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,C"D Barriers to reporting

Recurring themes:
Time constraints on busy clinicians; -4
Fear of embarrassment or loss of face, punishment, 57 and
litigation; &
Inability to report anonymously; 6

Lack of knowledge about what to report and by whom an
incident should be reported; 26¢

Errors that result in actual harm are more likely to be reported
than errors that are caught and corrected before they cause
harm; 7912

A perception that incident reports do not result in significant
changes; 146

The culture of medicine, which emphases professional
k collegiality, ** autonomy and self-regulation;
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-« AIM

* To identify current
reporting practice and
barriers to reporting

* To develop an
intervention which
addressed these barriers

* To see whether this
intervention improved
reporting practice and
changed incident profile

“ To see whether it
addressed identified
barriers

\_




n=773 Response rate 72.8%
20 units across 4 metro and 2 rural hospitals

B alrr | ers 1 Drs=186 (70.7%) Nurses = 587 (73.6%)

Drs Nurses P

% agree % agree

Lack of feedback 58% 62% 0.37

The incident form takes too long and | just 54% 44% 0.02

don’t have the time

The incident was too trivial 52% 41% 0.03

Don’t know how to report 51% 12%  <0.001
When the ward is busy, | forget 47% 48% 0.93

When it’s a near miss, | don’t see any point 36% 49%  0.003

Incident reporting is unlikely to lead to system 29% 30% 0.78
changes

| wonder who else is privy to the information | 27% 33% 0.11
disclose

1. Evans SM, Berry JG, Smith BJ et al. Attitudes and barriers to incident reporting: a collaborative hospital study. Quality &
Safety in Health Care 2006; 15(1):39-43.
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' Focus groups ¢ - Doctors

Not something doctors did

| think they're (nurses) better trained in the process than we are...
[Consultant]

It just doesn’t occur to me that an incident report should be made
[Registrar]

Fear of litigation

So it's not protected information by any means. Unless you have protected,
confidential information, you don't get the facts. [Consultant]

2 Kingston MJ, Evans SM, Smith BJ, Berry JG. Attitudes of doctors and nurses towards incident reporting: a qualitative analysis.
Med J Aust 2004; 181(1):36-9.
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' Focus groups - Nurses

Fear of internal discipline

“They [nurse colleagues] were too scared to do this [fill in a report] because they
thought this was a personal threat because they were told that this stays in your file,
and this can be used against you further on” [Junior nurse]

“Why would you want to sign one of these forms if you get caught or something, |
wouldn't want to do it.” [Junior nurse]

~
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Intervention
Barriers Proposed solutions
Lack of feedback Scheduled feedback in existing meetings

Time constraints U] >

No point in reporting trivial events

Don’t know how to report

Unable to lead to system change

Fear of litigation/internal discipline

/ Bulletins
Simplify process
Education/feedback

Education/ Posters / Forms accessible/
phone number on phones

Feedback / Encourage leaders to
participate in RCA workshop

Education/anon reporting/change
reporting channel

\
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40 weeks
6 hospitals
10

InNtervention

units 10

control unit:
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Reparting is the vital Nirst steg in quality improscment

The RIS project i dwiag 10 2 cloe. Please
suibmit your repars by papes o by call cemire
(15K &b 439} and canibute 10 paticnt
safety. Thank yiu 1o everyone who has been
contnibing

A mamber of security related inciderns popons
have boen received the oucomes arising will
e discussed im detail nest newskenter. Staff
am] patient safery relies on adequale secirity
in hospital. Please et us know of sny wcisity
inidents which will provide us wiih evidence
b amprove secusity for patients and staff and
rrove our working coviroement

Malnutration in patients
ial ospitalised clierly patnemts. Sndses
imdicate 20% of :ugm patisns m affected by malnutrition,'

B perid,
imcrrased lengrh of sy, impaired winnd hesiag il higherruz e
commplscasions * Fasting. the nasure of the llicss oe o change i the
“MI'II?’ 10 feed oneself contributes 10 & redaction m a patson”s intake
of food.

The 7 PEUEIES 4 MG Og ol the al sk panient, in
unl:rﬂun i L h lrear

Febwuary 300

Al oy bkt v ottty |H:-|I |..
v the vl thes e

ke 2 review of med . medical history. dict.
ensunng that mathents are assistd with their Foodd and fhiid inkake and
discharge planing.'

W ranely recojmise at nisk putients aid therefone it is ol surpriving that
there are few incadont repons aboun mutrition. We woubd like 1 encour-
e stafl 1o repont nuiritkon hased incidents, in onder to determine what
the comermmn are in providing adequate nuertion and 1 irplement
changes 10 overcome these problenm. [ Soe Figuee 1)

bl
Prparaon ins prpael.
byt

Prohiberm wiih mealifeod
dulivery it delisernd.
delivere ur mevag kcations

Wl whem tassing

Faiing whem nox ischcmed
iHaiiens faing whes i w3
1

W P
b
+ Wit Cmg Ches el h
o gt oA
§ Mo o it oty i b i b Commy iyt (o P e 1 e e
e 4ok 1 17 g nasplivaly
e
v NS b i Ot Vel {1 it T e, (s 01 o Fgiare 1
At ko kgt
—

Ve et o Dk b arioem i sy s o e sl ran——
St il e Tho e ol 4 share i sl Bt Il
B i may prwcticrs hat ey bt

et ol malliphe patient trnslers
from emergency o a generl ward

Bachground:
A series of inciden poports were reviewed involving the
traisfer of patients from the Emergency Depanment (1)
i the wand o !

Repon 1 refated bo the adwsssion of a patient foflowing a
heruiin pvendose, Prosentang o LY st 1900, the patient e
ceived four doses of Nabovone before beiig tamfeoed (o
M wand 8 (430 AL 0631, dhie 10 verbal aggression and
an astempt a8 phyvical earaint, & Code Alack was called
Repon I involved the sransfer of a teswanally il paticn
Witk an atenal liss inats, which should have heen e
moved whem a decisson was made st 2300 hat the pagion

was for comfur care only. The patient dicd m (040,
Hecpun 3. detailod the adminaon of the previus twn pa-

i o the transer of tw ients one af
QIR o the canus mseming with  heparin mlision and
anothes paticnl whe arnved on the warsd a4 600 The
Bscpmrin wnifusion had 10 be champed over o the wand doe
0 incnengatibility of puings between the ED and the wand.
These ackligional patice admissions from i
ther woekload pressure on want persneel

Findings:
Bapsatt |- There o a noad i mcrvase know hedge
management of aggressive or mental bealth |I¢u:||h ||||hr
ward anea inchading tsses surroding detcntion and dury
of carc onders.

Whilst there ix n chear “sen tokersnce” iowards any o
Of aggreason i ED, i is unclear if this oecurs in geners)
wand area,

Nalome was anderrd 30 be admnissered iF the patkest
wans ummsrsable, rather than when the respiratory rae or
anggen saturation kevel fell o an imaccepiahle level
Bepost 2 There i am increased likelihiod that errors of
onmassion iy oeur doe 1 an absence of a ool 1o ensuer
that patients are adequately prepared fuoe iransfer

Bepuet 3} There was a bk of compatible 1V pumps be-
twoem ED and climical aneas reswilting in the need
shanpe infuskons and giving sciy iver when patiems are
tramfe

el Thers is & bowlodge deficil on the cases of de-
lay in patient tnsders from when 5 wand i allocated in
the BV until the trameler o the wanl is complened

The Mursing Coonfinaton was unaware of the mcreased
activity levels and events on the wand prior 1o the Code
Miack call. The increased workbosd resuliing from the sd-
mission of 4 paticnts 10 the
wanl ¥ wib a bgh degree
al acuity, created & sbresshl
sitwation For siall in esnag-
ing the new admissiom and
in performing regular mom-
iy s

Hospisl sall should have the apportanily 1o receive
aducation in managemest of agpressive paimmin. A
Mow chast shoubd be incorparated into bospizad polscy

* Assesment of the curmest ETY ACTS Risk Avsessment
Tool and Smicude Risk Assevoment should be wnder.
e 1 enue that there are chear guidelines for man-
agang patients who may of may nol b detasnad under
a duly of care of dedenivon onder.

¥ Assessmunt of the neod for medical education regard-
ang mansgement of marcolic shuse.

¥ An ED Patient i Wand Trassfer Checklia shouk) be
doveloped for s by mrsiog stalf i ED

¥ Reasons for delay i transdcr {either by the tramder-
mng or recenving depantiment shiikd be documented
anid aucdiedd 15 iemaify strategics b improve transfer.

¥ Inthe praduste nurse program, graduste nurses should
be encouraged 1o rotste theough the D,

Clanfication of the chinical and mansgement role of
the Nuring Covndimators, imnclafimg ther abaliny 10
provede assisiance @ fimes of peal sctivity on the
ward

# Review the nood 1o develop 2 mone effecine means
of commmnicating hetaeen Coomdinaors and wand
atadf

Recombinant Tiss Activator

Hackgrount:

A pateees was admitted 1o ED following 4 soroke Theom-
olytic therpy with & recombnnani e plasmimogen acti-
vabor A o recommended 1w be weed with castion,'
withan ¥ hosars. ufd cetcheal vasoular event for optimal pa.
thent cescomes. ' Slocks of nFA were non avaitable and
Arcatiment was thenefoee delayed

Factars contribiating:

MPA was ot stechend im this department, requiring an onks

i the hespital pharmacy 10 be filled before treatment comld

comiieine. Allbomgh Phammucy had agreed s uspply nitA
within 3 Bours, it became sppatont thar wock al haml in the

dequnment woukd be more appropriate

Dhalevemer:

v Discussione evween Phartmcy, Neurology and Fi
natice. resulied in EI beimg stocked with nPa.

Thee deseliopnent of 2 “Sandke Kit' was recommended
10 ausins docton im (s reatmen of cerchro-vasulis

scvidents

Ry T o e

A b 8 Pty
! s Yt

[ty ey el b

Siend P 5277 hivs Page 210IS




QS

Did 1t work?




Reporting rates 3

Baseline End Sig Absolute
Control Intervention Rate 95%  Control  Intervention Rate 95% Cl difference in
ratio Cl ratio change + 95%
Cls

Reporting rates per 10,000 Occupied Bed Days (OBD)

ICU 22 89 025 0.1-05 17 118 0.1 0-03  0.094 34+ 31.7
Surg 39 43 09 06-13 72 151 05 04-06 <0.001 75+ 29.7
Med 79 97 08 07-1.0 141 243 06 05-0.7 <0.001 84 + 304

Reporting rates per 10,000 ED attendances

ED 215 6.3 34 22-54 22.2 46.5 035 03-05 <0.001 39 £ 11.5
Reporting rates per 10,000 OBDs + ED attendances
Anon 4.1 0.7 5.9 2.4-13.5 94 15.8 03 02-05 <0.001 9.8+ 3.1

30% reports through call centre

3 Evans SM, Smith BJ, Esterman A et al. Evaluation of an intervention aimed at improving voluntary incident reporting in
hospitals. Quality & Safety in Health Care 2007; 16(3):169-75.



Baseline

n =327

n=422

Control

@ Doctor
o Nurse
O Allied Health
O Other
B Anonymous

Intervention

@ Doctor

m Nurse

O Allied Health
0O Other

W Anonymous

Study period

n =548

n=1111
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Did it change attitude?




n=840 Response rate 74.3%
20 units across 4 metro and 2 rural hospitals
Drs=208 (76.2%) Nurses =632 (73.7%)

Baseline End Comparison at end
Control Intervention Control  Intervention adjusted for
Baseline
agree agree agree agree RR 95% Cl
Lack of feedback 60% 61% 60% 38% 0.6 0.3-1.0
The form takes too long to fill ~ 47% 46% 34% 37% 1.1 0.9-1.3
out & | don't have the time
The incident was too trivial 43% 44% 38% 35% 0.9 0.7-1.1
Drs: don’t know how to report ~ 50% 51% 41% 18% 0.6
When the ward is busy |  48% 48% 45% 59% 1.3 1.2-1.4
forget to make a report
When it is a near miss, | don't ~ 48% 44% 38% 26%
see any point in reporting it
Incident reporting is unlikely — 28% 30% 22% 18%
to lead to system changes
| worry about who is privy to  33% 32% 29% 28% 1.0 0.7-1.5

information that | disclose
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- Key features of groups with high
reporting rate

Medical HoU attended RCA workshop

Posters and forms clearly accessible in clinical
areas

Feedback provided for >20 minutes at least
every 10 weeks

Call Centre: proficient capture of data in a timely
manner

\ Initial education captured majority of Drs |

@




Take home message

towards reporting

Find a clinical champion who will support it
Provide feedback

Consider changing the reporting process

You can improve reporting rate and change attitude

\
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