
SAMPLES OF CRITICAL INCIDENT REPORT IN MATERNITY WARD

SET FOR INCIDENT REPORTING contains maternity incidents that should example matrons, ward managers, team
leaders and consultants.

We coded and categorized the responses to summarize the data. In order to guide the author undertake this
reflection, Johns reflective model will be utilised. Investigate the challenges experienced when analysing
incidents, implementing changes, evaluating changes and providing feedback to staff. Introduction Research
into incident reporting Incident reporting is well accepted in safety critical industries such as aviation, as a
method for improving safety, and is now well established in healthcare in many countries, including the UK [
1 , 2 ]. Feedback to staff about incidents and action taken is also seen as an integral part of the cycle of
learning from incidents [ 3 ] and of creating a culture of safety awareness [ 29 ]. Nature of clinical risks We
asked interviewees to identify the biggest risks in their clinical area. In some professions it has become one of
the defining features of competence. Both hospitals had an electronic reporting system and the mental health
hospital also operated a parallel paper-based system. Participants The participants were 62 healthcare
practitioners; 31 in acute care and 31 in mental health. Specific aims were to Investigate staff perceptions of
the effectiveness of the incident reporting system in improving patient care. Conclusion Incident reporting can
be a powerful tool for developing and maintaining an awareness of risks in healthcare practice. Reflective
practice has become very popular over the last few decades throughout a variety of professions. The mental
health hospital provides a wide range of mental healthcare and treatment including specialist treatment
services in substance misuse, in-patient facilities and community care. In the acute care hospital, risk
managers were assigned to each department and worked closely with the department's risk lead who was
usually a clinician. In the UK, hospital incident reporting is a component of individual hospital risk
governance processes [ 3 ] and a key requirement for National Health Service NHS organizations [ 4 ]. Both
hospitals provide care and treatment for a local population, as well as specialist services to patients across the
country. Most studies of incident reporting have focused on factors associated with the reporting and analysis
of incidents, such as staff willingness to report incidents [ 12 , 13 ], barriers to incident reporting [ 14 , 15 ],
the culture surrounding reporting [ 16 ], classifying and monitoring the number of incidents reported [ 17 , 18
], taxonomies for patient safety events [ 19 , 20 ] and the design of incident reporting systems [ 21 , 22 ].
Organization of incident reporting systems In both hospitals, a hospital-wide reporting system was in
operation, and reporting was voluntary and anonymous. We illustrate these themes by providing quotes from
the interviews that were assessed by the coders as representative of the responses received. Apart from
conducting investigations into serious incidents, there was a relatively low level of involvement of clinical
staff in this process. Using incident reports to improve care is challenging and the study highlighted the
complexities involved and the difficulties faced by staff in learning from incident data. When a ray of light
comes into contact with the surface of some material, part of the ray is reflected and part of it is absorbed.
Interviews were audio recorded for later analysis with the permission of the participants. We used the
perspective of systems theory to conceptualize incident reporting as a way to assess and improve system
performance. Ethical approval was obtained from the relevant research ethics committee and interview
participants gave written consent to participate. As the first stage of Johns reflective model asks for the
description of the event, the descriptive part will be attached see appendix A. Setting Two large teaching
hospitals in London; one providing acute and the other mental healthcare. It is, therefore, crucial to consider
whether and how incident reporting increases the safety of healthcare, which depends on the co-ordination of
voluntary human actions to maintain safety. Doctors, nurses and allied health professionals report incidents in
both hospitals. Assess the effect of context in shaping incident reporting practices and effectiveness by
comparing an acute hospital and a mental health hospital. Within this perspective, incident reporting
constitutes a means of providing feedback on the operation of the care delivery system [ 3 ] and is
conceptualized as a cycle of activities aiming to improve system performance [ 22 ]. In mental health, the term
risk immediately evoked discussion of individual patients' conduct and the difficulty of providing clinical care
and treatment when dealing with unpredictable behaviour. Respondents in both hospitals suggested incident
reporting could be improved and highlighted the difficulty of gauging its effects.


