
To explore the nature and extent of harmful incidents (HIs) occurring in a University hospital in Ghana, by 

identify the incidence, nature and preventability of HIs.

Methods
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We reviewed records of in-patients retrospectively in two medical wards from January to December 2016. A total

of 325 sample size was determined for the study. Systematic sampling was employed to select the electronic in-

patient records. The records were screened by two nurses and reviewed by one physician. Data analysis was

done with the aid of SPSS.
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Results

Causation of Harmful Incidents
Out of 325 records screened, 77, representing 24% were seen to have HIs. Table 1 shows an analysis of the

causation of HIs.

Table 1: Causation of harmful incidents N Yes(%) No(%) D/K

Could the event be expected, given the disease or the health status of the patient? 73 84 15 1

Are there indications that health care management caused the injury? 73 44 53 3

Does the timing of the events suggest that the injury was related to the treatment or lack of 

treatment?
73 48 23

3

Are there other reasonable explanations for the event? 73 22 75 3

Was there an opportunity prior to the occurrence of the injury for intervention which might have 

prevented it?
73 58 38

4

Was the unintended injury or complication recognised during the current admission? 73 77 23 0

Was appropriate action taken? 73 97 3 0

Did the unintended injury or complication respond to the appropriate action?n 72 86 11 3

The critical question, among others, relates to whether there are indications that health care management

caused the injury? A little above 53% of the records reveal that health care management caused the HIs.

The main cause being delay in management implementation, accounting for 41% of HIs. Therapeutic

procedures account for 64% of His.

Factors influencing HIs
The major system factors influencing HIs include inadequate monitoring of patients (49%), failure to

implement protocols or plans (31%) and delay in provision of services (21%).

Severity of HIs
The major evidence of severity is prolonged ward stay of patients, which account for 92% of the HIs.

However, 9% of HIs were associated with death.

Preventability of HIs.
On a 6-point scale ranging from 1, virtually no evidence of preventability of HIs, to 6, definite certain

evidence for preventability, 43% were definite certain for preventability of HIs.

Conclusions
There is high incidence of HIs in the University of Hospital. These are largely caused by health care

management. The major effect is prolonged ward stay and death in some cases. However, these are largely

preventable. The hospital management must therefore improve upon their management of in-patients,

especially use of treatment protocols, prompt care and monitoring of patients.
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