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ABSTRACT: 

Generation of incident reports or occurrence variance reports helps healthcare organizations 

to identify the opportunities for improvement  and improve their processes& systems before  

a substantial injury / mortality / loss happens to the people & organization. Undoubtedly, 

nursing staff are the top most in reporting of incidents in healthcare organizations and hence 

it would be interesting to find the factors which influence them to report incidents at 

workplace.This study was intended to know what influences nurses to report or not report 

incident reports, identify solutions that can be implemented to improve reporting among 

nurses and thus find more opportunities for improvement for ensuring patient safety.A cross-

sectional study was done using a questionnaire to learn the factors influencing nursing staff to 

report incidents. The study was conducted at Al Mafraq hospital and cross sectional survey 

data collected in the months of Nov 2018 to Jan 2019. The questionnaire was sent to 1200 

nurses from and 355 of them responded (29.5%). The 1stsection of  the questionnaire  had 

demographics captured, 2nd section had 11 questions factors promoting  incident  reporting 

and 3rdsection had 9 questions capturing factors preventing staff from reporting incidents. All 

the questions used 5 point Likert scale (Strongly Agree, Agree, Neutral, 
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Disagree and strongly disagree). Additionally, data of Incident reports generated by nurses 

from Oct 2017 to Sep 2018 was also analyzed. 

Several factors that prevent nurses from reporting incidents, including lack of time as staffs were 

busy with their nursing assignments and duties which prevented them from filling long incident 

report form, fear of bullying among new staff which resulted from absence of bullying policy, 

lack of involvement of the reporting staff into the response process to handle the incident and no 

feedback is shared from the quality department about the actions that were taken. Participants 

suggested the following to improve reporting, need for simple and user friendly reporting form 

and system for incidents and involvement of nurses in decision making and solving the incident 

throughout all steps of the process.Incident reporting can improve patient safety significantly 

by reducing recurrence of events and nurses are major contributors to incident reporting. 

However, this can be achieved only by making the incident reporting process and form 

simple, involving staff in the process of  review of  incident reports and providing feedback   

to staff after generation. 

1. INTRODUCTION: 

There is no one accepted definition of an “Incident”, different organizations use different 

definitions. Whatever the definition of an incident is, incident reports implementation helps to 

prioritize patient safety as patient safety is being discussed and prioritized in meetings, the 

advantages of the incident reports makes it a permanent existence in hospitals, if managed well, 

incident reports does bring in effective changes in patient safety in the organizations (Carlfjord  

et al, 2018). The objective of this reporting is to identify hazards related to safety for patients, 

staff & visitors and develop solutions to reduce the harm, eliminate the hazards and improve the 

safety (Carlfjord et al, 2018). 

The intention of this paper is to identify the possible reasons/factors that might encourage 

nursing staff to report any incidents happened or about to happen (near misses) and what factors 

prevent them from reporting. This can help by reinforcing those motivating factors to enhance 

reporting incidents and eliminate or reduce the factors preventing staff from reporting by 

identifying and implementing action plans. 

 

1. METHODS: 

 

1.1 Design and Sample: 

Aself-understanding cross sectional survey was conducted among the Nurses of Al Mafraq 

Hospital. After obtaining approval of the Human Research Ethics Committees (HREC) of 

Mafraq Hospital, the questionnaire was sent to 1200 nurses. A convenience sampling 

methodology was used and disseminated the questionnaire to all nursing staff in Mafraq hospital, 

which were 1200 nursing staffs including junior, seniors and nursing management. The survey 

was conducted online using monkeysurvey and the name of the responded was kept option to 

make the survey anonymous and unbiased. The survey was run for 30 days and then extended to 

3 months to achieve the desired sample size of 250. After removing the incompletely filled 

responses, we received a total of 355 responses (29.5%) which was used for the final data 

analysis. 
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1.1 Measures: 

A self-administered, structured questionnaire was developed. The 1st section i.e. Section A, the 

participant was asked about his/her social profile. It includes the name with (optional) to secure 

anonymous to whom wishes, grade (registered nurse, a practical nurse, a charge nurses or other 

to specify), department of work (Medical, Critical Care, Labor & Delivery, Surgical, OR & RR, 

Emergency Room, Outpatient clinics or other to specify). We asked also about the duration of 

work at Mafraq hospital with the current grade (1 to 5 years, 5 to 10 years or other to specify). 

The last question in this section is about whether the participant had ever generated an incident 

report? If yes chose how many times, 1 to5 times, 6 to 10 times or more than 10 times. 

In the 2nd section i.e., section B, the respondent was asked about the factors that are encouraging 

him/her to report incidents. The answer will be chosen from a list of choices with the uses of a 5 

point likert scale (as above) and choose the response that most closely reflects the participant’s 

beliefs among the given list of possible factors (Just culture or Blame free culture, Incident 

reports result in process / system improvements, Quick resolution time, Transparency in 

managing incident reports, Feedback about the corrective or preventive action taken is 

communicated , Incident report system is easy to use, Management provide support and 

encouragement to report incidents, Confidence in Quality Department, Rewarding system (the 

more you report incidents you will be rewarded), I am legally protected and Confidentiality & 

Security of the reporting system and others). 

In the 3rd section i.e., Section C, staff was asked to choose and rank the factors discouraging 

them to report incidents. Ranking of the factors was given from 1-9 as 1 is most important and 9 

is least important that would prevent the respondent from reporting incidents. These factors 

include Fear of peer blame, Fear of manager blame, Fear of termination, Fear of losing license, 

Fear of possible impact on performance appraisal, Lack of feedback from previously reported 

incidents, Workload/lack of time, Complexity of reporting system, Lack of knowledge about 

incidents reporting policy. 

Towards the finish of the survey questionnaire, a field for giving any other feedback or 

comments that the respondent might would like to provide about the topics in this survey is 

included as free text option. 

Seven Nursing staff and leaders (Director of Nursing, Assistant director of Nursing, ward 

Incharges and staff nurses) reviewed the questionnaire to assess the face validity. After 

reviewing the feedback received from them, some of the questionnaire items were removed and 

edited, the factors preventing staff from reporting were changed from likert scale to ranking to 

learn the strongest factor and which is the weakestfurthermore, a few things were reworded for 

lucidity. Post which, the questionnaire was tested with a small group of ten nurses who were not 

included in the sample of the study. The respondents could understand the question items very 

well and did not have any difficulty. The questionnaire was then sent to all nurses for their 

responses. 

In addition, we also looked at the total incident reports generated and detailed types of incidents 

reported at Mafraq Hospital during the period between the fourth quarter of the year 2017 till the 

third quarter of the year 2018. This was to learn the percentage of incidents reports generated by 

nurses and the most common type of incidents reported. 
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1.1 Data Analysis: 

Descriptive statistics and correlation analyses were conducted using SPSS software version 

22.0 characteristics. Pearson Chi-square test was done to check the correlation between the 

factors influencing staff to report incidents and duration of work at Mafraq Hospital. 

Frequencies were used to identify the factors preventing staff from reporting based on the 

ranking. 

 

2. RESULTS: 

Top 5 incidents reported during each quarter: 

Quarter 3, 2018:During the third quartet of the year of 2018, the top five types of incidents 

which were identified and reported are as following; 

1. Medication related incident which was due to dispensing issue: the incident identified was the 

delay in delivery of medication. 

2. Laboratory test related incident which was due to Specimen related quality and other 

specimen collection work flow related issues. 

3. Care Coordination and Communication related incident which was due to the lack of 

monitored bed in CICU which lead to patients being placed on telemetry bed instead. 

4. Medical records / patient identification related incident which was due to incomplete entry of 

patient information in Malaffi system during registration. 

5. Transfusion identification related incident which was due to Transfusion Incidents which 

consists of duplication of Orders. 

 

Quarter 2, 2018:During the second quartet of the year of 2018, the top five types of incidents 

which were identified and reported are as following; 

1. Laboratory test related incident which was due to specimen related quality and other specimen 

collection related identified issues 

2. Medication related incident which was due to wrong dose dispensed. 

3. Care Coordination Communication related incident which was due to non-availability of 

enough beds in the hospital to meet the volume of patients who required admission. 

4. Medical records / patient identification related incident which was due to incomplete entry of 

patient information in malaffi system during registration 

5. Other miscellaneous related incident which was due to analysis of the reported cases of ‘Left 

Against Medical Advice’s indicate that there was no hospital induced reasons to leave 

 

Quarter 1, 2018:During the first quartet of the year of 2018, the top five types of incidents which 

were identified and reported are as following; 

1. Laboratory test related incident which was due to encountered difficulty in blood extraction, 

during transport of the specimen, issue related as well to human error involved during the 

entry of lab results to patient’s file 

2. Care Coordination Communication related incident which was due to non-availability of 

needed number of beds in the hospital to meet the volume of patients seeking admission. 

3. Medication related incident which was due to prescribing errors, related to medication 

preparation process errors, related to dispensing flow errors, related to storage process errors 
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4. Skin integrity related incident which was due to occurrence of hospital acquired skin 

breakdown due to patient’s specific disease condition and other simultaneous comorbidities. 

There was a noticed high volume of patients who were admitted in the hospital appeared to 

have come with community acquired pressure injuries. 

5. Medical records / patient identification related incident which was due to incomplete entry of 

patient information in malaffi system during registration process. Other medical 

records/documentation related incidents were as well notified. 

 

Quarter 4, 2017: During the fourth quarter of the year of 2017, the top five types of incidents 

which were identified and reported are as following; 

1. Care coordination and communication related incident which was due to access to care 

problem. 

2. Medication related incident which was sited under section of other medication events 

3. Skin Integrity related incident which was due to occurrence of pressure ulcer 

4. Medical record related incident which was due to patient identification incomplete, due to 

incorrect chart entry and order entry information related issue. 

5. Complications of care (unanticipated, non-surgical) related incident which was due to post IV 

site insertion complication occurrence. 

In summary, the 3 common incidents found in the top 5 incidents of last 4 quarters were Lab test 

related, medication related incidents and medical record related incidents, which means that 

many incidents were recurring due to ineffective solutions or no solutions implemented. 

The total number of respondents we were able to get responses from, and who submitted the 

survey is 355 respondents. Their nursing related profile ranged between 85.35% Registered 

Nurses, about 6.48% are Charge Nurses, while 4.51% of them are Practical Nurses and only 

3.66% of the respondents have chosen the option of others. With regard to the department of 

work, the profiles are as follow; a total of 26.76% of respondents are working in critical care, 

whereas 21.13% are working in medical department, a percentage of 18.03% are working in 

surgical department, whilst a percentage of 10.49% claim being working in other departments 

than the ones included in the choice list. Moreover, 9.01% of the staff respondents are working  

in Out Patient Department, where 7.04% are working in Operating Room and Resuscitation and 

Rehabilitation department, other 4.23% are working in Emergency department, a percentage of 

3.38% are working in labor and delivery services. Furthermore, concerning the duration of work 

at Mafraq hospital, a percentage of 60.28% from the respondents cited that they have been 

working in Mafraq hospital for one (1) to five (5) years, other 20.85% of them have been 

working at the Mafraq hospital for six (6) to ten (10) years and only 18.87% of them were 

working in Mafraq hospital for more than ten (10) years. Regarding the percentage of generated 

an incident, responses came out as follow; a total of 67.04% reported that they have generated 

incidents during the last year, and a percentage of 32.96% reported that they did not report any 

incident since they have joined the hospital. Regarding the percentage of how frequent a staff 

had reported an incident, a percentage of 91.83% of them answered that they have generated 

more than one (1) to five (5) times an incident, whereas 4.79% reported having reported and 

generated incidents for six (6) to ten (10) times, and a portion of 3.38% have reported that they 

have issued incident reports for more than ten (10) times during their period of work. 
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In the following paragraphs, we will present the survey results and responses for each section of 

the questions; 

Responses on first section asking about the factors encouraging nursing staff to generate 

incident reports: 

The top 5 factors which encourage staff to report incidents were found to be incident reports 

result in improvements, management provide support and encouragement to report, incident 

reports system ease of use, confidence in the quality department and confidentiality and security 

of the reporting systems. The factors which had least agreement of the staff in encouraging them 

to report i.e., factors which were not encouraging include rewarding system, blame free culture 

and legal protection. See table 1 - Responses of staff related to factors encouraging generating 

incident reports. 

Hypothesis testing - A: 

H0 - Factors encouraging nursingstaff to report Incidents are same irrespective of experience 

H1 - Factors encouraging nursing staff to report Incidents are different based on experience 

Results do not show statistically significant association between work Duration and factors 

encouraging nursing staff to generate incident reports i.e., factors to generate incident reports are 

same for less and more experienced nursing staff. As, for none of the factors encouraging, the p- 

value for association between different durations of work experience (1-5 years and 5-10 years) 

was more than 0.05, hence the null hypothesis i.e., factors encouraging Staff to Report Incident 

reports are same irrespective of experience is accepted. See table 2 – Relationship of factors 

encouraging reporting incidents with duration of work (1-5 years and 6-10 years). 

Responses on second section asking about the factors preventing nursing staff to generate 

incident reports: 

The top 5 factors which prevented staff from reporting incidents include Lack of knowledge 

about incidents reporting policy, Fear of peer blame, Lack of feedback from previously reported 

incidents, Complexity of reporting system and Fear of termination. However, majority of the 

participants i.e., 45.5% of the respondents said that “lack of knowledge about incidents reporting 

policy” is one of the major factors contributing to lack of reporting of incidents. See table 3 - 

Factors that prevent/stop you from reporting incidents (Rank from 1 to 9, 1 as most important 

and 9 as least important). 

Hypothesis testing: 

H0 - Factors preventing nursing staff to report incidents are same irrespective of experience 

H1 - Factors preventing nursing staff to report incidents are different based on experience 

We do not have enough evidence to say that there is a significant difference in both nursing staff 

groups (i.e., staffs with 1-5 years and 6-10 years of experience) regarding some of the factors 

preventing nursing staff from reportingincidents such as Fear of peer blame, Fear of manager 

blame, Fear of losing license, Lack of feedback from previously reported incidents, 

Workload/lack of time and Lack of knowledge about incidents reporting policy. However, "Fear 

of Termination" is found to have a significant difference with less experience (1-5 years) fear 

more, "Fear of possible impact on performance appraisal" is found to have a significant 
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difference with less experienced staff fear more and "Complexity of reporting system" is found 

to have a significant difference with more experienced staff ranks top.See table 4 – Relationship 

of factors preventing staff from reporting incidents with experience. 

Other feedback: factors preventing nurses from reporting incidents as per described by the 

respondents:The staff have also mentioned few comments which included lack of time for 

reporting incidents as they are busy in proving patient care, we report only those which we feel 

are important as it requires staying back after duty; There is no policy that regulates the bullying 

especially for new joining staff; lack of giving feedback on the incident to the staff who have 

reported the incident, lack of actions taken towards any incident reported, blame from peers or 

managers also a reason for non-reporting; there should be a proper reporting of the incident by 

providing appropriate training, focus and time to fill in the report forms and rechecking it before 

submission; appointing multi-cultural staff in quality dept. will avoid the possibility of bias 

against staff; increased work load leads to more incidents and hence it is important to be more 

open minded to accept notices and provide support to everyone as no one is perfect but can be 

better with proper guidance and support; Reporting incidents often causes more harm to the 

person who reported the incident than good; move from complex reporting system to a more 

user-friendly reporting system which should take less time for reporting; involve the nurses in 

finding corrective actions for incidents; there is a strong need to avoid unnecessary reports, 

which are generated by pharmacy and lab; And, Patient safety net (PSN) for medication related 

issues is complex to report especially if we have miss doses of medicine and we want to write 

PSN about pharmacy. It is quite complex and require training, assistance, revision and  

assistance. 

 

Discussion: 

Incident reporting system (IRS) is a very important to improve patient safety and enhance nurses 

learning. An effective incident reporting system improves patient safety and allows nurses to 

report an incident with an assurance that their report will be accepted in a non-punitive manner, 

so their learning capacity will be enhanced regarding the causation of the incident which will 

prevent it from recurring. Some of the studies showed that many incidents are not reported by 

nurses for many reasons (Pfeiffer et al, 2010). 

 

A Qualitative study done with four focus groups to identify perceptions of senior nurses’ on the 

incident reporting practices of junior nurses and reported that the senior nurses’ view about 

incident reporting is different from junior nurses and they felt that junior nurses are using 

incident reporting system to vent frustration. Although junior nurses report incidents, these were 

downplayed by the senior nurses. It suggested that senior nurses must create a positive culture to 

identify risks to improve patient safety which eventually will create positive work environment 

(Atwal et al, 2020). A focus group study done in China among nursing interns on incident 

reporting, concluded that there were no criteria established for reporting incidents, while most 

serious events that hurt patients / staff were reported, but events which are minor and did not 

involve any injury were not reported as staff left that reporting these events is considered 

meaningless. The study also mentioned that interns suggested introducing chat rooms or online 

chat to improve reporting and sharing of knowledge on nursing safety (Song &Guo, 2019). Some 

of the factors which limit the physicians and nurses from reporting of medical errors voluntarily 

are worriedness of the staff, medico-legal consequences, fear of being considered as 
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incompetent, pressures related to work and under staffing. Shifting the organization focus from 

productivity to safety will help in avoiding medical errors and improving patient safety (Ayman 

M. Abu Mustafa et.al, 2019). A study of review of the China National Patient Safety Incidents 

Reporting System reported that majority of the incidents reported involved nurses, followed by 

physician and then medical technologists. The common incidents reported involved drug related, 

followed by nursing care, surgery related incidents and the least being anesthesia related events. 

The reporting of incidents has seen a significant improvement in 2016 and 2017 (Gao et al, 

2019). A study done in the long term indicated that open work environment culture and just 

culture of safety promote incident reporting among staff while fear of punishment serves as a 

barrier for reporting. The study also suggested that staff training & education, rewarding staff for 

generating incidents and providing emotional interventions will overcome this barrier of fear 

(Lin et al, 2019). A scale which assessed the psychometric validity and reliability of the 

questionnaire used for incident reporting culture showed for nurses in Taiwan to report incidents, 

it is most important to have a culture where staff are not punished for errors, good relations with 

co-workers and inter –professional collaboration with other colleagues (Chiang et al, 2019). 

 

A study done in Palestine, reported that perceived barriers to incident reporting were fear of 

blame, no structure for reporting, punitive blame and administrative sanctions. Also, this study 

suggested that physicians are more likely to report incidents than nurses which is contradicting 

with other studies reported. Motivators for reporting were identified to be ethical responsibility, 

learning from mistakes and getting help from patients (Rashed and Hamdan, 2019). Nurses know 

to identify medication errors, but are reluctant to report as they are hesitant of the consequences 

of reporting such as “they may be seen as incompetent by colleagues and punishment by 

managers”. Where it was reported, it was only serious medication errors and most often they are 

reported only to physicians (Dirik et al, 2018). Nurses are seen to be reporting more incident 

reports compared to the physicians. One of the primary reasons identified for underreporting of 

incidents that the staff did not see incident reporting as an effective tool to improve patient  

safety because they felt their concern is not addressed and repeated incidents were noted for 

which an incident report was already generated (Bovis et al, 2018). 

 

In Sweden, of the total incidents reported (65749) in the incident reporting system, 165 of these 

incidents resulted in injuries and required treatment was required for the 16% of the injuries and 

mostly it was nurses and nursing assistants who reported the incidents in the incident reporting 

system (C.Wahlin et al, 2019). One of the retrospective studies done in Finland of all the 

incidents reports, only 4% and 2% resulted in recommendations in 2013 and 2014 & 2015 

respectively which is a very negligible percentage undermining the effectiveness of the incident 

reports. One of the common reasons reported for no recommendations as managers did not give 

any response to prevent the recurrence of the incident as these were still pending analysis 

(Liukka et al, 2018). 

 

Medication errors in Newborns reported by staff using incident reports were only 2 while the 

medication errors identified by the clinical pharmacists through chart review/observation were 

383, thus signifying gross underreporting of incidents by staff (Palmero et al, 2018). Of the total 

incidents related to safety detected by the physicians through screening in the medical records, 

only 37% were reported by the staff through adverse event reporting systems, the most common 

incidents reported among these included falls, assaults and elopements (Reilly et al, 2018). 
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Incident reporting if not implemented properly will not lead to improvement rather leads to 

development of a blame culture and if implemented appropriately, can lead to learning and 

improvements (Flott et al, 2018). Introducing an Electronic system for reporting OVRs 

significantly improved the processing time (from 120 to 20mins) and improved efficiency for 

analyzing and tracking incident reports or OVRs. Also, significantly improved the risk 

management system of the organization (Brondial S, 2019). 

 

It was found that the introduction of a reward system, recruitment of more staff for incident 

management, enhancement of hospital safety culture and training opportunities are very 

important in encouraging nurses to report incidents (Hwang, et al, 2012). An anonymous survey 

revealed that 75% of anesthesiologists in Australia agreed or strongly agreed that feedback, role 

models, legislated protection, ability to report anonymously, and clear guidelines are effective 

ways to improve incidents reporting (Heard et al, 2012). Other factors were found to increase 

reporting were the confidentiality and security of the reporting process to prevent access to 

information by unauthorized personnel in order to overcome the lack of legal privilege afforded 

to the reporting process. 

 

To overcome the culture of blame and enhance reporting, management should encourage the 

option to report anonymously to an independent body, without fear of being identified and with 

the option to omit identifiers of either self and/or organization. Knowing all aspects of patients in 

the unit, the plan of care, and referring to critical care policies and procedures, hospital 

accreditation is another reported examples of effective strategies to identify or correct errors 

(Henneman et al, 2010). 

 

CONCLUSIONS AND RECOMMENDATIONS: 

It is correct to say that that reporting incident is crucial in healthcare facilities as it has direct 

reflection of patient safety related issue. However, by enhancing reporting incidents among 

healthcare professionals, nurses are not only ensuring continuous quality and safe care, but also 

they are creating an official record data base of incidents, of which the details can be recalled and 

referred to in the future for future study and quality improvement projects. Also, this provides an 

immediate opportunity for the healthcare organizations to prevent the recurrence of an event. 

Furthermore, analyzing the reported previous incidents enables to learn from events, develop and 

improve services, and identify training needs. All healthcare professionals believe that they 

should report most, if not, all incidents, but nurses do so more frequently than all other health 

workers as they are the frontline, in regular contact and interaction with patients, so more 

exposed to committing errors and witness incidents. In order to improve incident reporting and 

engage staff to do so, especially among nurses, all staff must be made aware of the incident 

report policy, clarification and reminding is needed of which types of incidents are to be 

reported, the process of reporting requires to be more simplified, and feedback should be shared 

with all staff in all department regardless if they reported incidents or not. Incident reporting is a 

powerful tool which helps in initiating and maintaining risk awareness in healthcare practice. 

Improving the use of incident reports systems in healthcare is tough and this paper has helped in 

bringing prominence to the factors involved and contributing to generate reports by nursing staff. 

It highlighted as well the factors preventing nurses from doing so. 
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Incident reporting processes at healthcare organisations are commonly challenged by 

organisational culture, communications and staffing barriers. In our study, our participants have 

reported that the most common factor that is preventing them from reporting the incidents “lack 

of knowledge of incident reporting policy”, fear of peer blame, lack of feedback to staff on 

incidents generated and complexity of termination. Due to high workload, lack of time is also 

cited as a reason not to report incidents. Some of the solutions which can be implemented by the 

hospital include creating awareness among the staff (both more and less experienced staffs) on 

the incident report policy and making it clear which incidents require reporting and which do not, 

encouraging just culture thus making staff aware that no one would be blamed, fear of peer 

blame is removed. Involving nursing staff in identification of solutions for incidents generated 

and providing them prompt feedback on the incidents reported will help in making the nursing 

staff involved in the process and also learn the kind of positive changes or improvements 

resulting from incident reports. Finally, making the incident reporting process and reporting tool 

simpler so that it does not take much time and encourage to staff to report incidents. If well used, 

the incident reporting system helps healthcare organisations to transform incident management 

from a reactive response into a proactive management plan, which contributes to enhancing 

patient safety and sustain desired quality of patient care. 

 

Limitation: The limitation of this study search is that we could not retrieve from the data the 

incidents that were self-reported from those reported by other staff against others. But after 

discussion with the quality and risk management, most of the incidents are normally self- 

reported. Another limitation is that the most responses were from the inpatient departments in 

comparison of outpatient clinics where several incidents are generated. 
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Tables: 

Table 1 - Responses of staff related to factors encouraging generating incident reports 
 

 

Questions 

No. of 

Staff 

Agree 

 

% 

 

Rank 

Incident reports result in process / system 

improvements 
124 91.85 1 

Management provide support and 
encouragement to report incidents 

120 88.89 2 

Incidents report system is easy to use 115 85.19 3 

Confidence in Quality Department 113 83.70 4 

Confidentiality and security of the reporting 

system 
108 80.00 5 

Transparency in managing incident reports 100 74.07 6 

Feedback about the corrective or preventive 

action taken is communicated 
98 72.59 7 

Quick resolution time 90 66.67 8 

I am legally protected 90 66.67 9 

Just culture or Blame Free culture 89 65.93 10 

Rewarding system (the more you report 

incidents you will be rewarded) 
42 31.11 11 

 

See table 2 – Relationship of factors encouraging reporting incidents with duration of work 

(1-5 years and 6-10 years) 
 

Relationship of factors encouraging to reporting incidents with duration of 

work (1-5 years and 6-10 years) 

Questions 
Chi-Square 

(p-value) 

Incident reports result in process / system 

improvements 
0.5332 

Management provide support and 

encouragement to report incidents 
0.7849 

Incidents report system is easy to use 0.4981 

Confidence in Quality Department 0.5067 

Confidentiality & Security of the reporting 

system 
0.4591 

Transparency in managing incident reports 0.6813 

Feedback about the corrective or preventive 

action taken is communicated 
0.1949 

Quick resolution time 0.085 

I am legally protected 0.4047 

Just culture or Blame Free culture 0.1368 
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Rewarding system (the more you report 

incidents you will be rewarded) 
0.5528 

 

See table 3 - Factors that prevent/stop you from reporting incidents (Rank from 1 to 9, 1 as 

most important and 9 as least important) 
 

Factors that prevent/stop you from reporting incidents (Rank 

from 1 to 9 , 1 as most important and 9 as least important) 

Factors % 

Lack of knowledge about incidents reporting 

policy 
45.55 

Fear of peer blame 10.47 

Lack of feedback from previously reported 

incidents 
10.47 

Complexity of reporting system 8.38 

Fear of termination 6.28 

Fear of losing license 6.28 

Fear of manager blame 5.76 

Workload/lack of time 4.19 

Fear of possible impact on performance appraisal 2.62 

 
See table 4 – Relationship of factors preventing staff from reporting incidents with 

experience 
 

 
Variable 

Duration  
N 

 

Medi 

an 

Quart 

ile 

Range 

Wilcox 

on 

Rank 

Sum 

p- 

value 

(2 
tailed) 

 

Mean 

Score 

Fear of peer blame 1-5 years 119 4 4 
5989 0.95 

92.69 

Fear of peer blame 6-10 years 65 4 3 92.13 

Fear of manager blame 1-5 years 119 4 3 
6018 0.99 

92.45 

Fear of manager blame 6-10 years 65 5 4 92.58 

Fear of termination 1-5 years 119 4 4 
6708 0.04 

86.65 

Fear of termination 6-10 years 65 5 4 103.2 

Fear of losing license 1-5 years 119 4 5 
6558 0.11 

87.91 

Fear of losing license 6-10 years 65 5 4 100.9 

Fear of possible impact on 

performance appraisal 

 
1-5 years 

119 4 3  
6693 

 
0.04 

86.78 

Fear of possible impact on 

performance appraisal 

 
6-10 years 

65 5 2 102.96 

Lack of feedback from 
previously reported incidents 

 
1-5 years 

119 6 4  
5699 

 
0.36 

95.13 

Lack of feedback from 

previously reported incidents 

 
6-10 years 

65 5 4 87.68 
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Workload/lack of time 1-5 years 119 5 5 
6001 0.97 

92.59 

Workload/lack of time 6-10 years 65 5 6 92.32 

Complexity of reporting 

system 

 

1-5 years 
119 7 5  

5264 

 
0.02 

98.79 

Complexity of reporting 

system 

 
6-10 years 

65 5 5 80.98 

Lack of knowledge about 

incidents reporting policy 

 
1-5 years 

119 8 4  
5504 

 
0.12 

96.77 

Lack of knowledge about 
incidents reporting policy 

 
6-10 years 

65 8 5 84.68 

 


