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Summary

Objectives To gauge the opinions of doctors working, or interested, in

general practice on monitoring patient safety using administrative data.

The findings will inform the development of routinely collected data-

based patient safety indicators in general practice and elsewhere in

primary care.

Design Non-systematic participant recruitment, using personal

contacts and colleagues’ recommendations.

Setting Face-to-face consultations at participants’ places of work,

between June 2010 and February 2011.

Participants Four general practitioners (GPs) and a final year medical

student. The four clinicians had between eight to 34 years of clinical

practice experience, and held non-clinical positions in addition to their

clinical roles.

Mainoutcomemeasures Views on safety issues and improvement

priorities, measurement methods, uses of administrative data, role of

administrative data in patient safety and experiences of quality and safety

initiatives.

Results Medication and communication were the most commonly

identified areas of patient safety concern. Perceived safety barriers

included incident-reporting reluctance, inadequate medical education and

low computer competency. Data access, financial constraints, policy

changes and technology handicaps posed challenges to data use.

Suggested safety improvements included better communication between

providers and local partnerships between GPs.

Conclusions The views of GPs and other primary care staff are pivotal

to decisions on the future of English primary care and the health system.

Broad views of general practice safety issues were shown, with possible

reasons for patient harm and quality and safety improvement obstacles.

There was general consensus on areas requiring urgent attention and

strategies to enhance data use for safety monitoring.
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Introduction

Staff working directly in patient care are not only

in a unique position to conceptualize research

questions, but they are also crucial in instigating
and maintaining changes to practice and

policy.1,2 One example of this is the Inquiry into

the Quality of General Practice in England com-
missioned by the King’s Fund.3 Clinicians have

an unparalleled perspective of patient care and

the main driving forces behind instilling a ‘safety
culture’ and improving patient safety in their

own workplace.4,5

Studies using data from general practitioners
(GPs) on patient safety in primary care have

attempted to determine the extent of errors and

patient harm.6–8 Gaps in knowledge extend to
how routinely collected data can be best used to

measure adverse events.9,10 Undoubtedly, these

data have been under-used for monitoring
patient safety in primary care.9,11,12 Before

further development of safety measures based

on routinely collected data can be achieved,
more evidence on data use and the views of

primary care staff on measuring patient harm are

needed.
The consultations in this study addressed the

following questions:

• What are the main patient safety issues and pri-
orities for improvements in general practice?

• Are there existing or proposed solutions to

these problems?
• What are examples of good safety practice in

general practice?

• How are administrative data being used for
safety improvement in general practice and

what impact have these data had on patient

safety?
• What safety and quality improvement initiat-

ives are GPs involved in?

Method

Type of investigation

An opportunistic sampling frame was used. There
was no intervention, participant allocation or ran-

domization involved. No ethics approval was

sought as the study was hypothesis-generating

and did not fall under the remit of research, but

it did share some characteristics with service

evaluation and audit.13,14

Sample selection

Participants were recruited using a snowball
method, from personal contacts and recommen-

dations by colleagues in the Department of

Primary Care and Public Health at Imperial
College London. Despite the non-random selec-

tion process, the representativeness of the

sample to the general GP population was
improved by ensuring that potential participants

varied in experience and years in active practice,

as well as the geographical location and size of
their respective GP practice.

All potential participants were contacted by

email. Briefing guidance notes were developed
(available from authors on request) and a consul-

tation schedule previously used by a colleague in

an audit of hospital performance was modified
and use to ensure that consultations were con-

ducted consistently (Appendix 1).15 Discussions

were semi-structured to allow for participants to
explore topics of particular interest to them.16,17

Data collection

Consultations were conducted between June 2010

and February 2011 at the participants’ places of

work. All discussions were voice recorded for
ease of analysis. Consent to the recording and

the use of any generated data for the purposes of

the research was obtained from participants
at the beginning of each consultation.

Data storage and processing

Consultations were recorded with an Olympus

LS-10 voice recorder. Files were transferred onto

computer as MPEG Layer 3 audio files, played
back using Windows Media Player version 11

and transcribed into text using Microsoft Office

Word 2007. No specialist transcribing software
was used. Field notes for each consultation were

added to the transcripts and annotated as

additional information. Data were entered into
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Microsoft Excel 2007 and data validation was per-
formed by entering the data twice, into two separ-

ate worksheets. Differences between the

worksheets were identified using an in-built func-
tion of Microsoft Excel 2007 to detect duplicate

data.

Analysis strategy

The qualitative method applied to document per-

sonal accounts and to highlight common themes

identified across the consultations was narrative
analysis.18 Transcripts of the consultations and

transposed field notes were read multiple times,

and recurrent statements and themes labelled
and placed within the prior assigned categories.19

The transcripts were then systematically analysed

to ensure saturation of identified themes and to
compare these themes for patterns.

Results

Out of the five potential participants who were
approached, all consented and took part in the

study. Consultations were conducted in person;

four of the meetings were held at general practice
surgeries and one was held at a Primary Care

Trust (PCT) headquarters. The consultations

were conducted in the following locations: Bir-
mingham, London, Norwich and Walsall. Meet-

ings were approximately between 30 minutes

and one hour in duration.

Demographic data

All participants were practising GPs, apart from

one participant in the final year of medical under-
graduate education. Among the four GPs, the

years in active practice ranged from eight to 34

years. The GPs held between four clinic sessions
a week to whole time equivalent (WTE) posts,

with years at their current GP practice ranging

from three to 30 years. Practice list sizes ranged
from approximately 3000 to 17,500 patients,

while the total number of GPs at the practices of

work ranged from three to 10 WTE, fully qualified
doctors. Other work commitments held by the

participants included positions of associate

medical director, clinical teaching fellow, GP

prescribing lead for a PCT locality, medical
advisor and private GP.

Patient safety issues

There was unanimous agreement from partici-

pants that the patient safety issues they perceived

to be relevant to the catchment area of their
medical practice and PCT reflected safety issues

that also occur elsewhere in the country

(Table 1). All five participants identified medi-
cation as a leading area where medical errors

and patient harm may occur (Table 1). These

issues were broad and related to prescribing,
especially polypharmacy, dispensing, patient

adherence, and drug treatment in care homes. Par-

ticipants also described communication problems,
poor quality note-taking, and deference to patient

notes written by colleagues.

Delayed and missed diagnoses were high-
lighted, along with uncertain appropriateness

and timeliness of treatment. The increasing com-

plexity of cases managed in primary care was
noted as cause for concern, with two participants

describing doubts about possessing the necessary

skill sets to cope with the changing patient demo-
graphy. GPs who had been practising for longer

lengths of time identified more patient safety pro-

blems and were also more likely to question the
adequacy of their peers’ knowledge in managing

complex cases that were previously treated in the

acute setting. The potential for performance vari-
ation between practices and GPs to affect patient

safety was raised and was also discussed within

Table 1

Areas of patient safety concern identified by

participants

Area of concern Participants

#1 #2 #3 #4 #5

Access to services ✗
Communication ✗ ✗ ✗
Complexity of caseload ✗ ✗
Diagnosis ✗ ✗
Education and training ✗ ✗
Health and safety ✗ ✗
Medication ✗ ✗ ✗ ✗ ✗
Practice performance ✗
Treatment ✗ ✗
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the context of inadequate undergraduate and
postgraduate medical education. Examples of

these issues included insufficient teaching of

basic pharmacology and a lack of computer train-
ing for older GPs.

Solutions to safety problems

Both proposed and currently used methods of

reducing the potential for patient harm in

primary care were suggested by the participants.
First, the transfer of information between second-

ary care and primary care has been facilitated by

electronic discharge summaries, which enable
GPs to gain immediate access to details of their

patients’ hospitalizations. Related to this, partici-
pants acknowledged that electronic availability

of results from investigations undertaken in hospi-

tal, including same day receipt of results, have
contributed to safety improvements in their prac-

tices. However, one participant explained that

complaints to the provider were necessary before
there were reductions in the length of time

between an investigation being carried out and

the results being sent to the GP. Second, sharing
of information and partnership among GPs in

the locality, and between GPs and practice phar-

macists, were recommended by three participants.
Third, the use of clinical governance tools, such as

reporting, was also named as a safety mechanism

being used in primary care.

Barriers to safety improvements

Participants stated that based on historical evi-
dence of low levels of reporting by GPs compared

to providers, they did not believe that compulsory

reporting will have the desired impact of reducing
incidents of harm. Participants felt that reporting

systems have not been well publicised, the pro-

cesses of reporting are poorly understood by clin-
icians, and there is reluctance among GPs to report

incidents of patient harm and ‘near misses’. A lack

of a safety culture, fear of punishment and the
autonomous nature of work in general practice

were other obstacles to reducing patient harm

that were listed by participants.
Inadequacies in medical education, especially

at undergraduate level, were identified by partici-

pants as a barrier to improvement as well as a

patient safety issue. Besides insufficient training
on medications, drug interactions and computer

skills, participants expressed concerns about col-

leagues’ unwillingness to adopt new practice
methods and undertake training, especially in

the use of new technology. Another factor per-

ceived to hinder safety development was conflict
with providers.

Evidence of good practice

Experience of good medical practice encountered

or demonstrated by participants included: com-
municating with secondary care to check data

quality; junior GPs querying potential diagnostic

errors; monitoring quality using case-note
review, nationally collected data, and other

sources; the change from old paper-based

medical records to computerized systems;
responding appropriately to pop-up dialogue

boxes during consultations; and using quality

measures to identify poor performing GPs.

Awareness of measurement and

monitoring methods

Three participants initially reported unawareness

of measures for detecting medical errors or

adverse events within their own practice or PCT.
With probing, the participants identified at least

two methods that had been used in their locality.

Some of the patient safety measurement and
monitoring methods described by the participants

included meetings (clinical and non-clinical),

mortality data, patient reports, significant event
audits, supervision of medical students, and use

of clinical and non-clinical data (e.g. immunis-

ation records).

Data uses and challenges

All participants reported at least three different

uses of routinely collected data for quality and

safety improvements that have been applied in
their practices. The uses that were identified by

participants are shown in Table 2. A broad selec-

tion of challenges was associated with the collec-
tion, use and management of routinely collected

data. These fell into the categories of budget,

data, management, staff issues and technology.
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The difficulties ranged from: duplication of work;

poor data quality and accuracy; complicated
navigation of multiple screens on a computer

system, especially when patients have compli-

cated histories; high volume of computer
information and alerts during consultations;

dependence on the commitment of practice staff

to adopt new policies and data management;
uncertainties about future funding; frequent

policy changes; insufficient communication

between PCT and practices; too many measures;
lack of computer skills; computer hardware break-

downs; technology changes too quickly; and too

many clinical systems.

Proposed and implemented safety

improvements

Desired changes to the collection and uses of
routine data were noted in areas such as collabor-

ation between PCTs and general practices, includ-

ing: the sharing of knowledge and learning; better
documentation; single computer system to ensure

common language; up-to-date computer and IT

equipment; regular review of existing measures;

feedback from reporting; local selection of

measures; and extensive computer training.
Participants provided examples of how routi-

nely collected primary care data have facilitated

safety monitoring. Better understanding of the
practice population for service provision was

one of the identified benefits of using routinely

collected data. Other cases were: ensuring com-
prehensive patient records and care plan; support-

ing the audit of significant events; availability

of indicators for outcome comparisons with
other practices; and transparency through non-

anonymized data within the PCT.

Experience of quality and safety initiatives

Participants’ involvement with patient safety and

quality projects varied from memberships of GP

commissioning groups and GP consortia, a PCT
medicines management group, a QIPP pro-

gramme, and a regional cardiac and stroke

network. Mechanisms used to promote patient
safety that were described by participants featured

medication review, staff training and use of clini-

cal governance workbooks.

Table 2

Uses of routinely collected primary care data identified by participants

Data

type

Uses

Patient care Performance monitoring Research GP training and review

Clinical audits based

on drug or medical

condition alerts

Benchmarking using national

and local comparisons

Research

databases

(e.g. GPRD)

Annual GP appraisal

and personal

development plan

Discussion material

for clinical meetings

Incident reports sent to NRLS Identify learning needs

or action plan

Prescribing tools Local extensions to the NHS

QOF

360 degree appraisal/
multisource feedback

Local practice profile

(prevalence of conditions)

Performance data (QOF,

prescribing, national patient

survey)

Practice based commissioning

group data (e.g. inpatient data

on A&E attendance)

A&E=Accident and Emergency department; GP=General Practitioner; GPRD=General Practice

Research Database; NRLS=National Reporting and Learning Service; QOF=Quality and Outcomes

Framework
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Role of GPs in patient safety

As well as demonstrating fitness to practice, par-

ticipants emphasized the importance of their
duty to the patient despite financial pressures.

For example, GPs may feel pressured into restrict-

ing the number of referrals due to hospital costs.
Additionally, the multidisciplinary partnerships

with other staff to ensure safety were highlighted,

with nurses assigned the responsibility for routine
patient check-ups and practice managers being

accountable for collating and submitting practice

data for local and national safety and quality
monitoring. The discussions emphasized the

changing role of GPs and differences between

younger, less experienced GPs and older, more
experienced GPs in their perceptions of working

practice; the former preferring collaborative and

collective partnerships while the latter group
often desiring more insular and independent

practice.

Discussion

This exploratory study provided a snapshot of

clinicians’ views on patient safety concerns, uses

of routinely collected data to measure adverse
events and existing methods for monitoring inci-

dents of patient harm in primary care. Medication-

related issues were unanimously identified as
causes for patient safety concern yet computer

pop-up dialogue boxes that were partly designed

to reduce prescribing errors were reported to
hinder, rather than aid, consultations. This

finding reiterates known limitations to the

patient safety features of computer systems in
general practice.6,20–23

Mechanisms to promote a patient safety culture

may help to remove a residual culture among
some GPs of unwillingness to learn and to seek

help in general practice.5,8 Indeed, one participant

described PCT-wide efforts for cultural change
based on reassurance that punitive action would

not be taken against individual GPs. As well as

enhancing communication between clinicians
and healthcare providers, effective dialogue

between GPs and patients will improve patient

satisfaction and the efficiency of care.24,25 Not
least, sharing of knowledge between healthcare

professionals can also reduce diagnostic

errors.7,26 Under-promotion and low use of

routinely collected data for safety monitoring in
general practice were reaffirmed by poor aware-

ness of how these data are used in patient safety

initiatives, especially at the local level.

Strengths and limitations of the

consultations

This research benefitted from a systematic

approach to the transcribing and analysis of the

consultations. The views of a diverse group with
varying clinical experience and different practice

characteristics were documented. Given resource

limitations and the scope of the consultations
within a doctoral research project, rigorous

sampling methods were not applied. Therefore,

there may have been sampling bias, despite appar-
ent diversity between participants. This type of

bias would be due to the snowball recruitment

approach and small group of contacts, resulting
in participants being more similar to each other

and less like the general GP population. Future

qualitative studies may apply random sampling
to reduce bias, such as selecting participants

from the General Medical Council register of

GPs.27 Studies with larger samples may adopt
analysis strategies such as the constant compara-

tive method to improve scientific rigour.28,29

It can be difficult to distinguish between orig-
inality of thought and the influence of the ques-

tions asked.28 Information bias was reduced by

guiding discussions with a structured inventory.
However, as participants were pre-notified of the

consultations’ theme and as the first author was

a personal acquaintance of some of the partici-
pants, these factors may have encouraged social

desirability bias. The presence of such bias can

only be determined with further research using
triangulation of data from consultations with

colleagues working at the same practice as the

participants, PCTannual reports, Quality andOut-
comes Framework (QOF) data, patient records,

and observation. One researcher (the first author)

conducted, transcribed and analysed all the con-
sultations. By using at least one other researcher

for the analyses, the subjectivity of interpretations

would have been reduced and theoretical satur-
ation of the data may have been enhanced.28

The opinions expressed by the participants

may not be typical. General practices vary across
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the country in their catchment populations, exper-
tise of staff, sophistication of equipment and the

availability of services. Likewise, awareness and

use of guidance on general practice safety
improvement, such as the National Patient Safety

Agency’s (NPSA) Seven Steps to Patient Safety in

General Practice, will not be homogenous.4 Thus,
health professionals’ experiences and understand-

ing of patient safety issues will also vary. From the

consultations, common themes were identified,
demonstrating that learning can be gained from

case studies and used to adapt existing solutions

to safety problems.30 Not all of the patient safety
measures discussed in the consultations can be

feasibly implemented at present, due to currently

limited availability of routinely collected adminis-
trative data.

Implications for future research

The King’s Fund completed a national investi-
gation into the quality of primary care in the UK

in 2011.3 The findings from this small-scale,

doctoral-level piece of work will complement
the considerably larger body of work that is

being led by the King’s Fund and which will

have direct implications for clinical practice.30

Further examination of the topics addressed in

the informal consultations should include the

ways in which participation in safety initiatives
influences staff motivation and safety learning.

The sustainability of patient safety campaigns

and their impact on patient safety beyond
the years of the campaigns also require

consideration.

Conclusions

As primary care in England enters a transitional

phase, a dichotomous message was presented by

the participants. With the realization of the need
for GPs and other healthcare professionals to

work together to improve safety, there is also a

reiterating message that GPs value the autonomy
that comes with working in general practice.

This needs to be considered in the current NHS

reform process and in developing strategies to
improve patient safety and the quality of

healthcare.

References

1 Department of Health. Research Governance Framework for

Health and Social Care. London: Department of Health, 2005.

See http://www.dh.gov.uk/
2 Staley K, Minogue V. User involvement leads to more

ethically sound research. Clin Ethics. 2006;1:95–100

3 King’s Fund. Improving the quality of care in general practice.

Report of an independent inquiry commissioned by The King’s

Fund. London: King’s Fund, 2011. See http://www.
kingsfund.org.uk/

4 National Patient Safety Agency. Seven steps to patient safety

in general practice. London: National Patient Safety Agency,

2009. See http://www.nrls.npsa.nhs.uk/

5 Kirk S, Parker D, Claridge T, Esmail A,Marshall MP. Patient
safety culture in primary care: developing a theoretical

framework for practical use. Qual Saf Health Care

2007;16:313–20

6 Ely J, Levinson W, Elder N, Mainous A, Vinson D.
Perceived causes of family physicians’ errors. J Fam Practice

1995;40:337–44

7 Howard R, Avery A, Bissell P. Causes of preventable
drug-related hospital admissions: a qualitative study. Qual

Saf Health Care 2008;17:109–16
8 Waring JJ. Beyond blame: cultural barriers to medical

incident reporting. Soc Sci Med 2005;60:1927–35
9 de Lusignan S, van Weel C. The use of routinely collected

computer data for research in primary care: opportunities
and challenges. Fam Pract 2006;23:253–63

10 Majeed A. Sources, uses, strengths and limitations of data

collected in primary care in England. Health Stat Q

2004;21:5–14

11 Morris C, Rodgers S, Hammersley V, Avery A, Cantrill J.
Indicators for preventable drug related morbidity:

application in primary care. Qual Saf Health Care

2004;13:181–5

12 Hammersley V, Morris C, Rodgers S, Cantrill J, Avery A.

Applying preventable drug-related morbidity indicators to
the electronic patient record in UK primary care:

methodological development. J Clin Pharm Ther 2006;31:223
13 National Patient Safety Agency. Differentiating audit, service

evaluation and research. London: National Research Ethics
Service, 2007. See http://www.nres.npsa.nhs.uk/

14 National Patient Safety Agency. NRES Leaflet: Defining

research. London: National Research Ethics Service, 2009.
See http://www.nres.npsa.nhs.uk/

15 Renz A, Aylin P. Qualitative audit into the use of performance

data within the Imperial College Healthcare NHS Trust.

London: Imperial College London, 2010
16 Patton MQ. How to use qualitative methods in evaluation. 2nd

edn. London: Sage Publications Inc., 1987

17 Britten N. Qualitative Research: Qualitative interviews in
medical research. BMJ 1995;311:251–3

18 Franzosi R. Narrative Analysis—Or Why (and How)
Sociologists Should Be Interested In Narrative. Annu Rev

Sociol 1998;24:517–54
19 Prince M, Stewart R, Ford T, Hotopf M, eds. Practical

psychiatric epidemiology. Oxford:OxfordUniversity Press, 2003

20 Avery AJ, Savelyich BS, Sheikh A, Morris CJ, Bowler I,
Teasdale S. Improving general practice computer systems

for patient safety: qualitative study of key stakeholders.
Qual Saf Health Care. 2007;16:28–33

21 Weingart SN, Toth M, Sands DZ, Aronson MD, Davis RB,
Phillips RS. Physicians’ decisions to override computerized

J R Soc Med Sh Rep 2012;3:5. DOI 10.1258/shorts.2011.011104

Consultations with general practitioners on patient safety

7

http://www.dh.gov.uk/
http://www.dh.gov.uk/
http://www.kingsfund.org.uk/
http://www.kingsfund.org.uk/
http://www.kingsfund.org.uk/
http://www.nrls.npsa.nhs.uk/
http://www.nrls.npsa.nhs.uk/
http://www.nres.npsa.nhs.uk/
http://www.nres.npsa.nhs.uk/
http://www.nres.npsa.nhs.uk/
http://www.nres.npsa.nhs.uk/


drug alerts in primary care. Arch Intern Med

2003;163:2625–31

22 Fernando B, Savelyich BS, Avery AJ, et al. Prescribing safety

features of general practice computer systems: evaluation
using simulated test cases. BMJ 2004;328:1171–2

23 Black AD, Car J, Pagliari C, et al. The Impact of eHealth on
the Quality and Safety of Health Care: A Systematic

Overview. PLoS Med 2011;8:e1000387
24 Picker Institute Europe. Is the NHS becoming more

patient-centred? Trends from national surveys of NHS patients in

England 2002–07. Oxford: Picker Institute Europe, 2007
25 Crow R, Gage H, Hampson S, et al. The measurement of

satisfaction with healthcare: implications for practice from
a systematic review of the literature. Health Technol Assess

2002;6:1–244
26 Phillips RL, Dovey SM, Graham D, Elder NC, Hickner JM.

Learning from different lenses: Reports of medical errors in

primary care by clinicians, staff and patients: A project of
the American Academy of Family Physicians National

Research Network. J Patient Saf 2006;2:140–6
27 Seddon ME, Marshall MN, Campbell SM, Roland MO.

Systematic review of studies of quality of clinical care in
general practice in the UK, Australia and New Zealand.

Qual Health Care 2001;10:152–8

28 Barbour RS. Checklists for improving rigour in qualitative
research: a case of the tail wagging the dog? BMJ

2001;322:1115–17
29 Murphy E, Dingwall R, Greatbatch D, Parker S, Watson P.

Qualitative research methods in health technology
assessment: a review of the literature. Health Technol Assess

1998;2:1–276

30 King’s Fund. Getting the measure of quality. Opportunities and

challenges. London: King’s Fund, 2010

Appendix 1 Consultation schedule

1. General information

1.1. Date and place of consultation

1.2. Job title (and other qualifications)

1.3. Countryof qualification (medicine andpost)
1.4. Years in activepracticepost-GPqualification

1.5. Years in current post

1.6. Number of practices employed at
1.7. Hours of clinic sessions per week, per

practice (full time/part time)

1.8. Other work commitments (clinical and
non-clinical)

1.9. Practice list size (main practice if more

than one practice)
1.10. Number of GPs at (main) practice (full

time/part time)

For non-GP interviewees

1.11. Date and place of consultation

1.12. Job title

1.13. Part time/full time
1.14. Years in current post

1.15. Years working in general practice

2. Patient safety issues

2.1. What do you think are the main patient

safety issues in your practice catchment area?
(top 5 if more than 5 issues listed)

2.2. Do you think these issues accurately reflect

the national patient safety picture in general
practice?

2.2.1. If no, then why not?

2.2.2. What areas of general practice care do you

think most urgently require patient safety

improvements in your practice catchment area //

nationally? OPTIONAL

2.3. How do you think that these patient safety
issues could be resolved?

3. Measurement

3.1. Can you tell me what methods of picking

up medical errors and patient harm do you use

in your practice, if any? (SEA, meetings, compu-
ter alerts)

3.1.1. Can you provide an example of the pro-

cesses involved in using this/these method(s)?

3.2. What other medical error and adverse

event measurement and monitoring methods
are you aware of?

4. Uses of administrative data

4.1. What administrative (non-clinical) data

do you have access to?

4.1.1. How do you use these data?
4.1.2. Are these administrative data used for

safety monitoring?

4.1.3. How are these data collected?
4.1.4. Are these data stored centrally or at

individual practices?

4.1.5. Who is responsible for these data?
4.1.6. How long have you been using these

data?

4.1.7. What challenges do you have in using
these data?

4.2. What (other) types of data do you use to
monitor quality and safety of care?

4.2.1. How often do you access and use

these data?

4.2.2. Who collects these data?

What improvements would you like to see to…
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4.3. Administrative data collection
4.4. Administrative data access

4.5. Administrative data usage

5. Impact of administrative data on safety

improvements

5.1. Can you tell me of any mechanisms in

your PCT to review and improve data use in

quality improvements?
5.2. How effective do you think these mechan-

isms are?

5.2.1. How do you think these mechanisms
could be improved?

5.3. What role(s) do you think that administra-
tive data have in patient safety improvements in

general practice?

What do you think might be the…

5.4. Benefits of using administrative data for

monitoring patient harm?

5.5. Disadvantages of using this type of data
for monitoring patient harm?

6. Experiences of safety improvement

6.1. What are your experiences of patient
safety improvement initiatives? (e.g. roles

adopted, what initiatives were)

6.2. What challenges have you experienced in
implementing safety initiatives/measures? (e.

g. lack of staff, training; awareness, funding)

6.3. What role do you think GPs have in contri-
buting to patient safety improvements/monitoring

of patient harm in general practice/healthcare?

7. Assessment of candidate patient safety

indicators

I will now present to you a list of candidate

patient safety measures for your assessment.

These indicators have been identified from the
medical literature as potential administrative data-

based screens for adverse events in primary care.

Patient safety indicators may detect possible
patient injuries or incidents that are unexpected,

unwanted and that should not reoccur.

For each indicator, I would like you to read the
description and then rate the indicator using

the criteria provided. Further instructions are on

the rating sheet.

8. Other questions

8.1. Would you like to make any further

comments?
8.2. Can you recommend any colleagues who

might be interested in talking to me about

patient safety in general practice?
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