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Barriers to reporting
Recurring themes:
• Time constraints on busy clinicians; 1-4

• Fear of embarrassment or loss of face, punishment, 5-7 and 
litigation; 8

• Inability to report anonymously; 6 

• Lack of knowledge about what to report and by whom an 
incident should be reported; 2 6 9 

• Errors that result in actual harm are more likely to be reported
than errors that are caught and corrected before they cause 
harm; 7,9-12 

• A perception that incident reports do not result in significant 
changes; 1-4 6

• The culture of medicine, which emphases professional 
collegiality, 13 autonomy and self-regulation;14



Staff Survey 

Focus groups

Intervention

End of intervention
survey

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



Barriers1

 Drs 
% agree 

Nurses 
% agree 

P 

Lack of feedback 58% 62% 0.37 
The incident form takes too long and I just 
don’t have the time 

54% 44% 0.02 

The incident was too trivial 52% 41% 0.03 
Don’t know how to report 51% 12% <0.001 
When the ward is busy, I forget 47% 48% 0.93 
When it’s a near miss, I don’t see any point 36% 49% 0.003 
Incident reporting is unlikely to lead to system 
changes 

29% 30% 0.78 

I wonder who else is privy to the information I 
disclose 

27% 33% 0.11 

 
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.

n=773 Response rate 72.8% 
20 units across 4 metro and 2 rural hospitals
Drs=186 (70.7%)  Nurses = 587 (73.6%)



Focus groups 2 – Doctors 

• Not something doctors did

I 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.



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, I 
wouldn't want to do it.” [Junior nurse]



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

/ Bulletins 

Time constraints Simplify process 

No point in reporting trivial events Education/feedback 

Don’t know how to report Education/ Posters / Forms accessible/ 
phone number on phones 

Unable to lead to system change Feedback / Encourage leaders to 
participate in RCA workshop 

Fear of litigation/internal discipline Education/anon reporting/change 
reporting channel 

 
 



40 weeks, 
6 hospitals, 
10 
intervention 
units 10 
control units



Did it work?



Reporting rates 3

Baseline End  
Control 

 
Intervention 

 
Rate 
ratio 

95% 
CI 

Control 
 

Intervention 
 

Rate 
ratio 

95% CI 
Sig  Absolute 

difference in 
change ± 95% 

CIs 

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

ICU 22 89 0.25  0.1 - 0.5 17 118 0.1  0 -0.3 0.094 34 ±  31.7  
Surg 39 43  0.9 0.6 - 1.3 72 151 0.5  0.4 -0.6 <0.001 75 ±  29.7 
Med  79 97  0.8 0.7 - 1.0 141 243 0.6 0.5 -0.7 <0.001 84 ±  30.4 

Reporting rates per 10,000 ED attendances       

ED 21.5  6.3 3.4 2.2 - 5.4 22.2 46.5 0.35 0.3 - 0.5 <0.001 39  ±  11.5 
Reporting rates per 10,000 OBDs + ED attendances      
Anon 4.1 0.7 5.9 2.4-13.5 9.4 15.8 0.3 0.2 – 0.5 <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.



Doctor
Nurse
Allied Health
Other
Anonymous

Doctor
Nurse
Allied Health
Other
Anonymous

Control

Intervention

n = 327

n = 422 n = 1111

Baseline Study period

n = 548



Incident types

Pricipal Incident types-Baseline Intervention Unit

Fall
Medication
Documentation
Clin Management
Accident/OH&S
Organisational Management
Behaviour/Human Performance
Blood/blood products
Pressure ulcer
Medical device
Aggression
Security
Buildings
Infection
Nutrition

Principal Incident Types- Study period Intervention Unit

Principal Incident types- Baseline Control Unit

Fall
Medication
Documentation
Clin Management
Accident/OH&S
Organisational Management
Behaviour/Human Performance
Blood/blood products
Pressure ulcer
Medical device
Aggression
Security
Buildings
Infection
Nutrition
Oxygen

Principal Incident types-Study period Control Unit

Control

Intervention



Did it change attitude?



Baseline End
Control Intervention Control     Intervention

agree agree agree agree RR           95% CI
Lack of feedback 60% 61% 60% 38% 0.6 0.3-1.0
The form takes too long to fill 
out  & I don't have the time

47% 46% 34% 37% 1.1 0.9-1.3

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 0.4-0.8

When the ward is busy I 
forget to make a report

48% 48% 45% 59% 1.3 1.2-1.4

When it is a near miss, I don't 
see any point in reporting it

48% 44% 38% 26% 0.8 0.6-0.9

Incident reporting is unlikely 
to lead to system changes

28% 30% 22% 18% 0.8 0.6-0.9

I worry about who is privy to 
information that I disclose

33% 32% 29% 28% 1.0 0.7-1.5

Comparison at end 
adjusted for 

Baseline

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



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

You can improve reporting rate and change attitude 
towards reporting
Find a clinical champion who will support it
Provide feedback 
Consider changing the reporting process
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