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Abstract

Since the 1999 Institute of Medicine landmark report, To Err is Human, leading organizations
such as the Agency for Healthcare Research and Quality have been working with healthcare
leaders to reduce patient harm. A problem in healthcare is errors continue to occur at alarming
rates. The COVID-19 pandemic impacted patient safety efforts and organizations are trying to
get to pre-pandemic patient safety progress. The purpose of this integrative review was to review
and evaluate individual research studies on patient safety event reporting and summarize what is
known about the topic in terms of how patient safety event reporting impacts patient safety. The
integrative review aims to address gaps in the literature related to the impact of patient safety

event reporting.

Keywords: Patient safety event reporting, patient safety reporting, patient safety, adverse

events, harm events.
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Section One: Formulating The Review Question

Background

Healthcare leaders and staff at all levels are instrumental in reducing patient harm in
healthcare. Since the Institute of Medicine’s (IOM) 1999 landmark publication, To Err is
Human, healthcare leaders across the United States have promoted a sense of urgency to reduce
patient harm events from occurring (Institute of Medicine (US) Committee on Quality of Health
Care in America, 2000). According to Hessels et al. (2019), despite national attention and
significant resource allocation over the past decade, there has not been substantial movement in
reducing the incidence of preventable adverse inpatient events. An adverse event is defined as an
event that results in an undesirable clinical outcome that is not caused by a patient’s underlying
disease and either prolongs a patient’s stay, causes permanent patient harm, requires life-saving
interventions and/or contributes to the patient’s death (U.S. Department of Health and Human
Services. Office of Inspector General, 2023). The Joint Commission (2021), defines an adverse
event as a patient safety event that has resulted in harm to a patient. Slawomirski et al. (2020),

define an adverse event as an incident during care that results in patient harm.

According to Valdez (2022), the Director of the Agency for Healthcare Research and
Quality, hospitals were making steady progress in improving patient safety before the COVID-
19 pandemic. For example, healthcare-associated infections in hospitals were sharply decreasing
several years before the pandemic. After the pandemic, there has been an unfavorable increase in
adverse patient safety events that have caused harm to patients. An increase in adverse events is
occurring as more nurses are leaving the workforce. According to the Agency for Healthcare

Research and Quality (2022-a.), healthcare workers who are employed and at work in hospitals
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and in nursing and residential care environments has decreased dating back to January 2020 by

2% 1in hospitals and 12.1% in nursing and residential care healthcare settings.

According to Abuosi, et al. (2022), the frequency and accuracy of reporting adverse
events in healthcare organizations are necessary to improve the patient safety culture. Event
reporting provides an opportunity to identify opportunities to make change in an organization
(Kasda, 2020). Promoting the use of patient safety event reporting within healthcare
organizations is a way leaders can stay on top of how to improve the care being delivered within
an organization. After a near miss event or good catch is entered into the reporting system, key
stakeholders can review and evaluate what occurred, looking for opportunities where
improvement is needed. When near misses and no harm events are investigated, and

improvements made, this helps prevent severe harm events from occurring.

The phenomena that needs further investigation is the impact of patient safety event
reporting in the acute care setting. It is important to research this topic and share with staff the
harm that can be prevented through reporting. Healthcare professionals have a duty to prevent
harm and promote favorable health outcomes. Through reporting patient safety events,
healthcare staff can learn about the barriers and challenges that occur in their work area. Some of
the current barriers that exist in reporting adverse events and near misses are due to a lack of
understanding what to report, a lack of understanding on how to use the reporting system to
report, beliefs the reporting system is cumbersome and time consuming, a lack of feedback after

a report is placed, and concerns about repercussions with reporting (Slawomirski et al., 2020).

Through the initial review of research studies, it is apparent studies on event reporting are

occurring in national and international healthcare facilities. An integrative review will allow for a
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broad examination of the topic of patient safety event reporting. A wide range of inquiry can be

made in an integrative review of the topic (Toronto & Remington, 2020).

Defining Concepts and Variables

There are several important concepts for the integrative review. The first is the
importance of patient safety event reporting and the impact it has on the care being delivered to
patients. Through thorough analysis of the events being examined, practice changes can occur.
According to Camacho-Rodriques, (2022), event reporting is part of a robust patient safety
program. Robust patient safety event reporting is part of a highly reliable organization. Highly
reliable hospitals have effective communication, teamwork, strong leadership, error reporting,
organizational learning, and continuous quality improvement. According to Rotteau, et al.
(2021), principles of a highly reliable organization consist of preoccupation with failure,
reluctance to simplify interpretations, sensitivity to operations, commitment to resilience, and
deference to expertise. In the qualitative study of Rotteau et al. (2021), only one of the 71
participants shared an example related to deference to expertise, including how the error

investigation process gave staff the opportunity to discuss what occurred in an error.

The variables examined in the integrative review are directly related to patient safety. The
variables include patient safety event reporting, adverse events, health outcomes, and the impact
patient safety event reporting has on the culture of safety. When adverse events occur, staff need
to document the harm events in the electronic reporting system, so a proper investigation can

occur. From this, improvements in patient safety can occur.
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Rationale for Conducting the Review

The reason for conducting the review is patient harm continues to occur to patients in the
healthcare setting. Ahsani-Estahbanati et al. (2022) conducted a systematic review including 76
papers and four databases where they concluded despite an abundance of suggested
interventions, patient safety has not remarkably improved. Patient safety has not returned to a pre
COVID-19 pandemic state and patients are continuously being harmed. With many organizations
facing staffing challenges, now is the time to get back to at least the level of patient safety that
was documented before the outbreak of COVID-19. According to Salvon-Harmon (2023), to
deliver the healthcare our patients expect, we must urgently revisit the safety culture which is a
fundamental driving force of not only patient safety, but workforce safety. One step we can take
is to develop a reporting system for a just culture, or adapt the current reporting culture in place.
Doing this will allow for the tracking and trending of events resulting in actions needed to
improve safety. According to the World Health Organization (2023), establishing systems for

patient safety incident reporting for learning and continuous improvement is needed.

Since there has been a decline in safety performance indicators (McGaffigan et al.
(2023), it is imperative to evaluate the research and where the gaps exist in promoting a culture
of patient safety. According to McGaffigan et al. (2023), the Patient Safety Authority, an
independent state agency that collects and trends patient safety reports, found that reported safety
events declined from 2019 to 2020. Kepner and Jones (2023), note the Patient Safety Authority
had a 11.1% drop in patient safety event reporting, from 2021 to 2021. Also, there was an
increase in the number of events that caused serious patient harm. These statistics validate the
need to continue to research the topic of patient safety reporting and identify barriers as to why

staff are not reporting. It’s important to note that Pennsylvania, which has the Patient Safety
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Authority, is the only state that mandates staff to report all events that cause patient harm or have

the potential to cause harm.

Another rationale for completing the integrative review is there has been limited research
in some areas related to patient safety event reporting. For example, there is a growing need to
understand patient perception on involvement in the reporting of patient concerns and events.
Patient safety event reporting allows leaders to closely examine near miss and adverse events to
develop strategies to prevent future significant patient harm. Morey et al. (2021) shared how
there is limited research on how the patient’s perspective is represented by clinical staff or
student nurses who use formal reporting systems. Also, during the initial search period when
there was exploration of a topic and research question there was a limited number of research
articles located on patient safety event reporting in United States based acute care hospitals
where patient harm can often occur. A significant number of articles in the initial search
conducted research at international healthcare locations. Articles reviewed in the initial search

also indicated much of the research was conducted before the COVID-19 pandemic.

Purpose and/or Review Question

The review question for the integrative review is: What is the impact of patient safety
event reporting in healthcare organizations? The purpose of the integrative review is to examine
the impact patient safety event reporting has healthcare organizations and their culture of safety.
Also, the integrative review aims to address gaps in the literature related to the impact of patient

safety event reporting.

The purpose of this integrative review was to review and evaluate individual research

studies on patient safety event reporting and summarize what is known about the topic in terms
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of how patient safety event reporting impacts patient safety. The review provides nursing and
other healthcare disciplines with a comprehensive update on the topic, so hopefully the evidence
can be translated into practice in a short amount of time. In an integrative review future research
needs are also identified. After individual studies are interpreted and synthesized into meaningful
conclusions, the clinical questions can be answered and new knowledge shared (Toronto &

Remington, 2020).

Formulate Inclusion and Exclusion Criteria

Inclusion criteria included peer-reviewed research articles that address patient safety
event reporting withing the last 5 years, preferably the last 3 years. The goal was to select studies
performed primarily in an acute care setting. Studies were considered when they included

information about the reporting of patient safety events or included high reliability concepts.

Exclusion criteria included non-peer reviewed articles or journal articles and general
articles on the internet that were not research based. There are online articles from various well-
known healthcare organizations. However, these studies are not part of the formal literature
review and synthesis of literature section of the paper. Articles published by well-known
organizations, such as the Institute of Healthcare Improvement of the Agency for Healthcare
Research and Quality will only be used in the discussions supporting the primary literature
review and synthesis. Dissertations, theses, capstone projects, editorials, conference slides, and

book reviews are not included in the literature used for the integrative review.

Conceptual Framework

The conceptual framework for the integrative review is the framework created by

Whittemore and Knafl (2005). The integrative review is a method of review that allows for the
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combination of several methodologies for review, including experimental and non-experimental
research. The integrative review contributes promotes various perspectives on a phenomenon of
concern and provides a critical analysis of methodological, empirical, and theoretical literature.
The integrative review brings attention to the future needs of research. In this integrative review,
conclusions are drawn from a diverse amount of resources on a particular topic. A systematic
process is utilized to address the phenomena relevant to a field of study that the researcher is
interested in. (Whittemore & Knafl, 2005; Toronto & Remington, 2020). The integrative type of

review has a role in evidence-based nursing practice.

Section Two: Comprehensive And Systematic Search

The search process followed the recommendations made by Toronto and Remington
(2020), where information from the research is gathered at different stages, including the
research of the background, when the question was formulated, and the search for information
for the analysis of the literature and the discussion. Since an integrative review is used, various
types of research methods are included. The main database used for the search of literature
occurred using Cumulative Index of Nursing and Allied Health Literature (CINAHL). Various
search words and terms were used to find appropriate literature, including patient safety event
reporting, event reporting and reducing patient harm, and patient safety electronic database.

Medline and ProQuest were additional databases used as part of the search.

Search Organization and Reporting Strategies

Search strategies as outlined by Whittemore and Knafl (2020) occurred for the integrative
review. To provide a comprehensive search, two search strategies were utilized, primarily
including the use of computerized databases and some journal hand searching. Locating research

on patient safety event reporting and reducing harm successfully occurred by using various
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search terms and search engines. The initial search efforts primarily used the CINAHL database
through the Liberty University library. Additional databases used through the search process
included the Proquest Nursing and Allied Health Database and Medline. The CINAHL database
utilized the EBSCOhost platform. The Proquest Nursing and Allied Health Database used the
Proquest platform and the Medline database from the US National Library of Medicine used
several platforms including PubMed, ProQuest, Ovid, and EBSCOhost platforms. Primary search
terms and phrases included patient safety, patient safety events, patient safety electronic event
reporting, patient safety event reporting, patient safety reporting, reporting harm events in
hospitals. As far as Boolean operators, AND, and OR were used in the search. For example,
patient safety reporting AND hospital was used in the search. The operator OR expanded results
when similar terms were used. Quotation marks were used around a phrase related to patient
safety event reporting to instruct the database to search for all of the content. When exact quotes
were used around impact of patient safety reporting, the number of returned articles was

dramatically reduced.

The search flow is illustrated through the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) diagram found below (Page et al. 2021). Searching the
described databases using the identified search words and techniques, focusing on the impact of
reporting, and the criteria of full journal articles and peer reviewed articles within the last five
years produced 106 journal articles. When duplicate articles were removed 96 remained. The 96
articles were reviewed for further appropriateness. Studies not specifically addressing the impact
of patient safety event reporting were excluded. This resulted in 22 articles being fully analyzed
to address the scholarly project topic. Throughout the search, a balance between

comprehensiveness and relevance were kept at the forefront.
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Identification of studies via databases and registers

Records removed before
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Duplicate records removed
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Records excluded**
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3 Studies included in review
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S Reports of included studies
= (n=22)
—

Personal expertise in using various search techniques was utilized to return as many

13

credible and relevant articles as possible. Personal expertise comes from multiple library search

training sessions over a lengthy career, using the library training as a faculty member, and

teaching students how to apply search strategies.
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A comprehensive search in the University library occurred and database search
completion occurred after several hours of searching for articles. Access to more than one online
library occurred and the process was complete when the same articles surfaced using a variety of
search terms. When new searches did not return any new, unique, or relevant results, the

database search process was complete (Toronto and Remington, 2020).

Terminology
Adverse Event - A patient safety event that resulted in harm to a patient (The Joint

Commission, 2021).

Just Culture — a model of workplace justice intended to create fairness and better
outcomes for patients. It includes an open reporting culture and a focus on system design and

good behavior choice (Marx, 2019).

Patient Harm - Unintended and unnecessary harm resulting from , or contributed to by
healthcare. This can also include the absence of indicated medical treatment (Slawomirski et al.

2020).

Patient Safety - The reduction of risk of unnecessary harm associated with health care to

an acceptable minimum (Slawomirski et al. 2020).

Patient Safety Culture - The extent to which an organization's culture supports and

promotes patient safety (Agency for Healthcare Research & Quality, 2022-b.)

Patient Safety Event Reporting - The process of writing up a patient event that either
caused harm or could have caused harm. The event could be a near miss, also known as a close

call, a no harm event, adverse event, or severe harm event.
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Severe Harm - An event or condition that reaches an individual resulting in life-

threatening bodily injury (The Joint Commission, 2021).

Section Three: Managing The Collected Data

The data collected was managed using the guidelines set forth by Tononto and
Remington (2020). Articles were screened for relevancy and appropriateness. The inclusion and
exclusion criteria were used during the screening of articles. Abstracts were reviewed to
determine initial appropriateness. If the abstract showed an article was relevant, it was added to
the data base for full article review. Once an appropriate article was identified, the articles were
further organized in a personal database file by themes. The themes include patient safety event
reporting in an acute care organization, patient safety event reporting in other than acute care
organizations, and medical errors in healthcare and reporting. Documenting and managing the
search process can be accomplished through a citation manager, flow diagram, or personal
database, such as an Excel worksheet. The search process was accomplished using a personal
database. A reference matrix was also utilized to promote resource organization and to assist

reviewers with the ability to see the appropriateness of the literature.

CINAHL was one of the primary databases used for the collection of research articles.
Proquest, PubMed, and open resource libraries, such as the National Library of Medicine were
also used. Primarily nursing and allied health peer reviewed articles were used. A systematic
searching approach was used such as using natural key words and controlled language, Boolean

operators, and advanced search features.

After multiple articles were pulled, concepts were identified, and articles placed in

categories. Concepts that surfaced included, reporting patient safety events, improving patient
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safety, strategies to improve reporting harm, and reducing barriers to reporting. Related terms
were used in the search and were evident in the articles pulled. Over 25 searches occurred to find
articles addressing the impact of patient safety event reporting. At that point, it was noted the
same articles returned from the search. When no new searches returned new or unique articles,
the search is considered successful and complete for the purposes of the project. Conference
proceedings, dissertations and thesis were not used. Some gray literature from well known
organizations was reviewed and provided additional context to the issue being researched. In the

paper, some gray literature is shared to support the research findings.

Section Four: Quality Appraisal

After a comprehensive search, there was a high return of articles related to patient safety
and reducing harm in the healthcare setting. After screening multiple articles for relevancy and
appropriateness as it relates to the impact of reporting patient safety events, all articles that were
returned were reviewed. As previously mentioned, the sources were placed in a personal
database using an Excel spreadsheet. Various levels of evidence were present with varying
evidence strengths present. Melnyk’s Level of Evidence was used (Appendix A). The range of
evidence strength was from level I through level 7. The levels of evidence were discovered as

part of the matrix table.

Sources of Bias

The sources selected, depending on whether the research was quantitative or qualitative,
were found to have reliability, validity, transferability, credibility, dependability, and
confirmability. Participants were clearly described in all the studies which promotes the concept
of transferability. Most studies had more than one researcher. Also, all the articles selected were

peer reviewed, and this promoted credibility as well as dependability of the research. Findings
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were grounded in the data presented which promotes confirmability. Some of the research
reviewed included randomization, and all used appropriate measurement tools and/or standard
protocols. These efforts promoted appropriate selection, measurement, and performance. All

articles included in the review had minimal to no identified bias.

Internal Validity
Proper scientific methods were utilized in the studies. It was apparent how the results
from the study were generalizable. Some studies were small in size and repeating the study was

suggested.

Appraisal Tool: Literature Matrix

The articles reviewed were critically appraised using Melnyk’s Level of Evidence
(Melynk & Fineout-Overholt, 2015). This appraisal tool was selected due to experience using the
tool. According to Toronto and Remington (2020), there is no consensus on the best way to
appraise the quality of a study. Melnyk’s Level of Evidence incorporates methological rigor by
including hierarchy of evidence. The hierarchy of evidence is based on the quality appraisal on

the study design (Toronto and Remington, 2020). Refer to the literature matrix, Appendix D.

Applicability of Results

When reviewing the articles, the entire article was reviewed, making sure to analyze the
content in the abstract, introduction, design methods, sampling, data collection efforts, ethical
concerns, results, and discussions about the research process and findings, and content relevant
to the research question. Credibility of the appraisal process should be noted when the results of
the appraisal are entered into a matrix (Toronto and Remington, 2020). According to Whittemore
and Knafl (2005), integrative reviews incorporate a wide range of purposes to define concepts in

the literature, review evidence, and to analyze the methodology of topics of interest.
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The results of the studies revealed that a culture of patient safety can promote the
reporting of patient harm events through a formal process such as an electronic reporting
platform. Multiple factors impact the likelihood of staff to report adverse events. Some of the
factors include a blame-free culture, education on how to report a patient safety adverse event,
and timely feedback from leaders on what happens after a report is placed. The results of the

appraisal of each study are entered into the matrix noted in Appendix D.

Reporting Guidelines

The Preferred Reporting items for Systematic Reviews and Meta-Analyses (PRISMA)
was used to minimize bias in the reporting of the final review. This assisted in how the review is

reported as a whole.

Section Five: Data Analysis and Synthesis
All articles used for the integrative review were manually reviewed with three forms of
analysis considered, including constant comparison, content analysis, and thematic analysis as
outline by Toronto and Remington (2020). Industry experience in this area assisted the manual
review. According to Toronto and Remington (2020), a primary goal of an integrative review is
to create a better understanding of a topic by the use of diverse resources and synthesis of the
literature. The goal is to make a new whole by integrating smaller pieces of evidence from

various literature sources.

Data Analysis Methods
Thematics analysis was the method used for identifying, analyzing, and reporting patterns
with the data. According to Toronto and Remington (2020), thematics analysis is a widely used

and flexible method to use for data analysis. The review of research articles has created a better
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understanding of the literature on the topic of the impact of reporting patient safety events as
well as what makes a strong patient safety culture that will promote the reporting of adverse
events. The information drawn from the rigorous review allows for further transformation of the

material.

Descriptive Results

A review matrix is one way to display the appraisal results. Refer to Appendix D. After
completing synthesis of the literature, several themes emerged. One major theme in the research
is several actions acknowledged as promoting a strong culture of safety will promote the
likelihood of adverse events being reported. Sixteen of the 22 articles reviewed discussed the
correlation between a strong patient safety culture and the willingness to report (Aaron, et al.,
2020; Abuosi et al., 2022; Albarrak, et al., 2020; AlThubaity and Mahday Shalby, 2023; Bates et
al., 2023; Camacho-Rodriguez et al., 2022; Haskins & Roets, 2022; He et al., 2020, Hessles et
al., 2019; Kakemam et al., 2021; Munktogoo et al., 2024; Skutezky et al., 2022; Tevis et al.,
2020; Vijayan et al., 2022; Yoon et al., 2022; and Zhao et al., 2022. A second theme that
emerged was patients should have a role in reporting adverse events, AlThubaity and Mahday

Shalby, 2023; Bush et al., 2020, and Morey et al., 2021.

Single studies also provided valuable insight on the topic of patient safety event
reporting. These single studies were not directly related to the impact of patient safety event
reporting, but echo the importance of additional factors to consider when attempting to
strengthen a culture of safety. Kasda, et al. (2020) found through a quality project during the
COVID-19 pandemic that real-time reporting of harm events with newly added personnel
resources allowed the team to address harm events more promptly. Abu Alrub, et al., (2022)

found electronic reporting has higher satisfaction rates with users. Rotteau et al. (2022) note how
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a patient safety culture is strengthened with the use of high reliability concepts. Schulson et al.

(2021) note in their study vulnerable populations had less reporting of adverse events.

Synthesis

Thematic synthesis was used for analyzing and synthesizing the findings from the
research. The most significant theme that developed through the synthesis of the literature was
how a patient safety culture should be strengthened by employing a variety of actions. Suggested
actions include, promoting a blame-free, non-punitive, and Just Culture, educate staff on how to
use the reporting system used in the organization, and promote transparency where leaders share
what has been entered into the reporting system and what actions are being taken to address the
event. Leadership feedback should be timely. Consistency in reporting should be promoted and
teamwork should be routinely encouraged by leadership. Barriers to reporting must be addressed
and eliminated (Aaron, et al., 2020; Abuosi et al., 2022; Albarrak, et al., 2020; AlThubaity and
Mahday Shalby, 2023; Bates et al., 2023; Camacho-Rodriguez et al., 2022; Haskins & Roets,
2022; He et al., 2020, Hessles et al., 2019; Kakemam et al., 2021; Munktogoo et al., 2024;
Skutezky et al., 2022; Tevis et al., 2020; Vijayan et al., 2022; Yoon et al., 2022; and Zhao et al.,
2022. A second theme that emerged was patients should have a role in reporting adverse events,

AlThubaity and Mahday Shalby, 2023; Bush et al., 2020, and Morey et al., 2021).

Aaron et al. (2020) conducted a narrative review examining 68 articles that described
strategies used to increase event reporting among residents and fellows. From the review, the
authors extracted how a combination of strategies to promote a culture of patient safety has a
cumulative and sustainable effect on promoting patient safety. They shared how the focus of
patient safety is no longer remediation of an individual, but the identification of system changes

and standardized processes that will reduce the likelihood of an error occurring. Even though
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there is an understanding of the importance of reporting safety events, the barriers must be
addressed to improve the occurrence of event reporting. According to Aaron et al. (2020), event
reporting system are cumbersome and time consuming which can cause resistance to use the
system. In their review, the authors noted how behavioral modeling or training was used to
increase desired performance of ideal behaviors. The review by Aaron et al. (2020) showed that
no single or isolated strategy solves challenges, but a combination of strategies has a cumulative
and sustainable effect of supporting a culture that fosters reporting. According to Mitchell et al.
(2016), as cited in Aaron et al. (2020), the healthcare industry will need to take incident reporting
as serios as the health budget if they want to learn from its mistakes. In their conclusion, Aaron
et al. (2020) share the most sustainable interventions include a combination of behavior
modeling, surveys and messaging, and easy accessibility of reporting through the electronic

medical record.

He et al. (2020), conducted a cross-sectional survey of 549 staff members in six nursing
homes. They concluded a barrier-free adverse event reporting system should be created to reduce
the obstacles often seen in reporting. A patient safety culture encourages reporting of adverse
events. Promoting a blame free patient safety culture is an essential strategy to improve the care
provided to patients. If reporting barriers are not addressed, this could lead to higher rates of non-
reporting of adverse events and eventually the failure to not only identify problems, but the lack

of solving patient safety problems which would lead to very serious consequences.

Haskins and Roets (2022), conducted a non-experimental student exampling the actions
nursing leaders must take to enhance a culture of patient safety. Thirty-four nurse managers and
417 nurses were included in the study. The findings conclude that nursing leaders have specific

actions they can take to contribute to a culture of patient safety, including information sharing,
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promoting a Just Culture to manage behavior choices and using data from the reporting system to

manage patient safety issues.

Ethical Considerations
As part of ethical considerations for the project, the Liberty University Institutional
Review Board was contacted, and the project is exempt (Appendix B). Additional ethical

considerations were taken during the integrative review. Twenty hours of CITI training was

completed (Appendix C).
Timeline
Milestone Deliverable Description Estimated
Completion Date
CITI Training CITI Training Complete online CITI 10/9/23
Complete training

Proposal Powerpoint | Proposal Powerpoint | Complete Proposal 10/9/23
Powerpoint

Defend Proposal Proposal Powerpoint | Defend Proposal of 12/3//23
Integrative

IRB Approval Letter Stating IRB Received Letter 12/7/23

Approval Not Needed | Stating IRB Approval

Not Needed

Draft Final Paper Complete Draft IR Complete Draft IR 2/18/24

Paper Paper For Review
Final Edits Complete Final Edits 3/8/24
Final Defense Defend IR via Defend IR to Chair 3/11/24
Powerpoint
Scholarly Crossing | Submit Final Copy of | Submit Final Copy of 5/3/24
IR IR

Section Six: Discussion
The review of literature for the integrative review shows how promoting a culture of

patient safety in healthcare organizations correlates with an increase and comfort in reporting
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adverse event. The findings are significant as leaders and staff continuously try to improve the

healthcare provided to patients.

Implications for Practice/ Future Work

Conducting additional research on the impact of patient safety event reporting on adverse
events is needed. There was a low return on actual studies that address or note the impact
reporting has on the culture of safety. A large focus on current research was on the strategies
needed to improve a culture of safety which is then correlated with improving the amount of
event reporting. More studies are needed in US hospitals since the return on studies in US

hospital was low.

The research analysis showed the benefits of educating staff on the use of systems used
for reporting as well as the benefits of reporting on the culture of safety. Sharing the studies that
are available with staff are important as healthcare organizations are working on system
redesign. Healthcare executives and mid-level leaders can keep the topic of event reporting at the
forefront in patient safety huddles, at quality and clinical meetings, so leaders will continue to
focus on moving toward a more highly reliable organization where strong patient safety cultures

exist.

Dissemination

Dissemination of a scholarly project can occur in various forms. Dissemination of this
project can occur in the classroom and clinical setting as additional scholarly work is
accomplished. The review of the project can promote discussions with other colleagues on event
reporting and strategies for improving a culture of safety. Publication of the project in a nursing

or patient safety journal can be explored.
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Strengths of Evidence Table

LEVEL OF EVIDENCE
Level |

Level Il

Level Ill

Level IV

Level V

Level VI

Level VII

Appendix A

STUDY DESIGN

Systematic reviews and meta-analysis of randomized controlled trial
Randomized controlled trial

Non-randomized controlled trial (quasi-experiment)

Case-control or cohort studies

Systematic reviews of qualitative or descriptive studies

Qualitative or descriptive studies

Opinion of authorities and/or reports of expert committees

Melnyk & Fineout-Overholt, 2015

31
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