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Implementing Incident
Management
– reservations of practice staff
Steven Lillis, Hayley Lord and Denise Ward

ABSTRACT
A previous qualitative study had identified a range of themes concerning
difficulties in implementing Incident Management (IM) processes in general
practice. A quantitative study was undertaken to assess the generalisability
of themes that had emerged from this previous study.

Practice nurses, general practitioners and practice managers in the
Pinnacle network were invited to participate, with replies received from
250 (88%).

The results suggest that concerns over workload and time commitment,
difficulties remembering to use the process, fear of litigation and concern
about the public image of the practice were the major barriers to success-
fully implementing IM. Consideration of these barriers is necessary if IM is
to be successfully implemented in general practice.
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Introduction
There is increasing international in-
terest concerning safety systems and
error rates in general practice. A se-
ries of high profile cases reported in
the New Zealand media have drawn
public attention to this often neg-
lected area of health care delivery. A
case of systemic failure with tragic
consequences in Wellington
prompted the Health and Disability
Commissioner to state: ‘…it is vital
that lessons are learnt from this tragic
case and that steps are taken around
the country to ensure that patients
receive the competent and coordi-
nated care they need and deserve.’1

Although this comment was made
with regard to a secondary care in-

stitution, the message is equally rel-
evant to primary care.

There is recognition that the pri-
mary care setting creates challenges
in the development of safe systems
that are different to the secondary
care sector. These challenges include
the relatively small size and indi-
vidual nature of practices, differing
levels of managerial support, the brief
nature of general practice interac-
tions but continuous nature of the
therapeutic relationship and difficul-
ties in defining error in circum-
stances where time is frequently used
as a diagnostic aid. It is important,
therefore, to develop systems of safe
care that are specific to general prac-
tice. Good systems of safe care have

a strong focus on reporting error,
taking responsibility for error, ad-
justing practice systems in response
to error and sharing lessons learned.
Incident Management (IM) is a well
described method for reporting and
managing error events.

A qualitative study on imple-
menting Incident Management (IM)
in general practice has previously
been reported in this journal.2 The
study sought the opinions of general
practitioners, practice nurses and
practice managers on factors that
would facilitate or impede the im-
plementation of IM. A key outcome
was the development of a framework
composed of three separate organi-
sational factors that directly influ-
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enced the implementation process;
the practice environment, the IM
process and external factors. Within
each of these, the respondents had
identified a range of issues that could
either facilitate or impede the suc-
cessful introduction of IM into prac-
tice. For the purposes of practice
development, it was necessary to
understand the significance of each
issue. To this end, a survey was de-
veloped to quantify the relative im-
portance of the findings of the quali-
tative study. This paper reports the
results of the survey.

Method
Ethical approval was sought and
gained. As part of an annual quality
plan, the survey was sent to all prac-
tices in the Pinnacle network re-
questing that a general practitioner,
a practice nurse and a practice man-
ager complete and return with other
quarter four data for 2006. Practice
liaison personnel and quality team
staff were available to assist with
questions concerning both content
and process of the survey. The sur-
vey was designed to assess the
generalisability of relevant findings
of the previous qualitative study. It
was structured into three sections;
the practice environment, the IM
process and factors external to the
practice. For each of the three com-
ponents of the framework, respond-
ents were asked to rank the three
most important factors that would
impede the successful implementa-
tion of IM from most important to
least important. Respondents were
given the opportunity to comment
via free text and to make sugges-
tions to facilitate the IM process. As
completion of the survey was part
of the annual Quality Plan, a small
financial incentive was available to
the practice for returning the com-
pleted survey.

Results
At the time of the survey, 94 prac-
tices were identified as part of the
organisation. Valid replies were re-
ceived from 81 general practitioners

Figure 1. Practice environment

Figure 2. The SEM process
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(86%), 84 practice managers (89%)
and 85 practice nurses (90%). A to-
tal of 250 (88%) completed surveys
were returned.

The data are presented in three
separate figures. Figure 1 reports the
aggregated responses for the most im-
portant factor chosen by respondents
regarding the practice environment.
The data is presented by role in the
practice. Clearly, issues of workload
and time far exceed all other vari-
ables and represent the most promi-
nent barrier in the practice environ-

ment. Figure 2 reports the responses
for the process of IM. Simply for-
getting to use the process seems to
be the most difficult part of success-
fully implementing IM. Lack of a
shared definition of a significant
event and lack of a solution to an
event were of secondary import.
External factors to implementing IM
are illustrated in Figure 3. Fear of
litigation and damage to profes-
sional image were both prominent
barriers and negative publicity be-
ing of somewhat lesser concern.
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The free text comments supported
the quantitative data and no new con-
cepts emerged. However, the free text
section did highlight the very diverse
views on some aspects of IM.

Discussion
The return rate of 88% is exception-
ally good for surveys and gives a high
degree of confidence in the sampling
process and therefore in the reliabil-
ity of the data. Utilising a routine data
collection and feedback method such
as an annual quality plan probably
contributed materially to the high
return rate, as did the financial re-
ward for completed surveys.

Perceptions of the workload of IM
and the time commitment required for
the process was the major barrier in
the practice environment. This find-
ing was surprising, as issues such as
power hierarchies and role conflict are
topical and were expected to be more
prominent as barriers. The IM proc-
ess was considered difficult principally
because practice staff forgot to use the
method. This may reflect a low prior-
ity of IM or that practice staff have
considerable pressure of time. The
initial qualitative phase of this re-
search indicated that IM was consid-
ered important by practice staff in
maintaining quality. It is likely, there-
fore, that pressure
of work is respon-
sible for this nega-
tive impression.

The extra work-
load and time re-
quired to success-
fully integrate an
IM process into a
practice also raises
a number of other
issues. Increasing workforce short-
ages of both practice nurses and gen-
eral practitioners in many regions of
New Zealand already causes signifi-
cant workload problems. Adding fur-
ther non-clinical work becomes
problematic as such work may not
be appropriately prioritised in the
face of staff shortages. Utilising staff
time to undertake extra work that
does not provide practice revenue

raises issues of responsibility for ad-
equately resourcing such initiatives.
Practice incomes are currently un-
der considerable external control with
quite limited methods available to
compensate for non-revenue gaining
activities. Should the responsibility
for adequately funding such quality
initiatives be the responsibility of the
practice, the Primary Health Organi-
sation (PHO) or another funding
body? Quality improvement carries
financial implications. While there

would be unani-
mous agreement
amongst funders,
providers and con-
sumers of health
services that qual-
ity matters, there
would be less ac-
cord over the issue
of who pays.

The data on ex-
ternal factors reveals that concerns in
this domain are more widespread with
publicity, professional image and fear
of litigation all being significant. In-
terestingly, the domain of external
factors produced some differences
between the three respondent groups
with GPs and practice managers rat-
ing fear of litigation first and prac-
tice nurses rating concerns over pro-
fessional image first. However, it is

clear that concerns over litigation re-
main despite previous reassurance that
audit activities were covered against
litigation by the Quality Assurance
Activity notice that applies across the
organisation. Further, the concerns
over negative publicity and profes-
sional image raise issues around the
confidentiality of information held
both by the practice and by other or-
ganisations that might have access to
the reports generated by IM.

Clearly, practices need to have
strong reassurance that processes
within a management organisation
are robust concerning anonymity
when collecting data on significant
events. There is an implicit tension
between a management services or-
ganisation and practices. The Health
and Disability Commissioner has
stated ‘…despite claims that our cur-
rent model of health professional
regulation ensures the fitness and
competence of individual doctors, in
truth current oversight of practice is
light-handed and reactive.’3 Building
proactive and robust systems of over-
sight of both the practice team and
the individual practitioner requires
trust that such oversight will be ap-
propriately used and will not become
a tool of inquisition in the pursuit of
legal process where allocation of
blame is the desired result.

Figure 3. External factors
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Perceptions of the
workload of IM and the

time commitment required
for the process was the

major barrier in the
practice environment
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Excepting the data concerning the
domain of external factors, there was
remarkable similarity between prac-
tice managers, practice nurses and
general practitioners concerning fac-
tors that could impede the implemen-
tation of IM. There was a high de-
gree of concordance between these
three groups concerning the extra
workload and time commitment of IM
and also concerning the difficulty in
remembering to use
the process. This
raises disquiet over
what would seem to
be a high workload
faced by all members
of the general prac-
tice team.

Overseas research
indicates that general
practitioners may
have positive atti-
tudes to collection of data concern-
ing adverse events. A Scandinavian
study of 1198 general practitioners
concluded that there was considerable
support for a centralised database of
adverse events with the proviso that
the general practitioner could not be
identified.4 A North American study
of educational outcomes for a gradu-
ate medical education programme in
family practice revealed barriers to
adverse event reporting of time,
paperwork and concern regarding per-
sonal and career reputation.5 The study
concluded that educational initiatives

covering safety systems were effec-
tive in creating attitudinal changes
amongst family medicine residents. In-
tegration of such educational initia-
tives into a residency curriculum is
becoming accepted practice.6

However, a qualitative study re-
searching patients’ perspectives on
medical error in family practice re-
minds us that not all errors that are of
import can be measured.7 Patients con-

sider issues of inad-
equate access to care
and breakdowns in
the doctor–patient
relationship as sig-
nificant incidents,
neither of which is
easily amenable to
measurement. Man-
datory reporting of
significant incidents
may experience re-

sistance and practitioners may be se-
lective over what events are reported.8

The selectivity over what is reported
may well echo concerns over confi-
dentiality found both in this study and
overseas research.9 Of considerable
interest is the finding that in Glasgow
general practices, the uptake of co-
ordinated, systematic incident report-
ing was much higher in training prac-
tices than in non-training practices.10

New Zealand data also supports the
notion that teaching practices develop
better quality standards than non-
teaching practices.11

Conclusion
Although IM is considered to be of
value by practice staff, issues of time
and workforce capacity at all levels
within general practices may impede
its successful implementation. At a
time of limited workforce capacity
and restraints on the ability to in-
crease practice income, adequately
resourcing the implementation of IM
may be problematical. Methods of
reminding practice staff to use the
system when appropriate should be
developed. Degrees of concern over
protection from litigation, negative
publicity and professional image re-
main and need to be managed. The
involvement of a management serv-
ices organisation in promoting and
assisting with implementation of IM
can be either negative (concerns over
privacy if reports are centrally col-
lected) or positive (able to assist with
templates, methods of running meet-
ings, sharing of information between
practices etc.). The IM process has the
potential to improve quality at a prac-
tice level and at an organisational
level. Careful planning is required to
ensure that it meets this potential.
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