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One issue in patient safety still a concern is the timeliness of reporting
patient safety incidents. This study aims to analyze the relationship
between the group, organizational, and mediator factors on
misbehavior performance in implementing patient safety incident
reporting in hospitals. The study was a descriptive study with a cross-
sectional design conducted on all units in the hospital involving 174
respondents. Data was collected using a questionnaire that measured
all variables on group factors, organizational factors, mediator factors,
and misbehavior performance. Cross tabulation is used to analysis with
a percentage difference of >20%. The results showed several groups and
organizational factor namely cohesiveness, leadership, constructive
type organizational culture, organizational climate, and control
systems related to the ability to internalize organizational values and
norms, belief in deviant behavior, and intentions to engage in deviant
behavior. There is a correlation between mediator factors consisting of
normative force, instrumental force, and intention to misbehave with
deviant behavior in reporting patient safety incidents. Group and
organizational factors are related to mediator factors, including
internalization of organizational values and norms, beliefs of deviant
behavior, and intentions. In addition, there is also a relationship
between mediator factors and deviant behavior in reporting patient
safety incidents.

This open access article is under the CC-BY-SA license.

INTRODUCTION

hospital must be reported to the Patient Safety Team no later
than 2x24 (twenty-four) hours using the incident report

A patient safety incident is an unintentional event and
condition that results in or has the potential to cause injury
to a patient that should have been prevented, including
unexpected events, near misses, non-injury events, and
potential injury conditions.(Amaniyan et al., 2020; Madden
et al,, 2018; Martin et al., 2019) Follow-up efforts on patient
safety incidents are carried out based on patient safety
incident reporting.(Cooper et al., 2018; Farokhzadian et al.,
2018) Patient safety incident reporting is a system that
documents patient safety incident reports as a learning
process, and evaluation material for voluntary, confidential,
and non-blame health care systems in improving the quality
of patient safety.(Alotaibi & Federico, 2017; Kellogg et al.,
2017; O’ Hara et al.,, 2018) Every incident that occurs in the

form.(Agustian et al., 2020; Nasution, 2020; Tamara et al.,
2020) This is done to obtain a comprehensive picture of a
patient safety incident in a work unit as material for
preparing follow-up efforts and improving the service
quality.(Akdere et al., 2020; Lawton et al., 2017)

Reporting patient safety incidents that are not timely is a
form of irregularity in the workplace that can hinder hospital
risk management efforts.(Cooper et al., 2018) The number of
patient safety incidents at the Surabaya A. Yani Islamic
Hospital in the January-May 2019 period was 569 incidents,
with the number of correct reports as many as 373 and those
exceeding 2x24 hours as many as 196 events. Inaccuracy in
reporting patient incidents at the Surabaya A. Yani Islamic
Hospital in the January-May 2019 period was 34.0%, which
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should have been 0.0%. Good patient safety incident
reporting can support creating a patient safety culture.(Berry
et al., 2020; Lawati et al., 2018) This is supported by efforts
to learn and improve health systems and services from an
incident.(Narwal & Jain, 2021) Of course, this requires strong
support and commitment from both leadership and health
workers, and hospital employees to realize patient
safety.(Alingh et al.,, 2019; Lotfi et al., 2018; Wagner et al.,
2019)

Organizational misbehavior is one of the concepts
developed from employee deviance.(Al-Abrrow et al., 2019)
organizational misbehavior is any behavior that individuals
intentionally carry out in the organization that violates
organizational rules and social norms.(Vardi & Weitz, 2018)
This study aimed to analyze the relationship between the
group, organizational, and mediator factors on misbehavior
performance in implementing patient safety incident
reporting in hospitals.

METHODS
Participant characteristics and research design

This study is a descriptive study with a cross-sectional
design. The dependent variable used is misbehavior
performance in reporting patient safety incidents. The
independent variables in this study include group factors,
which consist of norms, cohesiveness, group dynamics, and
leadership. Organizational factors include organizational
culture, organizational climate, and control systems
reporting patient safety incidents. This research has received
ethical approval from the Health research ethics committee
faculty of nursing Universitas Airlangga with number 2042-
KEPK.

Sampling procedures

The total sample in this study was 60 units consisting of
174 people who were selected using Total Population
Sampling. The inclusion criteria is:

1. Head of the work unit or person in charge of the unit

2. Staff with a working period of more than five years.

Measures and covariates

This research was conducted at the Islamic Hospital
Surabaya A. Yani. Research data collection was carried out
from July-November 2020. Intention to misbehave is based
on normative and instrumental encouragement as measured
through a questionnaire.

Data analysis

The analysis was cross tabulation with a percentage
difference of >20%.

RESULTS AND DISCUSSION

The table 1 shows that in normative force, the highest
variable is cohesiveness, and the lowest is norms, group
dynamics, and leadership. The highest variable in instrument
force is cohesiveness, and the lowest is group dynamics,
leadership, and control system. The highest variable in
intention to misbehave is cohesiveness, and norms,
leadership, and organizational climate are the lowest. The
cohesiveness variable correlates with the mediator factor,
instrumental force. Meanwhile, the lowest level of
correlation is shown in the relationship between leadership
and normative force.

Table 1. The relationship between group factors and organizational factors with mediator factors

Variable Normative force Instrument force Intention to misbehave
Norms 0.0 0.1 0.0
Cohesiveness 0.4 0.5 0.3
Group dynamics 0.0 0.0 0.1
Leadership 0.0 0.0 0.0
Organizational culture 0.1 0.2 0.2
Organizational climate 0.2 0.3 0.0
Control system 0.1 0.0 0.2

Table 2. The relationship between mediator factors and
performance behavior

Variable Performance behavior
Normative force 0.2
Instrument force 0.4
Intention to misbehave 0.3

From the table 2, it can be seen that the instrumental
force has the highest correlation with performance
misbehavior with a value of 0.4, and the lowest level is a
normative force with a value of 0.2.

High instrumental force can be due to poor working
relationships and lack of justice in the workplace, creating
poor performance. In general, the work unit tends to assess
that the timeliness of reporting patient safety incidents has
no impact on the work unit.(Orejudo et al., 2020) This has led
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to the notion that patient safety incidents should not be
reported on a timely basis. Individual understanding of
deviant behavior and its consequences in reporting patient
safety incidents encourages individual opportunities to
commit deviant behavior (Gunawan et al., 2015).

The intention to commit a deviant act arises from
understanding something.(Gunawan et al., 2015) Ways to
prevent the generation of intentions from misbehaving at
the organizational level are to provide fairness to members
of the organization, redesign jobs that can reduce the
inherent opportunities for misbehavior, create systems to
facilitate communication, and implement behavioral policies
that conform to the prevailing norms.(Shamnadh & Anzari,
2019)

Individuals may follow norms because of an instrumental
desire to avoid punishments that will be given to violators. In
contrast, others may follow the same rules for their own
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sake, regardless of whether it is an obligation to live by the
norm or not.(Kelly & Hoburg, 2017) This further strengthens
norms' tendency towards the ability of work units to
internalize organizational values and norms. Staff did not
report patient safety incidents because there was no
feedback or rewards from the reporting of patient safety
incidents.(Iskandar et al., 2014) Cohesiveness in a very
cohesive work environment will encourage adopting
behaviors considered reasonable by a group of people in a
work unit. Therefore, cohesiveness can influence lousy
behavior, similar to how organizational culture influences
the intention to misbehave.(Vardi & Weitz, 2016)

Members of dynamic groups may not help each other or
compete to achieve their goals as they begin to accept their
values, norms, and roles. So there is a feeling of wanting to
be recognized and wanting to be superior to other group
members.(Alikhani & Bagheridoust, 2017) Good or lousy
leadership can still make employees comply with
organizational rules or normative forces either by force or
voluntarily so that it can be interpreted that good or bad
leadership tends to produce good normative forces in work
units in the timely reporting of patient safety
incidents.(Taucean et al., 2016)

Organizational culture constructive tends to make
employees have confidence in deviant behavior.
Organizations with a solid organizational culture tend to
have uniform values and norms, which indicate a strong
normative commitment to the organization so that it will

encourage positive motivation for employees in
working.(Zulkarnain & Hadiyani, 2014) Ethical
organizational policies and practices (ethical climate)

influence how employees work. When the work unit is
required to complete the task, it will encourage it to delay
completing it. Therefore, it can be interpreted that
organizational climate is related to instrumental force in the
timely reporting of patient safety incidents.(Shafer et al.,
2013) An inadequate control system can provide loopholes
for employees who intend to commit deviant acts, and the
lack of strict penalties and sanctions also need to be
improved to prevent the emergence of intentions from
committing deviant behaviour.(Chu & So, 2020)

Normative force tends to cause individuals to engage in
deviant behavior, reporting patient safety incidents. Bad
behavior occurs collectively or separately at various levels of
the organization through the mediators of normative force
and instrumental force in several factors such as individuals,
tasks or positions, groups, and organizations. An
organization's members tend to misbehave even though
some rules and norms apply due to other factors such as
individual, environmental and cultural factors.(Orejudo et al.,
2020) To improve individual performance in improving
patient safety, it can be done by increasing non-technical
abilities by increasing skills by conducting simulation
training.(Lynch, 2020)

LIMITATION OF THE STUDY

This research was only conducted in one hospital. Results
from other hospitals may show different findings.

CONCLUSIONS AND SUGGESTIONS

There are group and organizational factors related to
mediator factors, including internalization of organizational

values and norms, beliefs of deviant behavior, and intentions.
In addition, there is also a relationship between mediator
factors and deviant behavior in reporting patient safety
incidents.
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