - {H-.

g 7 §
oriented to currenf § oident nepgrting struqturea,
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processes, and outoonqu; bbi nura%a ptrcéived continuing

1dollly required. ThOffdG?l purpoaea of 1n01dent reporting

should be direotly‘” i;ﬁed or-linkod to ‘the processing

aotivities of 1noid; port-datu. Nuraes' Perceptiona of

'tho aoctual data pro

lf—'

achievement of the pui

4ng indicated less than optimal
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perceived as ocourring in the management of incident report

data may not be at the level of expectations held.

Sub-Problem 6 _ -

What are nuraéa' perceptions of faotors influenoing

inocident reporting?

Distribution of perceptions., Table 4.9 shows the

findings for nurses' perceptions of factors influenocing
incident reporting in their area. The greateat percentage of
nurses agreed or strongly agreed that their deoision to
initiate an 1nc&dent report depended on the opinion of their

supervisor (85%), colleagues (61%), and physician (60%).

Almost 95 percent of the nurses surveyed agreed

was influential in their initiation of a report, and forty

4

percent Pt%%ngly agreed that this factor was influential.

Responsibility to the profession (94%), supervisor
(8ug), hospital (78%), patientis family (78%), and
physician (63%) were agreed or atrongly agreed upon by the
nurses surveyed as factors important to their decision to
initiate an 1noident-report. Sixty-seven percent of the
nurses strongly agreed and another thirty percent agreed
that responsibility to the patient was influential in their 4
decision to complete a report.

Nurses agreed or strongly agreed (75%) thaﬁ not
understanding the purpose of incident reporting and what
comprised an incident (80%) were important faoctors in their

notyinitiating an inoident report. Nurses tended to disngrdc

or strongly disagree that factors related to documentation



Percentage Distribution o

TABLE 4.9

-~

ﬂ/&urses' Perceptions

of Factors Influencing Incident Reporting

—

o

Percentage Distribution

1 2 3 4
_ Strongly Strongly
, Factors Q}sagree Disagree  Agree Agree
‘Influenced by opinion of: . _
© 1) Colleagues ' 7.9 1.1 55.6 5.3
- 2). Supervisor S 2.6 12.5. 56.6 28.3
.. %% Physician 10.5 30.9 47.7 11.8
&) Policy 0.6 3.9 55.5 , 40.0
Responsibility to: K
1) Hospital 3.9 18.3 64.1 13.7
2) Physician 5.9 " 31.6" 55.3 7.2
.3) Profession 0.% 5.3 67.1 27.0
4) Supervisor é%O 13.9 70.9 13.2
5) Patient 0.6 2.6. 29.5 67.3
6) Patient's family 4.6 17.6 49.7  28.1
Less inclined if: _ - )
1) Unaware of purpose ! 1.3 - 24.0 58.4  +16.2
2) Unaware is "incident” 1.3 . 19.4: 63.9  15.5
3) Uncertain how to complete  18.8 55.8 20.8 - 4.5
4) Uninformed re: liability 7.1 - 47.7 37.4 7.7
5) Labelled incompetent. 18.8 65.6 13.6 1.9
6) Fearful of evaluation 15.5 63.9 '18.7 1.9
7) Jeopardizes reputation 13.6 68.8 16.2 1.3
8) Other methods ‘available 9.1 47.4 39.0 4.5
9) Not observed by: ~* )
a) Physician 2076 71.6 7.1 0.6
*b) Supervisor. 18.7 69.7 9.7 1.9
c) Patient 20.6 69.0 8.4 1.9
d) Patient's family 20.8 1 68.2 9.1 1.9
e) Colleagues: 20.0 70.3 9.0 0.6
_ Workload 1946 . 49.0 26.8 4.6

(cOntinued .
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TABLE .9

Percentage Distribution of Nurses' Perceptions
of Factors Influepcing Incident Reporting

(continued)

Percentage Distribution

1 2 3 4
Strongly ' Strongly
Factors Disagree ‘Disagrgg Agree Agree
More inclined 1f: 4
1) Policy 1s practical \ 1.3 5.7 65.6 27 .4
2) Threat of litigation C 1.9 13.5 '51.0 33.5
3) Express opinion 2.6 " 36.8 48.4 12.3
4) Not required to sign 18.7 67.1 11.6 2.6
'5) Understand purpose 1.3 14.2 65.2 19.4
6) Minimal time: .
a) Reporter to complete 3.2 36.8 46.5 13.5
b) Others to complete 3.2 - 34.8 48.4  13.5
7) Initiator of report
ensures entire comp*etion 7.6 47 .1 33.8 11.5
E .
Seriousness of incident - 5.4 17.4 30.9 46.3
Report.coupleted:
. 1) Policy/procedural not o
followed - 5.2 41.9 43.9 9.0
-2) Unusual occurrence 3.9 33.8 51.3 11.0
3) Regardless of opinion ° 5.1 24.2 57.3 12.7
Report completed by: .
1) Nurse responsible 3.2 5.2 L 45.5 46.1
2§”Nurse witnessing 0.7 4.6 57.9 . 36.8
3) Nurse digchéring€1ncident - 1.9 59,7 38.3
s .
R , . 3
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(78%), wbbkloﬁa (69%), other methods of reporting (57%), and.
legalities (55%) contributed to being less inclined to
complete a reporﬁ. Being observed by others in the course of
cdusing an unusual incident did not lessen the’majoriby of
the nurses' inolinationﬂto report. As well,‘nurseé disagreed
or strongly diaiéreed_that being perceived as 1noo-p@tent
(8ug%), Jéopardizing anotherts regutation (82%), and be}qg'
evaluated on the basisvbf incident reports (79%) weré not
factors that lessened their fnelination to file an incidentd
:ﬁeport. | ,
The nurses surveyed agr;ed or’ atrongly agreed that
practioal policiea (931) and threat of litigation (85%) were
influential, factors in their increased inclination to

complete an incident report, Nurses were divided in their
L 2 .

agreement and/or disagreement with the fqllowing factors as

increasing their motivation to initiate an”idc%dedt report:

expreaaiodﬁl deraonal opiﬁion, minfqﬁl time required Ey
self and others in co-pleting reports, and ?onpletion of the :
entire report by its initiator. Apprgxinately 86 peroent
diaagreed or atronglyqdiaagreed that having to place their
signature Bn the report deterred them from réporting;’v

’Regard;ﬁg the seriousness of ;he incident as beih; a
deoiding fgotor in initiating an'inoidont report, 31 peroentA
of the nurses agreed ‘ﬁd_§6 percent strongly ggreed thiq
factor was important in their dooia;oﬁ.

The naJority of nurses agfeed or:utrohgiy agreed that
an inoi@ent report ahould be completed by the person

discovering the incident (98%), the person witneasing ‘the .
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incident (951).ﬂ and/or the person responsible for the
incident (92%). Nuiaes agreéd or strongly agreed that .“'
report should be @onpleted regardlesa of>peraonal opinion
(70%) and when an unramiliar situation occurred (62%).
Nurses were divided in their perceptiona that a report be
qompieted whenever policy and procedure ﬁere not followed:
-4Y4 percent agreed and 42 percent disagreed.

Discussiqn. Hospital policy and the auperviaor are

1mpobtant feaources for the nurse regarding the decision to
complete a'réport. Since nurse-supervisors are consulted-on
polioymkatters, 1; would seem necessary that they be well
infdrﬁed of éoﬁtent and intent of the polioy. in a
bureaucratic organization this is expeoted The results
also suggest that in spite of policy being an important
resource for the majority of nurses, a number of other
factors impact onm their Judgﬁent.gThea§ factors may or'may,
not,support pollicy content. T?e faot that phyaioiana are
1mpor€ant'res§uroea for nurses in guiding their praotiooi
would emphaaize the inpor;ance'of the forner being inroryed
and support;ﬁe of policy content aqd iéavinblopentation;
rAccording to the "Coordinator in the hospital'etudied

nyER

’doctorEr ﬁ@ well as nurses, do not always oonply with

reporbﬁng guidelinea.

Reaponaibility to the patient and profession appeared

o

to be a deci§'&p factors in incident roporting. It uould

‘see- very 1lportant that the aupervi:ora' hoapitalsh and
physicians' perceptions be congruent with those of nurses if

conflioct is to be avoided as to whether a report should be
. . > . ) : » . B



1n1t1ated.‘ﬂovever, the rindings,regardiyg factors
influencing incident reporting appear to contraQict nurses'
professional ethical atgndards. Although all situagiona
listed had 1ﬁplicatiops for the overall quality of care
prgxided by'the hospital and its personnel, nurses appeared
not to inter-relate responsibility to the patient and
feaponsibility for reportipg all situations affecting or
potentially affecting the quality of care given the patient. -
Although poiic; is inbg;;ahgﬂto decisions regarding incident
reporting, responsibility to the hospital is not necessarily
expressed through polioy implementation if 1£.conf1icts with
perceived responsibility to the patient.

Moore (1983) suégeated that the purpose of any poliocy
ﬁust be c¢clearly understood before'ii‘oan be imblemented
erreotivelyi Th;n was aupportedgﬁy;§he findings ig this
survey. Nurses also indioated thatﬁuncertainty régarding the
definition of an incident may have detérred ¥hem from
reporting. This finding explained, in part, the diverse
responses regarding situations requiring incident feportihg.
Nurses conﬁradictéd thalaeg;éﬁ,fégafding liability as a
factor in incident reporting. It would seem that actual
rather than potenﬁial threat of 1itigat16mvia a factor -
influencing reporting ﬁraotices. Althpugh the literature
emphasizes fear of Judg-qntal evaluation resulting fronm
reporting incidents, the nurses In the survey indicated this

was not a deterrant to their incident reporting behaviors,

Despite the findings indicating thzg some nurses perceived

\
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A 2

performanoeHevaluation as a purpose for incident repor;inq,.
the majority of nurses persevered in their deoiaioﬁltéﬁ,
report. Having to sign a report was also not viewed5:; a‘:
threat, but nurses expressed a desire for the opportuniﬁ}ﬁtd‘
document their own opinion or 1m§resaion ot‘the 1n01d9nt on
the report. This response may have been related to fear of
performance evaluation if the reporting nurse confessed to
causing an incident.

’The'lIterature also'sugg&sts that nurses have attempted
to conceal inoidentﬁ. Nurses in the survey indicated they
would be accountable for an incident despite pot being
observed by others, £hia finding should be intgrbreted in
cbnjunction with Gther factors nurses pergeived ab
influential in their r;porting beha#iors, rqr exanpfq, ir
the ;ncident was not serious then nurses would not report
the incident.

Of the nurses surveyed, the gheateat percentage would
not choose other methods of communicating the occurrence of
an‘incident. Approxiiaﬁely 39 percent indicated they:might
use other aliernatives if t;ey were availablé.‘Findinga
regarding situatians requiring regorting ;ndioited that
nurses were uncertain or wowld nq} repo}t s;ne incidents,
but based on these findings nurajﬁﬁiay have reported some

situations using alternative methods of communication.

‘Although nurse,
A 5

indicated that workload was rot
A ’ !

sion to complete a report, they
agreement that time to complete &
SR ,

were divided in
- .report vas a factor. If the seriousness of the inocident or

S
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threat of litigation existed, then neither workload nor time
to 00lplet§ a report would detei,the nurse from reporting
the incident. The fﬁot that nurses were divided 1; théir
agreement that reports ahould.be-OOlpleted whenever policy
and prodedure were not followed mgf have been influenced by
workload and time available. Perhaps the reason nurses seek
otherv‘opiniona regarding the initiating of an incidentm
report is because they require assistance ln eliminating
extraneous influencing factors in order to determine the
necessity of reporting. It would seem that nurses prefer
sharing their‘déglaion with others rather than acting
independently. Although the person witnessing and/or
'diacovering the incident should complete the ;eport torn, it
‘would seem that a large percentage of nurses (46%) preferred
that ihe perpetrator of the incident conplete'tbe’report.
Nu}aes in tﬁe survey appeared to aupporf ind;vidual
accountability im this instance. Perhaps fear of evaluation,

punishleht, or litigation may have prompted theaé'nursea to

expect that the 1nd1v1du$1 causing the incident should be
held accountable. . ‘of

Nurses.asreed that the purpose of incident reporting,

to notify administration of unusual ocourrenoea,.vas'a

Baped-on'the"'

o

'at_they were,

3"q’act:or in oo-pleting an incident'-:pq t.
; rindinga in this survey, nuraesf
fhhnoortain&an to what inoidenta adi
ftig&dpt@d ai%hph;&hgf;tq5t9fh§}6&t{

expeoted and "

982) 1ndicated‘ '

-fbtﬁlﬁhit CSQpri;’i}au unuaual occurronco ia aubject Lo

‘\.'q',‘v&

T
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individual interpretation. The majority of nurses agreea"
that personal opinion should noﬁ enter 1nto'tho final
decision. Only a small percentage of respondents astrongly
agreed that personal opinion should be a factor in 1n01don£
ngporting. Nurses appeared to use as yet-undérined and
aelectgpe criteria to evaluate an incident's eligibi‘ity for
reporting. Nurses also seened to perceive this process as
being objective rather than aubjeotive, the latter possibly
allowing personal fear of negative outcomes to detorminp-

their plan of action, Whether this occurs in actual pﬁaotioe

cannot be determined conoluaiggly/??ng\this sur¥ey. .

.

Sub-Problem 7

o

What are nurses' overall perceptions of incident

reporting?

Distribution of perceptions. Table 4.10 shows the

percentage distribution tor.nuggea' overall peréeptiona’or
incident report;ng. Respondenté were asked to rate their
overall pgroeptiona of incident reporting on a five-point
scalé. |

The item rec%iving the'high§at rating (5) by the
greatest percentage of the nurs;s surveyed was the
importance of inciddnt reporting in providing safe patient
care (18%). A rating of 4 was given by 52 percent of the
nurses regarding the frequency of compliance with polioioa
for incident reporting. Approximately 53 peroent of the
nurs;a rated their aatiafaot?on with current policies on

incident reporting at 3.
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TABLE 4.10

Percentage Distribution of Overall Perceptions

of Incident Reporting

S

Percentage Distribution

Exceptionally Exceptionally
Mean Poor/Low Good/High

Perception Score - 1 3 5
Understanding of -
purpose 3.5 0.6 8.3 41.0 44, 5.8
Frequency of
compliance 3.6 1.3 7.7 29.0 52. 9.7
Knowledge 65
situations : .
requiring reporting 3.5 _ 0.6 9.0 38.5 44, 7.1
Satisfaction with \
guidelines ' 3.0 3.2 20.5 | 49.4 24, 2.6
Effectiveness in %&gm N :
quality assurance . 2.8 7.7 30.8 T42.3% . 17. 1.9
Effectiveness in
improving patient ‘ ‘
safety ' 3.6 ~ 0.6. 12.2 28.8 40. 17.9
Effectiveness in
improving nursing
practice 2.6 32.5 45,2 9. 3.2
Satisfaction with o ke
policies 2.9 2.5 24.2  52.9 19. 1.3
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The items the majority of nurses rated either 3 and &
were frpquently of cb-plianoe, importance of inoident
reporting to patient safety, understanding of the purpose of
reporting, and knowledge of situations comprising incidenta.
The 1téis which the majority of nurses rated either 2 and 3
were effectiveness in promoting quality assurance and in
1mprov1ng‘nuraing practice. The majority Qf Eatings for
satisfaction with guidelines and policies for inoident
reporting ranged between 2 and 4.

| Discﬁssiéh. The nurses in this survey did not Appenr to
perceive the system as optimal in operation nor did they
appear to ;ondemn the syastem's operation., It would seen that
before the inporténoe of incident r§borting to patient
safety éan be perceived as exceptionally high by a greater
.percentage of nurses, ratings for the other elements in the
incident reporting system must improve,

Nurses diaaatisfaotion with current policy and
guidelines may relate ‘to the punpﬁae, situations,
processing, and factors 1n incident reporting. Hajbr
weéknqaaes in the sygten appeared to exist in processing
incident report data for promoting quality assurance and
improvingynuraing practice. If policies, guidelines, and the
climate in wpioh reporting was to take place lacked oclarity
gnd vere'uﬁaupportiva, then the data gathered tro-‘reporting
may npt be valid or reliable enough to facilitate realistic
and effective evaluation and remediation of inadequacies }n

B

the incident reporting systen.
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Comment Summary

¢ General comments. Many respondents u‘id the opportunity

to explain whf they had responded to items in specific ways
or to comment additionally on incidenﬁ reporting. The
comments were edited for brevity, and they are sumnar}zed
according to similar ocategories of thought.

1. Nurses indicated thatﬁthey were intimidated by the
incident reporting process, N

1

*Many of my colleagues are reluctant to report even
the more obvious unusual occurrences."”

"Incident reports probably motivate nurses toward
irrgaponaible practice."

*I know what I should do but often 1t is different
from what I actually do."”

"The effectiveness of incident reporting depends on
the honesty of the individual nurse . . . T

2. Nurses indicated they believed incident reports were
used negatively in performance evaluation.

"We can not use incident reports to evaluate
nurses,"

*Most nurses fear 1incident reports will be used
against them in evaluation. No distinction is made

as to who caused the incident."
3. Nurses believed that incident report data were not
being used effectively in mebting Quality assurance and

safety objectives established by'the hospital.

*I do not know how much the quality of pationt'caré
is improved through incident reporting."

*A better understanding of what happens to incident
reports after they leave our area would make my
efforts seem less futile."

*Incident report inforsation is not used optilally
in this hospital."®
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"We waste a lot of time beocause of recurring
incidents."

"Incident reports could be used to lSAiat unsafe
nurses to acquire the skill and knowledge in whioch
they are deficient."”

4., Nurses expressed dissatisfaotion with incident
reporting policies, procedures, and guidelines.

"I question the confidentiality of reports when they
are visible to all who work at the desk or are
attached to patient charts for completion."

~"0f what significance is the giving of Senekot
instead of Surfak, or 7 ml. of Colace inateld of 5
ml.? These are not seriots errors."

"In reviewing policies on incident reporting I
discovered I was unaware of the number of 1noidents
requiring a report." ‘

"My decision to complete a report depends entirely
on the seriousness of the incident.”

"The policies on incident reporting are misaing froa
our unit manual."

"We need better guidelines and assistance on how to
report."

ﬁcurrently incident .reports can be overuaed."rﬁ
"A form pinpointing the exact cause of an incident
i3 needed."

"I would like to see a checklist format replace the
current form."

*Incident reporting in this hospital is a haphazard
process with the majority of nursex perceiving it as
punitive or applioable to everyone else but
thelaelves. o

"Despite the hassles and time involved in oo-pleting
the repd?ta they can be valuable in improving
patient care."

Discussion. Nurses comments provided additional
insights and emphases to the findings on nursea' overall

percdptiona of inaident reporting. The fact that the ocurrent



. ‘?n % zyj ligsiyf
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incident Eoporting system does not“pb@gﬁﬁﬁu{n the best
W " L

interest of an ideal risk nanagei;ns prgﬁrau has been
demonstrated additionally by nurses' comments, p;rticularly
,tboge 1tela‘relntad to process, guidelines, practice, and
policy. Some of the nurses' comments indicated that before
situations are reported they must have significant personal
meaning to the reporter, |

Cont:ary to what the survey indicated, nurses confided
that they or their colleagues were intimidated by incident
reporting. A purely subjective conclusion was that nurses in
the survey and the Coordinator tended to convey less
optimism and enthusiasm for the current reporting system
than did the Director. Research findings cited in Chapter 2
indicated that this is to be expected, that differént levels
of an organization tend to hold different attitudes and

points of view about the social reality of the practice

setting.

!

Summary
This chapter has snalyzed and discussed the findings

related tolintervieis with the Direotor of Nursing and
Quility ASsurtnoo,Coordinator on the organization and nature
of incident reporting in the hospital studied, and the
findings related to the survey of nurses' perceptions of
incident repérting. The percentage distributions for nuraés'
perceptions of the purposes, situations, guidelines,
processing, faoctors, and ovorill perceptions related to

incident reporting were presented. In addition the



156

differences between actual and ideal purposes and proocessing
of incident reports were discussed, The reoultarzf the t-
teat analysis ‘indicated wh;r;'atatiationlly signifiocant
differences existed between the actual and ideal situations.
A final section presented a biior summary and discussion of
the comments made by study participants,.

The incident reporting process in the hgspital astudied
is a centralized process with current administrative effortas
directed towards decentralizing the processing of inocident
reports, Concerns within the aystem are addressed by various
committee structures, but there 1s no core multidisciplinary
committee ‘that deals qxolusively with risk management,
Althqugh@all new employees receive an orientation to the
atruétures, proceas, and outcomes of ghe incid&nt reporting
'«{syatem, there appears to be few cont&’ging ~eduoation
érograns related to risk prevention. Quaiigy assurance and
:ihoident reportingAayatela are integrated through the
Coordipator'a role but optimal advantage does not appear to
have beén'taken in using 1nciden§_report data tq meeot
Quality assurance objectives, ’

The majority of nurses aurveyed agreed that théﬁpurposo

o
of incident reporting was to identify an unusual occurrence.

Nurses indicated that they were generally uncertgﬁn as to
the purposes for which administration used reports. Nurses'
perceptions between the actual and ideal differed most for

incident reports being used to identify staff education

needs, The least discrepancy between actual and ideal
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purpoees«waa in repo%tq‘being‘ueed for performance
exgluatiop. gignif{clnt differences exiated betweeh‘all the
quuri aﬂd‘idehl'purposes 1isted excqpt reports being used
for perfornéhde evaluation, - . |

f;‘S-i“t;u'ilt'.i.‘lsmls the majority of nurses identified as

'requ}ring reporﬁing were medication errors,ipstient.falle,
- aild etafr and visitor injuries. Nuraea tended not tm‘report.

situations 1nvolﬁing ngpae and/or patient abuse and sysbem

e
feiiurea,' Nureeu varied in their approaehee to decid ng

)

fvhmg'they,would,report: Quality assuramoe and cos&
erfeetiveness di%‘net eppear»to be par; of nurses'

peroeptione'of’eituatiops requiripgvrepont;ng, nor did'
'h%spital policy. Siﬁuetions.uhieh implied greaper iegal‘
eoneeduencesﬂappeared to attract increased reporting. .

The frequency with which éuidelines for reporting eere';’
met by the nurses surveyed tended to vary. The guideline;.
the,greateat perc%itage of nureee always followed uerev
. aecunete and céncise doounentation or a&aeeenents of the

¥

fincident on hoapital reoorda, and oo-pletion of appropriate

Aaianaturda on the inoident form. Nurses were divided

.regarding the,rrequdhey that no judg-entelirelarks appeared
‘on_ the report.v'.;, ’
Nuraea' peroeptions were vanied regarding the optinal‘

-level at which prooeeeing of report data ‘actually oeourred.

The rindinge appelred to 1ndicate that the anount of -

probeln-eoLving data prooeeaing that ooourxed at the.area

T

1eve£~varied w-ong the units and tended to' be leae than

B optilel. Ditterenoea betﬁeen aotual end ideal proceaeing
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were significant, except on assessment of hoepital premiums
and stcrage time for incident reports in mediocal records,

| Factors influencing incidefit reportingﬂuere related~to‘
policy content, responsibility to the patient, proresaion,

and supervisor, seriousness of the incident, and legal

implications. The maJority of naﬁsea disagreed that fear of

-

" evaluation or inadequacies n%@tﬁe systeleiscourgged
incideqt.reporting. Nurses alao disagreed tbat workload: was
a factor related to underreporting, but they also ékprepsed

the need ' for mininaf time to conplete a report.

0 " Nurses' overall perceptions of incifent reporting
indicated that policies and guidelines should be re-.

evaluated particularly with regard to promoting quality
- A
;q%gnce and impmoving nursig&*pracéiee. The majority of

nMrses tended .to rate the opera€10n of the incident
'reporting systen as average. Although a snall percentage

Mperceived the system asvneeting patients' safety neebs at an
excepfionally high level, other components of the systen
. .

m"QUld re&uire higher ratings before a greater percentage of

A}
‘nurses could be expected to give this sane rating. From a

*

purely subjective point of view, nurses' overall perceptions
and coiments tended to indicate 1ess enthusias& for the

~operation o the systen than didsmp%:oomnents of . the_

TR &
Director or Nursing and the Quality’Asﬁﬁgance C%grdinator.

ap, ’ -
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CHAPTER 5 . | S
,'Tbe Relationship 6;.Persona1 and Professional Variables

To 'Nurses' Perceptions of Incident Reporting

¢
oY

This chapter ﬁreuehts the findings regarding the
reihhionapip of selected personal and prorpssionar
characteristics to nurses!' perceptions of purposes,
Vaituationa, guwidelines, préoessing, 1nf1uenoing factors, and
overall ber%pptiona related to incident reporting. The
nuraea'-perqeptiona weré'examiﬁed according to the following
independent variables: age, Pposition, ﬁreqﬁor nursing, years
in poéition, years in area;‘yéars‘in profession, other
péa;tiona held, highest level of education, and professional
300re;, | Y |

To test for significant differenceiAbetweeﬂ and among
the means of groups, two nethoda'of,paranetric stat;stioal
analysessfgfe‘ﬁaed: (1) the t-test, and (2) bne;way analysis
of. g:rianoe followed by the Scheffé procedure. The t-test

i

was used for dolographic variablps divided into two groups,
whereas the anulyaia or Varianoe prooedure was u:ed to test
for signifiocant difterenoo% among the 'means of variables
erarated into three gggporo groups., Thp‘t-toat qpsulta are
reported at”p<0 05 levolbot’aignificanoé'for thé obtainéd t-
value. The t- toatgéﬁkro perforlod as dopJ;ibed in- Chapte? 3.

The test statistio in anaiyq%ﬂ of varianoe is called

the F atltiatio. Analyaia of variﬁgfb 18 dsed to detorlino

<

! . ' . : R . _— 2
: . . . 159 . g%§g P b
’ R ~ays : . v s
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wheather mean scores on one or more factors differ
#

significantly from each other, and whether the faotors

inteiact "significantly with each other (Borg and
. ‘ ‘ T

Gall,1983:379). The null hypothesis states that all group

means are equal. The“alternative is that at least one pair .

of means is different from the others.:The alternative

A
hypotheqia does not specify which pairs are not equal.

Statistical significance for any pair of means was

aetermine& by the Scheffe procedure. Statiatidal

%'iarianoe was set at 0.05, and statistical significance for
any pair\or means following the Schetfe procedure was
reported at 0.10 level,. |

According to Winer (1971 3%} the assumptions governing

the use of analysis of variance, nanely, random samples,

homogeneity of variance, and normality of diatribution‘

within populationa from which subgroups are aalpled cin be

violated without signitioantly diatorting 1nterpretationu or/

’the F statistic. Winer also qtated that the t-test is

g
simjilar with regard to these assumptions.

Actual and Ideal Purposes ct'Inbident Reporting

This seotion preaents aigniticunt differences betvoew

X

and among group means aocording to the results or t- tc;t

analydia, and analyaia of variance vith SOhefto prooogyre

fegarding nurses’ porceptiona of the aotual lndvgadkl

purpoaea of incident reporting acoording to poraon;l'qnd

professional 1ndependont'yariablos;' In separa‘te tables,

P

#pienificance for the F ratio for thé one-way analysis of

\_ )
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the aigniricant findings are reported to'facilitate clarity

in discussion. There were no significant differences among

groups aooording to years in position.

\

Sub-Problem 8

What are the significant personal and professional
variablésfinfluenoing nurases' perceptions of the actual and
ideal purpoa@ of incident reporting?

" Jurses' ggrceptions. Tabie ﬁq’,shows nurses'

perceptions in four groups according to age. Tne meah
responééa of nurses over forty&iears was greater tha% the
fmean responses 6: nurses undégﬂ$u£nty-six years of age
rf&arding‘tthégéual purpoaes:‘identifying u;adre patieﬁf
care enviﬁpnleﬁtn, and ﬁeporting neddoal legal- aLails to the
hospital attorney. The n&%n resyPonse o? huraes ﬁbigtg}one to
. forty years was greater than the mean reaponae for nurses
‘under twenty-six years of age regardfng theéaotual purpose
measuring nurses' compliance with poliocy and‘pfooedurea.
Tublé 5.2 shows nuraea divided 1nto two groups.
‘aooogding to their positipn. The t-test analysis.identifies

significant ditferencqi between the heans of two groups.

I
L

Stagf nurses gnd nurse-supervisors girtered significantly

according to‘thdir'pqrceptiona regarding the actual purposes

: : _ V| _
of reporting as identifying 1naervioe needs, and the actual

and ideal purpoac of reporting nodi&al-logal olsila to the
hoapital attornoy.Nurao-aupevviaors aaroed signirioantlyv

.IOPQ with the two purpoaoa'th:nudid staff ‘nurses.

.
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Table 5.3 shows the {th1ngb~tron analysis of variance

and the Scheffe ~prooedure'ror nursea' perceptions of the

purposea of incident reporting acgprding to' area of nurafﬁg

practice. Nurses were separatod into threa groupa by,aiﬁa.
oWy . !

Nu'ues in surgical areas had a higher n&ap%pse mean than
& p e @

nuﬁ%ea in medical areas regarding the 1dea1 pungg%e of

1dent1fy1ng unuaual occurrencea requiring 1nveatigationgj‘

g e
Nurses in the ICU had a higher response mean than ‘nurses iR

i
R

)
either susﬂz%y or nedicine régarding the ideal purpose

identifying olioy and procedures requ{i}ng revision. Nursea o

%)
in medical areas had a.signifioantly ngper response mean

than nﬁrsca in the ICU;régarding the 1deal purpose related

to assessing the hpép’ s inspbancqypremiuls. Finally,

L

mediocal ;nd'surgi&il areas had respectively higher respopnse

me;ns~th;n the ICU;régarding both aotual and ideal purposes .

related to proiiding evidence in lawsuits.
Nurses were divided@nto three groupa acc§ d&gw

number of years uorgod in ocurrent area. Nuraoa'wi;h~uore

than aix yoara' experienoe in their area had a highe ,sean

S

aooro thln nuraea with one to six years' experience

regarding the aotual and 1dea1 purpose of uaing'ﬁiildont
roport 1nforlation as guidolinea row dooiaions to revise

polioios and proocduros. Nurses in- tho forler group alno

‘soorod aignirioantly h;yhor (o 05) than did nurses with less

[4

than one yoar of - oxporionoc rogarding the ideanl ot this

purposo. Tablo 5.4 abows &hoao findings. .
-Table SLS‘shovn the rindingu wr the nnnlyhii of

vaainnoq and Scheffe proocedurs for nurses' poroiptiona of

1

;i'%' . -‘ '
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purposes of incident reporting aooording to the three
catpgories of years in profeasion, juraodidirtcrod
significantly regarding the actual purposes of inoident
. Jreporting related to identifying inservioce needs and
providing evidenoeyin f&u;uits. Nurses with more than six
years' experience had a significantly ﬁigher mean score than
did nurses with one to six years! experiendh rﬁgardina thq'
purpose 1dentify1ng inservice needs, Nurses Jith less than
one year's experience had a significantly higher ;ean éhan
did nurses with one.to six years' experience regarding the

actual purpose of providing evidence in lawsuits,

Table 5.6 shows the 't-test results for nurses'

3

perceptions of purpoaea of inoidont reporting aooording ‘to

two categories of previougly held poaitiona. Regardiﬂg the
actual and ideal purpose, 1dent1ry1ng unsafe pntient care
anvironments, nurses dittered uignirionntly at the 0,01 and
0.05 level, respeotively. The "other™ nurse group tended to
agrde more strengly than did the staff nurse group with this
purpose. Regarding the actual purpose identifying inservice
_needs, the "other® nﬁrae.grodp tended to agree more atrongly
than did the atarf purse group.

Table 5.7 shows the t-test rindinga“br nurboa'
.perceptioun\pf 1noidont reporting acoordiog to level of
bduoation. H ses were divided 4into two’ oatogorion:’nl
diploma, and bacoalaureate and/or other. The mean response
scores of baccalaureate level nurses were significantly
higher than were thol-oan r;npoulc uébron‘ot dtploni npurses

oo the following six items: actusl and {deal purposes,

]
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identifying inservice needs and analyxzing statistics to
~identify trends in incidents; actual pubpa@p, identifying

unsafe nursing praoctice; and ideal purpose, r;yining palioy -

and procedurés. _
o Xy

Nurses were divided in¥o two categories according to
their scoreés in profesaionalisn:'above the mean (less
proresaional), and equal to and below the mean (uoro’
pro:easional). Nurses differed significantly at the 0.05
level according to the ideal purpose identifying inservice
uegds for nursing staff. Nurses who scored 1lower
professionally tended to égree‘leaa that this ahouﬁd be an
1deal purpose for incident reporting than those ‘Mraoa who
scored higher professionally. Tabye 5.8 shows theae

findings.

» Differences in perceptions, Tbeifindinga disoussed in

Chapter 3 indicated th&t nurse<supervisors were older, had
more experience and education, and Qere more professjonal
owprall than staff hhrses. Nurse-supervisors and astaff
nurses did not have . many significantly different viewpoints
regarding purposes of 1ncident”r;porting. Nurse-supervisors,
having spent time in tha organization as staff nurﬁpi, would

be as'familiar with the praot1caawpdf

Areporting aattbeir aubordini”“
axperienoe. ‘fhis would. alao exp%?in

ourrent poaition demonstrated no uignirioant ef{eoba'on
¢ .

nurses' perceptions. Level of education and arot;prQQuoqd

g on

the greatest du-bor of a&(ff?rz:nt differences nlonk the

nurse groups' perceptions of the listed purpoaol.'rhit would

3
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\nt reports v'ar;pla

. ) E
se-supervisors'!

seem to imply that an area's use of"

along with nurses' needs and
expectations. Grier and Schnitzlard"l§79) research ahowed
that baccalaureate nurses had a b&iber leypl of problem-~

solving skill. Because of their J®blem-solving abilities,

nurses with baccalaureate eduoatien may have pehogived a
greater number of ways in which incident report data could
be Laod. The findings also indicate that the policy itself
may require re-evaluation since it ﬁay not have met the
implementation needs of the nurses in their practice areas,
The ac;ual purpose, 1dent1fyihg inservice needs for
.staff, diffquntiated among hurse groups on:the ma jority of

k)

variables. Nuraes with greater experience and more education

Yo,

may have evaluated the adequuo‘ of education proaraﬁs
related to risk management according to their individual
needs  whioh had already ’boen satiatiéd through ;heir
extensive Vka experience and formal educational
equrionooa. Nura;; wifh less work experience perceived a
gr,qtor ﬂeed‘for formal éduggtion in risk management, apd"
“~they perceived that téo hospital did not adequately fulfill
that neéd considering thoir experience and limited exposure

-~ o .
’th‘lﬂdltionll eéqu?ionll p:ogra-a. Uao or 1n01dont reports -

~to roviao polioy hnd proocduro and to assess potont1n1- ;

iedioal 10311 claims woro other purposes that were

differentiated alona,sroupu\OOIpriuing'tho,lndopondont
4 ' . .

variables, HNurs®s who had =more oxpcrionoo, additional

iduo;tionnl anﬁ:prorocliontl interest were more likely to be

*in ldliniltg@tivc p&uit}cnu. Burses in admintastrative
‘ ‘ ) ‘*’lp . - o

me .«
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positions had better Aaoccesa to information related to

adminiatrations use of reports than did these with less

experiende, QHucation, and profeassional maturity.

Situations Requiring Incident Reporting

The significant findings of Chi Square analyasis of
nurses' perceptions of situations requiring 1nc;dent
reporting acocording to pe;uonalg'and prorouaionai
independent variables are presented if this section, Tha
significant findings are reported it separate tables,
Analysis using the independent variable, other positions
held, revealed no significant relationships. e

The results of Chi Square anllyéis were interpreted as
discussed in Chapter 4. Yates' correction was used where

expect;d cell frequencies were less than five.

Sub-Problem 9

What are the signifiocant perasonal and professional

va;iablea influenocing nurses' perceptions regarding

situations requiring completion of an inoident reportl

~'Nuraen‘ gterceptions. In Table 5.9 nurses were divided

more were Qore»likely‘to_report a discontinued medication

into four categories aoco;&;ng to ggoi?ﬂuru.a forty years or

M 1

being given thun‘yoro nura a forty years and&}oung:r. Nurses
in theie saae outegoriea{:shovod' similar dj:rferoncbo in
reporting a drug reaction that dovolon):w;tgcr s ngdioation
was given by a nirse. Regarding a drug anotionygftor an
istravenous lodxéltipn vij°31vcn by a piyliogln.'uurlil
thirty years or younger were less likely to'rcport’th.n vere

3:‘ o f | 170
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n

nuraeé anove ;hirty years, - ' ' T

Table"5.10 ehowa>that nurses were diyided 1nto two
categories. according to ponition.’Starr nurses uere‘divided
in their perceptions as to reporting a phyeician giving an
1ntravenous medication that cauaed injury to a patient The
majority or—nurse aupervisors were uncertain about reporting
.the 1ncident. The majority of sta;§ nurses would have
”reported a nurae's back injury, while nurse- supervisors‘
tended to be equally divided in their %eoision to report or
not to report this 1ncident. ’ |

In Table‘5.11, signifioant findinga for nurses'?
penceptiona of aituations requiring incident reporting are_
shown according to the three groupa comprising current area
of practice. Nurses in the ICU were more likely to report a
. missed dose of a medioation and a‘medioation 3iyen an hour
late than were nurses in medicine or surgery. The maJority
" of nurses in the ICU would not report 'paddle burns' a
»patient received during oardioveraion, as oompared to nursea
in mediciné and surgery. Nuraee in medical and aurgioal
areas were nore likely not to report a patient diaobarging
himaelf than were nurses in the ICU. Nurees in medical--
aurgical areas were. lesa likely to report being placed in
oharge or ‘an unraliliar unit or being understarfed than
were nurses in the ICU. Regarding equipnent malfunction,
nuraes,in nedioal areas were more likely to'report a Goico“
machine nalfunotion than vere nuraea in surgery or the- ICU.

Nurses® vere divided into three groupe aooording to

years in current poaition. Acoording to Table_5.12, nurses
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in their current position oﬁe to ﬁix i+aru were more
likely to complete an 1n61dent report if a p;tiont lost
personal property than either'huraoa with loai than one yehé
or those over 8ix years of experience. There were no other
differenaes anoﬁg nurses' yeroeﬁtions of aituitiona
requiring incident reporting by years in position,

Tab%e 5.13 shows nurses wegé divided into three groups
according to years in cubreﬁé_are&. Nurses who had worked in
their area more than six years vqre ?ore likely to document
a physician's improper adniniatrafidﬁ of a qedio(tion én an
‘incident rebort than were those who had qbrked iix years or
less, Nurses with one to six years' eiperiehce in their
current area were eveniy'divided in'their beroeptiona aﬁ how
to respond to this situation.

‘Nurses were divided into three groups according to
years in the nursing profesaién. Nurseﬁ with less than one
year of experienoe were—less likely to oo-pléte hn‘inoidont
report if a patient reacted 53—:_;;315at10n administered by
a nurse or doctor than were nurses with one or more years of
experiénce. Ninety-one pérdent of the nursés,with over sif
years' experience would report»a'patient'a loast property Qn
ah 1noidéﬁt form, ihile‘nuraes with less experience were
less likely to do so; Tabl§‘5.1l shows these findings.

Nurses weré divided into two groups according to lovolv
of education: diploma and baccalaureate (Table 5.15). Some
baccalaureate nurses were uncertain regarding repbrting
»giiing a wrong medication, while diploma nurses always

reported such a situation. Significantly more baccalaureate
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4 » .
nurses were unoortain;bogarding reporting defects in sterile

gnokaging and reporting a tardy emergency report, while

diploma nurses tended not to report these sityations.,

Nursew ‘diff4red significantly according to their
‘ LS "jﬁ,

‘1 > ,“, et}

proteaaionulf%ﬁ@%ooro in rqgﬂj%}i,~pnly one situation:’

misaing a doae of a prescribegfﬁ%‘ié;%ion. Nurses who were
leas professional (abovelthe mean professional score) were
more uncertain regarding completing ﬁ repo}t, while nurses
" who were more professional tended to complete an incident
report for this situation (Table 5.16).

Discussion. Area of nursing produced the highest number
of significant differences among nurses' perceptions of
situations requiring incident reporting. Wasuita (1982)
found that reporting differed among areas because
perceptions regarding what were routine ococurrences and what
were jincidents among nurses varied, Climate also tended to
determine what{ situations were reported. Administrative
'attitugoa and expectations regarding professional
aooquntablility and responsibility in nursing practice alap
influence the nurse's reporting behavior (Johnson,1971; and
Georgopouloua,1966).

’The nituatiop which differentiated among nurse groups
on most variables was a medication reaction following
administration by a phyaiéian. Nurses who were younger, had
less experience, and were not in a position of authority
tended not to report the physician. These nurses most likely
believed they did not:have tb@ﬁauthority nor the_aeaertive

skills to "correot" a physician's behavior, nor did they
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have confidence in their knowledge to assess the degree of
impropriety of a ai;untion.

Medication errors, as a whole, also differentiated
significantly among most nuraé‘ﬁyﬁgpé._ﬂlthough nurses are

initially socialized as to'tho5iipoftanoo of reporting all

- P
1]

medication errors as atudenta{‘&nd:deapite policy requiring
all medication errors to be.rﬁﬁogqu; nurses of different
age, education, and ar?a tended to be selective as to the
types of medication errors they reported,

The rihdinga for nurses' ﬁerceptions of Fituationa
requiring incident reporting indicated that nurses varied as
to the situations they would report (Chapter 4), The
findings in this section indicated that there were only &
small number of situations (listed in the tables) where
nurses differed significantly in their perceptions regarding
situations they would have reported.

In Chapter 4 it was reported that 50 percent of the
nurses agreed that an incident report should be completed
whenever policy or procedure vwvas not followed ana 62
percenﬁ, whenever an unusual situation occurred. The
~literature on risk management and legalities in the health
care system indicates that all situations listed in the
tables should be recorded on an inoido’t form, It abponra
that nurses may become acocustomed to unusual situations in
their area if they routinely occur, so much so thatvtbe
situation is no longer unuaual. The longer that nurses work

in the hosbitai, the more they are also aware of the limits

to which policy 1is applied. Despite policy requiring that
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all inoidents be reported, the findings revealed that not

all nurses followed poliocy guidelines,

Quidelines for Incident Reporting

This seotion presents the significant differences
between and among group means belonging to each variable
reilted to nurses' perceptions of the frequency with which
guidelines were met in their area. Nurses' perceptions of
guidelines were not significantly differentiated by age,
years in current position, years in area, or”profeasionaliam

score,.

Sub-Problem 10

What are the personal and profeasasional variables
influencing nurses' perceptions of the rroquehcy with which
guidelines for inocident reporting are practised?

Table S.fT shows differences among nurses' perceptions
of guidelines according to position: staff nurse and nurse-
supervisor. Staff nurses tended to perceive higher use than
did nurse-supervisors for the following guidelines:
documenting an acocurate patient aasessment, completing the
entire report in twenty-four nours, and dodh-enting
completion of the report on the nurses' notes,

Table 5.18 shows the significant findings related to
ares of praotice. Respondents in both iedioal and surgical

.

areas tended to perceive doounonting'the completion of an
W

incident report on thi“nuraea' notes as applied more

frequently than did ICU nurses, Nurses in surgery areas

perceived confidentiality as being used significantly more
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4ofton than did nyrses in the ICU.

Nurses were divided into three groups nooordlng to
years worked in the nursing profession (Table 5.19). Nurses
who had more than six years' experience ;ﬁ the nursing
profeasion perceived notations and signatures by required
persons as almost always being used, while nurses with one
to six years' experience perceived this guideline as being
applied less frequently.

Nurses were divided into two groups according to
previously held positions (Table 5.20). Nurses who had held
other nursing positions poroefved that an acourate
desoription of the inocident was documented on the nurse's
notes as being used in their areas less frequently than did
nurses who had held only staff nurse positions.

Table 5.21 shows the significant differences between
groups according to level of ﬁﬁp@ltion. Regarding the
guidelines related to documentation of an accurate
desoription of the ipcident and pertinent patient assessment
onh the nurses' notes, nurses with baccalaureate or higher
education indicated a significantly lower utilization than
did nurses with a diploma level of education.

Discussion. The findings regarding the frequenocy of uae
of guidelines for incident reporting leads to the concluaion
that nurse-supervisors wvho were generally more experienced
and higher educated than were staff nurses tended to
perceive some guidelines as less consistently used in the
hoaspital that their roup;otive counterparts., Generally,

differences among the nurse groups for the significant
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s

variables were related to the. guidelines of accurate,
pertinent, and concise documentation of the incident on the
report and patient ‘record. Wasuita (1982) and Philpott

(1985) suggest strict guidelines for’ inoident reporting in

-

'order to ensure all neoessary information is assimilated

aooording to instftutional quality assurance neede and legal
requirements.l |

Dirferences in the nurse groups' aesesements‘of’tbe
frequenoy that guidelinee are used may dean that
expeotation;\have not been stated clearly enough nor
6adequately enforced. Partioularly reliable and valid
bevaluation and investigation of safety 1in . patient care and
_nureing practice ie diffioult'when guidelines for reporting
are not adhered to uniforaly. or importance is the fact that
nurae-supervieore and/or nnrses with additional experienée
in otner poeitione tended to perceive that eo-pletion of a
report is inrrequently eharted on the nurses' notes. Staff

nureee indioated they oharted the reports exietenoe more

often than their superviaore were awvare, Rozoveky (1979)

ioautiont againet thie practice under the rules of disoovery

ae'diecuseed in Chapter 2.
Hhen legel or ineuranoe claims arise the hoepital's
ponition may be Jeopardized because eetabliehed protocol has

not been'rollowed. The raot that oonfidentiality wae not

ooneistently maintained may have also affected legal

privilieges. In addition, the laxity surrounding
"~

oonridentiality may have exposed nurses to _peer or.

”euperviaor ocriticism and evaluation that was not necesenrily

-~
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constructive or supportive. , K

<

Processing of Incident Reports

;

This section presents the differences among nurses'

3

perceptiqns of the actual and 1deal procesaing of 1ncident
reports according to personal and professional variables.
Only- significant differences be;ween nnd among~group.means
be'longing to each variable ere reported. Area and levél of
education did not reveal any Signifioant differences among
nurses; perceptions of the processing of incident reports,

/

. Sub-Problem 11

/

What are the personel and professional variables that

.

- Vo '
significantly influence nurses' perceptions regardingﬁactual‘
and ideal processing/of incident reports?

Nurses! Qerceptions Table 5.22 shows the significant

/ o
differences emong’nurses' perceptions of 1ncident reporting

processing according to four age groups. Nurses phirty-one'
to ferty years old perceived a‘signirioantly nigher
frequency of report information being discussed at area
meetings than did nurses under 26 years of age. Nurses in
the former age category also perceived a significantly
higher frequency of interdepartmental coordination of report
informatidn occurring than did nurses twenty-aix to thirty

4
years of age,

Table 5.23 shows differences in perceptiopns between
siafr nurses and nurse-supervisors regarding the following

processes: actual and ideal: receiving of area sunmary

reports, actual and ideal discuaaion of infor-ation at area
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meetings, ideal evaluatioh of safety in the area or in the
hospital,nand ideal process of ocoordination among
departments of objectives for safety. Nurse-supervisors
peroeived-aignificantly higher activity levels in each of
these inoideht reporting processes.

Nuraes.ﬁére divided into three groups aqording to years
of experience in current position (Table 5.24)., Nurses
differed signifioantly regarding actually receiving of area _-
summary report;. Nurses with six years' or more experienoe
in their position peroei&ed a higher frequency than did
nﬁrﬁes with one to six years!' experienoe.and nurses with
less ‘than one year of experience. Theae~aane differences
were qbaervgd among'nurses vho4wer6 divided into threé
groups according to years in burrent area (Table 5.25).

"Table 5.26 shows significant differences among groups
according to the number of years in the nursing profession.
Nurses . with more than six years' experience perceived a
significantly higher frequency for —the area receiving
summary reports than.did nurses with one to six years'
experience.‘ﬂurqéﬁ with one to six_;earaf experience
percei§ed a significantly higher frequency for supervisors
keeping statistical and anecdotal records of incidents
occurring in the area than did nurses with ng;f than six.
yééra' e£perienoo.

| Nurses who had held positions other than thqir ourropt
position had significantly different perceptions of the
processing of inoideqe reborta than did those with no

additional experience (Table 5.27). Nurses with previous
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experiences perceived a significantly higher\occurrenoe of
the follow;ng ideal processes: coérdinating inter-
departmental objectives for safety and 1dent;fying inservice
needa. .

~The results of t- test analyaig/revealed significant
differences regarding nurses' pef;eptions of the procegging

/

of incident reports by proreasional score. Table 5.28 shows
the significant dirferenoea between nurses scoring above/}ad‘“
those sooring below_ihe professional mean score, Nurses Kitb

a higb profeasional score (below the mean) perceived >\\
higher frequency for actually receiving regular summary \
reports than did nurses with a low professional acore (above A
the ﬁean). Nurses who were more professional (below the
mean) also perceived a higher frequency - for ideally ~
ooordiqating interdepartmental objaotivea for safety, but
_they beroeived' a. lower frequency for ideally stbring
1nc1den£ reports in medical records than did hurses who were
less professional(above the mean). ‘

Discussion. Generally nurses who were older, had
extensive nursing experience, and were more professional
perceived that the processing of incident report information
ococurred at a aigniricantiy hiéher level than did thelr
younger and less experienced and proteaaional colleaguea.
Since these oharnoteriatica generally described the majority
of nurse-supervisors, one may also conclude that nurse-
supervisors had a more idealistto pefception of the

processing activities surrounding incident report data than

did staff nurses. Current position, as an independent
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variable, differentiated the two nurse groups for the
greatest number of proceaa;ng activities, In partiocular,
staff nurses perceived significant differences regarding the
rreduency of aharingyincident report data at the area level
than did nurse-supervisors., This processing aotivity was
perceived as significantly different aiong most of the nurse
groups comprising the significant independent variables, It
also appeared that staff nurses perceived themselves as less
1nvo;ved in the sharing of incident report data than did
nurse—supervi&ora. .
Coordinating interdepartmental obJectives”}o; ;&fgty%
actually-and ideally, was similarly affected by pe;;onil and
profeaaioﬁal variables, The activities of nursg-supervisors
regarding incident report data are probably not shared with
;he majority of staff nurses, The question arises whether
other departments in the hospital operate in the same manner
regarding communicating summary report information, Overall,
risk management may have appeared non-existent or non-
productive to the majority of staff nurses in the sample.
This would explain aéaff nurses' apathy and possible
suspicion of purpqaga and‘outAOlés aurrpunding incident
reporting if such circumstances existed in the hospital.
Area and education had no significant effect on nurses' .
perceptions of the frequency incident report’data were
processed. These findings would seem to suggest that most
processing activities were similar in the areas surveyed.
Level of education did not differentiate among the nuréo

éroupa since hospital guidelines for processing data did not
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encourage and support nurses using information in a problem-
solving approach, The demographic findings in Chapter 4 also
indicated nurse-supervisors in this sample tended to be more
bureaucratic (task) orientated rather than profeassion
(progeau) orientated. However, other professional factors in
combination with education effectively differentiated among
some nurses as to the mamner in which .they processed
incident reports., Perhaps greater professional affiliation
was required, rather than education alone, to encourage

nurses to act independently and constructively in processing

inocident report data,

Factors Influencing Incident Reporting

Nurses' perceptions of the factors influenocing incident
reporting were determined by the results of t-test analysis
and analysis of variance. Only those items where

significant differences were observed are reported.

Sub-Problem 12

What are the personal and profeasional variables that
significantly influence nurses' percopﬁions of factors
influencing incident réporting?

Table 5.29‘aulnar1zea the ai}nificant findings
according to age. Both nurses over forty years of age-and
those under.26 perceived that hospital polioylzaa,
significantly more influential in their decision to complete

an incident report than did nurses between twenty-six and

thirty.
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Nurse-supervisors perceived that responsibility to the
hospital was more important inm their decision to complete an
incident report than did staff nurses. 3Staff nurses
peroeiv;d that expressing a peraonal opinion in completing
an inoident report was more important than did nurse-
supervisors (Table 5,30).

Table 5.31 shows the significant differences among
nurses' perceptions of factors influencing inoident
reporting by area of nursing. Nurses in the ICU indicated
that realistic 1incident repbrting policies were
significantly morel;;rluential in their willingnesas to
complete an incident report than did nurses 1in medical
areas.,

As shown in Table 5.32, years in current position
influenced signifiocantly nurses' peroaptiona of three
factors influencing incident reporting. Nurses with more
than six years' experience pérceived that the opinion of
colleagues, the supervisor, and realistic and practical
polici&s influenced their'deciaign to complete a report
significantly less than did those with lesser experience.

The professional variable, years in current area,
produced several significant findings related to factors
1nrluenoing incident reporting (Table 5.33). Nurses wiggw
less than one year of experience in their ou;ront area
perceived that the rolldiing factors influenced their
decision to complete an incident report: colleague's

opinion, fear of evaluation, and size of workload,

significantly more often than did nurses with over six

LI
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yoears' experience, Nurses with over six yoaru"axperionco
perceived that responsibility to the hospital and
uncertainty regarding ocompleting the report were
significantly more influential in their ;ooiaiou to complete
a report than did less experienced nfruea.

Nurses differed asignificantly in their perceptions
regarding three faotors influencing incident repoéting
agoording to number of years in the nursing profession.
Table 5.34 summarizes these findings. Nurses who had less
nursing experience agreed aignirioant;y more strongly that
the opinion of colleagues, roaéodaibility to the hospital
and to the profession, and knowledge of the purpose of
reporting were 1nt£ggntinl in their decision to complete a
report than did nurses who had six years of nursing
experience,

Nurses who had previous experience in other nursing
positions indicated that uncertainty regarding documentation
influenced their inclination to complete incident repiijb
significantly more than did nurses with only staff purse
experience (Table 5.35). '

Table 5.36 shows two signifiocant findings relating
nurses' perceptions of ino}dent reporting to their
professional score. Nurses who Ponded to be more
broresaionnl (bolouughe mean) were less influenced by policy
and more by vorklo;d than were nurses who tended to be lesas
proreéaionnl (above the mean).

Nurses with different levels of education showed

__pignirioant differences in their perqeptiona regarding who
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gpohld &ﬁ&plete:an incident report. Nﬁrses with
bﬁccalaureate educaﬁion perceived that the inocident report
should be completed b# the nurse responsible.for the
incident and/or the nunfe who discovered t;; incident
significantly"more\stronglj than did diplomé nurses (Table
5.37). |
'Disoussioq. A variety of factors in the practice setting
influenced nurses' decisions to complete.a report. Good
pol;cy should -sduce the effect of extraneous factors 1in
decision-ﬁak;hg, and it should ensure greater uniformity.in
professional b%havior.
The 1nfluencing rac;oré in incideqt reporting affected

by the greatest number of independent variables were the

1o

'opinions' of colleagues and responsibility to the hoapital.‘
As nurées remgined longer in the hospital their loyalty to
proressional ideals (collegial relationships) have been
replaced by loyalty to the 4institution (authority
relationship).'Ycaru in‘the area and in the profesasion
created differentiation for the greatest nuiber of items
‘among nurse groups,. Leas»exberiencod nurses may have been
uncertain regarding polioy'contgnt or may have observed
practiogs that tended to confliot with poliocy statements,
They would seek consultation with colleagues and/or the
supervisor as to what action to take and, depending‘oh the
area or supervisor, poaaibly receive ditf?rent directions,
Less eiperienoed,nuraea would also be less confident as to
the limits of policy rSQérdins autonomous practice and uould

tend to be influenced by a greater variety of factors than
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were mofe experienced nurses until the formﬁr were
vsocialized into the hospital and/or area of practioe

Professionalism and education as influencing variﬁblés'
would determine the degree to which nurses would be
influenced by polioy or the profesgional ideals and
educational skills enabling them to act autonomously. Nurses -
with a low professioal score (bureaucratic) would be
inflhqhoed by policy more than p:ofeésional nurses (high
professional score) who tended to>favor greater autonomy 1in
deoision making than what policy would pernit. This desire
for independence would also be reflected in nurses using
Priority setting and problel aolving under the pressure of
ingr;aaed workload. Profeaaional nurses_tended to be less
mechanicaizin conéleting reports than did burekuoratic'
oriented nurses.

Nurses gith a highek'level of education tended to‘be
more professional. The educational process.;hese nufééa
underéo’empbasizes personal’;ocouqtabiiity and
responsibility, henﬁe ﬁhej'uould "own up® to errors they
committed. According to Manthey (1980), nurses whose
education had a atrong hospital affiliation tended to favor
shared réaponsibility and were not ;s eager-to aocept,total'
ownerahip for errors and onisaions. The findings in thi;
section tended to indicate that as nurses remained longer in

‘the hospigyal, the less influenced they were by the ideals of

professional éooountabilityvaﬁd rqapodaibility.
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[

Overall Perceptions of Incident Reporting

i

Nurses ra@ed their overall perceptions of incident
repofting on a scale of one to five, Differences in
perceptions accbrding to personal and prbteaaional variables
were examined byvt—test ahalysis and cne-wai”analysia of
variance. Area of nursing practiCQ, other nuraing positions
held, highest level of educatiqn, and prcfessional score did
not relate significantly ¢to nurAes' overall perceptions.
Significént differences in perceptions by selected vafiables
are shown in separate tabies.

Sub-Problem 13

What Are'thé sigﬁifiéant personal and professional
variableé influencing nurses' overall perceptions of
incident reporting? |

‘Age was s8ignificantly related tOAnursesf overall
perceptions of:incident reporting on two factors, Nurses
ovgr forty years of age rated themaelves_significadtly
hf@%er than‘Aid nurses who were younger‘regarding boph
‘understanding the purposes of incident reporting and
knowledge of situations requiring incident reporting (Table
5.38). ‘

Nurse—adpervisore rated their und;ratanding of the
purposes of incident reporting, compliance with incident
reporting policiéa, and knowledge of situations requiring
repofting significantly higher than did staff nurses., Table
5.39 shows these findings,

Table 5.40 shows significant differences along nu{soa'

overall perceptions of. incident reporting by years in tiie
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pJ:I:\on. Nurses with more than six yéara' experience gave
higher ratings than did nurses with less experience on
the following faoctors: understanding of purposes of incident
reporting, knowledge of situations iequiring 1nciden£°
reborting, satisfaction with guidelines, improvement in
patient care resulting from incident reporting, 1ﬁprovement
in nursing praotice, and satisfaction with current incident
reporting policy.
‘ Nurses who had been in their current area for‘more than
six years also gavé significantly higber ratings than did
nurses with less experience on two factors: knowledge of
situationg requiring incident reporting and improvement in
nursing praotico_(Table S.Q1L

Table 5.42 shows the findinga for nufaes' overall
peroeption; of incident reporting according to years in the
nursing profesaion, Nurses with more than six years in the
profession rated their perceptions higher than did nﬁrses
with one to six years!' experience on the following:
knowledge of purpose and situations for reporting,
improvement in nursing practice and quality assurance,_and
aatiaraotion“with gui&elinea for incident reporting. Nurses
with leas than one year exberience rated their perception of
the effectiveneas of incident reporting in pronoting‘quality
assurance higher than did nurses with one o six years'
experience,

Diaougaiont The rind;ﬁképindioate that the longer
nurses remained in the orgaﬂization, the higher‘fhey tended

to rate their knowledge, satisfaction, and evaluation of the
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incident reporting system. Years in position and years in
the nursing profession differentiated more frequently among
nurse groups than did any other variables. Understanding of
the purposes and situations for incident reporting tended to
‘be the most common factors differentiating among the various
nurse groups for the significant independent variables.
Socialization enhances the nurse's comprehension of the
policies and praotiqes indigenous to a hospital. The nurse
learns to adapt and use incident reporting structures in
order effectively to attain personal and organizational
goals, Nurse-supervisors, by their position in a hGSpitai,
tended to be more compliant with policy perhaps since thqf
would be held more responaf%le and accountable. They also
tended to be more supportive (and pos{five) about gdspitgl
policy structures, possibly because of the hospital's
éontidence in thelir loyglty and expertise. Their
understanding of how the system operated ~and thelir
successaful ability to work within it may have also
contributed to their support of the system's operation. They
were pefbape lesa‘sengitivo ;o the problem faced by staff
nurses regarding incident reporting, or they had been in-
efreci}ve in solving problems directly related to incident
reporting which hampered staff nurses' ability to operate
effectively within the system's guidelines,
Sinoe'proressionalial did not differentiate among nurse
Vgroupa regarding perceptions of overali factors related to
incident reporting current polic;ea and practices, 1t

appeared that nurses had been given adsquate leverage to
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practice within the confines of policy or that nurses in the
overall sample did not particularly desire kfeater freodo-
in their decision-making. Level of education had asome
impact on nurses' overall satisfaction with operation of-tho
syatem. Crisham (1981) noted that educationally impoverished
environments did not seem to encourage nurses to examine
their views and actions systematically. Grier and Schnitzler
(1979) found that nurses with minimal educational
preparation also tended to be content to work.within
environments that were structured and that provided limited

options for behavior.

Summary

This chapter has presented the findings regarding
significant differences among nurses' perceptions according
to personal and profeasionai variables and their influence
on incident reporting. Statistical analyses were performed

with the t-test procedure, one-way analysis of variance and
Scheffe procedure, ané Chi Square analysis regarding
perceptions of purposes, situations, guidelines, processing,
influencing factors, and';verall perceptions related to
incident reporting. -
The analyses showed that all independent variables
influenced nurses 1n‘sone of their perceptions regarding the
various components of the incident reporting prociau. For
_the most part, however, perceptions of the 1ndidont

reporting process were not strongly related to the personal

‘and professional variables of the respondents. The finding
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that poroeption;_wore most strongly influenced by position
and experience may be important to the actual incident
qeporting system in the hospital.

The independent professional variable, years in current
position, did not significantly differentiate among nurse
sroups regarding nurses' perceptions of the actual and ideal
purposes of incident reporting in the hospital. However,
identifying staff continuing education needs, revising
policf and procedures, and determining medical-legal claims
were purposes that differentiated anoﬁg nurse groups on the
remaining vari;blea.

Other poasitions held as an independent professional
variable did not significantlj differentiate among nurse
groups regaiding nurses' perceptions of situations requiring
incident reporting. The situation on which moat nurse groups
varied in their perceptions was medication reaction
following adminiatration by a physician., Reporing medication
errors generally showed significant perceptual differences
among the various asignificant nurse groups.

Guidelines for 1noident reporting were frequently
implemented according to the nurses surveyed. Age, ygars in
position and in area qéxnursing practioce, and proteé%ional
score were 1ndependon{ personal and professional variables

that did not differentiate nurses' perceptions of the

frequenocy by which guidelines were used. Confidertialil

completion of reports within 24 hours, and conprehaﬁ@g'
‘ 1

-

documentation of the inocident on the nurses' notes were
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guidelines affected by the most variables and differentiated
among their respective nurse groups.

Nurs;s' perceptions of the actual and idoui procesaing
" of incident reports were significantly differentiated by all
independent variables except area of nursing and level of
education. The nurse groups' current position differed
significantly among more of the proceasing activities than
did any other variable, Area summary reports of incident
data and coordination of interdepartmental safety objectives
were processing activities that were affected by the
greatest number of independent variables.

All personal and professional variables produced
significant differences among nurses' perceptions of factors
influencing incident reporting. Nurse groups tended to vary
significantly in theig_perceptiona that colleaguesa' opintons
and responsibility to the hospital influenced their
reporting behaviors. Overall, however, 1n¢ependent variables
did not strongly indicate any single or group of factors
that affected nurses' reporting behaviors.

Nurses' overall perceptions of incident reporting were
significantly differentiated by age, position, and years in
position, nursing area, and profession. Nurses varied mosat
in their rating of the factors undersatanding purposes for
incident reporting and knowledge of situations regarding
completion of incident reports. The findings appeared to
show that the more experienced nurses and those remaining
longer in the hospital tended to give highor ratings to the

factors related to oveqll} perceptions of incident reporting
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than did those nurses younger and less experienced, Since
the former charaoteristics generally described the nurse-
supervisor group and the latter, the ataff nurse group, it
was conocluded that nurse-supervisors had a more idealistic
perception of the incident reporting process than did their
subordinates, Nurses' perceptions of the actual and ideal
purposes and processing of data both in this chapter and in

Chapter 4 also tended to lead to similar conclusions.



Chapter 6

Summary, Conclusipns, and Implicationa

This chapter provides a summary of the research and
findings related to nurses' perceptions of incident
reporting. Conclusions are stated, and some implications for

practice and further research are discussed,

Overview of the Research

Background and Purpose

This study examined nurses' perceptiona of incident

reporting at an urban acute care hospital. Staff nurses and

-

nurse-aEﬁ};visors working in mediocal, surgical, and
intenaive care areas in the hospital were surveyed. Data
were collected by questionnaires regarding nurses'
perceptions of the purposes, situations, guidelines,
processing, influenocing factors, and their bvernll
perceptions of incident reporting, Interviews were conducted
with nurse-administrators regarding their desori§f16i§ qu
the process of incident reporting at the hospital. f

Recent attention to quality assurance in health care
has been attributed to current trends in health care costs,
technological advancement, unionism, and legal,
accreditation, and aspirifg professional standards, Despite

judicial and regulatory requirements surrounding quality

assurance, the C.C,H.A.'s mandate requiring hospital boards

211
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to implement programs to assess and norrect ‘deficiencies in
hospital operationa-could have the greatest impact on
Quality assurance in hospitals. One gssentigl element in the
remedial activities of hospital adminisération is a risk
management brogram, the cornerstone of which 1sAthe‘incideﬁt
Eeporbing policy and its 1mplengn§ation.

This study was designed to QQ;ermine staff nurses' and
nurae-superviaors'_perception;‘or the aotualwand idegl
‘pﬁ}poa;s of incident reporting, situations requiring
1nc1dent‘reporti£g, freqhency of compliazge with incident
reporting ‘gﬁideiinésy actual and ideal processing of
incident feport data;Land the overall nature of incident
!répo?ting‘at the hospital and 1# the specific areas
investigated.

The-following sub- proble-s'were addressed:

1, What 18 the organization and nature of 1ncidenf5
" reporting in the hospital?

-

2. What are nurses' perceptions regarding the actual and
ideal purpoaes of incident reporting?

3. What are nurses' perceptions regarding situatioha
requiring completion of an incident report? ‘
| NN

k.- What are nuraeb',poroeptions of the frequency with which
guidelines for gnoident,reporting are practised?

5. What are nursesa' perceptions regarding actual and ideal
incident report procesasing?

6. What are nuréea' perceptions of faotors influencing
incident reporting?-

7. What are nurses' overall perceptions of incident
reporting? : : :

8. What are the signifioaht personal and professional
variables influencing nurses' perceptions of the actual
and ideal purposes of incident reporting?

=
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9. What are the signiricant‘personal and professional
Variables influencing nurses' perceptions regarding.
situations requiring completion of an inocident report?

10. What are the significant personal and profeassional
variables influencing nurses' perceptions of the
frequency with which guigelines for incident reporting
are practised? Q

]1. What are théisignificant personal and professional
variables influencing nurses' perceptions regarding
actual and ideal incident report processing?

12. What are the significant personal "and professional
variables inrluencing nurses' perceptions of factors
influencing incident reporting?

13. What are the significant personal and professional
variables influencing nurses' overall perceptions of
incident reporting? '

" .
VAL b

Methodology

Questionnaire. A questionnaire based on the literature

review and shggestioné from a panel of experts was used to
megsure the perceptions of staff nurses and nurse-
superyisors., The questionnaire wvwas divided into Ainé
sections,. Seqtions I and II surveyed personal and
professional data related to the nurse groups. The remaining
,séctions of thq‘questionnaire were deﬁigned to ascertain tﬁe
nurses' perceptions 6f the actual and ideal purposes of
incidenf réporti&%; the aituationa requiring 4incident
reporting; the frequency guidelines for completing incident
reports werg~rolloued by nurses in their area 6r’in the
hospital; actual and ideal proceaiing of incident report
data; the factors influencing their own and/or others'
deciéions to complete an incident repdrt; and finally, their
overallvpercoptiona of 1ncid;nt reporting in their

reaspective areas and/or in the. hospital. Additional space

[
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was providad for comments regarding incident reporting in

the hospital. The questionnaire was piloted in two aurgioal

gynecology units in another hospital. Both staff nﬁraes and
nurse-supervisors participateqa Adduat;eata were made in the
wording of instructions and items to enhance the reliability
of responses, '

Interview. Interviews were conducted with tbe-Directob

of Nursing and Quality Assurance Coordinator to obtain

descriptive data regarding the organization and nature of
incident repobting from the nurse-adninistratora'

perspectives., The data were also used as a basis for

discussion of findings.

Sample. Full-time, regiatered ataff nurses and nurse-
supervi;brs’in ﬁedical,'surgical, and intensive care :;eas
in an active treatment, urban hospital were randomly
seléoted for tge study. A total of 213 questionnaires.wars

distributed, and 158 or 74 percent were returned. Andnymity
. - ) .

and cof?identiality,were,aasured by having participants

return the queatidnnairea in unmarked envelopes to a central

nursing office.

Data analysis. Programs in the Statistical Package for

the Social Sciences (Nie et al.,1975) were used for data

analyses to provide frequency distributions, means, t-test

t

V4
analysis, analysis of variance and Scheffe procedure, and

Chi Squarehp%alyaia. Since the questionnaire was developed
by the researcher, only face, content, and construct

validity were assured to some degree, but concurrent and

i
RN
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yredictive validity were not addrdsged.

Summary of Findings

Demographic Data

The analyses of demographic data provided the basis for

the following summary of findings.

1. Staff _nurses differed significantly from nuraeb

supervisors with respect to agep-overall nursing experienoe,‘

level of education, and "professional™ score, Nurse-

supervisors were aignifioantly older, had 5ignifioantly'

greater work experience both in years and positions held,

.and hagd a'gnifieantly higher level of education.

.

”SLgpificantly more nurse-supervisors were currently pursuing

i e T

a nursing degbee, éégularly reading nursing Jjournals,
‘ N :
holding lenberﬁhip in professional groups, and'paftioipating
-in nursing research, Nurse-supervisors attended inservice
education sessions more often than did staff nurses.
Approximately twelve percent of the staff nurses had not
attended any inservice in the .past year. Nurae-éuperviaora'
overall professional ;core was higher than that of ataf(

o
nurses. ' — -

2. Cf all the nurses surveyed, only one staff nurse

reported having had no experience completing an incident

report either as a student nurse or as a qtaft nurse. This

éituational variable was therefore deleted. in later
analyses.
3. Ndfuea perceived a variety of patient care delivery

systenms in operation in the areas surveyed, Nurses from the
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same area perceived their current patient care delivery
aysténs ditferently. This situational variable was also

deleted in later analyses.

Interview Data

The following findings were related to the inter;igis
conducted with the Qualit§ Asaurance Coordinator and the
~Director of Nursing regarding the organization and nature of
the incident reporting.process in the hospital studied.

Sub-Problem 1. What is the organization and nature of

1noid§nt‘beporting in the hospital?

| 1. The nursing administration was planning to review
inocident reporting guidél;nea and reviseg the incident report
. fdrn. Theée activities were consequences of accreditatgoﬁ
atandards related to quality assurance and re-evaluation of
administrative need for incident reporting. The iqeident
X report was gene;ally peroeiveq as an administrative tool to
be used primarily for inter-departmental communication and
remediation of incidents. The legalities surrounding the
incident réporting ajatel had also been re-assessed, ?be
purposes of the report and its effectiveness in meeting
these purposes were being clarified.

2. Although incident repo;ting policy structures and
processes were included in the general.orientation of new
employees, deficiencies were perceived in compliant incident
reporting behaviors at all levels of the'organization
generally, and the area level aspeocifically. ’

3. The structures and processes supporting the'inoided£ 

*
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repqrting policy appearedwto.satlsfy the hospital's ourrent
jrisk management needs. There was no oore hultidi;oiblinary
committee which had as its only mandate regularly éo
analyze{ review, and investigate 1ncidpnt reporting
information and to recdmmend system revisions, Suoch
" activities were decentralized generally to nurse-supervisors
ana/or department heads. A quality assurance nursing
committee aiso was to review incident report summaries for
trends in incidents. Through these structures incident
report information w;s perceived as fegularly reviewed and
acted upon.

4., Reporting was adnittédly not as conaistent or as
uniform as desired by nursing administration though what
nurses reported as incidents waa considered desirable‘and
necesséry to risk management in the hospital. Nurse-
administrators perceived a certain reluctance among some
nurses to report incidents because of the ineffective and
inappropriate use of reports by staff nurses and nurse-
«supervisors. Efforts to improve the‘aysteﬁ would focus on
encouraging nurses to continhe to report as they had and to
mhke thq structural changes im policy, procedures,
gulidelines, and format that would facilitate an improved
incident reporting system.

5. The incident reportiné‘syatel was not included in
the quality monitoring system, but incident report
processing was part of the quality assurance program. The

scope of the Quality Assurance Coordinator's
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réaponaibi}itiea inoluded monitoring the completeness of
incident report foras, disseminating incident réports to

appropriate department heads for information, and monitoring

the statistical summaries of incident reports. The
Coordinator was not regularly consulted‘regarding-eduoation,
investigation, and recommendations related to the findings
from lnoidént report data.

6. The Director expressed general satisfaction with
risk management activities surrounding education,
investigation, and recommendation based on incident report
information. The Direotor/also expressed the opinion that
there was a definitive need for staff nu}ses'to assume\
greater accountability for reporting 1noiden&s and for
greater 1n1tiati§e in relediatiné potential biak situations,

T. ghe“Coord;nator délinaated dabecta of the current
iﬂcident reporting process which required restructuring.
Improved clarity in the policy that designated-whaﬁ
comprised an incident and what situations should be reported
were needed. The form was not used hppropriately at times by
nurses, supervisors, and phy;ioians; It was conceded that
some nurses resented and/or re;red incident reporta;
Information recorded on the ocurrent report form was at tinmes
diffiocult to anaiyze, incomplete, and not comprehensive. As
a staff position the Coordinator lacked sufficient authority
to participate directly in unit-based and hospital-wide risk

management. Incident report data were not comprehensively

inter-related with quality assurance data.
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Nurses' Perceptions

The following are the findings related to nurses'
perceptions of purposes, q;tudtions, guidelines, proo;asing,
and influencing factors related to incident reporting. Each
category is discussed according to the specifioc sub-
problems.

Sub-Problem 2. What are nurses' pqrceptiona regarding

the actuéi and ideal purposes of incident reporting?

Nurses perceived a variety of purposes for incident
reporting. They tended to agree with the purposes for
incident reporting that were listed in the questionnaire.
They tended to be uncertain regarding nursing
admini;tration'a purposes for incident reporting. Nurses
perceived significant differences between the actual and
ideai purposes for all those lisQed excépt the burpoae
related to performance evaluation whiohothe maj;rity of
nurses disagreed was an actual or idegq purpose. The
greatest discpepancy be}ween aotual and ideal purposes for
1ncidqnt reportihg was related to developing eduoation
programs 5ased on indident report ;nrornation. The least
discrepddoy existed in the use o} incident reports in
performanoe.evaluation. | (

Sub-Problem 3. What are nurses' perceptions regarding

situations requiring completicn of an incident report?
Nurses dere Sroadly aoleot;ve regarding their

perceptions of situations requiring coipletion otJan

incident report. All situations listed in the questionnaire

would be considered incidents by the literature and/or
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hospital poliocy, yeg nurses 1nd10a£ed they did not always
comply with hoapital.polioy or recommendations in the
ligerature. Medication errors.and injuries were generally
well reported by the nurses surveyed, Deficiencies in the
operation of hospital systems were not perceived as
incidents that should ba{recorded on an incident report.

Sub-Problem 4. What are nurses' perceptions of th%

frequency with which guidelines for incident reporting are’
practised? (“}‘

Half of the Aurses sprveyed perceived comments on
incident reborts as rrequently and always‘not being
judgmental. Although nurses tended to disagree that incident
reports were used as evaluation tools, somé nurses‘may have
perceived themselves as being evaluated informally by
'phisioians, superiors, peers, and patients. The fact that
nurses tended to act upon the supervisor's opinion might
have exposed them to some informal evaluation process., '

The guidelines the §réatest ma jority of nurses always
followed were dooumepting aqguratg descriptions of the
incident on the rpport and ensuring appropriate signaturea
and dotationa appeared as required on the ;eport. Nurses
were divided between reports rarely and alwvays having
remedial plans outlined, and being reviewed by the
supervisor. Nurses perceived the existence of a report being
recorded in the.nuraea' notes frequently and always despite
this practice being oonérary to hoapital policy. Half of the

nurses reported that they would document the existence of
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the'ihcident report in the nuraoa‘,notea. Nurses also
perceived a variety inm the frequency with whioch
confidentiality Qas maiptained in completing reports.

When nuraes conpleted incident reports, guidelines were
frequently followed. The fﬁét that they were not always
followed may be a reflecti&n of poor understanding of the
purposes of incident reporting and/or oclarity 6! the
guidelines. The fact that nurses recorded the existence of
an incident report in the.nuréea' notes implies a lgok of
awareness of hospiial policy. The content of ori?ntgtion to
incident reporting policy and method of 1natruot1ﬂ£ to new
employeés may need to be re-examined. Nurses gende to
perceive a judgmental component in inoident/reporta,
indicating that some nurses take risks in 00-plet£ng a form.

This may also explain the inconsiatencies in/tollowing
‘ /
guidelines. When incidents were discussed in :f area, the

approach may have varied between that of a reprimand or that
|
of constructive problem-solving. /

Sub-Problem 5. What are nurses' peroeptio@a of actual

and 1deal incident report procesasing? /
Leass than 25 percent of the nurses survefad perceived

the processing surrounding incident report 1§rormation‘as

i

actually occurring in their area or in the 4oap1ta1. Some

nurses perceived the prooas%ing activities liated as never

|
occurring. The majority of nurses did not (keep personal
TL

e majority of

|
i

records of incident reports they completed.

- |

nurses tended to be uncertain regardinh processing

activities surrounding keeping atatiatibal reg@rds.



222
evaluating safety, coordinating interdepartmental objeotives
for safety, identifying inservice needs, evaluating
accreditation oriteria, auditing for qua;ity assurance,
storing of reports, and assessing insurance premiums.

Nurses perceived significant differences between actual
!
and ideal processing activities except for storing reports
in medical reocords and using incident reports to assess
insurance premiums. The greatest discrepancy between actual
and ideal processing for incident reports was keeping of
personal anecdotal records of incident reports completed,
Theileaat discrepancy between actual and ideal processing of
incident reports was the use of incident reporting

information to assess hospital insurance premiums.

Sub-Problem 6. What are nurses' perceptions of factors

influencing incident reporting?

Nurses perceived reapodhibil?&y to the patient and
profession as most influential in their reporting practices.s
Nurses also tended to perceive the aup«hyiéor and policy as

]

influential to their decision to coﬁpléte a report. The
physioian was as important a factor as gdlleaguea in nursesa'
decisions to complete a report. As well, many nurses
considered the seriousness ér the 1nc1don;, the purpose and
use of the 1incident report, the situation, legal
implications, ability to express an opinion, and time as
in?%rt:nt to their decision to complete a report.

Although nurses did not perceive ignorance of the

legalities of incident reporting as influenocing their
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decision to complete a report, anticipation of potential
litigation 1n;reased their inclination to complete a report,
Although fifty percent or more nurses stated that reports
should be completed when unusual situationa ooccurred, when
policy or procedure were transgressed, and regardless of
opinion, their responses to situations, guidelines, and
processing indicated nurses did not alwaya practice their
stated professional moral-ethical beliofs,

Sub-Problem 7. What are nurses' overall perceptions of

incident reporting?

More than half of the nurses surveyed rated thedir
understanding of the purposes of incident reporting and of
situations requiring incident reporting as average to
extremely poor. Although the majority of nurses rated their
own compliance with policy as high, they rated their
satisfacti.: with current policy and guidelines as average
to extremely low. While slightly less than half of the
nurses perceived incident reporting as ‘highly iamportant to
patient aafdty, the majority perceived reporting as having
minimal impact on improving the quality of patient care and
nursing practice,

Sub-Problem 8. What are the significant personal and

professional variables influencing nurses' perceptions of
the actual and ideal purposea of incident reporting?

Age, position, area of nursing practice, years in
profession, other positions held, and level of education
revealed significant dirferpﬁoeu among the nurse groups

regarding the. purposes of incident reporting. Nurses tended
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to perceive differently the following purposes: identifying
staff inservioce needs, identifying unsafe patient
environments, pro-oting nurse compliance with policy and
procedures, reporting nodioal;legal. claims, reporting
unusual occurrences, revising policy and procedures,
assessing insurance premiums, and providing evidence in
lawsuits.

Sub-Problem 9. What are the significant personal and

profesaional vnriabléa influencing nurses' perceptions of
situations requiring completion of an incident report?

Age, position, area of nursing practice, years in
profession, and level of education revealed significant
differences anmong gfoupa regarding situations requiring
incident reporting. The findings indicated that differences
existed between nurse-supervisors and staff nurses regarding
the definition of an unusual occurrence in the practice
setting. The variables whioch created these differences were
nepication errors, physician errofa, loss of property,
burns, staff injury, patient dissatisfaction, equipmegé
malfuné}@on, charge responsibility, under staffing, defects
in atofile packaging, and late stat laboratory reports.
Although nurses tended to agree that th#y sh&uld report all
unusual situations, their practices did not indicate they
always adhered to their stated moral-ethical beliefs., In
actual praotioé\gonrlict may have resulted when nurses
attempted to reobnoile organization;l authority with

professional authority.
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Sub-Problem 10. What are the signifiocant personal and

professional variables influenoing nurses' perceptions or’
the frequency with which guidelines for incident reporting
are practised?

Position, area of nursing practice, and level of
education revealed significant differences among groups
regarding guidelines. Generally, nurse-supervisors who were

“older and had a higher level of education perceived

1Y

guidelines as being used less frequently than did staff

' nurses. Areas tended to use guidelines at different
frequencies and expressed different levels of expectatiorns
regarding fréquency of use of the guidelines,. Thed‘ridolinoa
that significantly differentiated the peroeption@ot most
nurse groups were related to the pertinent and acocurate
documentation of the incident on the report, and on the
nurses' notes.

Sub-Problem 11, What are significant personal and

professional variables influenoing nurses' perceptions of
actual and ideal 1nciden€ report processing?

Age, position, years 1in préression, previous positions
held, and professional score revealed signifiocant
differences regarding nurses' perceptions of actual and
ideal incident report processing. Items creating these
differences were discussing summary reports at area
meetings, coordinating interdepartmental safety objectives,
receiving regular summary reports in the area, evaluating
patient safety, reviewing of statistical data by the

supervisor, identifying inservice needs, and atoring
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"y

1pdident reports in .medical records for a specified period

of time.

Sub-Problem 12. fﬁat are the significant personal and

"

proreaeionel yvariables influencing nurses' perceptione of
facotors influencing incident reporting?

Age, posi;ion, area of nursing practice, years 1in

.current position, years in area of nursing practice, other

positions held, years In profession, professional score, and
level of education revealed significant differences among

groups regarding factors }nfluencing incident reporting.

Nurees tended to differ on/the following factors: opinign or j

colleagues and supervieor, responsibility to hospital;ﬂe

4

profeeeion; and patient's family; hospital policy{'jy

dooumentation and use of 1nformation, workloed praotieality‘ﬁ'

!
?

of polioy, fear of evaluatiog, sigqature on the repqrt,

/expression of an opinion and completion of the report. Both

nurse grougs tended to be notivated by & variety of factors

to complete a report. thle nuree-superviaors tended to be}

more organizationelly orientated in their decisions

»

A
regarding the eituatione to be4reponged than were staff
. ] . o ,Q_x =

nureea, their actidﬂe appeared to be inrluenced 'to a greater

degree by pro aeional noral ethical valuee than were staff

nurses,

s

Sub-Problem 13. What pereenal and p}$feeeionel

)

variables influence nuraee5 overall berceptions of 1ecident

reporting?

Age, position, and'yeera in position, area of nursing

P
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practice, and profeeaional score revealed elgnirioant
differenoes among nurses' overall peroeptiona of incident
reporting. e 1§ems releted to these significant
diffebences included: underatanding purposes of inocident
reporting, knowing sit&dtions requiring reporting,
pomplying with policy, promoting quality aeaurence,
improving nursing praetice, and satisfaction with
guidelines and policp. Nurse-supervisors tehded to rate the
,effectiveness of the sy3tem at a higher level than did staff

nurses.

= - 5
Conclusions )

The following conelusions are derived from the findings
related to the organization and nature o; 1nc£¢ent reporting
15 the"hospitel studied, the demographic data and £he
nurses' perceptiens of incident repoptlng. K

1.’Nu;sing administration perceived a need to reyiae
the structures related to incident reporting~1n the
hospital. The process of incident repprting did[not appear
to be an immediate concern, Although it was oonoeded that
the systen did not meet the ideal risk management oriteria,
the system as it currently operated aatiafaotorily met the
hospital's legal, quality asslurance, nnd coet re&ated needs.

2. Incident reporti}g vas looaelp 1ntegrat€ﬁ with the
quality assurance program.FThe appointment of the
- Coordinator to revieupincident reports and to identify

tpends was an initial step towards consolidating the two

structﬁrea. Deepite the coordinated appearance of the
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conceptualized 1ﬁcident reporting system in' the hospital}
the desoriptiod of its operation suggested a potential for
fragmented incident reporting activities., The Coordihatof's
role as risk maéager was not clearly differentiated from
that of the AD&, US,'and'staff,nurse. Without clearly
defined roles, risk management would be exposed to erfors,
omissions, and général“inerfioiehcies.

3. The Director and Coofdinator differed in their
‘overall peroept;ona of the system's effectiveness. Thev

~
Director was more positive and confident about the s

effectiveness ;n meeting safety objeotivesufor tye
than was the Coordinator and the nurses in the auj
§, staff nuraeé in the sanble had limited p
proteqsiona%x and educatioﬁalvexperierea upon uhich the&”
could base- decisions regérding their pfﬁctioe. Research has
shown that'baccalaﬁreate or higher educated nurses have
Sett;r prbbfon-aélvihg«abilities and risk-taking bropensity,
and higber moral-ethical development than dﬁ diploma
educated nuraea.'Diploma nuraga educated in hoapital-based
nursing programs were more likely to hdv; ﬁtronger
bureauoratic than professional loyalties. Although this
~study did no;;qﬁterline 1: diploma nurses obtained thedir
educatidh thr;;gh~hoapital-baaed or 0ollege programs,
diplo-# ggaaes in bo?h college and hoapig;l-baaed programs
may nqt'be socialized #a thoroughly to professional ideals

“as are nurses in university prograni because they receive

- _
education in half of the time. University and college

ted nurses may also spend leass time in the hospital
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setting than those iﬁ ho;pital nursing education progranms.
5. Nurse-supervisors in the sample surveyed had
extenaive_personal'and professional nursing experience, They
héd also been employed by the hoapital for an extended
period of time, As a group, they had average brofesaional
characteristics though they were "more professional®™ than

staff nurses, Bureauoratio loyalty seemed to be stronger

since their professional development was largely a result of
s

the support they receivsd frou te hospital. Having both

‘more experience and authority,'nJrae—aupérVisOrs could be
anportant resoﬁrces for younger, lesas eiperiencedynurses
regarding po}icy and practice behaviora‘re;atqd to incident
reportipg.- b
6. Nurses perceived a variety of purposes for indident
-reporting in the hospital, but the actual purposes were
perceived as significantly different from the ideal. Nurse-
aupervisorS*agreéd more strongly with the purposes both
Actually-and 1deali§ than diq'qtaff nurses, indicating that
discrepano;es exisfed between the th\g;oupa' expeétatioas
for incidqnt reportingf Staff nurses uérb generally
uncertain regarding the administrative purposes forvinaident
reporting. This finding suggests that hierarﬁbioal
relationships may have interferred with oollegial sharing of
1ncident report data along the various levelsoot the nursing
department. Understanding the purposes for inoidoq;

reporting was an 1nriuontial factor in the frequency of:

nurses' reporting behaviors. “ R
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7. Nurses varied significantly regarding the

situations they would or would not repbrt. MPat nurses'

responses indicated that their»@eciaions not to report
Qqnflicted.with hospital policy. Clarity in policy and__
guideline& for reporting may have created this discrepancy.
'Different expectations and&g nurselsuperwisors 23 to what
staff nurses should report/on 1ncigent forms may also have
contributad to these differences since nurses indicated that
they often sought their au;Lrvisor;s input. Although nurses
indicated that po;icj and not personal opinion should pnter
into the decision to complete an ihcideﬂt report, reporting
poiicies and/or guidelines were not adequately meeting
- % ,

prhotid%jneeda. As we;l, nurses appareﬁtly did not
sucbesafully link'qua11$§ assurance, legal standards, nor
ooaﬁ factors to the situations they would not report.

8. On the average, guidelines were frequently adhered
to in completing reports. Nhrse-superviaors tended to
perceive the freunnoy guidelines were used as being less
than did staff nurses. If use of guidelines did not meet
~supervisors' expectations, then purposes %for reporting and
reporbiné guidelines were probébly inadequateiy derided;
Area of nursing practice tended to differentiate nurses
regarding use of guidelines, suggesting that nurses differed
lpoally in their perceptions of ad-inistratibn's
expectations regarding repofting, It nurseé were not
adhering to guidelines, the literature suggests that they

may believe the supervisor, doctor, or hospital would have
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‘assumed legal responaibility for their errors. Thiu attitude
rbgarding éceountability was also refleocted in nurses!
perceptions that their supervisors should keep anecdotal
accounts of reports completed, but thaﬁ staff nurses need
not do the same.

9. The processing of incident report data was
berceived by_the nurses as being significantly different
betweeh the actual'and ideal. Although nurses collected the
data, there was evidence that probleq solving based on
reporé data occurred inconsistently. Staff nurses

participated in signiﬁicantly fewer processing activities

than did nurse supervisors. This would reinforce the

&

expectation that Staff nurses were not expeoted'to take
responsibility for risk management at the area level. As a
result éf not having had acdess to 1nforhation regarding
administrative use of repoft information and hgying
perceived minimal problem-solving resulting from data
collected, starff nurses would continue to be suspicious,
apathetic, or negative about the‘need to report unusual
occdrrenoeu. If nurses do, not report unusual occurrences
regularly, hor follow guidelines, nor ﬁnderstand burpoaes.
then incident report processing may be ineffective as far as
achieving safety-related hospital objectives.

10; Nurses in the sample disagreed or strongly
disagreed that incident reports were used in performance
evaluation, Tpia finding oconflicted with atatolenti by

experts on incident reporting in the literature. That astarff
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nurses often ‘sought supervisors', colleagues’', or
phyaiéiana' opinions on whether to complete a report or not
seemed to indicate that nurses could be exposed to some form
of informal evaluation process. A large number of nurses
expressed the desire to document theilr own impressions of
the incident on the report rqﬂm. A large number of nurses
alsa indicated thet the nurse causing the inéident should
conplete‘a report.‘These finﬁﬁégg suggest that some anxiety
exists for nuraedywhen the ne;d arises to complete a report.
Although niurses indicated workload was not a factor in their
willingnegs to complete a ieport, the majority of nurses'
responses 1ndioatéd that time to complete a report decreased

their inclination to ipitiate reporting. Seriousness of the
incident was a stro;g influencing factor in reporting,
particqlarly when there was a fhreat of litigati;n.
11. Nurse-supervisors rated factors contributing to
their ovepall perceptions of incident reporting higher than
mid starf\nuraea. Changes in the overall incident reporting
system may be slow 1ﬁ 1lp1emedtation becausé of the
differences in the two groups' expectations, Since personal
0 p;oreasional variables did not differentiate strongly
.8 nurses' perceptions of the components of the réportiné
pr.vess, strong support for change$ in the ayst;m may be
minimal,
12. Nurses' astated ethical beliefs regarding their
behaviors in incident reporting frequently conflicted with

peroiptiona of factors influening their practices or those

of others in their area or in the hospital. Constraints
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within the environment existed that requirﬁﬁ greater indepth
p
assessment than what was provided by thi% study,

Implications

Nursing Practice

1.°If not already undertaken, nursing administration
must begin comprehensive short and long-term strategic
planning regarding the educational needs of stafrf nuraés and
nurse-supervisors with regard to the A,A.R.N.'s Entry to
Practice mandate, Comprehensive local continuing education
programs could motivate nurases toward acquiring higher
levels of education. Programs presently in place should be
re-evaluated to determine if they meet nurse's learning
neéhs. Efforts should bé undertaken to determibe why nurses
are not hiéhiy motivated towards continu}ng education.

2. Nurse-administrators should re-evaluate their
commitment to the professional development of staff nurses
and nurse-supervisors, Development of an environment which
encourages and supports profesa;ogal behaviqra will require
additional commitments of time, energy, and funds. The
decentralization of the patient care delivery system 13
encouraged éigguraes' accountability and responsibility can
be fostered more easily in such an organizational astructure.
Nurse-supervisors should be given assistance. in
ﬁnderatahding changes in their leadership role and 1in
encouraging leadership skills in their subordinates,

3; The purposes of incident reporting should be

operationalized in processing incident report inrbriation at
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. the area level. Area meetings should have as a regular part

of their agenda the discussion of incident report data.
Standard care plans for high risk patients as part of a
riak/falls program (Fife et al.,, 1984) should be developed.
This program would contribute to the development of
appropriate and ef%ective remedial plans for those patients
involved in unusual incidentas.

4, Staff nurses should be encouraged to apply the
nursing process to the use of incident report information.
The process- should be used not only in providing safe
patient care, but also in evaluating individual nursing
practice, Orientation programs should encourage nurses to
maintain anecdotal accounts of their performance, so.that
they can objectiveiy evaluate and implement self improvement
activities, Incident reports can be used 1in fault analysis
as suggested by Duran (1979). |

5., Orientation prdgrams should ensure that the
\ppilosophy, purpose; and guidelines regarding incident
rdporting policy are discussed. The rationale behind the
repérting of situations identified as "unusual®™ should be
diaoyaaed since mosat nurses have limited experience as to
the ‘cost ef fective and legal ramifications that some
situa£1ons incur. Guidelines should be reinforced through
using examples of written reports in practice situations.
The process of routing information and how it is utilized
should be related to philosophy, purposes, and guidelines.
Since nurses value doctors' opinions regarding when to

report, physicians should be given this information as well
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as nufses. |

6. Since the success of the incident reportiné systenm
depends on nurges' willlingness to report, staff nurses
should be included in developing reporting guidelines, They
should be encoﬁraged to evaluatedboiioy and to participate
in discussions related to policy revision. As polioy
implementors, staff nurses could assist nurse-administrators
in understanding the realistic and practical needs of policy
" implementation (Lieberman, 1982).

7. Nurses should be encouraged to use 1n61dent reports
more often. Both doctors and~nprses need to be "sold"™ on the
importance of incident reporting as an‘integral part of
quality patient care aﬁd creating a better pratice
environment. Nurses should be revarded for reporting
incidents and protected from any punitive outcomes.

8. Nursing administration should support nurse-
supervisors in planning time to work with staff nurses to
assist them in evaluating patient care, devising Strategies
to improve the quality of care, evaluating theib‘akilla and
educational needs, qnd'underatanding how their decisions and
actions impact on organizational goals related to cost

effectiveness, quality asasurance, and patient care,

Nursing Administration

1. Nursing adminstration muat define clearly the
purposes for which they perceive incident reporting exists.
2. An incident reporting policy should include the

hospital philosophy and purposes of the policy. What
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comprises an unusual ocourrence or incident should be
clearly defined. The literature suggests that including
these statements in the policy whould reinforce at louer-
organizational levels administration's commitment to risk
management, reduce anxiety regarding reporting incidents,
reduce the ambiguity s&;roundiné reporting, and promote
clarity in expectations regarding incident reporting.

3. In developing the incident form, pbliCy, and
guidelines, nursing administration shoﬁld consider both
sbort-tfru and long~term utilization of report information.
These matters should be clarified before the actual form 1is
approved, In particular, quality assurance standards and
risk mapnagement objectives should be related to data
collection that would promote operational integration of
the two elements before the_report form i3 developed. The
form should facilitate collection of compreheﬁsive and
practical data which could be used in statistical analysis,
trends identification, and in relating its significance to
other data pools.

4, The Coordipnator's role in risk management needs to
be oleafly defined. In doing so the structures related to
incident reporting muat be re-evaluated to facilitate the
Coordinator's acocess to and effective analysis of data. The
Coordinator should alag have unhindered access tz ADN, US,
clinical nurse-educators, staff nurses, and other
. departmental personnel in matters related to incident
repofting and 1noident«1nvoatigation.

5. Terms of reference for the nursing committee on
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quality assurance should be reviewed in order that members
adopt the mandate of reviewing and evaluating data, and of
offering recommendations based on the data in 1inoident
report summaries,
6. A core multidisciplinary committee should be
established in order to ensure that hospital-wide quality
assurance and risk management are closely coordinated and

demonstrated in practice., The Coordinator should be a member

of this comm: '=e, Such a committee could improve the
efficliency a. raoroughness of incident report review,
analysis, and investigation. Th Bcoader ramifications of

A

incidents as they impact on the hwgpital operation would be
more effectively monitored for the purpose of timeliness in
remediation and in short-term and long-term utilization of
report data and summaries.

7. In reviewing the related literature, interview and
survey results, the following recommendations are offered
for the development of an incident report form:

a. A summary of the hospital mission statement in
particular the statements which referred to cost
effectiveness, quality assurance, and a safe
environment.

5. Statement of the purpose for completing the fora.

¢c. Comprehensive definition of an unusual incident.
(The current definition is satisfactory.)

d. A statement of the incident reporting policy or
policy number.

e. Guidelines for completing each section of the form
should be included on the back of the form.

f. A chéckliat format that encourages an nnaljtioal

and problem-solving approach to describing ocauses
for the incident and remedial action surrounding

-

s : 2317

f
4%

W\
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the incident. Questions should encourage evaluation
of performance against quality assurance and
nursing practioce standards. The A.H.A. 1incident
report form is recommended as a guide.

g. Information required by the current form should be
retained but adapted to the A.H.A. report fornm.

h. Confidentiality should be highlighted.

1. Additional space should be provided to allow"
reporters to enter personal observations regarding
the incident.

8. Incident reports should continue to be distributed
for information purposes as 1s the current practice.
Adopting the Alberta Hospital Association's incident report

form eliminates the need for pbotocopylng reports.
' L

Maintaining pﬁorehaibnai and administpative)contidentiality
in transmitting 1nrontation ahould beﬂgu&ranteed at all
. i e 'W},ém¢
times. SRTET SN Y @ﬁw Y
. L 348 . '& Y . ',‘}_— , . I "M
9. Using Leithuood'a (1984 cdrricului dimenaiﬁns,%gn

L

new employees%be 1htroduced to bhe adninistr%tion's.

5 «,"
2 Ed .¢

expectations ig 'ding incident reporting early in the

f

socialization p qﬁﬁps in ordér to conbat the discrepancies

in inplenentatﬁé" that oocur acrosa the areas.7

10, Inaerwibefeducation prograna related to risk

management ah¢ﬁ1érﬁp developed and preaented regularly. The

Coordinator, ghnnagenent-QOnnittee members, and quality

pato 1n preaontationa. Their participation

reporting,

“V'_‘.- . . ..
adm
AR
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reporting, and its relationship to cost effectiveness and

qQuality assurance,

Research

This study was the firat of its kind known to have been
conducted. More research in this area is needed either to
support or augment the findings.

1. A similar sample of nurses could be studied in other
hospital environments in order to improve the face,
construqt, concurrent, and predictive validity of the

instrument used in this study.

2. Using specific criteria for assq: en} of ideally

completed incident reports, a study oouldube developed that
4

fﬁbuppred reports actually completed to the ideal criteria,

, -
and to nurses' perceptions of the completeness of reports

they initiated.

3. Other nurse populations could be surveyed regarding

factqrs influencing nurses' incident reporting behaviors in

order to substantiate this study's findings. -~

4, A study with a fucus similar to this research could

be conducted using an interview rather than a questionnaire
4
to collect data.

5. Research regarding the impact of incident roporting
on quality assurance 1is ;ecesaary in order to estabiiah
empirically their relafionahip.

6. Research relating education programs based on risk

management to improved incident reporting practices should

be conducted. ,
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ANONYMOUS ERROR -IN-MEDICATION REPORT

Date of Occurrence:

(One Qbi«:} - Patient Salety)

\V

Areo Involved:

NARRATIVE: Pleose give o complate itory of the situation ot occutrence. One eaiy way to
include ol the important facts in your report is to make sure you have onswered the following

questions,

1. Whar hoppencd

2. Where

3.

4. How it might be prevented or correcied.

Why

Use both sides of sheet if necessary and ploce in envelopes provided. No stamp, signature,

or approval required .
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NURSES' PERCEPTIONS OF INCIDENT REPQRTING

Please READ all inatructions carefully. Circle the number(s)

of the MOST appropriate ‘response(s) for
in the blank as required,

I. Personal and Professional Data:

1. Age to nearest birthday:

1. 25 and under
2. 26 to 30
3. 31 to 35
4, 36 to 4o
5. 41 and over

2. ’'Current position:

' Y. Staff Nurse
2. Unit Supervisor
3. Assistant Director of Nursing

3. Current area of nursing practio’p
‘ k)
* &
. General Medicine *
. General Surgery
. Intensive Care Unit

. Other(please specify)

o N —

S
4

each item or fil1l

L4

4. Number of years worked in current position:

1. Less than 1 .

2. 1 to 3 v
3., 4 to 6

4, T to 9

5. 10 to 12

6

. Over 12

)

o
e

5. Number of years worked in ourrent nursi@g area:

. 10 to 12
. Over 12

1. Less than 1
2. 1 to 3

3. U4 to 6°

4, 7 to 9

5

6
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Total number of years WORKED in the nursing profes-
sion: .

Less than 1
1 to 3

1.

2. R . o _
3. 4 to 6 ) o N
4. T to 9 - ‘
5.
6.

~10 to 12.
Over 1%

Nurning poaitions held OTHER than current position:
(More than one, response may be circled )

Fasy

Office U

10

14
12
13 i

14
15

" 16

: 8
1. Starf Nurse . ‘
2. Head Nurse -
3. Nursing Supervisor ‘ !
4, -Nurse Edycator L " »
5. Other(please speoify) . S CL
HIGHEST level of eduoation.
1. RN Diplonmsg
2. Baccalaureate Degree in Nureing
3. Masters Degree in Nursing
4, Other Degrees/Diplolas held (Please
speoify) . . - .

10.

11.

12,

’ﬂurae, on a-regular basis?’

,,1. YQBVJ
: 2,0' NO“

ﬁ. Yes

Are you preeenﬁly‘ﬁorking.6owerda a nursing degnee?l‘
.M;_ o . :

ah}é ydu”ettended‘a inseriioe, sesalon, oﬁher.than
orignte}ion prosedufres, #ig&ip the last year?

kY

2. ub h

- [N

If reaponae to #10 ie 'ygs,' how many timea/year have

'you attended workahOpe/conferencee/seminars, etc.?:

tlmea/year‘ IR ,

B

De you read nuraing Journala, other than‘Canadian

1ﬂm Yes,

'2. NO v - - ‘e

Ty,
i

17

18

19
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Office Ua
13. Do -you . belong to any special intereab groups/
committees related to nursing? ’
o ~ wg ¥ .
1. Yes* ” > "vg : : 21
2. No N - “.' T . .
8 p%ﬂ }1 e @
14, Have you been 1nvolved in any nursing reaearoh during
: the past year? o
1. Yes. - o ' . 22
- 20 NO ’ ‘ : ) .
II. SITUATIONAL DATA . | ) |
1. Type of patient care delivery system in your area.
(More than one response may be circled).
oy v 1, Team Nursing?" . “ 23
o B0 2 Case Method . - L 24
i ¥ g 2. I
W . 3. PFimary Nursing - B éé%
?’, ' ‘ . . . 3 .,,,K'_
2. Have you completed an incident report  either' asa ,“ﬁ
staff nurse or as a student nurse? '
1. Yes | - * 26
2. No : _ -
' , ) » .
B . . . 3 1 - . -
\ﬁ o . : . - .
. < '
It i3 NOT neoessary for you to have conpleted an incident
report to respond to the items 1in the tollowing sections. . ‘ g,
7 / & » IR 5 s ] : % .
B ) . ) - - B m@ v A . S |
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, ) : : ‘ Office 1
I1I. PERCEPTIONS OF PURPOSES OF INCIDENT REPORTING

The following statements identify the actual and ideal
purposes for which incident reports have been used by
nurses and.hospital administration., Circle the numbers
which correspond to your perception of what the ACTUAL
and IDEAL purposes of incident_ reporting are in your
area and/or in the hospital. ' '

Sometimes responses to both situations will be the same,
other times they may be quite different. Consider each
statément carefully, then respond to the BEST of your
ability. There are no right or wrong answers.
5 -
' KEY: 1 -:Strongly Disagree (SD)
2 - Disagree (D)
%_- Uncertain (U)
"= Agree (A)

(//// ' 5 - Strongly Aéiee (sAh) )//

Example Item

S D U A SA
‘Incident reports are records: ACTUAL 1t 2 3 4 5.
that all hospitals use, IDEAL 1 2 3 4 5

Using the key provided, the first number circled in ‘the
column to the right indicates that the reaspondent is
uncertain that in ACTUAL praoctice .all hospitals use
incident reports. The second number circled indicates
that the respondent agrees that hospitals IDEALLY should
have 1ncidgpt reports as part of their record systenm.

x The purposes of incident .
r¥porting are to: } g SD D U A sSA
1. Identify unsafe patient . ACTOAL 1.2 3 4 5 27
care enyironnen&a. " IDEAL 1 2 3 4 5 28
2. Motivate nurses to ensure i ACTUAL  _1 2 3 U4 5 29
patient safety. .- IDEAL" <" 1 2 3 4 5 30.
3. Identify inpervice needs  ACTUAL 1 2 3 4 5 31
for nursing staff. > IDEAL . 1 & 3 4L 5 32
u.ruoeivgti burses .toward. eACTUAL 1 2 3 4 5 33
. responsible ~ nun#&$ig . IDEAL 1. 2 3 4 5 34
\, . practioce. . 5 , . .
. . ‘b‘:%k . » b“ ‘ \ )
5. Identify wunsafe individ- ACTUAL 1 2 3 4 5 35
®al nursing praotices, ‘ﬁ%§n IDEAL 1 2 3 4 5 36



10.

11.

12,

13.

14,

Measure nurses'
ance with
procedures,

compli-
policy ‘and

Identify an unusual
occurrence that may
require investigation.

Provide a mea;hre " for

performance evaluation ofs
individual nurses.

Identify policy and
procedures which may
require revision.

Provide a statistiocal
base . for identifying
trends in incidentp.

Provide a mechanism for
monitoring quality assur-
ance within the hoapital.

Provide’ a mechadism for
assessing the. hospital's
insurance premiums,

Report potential medical-
legal claims to the
hospital attorney.

Provide evidenceuin event
of lawsuits.

-

ACTUAL
IDEAL

ACTUAL

- IDEAL

ACTUAL
IDEAL

ACTUAL
IDEAL

ACTUAL
IDEAL

ACTUAL

IDEAL

ACTUAL
IDEAL

ACTUAL

IDEAL

ACTUAL
IDEAL

NN

N

ww ww ww w w ww ww w w ww <

w w

oS

E— g &= &= &= = P — E—F —

E i —

=

SA
5 ;

!
i

RS v\ wmio RS XS, IRV

Vi o»
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37
38

39
40

u1’jl

42

43
hy

45
56

AT
48

49
50

51
52

53
54



PERCEPTIONS OF SITUATIONS REQUIRING INCIDENT REPORTING

This section lists situations that may occur in most

nursing areas. Circle (1) to indicate NO, you would

not initiate an incident report in that situation;
circle (2) to 4indicate YES, you would initiate an

incident report in that situation; oircle (3)

UNCERTAIN, to indicate you would consider other factors
befare initiating an incident report 4in that
si ation. Some situations may not be applicable to
your area. In those situations yse your BEST judgment
as to which one of the three ‘r@ésponses would be MOST
appropriate if you were in that situation. Please
respond to each alternative in every item.’
KEY: 1 - No (N) 14d * .

"2 - Yes (Y) '

3.~ Uncertain (U)

<h

I woyld complete an incident report if: ) ~
o4 - P .
Y. 1 made a ﬂ%ﬂioation error in which I: - ' N
e "o ga NI
Missed & dose, : T C
Gave a wrong dose. ‘ N
‘Gave a medication an hour late..
Gave a medication onthe wrohg date.
Gave a medication at the wrong rate.
Gave a medication to the wro'gfpatient.
a
a
t

<
[=

e o o o o
W W w . W

-

Gave medication by the wrong route.
Gave discontinued medication.
Gave the wrong medication.

PPN DR

w\»w

VCE_ONMEWN -
— o i b ot o ol b b

3

—
[\
w

2. My patient develops a rash after
administration of a medithion.

. I observe a physician giving an I.V, 12 3

medication that ocauses an acute tissue
reaction at the infusion site, :
. | 4 ‘
4. The, narcotic count can not be corrected 1 2 3
at shift change. :

5. A confused patient falls aeveral ~times 12 3
doapito use of side rails and restraiuta.

6. A nurso 1nJurea her’ back while- aaaiatlng 1 2 3.

a patient to ‘tradsfer. y ' -

7. I observe a visitor fall while on 1 2 3
hoapital property. S _ >

8. My patient receives pnddlo burns during 1 2 13
resuscitation. '
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16

17

‘48,

19

20



9. A nurse is struck by an angry patient. 1
10. My patieph develops a decubitus ulcer. 1
/'m,\- - g
11. My p ' ops an infection. 1
",\L". q@%
12..A p¥} ! fve patient requires ad-
ditiq) VJ;xqeted emergency surgery.
Br13. A fire »extinguished by nursing staff. 1
;~1u; A patient complains of physical abuse >T
£ by nursing staff. ’ .
15. My patient discharges himself from 1
N hospital. ' ” =
16. I am placed in ocharge of a unit/z;th 1
which I am unfamiliar.
17. I am unable to acquire extra nurses for M
« understaffed shift. '
18.sAfter 24 hours it 1is determined a‘P:MI
patient's . Gomgco machine is mal-
functioning.
19. A drain 18 not secured properly to .a 1
patient. : . '
20. I discover defects in  packaging of 1
sterile patient care aupplies. :
21. My patient 1is improperly prepared for an 1
X-ray procedure.
22. A stat lab ‘report is received late. 1
23. Pages of my pati@\é'a’chart are misfiled. 1
24 . My ﬁhtient iy diachirged before all lab 1{7
: specimens have been collected. -
25. My patient loses ~ peraonal- "property’ 1

during the hospital stay. “

-

2 3
2 s
2 3
‘2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
2 3
“ 2k 3
2 3
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21

22
23

24

25
26 %

27
28
29

30 .

33

34
TS

37



PERCBPTIONS OF GUIDELINES‘FOR INCIDENT REPORTING

The following guidelinea "havé bqen auggeateé’for the
completion of an 1noident report.
which indicates how often you, ;ndﬁ D r- others complete
inoident reports according to theso guidel

practice in your area.

t

-KEY: - Never (N)

- Always (A)
- Uncertain (U)

H&gn an incident report is 3{fieted by
a

the report 1a routed- -through
sppropriate persoanel. :

1ngﬁ Tn® icrmp ,,

1 .
2 - Rarely (R) .. -

3 - Frequently (F)
m
5

myself%or another nurse in rea; N R
g

-1. ADn accurate and concise dehoription 1 2
of the intident is documented.

2. A pe_rtin@ patient assessment is 1 2
documented. '

3. Notations and signatures by 1 2
required persons are made.

N

4. Notations regarding the 1nch@ 2

are nonjudgniftal. : iy @‘«"
-

5. A concise specific plan for 1 2.
correcttive action is outlined and
steps already taken are documented.

6., My immediate . nursing ‘aupervisof éﬁ%@%
reviews the- plan with the .
ind¥yiduals involved. S L

7.  All seotions™ of the report are 1 2
oonpleted within 24 houbs.

8. A oonqiao doaoription °f the 1 2
inojdent and patient assessnent is
documentsd in the nurses' notes.

9. Hotition. *Inoident report complet- 1 2

\ed,* 4is documented in nurses'
notes. T
10. Confidentiality is maintained as 1 2

Cirole the number

3
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PERCEPTIONS OF THE PROCESSING OF INCIDENT REPORTS

The followipg are ways in which information arising from
incident reports can be processed in your area and

throughout the hospital. Circle the number whioh.
indicates your perception of how often the foljowing

practices in processing incident reports ACTUALLY ocour
in your area and/or in the hospital. Akso cirole the
number which indicates how often you perceive these
practices should IDEALLY occur.

KEY: 1 -~ Never (N) - : e
i * 2 I"Rarely (R) S e -
3 - Frequently (F)
4 - "Always (A) ‘
, 5 -

Uncertain (U)

1. My nursing area receives ACTUAL 1 2

3 4 5
- -regular reports summarizing IDEAL 1 2 3 4 5
unusual incidents that have
occurred in the area.
2. At area meetings we discuss ACTUAL 1 2 3 . 4
- ways 4in which the safety IDEAL 1 2 3 4
-of patient <care can be * o
improved based on incidents
reported. o
3. My immedidte  supervisor . ACTUAL 1 2 3 4 5
- keeps statistical data . IDEAL 1 2 3 4 S
and anecdotal recorda of »
incident reports.initiated,

4. I keep a personal record of ACTUAL 1 2 3 4 5
incident reports I com- IDEAL v+ 2 3 & 5
pletse. ’ :

5. Incident reports are ussd ACTUAL 1 2 3 & 5
by nursing administration IDEAL 1 2 3 4 5
4o evaluate patient/staff/
visitor-safety. -

_ % . N

6. Administrators use complet- ACTOAL 1 2 3 &8 5

ed reports as a8 basis for IDEAL 1 2 3 &8 5

revising incident reporting
policies,

v
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10.

11.

12.

Incident reports are used
inter-departmentally to co-
ordinatge overall objectives
for ensuring patient/staff/
visitor safety. )

»

The hospital's inservice
department identifies ed-
cation needs based on
information from 4inocident
reporting.

The incident reporting
syastem is part of the
hospital's accreditation
evaluation of 1its quality
assurance program,

Incident reports are used
in the quality assurance
audit of nursing areas.

Incident reports are kept
for a specified period of
time 1p medical records.

Incident reports are
used to assess hospital
insurance premiums.

4

t

ACTUAL
IDEAL

ACTUAL
IDEAL

ACTUAL

IDEAL
>

]

ACTUAL
IDEAL

_ACTUAL

IDEAL

ACTUAL
IDEAL

N

1

1

1

1‘5

L

R

2+

Sl T -
L,

1
1

g
a

NN

n

w W

ww

3

3

w W

W w

w w

P —

& = == = = = &
,

& &

v\

(SN}

v o

v
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. +PERCEPTIONS OF FACTORS THAT INFLUENCE INCIDENT REPORTING

The following are actual or potential factors which may
influence youg decision to initiate an incident report -
following an unusual occurence in your area,
Circle the number which indicates how strongly you AGREE
or DISAGREE that the factor is or would be influential
in your final decision to complete the incident report.
Please respond to eaoh alternative in every 1tel.

KEY: 1 - Strongly Disagree (SD) - : - - 0ffice Us«
2 - Disagree (D) . : _ :
3 - Agree (A) ' o
4 - Strongly Agree (SA)
’ * c 3
1. My decision to complete an incident  SD D A SA -~ _ _ _
report is influenced by the OPINION 1 L]
of: '
1. My nursing colleagues. w1 2 3 4 5
2. My immediate nursing’.supervisor. 1 2 3 4 6
3. The attending phyaioian. 1:2 3 & 7
4y, Hospital polioy. o af 2 3 4 8
2. My decision to complete an incident
report is influenced by the
RESPONSIBILITY I feel toward:
1. The hospital. 1 2 3 & 9
2. The attending physician. 1 2 3 & 10
3. The nursing professaion. 1 2 3 4 11
4, My immediate nursing supervisor. 1 2 3 & 12
5. My patient, 1 2 3 4 13
6. My patient's significant others,. 1 2 3 4 14
3. My decision to complete an incident 1 2 3 4 15
report is influenced Dby the ‘
ISERIOUSHBSS of the 1noident.
¥
4. 1 am LBSS INCLINED to oonplet!’“
incident report if I am:
{. Unaware of the purpose for oom- 1t 2 3 & 16
‘ﬁb‘ploting the inacident report. :
2. Unaware that poliocy requires an 1 2 3 8 17
incident report in this
aituation,. ‘
3, Uncertain how to document the 1 2 3 & 18
iocident correotly on the
incident report, -
¥, Unioformed regarding the legal 1t 2 3 4 19

isplioations of the incident.



5., Fearful such action may label me
a8 1incompetent by By nursing
colleagues, '

‘6. Fearful the repor&,will be used

in an evalua
performance.

7. Fgarful that I might Jeopardize
a colleague's reputation,

8. Able to use other methods of
communication.

on of ny

I am LESS INCLINED to complete a
report if the 4incident is unlikely
to be observed bYy: '

ending physiocian,

. M diate nursing Supervisor.
. My .patient. @

. My patient's significamt others,.
. Other nurses.

W W N -

B0 [ i :
B e

The greater ay ovenail workload the
MORE SELECTIVE I am about completing
imoident reports.

I am HOBB INCLINED ¢to ocomplete an -

incident report if:

1. Policies . requiring me to do ao
are realistic and practical.

2. 1 perceive a potential threat of
lawsuit against BRyself, the
doctor, or the hospital., ¢

3.- I ocan express BY  personal
opinion or impression of th
circumstances surrounding 'th
incident. .

4, I do not have to 3ign the

' incident report.

5. I understand how the information

on the incident report will be
used,

6. Hinimal time and effort s
required to ocomplete the report.

7. Hinimal °~ time and sffort i»
required to ensure that others
OORplets - their part of the
report.

- h ed h b

fNND DN

[\N]

w o>

w W www

4
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I
o ‘Office Us
[ 3
8. I believe an incident report should SD D A SA
be completed by the nurse who: . )
_,; »
1. 1Is responsible for the unusual 1 2 3 4 - 37
incident. }
2. Witnesses the wunusual incident. 1 2 3 38
3. Discovers the) unusual inocident. 1 2 3 A 39
9. The nurse who initiates the incident 1 2 3 4 40
report should b responsible for
ensuring its ENTI;E completion.
{ h N
10. I believe an incident report should #
be completed: N
1. VWhenever policy or procedure are 1 2 3 b 1? 41
not followed. ' : ’
2. Whenever a sjituation not covered 1 253 4 42
by policy or procedures occurs.: ’
3. Whenever required by  policy - 1 2 3 4 43

regardless of personal opinion.



VIII.

OVERALL PERCEPTIONS OF INGIREN?

Ona 5-point scale, rate:

REPORTING

ir overall perceptions of

inoident reporting in yqﬂ? “area and/or in the hospital

in relation to the folloy

statements, Circle the MOST

appropriate response. w

My understanding of the purposes of inoident
reporting is:

Extremely ‘ Exceptionally
Poor Good
1 2 3 y 5

The frequency with which I comply with policies

requiring the completion of incident reports is:

9 Extremely . Exceptionally
Low ] High
1 ‘ 2 3 4 5

ey .
My knowledge of spgoific situations requiring
inocident reporting is:

VAR

Extremely Exceptionally
* Poor Good
1 2 3 b 5

My ‘satisfaction  with guidelines for incident
reporting is: o :

.Extremely . Exceptionally
Low ‘ High
11 - 3 4 5

The improvement in the quality of patient care

peaulting from inoidodt raporting ia

‘ a N e

Extrenely ? T " 2 Exooptionally

Low ‘ High *
1 " P 3 4 -5 :

The importance of 4incident reportxng in providing
aaro patient ocare is: :

Extremely Exoceptionally
. Low High
. 1 2 . 3 & 5
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The frequency with which information provided by
incident reporting is used in improving nursing
practice 1is:

Extremely Exceptionally
Low High
1 .2 3 i 5

My satisfaction with curré t policies related to
incident reporting is: N‘

Extremely o Exceptionally
Low » High
1 2 3 4 5

Please use the remainder of this page for addition-
al comments regarding incident reporting. Thanks!

‘
4
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Interview Schedule

What is the purpose of the polioy(pol&oieas on
which the current incident reporting system 1is
based?% :

How long has the current system been in place?

: N
Briefly describe the incident reporting aystenm
as it operates in this hospital. What are the-
prinoipal componenta?. . < -

Describe your role in the incident fépdrting
system in this hospital. o

— i —

~From whom do you receive incident reports?

What happens to the re%pht once it passes through
the system? ‘

1

" Describe the ways information provided by 1dq;dent

reports 1s used, §

4

‘What do you perceive as barriers to 1nc1de‘

reporting in this hospital? sl

A4

What do you perceive as faoili%éﬁors to incident
reporting in this hospital? .
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June 2, 1986

Dear

This letter is to remind you of the interview scheduled for
Friday, June 6, at 1500h. The "'interview is part of a study on
Nurses' Perceptions of Incident Reporting I am conducting as part
of the research requirement for & Master's Degree in Educational
Administration at ‘the University of Alberta. ‘ '

I have enclosed a draft of the proposed interview schedule
which should take between 30 to 45 minutes. The objective of the
interview 1s toacquire background information regarding the
- incident reporting process as it occurs in the Department of
Nursing at the I will be taking
notes during our discussion. Following the interview I will
submit a general summary of the interview to you for editing and
approval., Your identity and the name of the hospital will remain
anonymous.

. Please feel free to contact me should you have any concerns.
I can usually be reached at U436-3669 after 1500h. I look forward
to the session and the opportunity to talk with you.

Thank you.
. " Sincerely,

PDordere: (W inallia

Darlene Winship
Graduate Student

[}
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»

April 1, 1986

Dear

I am requesting your permission to access a sample of staff
nurses, unit supervisors, and assistant directors of nursing on
general surgery, general medicine, and ICU areas to conduct a
study of Nurses' Perceptions of Incident Reporting. The overall
research project is being done in partial fulfillment of the
requirements for a Master's Degree in Educational Administration
.at the Univoraity of Alberta, Ednonton.

I have enclosed for your peruaal a copy of the research
proposal and questionnaire which has been approved by the
Department of Educational Administration. I hepe to have the
study completed by the end of May, 1980.

I would appreciate the opportunity to discuss the propoaal

. with you, and, should you agree to my conducting the study, the

approval process required for research projects in the hospital.

A pilot study has been conducted to estimate the validity and
reliability of the items on the queationnaire.

'I may be contacted at 436- 3669 anytime after 1300h. I look
forward to hearing from you in the noar future. .

Sincorely,

Darlene Hihahip
Graduate Student
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April 24, 1986

.

dm writing to inform you'that'I have been given
permipsion by to conduct a
nurses' perceptions of 1ncident reporting in the
. hospital. The study is being conducted as part of the
reaearch requirement for a Master's Degree in Ed¥cational
Administration at the University of Alberta

I am requesting your support and participation in
+ conducting this study. A questionnaire will be distributed to
all assistant directors of nursing, unit supervisors, and
full-time staff nurses on medical-surgical nursing areas in
the general hospital. Specifically, the purpose of the study
is to examine nurses' perceptions of the purposes and process
of incident reporting, and factors that influence incident
reporting. Because of the limited numbers of assistant
directors of nuraing and unit supervisors in the sample being
studied it Is: hapecially important that I receive:.your
auppdrt’lnﬁp, ponses to the questionnaire, A high return
rate fronm g} rticipants $pwﬁ‘\3;qmple is important to the
validity and reliability of%'ga"‘“y. Your responses may
also assist adminiatration*fm Y #valuating the incident
reporting process in the hospital.

Be assured your responses, nursing area, and hospital
will remain anonymous and treated confidentially. Data will
be reported in summary form. A summary of the findings will
be forwarded to you.

Please advise me of any questions you may have regarding
the study or questionnaire. You may contact me at home after
“1400h at 436-3669, at the university at 432-4913; or call my
advisor, Dr. Abram Konrad, at 432-3651. I would 1like to
distribute the questionnaires Thursday, May 1 and collect

/ the completed forms Friday, May 9. I would appreciate your
informing your nursing staff of my study. Also, further
anonymity would be assured if your unit clerk would be
willing to deliver the completed questionnaires to nursing
office.

Thank you for taking time to review my request. I hope
you and your nursing staff will find the questionnaire
interesting and informative and the findings enlightening.

Sincerely,

 Dodsne Wanakio

Darlene Winship ,
Graduate Student
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Hello! -

I am writing to request your bartioipation in a atudy
of nurses' perceptions of inoident reporting. The study is
being conducted as part of the requirements for a Master's
Degree in Educational Administration at the University of
Alberta.

While working as a staff nurse, head nurse, and nurse-
educator, I have had a variety of experiences with incident
reporting. I am conduoting this survey to determine your
oxpcrienoe with inocident reporting. Your partiocipation will
‘help clarify -the purposes and process of incident reporting
and. to 1dentify factors that influence it.

The questionnaire is divided into six sections, each
dealing with various aspects of incident reporting. In those
situations with which you have had no personal experience,
use your best judgment in selecting a response,. THERE ARE NO
RIGHT OR WRONG ANSWERS. It is not necessary for you to have
completed an incident report to respond to the items. Please
be frank as to what you have done or would have done given
your particular situation with the assurance that all
responses will be treated confidentially and that data will
be reported in summary form. Your responses, nursing area,
and hospital will remain anonymous in the data compilation,.

The gquestionnaire will take 30-45 minutes of your time.
When you have completed the questionnaire, leave it with
your unit clerk, sealed, in the envelope provided. I will
collect all returns from nursing office in one week.

I am looking forward to reoeiveing’your responses!
Thank you for your cooperation and assistance.

Sincerely,
Darlene iinahip
Graduate Student
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May 9, 1986
Hello, againt

1 recently requested your assistance {n completing a
questionnaire on Nurses' Perceptions of Incident Reporting. If
you have already completed the questionnaire I, would like to take
this opportunity to express my appreciation for your interest and
support. If you have not yet responded, and are willing to
participate, I would appreciate your doing so by Friday, May 16.
The quality of the research will be enhanced if a greater number
of responses are received. Irhave left additional coples of the
questionnaire in Nursing Office in case you have misplaced the
original.

Thank you.
Sincerely,

LO’\/Q‘/I\JZ/ ((‘ g ...J/uN,

Darlene Winship
Graduate Student



May 21, 1986

Dear Unit Supervisor/5S5talf Nurase,

Two weeks ago | requeanted that you complete a gquestionnalire
entitled Nurases' Perceptions of Incident Reporting. One week ago,
a anecond request wan circulated to all participants. To date

completed returns have not béen aufficlient for a useful and valid
data analyasis.

P
The followln! {a a tally of guentionnaires returned:

PARTICPANT SENT RETURNED RETURN RATE
ADN iy ly 100%
Untt Supervisor 20 ) 80%
Staff Nurse 190 ‘ 108 57%
General Surgery 42 28 67%
General Medicine 68 L6 683
Specialties 58 18 31%
1CU 32 16 508

A minimum return rate of 70% from all levels i3 essential to the
validity of my study.

It {8 hoped that data analysis will guide hospital and
nursing administrators in making further improvements to the
present system of incident reporting. It will als> interest staff
nurses who may wish to check their understanding of i{ncident
reporting against those of their asuperiors, peers, and
colleagues. Finally, the study will contribute to the assessment
of and improvement in the monitoring of the safety of patient
care environments and ultimately the quality of patient care.

If you have a ready returned your completed questionnaire, I
thank you for your coopérationxgn assisting with my study. If you
have not yet completed and returned the questionnaire would you
pleasé do so by the final deadline of May 29.

Additional copies have been left in nursing office if you
have misplaced the original.

Thank you.
Sincerely,

Aol Wendi

Darlene Winship
Graduate Student
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Source: :
Management Committee 282 ’
—l) . S—— -
Effective Date:
&~ S 12th March. 1986 /
Cancels & Supercedes:

POLICIES 1,014 15" Apul 1983
Distribution: Mastqf Policy Books/

L "~ Nursi urrt
| _*‘ u ?ﬁinq LS
- Approved by: / ‘
ADMINISTRATION J

-

PP 39 Ne. 84

Unusual incident Report - Form PP 181 -
Form 181 - Unusual Incident Report - shall be used /o report the following:

a) an unusual occurrence relating to a pat}ent, e.g. a medication
error, an accident or injury, loss of personal property, etc.

b) an unusual occurrence relating to a hospxtal employee or student,
e.g. loss of personal property (employee accidents # see
Personnel Policy # 19,104); ¢ o

£ —

¢) an unusual occurrence relating to a hospital visitor;

d) damage to or loss of any hospital property or equ1pment,
accidental or 1ntent10na1,':; , .

e) fire or flood which has oecurred.

Ve

1,014
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FILE CODE

\

UNUSUAL INCIDENT REPORT

(Confidential — not part of Medical Record or Personnel file.) .

&
Instructions: To be used for any unusual occurences including patient or visitor accidents, patlent or hazardous equipment inci-
dents involving an employee, losses to patients, employees or visitors, medication errors, fire, damages or any hazar-
" dous condition or occurrence which is not consistent with the routine care of the patient or the routine operatlon of
the hospital.

Ser)d to Nursing Office (applies to all departments).

Incident ‘ .
Occurred:” Diagnosis : . Safety Measures Present: Yes (0 No O NaA O

TO  Specific Type of Satety Measures
PATIENT  Condition Before Incident: " Alet O Sedated O Disoniented ] Anaesthetized [J

Other (specify)

TO : ' : :
EMPLOYEE Name Age Sex (]
*OR .
STUDENT Department Job Title
TO : . ,
VISITOR  Name - : - Age Sex (]
Home Address : _Telephone Number
OR

OTHER  Reason for being at hospital

Whaere did incident occur?
(8.g. foom number, area)

Date of Incident _ Time Witnessed ‘ ves (3 No (O
. Day) {Month} (Year) ] .
’ L - . Name
Concise objective description of incident:
- ; Position

x\\ R
Date Report Sent ' : Person Making Report
. (Piease Print)
PP 181 - Signature
Revised: April 1881 " Title

A . M — , -
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Name of Examining Doctor

(Please Print)

Doctor's Immaediate Findings and Treatment:

{Signature) —
(Aftending Phyucwﬁ Signature)
Report of Unit Supervisor or Designate:  “Name:
(Pieass Print)
) . (Signature)
Incident Recorded on Nurses Notes: Yes (0 No O3
Report of Supervisor, Assistant Director or Department Head:
¥ Name:
{Piease Print)
)
Name:

(Signature)
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INCIDENT REPORT CODE SHEET

-_

PATIENT ACCIDENT

out of bed

out of chair

out of wheelchair

in bathroom

when up with crutches

o0 0w
{ I T I B |

when up with walker
other
- on floor

Ta oM
|

e
Q
©n
©n

money
jewellry

clothing

"personel valuables
dentures

glasses

hearing aid
hospital property
‘purse/wallet
other -

40—-:’& mo O DN

!

PATIENT INCIDENT

am oanow

striking nurse
striking other patient
threatenlng others -,
threatened self-abu
self abuse - drugs, !
cuts

uncooperative

other

BREAKAGE

oo

dentures

glasses
hospital property
other

OTHERS

moQODY

Vo]

visitor accident
incidents with lab
fire

unauthorized discharge
elopement

threats to hospital,
staff, other

other
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-2-
PATIENT MEDICATION ERROR INTRAVENOUS ERROR
a - wrong patient a - I.V. rate incorrect
b - wrong drug b - I.V. solution
o incorrect
¢ - wrong amount c - I.V. solution
incompatible
d - dose repeated d - I.V. interstitial
e - dose continued e — other
f - dose omitted
g — wrong time
h - wrong route
REASONS ) INCIDENT REPORTED BY
a -~ med card problem 1 - A.D.N. -
b - policy not followed by 2 - U.S.
Nursing Staff ' 3 - R.N.
c - policy not followed by 4 - R.N.A.
Medical staff ‘ 5 - Other staff
d - policy not followed by 6 - Patient . g
Pharmacy Staff 7 - Vvisitor o
e - policy not followed by 8 - Other : TR
Other Staff 9

— Student Nurse

f - policy not followed by »
the patient

g - Unknown

" March 1986
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