
Full Terms & Conditions of access and use can be found at
https://informahealthcare.com/action/journalInformation?journalCode=ipri20

Scandinavian Journal of Primary Health Care

ISSN: 0281-3432 (Print) 1502-7724 (Online) Journal homepage: informahealthcare.com/journals/ipri20

General practitioners’ attitudes toward reporting
and learning from adverse events: Results from a
survey

Thorbjørn H. Mikkelsen, Ineta Sokolowski & Frede Olesen

To cite this article: Thorbjørn H. Mikkelsen, Ineta Sokolowski & Frede Olesen (2006)
General practitioners’ attitudes toward reporting and learning from adverse events:
Results from a survey, Scandinavian Journal of Primary Health Care, 24:1, 27-32, DOI:
10.1080/02813430500508330

To link to this article:  https://doi.org/10.1080/02813430500508330

Published online: 12 Jul 2009.

Submit your article to this journal 

Article views: 1072

View related articles 

https://informahealthcare.com/action/journalInformation?journalCode=ipri20
https://informahealthcare.com/journals/ipri20?src=pdf
https://informahealthcare.com/action/showCitFormats?doi=10.1080/02813430500508330
https://doi.org/10.1080/02813430500508330
https://informahealthcare.com/action/authorSubmission?journalCode=ipri20&show=instructions&src=pdf
https://informahealthcare.com/action/authorSubmission?journalCode=ipri20&show=instructions&src=pdf
https://informahealthcare.com/doi/mlt/10.1080/02813430500508330?src=pdf
https://informahealthcare.com/doi/mlt/10.1080/02813430500508330?src=pdf


ORIGINAL ARTICLE

General practitioners’ attitudes toward reporting and learning from
adverse events: Results from a survey

THORBJØRN H. MIKKELSEN, INETA SOKOLOWSKI & FREDE OLESEN

The Research Unit for General Practice, University of Aarhus, Denmark

Abstract
Objective. To investigate GPs’ attitudes to and willingness to report and learn from adverse events and to study how a
reporting system should function. Design. Survey. Setting. General practice in Denmark. Main outcome measures. GPs’
attitudes to exchange of experience with colleagues and others, and circumstances under which such exchange is
accepted. Subjects. A structured questionnaire sent to 1198 GPs of whom 61% responded. Results. GPs had a positive
attitude towards discussing adverse events in the clinic with colleagues and staff and in their continuing medical education
groups. The GPs had a positive attitude to reporting adverse events to a database if the system granted legal
and administrative immunity to reporters. The majority preferred a reporting system located at a research institute.
Conclusion. GPs have a very positive attitude towards discussing and reporting adverse events. This project encourages
further research and pilot projects testing concrete reporting systems.

Key Words: Adverse effects, attitude of health personnel, family practice, general practice, medical errors, risk management,

safety management

Quality improvement based on adverse events is

widely used in high-risk industries like aviation and

nuclear industries [1]; it is increasingly used in

hospitals [2,3] and it is now also gaining ground in

primary healthcare [4�/19].

The purpose of analysing adverse events is to

minimize the number of factors that may contribute

to the occurrence of adverse patient outcomes. Pilot

projects in general practice reported 5�/80 report

adverse events per 100 000 consultations [18].

According to Danish law, hospital staff must report

adverse events confidentially to the county councils

who gather reports and pass them on anonymously

to a national database. The definition of an adverse

event in Danish law is:

An adverse event shall mean an event resulting from

treatment by or stay in a hospital and not from the

illness of the patient. [20]

This study investigates GPs’ attitudes to and will-

ingness to report and learn from adverse events and

studies how a reporting system should function.

Finally, we analyse whether acceptance of event

reporting was linked to GP or practice character-

istics.

Material and methods

Three focus-group interviews including 17 GPs were

used to develop a structured questionnaire. Details
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Worldwide, there is an increasing use of quality

improvement based on learning from adverse

events.

. GPs are positive towards discussing events

in the clinic with colleagues and staff and in

their continuing medical education groups

(CME groups).

. GPs are positive towards reporting to a

database provided that the system grants

legal and administrative immunity to repor-

ters.
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of the focus-group interviews are reported in another

paper [21]. The interviews confirmed that adverse

events do occur in primary healthcare [21].

Asking 63 questions, the questionnaire addressed

four themes in the handling of adverse events: what

information to report, how, to whom, and by whom.

We were allowed to use 22 questions from a previous

survey in Danish hospitals undertaken by the DSI,

the Danish Institute for Health Services Research

[22]. The questionnaire was tested among the

20 members of staff at our institution and among

10 GPs teaching at the Specific Training Programme

for General Practice. It was also discussed with three

GPs and three members of the staff at a lunch

meeting in a multipractice. Questions were answered

on a five-point agree/do not agree scale. The

structured questionnaire was sent to a random

sample of Danish GPs. Non-respondents were sent

one reminder. The questionnaires were scanned

optically and analysed statistically in Stata 8.2 and

approved by the Danish Multipractice Study Com-

mittee. A chi-squared or Fisher’s exact test was used

to compare variables depending on dataset charac-

teristics. PB/0.05 was considered statistically signifi-

cant. Missing answers were excluded from the

calculations; we show numbers of subjects answering

the single item when addressed.

Results

The questionnaire was sent to 1198 GPs. Seven were

later excluded (three due to interest in this project,

one due to long-term sick leave and three due

to retirement). Response was obtained from 727

individuals, 463 men and 261 women, 3 with

missing information regarding sex (response rate

61%).

Handling adverse events

Three-quarters of the GPs felt that patient safety

would be improved if a reporting system was

established, provided the physician would not risk

exposure to public contempt or to sanctions due to

reporting; 79% of the GPs had a positive attitude to

reporting to a database. Women, however, seemed

more prone to report adverse events than men, and

young persons (B/50 years) were more prone than

older persons (]/50 years) (Table I). The confidence

intervals between the groups are, however, over-

lapping.

About three-quarters expected that a reporting

system and a subsequent discussion would enhance

job satisfaction. However, 19% agreed somewhat or

strongly that a reporting system would make it more

difficult to be a GP (see Table I).
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More than 60% thought that other GPs could

often or sometimes learn from their own experiences

of adverse events (Table II). Males and GPs above

50 years of age tended to be more sceptical.

In which contexts did the GPs wish to discuss and analyse

adverse events?

Table III shows that around three-quarters of all

responding GPs were positive towards establishing a

concrete reporting system. Only 46% were inter-

ested in establishing a special group to discuss

adverse events. Most would use feedback from a

central database for discussion in the CME group, or

in the clinic. Young women in partnership practices

were the most positive.

Anonymous or confidential reporting system

In total, 66% of the responding GPs (n�/696) would

accept the reporting of adverse events anonymously

while 80% (n�/698) would accept reporting con-

fidentially to a recipient who knows, but conceals,

the identity of the reporter. A third model, the

conditionally confidential model, was acceptable to

35% of the responders (n�/692). In this model the

recipient knows the name of the reporter, which will

only be passed on in case of the reporter’s breach of

the relevant act. We also asked about reporting

model preferences: 30% preferred to report anon-

ymously, 54% confidentially, and 10% preferred

conditional confidentiality. Some 6% did not know

which model they preferred (n�/713).

Reporting to whom?

In total, 41% would agree to report to the National

Board of Health, 19% to the National Health

Insurance authorities, and 91% would prefer to

report to a research institution.

What to report

The majority (56%) of the responding GPs

(n�/710) were in favour of reporting events

based on their own judgement combined with a

recommended list of adverse events that should

preferably be reported. However, 2% preferred

obligatory reporting based on a list of events that

must be reported, while 7% preferred reporting

based on the individual GP’s judgement. A combi-

nation of obligatory reporting and reporting

based on the individual GP’s judgement was

preferred by 35%.
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Table III. Basic attitude questions related to gender, age, and practice type among the 727 respondents.

Gender Age

All Male Female B/50 years ]/50 years

n�/727 n�/463 n�/261 n�/258 n�/466

Subject of interest Question n Yes (%) n Yes (%) n Yes (%) p-value n Yes (%) n Yes (%) p-value

Where do the GPs wish to discuss and

analyse critical events

In my own practice with other GPs 1,2 538 99 292 99.7 204 99.0 0.571̂ 199 99.5 297 99.3 1.000̂

In my own practice with the staff2 696 94 444 93.9 250 94.8 0.633 250 97.6 444 92.3 0.004

In my usual CME group2 689 89 437 87.4 250 90.8 0.178 247 91.5 440 87.1 0.078

In a special CME group with colleagues of my own

choice working with critical events2

672 46 432 44.7 238 47.5 0.486 237 48.1 433 44.1 0.321

Consideration is being given to the

establishment of a system for reporting

critical events to a database with a view

to enhancing exchange from experience

I am positive provided that the physician cannot be

‘‘exposed’’ or exposed to penal sanction3

724 79 463 77.5 259 82.6 0.105 257 84.4 465 76.8 0.015

General attitude question Patient safety will be improved if a reporting system

is established3

722 74.5 461 72.9 259 77.2 0.201 258 75.6 462 74.0 0.646

1Only for non-solo respondents. 2Only positive answers stating ‘‘certainly’’ and ‘‘willing’’ are included under Yes (%). 3Only positive answers stating ‘‘strongly agree’’ and ‘‘somewhat agree’’ are

included under Yes (%). P-value: chi-squared test (exceptˆ) Fisher’s exact test.
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Reports from outside the GP setting

We observed strong or somewhat strong agreement

among 61% of GPs (n�/724; 53 answered ‘‘don’t

know’’) that they should be able to report adverse

events in other parts of the healthcare sector. A total

of 58% of GPs (n�/724; 44 answered ‘‘don’t know’’)

strongly or somewhat agreed that hospital physicians

should be able to report adverse events in general

practice. Finally 56% of the GPs (n�/723; 50

answered ‘‘don’t know’’) strongly or somewhat

agreed that district nurses should have this oppor-

tunity.

Many respondents answered ‘‘don’t know’’ and/or

used the free text box below these questions. They

often stated that the issue should be addressed with

caution in order to avoid cooperation problems or

that this type of report should only be prepared after

having contacted the parts of the healthcare sector

involved in the adverse event.

Patients and GPs may disagree in their evaluation

of events [23] and it may therefore be interesting to

let the patients report on adverse events. We asked

the GPs if the patients should have the opportunity

to report what they perceive as adverse events and

68% strongly or somewhat strongly agreed with this

question (n�/724; 38 answered ‘‘don’t know’’).

We also asked whether they thought that patients

could provide new knowledge and 62% strongly

or somewhat strongly agreed with this question

(n�/724; 86 answered ‘‘don’t know’’). A total of

66% strongly or somewhat strongly agreed (n�/723;

50 answered ‘‘don’t know’’) that patient reporting

could enhance treatment, but fewer found that it

would make the patients more satisfied as only 36%

strongly or somewhat strongly agreed (n�/722; 51

answered ‘‘don’t know’’) and 45% strongly or some-

what strongly agreed (n�/721; 123 answered ‘‘don’t

know’’) that patient reporting could generate more

complaints.

Discussion

GPs held a positive attitude towards quality im-

provement through analysis of adverse events and

were prepared to report and learn from such events

locally, regionally, or nationally provided that they

did not risk exposure to public contempt or to

sanctions. This finding is supported by our focus-

group interviews [21] and by an American study also

based on focus-group interviews [24]. GPs are less

positive, but still quite positive towards reporting by

other parts of the healthcare sector, including

patients. The GPs also expected a reporting system

of adverse events to enhance openness concerning

the fact that GPs do make errors and they expected

that it would improve their job satisfaction if they

had a forum where they could discuss and analyse

adverse events. This indicates that a well-organized

and well-functioning reporting system is expected to

enhance quality of treatment for the patients as well

as GPs’ professional quality of life. The GPs were in

fact already using their experience from adverse

events to change conduct and 60% felt that other

GPs could benefit from their experience.

It is remarkable that young female GPs in partner-

ship practices were generally most positive, but the

differences between age, sex, and practice type were

largely small and insignificant.

This study is based on thematized questions

generated in previous exploratory focus-group inter-

views, and it is, as far as we know, the first study of its

kind addressing GPs’ attitudes towards quality

improvement based on analysis of adverse events.

The survey respondents may be expected to be those

GPs who are most interested in quality improvement

and/or aspects regarding GPs’ working conditions.

This may have biased our results and the response

rate was only 61%. We have no data on non-

responding doctors.

Our analysis shows that, besides the clinic, the

existing CME groups in Denmark are a suitable

forum for analysis and discussion of adverse events.

This observation is supported by a Danish pilot

study [25], which emphasized the need for a

structured process, preferably supported by a super-

visor. It is also in line with international findings

[6,7,19]. The alternative, to create a special CME

group for discussion of adverse events, however, was

supported by 46%.

Our respondents preferred reporting to a research

institution and were sceptical about reporting to the

National Board of Health and especially to the

National Health Insurance authorities. American

focus-group interviews show the same trend [24].

Interestingly, 80% were willing to report adverse

events confidentially while 66% could accept anon-

ymous reporting. This may indicate high trust in

confidential reporting. An American study found

that both confidential and anonymous reporting

supply valuable knowledge on adverse events, but

the latter mode produced more information and

allowed detailed coding and deeper understanding of

the critical processes that may lead to adverse events

[26]. The American focus-group study found that

reporting should be anonymous [24], a difference

that may be due to differences in culture, legal

systems, and patient complaint systems.

The GPs prefer reporting based on their

own judgement in combination with some guidance

on what to report. Previous pilot projects have

usually been designed to let the GPs report what

GPs’ attitudes towards reporting and learning from adverse events 31



they themselves conceive as adverse events [4,6,

16,18,25�/30].

Most of the GPs approve of patients’ reporting of

what they perceive as adverse events and they believe

that patient reporting gives new knowledge and may

contribute to improved treatment. At the same time

almost half of the respondents agreed or agreed

strongly that giving the patients this opportunity

would generate more complaints to the National

Board for Patients’ Complaints, which indicates that

such reporting may have a negative impact on the

GPs’ job satisfaction.

In conclusion, the results show a clear positive

attitude towards quality improvement through ana-

lysis of adverse events. The results encourage con-

crete research and pilot projects on GP reporting

with the ultimate goal of establishing a feasible

reporting system that should also be based on

experiments from other countries and contexts.
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