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Abstract: Patient safety is crucial for the sustainability of the healthcare system. However, this may
be jeopardized by the high prevalence of practice errors, particularly in residential long-term care.
Development of improvement initiatives depends on full reporting and disclosure of practice errors.
This systematic review aimed to understand factors that influence disclosing and reporting practice
errors by nurses in residential long-term care settings. A systematic review using an integrative design
was conducted. Electronic databases including PubMed (including Medline), Scopus, CINAHL,
Embase, and Nordic and Spanish databases were searched using keywords relating to reporting
and disclosing practice errors by nurses in residential long-term care facilities to retrieve articles
published between 2010 and 2019. The search identified five articles, including a survey, a prospective
cohort, one mixed-methods and two qualitative studies. The review findings were presented under
the categories of the theoretical domains of Vincent’s framework for analyzing risk and safety in
clinical practice: “patient’, “healthcare provider’, ‘task’, ‘work environment’, and ‘organisation &
management’. The review findings highlighted the roles of older people and their families, nurses’
individual responsibilities, knowledge and collaboration, workplace atmosphere, and support by
nurse leaders for reporting and disclosing practice errors, which had implications for improving the
quality of healthcare services in residential long-term care settings.

Keywords: disclosure; long-term care; nurse; older people; patient safety; reporting; practice error

1. Introduction

The number of people aged >65 years has increased to 8% worldwide, and it is predicted to rise
to 16% by 2050 [1]. This is likely to engender a rise in the prevalence of multiple morbidity, including
long-term mental and cognitive impairments [2]. Combined with social isolation and loneliness,
this will increase the economic burden of healthcare, with a possible negative impact on society and
families [3,4]. Accordingly, to make services sustainable, healthcare professionals are endeavoring
to optimize the quality of care for those with complex clinical needs [5]. The increased demand
for both ambulatory and long-term care, triggered by demographic change, requires planning and
collaboration between health system stakeholders, including policymakers, healthcare staff, insurers,
and patients [6,7]: Healthcare systems do not have the capacity to accommodate errors.

Patient safety is defined as the prevention of harm during the provision of healthcare services [8]
and is the cornerstone of high-quality healthcare with a direct effect on people’s mortality and
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morbidity [9]: Adverse events during care delivery are one of the 10 leading causes of death and
disability across the globe [10]. Therefore, patient safety has been considered a prerequisite for
strengthening healthcare systems [8] and achieving effective universal health coverage (UHC) under
Sustainable Development Goal 3—healthy lives and improved well-being for people of all ages [11].

The focus of efforts to improve patient safety has been hospital and acute care [12]. However,
people in long-term care, including nursing homes and rehabilitation settings, may be more vulnerable
to patient safety lapses, including falls, pressure ulcers, healthcare-associated infection, and medication
errors [13], due to frailty combined with multiple long-term physical and psychological disorders.
In Canada, 10.1% of home care residents experience adverse events annually, of which 56% are
preventable [12]. Furthermore, 22% of residents in such settings in the USA experience medication
errors, infections, falls, and pressure ulcers, many of which could be prevented [14]. A systematic
review showed that 16%-27% of residents in nursing homes were affected by medication errors,
and 75% were prescribed at least one potentially inappropriate medication, but many incidents
remained underreported [15]. In general, multimorbidity and polypharmacy amongst older people
increase their risks of inappropriate medication use and related adverse side effects [16].

In residential long-term care, an emphasis has been placed on quality improvement initiatives,
but patient safety has not been integrated into routine quality of care initiatives [17]. Conditions that
could be prevented and safely managed in such settings can lead to hospitalization and increased
healthcare costs [18]. In general, residential long-term care settings have been recognized as fertile
environments to expand patient safety initiatives, due to the high rate of adverse events [19,20] and
institutional barriers to reporting practice errors [21,22].

Background

Reporting practice errors or near misses are fundamental to quality improvement and patient
safety [23]. Notifications of practice errors are important for: recording and communication of issues
to management; assessment of risks and harm; rectification; and interventions and practical strategies
to improve patient safety [20,23-25].

All healthcare staff working in short-term and long-term care settings have legal and ethical
obligations to report practice errors. Under voluntary reporting schemata, they are encouraged to
report near misses and errors, to provide important information for the reduction of errors in the future.
Mandatory reporting may be restricted to adverse events causing immediate patient harm, injury or
death [23]. However, voluntary reporting is characterized by suboptimal response rates, entrapment
by prior expectation, and selection bias [26], attributed to blaming and punitive cultures that hinder
frank disclosure of practice errors that would allow learning and improvement [27]. The situation
might be ameliorated by involving patients and their families in patient safety initiatives through
disclosure of practice errors they experience [28]. Reporting and disclosing errors is considered by the
World Health Organization (WHO) to be a useful learning strategy and the basis for the development
of strategies to prevent future errors [29].

Verbal and paper-based incident-reporting systems are commonly used [24,30-32], but electronic
reporting systems are becoming more popular, despite their complexities, security requirements,
and legislation limiting access to personal information [32]. Reporting and disclosure of practice errors
implies admitting and acknowledging that a mistake has been made. It also involves communication
by the healthcare provider to the patients and their families regarding the error, possible consequences,
and formal apologies [23]. Error reporting has a positive effect on patient safety and is a stimulus for
change in the process of care. It contributes to the improvement of culture, knowledge, and attitudes
towards voluntary anonymous incident reporting [30]. However, comparison of data collected using
different reporting systems is difficult, due to the voluntary nature of incident reporting and variations
in the definitions of near misses and adverse events.

Nurses have a crucial role as vigilant intermediaries for the safety of care delivered to patients in
long-term care settings [33]. They are best placed to identify adverse events in the process of care, due to
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their central role in the provision of care, along with their holistic knowledge of the patient [34,35].
They are more likely to report errors via error-reporting systems than other healthcare staff [36],
attributed to their feeling of a moral obligation to provide safe care to patients [12,37,38].

Differences in the definitions and processes of patient safety between various healthcare
settings [13] indicate diverse influences on the culture of patient safety, reporting, and disclosure of
practice errors in long-term care. Despite the importance of errors for the safety and well-being of
older people in long-term care, and nurses’ involvement in patient safety, there is uncertainty as to the
enabling and inhibiting frameworks and factors affecting reporting of practice errors [39]. Therefore,
this systematic review of the international literature aims to answer the question: What factors influence
disclosing and reporting practice errors by nurses in residential long-term care settings?

2. Materials and Methods

2.1. Design

An integrated systematic review was conducted considering studies with quantitative and/or
qualitative methods describing [40-42] practice error disclosure and reporting in residential long-term
care settings including nursing homes, rehabilitation settings, and municipal care settings.

2.2. Search Strategy and Sata Collection

Systematic literature searches by all authors were conducted using online international databases:
PubMed (including Medline), Scopus, CINAHL, and Embase. In addition, the Spanish databases of
Medes and Cuiden and Nordic databases of Norart and SveMed+ were searched to improve the search
coverage. A reference librarian was consulted for the search process. The search terms were developed
based on the authors’ expertise and pilot tests on general and specialized databases. The search was
structured using Boolean operators (AND, OR) and consisted of MeSH terms and free terms concerning
nursing, patient safety, disclosure, and reporting of practice errors in residential long-term care settings.
The search terms were translated to Norwegian and Spanish to conduct a similar systematic search in
Nordic and Spanish scientific databases. In addition, grey literature on policy and cross-references
from bibliographies were checked to maximize coverage. Inclusion criteria were: focus on disclosure
and reporting of errors by nurses in residential long-term care for older adults; and publication in
English, Norwegian or Spanish between 2010 and 2019 in peer-reviewed scientific journals.

2.3. Articles” Selection and Quality Appraisal

The selection of studies by all authors was based on inclusion and exclusion criteria. Studies on
error disclosure and reporting by other healthcare providers, in places other than long-term care facilities,
such as in acute care settings and hospitals, and for other age groups were excluded. The authors
selected articles independently, using the predetermined keywords, and shared results. Each retrieved
study was screened by title, abstract, and full text by applying the inclusion criteria. Disagreements
about the inclusion of selected studies were resolved through discussions to reach consensus.

Full texts were appraised against the Enhancing the Quality and Transparency of Health
Research (EQUATOR) tools [43], appropriate to the studies’ methods, including the Strengthening
the Reporting of Observational Studies in Epidemiology (STROBE) (for cross-sectional, observational,
and cohort studies, maximum score 34), the Consolidated Criteria for Reporting Qualitative Research
(COREQ) (for qualitative research, maximum score 32), and the Good Reporting of a Mixed-Methods
Study (GRAMMS) (for mixed-methods studies, maximum score 12). These assisted evaluation of
selected studies, in terms of research structure, underlying theoretical and conceptual frameworks,
and presentation of findings relevant to our review’s aim. The studies were appraised by the researchers
independently, and results were combined. Decisions on the importance and methodological quality
of each article for inclusion in data synthesis were made through discussions to reach consensus.
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The review process was presented using the Preferred Reporting Items for Systematic Reviews and
Meta-analysis (PRISMA) Statement (2015) [44] as recommended by EQUATOR [40].

2.4. Data Extraction and Analysis According to the Theoretical Framework

Data from the selected studies were imported to a prepiloted data extraction table and tabulated
according to core details comprising: author’s name, publication year, country, design and intervention,
sample size and setting, and findings on issues surrounding disclosure and reporting practice
errors by nurses in long-term care. Next, the theoretical framework for analyzing risk and safety in
healthcare practice devised by Vincent et al. (1998) [45] based on the Reason’s model of organizational
accidents [46] was used to connect the review findings to the international literature and develop a
systematic approach towards the study phenomenon. Since the improvement of patient safety depends
on a systematic assessment and combination of interventions that target various elements in healthcare
systems’ hierarchies, this theoretical framework was used to classify factors at the levels of (i) patient,
(ii) healthcare provider, (iii) task, (iv) work environment, and (v) organization and management [45,47].
Disagreements were resolved and categories were finalized through shared discussions.

3. Results

3.1. Search and Study Selections

The application of the search strategy identified 1903 articles (Table 1). Duplicates were deleted
and irrelevant titles were excluded. Then, 83 abstracts were read and checked against the inclusion
criteria, and possibly relevant articles were selected and proceeded to full-text reading (n = 5). Their full
texts were obtained from Norwegian and U.K. libraries and were carefully read to ensure that those
studies with a precise focus on the review topic were selected. They were then appraised using the
appropriate EQUATOR tools. No studies were excluded at this stage, as their scores in terms of
methodological and scientific structure were acceptable; all five were included. Grey literature and
cross-referencing from bibliographies identified no more studies.

Table 1. The search strategy and results of different phases of the review.

Database/Articles from Total in Each Selected Based Selected Based on Selected Based on
2010-2019 Database on Title Reading  Abstract Reading  Full-Text Appraisal
PubMed (including Medline) 77 39 0 0
Scopus 826 23 4 4
Cinahl 347 6 2 1
Embase 157 7 0 0
Medes (Spanish) 2 1 1 0
Cuiden (Spanish) 474 5 5 0
Norart (Nordic) 6 0 0 0
SveMed+ (Nordic) 14 2 2 0
Manual search/backtracking 0 0 0 0
references
Total 1903 83 14 5

The PRISMA flowchart was shown in Figure 1. Variations in the studies” aims and methods did
not lend themselves to meta-analysis; therefore, findings were presented narratively.
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Search terms:
nurs* OR nursing
AND “patient safety” OR “safe care™ OR “safe practice” OR mistake OR error OR “patient harm™ OR
“adverse event” OR negligence OR violation OR malpractice OR failure OR mistreatment OR incident OR
hazard OR “near miss”™ OR “adverse health care event”™ OR “health care error” OR harm OR danger
AND inform, OR disclose OR disclosure OR communicate OR announce OR reveal

AND gerontol* OR gerontology OR geriatric OR old OR elderly OR senior OR aged OR aging OR elder
g OR “old people™
k= AND homecare OR “home care”™ OR “home nursing "OR “home health service*” OR “home health care™
S
g v v
E Records identified through database Additional records identified through
= searching < grey literature and cross referencing
(n=1903) from bibliographies
(n=0)
- »| Excluded based on titles and duplication (n = 1820)
g
=
)
v
(7]
(7] v
Reading abstract to check for inclusion
T criteria
(n=283)
() Excluded based on abstracts
(n=78), reasons:
I »  No focus on disclosing and
= v reporting errors (61);
:-a Acute care (16);
= Reading full-text articles to check for Other healthcare staff (1);
- inclusion criteria
(n=5)
~—
Excluded based on full-texts
(n=0)
A
'8 Full-text appraisal for inclusion in data
= analysis and synthesis
=
~ n=75)
=
=]

Figure 1. The process of the review according to the Preferred Reporting Items for Systematic Reviews
and Meta-Analysis (PRISMA).

3.2. General Sescription of the Selected Studies

Two of the five selected studies used quantitative designs [48,49], two used qualitative designs [50,51],
and one was a mixed-methods study [52]. In total, the review’s sample and setting consisted of
1299 nurses and 137 residential long-term care settings (Table 2).

The focus of two studies was on the process of disclosing and reporting practice errors [48,52],
and three studies focused on perceptions and experiences of disclosing and reporting practice
errors [49-51]. One of the studies was conducted in Canada [49], one was conducted in the
Czech Republic [48], two were conducted in Norway [50,51], and one was conducted in the USA [52].

3.3. Categorization of the Review Findings to the Vincent’s Framework

The findings of the selected studies were classified according to Vincent’s framework for analyzing
risk and safety in healthcare practice [45] to provide a comprehensive picture of factors facilitating and
hindering disclosure and reporting of practice errors in residential long-term care settings (Table 3).
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Table 2. Studies selected for data analysis and synthesis.

6 of 14

Author, Year,
Country

Aim

Method

Setting and Sample

Reported
Outcome/Findings

Structure Used for
Error Disclosure
and Reporting

Quality Appraisal
Instrument and
Score

Wagner et al., 2012,

Canada [49]

Hgib et al., 2013,

Czech Republic [48]

Winsvold Prang and
Jelsness-Jorgense,
2014, Norway [50]

Berland and Bentsen,
2017 Norway [51]

Wagner et al., 2018,

USA [52]

To describe nurses’ perceptions
of error disclosure in
nursing homes.

To describe the processes used
for reporting adverse events in
long-term care settings.

To explore barriers to reporting
errors and incidents in
nursing homes.

To explore nurses’ experiences
of patient safety, medication
errors, and disclosing errors in
care homes.

To educate nurses on how to
disclose patient safety events to
residents and family members
using a structured
communication tool.

Cross-sectional
email survey

Prospective cohort
study

Qualitative design
using thematic
analysis

Qualitative design
using content
analysis

Mixed-methods

1180 nurses working in
nursing homes; no data
on the number of
nursing homes with a
response rate of 50%

111 long-term facilities
and 11 in-person visits
to facilities with a
response rate of 100%

13 nurses working in
17 nursing homes

20 nurses from
2 municipalities

77 nurses from
6 nursing homes;
9 interviews in
1 nursing home

Relationships between
tendency to disclosing
errors and previous
experience of error
disclosure were reported.

37% of visited facilities
had no policy for
error reporting.

Culture of error reporting
and disclosure was
not established.
Necessity of openness
and routines regarding
reporting errors was not
always understood.

Process and structure of
communicating errors to
residents and families
were lacking.

Resident, nurse,
error
severity/outcome,
and institutional
culture
Definition of
adverse events,
responsibilities,
reporting,
and analyzing

Organizational and
individual barriers

Inductive approach

Anticipate, listen,
empathize, explain,
and follow up

STROBE, 22

STROBE, 24,

COREQ, 24

COREQ, 21

GRAMMS, 9

STROBE: Strengthening the Reporting of Observational Studies in Epidemiology; COREQ: the Consolidated Criteria for Reporting Qualitative Research; GRAMMS: Good Reporting of a
Mixed-Methods Study.
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Table 3. Summary of review findings based on Vincent’s framework.

7 of 14

Berland and Bentsen, Wagner et al., 2018 [52]

Author, Year o Winsvold Prang and Jelsness-Jergensen,
. W 1., 2012 [4 H 1., 2013 [4 !
Vincent’s Framework agner et al,, 2012 [49] &b et al., 2013 [45] 2014 [50] 2017 [51]
Clear and understandable language
and without jargon/medical
terminology for communication of
. . , . , errors to residents and families;
Damaging residents’ trust in nurses : : N
competencies and getting sued; discussing preventive measures
Patient p ) , Lo No data No data No data with residents and families;
residents” and families . . . e
¢ listening to residents/families and
understandings of errors. Lo . .
allowing time for their reflection
and feedback; use of empathetic
statements without becoming
defensive during communication.
Personal attitude regarding the
significance of errors; discussing
errors and near misses with R .
. . Feeling responsible for errors;
colleagues; necessity of knowing . . . . A - .
Prior experience with reporting errors; knowledge being in favor of fully disclosing
about errors; knowledge on how to . . . . . o .
. - . . . and confidence in the digital reporting system; Being good at error, providing details, and
Healthcare provider disclose errors; interest in receiving No data s - . . . . . . .
. ) personal belief in the sensitivity and seriousness disclosing errors discussing prevention; being
education on error disclosure; more . . o
. of errors. confident in communicating errors
error disclosure by well-educated . o
. . to residents and families.
nurses; history of reporting errors
of varying severity; more
disclosure of serious errors.
- . Continuity and closeness of
H k obligat; d lack of time t o .
Task No data No data eavy work obtigations and fack of tme fo No data monitoring resident after
report errors. o
committing error.
. . Openness to disclose and
Failure in the care system as the . . . .
General negative attitudes in the system towards communicate errors to
No data error reporting; focus on reporting errors in other colleagues, No data
daily practice; physicians, residents and
relatives.

cause of errors; receiving support
to cope with the associated stress

Work environment
of errors.

Nurse leader as responsible for
disclosing errors to family and
residents; reporting system
available; adequacy of mechanisms
to inform nurses about errors.

Organization and
management

Unclear routines for handling error reports; no
information and feedback about the consequences
of reported errors, such as improvement of
routines and surveillance; previous negative
feedback to reported errors; being encouraged by
leaders to report errors selectively; protection of
anonymity of reporting; fear of conflict with
others and reprimand; level of sensitivity and
seriousness of error from the system’s perspective.

Being concerned about getting
reprimanded and damaging
professional reputation.

Need for internal policies on
error reporting and cause
analysis; requesting staff to
report errors;
direct reporting or
via superiors;
standardized reporting
systems as paper of
electronic formats.

Devising initiatives by
nurse leaders to disclose
medication errors.
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3.3.1. Patient

Nurses reported that disclosing and reporting practice errors could damage patients’ trust in
nurses’ competencies and might lead to litigation [49]. Moreover, lack of understanding by some older
people and their families of nurses’ descriptions of practice errors and the use of jargon and medical
terminologies were barriers to disclosing errors [49,52]. However, personalized discussions with and
education of older people and their families, and use of appropriate and empathetic language without
a defensive and blaming tone, facilitated reporting and disclosing practice errors [52].

3.3.2. Healthcare Provider

Nurses’ roles, their attitudes and knowledge of the significance and history of practice errors,
and proclivity towards reporting were discussed. Nurses often had previous history of minor and
major errors and near misses and believed in the need to report them [49-52]. Holding a Bachelor’s
degree plus previous history of disclosing and reporting serious practice errors were associated with
error disclosure to both institutions” administrators and colleagues with the aim of improving patient
safety [49,52].

Nurses felt responsible for practice errors [52]. They emphasized the importance of data collection
on errors for future prevention initiatives [49,51,52]. The main barriers to reporting and disclosing
errors were: lack of knowledge of the process; lack of confidence in the current digital systems for
reporting; workload and lack of time; lack of a unified and standard definition regarding the seriousness
of errors and their eligibility for reporting and disclosing; and a need for appropriate communication
skills when reporting and disclosing errors to administrators, older people, and their families [49,50,52].

3.3.3. Task

One study stated that reporting and disclosing practice errors was time-consuming and interfered
with routine nursing tasks [50]. In another study, the follow-up tasks assigned to nurses after reporting
meant that time was spent in closer monitoring of patients, but tasks were not specified [52].

3.3.4. Work Environment

The overall atmosphere of the workplace and the presence of positive and negative attitudes
towards reporting and disclosing practice errors varied among administrators, colleagues, and older
people and their families [50,51]. Nurses felt that the healthcare system, rather than the individual,
was responsible for errors in care [49].

3.3.5. Organization and Management

The role of nurse leaders and reporting processes varied with severity of errors. Accordingly,
with the increased severity of errors, nurse leaders would be considered directly responsible for
reporting and disclosing practice errors, and nurses should report errors under the direct supervision
of nurse managers [48,49]. Paper or electronic systems for internal reporting, and cause analyses,
were available in some residential long-term care settings [48,49]. However, variation in reporting
routines, assignment of reporting tasks only to nurses and not to all healthcare providers, and the
use of a less than systematic approach for reporting diminished the effectiveness of reporting for
development of future initiatives aiming at the improvement of patient safety [48,50].

Additionally, there was a need to improve current strategies and processes to: inform nurses about
interventions that would be performed after reporting and disclosing practice errors; send feedback
about the consequences of reporting; explain how future similar incidents would be prevented;
and provide support to facilitate coping with the stress of making mistakes and reporting them [49,50].

Nurse leaders were held responsible for encouraging nurses to report errors [50,51]. However,
conflicts arose with those colleagues involved in errors, including bullying, inappropriate social
responses, and being excluded from social events, hindering reporting and disclosure to administrators
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and nurse leaders [50]. Negative reactions and feedback by nurse leaders, encouragement of selective
reporting of incidents, ignoring nurses” clinical reasoning and judgment in handling error reports,
anonymity and confidentiality issues, concerns over being sued and reprimanded by administrators
at the workplace, and endangering nurses’ professional reputation were mentioned as barriers to
reporting and disclosing practice errors [50,52].

4. Discussion

This integrative systematic review using data from qualitative and quantitative studies identified
factors that influenced disclosing and reporting practice errors by nurses in residential long-term
care settings. Empirical evidence was sparse but congruent with Vincent’s framework (1998) [45]:
patient, healthcare provider, task, work environment, and organization and management. Given a lack
of similar systematic reviews on reporting and disclosing practice errors in long-term care settings,
we discussed our findings using the current international notion of the study phenomenon in various
healthcare settings, including ambulatory and short-term.

Reporting and disclosing practice errors by nurses was influenced by older people’s and their
families” understandings of, and reactions to, error disclosure. Communication and sharing ideas
on nursing care with residents and their families should be developed to improve their participation
in their own care [53]. This way, active participation of older people and their families in patient
safety initiatives improves their willingness to receive the disclosure of practice errors and engenders
a more positive reaction when safety concerns are raised [54]. Reporting errors may also send a
message of honesty and ethical competence [55,56] but should be predicated on patients” and families’
understandings of safety [57,58]. Patients and families are valuable sources of information regarding
care and have the right to know about errors or near misses in which they are involved, so that similar
incidents may be prevented in the future [23]. However, nurses are not often willing to disclose errors
to patients and families, due to fears of legal consequences, loss of trust, and lack of error disclosure
guidance [59].

Nurses’ knowledge and attitudes to reporting practice errors and the complexity of reporting tasks
affected error reporting. Nurses’ lack of confidence and knowledge, the time-consuming nature of error
reporting, and fear of repercussions have been recognized as barriers to error disclosure in all levels
of healthcare systems [60,61]. Since nurses collaborate with other healthcare professionals to inform
patients regarding therapeutic decisions and their outcomes, they need to have sufficient knowledge
and positive attitudes towards disclosing and reporting errors if they are to manage challenging
conversations about patient safety with patients and families [62].

Workplace characteristics, in terms of the presence of a positive and supportive atmosphere for
reporting and disclosing practice errors, were highlighted as affecting reporting. Improvement in
patient safety requires incident reporting by all healthcare staff [63] and depends on support and
encouragement [12], appropriate work conditions, supervision, teamwork, and collaboration [64-66].
Reducing nurses’ concerns regarding reprimands and punishment after reporting practice errors
appears to improve error disclosure and reporting [67]. Disciplinary actions, blame cultures,
and frustrations due to lack of organizational change after reporting are barriers to reporting and
disclosing [23,31].

Nurse leaders were recognized as having crucial roles in how reported incidents were
processed and used for improving patient safety in residential long-term care settings. Generally,
nurse leaders are responsible for encouraging error disclosure through policy making, creation
of a supportive culture, and encouraging nurses to consider ethical values via provision of care,
education, and mentorship [37,68,69]. Alleviation of moral distress after making errors, following up
by apologizing to patients and their families [70], standardized tools and feedback [71,72], training
regarding communication skills, and coping strategies to reduce nurses’ emotional stress [37,73] are
considered key leadership roles for nurses. Systematic, in-built support for error identification [19,20]



Sustainability 2020, 12, 2630 10 of 14

and disclosure should remove the responsibility to inform patients and their families from individual
nurses [59]. User-friendly guidelines and reporting mechanisms should be implemented [74,75].

The limitations of this review concern the search strategy and heterogeneity of the selected studies.
The full range of international databases was used, and Spanish and Nordic databases were included.
Despite the limited number and heterogeneity of articles eligible for inclusion, the results of this review
provide an overview of current knowledge of the topic. The search terms were developed based on the
previous literature and were pilot-tested, but the terminology of this study topic is multidimensional,
wide, and not fully established. Bias was reduced as much as possible through collaboration between
researchers with differing linguistic and research backgrounds.

5. Conclusions

Alignment of the review findings regarding factors affecting practice error reporting in residential
long-term care settings with Vincent’s theoretical framework may facilitate their application by
healthcare managers and policymakers, who should consider systematized, formal documentation
to identify and report errors and adverse events, ideally while problems are containable and before
patients are harmed [19,20].

The vulnerability of older people in long-term care facilities and their families to practice errors
creates heavy responsibilities for nurses. Accordingly, nurses should act to protect and maintain older
people’s and their families” rights through disclosing errors. More attention should be given to nurses’
knowledge, confidence, and competence on how to disclose and report practice errors and how the
related information is used for learning and improving the quality and safety of care.

Future studies should describe the roles of older people and their families, nurses’ roles,
responsibilities, and interprofessional collaboration, the workplace atmosphere, nurse managers,
and policy makers, and how these impact the safety and well-being of older people in long-term care.

Author Contributions: The following criteria were met by the authors of this article: conceptualization: M.V.,
FEV.-M,, LG K, and M.K,; methodology: M.V,, EV.-M., LG K,, SJ., and M.K,; investigation and formal analysis:
M.V, EV.-M,, L.GK,, S]., and M.K,; writing—original draft preparation: M.V,, EV.-M., LGK,, SJ., and M.K;;
writing—review and editing: M.V,, EV.-M., LG K,, S.J., and M.K.; project administration: M.V, .G.K., and M.K.
All authors have read and agreed to the published version of the manuscript.

Funding: This research has received no specific grant from any funding agency in the public, commercial,
or not-for-profit sectors, but Nord University, Bode, Norway covered the publication charges.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. World Health Organization (WHO). National Institute on Aging National Institutes of Health. 2011. Available
online: https://www.who.int/ageing/publications/global_health.pdf (accessed on 25 February 2019).

2. Kingston, A.; Robinson, L.; Booth, H.; Knapp, M.; Jagger, C.; MODEM project. Projections of multi-morbidity
in the older population in England to 2035: Estimates from the Population Ageing and Care Simulation
(PACSim) model. Age Ageing 2018, 47, 374-380. [CrossRef] [PubMed]

3. Paal, P; Brandstotter, C.; Lorenzl, S.; Larkin, P; Elsner, F. Postgraduate palliative care education for all
healthcare providers in Europe: Results from an EAPC survey. Palliat Support. Care 2019, 17, 495-506.
[CrossRef] [PubMed]

4. European Observatory on Health Systems and Policies. Sustainable health financing with an ageing
population: Will population ageing lead to uncontrolled health expenditure growth? 2019. Available
online: https://apps.who.int/iris/bitstream/handle/10665/329382/19978073-eng.pdf?sequence=1&isAllowed=
y (accessed on 25 February 2020).

5. World Health Organization (WHO). WHO Guidelines on Integrated Care for Older People (ICOPE). 2017.
Available online: https://www.who.int/ageing/publications/guidelines-icope/en/ (accessed on 25 February 2020).

6.  Braithwaite, J.; Testa, L.; Lamprell, G.; Herkes, J.; Ludlow, K.; McPherson, E.; Campbell, M.; Holt, ]. Built
to last? The sustainability of health system improvements, interventions and change strategies: A study
protocol for a systematic review. BMJ Open 2017, 7, e018568. [CrossRef] [PubMed]


https://www.who.int/ageing/publications/global_health.pdf
http://dx.doi.org/10.1093/ageing/afx201
http://www.ncbi.nlm.nih.gov/pubmed/29370339
http://dx.doi.org/10.1017/S1478951518000986
http://www.ncbi.nlm.nih.gov/pubmed/30683163
https://apps.who.int/iris/bitstream/handle/10665/329382/19978073-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/329382/19978073-eng.pdf?sequence=1&isAllowed=y
https://www.who.int/ageing/publications/guidelines-icope/en/
http://dx.doi.org/10.1136/bmjopen-2017-018568
http://www.ncbi.nlm.nih.gov/pubmed/29133332

Sustainability 2020, 12, 2630 11 of 14

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Mortimer, E; Isherwood, J.; Wilkinson, A.; Vaux, E. Sustainability in quality improvement: Redefining value.
Future Healthc |. 2018, 5, 88-93. [CrossRef] [PubMed]

World Health Organization (WHO). Patient Safety. 2019. Available online: https://www.who.int/news-room/
fact-sheets/detail/patient-safety (accessed on 26 February 2020).

Mitchell, P.H. Defining Patient Safety and Quality Care. In Patient Safety and Quality: An Evidence-Based
Handbook for Nurses; Chapter 1; Hughes, R.G., Ed.; Agency for Healthcare Research and Quality (US):
Rockville, MD, USA, 2008. Available online: https://www.ncbi.nlm.nih.gov/books/NBK2681/ (accessed on
25 March 2020).

World Health Organization (WHO). 10 Facts on Patient Safety. 2019. Available online: https://www.who.int/
features/factfiles/patient_safety/en/ (accessed on 26 February 2020).

United Nations. Sustainable development goals: Goal 3: Ensure healthy lives and promote well-being for
all at all ages. 2020. Available online: https://www.un.org/sustainabledevelopment/health/ (accessed on
17 March 2020).

Storch, J.; Curry, C.G,; Stevenson, L.; Macdonald, M.; Lang, A. Ethics and safety in home care: Perspectives
on home support workers. Nurs Lead. (Toronto) 2014, 27, 76-96. [CrossRef] [PubMed]

Simmons, S.F.; Schnelle, ].E; Sathe, N.A; Slagle, ].M.; Stevenson, D.G.; Carlo, M.E.; McPheeters, M.L. Defining
Safety in the Nursing Home Setting: Implications for Future Research. J. Am. Med. Dir. Assoc. 2016,
17,473-481. [CrossRef] [PubMed]

Agency for Healthcare Research and Quality, Patient Safety Network. Long-term Care and Patient
Safety. Available online: https://psnet.ahrq.gov/primer/long-term-care-and-patient-safety (accessed on
1 January 2020).

Ferrah, N.; Lovell, ].J.; Ibrahim, J.E. Systematic Review of the Prevalence of Medication Errors Resulting in
Hospitalization and Death of Nursing Home Residents. J. Am. Geriatr. Soc. 2017, 65, 433—442. [CrossRef]
Storms, H.; Marquet, K.; Aertgeerts, B.; Claes, N. Prevalence of inappropriate medication use in residential
long-term care facilities for the elderly: A systematic review. Eur. |. Gen. Pr. 2017, 23, 69-77. [CrossRef]
Brauner, D.; Werner, R M.; Shippee, T.P.; Cursio, J.; Sharma, H.; Konetzka, R.T. Does Nursing Home Compare
Reflect Patient Safety In Nursing Homes? Health Aff. (Millwood) 2018, 37, 1770-1778. [CrossRef]

Renz, S.M.; Carrington, J.M. Nurse-Physician Communication in Long-Term Care: Literature Review.
J. Gerontol. Nurs. 2016, 1-8. [CrossRef]

Jordan, S.; Banner, T.; Gabe-Walters, M.; Mikhail, ].M.; Panes, G.; Round, J.; Snelgrove, S.; Storey, M.;
Hughes, D.; Medicines” Management Group, Swansea University. Nurse-led medicines” monitoring in care
homes, implementing the Adverse Drug Reaction (ADRe) Profile improvement initiative for mental health
medicines: An observational and interview study. PLoS ONE 2019, 14, e0220885. [CrossRef] [PubMed]
Jordan, S.; Logan, P.A.; Panes, G.; Vaismoradi, M.; Hughes, D. Adverse Drug Reactions, Power, Harm
Reduction, Regulation and the ADRe Profiles. Pharmacy (Basel) 2018, 6, 102. [CrossRef] [PubMed]

Wagner, L.M.; Capezuti, E.; Ouslander, ].G. Reporting near-miss events in nursing homes. Nurs. Outlook
2006, 54, 85-93. [CrossRef] [PubMed]

Tariq, A.; Georgiou, A.; Westbrook, J. Medication incident reporting in residential aged care facilities:
Limitations and risks to residents” safety. BMC Geriatr. 2012, 12, 67. [CrossRef] [PubMed]

Wolf, Z.R.; Hughes, R.G. Error Reporting and Disclosure. In Patient Safety and Quality: An Evidence-Based
Handbook for Nurses; Chapter 35; Hughes, R.G., Ed.; Agency for Healthcare Research and Quality (US):
Rockville, MD, USA, 2008. Available online: http://www.ncbi.nlm.nih.gov/books/NBK2652 (accessed on
17 December 2019).

Steven, A.; Tella, S.; Turunen, H.; Flores Vizcaya-Moreno, M.; Pérez-Cafaveras, R.M.; Porras, J.; Bagnasco, A.;
Sasso, L.; Myhre, K.; Sara-aho, A.; et al. Shared learning from national to international contexts: A research
and innovation collaboration to enhance education for patient safety. J. Res. Nurs. 2019, 24, 149-164.
[CrossRef]

Tricarico, P.; Castriotta, L.; Battistella, C.; Bellomo, F; Cattani, G.; Grillone, L.; Degan, S.; De Corti, D.;
Brusaferro, S. Professional attitudes toward incident reporting: Can we measure and compare improvements
in patient safety culture? Int. ]. Qual. Health Care 2017, 29, 243-249. [CrossRef]

Cheung, K.L.; Ten Klooster, PM.; Smit, C.; de Vries, H.; Pieterse, M.E. The impact of non-response bias due to
sampling in public health studies: A comparison of voluntary versus mandatory recruitment in a Dutch
national survey on adolescent health. BMC Public Health 2017, 17, 276. [CrossRef]


http://dx.doi.org/10.7861/futurehosp.5-2-88
http://www.ncbi.nlm.nih.gov/pubmed/31098540
https://www.who.int/news-room/fact-sheets/detail/patient-safety
https://www.who.int/news-room/fact-sheets/detail/patient-safety
https://www.ncbi.nlm.nih.gov/books/NBK2681/
https://www.who.int/features/factfiles/patient_safety/en/
https://www.who.int/features/factfiles/patient_safety/en/
https://www.un.org/sustainabledevelopment/health/
http://dx.doi.org/10.12927/cjnl.2014.23759
http://www.ncbi.nlm.nih.gov/pubmed/24809426
http://dx.doi.org/10.1016/j.jamda.2016.03.005
http://www.ncbi.nlm.nih.gov/pubmed/27235760
https://psnet.ahrq.gov/primer/long-term-care-and-patient-safety
http://dx.doi.org/10.1111/jgs.14683
http://dx.doi.org/10.1080/13814788.2017.1288211
http://dx.doi.org/10.1377/hlthaff.2018.0721
http://dx.doi.org/10.3928/00989134-20160615-04
http://dx.doi.org/10.1371/journal.pone.0220885
http://www.ncbi.nlm.nih.gov/pubmed/31509537
http://dx.doi.org/10.3390/pharmacy6030102
http://www.ncbi.nlm.nih.gov/pubmed/30231573
http://dx.doi.org/10.1016/j.outlook.2006.01.003
http://www.ncbi.nlm.nih.gov/pubmed/16597527
http://dx.doi.org/10.1186/1471-2318-12-67
http://www.ncbi.nlm.nih.gov/pubmed/23122411
http://www.ncbi.nlm.nih.gov/books/NBK2652
http://dx.doi.org/10.1177/1744987118824628
http://dx.doi.org/10.1093/intqhc/mzx004
http://dx.doi.org/10.1186/s12889-017-4189-8

Sustainability 2020, 12, 2630 12 of 14

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

Vrbnjak, D.; Denieffe, S.; O’Gorman, C.; Pajnkihar, M. Barriers to reporting medication errors and near misses
among nurses: A systematic review. Int. J. Nurs. Stud. 2016, 63, 162-178. [CrossRef]

Khan, A.; Spector, N.D.; Baird, ].D.; Ashland, M.; Starmer, A.J.; Rosenbluth, G.; Garcia, B.M.; Litterer, K.P;
Rogers, J.E.; Dalal, AK,; et al. Patient safety after implementation of a coproduced family centered
communication programme: Multicenter before and after intervention study. BM] 2018, 363, k4764.
[CrossRef]

World Health Organization (WHO). Reporting and learning systems for medication errors: The role of
pharmacovigilance centres. 2014. Available online: https://www.who.int/medicines/areas/quality_safety/
safety_efficacy/emp_mes/en/ (accessed on 26 February 2020).

Anderson, J.E.; Kodate, N.; Walters, R.; Dodds, A. Can incident reporting improve safety? Healthcare
practitioners’ views of the effectiveness of incident reporting. Int. J. Qual. Health Care 2013, 25, 141-150.
[CrossRef]

Macrae, C. The problem with incident reporting. BM] Qual. Saf. 2016, 25, 71. [CrossRef] [PubMed]
Rangraz Jeddi, F; Akbari, H.; Rasoli, S. Older people home care through electronic health records: Functions,
data elements and security needs. Contemp. Nurse 2016, 52, 352-365. [CrossRef] [PubMed]
Johansson-Pajala, R.-M.; Jorsdter Blomgren, K.; Bastholm-Rahmner, P.; Fastbom, J.; Martin, L. Nurses in
municipal care of the elderly act as pharmacovigilant intermediaries: A qualitative study of medication
management. Scand. J. Prim. Health Care 2016, 34, 37-45. [CrossRef] [PubMed]

Dirik, H.F,; Samur, M.; Seren Intepeler, S.; Hewison, A. Nurses’ identification and reporting of medication
errors. J. Clin. Nurs. 2019, 28, 931-938. [CrossRef]

Chapuis, C.; Chanoine, S.; Colombet, L.; Calvino-Gunther, S.; Tournegros, C.; Terzi, N.; Bedouch, P;
Schwebel, C. Interprofessional safety reporting and review of adverse events and medication errors in critical
care. Clin. Risk Manag. 2019, 15, 549-556. [CrossRef]

Sarvadikar, A.; Prescott, G.; Williams, D. Attitudes to reporting medication error among differing healthcare
professionals. Eur. |. Clin. Pharmacol. 2010, 66, 843-853. [CrossRef]

Choe, K; Kang, H.; Lee, A. Barriers to ethical nursing practice for older adults in long-term care facilities.
J. Clin. Nurs. 2018, 27, 1063-1072. [CrossRef]

Tuinman, A.; de Greef, M.H.G.; Krijnen, W.P,; Paans, W.; Roodbol, P.F. Accuracy of documentation in the
nursing care plan in long-term institutional care. Geriatr. Nurs. 2017, 38, 578-583. [CrossRef]

Hewitt, T.; Chreim, S.; Forster, A. Sociocultural Factors Influencing Incident Reporting Among Physicians
and Nurses: Understanding Frames Underlying Self- and Peer-Reporting Practices. J. Patient Saf. 2017,
13,129-137. [CrossRef]

Higgins, ].P.T.; Green, S. Cochrane Handbook for Systematic Reviews of Interventions; Version 5.1; John Wiley & Sons:
Chichester, UK, 2011; Available online: http://handbook-5-1.cochrane.org/ (accessed on 17 December 2019).
Liberati, A.; Altman, D.G.; Tetzlaff, ].; Mulrow, C.; Getzsche, P.C.; loannidis, ].P.A.; Clarke, M.; Devereaux, PJ.;
Kleijnen, J.; Moher, D. The PRISMA statement for reporting systematic reviews and meta-analyses of studies
that evaluate healthcare interventions: Explanation and elaboration. BMJ 2009, 339, b2700. [CrossRef]
Thomas, J.; Harden, A.; Oakley, A.; Oliver, S.; Sutcliffe, K.; Rees, R.; Brunton, G.; Kavanagh, J. Integrating
qualitative research with trials in systematic reviews. BM] 2004, 328, 1010-1012. [CrossRef] [PubMed]

The UK EQUATOR Centre. Enhancing the QUAIlity and Transparency of Health Research (EQUATOR).
Available online: http://www.equator-network.org/ (accessed on 17 December 2019).

Preferred reporting items for systematic review and meta-analysis protocols (PRISMA). Available online:
http://prisma-statement.org/PRISMAStatement/PRISMAStatement (accessed on 17 December 2019).
Vincent, C.; Taylor-Adams, S.; Stanhope, N. Framework for analysing risk and safety in clinical medicine.
BM]J 1998, 316, 1154-1157. [CrossRef] [PubMed]

Reason, J. Understanding adverse events: Human factors. Qual. Health Care 1995, 4, 80-89. [CrossRef]
[PubMed]

Vincent, C.; Burnett, S.; Carthey, J. Safety measurement and monitoring in healthcare: A framework to
guide clinical teams and healthcare organisations in maintaining safety. BM] Qual. Saf. 2014, 23, 670-677.
[CrossRef]

Héib, Z.; Vychytil, P.; Marx, D. Adverse event reporting in Czech long-term care facilities. Int. J. Qual. Health
Care 2013, 25, 151-156. [CrossRef]


http://dx.doi.org/10.1016/j.ijnurstu.2016.08.019
http://dx.doi.org/10.1136/bmj.k4764
https://www.who.int/medicines/areas/quality_safety/safety_efficacy/emp_mes/en/
https://www.who.int/medicines/areas/quality_safety/safety_efficacy/emp_mes/en/
http://dx.doi.org/10.1093/intqhc/mzs081
http://dx.doi.org/10.1136/bmjqs-2015-004732
http://www.ncbi.nlm.nih.gov/pubmed/26347519
http://dx.doi.org/10.1080/10376178.2016.1213649
http://www.ncbi.nlm.nih.gov/pubmed/27419267
http://dx.doi.org/10.3109/02813432.2015.1132891
http://www.ncbi.nlm.nih.gov/pubmed/26846298
http://dx.doi.org/10.1111/jocn.14716
http://dx.doi.org/10.2147/TCRM.S188185
http://dx.doi.org/10.1007/s00228-010-0838-x
http://dx.doi.org/10.1111/jocn.14128
http://dx.doi.org/10.1016/j.gerinurse.2017.04.007
http://dx.doi.org/10.1097/PTS.0000000000000130
http://handbook-5-1.cochrane.org/
http://dx.doi.org/10.1136/bmj.b2700
http://dx.doi.org/10.1136/bmj.328.7446.1010
http://www.ncbi.nlm.nih.gov/pubmed/15105329
http://www.equator-network.org/
http://prisma-statement.org/PRISMAStatement/PRISMAStatement
http://dx.doi.org/10.1136/bmj.316.7138.1154
http://www.ncbi.nlm.nih.gov/pubmed/9552960
http://dx.doi.org/10.1136/qshc.4.2.80
http://www.ncbi.nlm.nih.gov/pubmed/10151618
http://dx.doi.org/10.1136/bmjqs-2013-002757
http://dx.doi.org/10.1093/intqhc/mzt014

Sustainability 2020, 12, 2630 13 of 14

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

Wagner, L.M.; Harkness, K.; Hébert, P.C.; Gallagher, T.H. Nurses’ perceptions of error reporting and disclosure
in nursing homes. J. Nurs. Care Qual. 2012, 27, 63—69. [CrossRef]

Winsvold Prang, L; Jelsness-Jorgensen, L.-P. Should I report? A qualitative study of barriers to incident
reporting among nurses working in nursing homes. Geriatr. Nurs. 2014, 35, 441-447. [CrossRef]

Berland, A.; Bentsen, S.B. Medication errors in home care: A qualitative focus group study. J. Clin. Nurs.
2017, 26, 3734-3741. [CrossRef]

Wagner, L.M.; Driscoll, L.; Darlington, J.L.; Flores, V.; Kim, J.; Melino, K.; Patel, H.D.; Spetz, J. Nurses’
Communication of Safety Events to Nursing Home Residents and Families. J. Gerontol. Nurs. 2018, 44, 25-32.
[CrossRef]

Bjornsdottir, K. ‘I try to make a net around each patient”: Home care nursing as relational practice. Scand. |.
Caring Sci. 2018, 32, 177-185. [CrossRef]

Cunningham, C.E.; Hutchings, T.; Henderson, J.; Rimas, H.; Chen, Y. Modeling the hospital safety partnership
preferences of patients and their families: A discrete choice conjoint experiment. Patient Prefer. Adherence
2016, 10, 1359-1372. [CrossRef] [PubMed]

Koskenniemi, J.; Leino-Kilpi, H.; Suhonen, R. Manifestation of respect in the care of older patients in
long-term care settings. Scand. J. Caring Sci. 2015, 29, 288-296. [CrossRef] [PubMed]

Prouty, C.D.; Foglia, M.B.; Gallagher, T.H. Patients” experiences with disclosure of a large-scale adverse event.
J. Clin. Ethics 2013, 24, 353-363. [PubMed]

Dreyer, A.; Strom, A. Involving relatives in consultations for patients with long-term illnesses: Nurses and
physicians” experiences. Nurs. Ethics 2019, 26, 2124-2134. [CrossRef]

Vaismoradi, M.; Jordan, S.; Kangasniemi, M. Patient participation in patient safety and nursing
input—A systematic review. J. Clin. Nurs. 2015, 24, 627-639. [CrossRef]

McLennan, S.R.; Diebold, M.; Rich, L.E.; Elger, B.S. Nurses’ perspectives regarding the disclosure of errors to
patients: A qualitative study. Int. . Nurs. Stud. 2016, 54, 16-22. [CrossRef]

Rutledge, D.N.; Retrosi, T.; Ostrowski, G. Barriers to medication error reporting among hospital nurses.
J. Clin. Nurs. 2018, 27, 1941-1949. [CrossRef]

Welsh, D.; Zephyr, D.; Pfeifle, A.L.; Carr, D.E,; Fink, J.L., III; Jones, M. Development of the Barriers to Error
Disclosure Assessment Tool. J. Patient Saf. 2017. [CrossRef]

Newman, A.R. Nurses’ Perceptions of Diagnosis and Prognosis-Related Communication: An Integrative
Review. Cancer Nurs. 2016, 39, E48-E60. [CrossRef]

Amaniyan, S.; Faldaas, B.O.; Logan, P.A.; Vaismoradi, M. Learning from Patient Safety Incidents in the
Emergency Department: A Systematic Review. J. Emerg. Med. 2019. [CrossRef]

Barry, T.T.; Longacre, M.; Carney, K.O.S.; Patterson, S. Team inclusion and empowerment among nursing
staff in long-term care. Geriatr. Nurs. 2019, 40, 487-493. [CrossRef] [PubMed]

Tajabadi, A.; Ahmadi, F.; Sadooghi Asl, A.; Vaismoradi, M. Unsafe nursing documentation: A qualitative
content analysis. Nurs. Ethics 2019. [CrossRef] [PubMed]

Vaismoradi, M.; Bondas, T.; Salsali, M.; Jasper, M.; Turunen, H. Facilitating safe care: A qualitative study of
Iranian nurse leaders. J. Nurs. Manag. 2014, 22, 106-116. [CrossRef] [PubMed]

Choi, E.Y;; Pyo, J.; Ock, M.; Lee, S.-I. Nurses’ Perceptions Regarding Disclosure of Patient Safety Incidents in
Korea: A Qualitative Study. Asian Nurs. Res. (Korean Soc. Nurs. Sci.) 2019, 13, 200-208. [CrossRef]
Kangasniemi, M.; Vaismoradi, M.; Jasper, M.; Turunen, H. Ethical issues in patient safety: Implications for
nursing management. Nurs. Ethics 2013, 20, 904-916. [CrossRef]

Vaismoradi, M.; Griffiths, P; Turunen, H.; Jordan, S. Transformational leadership in nursing and medication
safety education: A discussion paper. J. Nurs. Manag. 2016, 24, 970-980. [CrossRef]

Byju, A.S.; Mayo, K. Medical error in the care of the unrepresented: Disclosure and apology for a vulnerable
patient population. J. Med. Ethics 2019, 45, 821-823. [CrossRef]

Gardner, A K.; Lim, G.; Minard, C.G.; Guffey, D.; Pillow, M.T. A Cross-Specialty Examination of Resident
Error Disclosure and Communication Skills Using Simulation. |. Grad. Med. Educ. 2018, 10, 438—441.
[CrossRef]

Kim, C.W.; Myung, S.J.; Eo, EK.; Chang, Y. Improving disclosure of medical error through educational
program as a first step toward patient safety. BMC Med. Educ. 2017, 17, 52. [CrossRef]

Leone, D.; Lamiani, G.; Vegni, E.; Larson, S.; Roter, D.L. Error disclosure and family members’ reactions:
Does the type of error really matter? Patient Educ. Couns. 2015, 98, 446-452. [CrossRef]


http://dx.doi.org/10.1097/NCQ.0b013e318232c0bc
http://dx.doi.org/10.1016/j.gerinurse.2014.07.003
http://dx.doi.org/10.1111/jocn.13745
http://dx.doi.org/10.3928/00989134-20171002-01
http://dx.doi.org/10.1111/scs.12443
http://dx.doi.org/10.2147/PPA.S105605
http://www.ncbi.nlm.nih.gov/pubmed/27555752
http://dx.doi.org/10.1111/scs.12162
http://www.ncbi.nlm.nih.gov/pubmed/25213177
http://www.ncbi.nlm.nih.gov/pubmed/24597423
http://dx.doi.org/10.1177/0969733018819125
http://dx.doi.org/10.1111/jocn.12664
http://dx.doi.org/10.1016/j.ijnurstu.2014.10.001
http://dx.doi.org/10.1111/jocn.14335
http://dx.doi.org/10.1097/PTS.0000000000000331
http://dx.doi.org/10.1097/NCC.0000000000000365
http://dx.doi.org/10.1016/j.jemermed.2019.11.015
http://dx.doi.org/10.1016/j.gerinurse.2019.03.014
http://www.ncbi.nlm.nih.gov/pubmed/30929961
http://dx.doi.org/10.1177/0969733019871682
http://www.ncbi.nlm.nih.gov/pubmed/31476968
http://dx.doi.org/10.1111/j.1365-2834.2012.01439.x
http://www.ncbi.nlm.nih.gov/pubmed/23410196
http://dx.doi.org/10.1016/j.anr.2019.05.002
http://dx.doi.org/10.1177/0969733013484488
http://dx.doi.org/10.1111/jonm.12387
http://dx.doi.org/10.1136/medethics-2019-105633
http://dx.doi.org/10.4300/JGME-D-17-00603.1
http://dx.doi.org/10.1186/s12909-017-0880-9
http://dx.doi.org/10.1016/j.pec.2014.12.011

Sustainability 2020, 12, 2630 14 of 14

74. Perez, B.; Knych, S.A.; Weaver, S.J.; Liberman, A.; Abel, EM.; Oetjen, D.; Wan, T.T.H. Understanding the
barriers to physician error reporting and disclosure: A systemic approach to a systemic problem. J. Patient
Saf. 2014, 10, 45-51. [CrossRef] [PubMed]

75. ygard, S.H.; Andersen, ]J.R.; Sandvoll, AM.; Ytrehus, S. Manglande registrering av fall i sjukeheim.
Sykepleien Forskning. Sykepl. Forsk. 2017, 12, e-62446. [CrossRef]

® © 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
@ article distributed under the terms and conditions of the Creative Commons Attribution

(CC BY) license (http://creativecommons.org/licenses/by/4.0/).



http://dx.doi.org/10.1097/PTS.0b013e31829e4b68
http://www.ncbi.nlm.nih.gov/pubmed/24553443
http://dx.doi.org/10.4220/Sykepleienf.2017.62446
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Design 
	Search Strategy and Sata Collection 
	Articles’ Selection and Quality Appraisal 
	Data Extraction and Analysis According to the Theoretical Framework 

	Results 
	Search and Study Selections 
	General Sescription of the Selected Studies 
	Categorization of the Review Findings to the Vincent’s Framework 
	Patient 
	Healthcare Provider 
	Task 
	Work Environment 
	Organization and Management 


	Discussion 
	Conclusions 
	References

