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THEMES WITH EXEMPLARS
KNOWLEDGE: | Don’t Have a Clue

Nurses report knowledge gap regarding near-miss
Incident reporting guidelines

“Honestly it's not clear to me that it's a policy here that we
report near misses.”

"l know some people who have never filled one out”
PUNITIVE CULTURE: Say 3 Hail Marys

One nurse compares a disciplinary action plan to a
Catholic confession. “ You have to say three Hail Marys
and two Our Fathers. Now you have to do your penance
because you made this mistake; this is what we are going
to make you do.”

“Nobody wants to be that one that’s dragged in the office
and belittled.”

FEEDBACK LOOP: Black Hole

Nurses have acknowledged that they assume reports are
reviewed, but never hear what the outcome was. “They
just go somewhere but you don't really know where.”

“People might not fill them out because they don’t get any
feedback”

TECHNOLOGY: How Many Clicks?

Nurses admit that filling out reports is time consuming,
and the general feeling is that nurses fill out reports for
actual events, not near miss events.

“There’s a lot of unnecessary questions, redundancy and
guestions that aren’t pertinent to the particular situation.
It's like | have to make up answer to click something so |
can go on to the next one.”

How often did our nurses state they
encountered a near miss?

Conclusion

These findings suggest that bedside nurses agree
with the strong need for a transparent feedback
loop when near-miss events are reported.

The development of a just culture which begins
with leadership and transcends to all bedside
nurses is essential.

This study talks broadly of its findings as it relates
to nurses’ perception of near-miss safety events.
Exploring these findings in detail will help all
leaders, nurses, patients and families and
ultimately increase the quality of care that we
provide
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“Multiple

Practice Implications

Bedside nurses may benefit from understanding other
nurses perceptions about what factors influence
reporting of near-miss events.

Recognizing the value In reporting near-miss events
has the potential to increase reporting.

The development of a policy which clearly defines
what a near-miss safety event is as well as the
development of a transparent feedback loop will help
to demonstrate how sharing impacts our culture.
Developing a culture that embraces the celebration of
near-miss reporting, as well as leadership’s strong
examples of that sharing in a non punitive manner, will
assist in the achievement of a just culture.
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