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Abstract

To ensure systems in hospitals improve to make patient care safer, learning must occur when things go wrong. Incident reporting is one of the
commonest mechanisms used to learn from harm events and near misses. Only a relatively small number of incidents that occur are actually
reported and different groups of staff have different rates of reporting. Nationally, junior doctors are low reporters of incidents, a finding
supported by our local data. We set out to explore the culture and awareness around incident reporting among our junior doctors, and to
improve the incident reporting rate within this important staff group. In order to achieve this we undertook a number of work programmes
focused on junior doctors, including: assessment of their knowledge, confidence and understanding of incident reporting, education on how
and why to report incidents with a focus on reporting on clinical themes during a specific time period, and evaluation of the experience of those
doctors who reported incidents.

Junior doctors were asked to focus on incident reporting during a one week period. Before and after this focussed week, they were invited to
complete a questionnaire exploring their confidence about what an incident was and how to report.

Prior to "Incident Reporting Week", on average only two reports were submitted a month by junior doctors compared with an average of 15 per
month following the education and awareness week. This project highlights the fact that using a focussed reporting period and/or specific
clinical themes as an education tool can benefit a hospital by promoting awareness of incidents and by increasing incident reporting rates. This
can only assist in improving hospital systems, and ultimately increase patient safety.

Problem

To ensure systems in hospitals improve to make patient care safer,
learning must occur when things go wrong.[1] Junior doctors are at
the frontline of patient care and are likely to witness errors and
system failures. However, doctors as a profession are low reporters
of incidents compared with nurses[2,3]; there may be many reasons
for this including fear of blame, lack of knowledge of how to report
an incident, lack of clarity around what constitutes an "incident" and
lack of belief that reporting has value, often related to poor
feedback systems.[4,5] We recognised that junior doctors were low
reporters of incidents in our hospital (Royal United Hospital Trust,
Bath) and set out to explore this and improve the system and
reporting culture within our Trust.

Background

Incident reporting is an established mechanism for improving safety
through learning from failures in health care and in industry.[6,7]
Incident reporting is widely used and promoted as an effective tool
to make an organisation safer.[4,5,6,7] Hospitals that report large
numbers of incidents are viewed as having an effective safety
culture.[8] However, it is recognised that only a relatively small
percentage of incidents that occur are actually reported, and
crucially those incidents where harm did not occur but where
learning could be significant to prevent future harm (“near misses”)
are not reported.[5,9] The reasons for failure to report incidents
have been extensively analysed and include: time constraints;
failure to recognise an incident, fear of blame, failure to receive

feedback, and lack of belief in the value of the system.[4,5,9,10,11]
On the basis of these issues, the World Health Organization has
convened work to improve development and management of
patient safety incident reporting systems.[6]

Doctors have low rates of incident reporting compared with other
staff groups.[2,3,5] Traditionally medical education has focused on
morbidity and mortality reviews to promote learning around how
care could be improved. However, these meetings are frequently
only attended by doctors and focus on individual performance and
not system improvement; the lessons learnt remain within the
medical team and are not shared with the whole hospital system
where they could promote wider learning and identification of those
system issues that might compromise safety.[12,13]

The need for improvement in the culture around healthcare incident
reporting is often illustrated by comparison with high reliability
organisations such as nuclear power and commercial aviation.[7]
Incidents are reliably reported by all team members, analysed often
by an independent team, and the results and learning are widely
disseminated using a variety of mechanisms. In addition, the “WHO
Draft Guidelines for Adverse Event Reporting and Learning
Systems” published in 2005 outlines the need for a transferable
reporting system that would allow for comparisons of incident
reporting between different healthcare systems, a call that has been
widely echoed.[14,15]

There has been increasing recognition that junior doctors are
important members of the safety team in a hospital. The report by
Sir Bruce Keogh (medical director of the NHS) on hospitals with
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high mortality rates stated eight ambitions for improvement, one of
which was “Junior doctors in specialist training will not just be seen
as the clinical leaders of tomorrow, but clinical leaders of today. The
NHS will join the best organisations in the world by harnessing the
energy and creativity of its 50,000 young doctors.”[16]

Baseline measurement

Incident reporting rates for junior doctors (in this project F1 and F2
doctors) were extracted and analysed on a monthly basis from the
Datix incident reporting system for the seven months prior to the
improvement period.

Design

In order to improve the culture around incident reporting in our
organisation we undertook a number of work programmes to
improve incident reporting rates and the feedback from incident
reporting. We sought to specifically increase junior doctors’
exposure to incident reporting in a number of ways:

- Assessing junior doctors’ knowledge, confidence, and
understanding of incident reporting

- Educating junior doctors about how and why to report

- Selecting clinical areas and themes that were important to junior
doctors and focusing on reporting on these

- Encouraging junior doctors to actively report incidents in the
selected areas or safety themes during a specific time period of one
week

- Evaluating the experience of junior doctors who reported incidents

These points were decided on following discussion with junior
doctors, senior clinicians, and the hospitals Datix team. We wanted
to ensure that the junior doctors were given focussed and
comprehensive exposure on how to report an incident, to help them
understand why it is important, how it is beneficial to patients, and
how it can be used to improve hospital systems. In this study we
chose not to focus on the feedback of incidents; we are well aware
of the importance of this aspect of the incident reporting loop,
although we decided that would be the subject of a follow up
project.

Strategy

During a one week period (2nd March 2014 to 9th March 2014),
junior doctors were asked to focus on incident reporting. Prior to
this week, junior doctors who attended their weekly teaching
sessions were given a questionnaire exploring their confidence on:
finding an incident form, completing an incident form, and knowing
what to report as an incident. Within the questionnaire was a free
text box for them to comment on their understanding of what should
be reported as an incident, as well as asking them about any
incidents they had reported whilst working in the Trust. At this time,

they were unaware that the hospital was planning an "Incident
Reporting Week."

Following this assessment, the doctors were given a tutorial on
Datix, the incident reporting tool that the hospital uses (and is
widely used throughout the world) by one of the Datix team. The
tutorial consisted of teaching on how to actually report an incident
and how incident reporting is used throughout the hospital.

Through discussion with junior doctors about where they felt the
highest risks occurred, and consultation with senior clinicians
involved in quality and safety, a range of topics were chosen for the
junior doctors to focus their incident reporting on. These were: VTE
assessment and prescription errors, any issues relating to warfarin
prescribing, and any issues with communication (with particular
focus on late alerting of patient deterioration). All doctors were
encouraged to report an incident during the following week, with
email reminders sent before and during this period.

Following the incident reporting period, junior doctors who attended
their weekly teaching sessions were given the same questionnaire
on their knowledge of the incident reporting system to complete.
The incidents that were reported during the reporting week were
also discussed with them, along with the plans developed to
address these. Data were stored and analysed on Microsoft Excel
XP.

Results

In the seven months from August 2013 to February 2014, 15
incidents were reported by junior doctors. During ‘Incident
Reporting Week’, 17 incidents were logged by junior doctors. In the
five months following the education and increased awareness of
incident reporting week, 76 incidents have been logged by junior
doctors (figure 1).

Junior doctor reporting and confidence

Thirty three juniors completed the questionnaires prior to ‘Incident
Reporting Week’ (F1 n=23, F2 n=10). Of these only seven (21.2%)
had ever completed an incident form in this Trust. Of these, five
(71.4%) doctors were F1s and two (28.6%) were F2s. Of these,
none had received feedback regarding the incident they reported.

The questionnaire asked if the juniors had ever been shown how to
complete an incident form. Prior to the intervention only two (6.06%)
doctors stated yes, however after the incident reporting week 16
(61.5%) of doctors stated yes (figure 2). When all junior doctors
were asked whether they were aware of anyone receiving feedback
regarding a reported incident, the response was usually negative.
Only two (6.1%) stated “yes” pre-intervention and three (11.5%)
post-intervention (figure 3).

The next section of the questionnaire covered confidence
surrounding reporting incidents. Figure 4 demonstrates the change
in confidence regarding finding the incident form. Pre-intervention,
over half (66.6%) of junior doctors were not confident or unsure
about finding an incident form. Following the intervention only
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19.2% of doctors asked were unsure about finding an incident form.

Figure 5 demonstrates the change in confidence regarding
completing an incident form. Pre-intervention, over half (57.6%) of
junior doctors were unsure about finding an incident form,
compared to only 15.4% post-intervention.

Figure 6 demonstrates the change in confidence regarding knowing
what to report as an incident. Pre-intervention only 6.06% of junior
doctors were fairly confidence about what should be reported as an
incident, with no one stating they were very confident. Post-
intervention, over half (53.8%) stated they either fairly or very
confident about what should be reported as an incident.

Direct feedback from junior doctors who were part of this project
included statements such as: “I feel more confident when reporting
an incident, knowing that the hospital is not looking for blame but
how to improve a current system” and “I feel like an issue that I
raise through the reporting system will be listened to and acted
upon appropriately”.

The number of incidents reported around medication safety (n=9)
and particularly focused on warfarin prescribing (n=7) provided
evidence, rather than anecdote, that our systems around warfarin
prescribing could be improved. An improvement project involving
the senior pharmacist and delivery of point of care testing has been
established through the use of this information.

See supplementary file: ds4113.docx - “Figures Post Peer Review”

Lessons and limitations

Overall, this project demonstrated that having an incident reporting
programme and action week increased not only the number of
reports, but also positively impacted the doctors’ confidence about
recognising an incident and completing and finding the incident
form.

We targeted the junior doctors by attending their weekly teaching
sessions. Therefore we did not capture all the doctors as some
would have been on annual leave or unable to attend teaching due
to clinical pressures. In order to capture more junior doctors we
would need to attend more than just one session. Additionally, we
could introduce this teaching to new doctors at their Trust induction.

This project has shown that increased teaching and awareness of
incident reporting targeted at one staff group within the Trust is
manageable, and has a positive outcome on the hospital and the
systems within it. However, we clearly have work to do to improve
our feedback on learning from incidents and that is the subject of
further work in this area. Strategies to maintain sustainability of
reporting such as regular focussed incident reporting weeks should
be considered.[11] Additionally further development to the
programme to identify other potential barriers to reporting needs to
be investigated, including the creation and preservation of a blame-
free culture for reporting especially among young doctors, and the
influence that senior role models speaking about their own failures
would have on junior doctors.[4,13]

This training should not be concentrated purely on junior doctors
but should be given to all new doctors, of any grade, to the Trust.
Such training could be attached to the mandatory e-learning that is
already in place.

Conclusion

The principal aim of this project was to increase junior doctor’s
knowledge and understanding of incident reporting. Results
revealed that focussed teaching and education on incident reporting
increased the occurrence of reports completed by junior doctors.
Prior to "Incident Reporting Week", on average only two reports
were submitted a month compared with an average of 16 per month
following the education and awareness of incident reporting week.

This project has demonstrated that a simple, focussed
education/teaching session as an educational tool to all new junior
doctors to the Trust improves incident reporting; incident reporting
rates have remained elevated suggesting that junior doctors have
an increased awareness of the value of incident reporting.
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