
This item is the archived peer-reviewed author-version of:

Safe incident reporting in out-of-hours primary care : an exploratory study

Reference:
Augustyns Nele, Lesaffer Caroline, Teughels Stefan, Philips Hilde, Remmen Roy.- Safe incident reporting in out-of-hours
primary care : an exploratory study
Acta clinica Belgica - ISSN 0001-5512 - (2016), p. 1-8 
Full text (Publishers DOI): http://dx.doi.org/doi:10.1080/17843286.2016.1201616 
To cite this reference: http://hdl.handle.net/10067/1340630151162165141

Institutional repository IRUA

http://anet.uantwerpen.be/irua


Full Terms & Conditions of access and use can be found at
http://www.tandfonline.com/action/journalInformation?journalCode=yacb20

Download by: [Universiteit Antwerpen] Date: 27 June 2016, At: 04:54

Acta Clinica Belgica
International Journal of Clinical and Laboratory Medicine

ISSN: 1784-3286 (Print) 2295-3337 (Online) Journal homepage: http://www.tandfonline.com/loi/yacb20

Safe incident reporting in out-of-hours primary
care: an exploratory study

Nele Augustyns, Caroline Lesaffer, Stefan Teughels, Hilde Philips & Roy
Remmen

To cite this article: Nele Augustyns, Caroline Lesaffer, Stefan Teughels, Hilde Philips & Roy
Remmen (2016): Safe incident reporting in out-of-hours primary care: an exploratory study,
Acta Clinica Belgica, DOI: 10.1080/17843286.2016.1201616

To link to this article:  http://dx.doi.org/10.1080/17843286.2016.1201616

Published online: 27 Jun 2016.

Submit your article to this journal 

View related articles 

View Crossmark data

http://www.tandfonline.com/action/journalInformation?journalCode=yacb20
http://www.tandfonline.com/loi/yacb20
http://www.tandfonline.com/action/showCitFormats?doi=10.1080/17843286.2016.1201616
http://dx.doi.org/10.1080/17843286.2016.1201616
http://www.tandfonline.com/action/authorSubmission?journalCode=yacb20&page=instructions
http://www.tandfonline.com/action/authorSubmission?journalCode=yacb20&page=instructions
http://www.tandfonline.com/doi/mlt/10.1080/17843286.2016.1201616
http://www.tandfonline.com/doi/mlt/10.1080/17843286.2016.1201616
http://crossmark.crossref.org/dialog/?doi=10.1080/17843286.2016.1201616&domain=pdf&date_stamp=2016-06-27
http://crossmark.crossref.org/dialog/?doi=10.1080/17843286.2016.1201616&domain=pdf&date_stamp=2016-06-27


1DOI 10.1080/17843286.2016.1201616 Acta Clinica Belgica  2016  
©  Acta Clinica Belgica 2016

Safe incident reporting in out-of-hours 
primary care: an exploratory study
Nele Augustyns1, Caroline Lesaffer1, Stefan Teughels2, Hilde Philips3,  
Roy Remmen3

1General Practitioner, Baarle-Hertog, Antwerp, Belgium, 2General Practitioner, OOHC Center, Herentals, 
Belgium, 3General Practitioner, Department of Primary and Interdisciplinary Care, Universiteit Antwerpen, 
Antwerp, Belgium

Objectives: The goal of safe incident reporting (SIR) is to recognize avoidable incidents to prevent future harm. 
Data on the use of SIR in Belgium’s out-of-hours primary care (OOHC) services are lacking. We investigated 
a priori attitudes of managers and GPs, and their willingness to report in OOHC services. We mapped which 
methods are used.
Methods: A telephone questionnaire was conducted with the managers of all 27 OOHC centers in Flanders. It 
assessed the design of used reporting systems and the attitudes towards SIR. A paper survey was administered 
to assess GPs’ attitudes in two large out-of-hours primary care centers.
Results: All managers participated (N = 23). Seventy percent used some form of incident reporting system, with 
a large design variation. All managers thought SIR is important to improve quality and safety. Seven managers 
predicted that GPs would be hesitant to use SIR.
In the GPs’ survey (response rate 58%), 69.7% of responders had experienced an incident and 74.5% would tend 
to report it. 81.1% agreed that an incident has to be analyzed, discussed, and should lead to an improvement 
plan. The majority believed SIR could create openness about adverse events and would improve job satisfaction. 
One out of five feared that it would make their job more difficult, and 39% were afraid the report could be used 
against the reporter.
Conclusion: OOHC center managers and GPs show positive attitudes towards SIR. There is a large variation 
in the currently used methods. Future projects could focus on interventions of implementation of SIR in OOHC.

Keywords: Safe incident reporting, Learning from adverse events, Quality of care, Out-of-hours primary care, Patient safety

Introduction
In health care worldwide, there is an increasing interest 
in quality management, patient safety, and risk assess-
ment. Incident reporting has its origins in aviation, and is 
being applied in many other industries like petrochemistry. 
Research has shown that companies with open and construc-
tive attitudes towards incidents reach a higher performance 
level.1 As part of the reporting process, professionals con-
duct an incident analysis to create an improvement strategy. 
The reporting of the incident is the first step, followed by a 
more or less exhaustive analysis and an improvement plan. 
Not all incidents have to be analyzed in detail. It depends 
on the gravity of (possible) consequences of the incident.

The goal of safe incident reporting (SIR) is to recog-
nize avoidable incidents in order to prevent future harm. 
Further, SIR can contribute to patient safety and job sat-
isfaction and provide a way to process incidents together 
as a team. Incident reporting differs notably from patient 
complaints. In contrast to a complaint procedure, for SIR, 

the health care worker himself reports the incidents. ‘Safe’ 
stands for a safe working climate, where contributors can 
report blame free. However, at this time, research about 
the effect of incident reporting on patient safety in primary 
care is lacking.1–4

Implementation of SIR systems varies widely. 
Singapore and Denmark implemented laws in order to 
exclude judicial consequences to incident reporting. In 
Germany, health care professionals’ use of incident report-
ing and a system’s approach to errors is not in current 
practice.5 In the Netherlands, Nivel, the Dutch institute 
for research in health care, introduced an SIR model in 
the country’s health care in 2008.6 Systematic incident 
analysis and transparency to patients has become routine, 
and the Dutch health care system is highly committed to 
patient safety.2,7,8 Every hospital is obligated to follow an 
SIR procedure and there are frequent studies in hospital 
settings.2,9,10 In contrast, in Belgium, research shows that 
health care workers report far too few incidents, for exam-
ple medication errors.11 However, in 2007, the federal pub-
lic service of health introduced a patient safety and quality Correspondence to: Nele Augustyns, General Practitioner, Baarle-Hertog, 

Belgium. Email: roy.remmen@uantwerpen.be
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program for hospital care. By 2011, 179 of the 197 Belgian 
hospitals signed a governmental contract that includes a 
form of incident reporting and analyzing system.12

The next step is bringing incident reporting to all 
levels of health care. Patient safety reporting systems 
appear to be transferable from hospitals into primary 
care. They may provide insights into the more serious 
and rare threats to patient safety.4,6,13 The European 
Practice Assessment (EPA 2005), an international instru-
ment to assess the quality of European general practice, 
includes an incident registration system. In one general 
practice survey, 26% of Belgian practices and 28% of 
Dutch practices used such an incident register. In the 
UK, where quality management traditionally is high, this 
reaches 89%.14 In 2011, the Dutch Society of General 
Practitioners (NHG) published a guideline for deploy-
ment of an SIR procedure in general practice,1 and SIR 
is a criterion in the accreditation inspection of General 
Practice (GP) practices.

Over the years, in many countries, large-scale general 
practice-led services are becoming the main vector to 
deliver primary care during out-of-hours. Typically these 
services are covering a large area and serve over 80,000 
inhabitants.15,16 As the patients are often not known to the 
GP on call and patients may be more ill, quality manage-
ment is needed to reduce error sources. In some countries, 
SIR is also used in these out-of-hours cooperatives.17 Data 

on the current use of incident reporting procedures in out-
of-hours primary care services in many countries are lack-
ing. In this exploratory study, we investigated the a priori 
attitudes of managers and GPs’ attitudes and willingness 
to report and learn from adverse events in OOHC services 
in Belgium (Flanders). In this country, a quality culture 
is emerging. A majority of the GPs work in private solo 
practice during daytime. Overall, about 70% of the popu-
lation is now covered by out-of-hours services during the 
weekends and public holidays.18

Methods
The University of Antwerp ethical committee approved 
this research (ref: 14/14/164). It consists of two parts. The 
first focuses on the opinion and current policy of the out-
of-hours primary care centers’ managers. The second part 
focuses on GPs’ attitudes about incident reporting. At the 
time of this study, 27 out-of-hours primary care centers 
were operational in the Dutch-speaking part of Belgium 
(Flanders).

A telephone questionnaire was designed to investigate 
the methods of incident reporting among managers of out-
of-hours primary care centers in Belgium (Flanders). A 
paper survey was constructed to assess the attending GPs’ 
attitudes and willingness to report and learn from adverse 
events. The same questions were asked to both GPs (paper) 
and managers (telephone) (Table 1).

Table 1 GPs’ and managers’ attitudes towards SIR in out-of-hours primary care

aPercentages calculated after exclusion of missing answers.

Respondent Totally agree Partially agree Partially disagree Totally disagree N

An organization, 
like an OOHC 
center, can learn 
from mistakes

Manager 95.7 4.3 0.0 0.0 23
GP 83.0 16.0 0.0 0.9 106

SIR can play a 
role in learning 
from mistakes

Manager 95.7 4.3 0.0 0.0 23
GP 64.2 35.8 0.0 0.0 106

Structured SIR 
would contrib-
ute to improved 
patient safety

Manager 52.2 43.5 4.3 0.0 23
GP 54.7 43.4 1.9 0.0 106

An incident in 
OOHC has to be 
analyzed, dis-
cussed in a board 
meeting, and 
result in a plan for 
improvement

Manager 40.9 36.4 18.2 4.5 22
GP 37.7 43.4 16.0 2.8 106

I am/our center is 
positive regard-
ing a structured 
incident reporting 
system, provided 
that the report 
will not result in 
penalties for the 
reporter

Manager 63.6 18.2 13.6 4.5 22
GP 69.8 29.2 0.9 0.0 106

All staff members 
have to be able to 
report incidents

Manager 100.0 0.0 0.0 0.0 23
GP 39.4 51.0 5.8 3.8 104

Patients have to 
be able to report 
incidents

Manager 100.0 0.0 0.0 0.0 23
GP 30.5 50.5 15.2 3.8 105
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Managers’ survey
During the months of July, August, and September 2014, 
the telephone questionnaire was conducted with the man-
agers of the OOHC centers. The survey was based on 
a Danish study investigating general practitioners’ atti-
tudes towards reporting and learning from adverse events 
during daily practice.19 Items were added to allow more 
specific information about the OOHC setting. The ques-
tions addressed demographic data of the OOHC centers, 
the annual number of patient contacts, and the number 
of attending general practitioners. The survey assessed 
whether there was an existing incident reporting system 
and how it was conducted. Managers were asked about 
their interest in incident reporting and if they thought it 
was important in improving quality. Further questions 
were asked about the number of reported incidents. Other 
topics included the presence of an ombudsperson, the pos-
sibility to give feedback to colleagues, future plans with 
incident reporting if applicable. Finally, eight quotes were 
presented to probe willingness to start the use of SIR in 
their service. The interviews were recorded and analyzed 
qualitatively (interpretation of the open questions) and 
quantitatively (statistical analysis of data).

GPs’ survey
A paper survey was conducted in two large out-of-hours 
primary care centers in Flanders: Turnhout (182,200 
inhabitants) and Zuiderkempen (253,058 inhabitants). 
During five consecutive weekends in January–February 
2015, all attending general practitioners were given the 
paper questionnaire upon arrival in the OOHC center. They 
were asked to return the survey by the end of their working 
day. The survey started with a little explanation about SIR. 
Demographic data, questions about their working model 
(alone, with one other colleague, or in a group) and if they 
were a GP in training, were included. The doctors were 
asked whether they had an incident before, if they would 
tend to report it, and their preference between reporting 
anonymously or confidentially. Finally, they were asked 
their opinion on the same quotes as the managers, using a 
four-point agree/do not agree scale.

Pilot
The study design was co-created by the professional 
umbrella organization of the out-of-hours services in 
Flanders. The study design was presented and approved 
during their board meeting.

Statistical analysis
The two study questionnaires were transformed into two 
digital data-sets. Data were analyzed statistically using 
SPSS® 20.0. A chi-squared (chi2 (χ2)) or Fisher’s exact 
test was used for descriptive statistics. A student t-test was 
used for continuous variables, such as age. A significance 
level of p < 0.05 was considered statistically significant. 

Missing fields were excluded from the calculations. The 
open answers from the managers’ questionnaire conducted 
by telephone were incorporated as citations to give back-
ground information.

Results
Managers’ survey
Characteristics
All 23 managers of the 27 OOHC centers participated in 
this survey. The mean interview time was 17 min. The 
reported annual number of patient contacts varied from 
1369 to 21,000 patient contacts. Six OOHC centers had 
been operating for less than 2 years, and their number 
of patient contacts was not included. The average num-
ber of attending GPs was 112 (minimum 29, maximum 
300). According to the manager responses, 70% of OOHC 
centers have a kind of incident reporting procedure.

How are incidents reported and managed?
The number of reported incidents varied from 1 to 72 
incidents per year (mean 12). Eight managers could not 
confirm the number of incidents reported. On average, 
56.7% of the occurring problems in the OOHC centers 
were presented and settled at a board meeting. In 54.4% 
of the reported incidents, the incident was being analyzed 
and a plan for improvement is being set up. If involved, 
the health worker was informed on average 85.0% of inci-
dents. In 14.2% of cases, the incident was recorded while 
awaiting similar incidents to occur. In 9.6% of incidents, 
no further action was undertaken.

The current methods of incident reporting in the OOHC 
centers varied widely in way of reporting, in person who 
was initially filtering and dealing with the incidents and 
in outcome. The used procedures varied from no-incident 
procedure at all to a fully extended SIR system with reg-
ular analysis, development of scripts and regular feedback 
to staff members. Two managers stated they had never 
encountered an incident. In five centers, only a complaint 
procedure was being used. Most of the incident report-
ing systems described lacked structured analysis and 
registration.

With regard to the methods of incident reporting, almost 
half of the centers worked with a communication book/
logbook/incident book/suggestion book that was analyzed 
every Monday. Different books were usually used for GPs 
than for other employees. Some GPs got an email after 
their shifts with the opportunity to give feedback. In 21.7% 
(5 centers), incidents were reported by email only. In 4.3% 
(one center) only paper incident reports were accepted (an 
incident book or form). In 30.4% (N = 7), incidents were 
reported by email and paper forms, in 21.7% (N = 5) by 
email and telephone. In two centers, incident reporting 
occurred by paper forms and telephone, and in another 
two centers, the combination of email, paper forms and 
telephone was used. In one center, incidents were reported 
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the quality of OOHC, while 91% of managers showed 
interest in establishing SIR procedures. During the tele-
phone survey, 15 managers emphasized spontaneously the 
importance of SIR in OOHC (Text box 2).

Text box 2. Citations of managers emphasizing 
the importance of SIR.a

•  ‘Absolutely! We see so many patients and we have 
so many doctors. We have to make it happen for both 
sides. It’s important for us to be well informed, other-
wise it’s impossible to make any adjustments.’

•  ‘Very important. If one doesn’t report (an incident red.), 
how trivial it may seem, than I can’t intervene and there-
fore it can’t be improved.’

•  ‘It’s by keeping a close eye on it … you can adjust as 
quickly as possible. That’s the goal: reporting an incident 
today, taking care of a solution and preventing it from 
happening again in the future.’

•  ‘Every serious company investigates its own product 
quality. In the end this is how we have to look at our-
selves. If we don’t measure it (quality red.), we don’t 
know if we’re doing a good job.’

aCitations have been translated from Dutch to English.

All of the respondents partially or completely agreed 
with the quote that an OOHC center can learn from 
mistakes. They all stated that SIR can play a role in 
learning from mistakes, and that it can entail positive 
changes in an OOHC center. 95.7% of managers felt that 
SIR would contribute to improved patient safety. The 
respondents in 77.3%, partially or completely, agreed 
with the quote that an incident in OOHC has to be ana-
lyzed, discussed in a board meeting, and result in a plan 
for improvement.

81.8% of managers were positive about a structured 
incident reporting system, provided that the report will 
not result in penalties for the reporter. However, during 
the telephone survey, four managers noted spontaneously 
that incident reporting does not always have to be blame 
free. They thought penalties should be possible if the 
reporter is involved in an important adverse event. All 
the respondents agreed that patients and all staff members 
have to be able to report incidents. The results on the 
common quotes with the GPs’ questionnaire are depicted 
in Table 1.

What are the barriers encountered in SIR?
Seven managers predicted their GPs would not be willing 
to report incidents. One manager said the board lacks time 
to pay attention to SIR. One manager stated clearly that 
the GPs are very positive about cooperating in their inci-
dent reporting system. Another manager noted that regular 
reminders are necessary to maintain incident reporting. 
Text box 3.

by email, a paper form, or via the software program. At 
the time of the survey, none of the out-of-hours primary 
care centers used a software platform where doctors or 
staff could give or ask for feedback on their performance. 
Four centers had a procedure that required contacting the 
manager or director immediately if an important incident 
occurred on the weekend. Text box 1.

Text box 1. Citations of answers of the 
managers on the open question: ‘Describe your 
SIR-procedure.’a

•  ‘Either, it is serious and it is reported to the Order of 
Physicians (a federal juridical organization of all physi-
cians red.) or via a written letter … or it is less serious 
… and it is reported via the reception … They have a 
communication book.’

•  ‘Sometimes we collect a couple of mistakes which have 
happened, in order to report them together.’

•  ‘Actually, it is reported in different ways; sometimes you 
are addressed personally, we also have a suggestion book 
for the doctors and we have an information document 
which they can put in my mailbox … So we do a number 
of things, but I have to admit that I think it’s too poorly 
structured.’

•  ‘No, but we are creating a logbook … from the moment 
we notice reoccurring (incidents red.), we take care to 
notice the pattern, analyze it and make policy decisions 
… ’

aCitations have been translated from Dutch to English.

Eighteen managers filtered the incoming incident 
reports and decided which incidents have to be discussed 
at a board meeting or if immediate action was necessary. 
The ombudsperson, approachable for patients and staff in 
39.1% of centers, could fulfill the same function. Three 
centers chose to discuss every incident at a board meeting. 
In three centers, the center director handled all incidents. 
In four centers, a dispute committee existed to settle con-
flicts between colleagues.

After discussing the incidents in four centers, proce-
dures were put in place to prevent similar adverse events. 
The majority of the centers guaranteed feedback to the 
involved GP/reporter. Three centers analyzed the reported 
incidents in order to examine repeating adverse events and/
or structural causes.

During the interviews, uncertainty existed about the 
definition of an incident. For example, for some managers 
a problem with equipment or supplies could not be called 
an incident, while others chose to include these in order 
to avoid preventable material causes of adverse events.

How do managers perceive SIR?
All of the managers thought it was important that incidents 
are reported in OOHC. 95.7% believed SIR can improve 
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N = 105). With regard to the working model, 27.6% of the 
GPs worked alone, 27.6% in pairs and 44.8% in groups 
(N = 105).

How do GPs perceive SIR?
69.7% of respondents had experienced an incident dur-
ing professional activities (N = 99). Three-quarters of the 
GPs would be inclined to report an incident (N = 94). The 
majority (81.5%) preferred reporting confidentially, above 
anonymously (N = 92).

Almost all of the respondents (99%), partially or 
completely, agreed with the two quotes that an OOHC 
center can learn from mistakes and that SIR can play 
a role in learning from mistakes. Ninety-eight percent 
of the GPs felt that SIR would contribute to improved 
patient safety. 81.1% agreed with the quote that an inci-
dent in OOHC has to be analyzed, discussed in a board 
meeting, and result in a plan for improvement. 99.1% 
of GPs were positive about a structured reporting sys-
tem provided that the physician cannot be punished for 
reporting an adverse event. 83.7% agreed that a reporting 
system would enable more openness among colleagues 
about medical errors. About three-quarters expected that 
structured analysis and discussion of incidents would 
enhance job satisfaction (78.1%). However, one out of 
five respondents expected that a reporting system would 
make it more difficult to be a GP and 39.4% feared that 
the incident report could be used against the reporting 
physician (Table 1).

What are GPs’ practical experiences with incidents?
64.3% of respondents had experienced adverse events in 
their clinic that have made them change their procedures. 
84.7% believed that colleagues could learn from these 
adverse events. 63.7% had changed their procedures based 
on other GPs’ experience. 62.5% would report an incident 
in which a colleague is involved (51.9% partially agreed, 
10.6% fully agreed).

Who can report an incident?
The majority of the respondents agreed that all staff mem-
bers have to be able to report incidents (90.4%, of which 
51.0% partially agreed and 39.4% fully agreed). 81.0% 
thought that patients have to have the opportunity to report 
incidents.

Influencing factors on SIR
Sex, age, working model, and being in training had no 
significant influence on the tendency to report incidents, 
or on the attitude towards a structured reporting system. 
There was no significant relationship between these var-
iables and being afraid that reporting an incident could 
be used against the reporting physician. According to the 
answers on the quotes, there was no significant relationship 
between demographic factors and the outcome variables.

Text box 3. Citations of managers talking about 
the barriers to SIR.a

•  ‘I have the impression that they (GPs red.) don’t do 
it enough (reporting red.). In their opinion they think 
their ideas are irrelevant or nitpicking, but for us it 
would make a contribution to quality improvement of 
the out-of-hours care center.’

•  ‘GPs giving each other feedback? That doesn’t happen 
very often, because I think it’s not in their culture.’

•  ‘They (all staff members red.) don’t dare to contact me 
because of a fear in regard to collegiality. … Particularly 
amongst fellow doctors we notice a very big resistance.’

aCitations have been translated from Dutch to English.

Do OOHC centers have future plans for SIR?
For one manager, the study interview was the first intro-
duction to SIR. Nine managers were satisfied with the 
way SIR is handled or had a lack of interest now. Fourteen 
managers were planning an optimization of their proce-
dure. For example, they planned the search for new doc-
uments or structures, a revision of the current procedure, 
compilation, and revision of past incidents or design of a 
new procedure. They saw possibilities in learning from 
experiences in other OOHC centers and they were recep-
tive to new ideas or plans. According to the respondents, 
an acceptable model for SIR would have to be practical, 
simple, and fast. Text box 4.

Text box 4. Citations of managers talking about 
their future plans for SIR.a

•  ‘You have to deal with 120 individualists, people who 
all have their own way of working. And now you want 
to try to improve their working? This can only be 
achieved by doing it in a structured manner.’

•  ‘We are already doing a few things, but there is definitely 
room for improvement.’

•  ‘I’m going to search for the Dutch documents. … have it 
structured right away. So you have a clear view on how 
frequent something happens.’

aCitations have been translated from Dutch to English.

GPs’ survey
Characteristics
In total, 106 respondents completed the survey (response 
rate 58%). There were no statistically significant differ-
ences between the two respondent groups (Turnhout and 
Zuiderkempen) regarding response rate, sex, age, number 
of GPs in training or working model. Considering this, the 
results were analyzed as one group. There were 58.5% 
male respondents. The mean age was 46.4 years old, with a 
range of 25–69 . 54.7% of respondents were younger than 
50 years of age. A minority (7.6%) of the respondents was 
a GP in training (number of respondents to this question 
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SIR can be expensive, people do not like using them and 
that they do not deliver pure epidemiological data.3

In order to be successful, SIR systems need to have low 
reporting burden, have good clarity regarding the infor-
mation requested, provide direct benefit through feedback 
and take into account error severity and personal respon-
sibility.23 Feedback directly to the clinicians is extremely 
important for continuous engagement.21,24 Furthermore, 
this research showed clear definitions of an incident and 
its severity are necessary. Considering the importance of 
a safe atmosphere as a prerequisite for successful incident 
reporting, these barriers are important to take into account 
while establishing a reporting system. Open communica-
tion between all the contributors will remain important.1

Survey respondents preferred confidential above anon-
ymous reporting, as in the Danish study.19 Fernald et al. 
affirmed that information from confidential reports appears 
to be superior and may be more useful in understanding 
errors.25 Interestingly, an American study advises that 
reporting should be anonymous,25,26 though differences 
in culture, legal system, and accusation tendency could 
have an influence. In the literature, discussion arises about 
reporting locally versus centrally. Reporting locally (unit-
based, in the out-of-hours primary care center itself) would 
increase the willingness to report, while reporting centrally 
(e.g., to a committee of directors of multiple collaborating 
OOHC centers) creates opportunities on addressing recur-
ring safety issues.27 Our survey did not address this matter.

Strengths and limitations
This was the first exploratory study about the opinion of 
managers and attending GPs on SIR in Flanders’ OOHC. 
The 100% response rate from the managers’ questionnaire 
makes it a valuable instrument in the discussion about the 
organization and quality of future OOHC. However, there 
was no intervention and improvement cycle in this study 
and future interventional research is necessary to assess 
the effect of SIR in out-of-hours primary care. A next step 
could be to identify how the services deal with collected 
incidents. More work is needed to study the processes 
after an incident is reported. A very important question 
is whether incident reporting and subsequent analysis is 
capable of changing habits and in the end improves the 
quality of care.

This study reports a description of perceptions and 
views of managers and GPs. For instance, we did not 
study the reasons why GPs self-report or not. More work 
is needed to see which barriers prevent GPs from report-
ing, and how to get around them.

Respondents may have given socially acceptable 
answers to the questionnaire. By doing the managers’ 
interviews telephonically, we tried to get as much as back-
ground information as possible to minimize this effect. 
This telephone technique also guaranteed 100% response 
rate. However, we did not ask about the background or 

Discussion
In Flanders, there is large variability in how incidents 
are reported in general practice out-of-hours services. 
Moreover, future plans for incident reporting, if any, dif-
fer. For some managers the concept of SIR was new. We 
acknowledge that four of the OOHC centers were opened 
recently, and their organizational level is not mature. 
Overall, the managers were very interested in developing 
SIR and future possibilities. They were positive about the 
future use of SIR in OOHC.

The GPs show positive attitudes towards quality 
improvement through reporting incidents, provided that 
they do not risk exposure to sanctions. The results of 
this GP survey are similar to those of the Danish study 
in daytime practice on which the questionnaire was par-
tially based.19 The differences between age, sex, working 
model, being in training groups were small and insignifi-
cant. This could be explained by the smaller sample size 
in the present study.

The difference between official patient complaints and 
SIR was not always clear. For a substantial number of the 
managers, it was very difficult to detect the number of 
recorded incidents during the past year. In contrast, the 
official complaints were very well registered and analyzed. 
This may explain the large variation in number of occur-
ring incidents. It was, in fact, difficult to form a uniform 
definition of an ‘incident,’ and would be important that all 
contributors are well informed about ‘what to report.’ In 
the NHG guideline, clear definitions are used.1,20

During the questionnaire, it was frequently remarked 
that the management of the OOHC center was interested 
in establishing an SIR system, but they felt that the GPs 
would not tend to cooperate. Notably, unlike the expecta-
tions and concerns of the managers, participating GPs are 
clearly positive towards SIR. They agree that reporting 
incidents could enhance openness concerning the fact that 
GPs make errors and could improve job satisfaction.

Some managers were more skeptical about the reporter 
of the incident not being at risk for personal sanctions. A 
few managers noted that if the incident has major conse-
quences, disciplinary action should be possible even if the 
involved GP self-report the incident. Perhaps a positive 
incentive system for the out-of-hour care centers could 
be a solution, to avoid discouraging GPs from reporting.

Despite the positive perception of incident reporting, 
one out of five GPs believed SIR could make the job 
more difficult. 37.5% would avoid reporting an incident 
in which a colleague is involved. 39.4% feared that it could 
be used punitively. This is in line with findings in the liter-
ature.21 Previous studies showed some additional barriers: 
lack of time, extra paperwork, concern about career and 
reputation, fear of punitive action, poor safety culture, lack 
of understanding about what should be reported, lack of 
awareness of how the incidents will be analyzed, and how 
it would lead to changes.21,22 Furthermore, critics warn that 
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experience of the manager, which could have had an influ-
ence on their answers. Although translations were done 
by two investigators, translation of the quotes could have 
resulted in an imperfect transfer of nuances.

The GP study is limited by a responders’ bias. The 
respondents are likely to be the GPs who are interested in 
quality management. Taking this into account, our results 
could overestimate the enthusiasm and positivity towards 
SIR. The response rate of the GPs’ questionnaire was 
57.9% and no information is available for non-responders. 
In 2013, 8330 GPs were working in Flanders.28 Thus, our 
sample might not be representative to make generalized 
conclusions about the GP population. The two participat-
ing centers are very alike in demographic and geographic 
characteristics, and we cannot make extrapolations to other 
settings, for example, a more urban region.

By dichotomizing the answers on the four-point scale 
multiple-choice questions, a polarization of opinions could 
have occurred. By including questions from the Danish 
study, we were able to explore differences and similari-
ties in the two study samples. Nevertheless, some small 
nuances could have slightly changed by translating the 
questions in Dutch.

Conclusion
OOHC center managers and GPs in this research study 
showed positive attitudes towards SIR and learning from 
adverse events in order to improve quality of care. There 
seems to be a safe atmosphere in which SIR could take 
place. However, there are some barriers, and these should 
be taken into account and discussed while establishing an 
incident reporting system.

Respondents were positive about incidents being 
reported by GPs, other health care workers, and patients. 
In order to improve quality of care, SIR can be used to 
improve performance rather than being seen as a threat. 
Ideally, a safe culture should be created, where incidents 
can be openly discussed among staff; GPs shouldn’t be 
hesitant to comment on the performance of their col-
leagues and where positive feedback allows improvement 
of procedures.

These results, together with the current literature and 
experiences in our neighboring countries, could encourage 
OOHC centers to think about establishing their structured 
incident reporting system. We suggest future research focus 
on clear definitions and standardized criteria for incidents, 
analysis of registered incidents, and cooperation between the 
different OOHC centers. Reporting best practices may be 
an avenue for further improving the mindset towards SIR.
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