Nurse Education Today 76 (2019) 200-205

journal homepage: www.elsevier.com/locate/nedt

Contents lists available at ScienceDirect

Nurse Education Today

What influences nursing safety event reporting among nursing interns?: R)

Focus group study

Jihong Song™*', Yinang Guo™'

Check for
updates

@ Nursing School, Fujian Medical University, 1 Xue Yuan Road, University Town, Fuzhou, Fujian, China

Y Fujian Medical University Union Hospital, Fuzhou, Fujian, China

ARTICLE INFO ABSTRACT

Keywords:

Focus groups
Internship
Motivation
Non-medical
Qualitative research
Risk management

interns.

Background: Nursing safety events involving undergraduate nursing interns often occur but are under-reported.
Only a few nursing schools have instituted formal reporting systems. The factors that affect reporting by un-
dergraduate nursing interns are largely unknown.

Objective: The study aimed to explore the barriers and incentives to nursing safety event reporting by nursing

Design: Focus groups were adopted to generate data for qualitative, thematic analyses.

Settings: Focus groups were held in intern dormitories during evenings or weekends.

Participants: Purposive sampling strategies were employed. The participants were undergraduate nursing interns
from one medical university in Fuzhou, China.

Methods: A total of six focus groups were conducted. Semi-structured questions guided the groups.

Results: Thirty-eight undergraduate nursing interns attended the groups. Barriers to nursing safety event re-
porting had five major themes: “Lack of knowledge,” “Inconvenience of the reporting system,” “Feeling of un-
certainty and dishonor,” “No benefit from reporting,” and “Social influence.” Incentives had three major themes:
“Nursing safety event education,” “Optimization of the reporting system,” and “Anonymous reporting.” Specific
and targeted suggestions were considered, such as education by QQ or WeChat and the use of mobile devices.
Conclusions: Nursing schools need to establish nursing safety event reporting systems for interns, and this needs
to be accomplished in cooperation with teaching hospitals to clarify duties and management responsibilities.
Practical and targeted management strategies need to be developed to foster reporting, improve nursing safety

culture, and promote hospital quality.

1. Introduction

Nursing safety is a global public health issue that involves hospital
management. In China, nursing safety is defined as the avoidance of
damage, dysfunction, or defects affecting the structure, or function of
the mind or body, including those leading to death, by transgressing
laws and statutory regulations while providing nursing services; it in-
cludes both nurse safety and patient safety (Li et al., 2017). According
to the World Health Organization (WHO), there is a 1 in 300 chance for
a patient to be harmed during health care, which is much higher than
the 1 in 1,000,000 chance for a traveler to be harmed in an aircraft.
Tong et al. (2016) surveyed four third-level hospitals in Shanghai,
China, and found that 388 nursing staff were responsible for 257 nur-
sing safety events in 1year. In addition to human suffering, unsafe
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health care exacts a heavy economic toll. It is estimated that 20%-40%
of all health costs are due to poor-quality care, including additional
hospitalizations, medical expenses, litigation costs, infections acquired
in hospital, disability, and lost productivity. In some countries, the cost
associated with unsafe practice has been estimated at $19 billion an-
nually (World Health Organization, 2017).

Most unsafe practice is due to system failures, rather than individual
actions. Nursing safety event reporting and learning systems are the
major management strategies for prevention of such events; they were
originally developed to collect nursing safety event data to avoid si-
milar types of events in the future. Although many hospitals in most
countries and regions have established nursing-security incident-re-
porting systems, their effectiveness is often sub-optimal due to serious
under-reporting (Martin et al., 2018; Lawati et al., 2018; Archer et al.,
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2017). Studies have identified barriers to appropriate reporting, in-
cluding: fear of disciplinary action or condemnation, lack of knowledge,
focusing on the individual, fear of involving colleagues or departments,
lack of time, complex reporting procedures, and lack of feedback or
systematic improvement (Lawati et al., 2018; Vrbnjak et al., 2016;
Engeda, 2016; Bahadori et al., 2013). The situation is similar in
mainland China, where non-anonymous reporting is another major
barrier (Shi et al., 2015; Zhou, 2014; Jia and Tang, 2014). It is im-
portant to note that most studies have focused on nurses, with only
limited attention paid to nursing interns.

Clinical practice is an essential part of nursing education. During
their initial clinical contact with patients, interns are unfamiliar with
the hospital environment and have not developed communication
skills; both limitations may pose safety hazards (Stevanin et al., 2015;
Charkhat et al., 2016). Studies have reported that 17% to 53.2% of
nursing interns experienced one or more adverse events (Sun et al.,
2012; Stevanin et al., 2018); however, most are not reported (Song
et al., 2015; Stevanin et al., 2018). It is suggested that adverse events,
near-misses, and documented errors involving students need to be re-
corded, aggregated, and acted upon by educators, in partnership with
clinical units (Cooper, 2013).

In mainland China, hospitals rather than nursing schools oversee
interns' nursing safety problems. Recent cross-sectional studies have
identified which factors contribute to the under-reporting of nursing
safety events for nursing interns, yielding similar results to the studies
of nurses (Lu and Jiang, 2015; Zhang et al., 2016). However, cross-
sectional studies do not provide deep insight into the reasons for un-
derreporting. Likewise, few studies have suggested strategies that
would promote reporting. A thorough understanding of the barriers to
nursing safety event reporting would be an important first step in de-
veloping strategies to produce effective interventions that increase re-
porting, reduce nursing safety events, and improve nurse and patient
safety (Mirbaha et al., 2015).

The purpose of this study is to explore, using focus groups, the
barriers to and incentives for reporting nursing safety events for nursing
interns, in order to provide evidence for improving nursing safety
management among interns.

2. Materials and methods
2.1. Study design

Focus groups were utilized in the study to generate data for quali-
tative, thematic analyses. The key reasons were as follows. Focus
groups allow researchers and readers to identify and clarify their opi-
nions, which explains their wide adoption in health research (Kingry
et al., 1990; Kitzinger, 1995). Compared with individual interviews,
focus groups may provide deeper insight into barriers and generate
more ideas for incentives, which may then improve nursing safety event
reporting (Coenen et al., 2012; Tausch and Menold, 2016).

2.2. Participants and setting

Purposive sampling strategies were employed in this study. Full-
time undergraduate nursing interns were enrolled from one medical
university in Fuzhou, a southeastern Chinese city. This university had
an established nursing safety event reporting platform. The participants
were in their final year of internship and had completed six months of
practice in one of three Fuzhou Tertiary Hospitals.

Focus groups were held in intern dormitories during evenings or
weekends from December 2017 to January 2018. In this manner, dis-
ruption was minimized and the interviews were conducted as part of
daily life.
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Table 1
Statistical characteristics of the focus groups.
FG1 FG2 FG3 FG4 FG5 FG6

Number of interns 4 7 4 8 9 6
Gender F F F M F F
Duration of interview (minutes) 67 53 40 62 58 42
Practice hospital
A 3 5 2 3 0 0
B 1 2 0 2 6 1
C 0 0 2 3 3 5

2.3. Ethical considerations

Participation by nursing interns was entirely voluntary with anon-
ymous reporting. The participants were informed that the groups would
be recorded, data collected would not be disclosed to any third party,
and the interview would have no impact on the evaluation of internship
performance. All participants provided written informed consent and
signed a confidentiality agreement. The study was approved by the
Fujian Medical University Ethics Committee.

2.4. Procedure

Six focus groups were conducted. Each group consisted of four to
nine interns and each interview was 40 to 67 min in duration. Statistical
characteristics of the focus groups are presented in Table 1. Sample size
was determined by data saturation, a point at which no new data
emerged from new interviews. Non-verbal communication and notes
for each group were recorded by one to two assistants. The interviews
were audio recorded and transcribed verbatim.

The researcher explained the purpose of the study to participants in
order to target the discussion. A semi-structured interview guide was
used to ensure similar key topic discussion by each group. Questions
included: (1) Do you have an opinion about nursing safety events?; (2)
Have you reported all events to the nursing school reporting system?
What kind of nursing safety events need to be reported?; (3) Do you
know how to report nursing safety events, and do you have an opinion
about the reporting system of the school?; (4) What are the barriers to
the nursing school reporting system?; (5) Are there any incentives to
report nursing safety events? If so, what are they?

The study team consisted of two researchers (both female) and three
assistants (2 females, 1 male). The researcher who led the focus groups
was a university teacher who participated in the teaching of the stu-
dents' 3rd academic year. The three assistants were first- and second-
year students, recruited to observe and record meeting notes during
each focus group interview. Before the focus groups, the assistants were
trained in observation and record keeping by one of the researchers.
Transcription of audio-recordings was completed by two members of
the study team. The names of interns and practice hospitals were re-
placed by number codes to ensure anonymity. To monitor data quality
and completeness, the researcher who read the transcripts and field
notes did not attend the focus groups. All transcripts were returned to
participants for comment.

2.5. Data analysis

Inductive and deductive content analysis were adopted for data
analysis. Main themes were extracted separately by two researchers of
the study team. Results were discussed and agreed upon during a
meeting of the two researchers.

3. Results

Thirty-eight interns (8 men and 30 women; mean age
21.32 = 0.87 years) attended the interviews, as shown in Table 1.
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From the findings, five major themes were identified in the “barriers to
reporting nursing safety events” domain, and three major themes in the
“incentives to report nursing safety events” domain.

3.1. Barriers to reporting nursing safety events

3.1.1. Lack of knowledge

Four knowledge modules required clarification for the interns:
“What are nursing safety events?”; “What should be reported?”; “Why
report nursing safety events?”; and “How should events be reported?”
The mastery of one knowledge module affected mastery of the others.

It was first necessary for interns to understand the meaning of the
phrase “nursing safety events.” Each of the focus groups were able to
state the categories of nursing safety events, but were confused about its
definition. This was particularly true for events that had no con-
sequences, creating ambiguity over what should be reported.

When suturing in the operating room, I often feel the hook, but have no
noticeable skin damage. Was it a needlestick injury?
(FG3)

When dispensing medicine, the medicine may splash onto my hand ... I
was unsure whether it had any effect on my skin.... Further, such a
situation could also lead to an inaccurate dose, but I am unsure whether
this is a nursing safety event.

(FG1)

All of the focus groups indicated a lack of criteria for identifying
events that need to be reported. The severity of the consequence caused
by the event was considered an important measure of “what should be
reported.” Serious nursing safety events that may hurt patients or in-
terns were mostly reported, since the effect of these events needed to be
tracked. However, minor events were often ignored because reporting
those was considered meaningless, as nothing would be changed, thus
unnecessarily increasing the workload. It is clear that “why report” was
an important factor that determined “what should be reported.”

No one informed me of the criteria (for what should be reported). ... The
error tends to be reported if the medicine entered the patient's body since
the patient must then be observed closely.

(FG6)

I do not know the reason for such reporting. ... A great deal of in-
formation is reported but whether anyone reads or evaluates this in-
formation is unknown and nothing changes.

(FG2, FG3)

The interns who had used the reporting system thought it easy to
operate. However, most of the participants had not used it, and several
focus groups expressed resistance to any new operating system, no
matter how simple it may be.

No one wants to use a new system.
(FG4)

3.1.2. Inconvenience of the reporting system

The school's departmental reporting system and that of the hospital
were separate, which annoyed interns, because reporting in both sys-
tems doubled the workload.

We have to report it (the event) twice, which makes me fidgety.
(FG6)

Several focus groups mentioned that only computer terminals could
be used for reporting which affected reporting rate.

The clinical workload was so heavy that I felt too tired to open the
computer when I returned to my dormitory.
(FG5)
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3.1.3. Feeling of uncertainty and dishonor

Interns expressed their concerns regarding the consequence of re-
porting, including the impact on their employment, their supervisors, or
their practice department.

There is no indication of what happens after reporting. I worry that re-
porting will be recorded in my individual file or at least in the system,
which will be permanent. (FG1).
If I reported all nursing safety events, hospital recruiters will refuse to hire
me. (FG4).
Reporting may affect my teacher. I have heard that some teachers and
supervisors were punished for a student's mistake.

(FG6)

Neither condemnation nor criticism were mentioned in these focus
groups. The teachers and supervisors focused on helping interns, in-
stead of condemning them. Several participants stated that punishment
was reasonable and acceptable when the event was serious.

Most of the teachers were nice. They provided comfort that reduced

nervousness, and provided guidance to deal with the issue. (FG5).

I think it reasonable to be punished if a serious error was committed.

After all, I was wrong, and I should be responsible for the consequence.
(FG4)

Shame was another barrier to nursing safety event reporting.
Several participants stated that events were due to their own failure to
follow standard procedures, which was dishonorable. These interns
prefer others not to know about their errors.

It was humiliating. I still feel embarrassed when I remember the mistake.
(FG1)

After all, it was not an honorable thing, and the less publicity, the better.
(FG4)

3.1.4. No benefit from reporting

Within several focus groups, the participants stated that there was
no benefit to reporting. The benefits desired by the interns were in-
structional suggestions for problem solving and subsequent treatment
of any possible injury; they did not want to be rewarded, believing this
could induce inauthentic reporting.

Subsequent solutions are my concern. The reporting system should be
associated with patient information e.g., HIV or TP, which would allow
me to determine what to do next.

(FG3)

It is not necessary to reward such behavior (reporting), since some people
would make a false report for the reward.
(FG6)

3.1.5. Social influence

The attitude of interns was determined by supervisors and the error
management atmosphere of the practice hospital. In teaching hospitals,
the clinical nursing teachers and supervisors often had an indifferent
attitude towards minor nursing safety events, which were regarded as
personal management vulnerabilities, and were often concealed and
under-reported.

At first, we did not know how to deal with these problems; we often
followed the teacher's guidance.
(FG4)

I felt that the supervisor considered nursing safety events as a personal
management problem, which were side-stepped unless the problem could
not be concealed.

(FG2)



J. Song and Y. Guo

3.2. Incentives to report nursing safety events

Since there are only a few colleges and universities with established
nursing safety event reporting systems, methods to enhance the man-
agement of such events require further consideration. The interns made
the following improvement suggestions.

3.2.1. Nursing safety event education

All of the participants indicated the need for a nursing safety course
to provide nursing safety event knowledge, including classifications,
precautions, the purpose of reporting, the means by which to report,
and what should be reported.

It would be best to have such a course in school. This would reduce
nervousness, especially during the first event.
(FG3)

I believe it important to offer the course during school, which would
popularize the importance of nursing safety event reporting, and would
unify standards for these events.

(FG4)

The participants unanimously suggested the creation of online chat
rooms such as QQ or WeChat, which would provide a virtual space for
sharing. First, messaging through this platform would accelerate the
transmission of knowledge about nursing safety management. Second,
the frequency of reported nursing safety events should be announced to
improve reporting transparency. Furthermore, virtual platforms should
be a place to discuss solutions and to share experiences, which would
create an atmosphere of learning, thus enhancing critical thinking and
innovation.

The frequency of reported nursing safety events could be announced
within the platform with de-identification. This will raise awareness and
be helpful to practice.

(FG4)

QQ group is a platform that we watch. Experience with similar issues
could be shared, which would promote learning. Discussion sections
could be directed to ensure consideration of interesting ideas.

(FG2)

3.2.2. Optimization of the reporting system

To simplify the reporting procedure and avoid repetition, the in-
terns hoped the hospital would obtain reporting data from the school's
system, while maintaining the premise of anonymous reporting.

Several participants suggested the development of mobile reporting
platforms. Mobile devices have replaced computers and are important
components of an intern's life, study, entertainment, and communica-
tion.

If I can report incidents from my mobile phone, I can save considerable
time.
(FG4)

There are too many apps on my mobile phone. ... WeChat is fine.
(FG3)

Several participants indicated that the function of nursing safety
reporting should be expanded beyond data collection to include in-
dicating how to deal with events (as considered in Section 3.1.4).

3.2.3. Anonymous reporting

Anonymous reporting would reduce anxiety and promote trust in a
non-punitive reporting system. However, a few participants suggested
that anonymous reporting would affect the subsequent tracking of
events, especially for serious incidents.

Anonymous reporting is the best since the psychological burden would be
reduced.
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(FGI)

The severity of events must be considered. For some serious incidents, the
results of adverse drug reactions or subsequent treatment should be fol-
lowed up, which requires the use of actual names.

(FG4)

4. Discussion

The purpose of this study was to develop effective strategies to in-
crease reporting and improve hospital safety by exploring under-
graduate nursing interns' perspective on the barriers to and incentives
for reporting nursing safety events. In this study, five main themes in
the domain “Barriers to reporting nursing safety events” and three main
themes in the domain “Incentives to report nursing safety events” were
identified.

This study showed that undergraduate interns lacked knowledge of
nursing safety event reporting, consistent with prior findings for nurses
(Mirbaha et al., 2015; Vaismoradi et al., 2014; Hashemi et al., 2012).
Through its Multi-professional Patient Safety Curriculum Guide, the
World Health Organization (2011) is currently leading a global drive to
improve patient safety education, which has been proved to sig-
nificantly improve knowledge, skills, analysis, problem solving, and
motivation for reporting (Mansour2015; Nakamura et al., 2014).
However, nursing educators have given little attention to nursing safety
(Leotsakos et al., 2014). At present there are few nursing schools in
mainland China that include a nursing safety curriculum in their
teaching program. Undergraduate interns receive the most knowledge
of nursing safety from pre-practice education at teaching hospitals. Due
to differences in error management and teaching levels, the effective-
ness of teaching was variable. Therefore, it is imperative to offer nur-
sing safety education before the internship.

Detailed, operative, and coherent reporting guidelines are necessary
to ensure accurate and consistent data collection, which will increase
reporting rates (Vrbnjak et al., 2016). However, there are no universal
standards for what constitute nursing safety events and what should be
reported. Various academic groups and organizations have their own
definitions and interpretations of these issues, even within a single in-
stitution (Long et al., 2011). Developing a nursing safety reporting
consensus is important and will incentivize reporting.

In addition, all focus groups agreed that minor nursing safety events
and near misses were under-reported, despite their high incidence.
Reporting these events was thought to be meaningless and an added
burden with no effective solution, as reported previously (Xie et al.,
2015; Hashemi et al., 2012; Mansour et al., 2015). This result implies
that interns lacked confidence in the system. Interns suggested orga-
nizing regular root-cause analysis discussions, which would improve
system understanding and promote a learning culture (Sun et al., 2011).
Since teaching hospitals are located throughout the city, the creation of
QQ or WeChat groups is considered an appropriate means.

Networks and electronic information have made data collection and
analysis convenient. However, interns who participated in this study
were unwilling to use new formats, which has rarely been reported. Our
recommendation is to provide early guidance for the use of such for-
mats and to provide a concise operations manual.

Inconvenient reporting systems and procedures are common com-
plaints by nurses (Mirbaha et al., 2015; Topaz et al., 2016). In contrast,
this study's participants emphasized repeated reporting, which would
increase their workload and likely reduce reporting (Xie et al., 2015).
Therefore, it is necessary for nursing schools and teaching hospitals to
clarify respective mandates for appropriate management of nursing
safety events. Furthermore, with the popularization of mobile phones,
nursing safety reporting may be best accomplished by harnessing mo-
bile technology, for example, through the WeChat public platform.

Feelings of uncertainty and dishonor were a major barrier to nursing
safety reporting in this study. Interns were concerned about the effect of



J. Song and Y. Guo

reporting on themselves, supervisors, departments, and their relation-
ship with teachers and other interns (Lukewich et al., 2015; Mansour
et al., 2015). Anonymous reporting systems may be a good means by
which to eliminate such concerns, as previously reported (Hashemi
et al., 2012; Mansouri et al., 2014). However, anonymous reporting
may not be suitable for those events that the parties involved in could
be hurt. Notably, several participants believed that punishment was
reasonable for the above events, which differs from prior findings
(Zhang et al., 2016; Mirbaha et al., 2015). Criticism and punishment
did not concern participating interns, which suggests that nursing
safety culture in teaching hospitals is improving. Therefore, real-name
reporting may be appropriate for the events that the parties involved in
need extra observation and disposal, whereas anonymous reporting
may be appropriate for minor events.

The value of event reporting to promote policy reformation was not
apparent to the interns (World Health Organization, 2015), for whom
policy reformation is remote and does not appear to have an immediate
impact. “No benefit” was stated to be a reason for under-reporting
(Peyrovi et al., 2016; Zhang et al., 2016). Few studies have evaluated
how to make reporting beneficial. In this study, all focus groups op-
posed reward incentives, conflicting with prior findings (Pedrés et al.,
2009). The participants wanted solutions to problems, more detailed
information regarding patients, e.g., human immunodeficiency virus
(HIV), syphilis, or hepatitis B (HB) status, and free access to laboratory
testing of potential infections, which would make reporting a benefit
rather than a burden.

Nursing safety event reporting by interns was affected by the atti-
tude of teachers and supervisors, which was determined by the nursing
safety culture of the teaching hospitals. Hence, the creation of appro-
priate reporting systems in nursing schools should cultivate best prac-
tice and improve hospital nursing safety (Disch and Barnsteiner, 2014).

The study has limitations. First, the participants were all recruited
from one university in Fujian Province, China, and their opinions may
not be broadly applicable or comprehensive. Second, some interns were
silent during the focus groups although they were encouraged to par-
ticipate. Third, the difference between nursing safety events and nur-
sing adverse events is ambiguous. The term “nursing safety events” was
chosen to reduce the pressure perceived by interns in reflecting on
mistakes.

5. Conclusion

Unsafe clinical practice by undergraduate nursing interns should not
be ignored. Reporting intern nursing safety events promotes nursing
quality. Educators need to participate in the collection and analysis of
nursing safety events in collaboration with teaching hospitals. This
study aimed to identify challenges to nursing safety event reporting
from the perspective of the intern. Five major themes in the barriers
domain and three major themes in the incentives domain were ex-
tracted. Some of these barriers and incentives have been identified by
other studies, but some unique suggestions were made. It is suggested
that nursing schools should establish systems for reporting intern nur-
sing safety events in cooperation with teaching hospitals, in addition to
clarifying respective management duties and officially informing in-
terns of policies. By taking advantage of modern information tech-
nology and mobile devices, and expanding the function of the reporting
system, continuing education will be strengthened and internships en-
riched. This should be an effective strategy to foster reporting.
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