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Work-related injuries such as back strain are com­
mon among. health care workers. Work-related
injury data are a primary data source with which
managers can assess workplace safety, yet many
work-related injuries go unreported. This study
examined organizational, work-group, and indi­
vidual factors, and nurses' inclination to report a
work-related injury. Using a cross-sectional mailed
survey, a probability sample of currently employed
nurses (N =1,163)indicated their inclination to re­
port a workplace injury. Inclination to report inju­
ries was higher in organizations with onsite health
programs and when health and safety committees
included non-management nurses and occupation­
al health representatives. Reporting was reduced
when nurses felt a lack of concern for staff welfare
from supervisors and a climate of blame for worker
injuries were present. Nurses were also less inclined
to report work-related injuries when working in
jobs with non-standard work arrangements. Im­
provements in the reporting climate may influence
the completeness and, thus, the value of injury data
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for identifying hazards in the workplace. These
data could provide valuable information for target­
ing preventive initiatives.

W ork-relatedinjuries arecommon among health care
workers. In the year2000, approximately 247,000
workers in nursing homes andpersonal carefacili­

ties (13.7 per 100full-time equivalents [FI'E)), and 329,000
hospital workers (8.3 per 100Fill) suffered injuries on the
job, with injury ratessimilar to heavy industries suchas iron
and steel forging and concrete work (Bureau of Labor Sta­
tistics, 2000b). Although overall injury rates for registered
nurses areunavailable, musculoskeletal injuries, suchas back
injuries, havebeenreported to affect as manyas 30%to 60%
of registered nurses (Engels, vanderGulden, Senden, & van't
Hof,1996; Lagerstrom, Wenemark, Hagberg, & Hjelm, 1995;
Larese & Fiorito, 1994; Smedley, Egger, Cooper, & Coggon.
1995). Injured nurses useda median of 4 sickdaysper injury
in 2000, and one-fifth of cases involved more than 20 days
away from work (Bureau of Labor Statistics, 2000a). Other
costly consequences of work-related injuries include modi­
fiedduty, disability, andjob change (Shannon & Lowe, 2002;
Trinkoff, Lipscomb, Geiger-Brown, & Brady, 2002). Injuries
are causedby overexertion and otherworkdemands, suchas
lifting heavy loads (Lagerstrom et al., 1995; Trinkoff, Lip­
scomb, Geiger-Brown, Storr, & Brady, 2(03).

Despite the frequency and severity of injuries, under­
reporting of injuries is common (Pransky, Snyder, Dembe,
& Himmelstein, 1999; Shannon & Lowe, 2002). Weddle
(1996) surveyed hospital workers and found that although
29% had experienced a work-related injury in the previ­
ous year, only 61% of cases were actually reported-even
though two-thirds of these injuries required health care
and 44% resulted in lost time from work. In Shannonand
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What Does This Mean for
Workplace Application?

Accurate and complete injury reporting isessential to
identifying and understanding hazards inthe work­
place. The authors found organizational factors, such
as the presence ofonsite occupational health services
and non-management representation on health and
safety committees, positively influence nurses' inclina­
tion to report work-related injuries. Nurses were less
likely to report injuries when working inaclimate
ofblame. Until actual reporting behavior isstudied,
administrators can encourage comprehensive injury
reporting among nurses by making injury reporting
convenient and blame-free.

Lowe's (2002) review of studies that provided rates of in­
jury reporting, rates ranged widely (5% to 72% reported),
but were generally poor. Without adequate reporting, it is
difficult to knowthe typesof injuries and underwhat work
circumstances theyoccurto targetprevention efforts.

Zohar (2000) suggests that a multi-levelunderstand­
ing of factors influencinginclination to report is needed.
Zohar indicates that although policies and procedures
originate at the organization level, they are executed at
the work-group level. In addition, individuals have their
own ideas about the "normalcy" of being injured at work
and fear of reprisal, among other individualfactors (Pran­
sky, 1999). Organizational level factors that can be as­
sessed include the presence and composition of a health
and safety committee, onsite occupational health ser­
vices, and safety incentive programs. At the work-group
level, the supervisor's behavior toward the nurse and any
climate of blame that would inhibit reporting can be as­
sessed. Individualfactors, includingterms of employment
(e.g., temporary, contract, or per diem workers), duration
of employment, position, and type of work setting can be
examined because these may influence the nurse's com­
mitment to reporting injuries as well as the institution's
investment in the nurse's safety and health.

Understanding the reporting environment is particular­
lyimportantbecausechanges in thehealthcaredelivery sys­
tem put more nursesat risk for injury (Lipscomb, Trinkoff,
Geiger-Brown, & Brady, 2004). Hospitals and home care
agencies have used non-standard work arrangements (e.g.,
temporary, contract, or per diemworkers) to handlestaffing
shortages and seasonal fluctuations (Lipscomb, Trinkoff,
Geiger-Brown, & Brady, 2002; Norrish & Rundall, 2001;
Shindul-Rothschild, Berry, & Long-Middleton, 1996). Al­
though no studies reported the association between non­
standard work arrangements and musculoskeletal injuries,
Gallardo Lopez et al. (1997) found that nurseson "tempo­
rary contracts" had more than four times the risk of sus­
taining percutaneous exposures whencompared to perma­
nent staff. Aiken, Sloane, and Klocinski (1997) also found
that temporary work assignments were associated with an .
increased rate of needlestick injuries to nurses. Thus, un-
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derstanding nurses' terms of employment may be helpful to
identify sub-groups of nurses whoare at risk for injuryand
maybe less likelyto report them.

Moststudies of injury reporting have assessed actual re­
porting rates andcompared theseto surveyed workers' report­
ed injuries on thejob.Another approach hasbeento examine
the inclination to report injuries, ifoneoccurred, to betterun­
derstand theorganizational climate (onecomponent of safety
climate). The purpose of this analysis is to describe factors
associated with an inclination to report workplace injuries
among registered nurses whoworked intheircurrentjob more
than1year, withconsideration oforganizational, work-group,
andindividual job factors associated withreporting.

METHODS
Sample

A random sample of 2,000 active licensed nurses was
selected fromlicensure listsin two U.S. states. The response
rate to viable addresses (n =1,933) from the mailed survey
was74%(n =1,420). Thisanalysis wasrestricted to the 1,163
respondents currently employed in nursing, and working at
theircurrent jobsforat least1year. Thesample waspredomi­
nantly female (95%), White (83%), married (71%),andaver­
aged45 years ofage. Thisis similar tothedemographics ofall
U.S.nurses (U.S. Department ofHealth andHuman Services,
2(00). Halfof the respondents had at leasta college degree,
two-thirds (69%) wereemployed as staff/general dutynurses,
andmorethanhalf(57%) worked in hospitals.

Data Collection
Datawerecollectedusingananonymous survey mailed

to homes in 1999and 2000. Up to six contacts were made
byfirst-class mail, including threequestionnaires andincen­
tives, using procedures recommended by Dillman (2000).
Becausethesurvey wascompletely anonymous, respondents
could be deletedfrom future mailingsby returninga post­
card to the study office; completed surveys were returned
elsewhere. The items reportedon the survey wereportions
of an 8-pagequestionnaire usedin theNurses'Worklife and
HealthStudy(Trinkoffet aI., 2002).This questionnaire was
pilotedextensively prior to mailing.

Variables
Inclination to report workplace injuries was mea­

sured by asking the following question: "In your work­
place, how often are incident reports (occurrencescreens)
filed for nurse injuries, when one occurs?" Five possible
responses were coded as follows: Each Time an Injury!
OccurrenceHappens, Dependson Situation,Rarely,Nev-
er, and Don't KnowlNotSure. .

Safetyclimate.was measured at three levels: organiza­
tional, work-group, and individual. Items were constructed
based on literature review, including evidence of increasing
interest in behavioral-based safety programs (Frederick,
2000). Organizational level variables included presence of
onsite occupational and employee health services, safety
incentive program (e.g., rewards or bonuses given for de­
creasedaccident/injury reports), and healthand safetycom­
mittee. Nurseswere also askedto indicate who represented
themon thiscommittee. Becausemanagement participation
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was presentin nearlyall cases,and unionand collective bar­
gaining representation was rare, only occupational health
staff and non-management nurse representation on health
and safetycommittees was used to analyzethe influence of
the healthand safetycommitteecomposition.

Work-group level safety climate variables included
. four items. Nurses were asked to indicate whether the

supervisor was concerned about staff well-being and
whether they paid attention to what the nurse said, with
responses dichotomized into Strongly DisagreelDisagree
and Agree/Strongly Agree. Two blame items asked if in­
juries were treated as the worker's fault (YesINo), and if
filing an injury report depended on fear of being blamed
or punished (YesINo).

Individual-level variables includedjob descriptors such
as position(e.g., staffnurse vs. other),workplace (e.g.,hos­
pital,nursinghome,ambulatory clinic),yearswithemployer
(I to 5 yearsvs. > 5 years),and nonstandard workarrange­
ments. Nurses were defined as having a non-standard work
arrangement if they indicated their employment was con­
tract, per-diem, temporary work. or self-employment with­
out a full-time or part-timepermanentposition.

Analysis
The prevalence of organizational, work-group, and in­

dividual factors were calculatedfor nurses working in their
currentjob for at least thepastyear.WhereDon't Know/Not
Sure was checked,cases were eliminatedfrom the analysis
so only positive and negative responses remained. Inclina­
tion to report an injury if one occurred was dichotomized
suchthat thecriterioncategorywasEachTimean Injury/Oc­
currenceHappens (always), with other responses combined
to form the referencecategory. Odds ratios were calculated
for each factor. For place of employment, a sub-sample of
hospital, nursing home, and ambulatory clinic nurses were
used and other responses were eliminatedfrom the analysis
to eliminateunstableparameterestimates.

RESULTS
Half of the nurses (51%) indicated they would always

reportan injurywhen it occurred,16%reportedit depended
on the situation, 8% wouldrarely or neverfile a report,and
17% were not sure. Occupational and employeehealth ser­
vicesand a health and safetycommitteewere presentonsite
for three-fourths of nurses.Fewhadnon-management nurses
(22%) or occupational health staff (17%) to represent their
concerns. Onlya fewnurses(5%)reporteda safetyincentive
programwaspresentat theirworkplaces. When askedabout
presenceof a healthand safetycommittee, 18.6%responded
with Don't Know/Not Sure, 8% didn't know if their site
used a safety incentive plan, and 3.7% were not sure if they
had onsite occupational health services. At the work-group
level, nearly three-fourths indicated work-related injuries
were not treatedas the worker's fault.More than two-thirds
reported their supervisors were concerned about their wel­
fare and paid attention to their concerns. One-quarter of
nurses. worked in non-standard work arrangements. Sixty­
nine percentworkedin staffnursepositions, with a substan­
tialpercentage oflonger-termemploymentwiththeircurrent
employer. Nearly three-fourths workedin hospitalsettings.
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Inclination to Report
Nursesweremore likelyto alwaysreport injurieswhen

their workplaces had onsite occupational and employee
health services, a health and safety committee, and when
non-managementnursesand occupationalhealth staffwere
on the committee (see Table). Nurses indicated they would
be more likely to report an injury in an atmosphere free of
blame for a work-related injury. Attitudes of supervisors
toward workers also played an important role in whether
a nurse was always willing to report an injury. Workers
who agreed or strongly agreed that their supervisors were
concerned about staff well-being were significantly more
likely to always report injuries as were workers who per­
ceived that their supervisors paid attention to what nurses
were saying. Workplaces with a safety incentiveprogram
had a small, statisticallyinsignificantincrease in likelihood
of always reporting an injury if one occurred.

Nurses working in non-standard work arrangements,
as staff nurses, in ambulatory care settings, and for the
same employer for more than 5 years were less likely to
report an injury if one occurred. Nurses who worked in
nursing homes were more likely than those working in
hospitals to always report an injury.There were no signif­
icant differences by scheduling variables (e.g., hours per
day, hours per week, days per week), although 26% indi­
cated that they would consider the time needed to file a
report as a factor in deciding whether to report an injury.

DISCUSSION
Reporting injuries, even if minor, is important be­

cause each occurrence is part of a pattern needed to
identify a potential hazard in the workplace. Understand­
ing hazards in the workplace is critical, because injuries
result in lost time and productivity, disability, and early
retirement. All of these results contribute to the current
nursing shortage and to rising health care costs. Injury
reports may be the only regularly available source of data
on workplace safety among nurses.

These data suggest organizational factors are associ­
ated with nurses' inclinationto report injuries. Nurses were
more inclined to report injuries when onsite occupational
and employeehealth serviceswere present.As outsourcing
of occupationalhealth servicesbecomes increasinglycom­
mon (Dyck, 2002), the convenienceof reporting an injury
may differ from when occupational health services were
available onsite. It was encouraging to hear that incentive
programs that discouraged reporting injuries or accidents
were uncommon in nursing worksites. In places where
monetary incentives are offered to reduce injury rates, re­
porting can be affected (Pranskyet al., 1999).

Nurses with a functioning health and safety commit­
tee in their workplace were more likely to always report
an injury. This was especially true if there was non-man­
agement and occupational health staff representation on
the committee. Non-managementnurses and occupational
health staff members on a health and safety commit­
tee might function as convenient and acceptable liaisons
to assist front-line workers in presenting safety issues to
management. When nurses were unaware of a health and
safety committee (i.e., responded with Don't Know/Not
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Table

Odds of Inclination to Always Report an Injury
(Registered Nurses Employed 1 or More Years, N=1,163)

Factor % Odds Ratio * 95%CI
Organizational

Has onsite occupational health services 75 1.38 1.04 to 1.84

Has health and safety committee 73 2.20 1.61 to 2.99

Occupational health staff on health and safety committee 17 2.06 1.47 to 2.87

Non-management nurses on health and safety committee 22 1.94 1.44 to 2.60

Has safety incentive program 5 1.42 0.78 to 2.58

Work Group

Work-related injuries treated as the employee's fault (No) 72 1.77 1.29 to 2.42

Filing a report depends on fear ofbeing blamed orpunished (No) 89 3.22 2.12 to 4.90

Supervisor concerned about the welfare ofstaff 68 1.44 1.11 to 1.86

Supervisor pays attention towhat employee issaying 72 1.47 1.12 to 1.93

Individual

Non-standard work arrangement (Yes) 24 0.75 0.56 to 0.99

Staff nurse (Yes) 69 0.68 0.51 to 0.89

Place ofemployment (N= 905)
73 1.00Hospital

Nursing home 11 1.91 1.19 to 3.07
Ambulatory care 16 0.62 0.42 to 0.91

More than 5years with employer 64 0.72 0.56 to 0.93

• Odds ratios> 1indicate condition would make nurses more likely toreport injury. Odds ratios < 1indicate condition would make nurses
less likely toreport injury.

Sure), the inclination to report was similar to those with no
health and safety committee, suggesting that an invisible
committee is not effective in encouraging injury reporting.
The nurse's perception of how the information will be used
(i.e., the responsiveness of the organization to the reported
injury) might influence reporting. Thus, if nurses felt the
report would not be acted upon, they may be less inclined
to file reports. Feedback to reporters is thought to increase
the rate of reporting for patient safety events (Kohn, Cor­
rigan, & Donaldson, 2000), and the researchers speculate
that a similar mechanism may operate in this situation.

These data suggest that the reporting climate at the
work-group level is critical to nurses' inclination to report
injuries. When supervisors show concern for the nurses'
well-being, or when the nurses feel their supervisors are
listening to them, they are more likely to report an injury.
Zohar (2000) posits that the safety climate is best com­
municated at the work-group level, and that supervisors
can be taught to improve communication by reinforcing
interactions with workers that support safety. Any climate
of blame for injuries or sense of unresponsiveness from
the supervisor could make reporting less likely. Pransky
et al. (1999) also described non-reporters' concerns about
reprisal and previous non-responsiveness of management
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as reasons for failing to report an injury. Just as blame ham­
pers the reporting of patient errors (Kohn et-al., 2000), it is
likely the same dynamic operates in this situation.

Nurses in jobs with non-standard work arrangements
were less inclined to report injuries than workers with a per­
manent position.This may berelated to job security,as Quin­
lan and Mayhew (1999) noted decreased injury reporting
under precarious employment conditions. This has important
implicationsfor nursing because the use of non-standardwork
arrangements for nurses has increased because of downsiz­
ing, organizational mergers, and restructuringto reduce costs
under managed care (Buerhaus & Staiger;1996). Nurses who
have been with their current employer for at least 5 years may
choose to use informal methods of reporting injuries based oil
their experience of avoiding ''red tape" in the organization.

LIMITATIONS
The concern that causal relationships cannot be

inferred from a cross-sectional design are not relevant
to this study because the exposure (i.e., organizational,
work-group, individual factors) is present, and the out­
come variable (i.e., inclination to report) is related to
the potential of a future event. Nonetheless, a nurse's
inclination to report and actual reporting behavior af-
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ter injury may differ. Recall problems may have affect­
ed these responses, though this analysis included only
nurses working in their current job for I year or more,
and items were framed to respond about the current
job. The researchers offered a Don't Know/Not Sure
option for inclination to report. Nurses who selected
this option were more likely to be employed in a non­
standard work arrangement, ambulatory care setting,
or in private duty nursing, and were less likely to be a
nurse manager or supervisor.

This study drew a sample from two US. states, one
with high and one with low managed-care penetration
when the study began. Although only two states are repre­
sented, the demographics of registered nurses in this sam­
pIe resemble those of US. registered nurses as a whole
(US. Department of Health and Human Services, 2000).
Researchers piloted this instrument prior to presenting it
to the large sample, and did not discover problems with
question wording. No test-retest reliability was assessed,
so the researchers cannot comment on the stability of
these measures; however, these are likely to depend on
the changeability of the work context. A factor analysis of
items sorted these as predicted by item type (boss concern,
procedures for reporting, climate of blame, representation
on safety committee), thus strengthening the estimate of
validity of the measure.

A strength of this study is the relatively high response
rate (74%) for a mailed survey, with representation of
nurses working under a variety of employment conditions,
specialties, and settings. Researchers did not collect in­
formation identifying the employers of these respondents,
and so cannot adjust for any nesting at the organizational
level. However the likelihood of clustering at the work­
group level is small.

SUMMARY
Accurate and complete injury reporting is key to un­

derstanding workplace hazards. The researchers found
specific factors are related to inclination to report a work­
related injury, such as the presence of onsite occupational
health services and health and safety committees contain­
ing non-management representatives. Nurses indicated
their inclination to report was reduced when they believed
they would be blamed for the injury or accident. Further
studies are needed to identify actual reporting behavior.
In the meantime, administrators should make reporting
convenient and blame-free to encourage more complete
injury reporting among nurses.

This study was funded by NIOSH R010H03702.
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