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ABSTRACT 

A literature search was performed using computerized databases of PubMed, ProQuest, 

Willey, and secondary searching journal portals. The keywords “patient safety, incidence 

report, and healthcare were used in various combinations. Inclusion criteria were as follows: 

written in the English language published in the last ten years and origin research, focusing 

on the cultural incident reporting, reported nurse staff, or other healthcare workers as 

participants. Exclusion criteria were: a review of literature or assessment tools development 

and report article 

A total of 77 articles were obtained from the search. Of these, 70 articles were excluded due 

to did not meet the criteria of this review. We finally reviewed seven articles and categorized 

them into two main factors: Organizational culture and healthcare staff 

This review emphasizes the importance of promoting the factors related to incidence 

reporting culture in health services, both organization level, and healthcare staff. These 

findings suggest the important to improve organizational support to implement safety culture 

in hospital, and it is essential to provide healthcare staff with the training and encourage a 

culture of error reporting. 
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BACKGROUND 

Patient safety has been a national priority in many countries for more than a decade.1 

The major cultural change firmly in continuous improvement is required to improve patient 

safety.2 Patient safety with a reporting system has been developed to serve as learning from 

experience, to prevent the same mistakes from recurring.3 Incident reporting system are 

designed to be used to obtain information about patient safety and guidance that strongly 

influenced by organizational, professional health staff and safety culture itself.2,4 

 The World Health Organization has estimated that tens of millions of patients are the 

victims of injuries and deaths from unprotected medical care and activities around the 

world.5 Regardless of the effort of improving the incidence reporting culture made by 

healthcare organizations, the prevalence of medical error still high.6 This problem can be 

due to cultural factors and lack of patient safety culture in healthcare workers.7 An 

assessment of incident reporting as part of the patient safety culture still requires more 

attention.6 It also allows the hospital to identify the safety culture in improving the quality 

of healthcare services.8 

 The important goal of incident reporting system was to provide information on the 

frequency of occurrence of a patient safety incident. However, the value of an incident 

reporting system began to debated.9 A positive safety culture can encourage healthcare staff 

to assess the current safety culture, and hospitals should create an incidence reporting culture 

among healthcare providers before implementing a structural intervention.6 However, there 

were barriers to report incidents among the healthcare staff, including fear of punishment, 

blaming culture, and poor safety culture.10 Thus, with the full support of the hospital where 

all staff, leaders, and management should understand and have a positive perception of a 

good reporting culture, will improve optimal service quality.11 

 Several studies of a range of incident reporting as a method improve patient safety 

through an incident reporting culture.2,4,12 One the other hand, the study of the impact of 

incident reporting on the quality of services in hospitals was limited. Therefore, considering 

the importance of this issue, the present study aimed to describe the findings from our 

literature review, focusing on factors related to incident reporting culture on healthcare 

services. 

 

METHODS 

A literature search was performed using computerized databases of PubMed, ProQuest, 

Willey, and secondary searching journal portals. The keywords “patient safety, incidence 

report, and healthcare were used in various combinations. Inclusion criteria were as follows: 

written in the English language published in the last ten years and original research, focusing 

on the cultural incident reporting, reported nurse staff, or other healthcare workers as 

participants. Exclusion criteria were: a review of literature or assessment tools development 

and report article. Initially, we read through all articles and organized them into a general 

bibliography. A total of seven articles were selected in this review due to their relevance to 

the topic. The studies were conducted in Pakistan, South Korea, Israel, Palestine, the United 

Kingdom, and Saudi Arabia. We perform an in-depth data comparison of articles included. 

We extract the data related to authors, year of publication, country, the aim of the study, 

design, and methods, sample and setting, and key findings Tavle 1. The information obtained 

from the literature review was summarized and discussed with the research team to 

synthesize. Finally, data synthesis involved the integration of essential findings and 

highlighted unique research articles. 
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RESULTS 

Because not to meet the criteria of this review. We finally reviewed seven articles and 

categorized them into two main factors: Organizational culture and healthcare staff. A 

summary of this review is presented in Table 2.  

Table 1. Impact of Incident reporting culture 

Themes Sub-themes References 

Organizational 

culture 

Nurse manager ability 

Organization climate and 

tradition 

Management support 

Jafree SR., Zakar R., Zakar MZ., Fischer 

F., 201613  

Jafree SR., Zakar R., Zakar MZ., Fischer 

F., 201714  

Kagan I., Barnoy S, 201315; 

Reed et al., 20143  

Alzahrani N., Jones R., Abdel-Latif ME , 

201816 

Healthcare staff Development of the nursing 

care plan 

Psychological safety 

Improving feedback 

Jafree SR., Zakar R., Zakar MZ., Fischer 

F., 201613  

Rashed & Hamdan, 201517 

Lee YH., Yang CC., Chen TT, 2015 18 

 

 

DISCUSSION 

This study reviewed the literature on factors related to the incidence reporting culture in 

healthcare services. We identify factors contributing to the incidence reporting culture 

among healthcare providers in hospitals, especially in nursing services, including 

organizational culture and healthcare staff factors. An organizational culture of patient safety 

is closely related to incidence reporting by healthcare staff.19 The nurse professional is an 

integral member of healthcare who is responsible for patient safety and the efficiency of 

healthcare services in organizations.13 This review highlight that nurse manager ability, 

leadership, support, participation in hospital policy-making, and nurse teamwork are related 

to organizational culture for error reporting in a public hospital.13 One study revealed that 

healthcare organization included senior healthcare managers can make a major impact on 

the development of patient safety culture by creating and promoting a vision and strategy 

for quality safety and fostering healthcare staff motivation to implement patient safety.15 

 Several study reported that considered essential for patient safety, however the study 

found that many errors went unreported15 The organizational culture that promotes patient 

safety is a crucial factor for the effectiveness of hospital services and patient care.16 One 

component in the organization is management levels play essential roles in establishing 

patient safety Culture 15. This review reported that hospital management related hospital 

work conditions, the safety climate, and the human resource component associated the safety 

issue, conversely lack of management support has been associated with lower safety culture 

attitudes including errors reporting culture.16 Thus providing resources for safety training 

and management support would be a benefit to improve patient outcome and reduce hospital 

error rates.16 

 Several surveys in Pakistan, Israel, and Palestine have shown the low level of 

reporting incidents by health workers10. However, health workers who established a 

professional attitude can improve the patient safety culture. This current review revealed 

that several doctors and nurses held a similar safety attitude11. However, one study reported 

that nurse practitioners are more competent and have a higher error reporting compared to 

https://doi.org/10.30994/sjik.v10i1.787
https://sjik.org/index.php/sjik
mailto:publikasistrada@gmail.com


STRADA Jurnal Ilmiah Kesehatan 
DOI: 10.30994/sjik.v10i1.787 

ISSN: 2252-3847 (print); 2614-350X (online)  Vol.10 No.1 May 2021 Page. 1306-1310 

 

Website: https://sjik.org/index.php/sjik | Email: publikasistrada@gmail.com 1309 
 
 

other healthcare providers.20 The development of nursing care plans and higher levels of 

nurse autonomy is facilitating a positive culture of error reporting among nurses 

consequently improving patient safety and reducing mortality rates.13 

 The other factors related to incidence reporting culture were psychological safety, 

attitude toward reporting incidents, subjective norms, and behavioural control correlate 

positively to the intention to report incidents.18 This behaviour of healthcare staff indicated 

that lack of personal reporting knowledge and skills might influence the incidence reporting 

behaviour—furthermore, the complexity of the reporting system and challenging to write 

the report impact to a negative reporting culture.18 Therefore, acknowledge the importance 

of reporting incidents, and providing feedback about errors, simplify procedure reporting, 

providing clear guidelines, and avoiding blame would improve the incidence reporting 

culture among healthcare professionals.  

 

CONCLUSION 

This study contributes to knowledge about factors related to the incidence reporting culture 

in healthcare services. This review emphasizes the importance of promoting the factors 

related to the incidence reporting culture in healthcare services, both in the organization 

level and among the healthcare staff. These findings suggest improving a positive, well 

designed organizational safety culture as a form of support can encourage error reporting by 

staff. Besides, to implement patient safety culture in hospitals, sufficient knowledge and 

skills are essential. Thus the organization needs to provide healthcare staff training to 

encourage a culture of error reporting and so improve patient safety. 
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