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Background 

For the last ~7 years, health care leaders around the globe have urged their staff to 
report on adverse events – aka “critical incidents” or CI’s - where mistakes or 
circumstances did or could have caused harm to a patient.  
 
Tracking the number and nature of CI’s has been ongoing while the mantra of “no 
blame, no shame” has been used to convey the notion that these events provide an 
opportunity to learn and to create systemic improvements.  
 
But what are the stories behind the numbers? And what are the emotional realities 
behind these events?  
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Project Objectives 
 
The primary objectives of Critical Incident Story Project are to  

* identify the barriers and attractors to reporting critical incidents, 

* identify the barriers and attractors to implementing Critical Incident Review     

Committee recommendations,  

* understand the impact of implemented recommendations on healthcare staff.  
 
secondary objectives include gaining insights into  

* the barriers and facilitators of safe patient care, 

* the efficiency and effectiveness of the the current CI reporting process,  

* to understand the emotional impact on staff involved with a CI. 

* to evaluate narrative capture as a means for gathering insights into complex 

subject matter. 
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What the participant experienced in this process...  
•  Groups of 3-8 people were invited to share their experiences..  

•  Following their stories, they were asked to “signify” their story on a paper 

form. Questions asked included... 

•  Their emotional response to their story...  

•   What the story was about - ie. the reporting of a CI, or the 

implementation of a recommendation, etc .... 

•  The type of event and whether it was reported or not...  

•  The eventual outcome of the story...  

•  How typical or rare was this story... 

•  How memorable was this story...  

•  Where did staff go for emotional support...  

•  They were asked to indicate along a continuum how ‘trivial’ or ‘critical’ the 

event was in their minds ... 

•  Then they were asked some questions about themselves, including...  

•  Their position or perspective (ie. “I am a nurse”)   

•  Years experience 

•  Then they were asked to “signify” meaning in their story as it related to 

competing but related forces. For example... 
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About this method and this report -  
Numbers with context: There are stories behind all of the indicators provided 

Observations: If you combine strongly positive and positive (32%) and strongly 
negative and negative (35%) you can see that overall, this dataset provides an almost 
even balance of positive and negative eventual outcomes.  
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Analysis -  
A quick look at the overall perspectives represented 
N = 279 stories 

Observations: Nurses contributed a large percentage of the 
stories.  Senior Leaders and Managers together contributed a total of 
45% of the stories. Both Students and Support staff are missing from 
this population. 
The majority of the stories provided were from people with more than 
10 years of service in health care.  
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A quick look at the overall perspectives represented 
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Story Types 

Observations:  
70% of the stories were about CI’s that were reported and 5% 
were CI’s that weren’t reported.  A scan of “Other” stories (n= 
69) showed that roughly half of these were stories of everyday 
life in an acute care setting (bed pressure stories, care planning 
stories, or stories of staff competence performance issues) 
while the other half suggested that events were in fact tied to a 
CI.  
 
 
 
 
 
 

 

Observations:  
15% of respondents indicated that their story related to either a 
process still underway (7%) or one that they were in the dark 
about (8%). Only 14% reported that their story was about a 
completed process. Furthermore, of the 24% of the stories that 
were primarily about the implementation, there was a significant 
number of those with negative outcomes, or negative emotional 
overtones.  
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 How serious was the incident in this story? 

Mean N = 279 stories 
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Eventual Outcomes of CI’s that were reported (n=192) 

Observations:  
A scan of 96 of the negative or strongly negative outcomes revealed 5% (5 stories)  that seemed 
to acknowledge that despite a negative outcome for the patient, there were eventual 
improvements &/or learnings for people in the system.  
Of the 192 stories connected with CI’s that were reported, the eventual outcomes appear to be 
evenly split between positive & strongly positive, negative or strongly negative, or neutral & not 
sure.  
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Arrows indicate the top 
five groups that 

contributed stories   
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Total = 279 stories 

Observations:  A scan of these stories reveal  
good changes in both patient care processes and 
equipment. Also present are themes around 
improved communication, improved CI reporting 
processes, less blame, and in a number of 
occasions where staff were terminated because 
of various reasons.  
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Observations: 44% of total stories told indicate 
that various aspects of the workplace are worse 
off - especially for staff, and to a degree for the 
patients as well.  

Total = 279 stories 
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Total = 279 stories 
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Total = 279 stories Fear of blame & 
embarrassment  
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Reporting barriers by the Recency of the Event 

Observations: more uncertainty about CI 
criteria in more recent stories. 

Fear of blame & 
embarrassment  
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Total = 279 stories 

Observations: A scan of 12 stories where 
priorities were “Absent altogether” reveals ~6 
stories where, in retrospect, people seemed to 
have missed or dismissed the CI event itself or 
didn’t deem recommendations as appropriate or 
important.  

Observations: There is a significant number of 
stories where there is clear unity about what to 
do; an equal proportion where people are 
conflicted, and quite a few where people or 
groups are split - some are conflicted, some 
unified.  
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Total = 279 stories 

Observations: Poor processes and lack of faith in 
the processes are significant challenges (65% of 
stories).  
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Observations: 60% of the stories were 
signified with this triad.  

Total = 279 stories 
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Total = 279 stories 

Observations: This triad was signified in a third of 
the total stories told. Within this sample, there is 
strong polarity of all three modulators.  
 

lack of adequate 
resources 
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Observations: A scan of 72 stories where 
engagement was seen as helpful in implementing 
recommendations showed a significant number 
of changes that happened immediately after the 
incident.  

Total = 279 stories 
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How common by the Incident reporting status 

Observations:  The largest block (86 stories) relates to a CI Was reported and It’s a rare occurrence. This speaks to 
the unique circumstances that surround so many of these incidents. 52 stories were about reported CI’s that 
‘happen all the time’ or are ‘somewhat typical’.  
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How memorable was the story By How Recent  

Observations: A high percentage of the stories are unforgettable and evenly spread over time. 
 
Interpretations: How long an adverse event stays front and center in people’s minds must not be underestimated. 
How an event unfolded, and how it was dealt can be burned in people’s memories, and can and will affect how these 
see and make sense of more current situations.  
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Appendix A  - prompting questions 

These were the questions used to prompt participants for their 
experiences 

Observations: Assuming participants were given a 
chance to respond to all the prompting questions, it 
appears that each prompt was as effective as the next in 
eliciting experiences. 
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Appendix A  - the signification framework  

After telling their stories, participants were asked direct 
questions about their stories 
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Appendix A  - the signification framework  

more questions about their stories 
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Appendix A  - the signification framework  

more questions about their story  
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then some questions about themselves  
Appendix A  - the signification framework  
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