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1. INTRODUCTION

Patient safety is a health-care culture that evolved in 
reaction to the growing complexity of health-care 
systems and the resulting rise in nosocomial patient 
harm.

Patient safety incidents are a well-known health-
care difficulty and are described as an event or 
scenario that may have caused, or did cause, 
avoidable injury to a patient.

A reporting culture refers to the creation of an 
environment in which hospital employees can 
report patient safety problems in a fair and blame-
free manner.

To improve patient safety, it is crucial to create an 
environment that encourages the organization to 
identify errors, evaluate causes and take appropriate 
actions to improve performance in the future

1.1 Background of the study



1.  INTRODUCTION

• At the moment, incidents are underreported,
although the reason for this is unknown. The
reluctance of employees to report an incident,
whether witnessed or committed, is apparent. The
majority of the studies on this topic focus on clinical
professionals such as nurses and doctors' reluctance
to report incidents, yet incident reporting is
everyone's obligation, from ground level staff to
administrative staff.

• Hence, this study aimed to examine the culture of
incident reporting among clinical as well as non-
clinical staff at KD Hospital, and the factors that
affect it while eliminating those factors by providing
training to enhance incident reporting culture.

1.2 Significance of the study



1.3

OBJECTIVES

To understand the 

current incident 

reporting system 

and culture at KD 

hospital.

To identify the 

factors that 

influence reporting 

of incidents.

To explore the factors that would 

motivate the staff to report an 

incident.

To assess the impact of training 

to enhance patient safety event 

reporting.

1.4 RESEARCH 
QUESTIONS

What is the current incident 
reporting practice at KD Hospital, 

Ahmedabad?

What are the factors that affect 
the incident reporting behaviour 

among the staff?

What is the impact of intervention 
taken to enhance patient safety 

event reporting culture?



2 .  C O N C E P T UA L  F R A M E WO R K
• A study conducted to understand incident

reporting practices at KD Hospital in order to
enhance patient safety and quality care by using
incident reporting as a mechanism.

• Various factors were taken under consideration
such as awareness regarding IRS, barriers to
reporting, perception towards e-IRS and
motivational factors. Training was used as an
interventional method to improve IRS, and the
results were evaluated.

• The results of the pre- and post-assessment tests
were utilised to determine the impact of the
training.

• The null hypothesis was formed by comparing
pre- and post-assessment test results.

• As a result, the null hypothesis for the training
impact was that there was no difference in pre
and post assessment test results.
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Patient safety event reporting 

Current 
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3. RESEARCH METHODOLOGY

STUDY DESIGN: Action
based exploratory study 

STUDY SITE: 

clinical and non-clinical staff working 
in KD Hospital, Ahmedabad 

SAMPLE SIZE:

(for exploratory research) : 150  
samples 

(for action-research): 32 samples 

STUDY POPULATION: The 
sample population comprise of 
nurses, medical officers, patient 
relations’ officers, non-clinical 
managers and executive staff, 

contractual staff, laboratory staff and 
administrative staff of the hospital. 

SAMPLING METHOD: 

non-probability convenient sampling 
method 

STUDY TOOL: 

Cross-sectional survey: Paper 
based incident reporting 

questionnaire

Training assessment tool: A pre-
training and post-training assessment 

test

DATA ANALYSIS 
METHOD:

Microsoft Excel 

SPSS

ANALYSIS TOOL:

Pie charts

Bar charts

Pareto chart

Fish Bone diagram



4. RESULTS
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4.1 Descriptive Statistics: 
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We can see that out of 125 respondents, 80 respondents were

aware regarding the hospitals incident reporting system

while, 27 respondents were partially aware, and 18

respondents were fully unaware about the hospital’s IRS.

We can note that 93% of the respondents agreed that incident

reporting is important in order to enhance patient safety and

quality care, while 7% of the respondents denied the

importance of incident reporting.



6%
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PARETO 
ANALYSIS FOR 
THE BARRIERS 
TO INCIDENT 
REPORTING
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When asked if they thought an electronic incident reporting

system would make it easier to report an incident, 97

respondents said yes, while only 28 said no. Hence, we can

say that e-IRS can play a major role in enhancing incident

reporting system at KD Hospital.

Major respondents (i.e., 72 responses) considered training

about incidents and the IRS as an important motivational

factor to enhance incident reporting. The respondents who

believed that an appropriate CAPA was not taken after

reporting an incident (51 responses) agreed that an

appropriate CAPA for a reported incident was their

motivating factor to report it. Respondents also considered

rewards (24 responses), confidentiality (24 responses) and

blame free (21 responses) culture as their motivational

factors.



4.2 INFERENTIAL STATISTICS
Paired Samples Test

Pre_training_score -

Post_training_score

Paired Differences t df Significance

Mean Std. 

Deviation

Std. Error 

Mean

95% Confidence Interval of 

the Difference

One-Sided p Two-

Sided p

Lower Upper

-3.719 1.442 0.255 -4.239 -3.199 -14.587 31 <.001 <.001

• Based on the results, we reject our null hypothesis i.e., ‘There is no difference between the pre and 

post training assessment scores’ and accept our alternate hypothesis i.e., ‘There is difference between 

the pre and post training assessment scores.’

• Therefore, we can say that training was effective in terms of imparting knowledge regarding 

incidents and IRS to the staff. However, the impact of training can only be assessed by comparing it 

with the incident reporting rate after giving training to entire staff of the hospital.



5. DISCUSSION

UNDERREPORTING 

OF INCIDENTS
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6. CONCLUSION

Currently lower incident reporting rate is observed

Major barriers to reporting identified in the study: Lack of knowledge 

about incidents and language barrier to fill incident form.

Major motivational factor identified in the study:  Training

Positive impact of training 



6 .1  R E C O M M E N DAT I O N S

• Training

• Availability of forms in all the three languages: 
Hindi, Gujarati, English

• Maintaining anonymity of the person reporting an 
incident

• e- Incident reporting system

• Reducing the threshold of reporting

• Administrative support

• Regular audits to check for implementation of the 
actions taken



Incident Report Form_HCG_General (Updated).pdf



