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Abstract 

This study aims to analyze the incidents reporting culture of nurses in the inpatient room. The 

research design used in this study was descriptive analytic with a cross sectional approach. The 

population in this study were nurses at Sawerigading Palopo Hospital with a sample of this 

study as many as 140 nurses, sampling using purposive sampling technique. The instrument 

used was the IRCQ (Incident Reporting Culture Questionnaire). It was found that from 140 

respondents there were 77 respondents (55%) who showed a negative response to the culture 

of reporting incidents and showed a positive response there were 63 people (45%). Based on 

the four incident reporting factors, the factor that received the greatest negative response was 

the "collegial atmosphere due to discomfort and punishment" with a total of 119 respondents 

(85%). The culture of reporting incidents in the inpatient room of the Sawerigading Palopo 

public hospital must be improved and minimize any concerns from nurses regarding 

punishment and fear. 
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Introduction 

Incident reporting is an important first step to improve patient safety (Reed et al., 2013). 

However, most hospital incident reporting systems rely on voluntary reporting by staff 

(Braithwaite et al., 2010; Henriksen et al., 2005; Kousgaard & Joensen, 2012). 

Voluntary incident reporting systems are one approach to improving patient safety, as 

evidenced by their inclusion in many hospital accreditation programs. Canadian accreditation 

now has voluntary incident reporting as one of its Required Organizational Practices (The Joint 

Commission, 2013), and the Australian Commission on Safety and Quality in Health Care has 

a standard entitled “Governance for Safety and Quality in Healthcare Organizations,” in where 

incident reporting is a core requirement (Acreditation, 2014) while in Indonesia the Ministry 

of Health of the Republic of Indonesia established a National Patient Safety Committee to carry 

out five functions including developing and managing an incident reporting system, analysis 

and preparation of patient safety recommendations. KNKP is one of the external reporting 

places for all KPRS (Hospital Patient Safety) Teams in Indonesia (Ministry of Health, 2017) 

In hospitals, the main challenge to reporting incidents related to patient safety is the fear 

of being blamed and punished (Brunsveld-reinders et al., 2016; Wagner et al., 2013). Some 

studies suggest that voluntary incident reporting systems have also been described as a source 

of frustration, failing to produce the expected benefits. Its effectiveness is diminished due to 

barriers to voluntary incident reporting, some of which are related to concerns about the impact 

on health care professionals (Hughes, 2008; Noble, 2010; Shojania, 2008). So that one of the 

main problems in operating an incident reporting system is how to facilitate incident reporting 

(Evans et al., 2006). 
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Reporting patient safety incidents should become a culture in the hospital so that incidents 

can be analyzed and can be a lesson to find the root of the problem and find solutions for 

improvement and there is no culture of blame for whistleblowers, therefore the hospital must 

create a fair and open culture so that staff dare to report and incident handling is carried out 

systematically, including for nurses (Ministry of Health, 2017). 

Several studies have discussed surveys of patient safety culture both in Indonesia and 

several foreign countries (Abdi et al., 2015; Amirullah et al., 2014; Pujilestari et al., 2014; 

Rachmawati, 2011), so that the urgency of this research is still a little. which discusses the 

culture of reporting patient safety incidents abroad and even in Indonesia there has been no 

research related to this using instruments with patient safety incident reporting content. 

Therefore, the aim of this study was to analyze the culture of reporting patient safety incidents 

to nurses at the Sawerigading Palopo Hospital. 

Methods 

The research design used in this research is descriptive analytic with a cross sectional 

approach to analyze the culture of reporting incidents of nurses at Sawerigading Palopo 

Hospital. The population in this study were nurses at Sawerigading Palopo Hospital with a 

sample of this study as many as 140 nurses, sampling using purposive sampling technique. The 

instrument used was the Incident Reporting Culture Questionnaire. 

Results and Discussion 

In table 1, it is found that the average age of the respondents is 34.24, consisting of 12 men 

(8.6%) and 128 women (91.4%), in addition to 140 respondents, 42 ( 30%) of whom are 

educated Ners, S1 as many as 84 people (60%) and D3 Nursing as many as 14 people (10%). 

Table 1 also shows that most of the respondents have worked more than 5 years. In table 1, it 

is found that out of 140 respondents, 23 people (16.4%) were nurses in the orchid / surgical 

treatment room, 19 people (13.6%) were nurses in the fir room, 8 people (5.7%) were nurses 

in the dahlia room / child care, 28 people (20%) were nurses in the edelweiss room (internal 

care), 21 people (15%) were nurses in the orchid room, 19 people (13.6%) were nurses in the 

geranium room, 22 people (15.7%) were nurses in the ICU. 

In table 2, it is found that out of 140 respondents, there were 77 respondents (55%) who 

showed a negative response to the culture of reporting incidents and showed a positive 

response, there were 63 people (45%). 

In table 4, it is found that from the four factors / subscale of the incident reporting culture, 

the results are that in the "application of learning from mistakes" there were 21 respondents 

(15%) who showed negative responses while those who showed positive responses were 119 

people (85%) "Readiness to provide feedback on incident reports" there were 26 respondents 

(18.6%) who showed negative responses while those who showed positive responses were 115 

people (81.4%), on the factor "collegial atmosphere due to discomfort and punishment" 

contained 119 respondents (85%) who showed a negative response while those who showed a 

positive response were 21 people (15%), and on the factor "incident management: confidential 

and based on system" there were 50 respondents (35.7%) who showed negative responses while 

those who showed a positive response of 90 people (64.3%). 

Based on the results of this study, it was found that the culture of incident reporting showed 

a negative response of 55% while a positive response of 45%. The low positive response to 

reporting this incident is as in the results of research conducted (Adrini et al., 2015; Mandriani 

et al., 2019; Gunawan et al., 2015). Many factors caused this to be not optimal, some nurses 

also said they did not understand what incidents should be reported, in research (Hwang et al., 
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2012) also stated that in addition to the role of managers in controlling reports, understanding 

and skills were very important factors. necessary for effective reporting of incidents (eg 

sentinel events and near misses). In addition, according to research (Najihah, 2018), there are 

still many health workers who ignore incident reporting because they feel that the incident can 

be handled alone and only report when an injury has occurred. 

In addition, the nurse said that the fear of disrupting peer-to-peer relations was also the 

cause of reporting not being carried out and inadequate supervision was also a factor that 

needed to be improved in increasing incident reporting, this was also strengthened by (Adrini 

T et al., 2015; Prang & Jelsness-Jørgensen, 2014). 

This study uses the IRCQ instrument to take a deeper look at the culture of reporting patient 

safety incidents. The structure of the IRCQ instrument is a reflection of the cultural features of 

incident reporting with a human error approach. In the "application of learning from mistakes" 

factor there is a positive response of 85%, the learning culture from these errors must be 

maintained as stated (Mahajan, 2010), incident reporting is learning opportunities for nurses 

(Waters et al., 2012) therefore a supportive learning environment is needed to stimulate 

increased reporting (Arabi et al., 2016). 

On the factor of "readiness to provide feedback on incident reports", obtained a positive 

response of 81.4%. The implementation of this feedback must be maintained so that it needs 

monitoring and evaluation from the hospital because according to research (Mandriani et al., 

2019) without adequate feedback it will not encourage reports (Lederman et al., 2013). 

Based on the results of the study, it was found that of the four factors, the factor that had 

the lowest positive response was the third factor, namely "collegial atmosphere due to 

discomfort and punishment" with a percentage of 15%. Based on the data obtained, inpatient 

nurses answered that they worried that they would disturb the relationship between friends. In 

the hospital, the main challenge to report incidents related to patient safety is fear of being 

blamed and punished (Wagner et al., 2013). that the main obstacle in reporting incidents is the 

fear of being blamed (Carayon et al., 2014; El-jardali et al., 2011; Najjar et al., 2015; Suryanto 

& Febri, 2018). The hospital should pay attention not to there is another blaming response from 

both management and colleagues so that it is pushing ong health professionals, particularly 

nurses to report incidents, this is supported by (Howell et al., 2015) which suggests that an 

open environment and a reduced fear of punishment response increases incident reporting. 

The "incident management: confidential and system-based" factor shows a positive 

response of 46 respondents (64.3%), this positive response can be improved because according 

to research (Howell et al., 2015) also states that when a learning environment is created being 

responsive and confidential will increase staff engagement with disclosure of errors. Research 

(Elliott et al., 2014) also states that the development of a system for recording and reporting 

patient safety incidents must be done in an anonymous, confidential manner, and can be used 

simultaneously by multi-users. 

Conclusion 

Reporting incident reporting is useful for monitoring the prevention of errors in the 

delivery of health services. Therefore, an incident reporting culture must become a habit for 

health workers, especially nurses who are in inpatient rooms. The culture of reporting incidents 

at the Sawerigading Palopo public hospital, especially in the inpatient room, should be 

improved again and to minimize any concerns from nurses regarding punishment and fear. 

Therefore it is important for all boards of directors and management to monitor and evaluate 

the culture of incident reporting in order to improve patient safety 
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