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Abstract

Background Ensuring patient safety is a major concern in healthcare, particularly in low-resource contexts. Nurses,
as frontline caregivers, play a pivotal role in identifying and reporting clinical incidents. However, underreporting
remains a persistent issue. Understanding nurses' awareness of incident reporting systems and the barriers they face is
essential for improving safety outcomes.

Objective This study aimed to assess nurses’awareness of incident reporting practices, explore their self-perceived
reporting behaviors, and identify barriers to effective reporting within Somali hospitals.

Methods A descriptive cross-sectional study was conducted among 300 nurses from public and private hospitals
across Somalia. Data were collected using a structured questionnaire adapted from a previously validated instrument.
The questionnaire covered socio-demographic characteristics, awareness of incident reporting systems, self-perceived
reporting behaviors, and perceived barriers. Descriptive statistics, t-tests, and ANOVA were employed to analyze the
data.

Results Awareness of incident reporting systems was notably low; only 12% of nurses confirmed the presence

of such systems in their workplace, and just 26% had ever completed an incident report. Critical incidents such as
medication errors and breaches of confidentiality were frequently underreported, with over 40% of nurses admitting
they had never reported such events. The gap between nurses’belief in the importance of reporting and their actual
practices was significant. Major barriers included fear of disciplinary action, lack of feedback, heavy workloads, and
overly complex reporting procedures. Notably, nurses with longer professional experience and those working in
accredited hospitals demonstrated significantly higher awareness and reporting behaviors (p <0.001).

Conclusion The study identified substantial deficiencies in nurses’awareness and incident reporting practices in
Somali healthcare facilities. Targeted interventions such as training programs, simplified and anonymous reporting
mechanisms, and a non-punitive culture are urgently needed to strengthen the patient safety framework and
promote consistent incident reporting.
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Introduction

Somalia’s healthcare system operates within a fragile
and under-resourced context, marked by limited infra-
structure, critical workforce shortages, and inconsistent
access to essential health services. These systemic chal-
lenges significantly undermine efforts to ensure patient
safety [1]. The persistent occurrence of clinical incidents,
preventable errors, adverse events, and environmental
hazards poses a serious threat to both patient outcomes
and overall healthcare quality. Such issues not only place
additional strain on healthcare providers but also lead to
increased treatment costs, prolonged hospital stays, and,
ultimately, elevated patient mortality rates [1]. The ongo-
ing occurrence of clinical incidents, errors, preventable
adverse events, and hazards poses a significant threat to
patient safety. These issues not only increase the burden
on healthcare providers but also drive up care costs and
prolong hospital stays, ultimately contributing to higher
patient mortality rates [2]. In fact, more than 15% of
healthcare organizations’ budgets are allocated to cover-
ing additional hospitalization expenses, legal claims, and
other repercussions resulting from medical errors [3].
Approximately one in ten hospitalized patients experi-
ences an adverse event during their stay [4, 5]. Research
indicates that nurses are responsible for a significant
proportion of these errors. [6, 7] As integral members of
multidisciplinary healthcare teams, nurses play a crucial
role in delivering a wide range of patient care services in
hospital settings [8].

The nursing profession is highly demanding, requiring
constant multitasking and managing a heavy workload.
Additionally, the responsibility of providing specialized
care to critically ill and dependent patients can be both
challenging and overwhelming for nurses [9]. Effective
incident reporting is essential for ensuring patient safety,
supporting healthcare staff, and contributing to the over-
all success of healthcare organizations. It involves the
timely and accurate reporting of clinical incidents, errors,
preventable adverse events, and hazards by nurses [10].
However, underreporting remains a significant issue
in clinical settings [11-13]. A recent study from Egypt
underscored critical gaps in nurses’ knowledge, attitudes,
and practices concerning incident reporting, signal-
ing the urgent need for targeted improvements in this
area. The research, conducted within the framework of
Egypt’s Universal Health Insurance system, revealed that
despite the presence of reporting systems, many nurses
lacked the necessary training and support to utilize them
effectively. Factors such as fear of blame, unclear report-
ing procedures, and limited feedback mechanisms con-
tributed to underreporting, ultimately compromising
patient safety. These findings emphasize the importance
of fostering a supportive reporting culture and equip-
ping nurses with the tools and confidence needed to
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participate in quality and safety initiatives actively [6].
Nurses’ incident reporting and safety practices are closely
linked to their perceptions of the organizational culture,
which encompasses values, behaviors, communication
styles, prevailing beliefs, attitudes, and commitment to
safety. These cultural factors significantly influence the
quality of patient care [14, 15].

Ensuring effective incident reporting among nurses
and all healthcare providers is essential for strengthening
patient safety and enhancing the overall quality of care
[7]. To ensure high-quality care, it is crucial for health-
care managers to have access to comprehensive data on
incident rates and types. Encouraging proper incident
reporting practices among nurses is essential for achiev-
ing this. Collecting detailed patient safety information
from healthcare providers helps managers identify sys-
tem errors and implement changes that reduce the likeli-
hood of incidents recurring [7, 16].

Therefore, thorough reporting of all incident types by
healthcare practitioners is vital for both patient safety
and the overall success of the organization. Several fac-
tors contribute to the underreporting of incidents,
including a lack of knowledge, time constraints, heavy
workloads, personal fear, and concerns about embarrass-
ment or negative reactions from managers and colleagues
[16]. Promoting accurate incident reporting practices,
identifying the barriers to reporting, and evaluating
preventive measures are essential steps in reducing the
occurrence of incidents and improving reporting com-
pliance. In Somalia, there is a lack of data on this topic,
and in other countries, only a few studies have explored
nurses’ and other healthcare professionals’ awareness of
incident reporting and the barriers to effective reporting
(13, 14, 17].

This study aimed to examine the level of awareness
regarding incident reporting practices and identify the
barriers that hinder effective reporting among Somalia
nurses. To achieve this, the research was guided by the
following questions:

1. What is the nurse’s level of awareness of incident
reporting?

2. What are nurses’ self-perceived practices regarding
incident reporting?

3. Is there any difference between awareness and self-
perceived of incident reporting practices and nurse’s
socio-demographic?

The findings of this study are anticipated to guide the
development of healthcare policies and training pro-
grams that enhance patient safety. By highlighting gaps
in awareness and reporting practices, the study paves
the way for targeted interventions that empower Somali
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nurses to foster safer and more accountable clinical
environments.

Methodology

Study design

This study employed a descriptive cross-sectional survey
to evaluate nurses’ awareness of incident reporting prac-
tices and the challenges they face in reporting clinical
incidents in Somalia, this design was chosen to provide a
snapshot of current practices across multiple healthcare
facilities [18].

Study setting and participants

The research was conducted in public and private hospi-
tals across Somalia to ensure a diverse representation of
healthcare environments.

Sampling strategy
A multistage sampling approach was utilized to ensure
a well-balanced study population:

1. Hospital Selection: Hospitals were selected
using convenience sampling, encompassing both
public (government-funded) and private (for-
profit or NGO-operated) healthcare institutions
in Somalia. Public hospitals primarily offer basic
healthcare services at minimal or no cost but
frequently face challenges such as shortages in
essential supplies, inadequate staffing, and outdated
infrastructure. Private hospitals, generally located
in urban areas, provide better-equipped facilities
and specialized healthcare services, but at costs
typically unaffordable for lower-income populations.
Some private hospitals also function as academic
institutions, affiliated with universities and
contributing significantly to healthcare training and
education.

In this study, sixteen hospitals were included based on
accessibility, patient volume, and institutional willing-
ness to participate. These facilities were predominantly
situated in urban areas such as Mogadishu, with fewer
hospitals located in peri-urban or semi-rural settings.
Most of the participating hospitals were accredited or
registered under the Ministry of Health, reflecting local
regulatory standards aimed at ensuring baseline quality
and safety measures. However, widespread formal inter-
national accreditation remains limited in Somalia due
to persistent challenges, including resource constraints,
security issues, and gaps in regulatory oversight. Never-
theless, some hospitals, particularly those with interna-
tional partnerships or affiliations, are actively pursuing
enhanced accreditation standards as part of broader ini-
tiatives to improve healthcare quality in the region.
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2. Nurse Selection: A convenience sampling method:
was applied, with the following inclusion criteria: A
total of 300 questionnaires were distributed across
the 16 included hospitals using a convenience
sampling method. Nurses were selected based
on predefined inclusion criteria: they had to be
registered nurses (RNs) or diploma-holding nurses
with at least one year of clinical experience, actively
working in inpatient units such as medical, surgical,
maternity, pediatric, or critical care. Nurses in
outpatient departments, administrative roles, as well
as nursing students and trainees, were excluded.
Hospital administrators or unit supervisors helped
identify eligible participants, and the research team
ensured that inclusion criteria were met before
distributing the paper-based questionnaires in
person. This approach allowed for the recruitment
of a diverse yet targeted sample of practicing nurses
while maintaining feasibility within the resource-
limited and high-turnover hospital settings in
Somalia.

Sample size determination

The required sample size was calculated using G*Power
(version 3.1.5) for one-way ANOVA, with, 95% confi-
dence level, Medium effect size (0.25), Significance level
(x<0.05) A minimum of 319 nurses was needed for sta-
tistical power, but 350 nurses were invited to participate
to account for potential non-responses. The final study
included 300 nurses, yielding an 86% response rate [19].

Data collection procedure

Data were collected over four months (December 2024
to March 2025) in selected Somali hospitals. Collabo-
ration was established with hospital nursing directors
and the Supervisor, nurse to schedule data collection at
times that minimized disruption to clinical operations.
Participants completed self-administered, paper-based
questionnaires provided in both English and Somali to
ensure comprehension. Completed questionnaires were
returned in sealed envelopes and deposited into secure
collection boxes placed in each hospital unit, ensuring
confidentiality and ease of access for participants.

Research instruments

A structured questionnaire adapted from the Inci-
dent Reporting Scale was used to collect data [18]. The
instrument comprised four clearly defined sections. Sec-
tion one covered socio-demographic information and
included six questions related to age, gender, education
level, professional experience, and work area. Section
two assessed awareness of incident reporting systems
through five yes/no questions. Scores in this section
ranged from 5 to 10, with higher scores indicating greater
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awareness of institutional reporting procedures. Sec-
tion three focused on self-perceived incident reporting
practices and included 11 items rated on a 4-point Likert
scale (Never, Less than 50% of occasions, 50% or more of
occasions, Always). Participants’ scores were categorized
into three levels: low reporting level (below the 50th per-
centile), moderate reporting level (50th—75th percentile),
and high reporting level (above the 75th percentile). Sec-
tion four explored perceived barriers to incident report-
ing and consisted of 19 items rated on a 5-point Likert
scale, ranging from Strongly Disagree to Strongly Agree.

The questionnaire included categories of reportable
events such as medication errors, patient falls, commu-
nication failures, equipment malfunctions, near misses,
surgical complications, and other clinical incidents
related to patient safety.

Validity and reliability

The questionnaire underwent content validation by five
Somali healthcare professionals, including two senior
nurse educators, two nurse managers, and one hospital
quality officer, each with over eight years of experience.
They reviewed the tool for clarity, relevance, and cultural
appropriateness. Feedback was gathered through struc-
tured forms and discussion, leading to minor revisions.
This process ensures the tool’s validity and can be repli-
cated by involving similarly experienced experts using
a structured review approach [20]. A pilot study (n=30
nurses) was conducted to refine the tool and enhance
cultural relevance. Cronbach’s alpha was used to assess
internal consistency, ensuring high reliability [21].

Data analysis

Statistical analysis was conducted using SPSS version
26 (IBM, 2018). The Statistical Methods is Descriptive
statistics (frequencies, percentages, means, and stan-
dard deviations) were used to summarize participant
characteristics. Independent t-tests and ANOVA were
applied to examine relationships between Awareness
of incident reporting, Self-reported incident reporting
practices, and Demographic factors (hospital type, edu-
cation level, work experience, and accreditation status). A
p-value <0.05 was considered statistically significant.

Ethical approval and Participant Consent: Ethical
approval for this study was granted by the Institutional
Review Board (IRB) of SIMAD University, Mogadishu,
Somalia, as documented in the approval letter dated
December 12, 2024, with reference number 2024/SU-
IRB/FMHS/P092. All procedures followed in this study
adhered to the relevant ethical guidelines and regulations,
including the principles outlined in the Declaration of
Helsinki. Written informed consent was obtained from
each participant after clearly explaining the purpose of
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the study. Participants were assured that their responses
would remain confidential and were explicitly informed
that their involvement in the study was entirely voluntary.

Results

Demographic characteristics of participants

Table 1. A total of 350 questionnaires were distributed,
of which 300 were completed and returned, yielding a
completion rate of 85.7%. The majority of respondents
were female (52.3%), and most held a bachelor’s degree
in nursing (81.7%). A significant portion of the nurses
worked in government hospitals (52.0%). Additionally,
35.3% were posted in pediatric units and are the most of
participants in the study because of the good collabora-
tion and team leader, which constituted the most com-
mon area of practice.

Approximately 72.3% of participants had 1-5 years
of nursing experience, indicating that most of the sam-
ple consisted of early-career nurses. The mean years of
experience was 1.33 years (SD=0.573), further reinforc-
ing this point. A majority (74.0%) reported working in
accredited hospitals, either by the Health Care Accredi-
tation Council (HCAC) or Joint Commission Interna-
tional (JCI). These findings suggest a predominantly
young and relatively inexperienced nursing workforce.
This demographic profile may influence their familiarity
and compliance with hospital systems such as incident
reporting. The previous sentence erroneously stated that
more nurses worked in university or private hospitals;
however, the corrected data shows that more nurses were
employed in government facilities.

Awareness of the incident reporting

Table 2. The findings reveal a poor degree of knowledge
concerning incident reporting among nurses. Only 12%
reported that there was an incident reporting system at
their workplace, and only 26% ever filled in an incident
report form. Moreover, only 23.7% were aware where to
locate the incident form, and 20.7% were aware what to
do next after filling it out. Whereas 31.3% had filled out
an incident form in the last month, the overall results
indicate a significant knowledge and access deficit to
proper reporting processes, which may hinder effective
incident management and patient safety interventions.

Self-perceived reporting practices

Table 3. findings reveal a broad difference between actual
and perceived reporting by nurses for various clinical
events. For most categories of incidents pressure sores,
falls in patients, and hospital acquired infection the great-
est proportion of nurses reported these incidents “less
than 50% of the time” or “never” Of particular note, an
exceptionally high percentage of participants (e.g., 40.3%
for incorrect treatment, 40.7% for confidentiality breach)
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Table 1 Demographic characteristics of participants
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Socio-demographic Variable Category Frequency n (%)
Gender Male 143 (47.7%)
Female 157 (52.3%)
Type of Hospital Government 156 (52.0%)
Private 8(39.3%)
University-affiliated 26 (8.7%)
Level of Nursing Education Bachelor 245 (81.7%)
Postgraduate 55(18.3%)
Years of Experience in Nursing 1-5 Years 7 (72.3%)
6-10 Years 67 (22 3%)
> 11 Years ( 3%)
Mean (SD) 3(0.573)
Type of Hospital Ward/Unit Medical/Surgical 29 (9 7%)
Emergency Room 61 (20.3%)
Critical Care Unit 24 (8.0%)
Pediatric 106 (35.3%)
Psychiatric 13 (4.3%)
Operating Room 5(5.0%)
Gynecology 28 (9.3%)
Neonatal ICU (NICU) 8 (6.0%)
Others 6 (2.0%)
Hospital Accreditation Accredited (HCAC/JCI) 222 (74.0%)
Not Accredited 78 (26.0%)

Table 2 Awareness of the incident reporting

the agenda by a significant proportion of respondents,

Items Variable category Frequen-
cy (%) with 41.3% strongly disagreeing that they are afraid of
Existence of incidents reporting Yes 36(12.0%) disciplinary action being taken, yet 33.3% were still con-
system No 264(88.0%) cerned (agree/strongly agree). Similarly, fear of getting
Filling in an Incident Form Yes 78(26.0%) into trouble (32%) and litigation (approximately 36.7%)
No 222(74.0%) were also prevalent. Not receiving feedback (32.3%
Knowing how to access the incident ~ Yes 71(23.7%) agreed/strongly agreed) and anonymity (35.4%) also dis-
form No 229(76.3%) couraged reporting. In addition, 36.3% of nurses agreed
Filling in an Incident in the Last Yes 94(31.3%) that the incident form was either too complicated or
Month No 206(68.7%) time-consuming, and 38.7% believed that it was unneces-
Knowing What to do with the Com-  Yes 62(20.7%) sary to report trivial or corrected incidents (near misses).
pleted Incident Form No 238(79.3%)

had confessed never having reported some of the most
significant critical incidents. Although reported sense
of responsibility to report such incidents was slightly
higher, the gap between what nurses do and what they
believe they should do remains a concern. For example,
36.3% believed confidentiality breaches should always be
reported, but only 12.7% always did. These findings show
underreporting to be widespread, maybe due to unaware-
ness, fear of being punished, or vague instructions, and
stress the need for certain interventions in order to
stimulate a stronger reporting culture within health care
settings.

Reporting barriers as perceived by nurses
Table 4. sets out a set of perceived barriers to incident
reporting by nurses. Fear-type concerns were placed on

Concerns about being blamed, especially for junior staff,
confusion about responsibilities, and unsupportive col-
leagues were also raised. These findings reflect systemic
and cultural barriers in hospitals that dissuade nurses
from reporting incidents, demonstrating the need for
better training, anonymous systems, positive cultures,
and easier reporting systems.

Table 5. is the analysis of participants’ awareness of
the incident reporting system and demographic profiles
through t-tests and ANOVA. Analysis shows no statisti-
cally significant difference in awareness based on gender
(p=0.969) or nursing education level (p=0.114). Never-
theless, there were some substantial differences between
the hospital type (p=0.001), nursing experience years
(p=0.000), and whether or not the hospital was accred-
ited (p=0.000). Participants from government hospitals
had the highest awareness (M =4.21, SD=1.19), while
participants from university affiliated hospitals had the
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Table 3 Self-perceived reporting practices
Questions Variable category Never Lessthan50% 50% or Al-
% of occasions  more of ways
occasions %
Patient sustained a pressure sore whilst in hospital How often do you report this incident? 24.7 56.7 11.3 73
How often do you think you should report it? ~ 29.3 50.7 14.0 6.0
Patient sustained an injury due to a fall in hospital How often do you report this incident? 28.7 483 12.7 10.3
How often do you think you should report it? 26 50 16.3 7.7
Patient sustained a hospitalacquired infection, e.g, ~ How often do you report this incident? 21.3 50.7 16.3 1.7
infected wound site, phlebitis due to infected IV site How often do you think you should report it?  16.7 563 16.7 103
Patient sustained a DVT postoperatively due to How often do you report this incident? 243 48.7 16.3 10.7
inadequate prophylaxis How often do you think you should reportit? ~ 19.7 530 163 1.0
Patient received the wrong treatment or procedure  How often do you report this incident? 403 347 16.0 9.0
How often do you think you should report it? ~ 38.7 353 16.7 9.3
Patient did not receive the necessary treatment or ~ How often do you report this incident? 370 327 17.0 133
procedure How often do you think you should report it? ~ 38.7 317 153 14.3
Staff made a drug error, but it was not actually given How often do you report this incident? 36.7 370 14.3 12.0
(near miss) How often do you think you should reportit? ~ 35.0 380 163 107
Staff made a drug error where no corrective treat- How often do you report this incident? 390 303 153 153
ment was necessary How often do you think you should report it? ~ 36.0 36.0 17.3 10.7
Staff made a drug error resulting in correcting treat-  How often do you report this incident? 370 327 17.3 13.0
ment being given How often do you think you should report it? ~ 37.3 340 16.7 120
Problem with equipment or machinery resultingin -~ How often do you report this incident? 343 36.3 17.3 12.0
patient harm, e.g., Faulty pump/ bed How often do you think you should report it? ~ 33.0 343 17.0 157
Breach in confidentiality, e.g., Information given How often do you report this incident? 40.7 29.0 17.7 12.7
without authority How often do you think you should report it? 363 337 123 177
Table 4 Reporting barriers as perceived by nurses
Questions Strongly Disagree Neither N Agree N  Strongly
Disagree N (%) (%) (%) Agree N
N (%) (%)
I am worried about disciplinary action 124(41.3%) 39(13.0%) 37(12.3%) 58(19.3%) 42(14.0%)
I don't want to get into trouble 91(30.3%)  55(18.3%) 58(19.3%) 64(21.3%) 32(10.7%)
If I report something, | never get any feedback on what action is taken 98(32.7%)  38(12.7%) 67(22.3%) 61(20.3%) 36(12.0%)
| feel that if | discuss the case with the person involved, nothing else needs to be done 92(30.7%)  41(13.7%) 68(22.7%) 71(23.7%) 28(9.3%)
I worry about who else is privy to the information that | disclose 88(29.3%) 46(15.3%) 70(23.3%) 66(22%) 30(10%)
[t's not my responsibility to report somebody else’s mistakes 95(31.7%)  50(16.7%) 55(18.3%) 65(21.7%) 35(11.7%)
My coworkers may be unsupportive 90(30.0%)  51(17%)  53(17.7%) 79(26.3%) 27(9.0%)
I'am worried about litigation 88(29.0%)  36(12.0%) 64(213%) 71(123.7%) 41(13.7%)
Even if I don't give my details, I'm sure that they'll track me down 91(30.3%)  36(12.0%) 57(19%) 75(25%)  41(13.7%)
When the ward is busy, | forget to make a report 88(29.3%)  54(18.0%) 56(18.7%) 71(23.7%) 31(10.3%)
| don't feel confident that the form is kept anonymous 94(31.3%)  42(14.0%) 58(193%) 68(22.7%) 28(12.7%)
The incident form takes too long to fill out, and I just don't have time 79(263%)  44(14.7%) 68(22.7%) 73(24.3%) 36(12.0%)
The incident was too trivial 85(28.3%)  38(12.7%) 61(20.3%) 81(27.0%) 35(11.7%)
Junior staff are often blamed unfairly for adverse incident 88(29.3%)  38(12.7%) 65(21.7%) 82(27.3%) 27(9.0%)
When the incident does not eventuate or a correction is made (a near miss), then I don't  87(29.0%)  44(14.7%) 68(22.7%) 66(22%) 35(11.7%)
see any point in reporting it
Adverse incident reporting is unlikely to lead to system changes that will improve the 74(24.7%)  46(153%) 69(23.0%) 76(253%) 35(11.7%)
quality of care
The hospital form is too complicated and requires too many details 77(25.7%)  39(13%)  66(22%)  80(26.7%) 38(12.7%)
I don't want the case discussed in meetings (%) (%) (%) (%) (%)
I don't know whose responsibility is to make a report 88(29.3%)  45(15.0%) 53(17.7%) 77(25.7%) 37(12.3%)




Elmi et al. BMC Nursing (2025) 24:1134

Table 5 Comparison of the participants'awareness of the
incident reporting system with their demographic

Descriptive Variable Mean t/F P value
Characteristics (SD)
Gender Male 3.86(1.49) -0.039 0.969
Female 3.86(1.24)
Type of hospital Governmental 421(1.19) 6.7 0.007***
Private 3.66(1.47)
University 3.50(1.24)
affiliated
Level of nursing Bachelor 3.92(1.40) 158 0114
education Postgraduate 3.60(1.14)
Years of experience  1-5 Year 4.04(1.21) 10.135  0.000***
in nursing 6-10 Year 322(1 68)
11 Year above 19(0.98)
Hospital Accredited 4, 07(1 17) 3.812  0.000%**
Accreditation Not accredited 3.28(1.68)

Table 6 Comparison of the participants’self-perceived reporting
practices with their demographic

Descriptive Variable Mean (SD) t/F Pvalue
Characteristics
Gender Male 10(0.70) 0.91 0.36
Female 2 03(0 55)
Type of hospital Governmental 88(0.510) 8.807 0.000***
Private 18(0.68)
University 2 20(0 63)
affiliated
Level of nursing Bachelor 201(0.064) 344  0.001***
education Postgraduate 2. 30(0 538)
Years of experience  1-5 Year 98(0.57) 8.22 0.000***
in nursing 6-10 Year 228(0 72)
11 Year above 2.37(0.69)
Hospital Accredited 203(0 61) -157 0128
Accreditation Not accredited 16(0.67)

lowest. Nurses with over 11 years of experience and
nurses working in accredited hospitals also showed much
greater awareness compared to their counterparts. These
results suggest that professional experience and institu-
tional factors are highly associated with nurses’ aware-
ness of the incident reporting system.

Table 6. shows the breakdown of participants’ self-
reported incident reporting behaviors and demographic
characteristics. As the findings reveal, no significant dif-
ferences existed in the reporting behaviors in relation
to gender (p=0.36) and the hospital accreditation status
(p=0.128). Significant differences were, nonetheless, reg-
istered according to the hospital type (p =0.000), the level
of nursing education (p=0.001), and the years of experi-
ence in nursing (p =0.000). Nurses who worked for gov-
ernment hospitals perceived lower reporting practices
compared to those who worked in private and university
hospitals (M=1.88, SD=0.51). Additionally, postgradu-
ate nurses (M=2.30, SD=0.54) believed they report
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incidents more frequently than bachelor’s degree nurses.
Respondents who have more than 11 years of experi-
ence had the highest self-reported reporting practices
(M=2.37, SD=0.69), indicating that professional experi-
ence and higher education are positively associated with
incident reporting behaviors.

Discussion

This study sheds light on the awareness, self-perceived
practices, and barriers to incident reporting among
nurses in Somalia a region where research on patient
safety practices remains scarce. The findings reveal criti-
cal gaps in knowledge and behavior related to incident
reporting, highlighting an urgent need for systemic inter-
ventions to foster a robust patient safety culture.

The low level of awareness regarding incident report-
ing systems is concerning. Only 12% of nurses acknowl-
edged the existence of such a system in their institutions,
and just a quarter had ever completed an incident report.
These results align with prior research in Egypt and Jor-
dan, where insufficient knowledge and unclear processes
have similarly contributed to underreporting among
nurses [6, 13].

A key strength of this study lies in its comparison
between actual incident reporting behaviors and nurses’
self-perceived responsibilities. Despite recognizing the
importance of reporting critical events such as patient
falls, pressure sores, and medication errors, many nurses
admitted to rarely, if ever, reporting these incidents. For
example, over 40% of respondents stated they had never
reported a confidentiality breach, despite 36.3% acknowl-
edging it should always be reported. This disparity
between belief and practice mirrors findings from Ireland
and Saudi Arabia, suggesting a global issue wherein staff
feel morally compelled but practically discouraged from
reporting incidents due to systemic barriers [7, 12].

This morally driven hesitation has also been noted in
broader literature, where moral distress, institutional
fear, and professional silence contribute to underreport-
ing despite an awareness of the potential consequences
for patient safety [22, 23]. While this dimension was
not directly measured in our study, it remains a plausi-
ble contributing factor in the Somali context, especially
given the high levels of underreporting and the structural
constraints described by participants.

The barriers identified were multifaceted, with fear of
blame, disciplinary actions, and lack of feedback being
particularly influential. These perceptions have been
widely recognized in literature as deterrents to open
reporting cultures [11, 18]. Moreover, practical concerns
such as time constraints, complex reporting procedures,
and uncertainty over responsibility were also significant.
Such barriers echo the findings of Evans et al. (2006), who
emphasized that unclear reporting protocols and fear of
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retribution significantly hinder error disclosure in hospi-
tals. Notably, the study uncovered that nurses with more
years of experience and those working in accredited insti-
tutions demonstrated significantly higher awareness of
incident reporting systems. This supports the idea that
institutional structure and professional maturity are cru-
cial in shaping safety-oriented behaviors. Similar asso-
ciations between accreditation, clinical experience, and
safety culture have been documented in prior research
across diverse settings [5, 14].

Contrary to expectations, gender and level of education
did not show a significant influence on incident report-
ing awareness, although postgraduate nurses reported
higher engagement in reporting practices. These findings
suggest that while formal education lays the groundwork,
practical exposure and institutional factors are more
decisive in fostering reporting behaviors a pattern consis-
tent with studies in other low- and middle-income coun-
tries [5, 17].

The findings of this study point toward the urgent need
for comprehensive strategies to improve incident report-
ing among Somali nurses. These may include structured
training programs on reporting protocols, simplifying
reporting forms, implementing anonymous reporting
mechanisms, and fostering a non-punitive safety culture.
Additionally, hospital leadership must actively address
systemic barriers by providing timely feedback and
ensuring that near-miss events are treated as learning
opportunities rather than grounds for blame [9, 10].

Limitation of the study

This study has several limitations. Firstly, the use of con-
venience sampling limits generalizability, as the par-
ticipating hospitals were primarily urban or peri-urban
and selected based on accessibility and willingness to
participate. The cross-sectional nature of the study pre-
cludes establishing causality between the identified fac-
tors and reporting practices. Additionally, self-reported
data introduces potential response bias, as nurses may
underreport practices or barriers due to fear of repercus-
sions or social desirability bias. Finally, despite validation
efforts, the questionnaire’s reliance on subjective per-
ception may not capture all aspects of actual reporting
behaviors.

Conclusion

This study highlights significant gaps in nurses’ awareness
and practices regarding incident reporting in Somalia.
Despite recognizing the importance of reporting, actual
practices remain low due to multiple barriers, including
fear of blame and lack of feedback. Institutional support,
experience, and accreditation were key factors influenc-
ing reporting behavior.
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Improving incident reporting requires targeted strate-
gies such as ongoing training, anonymous reporting sys-
tems, and supportive leadership. Fostering a culture of
safety and accountability is crucial for enhancing health-
care quality. Future initiatives should focus on system-
level reforms and continuous monitoring to sustain
reporting improvements.
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