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ABSTRACT 
Rationale, aims and objectives Incident reporting can contribute to safer health 

care. Since the rate of reporting by residents is low, it is useful to investigate 
which barriers exist and how these can be solved. 

Methods Data were collected in a large teaching hospital in the Netherlands. 
The hospital uses a confidential, voluntary and web-based incident reporting 
system. Residents working in the hospital participated in focus group 
discussions to explore barriers and possible solutions. A grounded theory 
approach was used to analyse the transcribed discussions. 

Results In each focus group six to eight residents participated, resulting in a 
total number of 22 participants. After three focus group discussions, information 
saturation had been reached. Residents do not report all incidents because of a 
negative attitude towards incident reporting, because they experience a non-
stimulating culture and because of a lack of perceived ability to report. 
Residents suggest several solutions to solve the barriers: providing the 
possibility to report anonymously, providing feedback, creating an incident 
reporting culture, simplifying the procedure, clarifying what and how to report, 
and exciting residents to report. 
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Conclusions Residents have useful suggestions to resolve the barriers that 
prevent them from reporting incidents. They include solutions that influence 
attitude, culture and perceived ability. These suggestions should be considered 
when making an effort to improve incident reporting by residents. 

INTRODUCTION 
The analysis of incidents collected through reporting systems can provide knowledge about 

the nature and causes of these incidents [1]. This knowledge can be used to develop initiatives 
to prevent incidents from happening again. Residents commonly encounter incidents [2,3]. 
Unfortunately, underreporting is a significant problem, undermining the ability to improve 
patient safety [4–6]. 

In a large teaching hospital in the Netherlands, in 2007/2008, a study was conducted to 
explore the effectiveness of a 2-day patient safety curriculum on the attitudes, intentions and 
behaviour of residents towards voluntary incident reporting. It concluded that patient safety 
education can have long-term positive effects on the incident reporting attitudes and 
behaviour of residents. However, the study revealed an unclarified inconsistency between 
individuals' intentions to report incidents and actual changes in incident reporting behaviour. 
Further research was recommended to gain insight in the existing barriers that hinder 
reporting of incidents and to learn how these barriers can be overcome (J. D. Jansma, C. 
Wagner, R. W. Ten Kate, A, B. Bijnen, unpublished data). This study carries on from the 
patient safety curriculum study and is conducted in the same hospital. It not only explores 
the barriers that residents experience towards incident reporting, but also focuses on the 
solutions that residents provide for solving them, since this may result in improvements of 
the incident reporting system that actually fit the residents' needs. 

The available information on barriers to incident reporting by residents is mainly based on 
surveys. They include lack of feedback, lack of time, extra paper work and concerns about 
career and personal reputation [6,7]. To our knowledge, there is no qualitative information 
available about solutions suggested by residents to overcome the barriers. 

This study provides information on barriers and solutions based on focus group discussions 
rather than on surveys thereby using group processes to help people to explore and clarify 
their views which enables dimensions of understanding in the views of participants that other 
methods cannot reach [8–10]. This enhanced understanding is useful when efforts are made to 
optimize the incident reporting system. By conducting this study, we sought to answer the 
following research question: which barriers to incident reporting do residents experience and 
how can these be tackled? 

METHODS 

Setting 
Data were collected in August and October 2008 in a large teaching hospital in the 

Netherlands which has a total capacity of 706 beds. In this period 159 residents worked in 
the hospital. The hospital uses a confidential, voluntary and web-based incident reporting 
system. It is possible to report an incident that involves the resident himself as well as to 
report an incident that involves a colleague. 

Participants 
All residents working in the hospital received an invitation by e-mail to participate in a 

focus group session. To increase the number of respondents, focus groups were held late 
afternoon in the hospital while a simple meal was provided. Afterwards participants received 
a gift coupon of €25. 
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Data collection 
Data were collected through focus group discussions. Focus groups are a form of group 

interview that uses the communication between participants in order to generate data. The 
interaction among participants can provide valuable information when exploring complex 
behaviour and underlying motivations [9,10]. 

Focus group discussions were set up until information saturation was reached. A skilled 
moderator facilitated the focus groups using a topic guide (Table 1). The guide was developed 
by studying the literature. The first version was reviewed by an expert panel and revised 
before use. The opening questions only served as an introduction, focusing the participants 
on the issues that were being discussed. Preceding the actual focus group discussions, the 
conditions for an open discussion were optimized by putting emphasis on the fact that the 
moderator was not associated to the hospital and by underlining the confidentiality of the 
collected data. An incident was defined as an unforeseen event while providing care that 
caused, could have caused, or can still cause injury to the patient [11]. During the focus groups 
two of the authors (KM, JDJ) observed and took notes. After the focus group discussions the 
participants received a summary of the results to comment upon. 

[TABLE 1] 

Data analysis 
The focus groups were recorded and transcribed verbatim. The transcriptions were entered 

into qualitative data analysis software (Atlas-ti, The Knowledge Workbench) [12]. The data – 
transcriptions and observation notes – were then inductively analysed following the three 
steps of coding: open coding, axial coding and selective coding [13]. During the process the 
authors KM and JDJ discussed any difficulties or uncertainties until agreement was reached. 
A summary of the results was sent to the participants by e-mail for feedback. 

RESULTS 

Participants and focus groups 
Of the 159 residents who received an invitation, 22 (13.8%) participated in a focus group 

discussion. Not all disciplines were equally represented. Several cancelations were received. 
The reasons most mentioned for not participating in a focus group discussion were: being on 
duty; or vacation. Three focus groups were set up. Each group consisted of six to eight 
residents. Table 2 summarizes the characteristics of the focus group participants. After three 
focus groups, information saturation had been reached. The final questions did not result in 
any major changes of the topic guide. Eight participants responded to the e-mail with the 
summary of results. Their comments did not lead to any major changes. 

Barrier 1: a negative attitude 
I: ‘Sometimes you know that a certain incident has already been reported, but no one acted 

upon it. Then why bother to report that kind of incident again? Last Friday an epidural and 
an intravenous infuse were switched. That is tedious, but it did not happen for the first time 
and the connections are still the same. Who will start to change that?’ 

II: ‘Yeah, and probably it is still the same nurse who commits that mistake.’ 
Incident reporting is negatively valued by residents. Firstly, reporting an incident costs time 

and is perceived as another administrative act they have to carry out, while they prefer to 
spend their time on relevant medical activities for patients. Secondly, residents do not always 
agree with the definition of an incident. Instead of reporting all unforeseen events that 
caused, could have caused, or can still cause injury to a patient, they assess the usefulness of 
reporting a certain incident by evaluating the incident characteristics. For example, an 
incident can be perceived as not useful to report, because it has no major patient 
consequences. Several incident characteristics that are evaluated are described in Table 3. 

This is a NIVEL certified Post Print, more info at http://www.nivel.eu 



Martowirono, K., Jansma, J.D., Luijk, S.J. van, Wagner, C., Bijnen, A.B. Possible solutions for 
barriers in incident reporting by residents. Journal of Evaluation in Clinical Practice: 2010 

[TABLE 2] 

[TABLE 3] 
Furthermore, the lack of feedback on a report and the absence of visible system changes 

strengthens the reservations to report. Besides, reporting an incident can be perceived as 
disloyal to colleagues as well as not one's responsibility. Finally, residents do not report all 
incidents because of the perceived negative consequences for themselves, such as legal 
liability and unpleasant working conditions. 

Barrier 2: a non-stimulating culture 
I: ‘It is kind of frowned upon. I'll report this! It's often used as a threat, which makes 

reporting an incident difficult.’ 
Residents mentioned that superiors do not encourage them to report incidents. Next, 

incident reporting is considered to be emotionally charged. A vicious circle exists and is 
maintained: if few incidents are reported, incident reporting will remain emotionally 
charged. The situation differs between wards. 

Barrier 3: a lack of perceived ability 
I: ‘I remember that it takes 15 minutes to make a report. The other day, I wanted to report 

something. It took quite some time to find the form I needed.’ 
II: ‘Yeah, if you don't know where to find it, it can certainly take some time.’ 
I: ‘Exactly, that should be easier. I had to fill out to much forms. So I quit. That was the 

reason. It took too much time.’ 
A few residents stated that they do not report incidents, because they simply do not think of 

it. Furthermore, some residents mentioned that they do not know what and how to report. 
Also, the procedure used is perceived as not user-friendly. This barrier was most frequently 
mentioned. The web-based system is too complicated – for example, one has to fill out all 
fields of the web form before the form can be submitted, even if one does not have an answer 
– and takes too much time which residents do not have because of their busy working 
schedules. 

Residents' suggestions for improving incident reporting 
I: ‘It would be nice when, just like the ICT-helpdesk, you can make a phone call to report. 

You talk to someone and give the essentials. If necessary, they can call back later.’ 
II: ‘Or send an e-mail.’ 
I: ‘I know for sure that the amount of reports will increase.’ 
Specific suggestions to solve the barriers they experience are shown in Table 4. It should be 

mentioned that not all residents agreed on anonymous incident reporting. The advantage 
mentioned was that in this case incident reporting cannot lead to any negative consequences 
for the residents themselves. Some objections that were mentioned were the fact that in 
practice it is always possible to find out who was involved in the incident and that 
interpreting anonymous reports can be difficult. In general, the residents stated that they 
would like to be consulted more often when new policies that affect residents are prepared 
because this could lead to policies that actually fit the residents. 

Getting round barriers in practice 
Some residents mentioned that they already found a way to get round the perceived barriers 

in practice, for example asking a nurse to make a report or discussing an incident with the 
colleagues involved. They stated that this is more effective, less time-consuming and less 
disloyal to colleagues than making a report. After discussing an incident, reporting is 
frequently considered to be duplicitous. 
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DISCUSSION 
This study explored the barriers that residents experience to reporting incidents and how 

these barriers can be solved according to the residents. A negative attitude, a non-stimulating 
culture and a lack of perceived ability prevent residents from reporting. Residents suggested 
several practicable solutions to solve the barriers: providing the possibility to report 
anonymously, providing feedback, creating an incident reporting culture, simplifying the 
procedure, clarifying what and how to report and exciting residents to report. 

[TABLE 4] 

[FIGURE 1] 

The theory of planned behaviour 
The barriers that are found can be categorized using the theory of planned behaviour (TPB). 

The TPB is a widely used social psychological model focusing on the relationship between 
attitude, subjective norm, behavioural control, intention and behaviour. In short, the theory 
considers intention to be the immediate antecedent of behaviour. The intention is based on 
attitude, subjective norm and behavioural control [14]. Previously it was suggested that the 
TPB has relevance for studying the behaviour of health care providers [15]. Figure 1 shows a 
simplified TPB model and the relation to the barriers that are found in this study. 

Practical implications 
For as far as we know no other qualitative study on barriers to incident reporting by 

residents was ever conducted. Although other studies discovered similar barriers based on 
surveys, the data collected through focus group discussions provides enhanced information 
that can be very useful. For example, we discovered that the barrier negative attitude consists 
of many components, which all should be considered in attempts to improve incident 
reporting by residents. 

Our findings showed that in practice residents find ways to get round barriers, for example 
by discussing incidents with colleagues. This was also demonstrated in previous studies [5,16]. 
It shows that it is important to underline the significance of formal incident reporting. 

Several solutions that were mentioned during the focus group discussions are studied before 
in quantitative studies. For example, some residents suggested that it should be possible to 
make a report anonymously. Sharma et al. demonstrated that 44% of the surgical trainees 
participating in their study would report more if the system was anonymous [6]. Another 
solution that the residents provided was to simplify the procedure by introducing a card 
system instead of a web-based reporting system. Schuerer et al. conducted a study on the 
introduction of a new card system in a surgical intensive care unit. This card system replaced 
an underused online system. The study concluded that a card reporting system, combined 
with appropriate education, improved overall reporting, especially among doctor providers 
[17]. By contrast, Fukada et al. in their study on the impact of system-level activities and 
reporting design on the number of incident reports in teaching hospitals in Japan 
demonstrated that online reporting can lead to a 26% increase in doctors' reports. They also 
demonstrated, in accordance to our findings, that educational activities and a reporting 
system that consumes less time may improve incident reporting [18]. We explored solutions 
that residents themselves suggested to improve incident reporting. Residents perceived the 
focus group discussions as pleasant and valuable, since they felt they finally had the chance 
to be involved in policies regarding patient safety in a way that is bottom-up instead of top-
down. When making efforts to improve incident reporting by residents these suggestions 
mentioned by the residents themselves should especially be taken into account. 

The barriers found in this study can be categorized using the TPB. This is useful since the 
several practicable manuals for constructing TPB questionnaires and interventions can be 
used when considering further research based on our findings [19–21]. 
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Limitations 
This study has several limitations. 
Focus groups contain the risk of social desirability. The possibility exists that some 

respondents gave answers that were perceived to be more socially acceptable by the group. 
However, to prevent this from happening the preconditions for an open discussion were 
optimized putting emphasis on the fact that the moderator was not associated to the hospital 
and by underlining the confidentiality of the conversations. 

This study was conducted in one large teaching hospital in the Netherlands. This hospital 
uses a web-based, confidential, voluntary reporting system. If questions may rise about the 
generalizability to hospitals where for example different reporting system are used, 
quantitative research based on the current findings or a study with a similar approach to this 
study can be conducted to uncover barriers and solutions in another context. 

Conclusion 
Residents have useful suggestions to resolve the barriers that prevent them from reporting 

incidents. They include solutions that influence attitude, culture and perceived ability. These 
suggestions should be considered when making an effort to improve incident reporting by 
residents. Quantitative research based on the current findings or a study with a similar 
approach to this study can be conducted to uncover barriers and solutions specific to another 
hospital. 
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