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Re: Reporting and Using Near-Miss Events to
Improve Patient Safety in Diverse Primary
Care Practices: A Collaborative Approach to
Learning from Our Mistakes

To the Editor: Near-miss reporting systems are a valuable
tool for identifying errors that could cause patient harm.1

Crane et al2 demonstrated the feasibility of implement-
ing these systems in diverse ambulatory care settings.
However, the large financial incentives of both imple-
mentation and continued reporting of events limits the
interpretation of this study. Large monthly monetary
rewards for a set quantity of reports are likely to cloud
the intention of near-miss reporting: to reduce errors
that could cause patient harm.

There is certainly a monetary cost to the orientation
and training required to implement a near-miss reporting
system, yet the amount allotted in this study seems to far
exceed typical costs. Even more concerning is the $1500
monthly incentive for reporting near-miss events and
identifying an event to track. These monthly payments
are a major potential bias regarding the quality and office
buy-in of near-miss reporting. The authors defend these
bonuses by stating that reporting continued after the
payouts ceased, and that, based on group interviews,
there were no concerns of staff feeling pressured to
report. However, group interviews are not adequate to
assess this issue because staff may not feel comfortable
reporting these concerns without the opportunity to pro-
vide anonymous individual feedback. Even if there was
no pressure to report, the inherent bias of these mone-
tary incentives still stands. A simple way to eliminate this
bias is to not include monetary incentives at all. Multiple
studies demonstrate that near-miss reporting systems
without a monetary incentive can be successful.3–5 These
studies all note an increase in the reporting of near-miss
events after implementation, similar to the findings in the
study by Crane et al.2 Our office uses a paper-based
near-miss reporting system with office recognition of
those members who consistently report. Each month our
physicians and staff share the “good catches” with each
other to reinforce good reporting practices. There are no
monetary rewards, yet the quantity and quality of report-
ing has remained steady since implementation over 2
years ago.

A monetary incentive may assist in the implementa-
tion of near-miss reporting systems, but it may jeopar-
dize the quality of reporting. For a practice to conduct
quality near-miss reporting, the primary incentive for
reporting should be to improve patient care. Large mon-
etary incentives may shift this goal to reaching a monthly
quantity of reporting events, and the quality or relevance
of these reports could suffer. The model presented in this
article may be useful for implementing a near-miss re-

porting system in settings that are not otherwise inclined
to do so, but incentives should be cost-neutral at most. If
possible, an ideal near-miss reporting system would be
strictly voluntary, without monetary incentives, to avoid
a major source of bias and keep the focus on improving
patient care.

Stephen E. Auciello, MD
Riverside Methodist Hospital Family Medicine

Residency Program
Columbus, OH

Stephen.Auciello@ohiohealth.com

References
1. Noble DJ, Panesar SS, Pronovost PJ. A public health ap-

proach to patient safety reporting systems is urgently needed.
J Patient Saf 2011;7:109–12.

2. Crane S, Sloane PD, Elder N, et al. Reporting and using
near-miss events to improve patient safety in diverse primary
care practices: a collaborative approach to learning from our
mistakes. J Am Board Fam Med 2015;28:452–60.

3. Hickner J, Zafar A, Kuo GM, et al. Field test results of a
new ambulatory care Medication Error and Adverse Drug
Event Reporting System–MEADERS. Ann Fam Med
2010;8:517–25.

4. Plews-Ogan ML, Nadkarni MM, Forren S, et al. Patient
safety in the ambulatory setting. A clinician-based approach.
J Gen Intern Med 2014;19:719–25.

5. Kostopoulou O, Delaney B. Confidential reporting of patient
safety events in primary care: results from a multilevel clas-
sification of cognitive and system factors. Qual Saf Health
Care 2007;16:95–100.

doi: 10.3122/jabfm.2016.01.150286
The above letter was referred to the authors of the article
in question, who offer the following reply.

Response: Re: Reporting and Using Near-Miss
Events to Improve Patient Safety in Diverse
Primary Care Practices: A Collaborative
Approach to Learning from Our Mistakes

To the Editor: We appreciate the thoughtful letter from
Dr. Auciello regarding our article “Reporting and Using
Near-Miss Events to Improve Patient Safety in Diverse
Primary Care Practice.”1 Dr. Auciello’s primary concern
is that “large monthly monetary rewards for a set quan-
tity of reports is likely to cloud the intention of near-miss
reporting: to reduce errors that could cause patient
harm.” Specifically, he suggests that financial compensa-
tion to report near-miss events and performance im-
provement activities to a common database introduces
potential bias to the quality of these reports, and may be
unnecessary.

While we did compensate practices for costs related
to participating in the collaborative, this reimbursement
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