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ABSTRACT

Introduction: Quantitative research on patient safety incidents (PSI) in hospital settings has been widely carried out 
worldwide and in Indonesia. However, qualitative research on the facilitators and barriers to reporting PSI, espe-
cially among healthcare workers (HCWs) at community health centers, still needs to be improved. This study aimed 
to explore the facilitators and barriers to the reporting of PSIs among HCWs at community health centers. Materials 
and methods: This descriptive qualitative study purposively recruited 12 HCWs consisting of physicians, nurses, 
midwives, pharmacists, medical laboratory technologists, dental nurses, and patient safety team leaders who were 
directly involved in reporting PSI at two community health centers (Puskesmas) in North Lampung Indonesia, from 
August-September 2023. In-depth interviews (IDIs) were conducted to collect data and analyze it using thematic 
analysis. Results: The factors influencing PSI reporting among HCWs at community health centers were divided 
into facilitator factors with the sub-themes including 1) motivation, 2) policy, 3) leadership, and 4) facilities. Mean-
while, themes that emerged for barriers to PSI reporting included 1) comprehension of incidents, 2) socialization 
and training, 3) organizational culture, and 4) rewards and penalties. Conclusion: The district health office, together 
with community health center management, needs to increase active outreach and training to HCWs, provide the 
facilities needed for PSI reporting, provide rewards, and strengthen monitoring of the implementation of incident 
reporting policies. 
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INTRODUCTION

As defined by the World Health Organization (WHO), 
a patient safety incident (PSI) refers to an occurrence 
that has the potential to cause or has caused avoidable 
damage to a patient (1). Healthcare facilities should 
enforce patient safety protocols by utilizing incident 
reporting, analysis, and problem-solving techniques 
to minimize the occurrence of unforeseen incidents 
(2). A patient safety incident reporting system is a form 
of surveillance that monitors, protects against, and 
decreases the occurrence of patient safety occurrences. 
Healthcare professionals incorporate it into the patient 
safety program to augment patient safety in healthcare 

environments (3), and numerous countries globally have 
used it (4, 5). Reporting patient safety occurrences is 
essential for improving patient safety (6). The outcomes 
of incident reporting are employed in the processes 
of decision-making and learning (7). These systems 
depend on healthcare professionals to promptly report 
any occurrences that endanger patient safety, enabling 
businesses and their employees to gain knowledge from 
the errors of others (8). The role of healthtcare workers 
(HCWs) in enhancing patient safety is pivotal in this 
system.

The treatment procedure allows HCWs to be in close 
proximity to patients and allocate a greater amount of 
time to their care. The ongoing engagement between 
HCWs and patients heightens the potential for patient 
injury (9). When a patient has an injury, HCWs are 
required to report the occurrence in order to identify 
and rectify any errors that pose a threat to patient safety. 
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The information obtained from incident reports can be 
utilized to understand the extent and hazards of services 
and acquire knowledge on how to reduce ongoing risks 
(3). Reporting patient safety incidents should effectively 
expose the potential harm caused by HCWs. An optimal 
procedure for reporting safety events should prioritize 
the identification of risks, establish clear risk priorities, 
employ methodologies for assessing and researching 
the sources of risk, facilitate staff communication, and 
ensure follow-up on emerging issues (3).

Various factors, such as HCWs' apprehension of reprisal, 
insufficient understanding, prioritization of major 
accidents, inadequate reporting systems, managerial 
conduct, ambiguous incident definitions, and concern 
over legal action, hinder the optimal execution of the 
patient safety reporting process (10, 11). Additional 
research has indicated that certain variables, including 
as gender, marital status (12), patient safety culture, 
HCWs’ attitudes (13), absence of government support, 
and political will (14), can also impact the reporting of 
PSIs.

Healthcare delivery systems are intricately designed 
and susceptible to faults. The prevalence of inadequate 
healthcare is on the rise in primary care services globally. 
According to the WHO, primary care services have the 
potential to avert up to 80% of injuries. Approximately 
25% of patients encounter safety lapses in primary and 
ambulatory care, contributing to 50% of the worldwide 
burden of patient harm (15). The study undertaken in six 
ASEAN countries revealed that about 50% of Southeast 
Asian countries have insufficient data on medical errors, 
highlighting a vulnerability in the region's reporting 
system (16). Indonesia has implemented a PSI reporting 
system since 2006. However, its utilization has been 
restricted due to a lack of comprehension and clarity 
among Indonesian HCWs (17). In addition, there is a 
scarcity of national-level reports on patient safety. 
The patient safety incident reports from 2015 to 2019 
accounted for 12% (18).

Several patient safety accidents are avoidable, 
indicating that there are numerous instances of mishaps 
in healthcare that, when thoroughly assessed, can 
eventually enhance the quality of care and mitigate 
harm (19). The community health center serves as the 
initial point of contact between health facilities and 
the community, playing a crucial role in establishing 
and maintaining public trust in healthcare systems. 
The key factors leading individuals to bypass primary 
health services and seek secondary-level health services 
are the provision of substandard and hazardous care. 
Establishing a patient safety culture in community health 
centers is crucial for enhancing public confidence and 
the standard of healthcare services (20).

There is a scarcity of studies in Indonesia that examine 
the reporting of safety occurrences by HCWs. To gain CONTINUE

a comprehensive understanding of the circumstances 
faced by HCWs in relation to reporting incidents, it 
is imperative to actively identify the elements that 
influence incident reporting from the perspective of 
HCWs. These criteria are associated with a range of 
safety issues that occur in healthcare services. Extensive 
quantitative research on PSIs in hospital settings has 
been conducted globally and in Indonesia (13, 21, 22). 
Nevertheless, there is a need for further enhancement 
of qualitative research about the determinants that 
impact the disclosure of PSIs, particularly among HCWs 
working in community health centers. 

The findings of this study are crucial for policy-making, 
particularly in advocating for program funding to 
enhance PSI reporting and addressing the obstacles 
associated with incident reporting among HCWs in 
primary care settings in Indonesia. This research is 
valuable for developing strategies and interventions to 
improve patient safety by promoting HCWs to report 
PSI, especially in primary care settings. The objective 
of this study was to investigate the factors that impact 
the reporting of patient safety incidents among HCWs in 
community health centers.

MATERIALS AND METHODS 

Study design, study period, and sample
This descriptive qualitative study followed the 
Consolidated criteria for reporting qualitative research 
(COREQ) to improve research rigor and quality (23). From 
August to September 2023, we purposively recruited 
12 HCWs, including physicians, nurses, midwives, 
pharmacists, medical laboratory technologists, dental 
nurses, and patient safety team leaders, who were 
directly involved in reporting patient safety incidents 
and had worked at two community health centers 
(Puskesmas) in North Lampung, Indonesia, for at least 
a year. The community health centers chosen on 
purpose were accredited by the Primary Health Care 
Facilities Accreditation Institute in 2023, necessitating 
a functional incident reporting system (internal and 
external reporting) maintained by the community health 
center's patient safety team. No one refused to take 
part in our study. According to a prior study, at least 
12 people are required to achieve data saturation (24). 
Table I lists the participants' details.

 Table I: Characteristics of participants (n=12)

Code
Age 

(year)
Gender Profession

Work Tenure 
(year)

P1 37 Female Physician 2

P2 37 Female Midwife 14

P3 45 Female Nurse 14

P4 41 Female Nurse 2

P5 33 Female Pharmacist 1

P6 36 Male
Medical laboratory 

technologist
13

P7 23 Female Dental nurse 1
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Data collection
The goal of this study was accomplished by utilizing 
developed semi-structured interview questions. The 
lead investigator and members of the research team 
conducted in-depth interviews with all participants to 
collect data. Prior to conducting the interviews, the 
procedure was dispatched to the participants. The initial 
interviews were done at the participant's work unit after 
receiving consent in both written and verbal form. The 
researchers performed face-to-face in-depth interviews 
(IDIs) in Bahasa Indonesia, which lasted between 50 to 
60 minutes and were recorded using audio technology. 
During the interviews, notes were recorded to enhance 
the interview scripts. Data retrieval ceased at reaching 
saturation as no further data could be obtained. There 
was no increase in the number of participants.

Data analysis
There was no provision of feedback or return of the 
transcripts to the participants. The principal investigator 
translated the transcripts, and the other research team 
members verified the recorded interviews' accuracy. The 
method of thematic analysis was employed to combine 
and compare emergent concepts. The sequence of steps 
was as follows: The process has six steps: 1) becoming 
acquainted with the data; 2) creating initial codes; 3) 
identifying themes; 4) reviewing the themes; 5) defining 
and labeling the themes; and 6) generating the report 
(25). 

We employed the triangulation principle to authenticate 
the data by scrutinizing it from the viewpoints of HCWs 
who participated in reporting patient safety occurrences. 
This examination was conducted using different views 
and a range of questions. Subsequently, we juxtaposed 
the obtained outcomes with existing hypotheses and 
prior research. In addition, all methodological concerns 
and evaluations were recorded and reviewed by an 
independent third party or experienced researcher to 
guarantee precision and uniformity. Researchers also 
kept records of their actions and noted their choices 
about themes and interpretations.

Ethics and consent
The Committee of Health Research Ethics, Faculty of 
Medicine, Universitas Lampung, Indonesia, granted 
ethical approval for this study (Number 1906/UN26.18/

PP.05.02.00/2023). We have obtained authorization 
from the relevant institutions to use their facilities as 
the study location. Before the interview, all participants 
were given verbal and written consent, indicating their 
agreement and understanding of the process.

RESULTS 

In accordance with the participant characteristics, the 
majority of the twelve HCWs are female, between 
the ages of 23 and 45, have been employed as 
nurses, and have been working for a duration of one 
to seventeen years (Table I). The IDIs revealed that 
incident reporting among HCWs at community health 
centers is influenced by several aspects, which may be 
categorized into facilitator elements. These facilitator 
factors consist of sub-themes such as 1) motivation, 
2) policy, 3) leadership, and 4) facilities. Meanwhile, 
themes emerged for barriers of PSI reporting, including 
1) comprehension of incidents, 2) socialization and 
training, 3) organizational culture, and 4) rewards and 
penalties (Table II).

 Table I: Characteristics of participants (n=12). (CONT.)

Code
Age 

(year)
Gender Profession

Work Tenure 
(year)

P8 37 Female Nurse 2

P9 35 Female Nurse 11

P10 43 Female Nurse 14

P11 40 Male Nurse 17

P12 44 Female Physician 14
Note: P – Participant

Table II: The emerged themes based on the participants’ 
responses

Themes Sub-themes Quotes

Facilita-
tors

Motivation Q1: “It is our responsibility to ensure pa-
tient safety, including reporting if there is 
an incident” (P12) 
Q2: “So that similar incidents do not hap-
pen again, that is important!” (P11)
Q3: “Yes, to protect patients and ourselves 
as officers too, right?” (P9)
Q4: “Colleagues here are very supportive 
to report when there’s an incident” (P4)

Policy Q5: “The policy of the Ministry of Health 
to report incidents using the National 
Quality Indicator application for commu-
nity health centers is reported every month 
and has been running since 2021” (P5)
Q6: “This is also included in the assess-
ment of community health center accred-
itation in the National Quality Indicators” 
(P1)
Q7: “There is monitoring from the District 
Health Office Team, reminding us every 
month via the WhatsApp group” (P7)
Q8: “The formation of a patient safety 
team, there is a decree, apart from that 
there is a procedure operating standard for 
reporting incidents, created by the head of 
the health center” (P9)

Leadership Q9: “The role of the leader is very influen-
tial. If he is not proactive and takes control, 
that is it, it is over” (P6)
Q10: “Leadership support is available. 
One form is by reminding us to report in-
cidents” (P2)

Facilities Q11: “The form is there, online report 
there is already Wi-Fi” (P5)
Q12: “The facilities are there, the printer 
is there, the computer is there, the paper is 
there, that is enough” (P8)
Q13: “Yes, the application is good!” (P10)

CONTINUE



Mal J Med Health Sci 21(2): 145-153, Mar 2025148

Malaysian Journal of Medicine and Health Sciences (eISSN 2636-9346)

a. Theme 1: Facilitators of PSI reporting
Facilitator elements of PSI reporting encompass all 
internal and external factors that encourage HCWs 
to promptly report events as they occur. The subject 
is comprised of four sub-themes: motivation, policy, 
leadership, and facilities. The majority of participants 
expressed their willingness to report PSIs, stating that 
it is their duty as HCWs to protect both patients and 
themselves from such incidents. They also emphasized 
the importance of preventing the recurrence of similar 
incidents. Their colleagues' sources of motivation 
were in addition to their own willingness (quote 1-4). 
Additionally, participants acknowledged the obligation 
to report PSIs in accordance with national and local 
policies (quote 5-8). This commitment was reinforced 
by effective leadership from the head of the community 
health center (quote 9-10). Furthermore, participants 
found the facilities provided at their workplace to be 
satisfactory (quote 11-13) (Table II).

b. Theme 2: Barriers of PSI reporting
Barriers were also derived from both external and internal 
forces. The barriers of PSI reporting can be categorized 
into four sub-themes: understanding incidents, 
socialization and training, organizational culture, and 
rewards and penalties. The majority of participants 
indicated that they did not report PSIs due to a lack of 

comprehension regarding incident reporting procedures 
and requirements, such as the specific criteria for 
incidents that necessitate reporting, as well as the desired 
approach for implementing patient safety in community 
health centers (quotes 14-16). Additionally, participants 
cited a lack of proper orientation and training on how to 
effectively report incidents (quote 17-19). Furthermore, 
the organizational culture surrounding incident reporting 
was found to be inadequately established (quote 20-23). 
Lastly, the absence of a system that provides incentives 
or penalties to encourage HCWs to report incidents was 
also identified as a contributing factor (quote 24-26) 
(Table II).

DISCUSSION

Incident reporting is widely recognized as a method for 
enhancing patient safety (26). However, previous study 
on incident reporting have shown that underreporting 
occurs to a large extent (16). The present study identified 
themes that were categorized as either supporting or 
inhibiting factors influencing PSI reporting among 
HCWs at community health centers. 

Facilitators of PSI reporting
a. Motivation
The majority of participants in our study exhibited 
strong motivation, stemming from both internal and 
external sources, to report the PSI. The participants from 
an internal source stated the belief that as healthcare 
workers, it is their responsibility to protect both patients 
and themselves from such situations and prevent them 
from happening again. The team's external source of 
motivation stemmed from their coworkers. The findings 
of this study highlight the significance of effective 
collaboration among groups. A study conducted in Iran 
revealed a substantial correlation between cooperation 
and a reduced incidence of adverse events, as well as 
improved reporting of such incidents (27). 

The World Health Organization (WHO) is deeply 
concerned about the importance of reporting 
safety occurrences. In 2020, the WHO published a 
comprehensive manual called "Patient Safety Incident 
Reporting and Learning Systems: Technical Report and 
Guidance" (3). This manual provides detailed instructions 
to health ministries, hospitals, and health facilities on 
how to effectively design, implement, and use patient 
safety reporting systems. This handbook outlines the 
optimal environment for reporting occurrences related 
to patient safety. According to the guide, creating 
a favorable environment that promotes employee 
motivation and acknowledges their contribution to 
reporting patient safety incidents is a necessary first 
step for large healthcare organizations that want to 
implement a system for reporting such incidents (3).

The most critical factor influencing willingness to report 
was the openness of incident reporting system procedures 

Table II: The emerged themes based on the participants’ 
responses. (CONT.)

Themes Sub-themes Quotes

Barriers Compre-
hension of 
incidents

Q14: “I am still confused about what pa-
tient safety implementation in community 
health centers should be like” (P5)
Q15: “We are still confused about the cri-
teria for incidents that must be reported” 
(P9)
Q16: “What are the examples of non-in-
jury incidents, what are the examples of 
near-miss incidents? We are still confused 
too” (P10)

Socializa-
tion and 
training

Q17: “There is no special training regard-
ing how to report incidents; so far there 
has not been any” (P8)
Q18: “I am also the person responsible for 
quality insurance; I should have received 
training, right? I have not...” (P4)
Q19: “Re-socialization is needed so that 
friends care more and understand patient 
safety incidents” (P7)

Organi-
zational 
culture

Q20: “Here, patient safety is not yet a cul-
ture” (P3)
Q21: “There are also those who are lazy, 
ignorant, do not care” (P11)
Q22: “There is a feeling of guilt and fear of 
being blamed, so it is better not to report 
it” (P6)
Q23: “It is difficult to cultivate a culture of 
reporting when there is an incident” (P1)

Rewards 
and penal-
ties

Q24: “There are not any rewards yet, 
right?” (P2)
Q25: “There are not enough rewards and 
punishment, but if you get a reward, you 
will be more enthusiastic” (P9)
Q26: “There needs to be rewards for those 
who report incidents properly” (P6)

Note: P - participant; Q – quote
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to potential users. At the individual level, the perceived 
effectiveness of reporting was an important antecedent. 
Management assistance has a favorable influence on 
HCWs' willingness to report. Various antecedents were 
discovered to be relevant for nurses and physicians (28). 
We expect that factors in the environment that promote 
the reporting of patient safety incidents would enhance 
the motivation of all healthcare workers to do the same. 

b. Policy
The majority of participants indicated that there was 
a requirement to report the PSI in accordance with 
national and local level policies. In Ghana, the absence 
of standardized protocols for reporting bad occurrences 
and addressing errors has led managers to choose 
different methods, some of which have fostered a 
culture of assigning blame (29). The incident reporting 
system was initially implemented in Indonesia in 2006, 
coupled with the Government's published guidelines to 
facilitate its implementation (2, 7, 18, 30). 

The Indonesian government grants authorization to the 
National Patient Safety Committee, an independent 
institution, to oversee and carry out the management 
of national patient safety and incident reporting. The 
Government has recently issued regulations that require 
all health facilities, regardless of accreditation status, to 
develop a patient safety policy that includes an incident 
reporting system (7, 18). The deployment of incident 
reporting systems differs at the primary healthcare 
level. According to the Indonesian Ministry of Health, 
a total of 9,740 community health clinics in Indonesia 
are undergoing a process of accreditation in stages. The 
Indonesian Ministry of Health mandates the regulation 
of patient safety in health facilities. This entails the 
requirement for each facility to systematically arrange 
and record patient safety occurrences on a monthly basis. 
This serves as a baseline for evaluating the effectiveness 
of the quality measures implemented (30). As of January 
2021, Community Health Centers have been mandated 
to regularly assess national quality indicators through 
incident reporting applications (31). 

The reporting of patient safety incidents is facilitated 
through an application created by the Directorate of 
Quality and Accreditation of Health Services, Ministry 
of Health of the Republic of Indonesia, in collaboration 
with the National Patient Safety Committee and the 
Program and Information Section of the Secretariat of 
the Directorate General of Health Services, Ministry of 
Health of the Republic of Indonesia (31). The Patient 
Safety Incident Report Application at Community Health 
Centers has four levels of users: community health center 
level users, district health office level users, provincial 
health office level users, Ministry of Health level users, 
and the National Patient Safety Committee (31). 

In Indonesia, the incident reporting system is divided 
into internal and external systems (7). The internal 

reporting system often relies on physical documents and 
functions mostly within the community health center 
hierarchy. Individuals who have personally seen or 
observed an event are required to provide a report to 
either the supervisor or the leader of the department. 
The supervisor or leader will then evaluate the incident 
and assign it a rating, which will indicate whether a 
thorough or basic inquiry should be conducted. Adverse 
or sentinel incidents necessitate a comprehensive study 
utilizing Root Cause Analysis, which typically requires a 
timeframe of 14 to 45 days. Subsequently, the finalized 
findings are transmitted to the National Patient Safety 
Committee as an external report. 

c. Leadership
Prior studies have demonstrated that leadership has 
a significant role in influencing safety behaviors in 
the workplace (32). A study conducted in Germany 
discovered a favorable correlation between supervisors 
and their subordinates who have high-quality 
relationships, and the level of confidence in reporting 
the PSI (33).

Both leadership and healthcare workers must demonstrate 
strong support and commitment in order to achieve 
patient safety (34). Nevertheless, the practicalities 
of organizational dynamics prevent managers from 
establishing strong bonds with every subordinate. Our 
findings indicate potential supplementary interventions 
that occur in higher levels of hierarchy. Organizations 
should prioritize intervention efforts that include 
both supervisory training to enhance employee 
relationship development and managerial training to 
emphasize the significance of effectively expressing a 
strong commitment to patient safety across the whole 
organization (33).

Healthcare workers need both leadership and peer 
support to effectively address communication obstacles 
following a medical error that results in injury (35). 
Management support is crucial for establishing a patient 
safety culture. The absence of adequate resource 
support has resulted in the need for improvisation, 
hence jeopardizing patient safety (29).

d. Facilities
The study's findings indicate that facilities offer sufficient 
support for reporting patient safety concerns. Prior 
studies have found that the strength of an organization 
has a substantial influence on patient safety initiatives 
through the provision of managerial support for safety 
(36). By ensuring the provision of suitable facilities, the 
organization can enhance the efficiency of incident 
reporting by HCWs. Organizations should allocate 
additional financial, human, and logistical resources to 
health institutions in order to emphasize patient safety 
(29). 

Several nations, including Indonesia, have created 
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unnecessary bureaucracy, and without any hierarchical 
structure (45). To meet incident reporting targets (42), 
management should provide educational initiatives, 
such as in-house training. Providing organizationwide 
training is crucial for fostering a collective comprehension 
of patient safety incidents and establishing a fresh set of 
reporting requirements. 

Furthermore, it is crucial for clinical instructors to 
include incident-related teaching into staff training 
programs in order to enhance nurses' understanding of 
the significance of occurrences (43). Within Uganda, a 
majority of participants, specifically 55.7%, expressed 
the belief that receiving training on identifying incidents 
was essential. Additionally, 60.1% of participants said 
that having written standards was crucial. Staff members 
are provided with educational materials that instruct 
them on how to report events (46). Multiple hospitals 
in Indonesia conduct routine safety and incident 
reporting training courses. Nevertheless, they failed to 
achieve any outstanding outcomes. It is imperative that 
socialization within the system encompasses all hospital 
units (44). Hence, it is imperative to enhance the regular 
socialization and training programs for all HCWs at 
community health centers.

c. Organizational culture
An environment that encourages the act of publicly 
humiliating and assigning fault can exacerbate the 
inclination to reveal issues with patient safety (46). 
The fear of being held accountable or reprimanded has 
been ascribed to the existence of a significant cultural 
barrier (17). HCWs experienced communication hurdles 
that were associated with emotions of culpability 
or humiliation, as well as apprehension regarding 
professional and legal repercussions. Healthcare 
workers necessitated a designated area for discussing the 
occurrences (35). An affirmative culture is essential for 
increasing individuals' awareness of incident reporting 
(14). It is necessary to build a standard culture of fairness 
and accountability in healthcare institutions in order to 
promote the intended principles of patient safety culture 
(29). Healthcare workers, from a cultural perspective, 
generally avoid getting involved in conflicts with others, 
including friends and supervisors (44), which results in 
a reduced level of involvement in reporting practices. 
Therefore, healthcare institutions must foster a culture 
that is supportive, conducive to learning, and places a 
high priority on safety in order to encourage HCWs to 
report incidences pertaining to patient safety (43). 

A study conducted in Uganda found that 67% of the 
158 participants preferred a work environment that 
encourages incident reporting without assigning 
blame or shame 46. Introducing an interactive training 
program for event reporting would significantly improve 
the establishment of a culture focused on patient safety 
(47). In addition, effective communication within 
a corporation has the ability to overcome cultural 

national systems for reporting incidents (5, 7, 18). 
Nevertheless, the Indonesian patient safety incident 
reporting system proved to be less effective when 
compared to the Taiwan Patient Safety Reporting 
and Malaysian systems. This was primarily due to its 
inability to gather an adequate amount of national 
incident reporting data and its lack of transparency, 
which hindered the ability to learn at a national level 
(37). Not all personnel at a Norwegian health facility 
had authorization to use the system, which was not 
interconnected across all departments (38). 

Barriers of PSI reporting
a. Comprehension of incidents
The majority of healthcare workers in our study 
demonstrated a limited comprehension of the various 
categories of occurrences, as well as the appropriate 
timing and methods for reporting them. This discovery 
was in line with a prior investigation that revealed that 
although being aware of a reporting system within their 
healthcare facility, the personnel lacked knowledge on 
how to get an incident form or how to handle it after its 
completion (39). A prior study conducted in Indonesia, 
which yielded comparable results, emphasized a 
deficiency in knowledge and comprehension pertaining 
to event reporting (14). 

A prior investigation delineated three pivotal stages of 
incident reporting: comprehension and expertise about 
the system, the capability to identify situations that 
should be reported, and the aptitude to surmount any 
obstacles to reporting (40). The inability to complete 
the initial phase of this process, which entails acquiring 
awareness and understanding of the system, resulted in 
a widespread failure to report occurrences. 

A prior investigation on healthcare workers' requirement 
for safety knowledge revealed that the expertise and 
proficiency in creating patient safety-related science play 
a crucial role in a nurse's ability to exhibit appropriate 
conduct in reducing errors while delivering patient 
services (41). In order to accomplish objectives in 
incident reporting, leaders must implement educational 
interventions that effectively transmit information to 
the workforce (42). An incident reporting management 
and education system that is tailored to a learning and 
supportive working environment is crucial for improving 
nurses' willingness to report incidents. This, in turn, has 
the potential to greatly enhance patient safety (43).

Socialization and training
All staff members are obliged to undergo socialization 
and training on incident reporting to reinforce the 
knowledge they have acquired. This is especially 
important for nurses, as they make up the bulk of 
healthcare workers in hospitals. A prior investigation 
revealed that Indonesian HCWs had difficulties in 
reporting occurrences due to a lack of socialization or 
training (44). Reporting should be streamlined, free from 
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barriers (44). As per another finding of this study, the 
HCWs displayed feelings of dread, humiliation, and 
unease when conveying patient safety concerns to their 
colleagues. A study conducted in South Korea found 
that healthcare personnel, particularly nurses, exhibited 
hesitancy in reporting safety incidents due to a range of 
emotional reactions including humiliation, remorse, and 
despair. In addition, they displayed behavioral changes 
such as sleeplessness, avoidance, and even shifts in their 
professional trajectories (48). The mental well-being of 
HCWs should be prioritized, and measures should be 
taken to ensure that every incident may be recorded 
without any undue influence.

d. Rewards and penalities
Study findings indicate that HCWs have emphasized the 
need for management to prioritize safety event reporting 
by providing more substantial financial incentives. 
Individuals and teams are rewarded for improving safety 
in a culture that places safety as a top priority. The 
absence of adequate incentives and recognition leads 
to HCWs’ limited understanding and engagement in 
incident reporting. Consequently, the staff is unable to 
make any advantageous modifications (45). 

In contrast, a randomized experimental study found 
that incentives influence the motivation to report 
safety concerns. Nevertheless, the limited period of 
wage increases hinders the long-term utilization of 
these incentives in improving safety culture (49). The 
management needs to develop an effective strategy 
to enhance the ongoing documentation of safety 
occurrences over a specific timeframe. Moreover, a 
study conducted at health facilities in the Philippines 
has indicated that management need to enhance their 
comprehension, expertise, and mindset in order to 
establish a lasting culture of patient safety. One can 
accomplish this by implementing training programs, 
benchmarking, institutionalization, and accreditation, 
all with the goal of enhancing patient safety (50).

Limitation
The sample technique employed was purposive, 
therefore rendering the results non-generalizable to the 
entire population. Furthermore, individuals with diverse 
professional backgrounds exhibit distinct work patterns 
and varying levels of susceptibility to errors, which 
can significantly impact how they disclose behavior 
regarding incidents.

CONCLUSION

The study identified two main themes that affect the 
reporting of PSI among HCWs at community health 
centers. The first theme, referred to as facilitator factors, 
includes sub-themes such as motivation, policy, 
leadership, and facilities. The second theme, known as 
barriers of PSI reporting, encompasses sub-themes such 
as understanding of incidents, socialization and training, 

organizational culture, and rewards and penalties. 

The district health office, in collaboration with 
community health center management, must enhance 
proactive engagement and training of HCWs, ensure the 
provision of necessary resources for reporting incidents 
to the PSI system, offer incentives, and bolster the 
supervision of policy execution for incident reporting. 
Additional research is required to implement alternative 
strategies that can address the barriers preventing HCWs 
at primary care settings from reporting PSIs.
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