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                         ORIGINAL ARTICLE     

 Reasons for not reporting patient safety incidents in general practice: 
A qualitative study      

    MARIUS BROSTR Ø M     KOUSGAARD  ,       ANNE SOFIE     JOENSEN     &         THORKIL     THORSEN   

  The Research Unit for General Practice and Section of General Practice, Department of Public Health, University of Copenhagen, 
Copenhagen, Denmark   

  Abstract 
  Objective.  To explore the reasons for not reporting patient safety incidents in general practice.  Design.  Qualitative interviews 
with general practitioners and members of the project group.  Setting.  General practice clinics in the Region of Northern 
Jutland in Denmark.  Subjects.  Twelve general practitioners.  Main outcome measures.  The experiences and refl ections of the 
involved professionals with regard to system use and non-use.  Results.  While most respondents were initially positive towards 
the idea of reporting and learning from patient safety incidents, they actually reported very few incidents. The major reasons 
for the low reporting rates are found to be a perceived lack of practical usefulness, issues of time and effort in a busy clinic 
with competing priorities, and considerations of appropriateness in relation to other professionals.  Conclusion.  The results 
suggest that the visions of formal, comprehensive, and systematic reporting of (and learning from) patient safety incidents 
will be quite diffi cult to realize in general practice. Future studies should investigate how various ways of organizing incident 
reporting at the regional level infl uence local activities of reporting and learning in general practice.  
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related to quality and patient safety are by defi nition 
loaded with positive values, which make them diffi -
cult to oppose at an abstract level, their actual trans-
lation into daily practice is rarely a smooth process 
as challenges often emerge when the various impli-
cations of adopting specifi c technologies appear 
more clearly to the various users involved [5 – 7]. And 
although research on technology acceptance gener-
ally purports a tight relationship between intentions 
and actual use [8] this relationship is not a deter-
ministic one due to the time factor and early user 
experiences [9]. Therefore, in order to establish a 
realistic impression of the prospects, conditions, and 
challenges for implementing formal and systematic 
reporting of (and learning from) incidents in general 
practice, it is necessary to investigate specifi c attempts 
to promote such reporting. Against this background 
we conducted a qualitative case study of a regional 
project for incident reporting in general practice. 
While a small number of GPs initially expressed 

  Introduction 

 During the last decade issues of patient safety have 
come to occupy a prominent position on the political 
agenda in health care, and in several countries sys-
tems for incident reporting have been promoted as a 
means to improve patient safety [1]. Such systems 
have mostly been implemented in the hospital sector, 
but recently steps have been taken to include the 
primary sector as well. In Denmark, reporting patient 
safety incidents has been mandatory in the hospital 
sector since 2004 [2], and in 2009 this legislation was 
extended to the primary health care sector with effect 
from 2010. This development raises the question of 
how professionals in general practice (and other 
parts of the primary health care sector) will respond 
to efforts to institutionalize incident reporting. Previ-
ous research has found that general practitioners in 
Denmark express positive attitudes towards formal 
registration and learning from patient safety inci-
dents [3,4]. But while concepts and technologies 
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enthusiasm and signed up to use the system actual 
reporting activity turned out to be low in these clin-
ics, and the aim of the paper is to explain the low 
reporting rates among these (presumably)  “ early 
adopters ”  [11].   

 Material and methods 

 The study was conducted in the Region of Northern 
Jutland where a regional project on incident report-
ing was in operation from 2008 to 2010 [11,12] 
(Table I). From June 2009 to October 2010 semi-
structured interviews [13] were carried out with 12 
GPs from nine different clinics (Table II). All inter-
views were performed in the clinics and all interviews 
were individual interviews (except from one group 
interview with four GPs from the same clinic). 

 For the purpose of exploring refl ections and 
experiences in relation to a specifi c system for inci-
dent reporting, respondents were recruited among 
the clinics that had expressed an interest in using the 
system by acquiring a password to the website, which 
was a requirement in the early part of the project. At 
the time of recruitment this group consisted of 29 
clinics (later another 11 clinics enlisted for the report-
ing project). An invitation to participate in the study 
was distributed to the 29 clinics (via the project man-
ager since the identity of the reporting clinics was not 
to be disclosed without their consent), and those who 
responded positively were subsequently contacted 
for an interview appointment. So, while a criterion 
of purposefulness was initially applied to narrow 

 Previous studies have reported positive atti-
tudes to incident reporting among Danish 
GPs. 

  The results suggest, however, that formal  •
reporting of patient safety incidents may be 
more attractive to GPs as an idea than as an 
integrated activity in a busy clinic. While 
most GPs in this study were initially positive 
towards the idea of reporting, they actually 
reported very few incidents.  
  The reasons for the low reporting rates were  •
found to be a perceived lack of usefulness, 
issues of time and effort, and considerations 
of appropriateness.  
   • Future research should compare how vari-
ous ways of implementing and organizing 
incident reporting infl uence local activities 
of reporting and learning.  

  Table I. The incident reporting project.  

Purpose The overall purpose of the project was to prepare general practice for the (expected) 
national legislation on patient safety incident reporting (making incident reporting 
mandatory for all health professionals in primary care) by trying out and developing an 
organizational model for working with incident reporting in general practice

Project management All GP clinics in the region (approx. 200) were invited (via e-mail and a regional GP 
journal) to report patient safety incidents observed in the clinic, in other primary health 
organizations, and in the secondary sector. Also, in order to promote the concept of 
incident reporting and demonstrate how to use the project website, the project manager 
participated in regional and local GP meetings, and visited individual clinics. Due to the 
primary purpose of the project, the emphasis of the project manager was not on 
achieving widespread regional adoption, but to increase awareness of incident reporting, 
and to help interested clinics get started with using the reporting system

Reporting, analysis, and 
feedback

The core element in the reporting system was the website, which contained a short 
reporting formula for supplying information on the particular incident (what happened, 
where, and what were the consequences) and suggestions for preventive actions. Also, the 
website hosted general information on the project, including statistics and newsletters 
summarizing the themes of the submitted reports. Upon receiving a report, the project 
manager categorized it according to severity and place of origin. If the report concerned 
an incident in general practice the project manager sent a receipt to the clinic 
acknowledging the report and possibly asking for permission to use the case in 
newsletters and for educational purposes. Also, the project manager informed the 
practice of whether he would take any specifi c steps in response to the particular 
incident (such as contacting pharmacies, IT companies, or pharmaceutical companies). 
If the incident was ascribed to a hospital, the report was forwarded to the existing 
national and regional set-up for dealing with incidents related to the hospitals

Participation and types of 
incidents reported

In total, the database received 422 reports during the project. Most incidents concerned 
matters of medication, vaccinations, and communication/cooperation in patient 
transitions between providers. Due to problems with the website software, it was only 
possible to identify the reporting unit for half of the reports received. However, it is 
assumed that most reports were sent in by the 45 providers (40 GP clinics, a nursing 
home, a pharmacy, and three hospitals) identifi ed in the database
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down a relevant study population, convenience sam-
pling had to be employed for the recruitment of spe-
cifi c respondents within this population [14]. 
Recruitment of respondents was ended as data satu-
ration set in, i.e. as new themes or explanations 
no longer emerged from the interviews [14]. (In 
addition to the interviews with the GPs, individual 
interviews were also conducted with the project man-
ager and a representative from the regional offi ce for 
quality development in order to obtain information 
on the background and organization of the project.)  

 Interview guide and analysis 

 An initial literature review showed that research on 
patient safety incidents in general practice have 
mainly focused on constructing and testing taxono-
mies and methods for describing, detecting, and 
counting the number and types of incidents [15 – 21]. 
Less attention has been given to issues of implemen-
tation and use. However, the studies on GP attitudes 
to incident reporting [3,4], as well as studies on the 
challenges of implementing incident reporting in the 
hospital sector [22 – 24], did suggest a number of 
potentially important themes, which were included 
in the interview guide (Table III). All interviews were 
audio-recorded and transcribed for analysis focusing 
on the major themes of the interview guide (and with 
an eye for emerging issues). In this phase we repeat-
edly went through our material comparing, grouping 
together, and discussing the data in order to form the 

central categories important for explaining the 
phenomenon of low use [25]. During the analysis, 
literature on technology acceptance [26,27] was also 
consulted for inspiration. Although this research 
strand traditionally applies quantitative methods for 
predictive purposes, the key notions of users ’   “ per-
ceived ease of use ”  (or effort) and  “ perceived useful-
ness ”  [26,27] helped to structure the analysis.    

 Results  

 Low reporting activity in spite of initial interest 

 When the project manager fi rst set out to promote 
the project he was well received by the GPs in this 
study who expressed an interest in reporting patient 
safety incidents. In the interviews the GPs also con-
veyed several positive attitudes regarding the idea of 
incident reporting:  

 In the beginning I was very excited about this  
… . For me, this  …  is about changing inexpedi-
ent behavior so that it can be avoided in the 
future. (GP1)   

 It sounded exciting and I wanted to be a part 
of it  … . It ’ s important to report these incidents 
to learn from them and improve patient safety, 
and it ’ s an area that has been neglected. 
(GP6)  

 However, in spite of this initial interest in the report-
ing system and the stated intentions of adoption, it 
turned out that the respondents generally reported 
few incidents, and most of the GPs declared they 
could have reported a lot more incidents than they 
actually had done. At the time of the interviews ( �    1 
year after project start-up) two clinics had not 
reported any incidents apart from those related to 
the promotional visit of the project manager, four 
clinics had reported 2 – 5 incidents, and two clinics 
had reported approximately 10 incidents while one 
large clinic had reported approximately 20 incidents. 
The latter was also the only clinic in which incident 
reporting had become an issue involving staff as well 

  Table II. Sample distribution (12 GPs from nine clinics).  

Category Variables n

Gender Female 3
Male 9

Age 40 – 49 3
50 – 60 7
 �    60 2

Practice type Solo 2
Group 7

Practice location City 4
Town 3
Village 2

  Table III. Themes of the interview guide.  

1 Initial refl ections when invited to participate in the incident reporting project.
2 The actual use of  –  and experiences with  –  the reporting system (how many reports had been submitted, who had done 

the reporting, how had the effort of reporting been experienced, what type of incidents had been reported, what kind of 
feedback had been received, what kind of changes if any had resulted from the process)

3 Reasons for reporting or not reporting specifi c patient safety incidents (here we asked the GPs to describe and refl ect on 
instances in which they had reported an incident, as well as instances in which they had experienced incidents that they 
had not reported)

4 Potential concerns of exposure, blame, or sanctions in regards to reporting
5 The role of institutional pressures or incentives to report patient safety incidents
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as GPs. The reporting pattern found among our 
respondents was estimated as being fairly representa-
tive of the population of GP clinics participating in 
the project.   

 Perceptions of and attitudes towards the effort 
of reporting 

 The respondents found that the project leader had 
done a good job at introducing them to the system 
by providing hands-on instruction in front of the PC, 
and they also perceived the electronic reporting form 
to be simple and easy to comprehend. Nevertheless, 
the GPs ’  experience was that making a report could 
 “ easily ”  take 15 minutes due to the work of remem-
bering, gathering information, and describing the 
incident in writing:  

 In the evening when the kids have gone to bed, 
you ’ re answering emails from patients and 
looking at comments from the hospital and 
sending reminders  …  so to take out half an 
hour or so to look back in a record and bring 
out the story to be told  … . You have to tell the 
story and think about what happened, so it ’ s 
not just fi ve minutes. (GP3)   

 The reporting form is easy to deal with  …  but 
you do have to fi nd some data fi rst and try to 
remember what happened, and so it may easily 
take fi fteen minutes to make a report (GP11)  

 Such an allocation of time was especially considered 
problematic because incident reporting was generally 
experienced as a somewhat tedious administrative 
task taking away time from clinical work:  

 Reporting requires you to go out of the [cur-
rent] patient [record] and do something other 
than treating patients and that means that it 
swallows up time … . My available time is to be 
used on my patients. It ’ s not administration 
that I fi rst and foremost should do, and that ’ s 
probably the reason why I have not been as 
attentive as I perhaps should have been, because 
I fi nd it less important than treating patients. 
(GP12)   

 We haven ’ t put in a great effort here  …  we 
could do it, but it is boring [to report]  … . I am 
usually able to dedicate myself to such things, 
but on this matter I can ’ t whip up much enthu-
siasm. (GP5)   

 We have a working day with four patients an 
hour and then in the afternoon you ’ re honestly 
too exhausted [to do a report] so you go home 

thinking  “ I will do it next time ”   …  there are so 
many changes in our system that we have to 
relate to every day  … . (GP1)  

 Thus, reporting was usually not dealt with during 
clinical working hours, but continually postponed 
and this postponing itself contributed to making 
reporting an unfamiliar task that required an extra 
amount of energy and motivation to engage in:  

 GP8:  … I have not been looking at it [for some 
time]   
 GP9: [jokingly] It ’ s like those stupid death cer-
tifi cates. If only more people were dying … . 
[laughing]   
 I: So that you would get more accustomed to 
use the system?   
 GP9: Yes, because as time passes on I can ’ t 
remember how to do it … .   
 GP7: Yes, that ’ s right. It also takes time to locate 
it [the online reporting form].  

 Again, such an analogy to death certifi cates (or phar-
maceutical side effect reporting,  “ which we don ’ t do 
either ”  as another GP jokingly commented) signifi ed 
a view of incident reporting as an unexciting admin-
istrative activity. The fact that the clinics were not 
remunerated for participating in the project (in con-
trast to previous pilot-projects in Danish general 
practice) did  “ not increase motivation ”  to report sys-
tematically either, according to some respondents, 
although others believed that incident reporting 
should not be turned into a fi nancial issue.   

 Perceptions of usefulness 

 Generally, the GPs did not consider formal incident 
reporting to have a considerable potential for improv-
ing working processes and patient safety in the clinic. 
Some of the GPs believed that the learning potential 
of most incidents in general practice primarily applied 
to the clinics directly involved, which made the inci-
dents less relevant to report:  

 When something originates here in the clinic 
it ’ s easier for me to use it, because the conse-
quences have to be decided upon in-house. The 
problem is right here, so it is here we have to 
act in order to prevent it from happening again. 
(GP2)   

 I am having trouble in seeing the actual learn-
ing in this, what I should use it for  … . Over the 
years I have learned to deal with these things 
so that I don ’ t make huge mistakes, so [today] 
it ’ s mostly a matter of minor practical mistakes 
 …  and I can ’ t see how anyone else can learn a 
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lot from these apart from the fact that you have 
to watch out  … . (GP12)  

 While formal reporting, analysis, and feedback was 
in principle seen as a relevant way of creating aware-
ness of potential areas of risk, the respondents could 
not provide examples of incidents from other clinics 
(disseminated in the newsletters) that had given rise 
to specifi c changes in the respondents ’  own clinics. 
However, some of the respondents had received 
feedback from the project manager that their reports 
had triggered certain changes at the local hospital. 
And almost all of the respondents pointed to a case 
in which a potentially problematic vaccination unit 
was improved on by the pharmaceutical company as 
a result of a process initiated by a report from one 
of the clinics. Nevertheless, such examples of useful-
ness were apparently not suffi cient to motivate the 
GPs to spend more time on reporting incidents 
systematically. Thus, usefulness was also a relative 
issue in the clinic in two ways: First, although most 
of the GPs were positive towards the idea of incident 
reporting, other activities could be regarded as more 
useful for improving quality and patient safety in the 
clinic:  

  …  within these walls there are hundreds of 
things that one could take an interest in and 
spend time on  … . One of the things I am trying 
to implement in this clinic is diagnosis coding, 
which I think is a useful tool  …  I have spent a 
lot of time on registering my diabetes patients 
[in the national database] and that works really 
well. I fi nd more quality development in doing 
that compared to incident reporting  … . (GP2)   

 The areas of improvement that we have focused 
on here in the clinic have  …  mainly been about 
medication  … . We employ targeted efforts in 
areas that we know are in need of a brush up. 
And that has not been due to incident report-
ing, unfortunately [laughs]. (GP5)  

 Second, the usefulness of reporting was relative to 
the specifi c situation and type of incident. Thus inci-
dents occurring when communicating with the hos-
pitals sometimes required immediate action from the 
GP, e.g. calling the ward to inform the relevant per-
son of the problem so that the necessary actions 
could be taken to help the patient. And when an 
incident had already been informally brought to 
the attention of the hospital staff, the perceived use-
fulness of making a formal report decreased. In 
such cases, reporting was sometimes viewed as 
redundant and sometimes as inappropriate (cf. the 
next section).   

 Reporting as a sensitive issue in relation to 
other professionals 

 Generally the GPs did not express strong concerns 
about exposing themselves when reporting an inci-
dent in which they had been involved. And nearly all 
of the GPs were aware that the reporting system was 
not aimed at sanctioning and was separated from the 
parallel scheme for complaints over medical errors. 
So although a few GPs originally had some concerns 
over exposure this was not presented as a reason for 
not reporting. However, sending in reports on other 
health professionals was regarded by some respon-
dents as a somewhat formalistic and harsh step  –  
especially if the incident had already been brought 
to the attention of the professionals involved. Regard-
ing an incident in the clinic, one GP recounted the 
following:  

 In a way it ’ s a sensitive issue. We had a case that 
we did not report. It was an elderly patient 
whose creatinine had doubled without the 
nurse noticing it  … . He ended up in dialyses 
but survived. It was a serious incident. My part-
ner had a talk with the nurse about what hap-
pened and afterwards I asked him [the partner] 
if we should report it.  “ Well  …  ”  he answered, 
and I did not press the issue further  … . Filing 
a report may brand the nurse and apparently 
he did not pursue that confrontation. (GP3)  

 This rather cautious approach could also apply to 
incidents involving colleagues at the hospitals. Here 
a GP comments on a situation in which he had 
discovered that the hospital had been much too slow 
in processing the X-ray pictures for a patient with the 
suspicion of cancer:  

 I do not report such incidents, because I con-
tacted the doctor in question and he took full 
responsibility and did not try to explain away 
what had happened  … . Since things were dealt 
with in this way I did not feel like taking the 
case through the offi cial channels. Then this 
colleague would experience that  “ here it is 
again ”   …  I wouldn ’ t do that. If I can contact a 
given person directly and say  “ this is not good 
enough ” , I prefer to do so rather than starting 
up this machinery. (GP2)  

 However, such considerations seemed to be more 
pronounced when the GP had a good working rela-
tionship with the hospital. Thus, a few GPs had used 
the reporting system to call attention to aspects of 
hospital behavior that they did not fi nd to be accept-
able, such as waiting times for X-rays and issues of 
referral.    
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 Discussion and conclusion 

 While previous studies [3,4] have reported positive 
attitudes to incident reporting among Danish GPs, 
the results of this study suggest that formal report-
ing of patient safety incidents may be more attrac-
tive to GPs as an idea than as an integrated 
(non-remunerated) activity in a busy clinic where 
several concerns and tasks compete for attention. 
Thus, while most GPs expressed sympathy toward 
the concept of documenting and learning from 
patient safety incidents, actual reporting activity 
was generally low. In practice the GPs did not pri-
oritize systematic incident reporting as a tool to 
improve patient safety, and for several GPs report-
ing represented a formalization of professional rela-
tions, which was often not found to be worthwhile 
and/or appropriate in the situation at hand. 

 A number of features make the particular con-
stellation of project/respondents interesting as a case 
for studying the reasons for not reporting patient 
safety incidents in general practice. First, the project 
was operated by a local GP, and GP ownership of 
such reporting systems can be expected to lower 
concerns over exposure and misuse of data. Second, 
the project manager as a local and respected GP was 
in a favorable position to promote and demonstrate 
the system at meetings with colleagues. Third, the 
GPs in this study took an early interest in the report-
ing project, and most of them were actively involved 
in quality development issues, holding various posi-
tions as advisers/coordinators on cooperative rela-
tionships between general practice and hospitals 
and municipalities; and these GPs were already 
acquainted with the concept of incident reporting 
when the project manager fi rst contacted them. 
Hence, the case can be considered to constitute a 
 “ critical case ”  [28] in the sense that the reasons for 
not reporting patient safety incidents among the 
GPs in this study are quite likely to be found else-
where in general practice. On the other hand, since 
this study intentionally focused on relatively inter-
ested doctors, additional reasons for not reporting 
patient safety incidents may be found in the wider 
population of GPs. Still, and although the number 
of respondents in the study may seem small, we con-
tend that the critical nature of the case allows for 
generalization on two points: (i) There is a consider-
able gap between attitudes and actions regarding 
incident reporting in Danish general practice; 
(ii) There are a number of important reasons for not 
reporting patient safety incidents in general practice  –  
reasons that are likely to cause substantial problems 
for the legally supported visions of systematic and 
comprehensive reporting of (and learning from) 
patient safety incidents in primary care. Hence, the 
results of the study are not particularly elevating for 

actors promoting incident reporting in general 
practice. For although individuals and organizations 
may over time change their perceptions and enact-
ments of what is easy and useful [29,30], the results 
indicate that the institutionalization of incident 
reporting in general practice will by no means 
happen swiftly and  “ automatically ” , but will require 
a determined and continuous effort on the part of 
the regions responsible for implementing the national 
reporting system. Here, much will depend on the 
various strategies and resources employed to estab-
lish regional organizational structures for managing 
ongoing promotion, support, and feedback. Conse-
quently, future research in this area should investi-
gate how specifi c ways of implementing and 
organizing incident reporting in the various regions 
infl uence local activities of reporting and learning in 
general practice. 
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