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Introduction: Patient safety in primary care is an emerging priority, and experts have highlighted med-
ications, diagnoses, transitions, referrals, and testing as key safety domains. This study aimed to (1)
describe how frontline clinicians, administrators, and staff conceptualize patient safety in primary care;
and (2) compare and contrast these conceptual meanings from the patient’s perspective.

Methods: We conducted interviews with 101 frontline clinicians, administrators and staff, and focus
groups with 65 adult patients at 10 patient-centered medical homes. We used thematic analysis to
approach coding.

Results: Findings indicate that frontline personnel conceptualized patient safety more in terms of
work functions, which reflect the grouping of tasks or responsibilities to guide how care is being deliv-
ered. Frontline personnel and patients conceptualized patient safety in largely consistent ways.

Discussion: Function-based conceptualizations of patient safety in primary care may better reflect
frontline personnel and patients’ experiences than domain-based conceptualizations, which are favored
by experts. ( J Am Board Fam Med 2020;33:754–764.)
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Introduction
Improving patient safety can not only avert prevent-
able deaths but also reduce morbidity, costs, and
distress for patients as well as health care professio-
nals.1,2 Since the Institute of Medicine published
“To Err is Human”3, patient safety efforts have pro-
liferated; although, they have focused more on the

inpatient setting than its ambulatory counterpart.4

Yet, 23 times more people receive services in pri-
mary care than in hospitals in the United States
yearly.5,6 Expert consensus highlights medications,
diagnosis, transitions, referrals, and testing as key
domains in primary care.4,7,8 Although some of
these domains overlap with the inpatient setting,
primary care faces additional challenges that may
create safety concerns: (1) there is a heavier reliance
on patients for disease management; (2) clinicalThis article was externally peer reviewed.
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encounters are typically short and episodic; (3) frag-
mentation exists among electronic health record
systems; and (4) practices are more sensitive to
changes in size, financing, leadership, and culture.4

These characteristics warrant the need to explore
patient safety in primary care, especially given our
increasing need for health services and limited
knowledge of safety issues in this setting.9–11

Previous research on safety in primary care has
examined the epidemiology of medication errors,12,13

error reporting tools,14 and perceptions of safety cul-
ture.15,16 A distinct way of contributing to this
increasingly important area is to investigate what
patient safety in primary care means to those on the
frontlines delivering care as well as the patients
receiving it. This investigation is useful because, first,
clarifying conceptual meanings is often a foundational
step for addressing burgeoning topics in the health
sciences.17–19 Second, identifying the meanings gen-
erated can help us understand, predict, and improve
the actions taken by frontline personnel and
patients.20–22 Third, patient safety research in primary
care has tended to focus on the perspectives of either
professionals or patients, without efforts to examine
them simultaneously.23–25 By systematically eliciting
the meanings from a representation of not only pro-
fessionals but also administrators, staff, and patients,
we can include a wider range of conceptualizations
and identify elements that are important to, and how
they are different across, stakeholder groups. Such
findings can generate potential research directions for
scholars as well as preliminary ways for managers to
think about the design, implementation, and evalua-
tion of patient safety interventions in primary care.

Our primary research aim was to elucidate the
conceptual meanings of patient safety among front-
line clinicians, administrators, staff, and patients in
the primary care setting. Second, we compared and
contrasted the meanings to clinicians, administra-
tors, and staff with those to patients to ascertain the
degree of alignment.

Methods
Study Design and Sample

We conducted a qualitative study that involved inter-
views with 101 frontline clinicians, administrators,
and staff (hereafter, “personnel”) and 12 focus groups
with a total of 65 patients. We collected data in 10
patient-centered medical homes (PCMHs) that had
achieved level 3 status in the National Committee

for Quality Assurance (NCQA) PCMH recognition
program.26 At the time of study, level 3 PCMHs
were practices that NCQA determined as performing
at the highest level (there were 3 levels in total) based
on 6 aspects of primary care delivery, including
patient access, team-based care, care management
and support, care coordination, quality improvement,
and population health management.27 The 10
PCMHs included in our sample were located in 4
US states of Colorado, Maryland, North Carolina,
and Pennsylvania and had a median of 3.5 years as a
level 3 PCMH before the point of data collection. As
an initial step to understand patient safety in primary
care, this study focused on level 3 PCMHs because
they could potentially show what patient safety in
high-performance primary care settings entails.28

We first adopted a purposive sampling frame to max-
imize the types of PCMH practices (ie, ownership
and geographical types) for our study because such
variation could theoretically generate a dataset that
was as rich as possible for the purpose of qualitative
analysis. We then used volunteer sampling to recruit
practices within each frame. This was because our
study involved interviews with a majority of each
PCMH’s personnel and some of their patients, which
necessitated certain changes to their daily operations
and therefore the need for them to “volunteer” as a
study participant. Patients were eligible to participate
if they were over the age of 18, had a chronic medical
condition, and visited the PCMH more than once a
year. Each PCMH communicated to their eligible
patients about the study through flyers, letters, and
e-mails, and those who were interested to participate
were requested to contact our study team directly.
The Institutional Review Board at the Johns
Hopkins Bloomberg School of Public Health (no.
7497) approved this study. All participants provided
written informed consent.

Data Collection

We worked in teams of 3 to 4 members to collect
data at the 10 PCMH practices and posed the broad
question “What does safe medical care mean to
you?” to all participants. We allowed the participants
to elaborate as much as possible, including the use of
related terms (eg, safe care, patient safety, and keep-
ing patients safe) to elicit further descriptions.29 We
interviewed personnel individually and conducted focus
groups for patients. Personnel did not share their per-
spectives in the presence of patients. Patients, on the
other hand, only shared their perspectives in the
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presence of other patients in the focus group. All inter-
views and focus groups were audio-recorded and pro-
fessionally transcribed. We visited each site once over a
2-day period between May 2017 and May 2018. This
study was part of a parent study that sought to investi-
gate the implementation of the PCMH model and
how it related to patient safety. The data reported here
were the result of a separate analysis of the responses to
the aforementioned open question, which was used at
the beginning of all interviews and focus groups in the
parent study. We wanted to capture, in the broadest
sense, how the participants conceptualized patient
safety, and thus limited the current analysis to the

responses to this question. The responses typically took
the first 5 to 10minutes. The interviews lasted approxi-
mately 30 to 90minutes in their entirety and
60minutes for the focus groups.

Data Analysis

We used a team-based coding process and con-
ducted thematic analysis in 6 phases.30,31 We used a
10% subsample from each data source to develop a
team-based codebook. Because we interviewed 101
personnel, we first randomly selected 10 personnel
interview transcripts, which were independently
and inductively coded by 3 analysts to derive initial

Figure 1. Schematic representation of the team-based process used for thematic analysis.
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codes. The analysts then compared their coded seg-
ments for each transcript, refined the code defini-
tions, and created a centralized codebook. During
this process, the focus was on discussing disagree-
ments in codes, ways of coding, and alternative
explanations for codes as opposed to calculating
intercoder agreement.32,33 Afterward, another 3
analysts used this newly created centralized code-
book to guide the coding of a 10% subsample of
the focus group data, which translated to 1 patient
focus group transcript. All 6 analysts then reconv-
ened to compare their codes and coding, revised
the centralized codebook, and used it to formally
analyze all data. During this process, there was a
third update to the centralized codebook as both
teams conducted analysis iteratively. When all cod-
ing was completed, we began to search for themes
by collating codes and reviewed major and minor
themes for reporting.30 See Figure 1 for a sche-
matic of the analytic steps.

To compare and contrast the perspectives of per-
sonnel, and those of patients, 1 analyst conducted a
convergence assessment to ascertain areas of agree-
ment, partial agreement, dissonance, and nonnarra-
tion.34,35 Agreement refers to a direct overlap between
the themes and descriptions given from both perspec-
tives; partial agreement refers to a general overlap, but
with deviating nuances to be accounted for; disso-
nance refers to a direct disagreement; and nonnarra-
tion refers to a lack of expression of a set of themes or
descriptions by 1 stakeholder group compared with
the other. We used MAXQDA 12 software for data
analysis.36 All researchers involved in data analysis
were also involved in data collection. The research
team comprised health care scholars and primary care
physicians with a diversity of backgrounds, including
patient safety, patient-centered outcomes research,
health services research, implementation science,
organizational behavior, gerontology, health informa-
tion technology, and human factors engineering. To
maintain reflexivity, we created and used team memos
throughout the data analysis process37 and held multi-
ple rounds of team discussions that led to the iterative
refinement of the codebook and coding process.

Results
The interview participants comprised 37 adminis-
trators, 25 physicians, 11 medical assistants, 9 care
coordinators/navigators, 8 nurses, and 11 others
(dental staff, pharmacists, social workers, and

physician assistants) who had worked for a mean of
6 years in their practice. Most of the patient focus
group participants were female (53.8%), white
(84.6%), between the ages of 46 to 65 (33.8%), and
had a college degree/completed some college
(47.7%). The PCMH practices included in our
sample fully reflected the purposive sampling frame
we adopted: 5 of the practices were hospital/health
system owned, 4 were independent clinician owned,
and 1 was a federally qualified health center. Six of
the practices were located in suburban areas, 3 were
in rural areas, and 1 was in an urban area. See
Tables 1 and 2 for other participant characteristics.

We identified 5 main themes in the form of
“work functions” related to how personnel and
patients conceptualized the meaning of patient
safety in primary care. We defined work functions
as the tasks or perceived responsibilities that are
grouped in particular ways to guide how work is
being done. Furthermore, the theme names were
grounded in the participants’ own expressions of
their conceptualizations. They include (1) not caus-
ing harm, (2) viewing patients’ needs holistically,
(3) providing appropriate and timely care, (4) ensur-
ing physical safety and informational security, and
(5) communicating attentively. The second theme
contains 1 subtheme: (2a) considering social deter-
minants of health (SDOH); and the third theme
contains 2 subthemes: (3a) coordinating care and

Table 1. Demographic Information of 101 Frontline

Clinicians, Administrators, and Staff*

Characteristic Values

Profession†, n (% of sample)
Administration or management 37 (36.6)
Care coordinator/navigator 9 (8.9)
Medical assistant 11 (10.9)
Nurse 8 (7.9)
Physician 25 (24.8)
Other (dental staff, pharmacist,
physician assistant, and social worker)

11 (10.9)

Sex, n (% of sample)
Female 78 (77)
Male 23 (23)

Median number of years working at
practice (range)

4 years (1month –
29 years)

*Participants were from 10 patient-centered medical homes
who took part in individual interviews conducted between May
2017 and May 2018 on patient safety in primary care.
†Respondents who held more than one role (ie, administration and
clinical) were classified by their clinical profession in this table.
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(3b) shared decision-making. Overall, personnel
and patients conceptualized patient safety in pri-
mary care in largely consistent ways, with some
areas of divergence that are described below.

We detail the results in the following order. First,
we elaborate 4 of the 5 themes that emerged from
the inductive coding of personnel interview data. We
present these themes in conjunction with the conver-
gence assessment against patient data to highlight
areas of agreement, partial agreement, dissonance, or
nonnarration. Second, we present results on the final
theme that emerged from the inductive coding of the
patient focus group data, which was not highlighted
in the personnel interviews. See Appendix for a tabu-
lar presentation of the results.

Elaboration of Themes and Degree of Convergence

Patient safety as not causing harm
Personnel conceptualized patient safety as not caus-
ing harm to patients when providing care, with em-
phasis on the effects of medications and procedures
and how they could potentially impact patients:
“I take that Hippocratic Oath of ‘do no harm’

very seriously. Every kind of prescription I give,

every decision I’m going to make, I always think,
am I doing more harm than good, so that’s sort of
my mantra.” –physician, identifier [ID] 55, site 6
There was agreement on this theme with how

patients conceptualized safety. Patients recognized
the importance of having their health care providers
pay attention to their medications in particular, due
to similar concerns about potential adverse effects.
“They [the practice] always keep up with your
medicine. That’s just very important to me.
Especially being diabetic. Because some of those
medicines just will not, they just don’t agree with
me. And it’s scary when your blood sugar drops
and you’re just in a pickle.” –patient C, site 9
However, as personnel highlighted nonmalefi-

cence as part of patient safety, a consideration sur-
faced when they also acknowledged that medical
treatments will always pose some risk of harm to
patients. To address this, they described efforts to
(1) select medical interventions that balanced mini-
mal risks with maximal benefits and (2) ensure that
medical procedures were error free:
“[H]arm is unavoidable. The nature of the way
we practice medicine. . .there is no drug that
comes without adverse effects. I tell my patients,
every time we start with a new med, there is no
drug that you will take that will not have some
complications. There is a sort of unavoidable na-
ture, but I think our job is to pay attention and to
try to minimize the complications to the extent
that they are minimizable.” –physician, ID 82,
site 8
“Safe medical care is doing our due diligence-
. . .eliminating opportunities for error through
systematic ways and accounting for the fact that
we know that we don’t know everything, so to the
best knowledge, kind of giving 110 percent each
time to make sure that there are no opportunities
for errors, but to also be able to adapt to those
opportunities when they come.” –pharmacist, ID
70, site 7

Patient safety as viewing patients’ needs
holistically
Personnel viewed patient safety as considering patient
needs from various aspects, which included primary
and specialist care needs, mental health needs, dental
health needs, and the needs that patients have when
they are at home or traveling. A physician detailed this
view when assessing risks to patients’ health to identify
those that were relevant to safety:
“Patient safety to me, runs a gamut of a whole
spectrum of things. It begins in the entire realm

Table 2. Demographic Information of 65 Patients*

Variable n (% of sample)

Age range
18–45 10 (15.4)
46–65 22 (33.8)
66–75 20 (30.8)
>75 12 (18.5)
Did not wish to answer 1 (1.5)

Sex
Female 35 (53.8)
Male 26 (40)
Did not wish to answer 4 (6.2)

Race
Asian 1 (1.5)
Black/African American 3 (4.6)
Native American 1 (1.5)
White 55 (84.6)
Did not wish to answer 5 (7.7)

Education
College degree/some college 31 (47.7)
Degree after college 8 (12.3)
High school graduate/some high school 25 (38.5)
Did not wish to answer 1 (1.5)

*From 10 patient-centered medical homes who participated in
focus groups conducted between May 2017 and May 2018 on
patient safety in primary care.
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of medical care starting in regards to the patient
at their home and evaluating that through the
entire continuum of medical care, whether it’s
here at the office, our urgent care centers, our
hospital, or any other medical facility. And then,
try to evaluate the patient in regards to where are
those risks? To the patient’s wellbeing? To their
health? To their chronic medical illnesses, etcet-
era. It exists in multiple different areas of the
patient’s life.” –physician, ID 38, site 4
Patients showed agreement with this view of

patient safety. They emphasized the need for health
care providers to “look at the whole picture and
know the right questions to ask” (–patient A, site 2).
A patient positively recalled her physician delving
into the life events that might have contributed to
hypertension instead of suggesting a drug interven-
tion immediately:
“I think what I’ve found is that my doctor looks at
all of me. Patient A has high blood pressure, oh
she’s anxious. No. Looking at the whole big pictur-
e. . .what’s going on in life? What has made you
anxious? So not just pinpointing, oh here’s a medi-
cation for that. [The doctor is] looking at all of me
and I like that. I like that feeling.” –patient A, site 1
Considering SDOH. In keeping with the holistic

needs of each patient, personnel highlighted the
importance of patients’ SDOH and access to health
and social services. Personnel reflected these con-
cerns as well as efforts to address them:
“Social determinants when they [patients] come
in, thinking about those types of things, like, do
they have insurance? Do they have a job? Do they
have ways of paying for medications? Especially
chronic diseases. . .because sometimes they’ll come
in and they don’t have the money to pay for medi-
cations and that’s not safe for them if they can’t
take their medicine, so we try to help them as best
as we can.” –practice manager, ID 82, site 9
Patients, however, did not highlight their perso-

nal and socioeconomic situations as part of safety.
This subtheme was therefore classified as nonnar-
rated among patients.

Patient safety as providing appropriate and
timely care
Personnel also emphasized delivering care that was
“right,” elaborated in terms of appropriateness and
timeliness. They conceptualized this in terms of
treatment plans and time in which treatment was
provided:
“First, do no harm. But, in a broader sense, it is
the right care for the right patient at the right

time. It means understanding the patient, their
situation in a timely way, which would involve
recognition of issues in a timely way, and then
direction into the right treatment pathways.” –

physician, ID 65, site 7
From the patient perspective, there was agree-

ment for this theme. There was an expectation of
having their clinical conditions addressed with
appropriateness and timeliness when receiving pri-
mary health care:
“When you come here and see a doctor or PA [phy-
sician assistant] for medical advice and care, it’s care
that’s going to take care of you. And in fact, what
you’re coming in with is going to be dealt with. If
they can’t cure it, at least they can tell you what it is
and maybe start you on a program to handle that. It
doesn’t get worse and they don’t misdiagnose. I’d
say those are the two things that would make me
wonder if it’s safe.” –patient A, site 3
Coordinating care. A subtheme emerged when

personnel specifically highlighted the role of care
coordination for patients as a key aspect of safety.
They described the responsibilities of facilitating,
from the beginning to end, and in a timely way, the
required follow-up tests, procedures, and specialist
referrals for patients:
“If their safety is they need a CAT [computerized
axial tomography] scan, we have to make sure it’s
going to get done and get it done in a timely
manner and make sure that if anything has to
happen after that, if they need to see a surgeon or
whatever, that’s safety because we’re seeing the
patient from beginning to end and make sure
that, again, that loop is completed. . .And the
other thing, too, is following through with refer-
rals, appointments to a specialist and tests, and
things that the doctors order at the time of the
visit. So, we do a loop with ordering it, schedul-
ing it, following through, and we get the report.”
–administrator, ID 39, site 4
This subtheme was however only in partial agree-

ment against patients’ conceptualization of safety.
Personnel focused on the activities they were per-
forming for care coordination, whereas patients
instead focused on the trust they placed in their own
primary care providers and that their medical needs
would be met appropriately and timely as well when
being referred to other providers. Patients therefore
affiliated an element of trust with patient safety in
the care coordination process:
“You rely more on your primary care physician
to direct you to the specialties and I think hope-
fully you have trust in them enough that they are
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directing you to the proper specialty because I
think that concerns me as far as safety because I
don’t know who’s out there, so I have to rely on
her to tell me now okay, we’re going to set up an
appointment for you with Dr. so-and-so to look
at whatever. So, how are we to know with the
professional we’re now going to. We’re leaving
our primary care physician, who we liked very
much, is directing us to the right specialty.” –

patient E, site 4
Shared decision-making. Personnel also per-

ceived patient safety as the inclusion of the patient
as a partner when deciding on medical treatments
and managing their health:
“[Patient safety is] care where we get the best
outcome for the patient. . .get the patient
involved. . .I’ve always had my philosophy that
the patient needs to be involved. And my role is a
consultant and teaching the patient as much as
possible as to what’s going on. Patient safety is
that the patient is aware of it, knows why we’re
doing it, is on board with doing whatever the
intervention is and complies with it and hopefully
gets the good results.” –physician, ID 17, site 2
There was agreement on this notion of shared

decision-making from the patient point of view.
Patients described that safe care was when they
were able to comprehend the diagnosis, proposed
treatment, and potential risks for their condition.
These entailed being an active participant of the
medical decision making process:
“Ensuring that the patient understands what’s
going on, why you’re doing it, what the risks are,
what the complications may be, and involving the
patient in involving the patient in their own treat-
ment so that they understand the importance of
what has to be done and why they should do it
and to me, that’s safety. That’s important safe
medical care.” –patient C, site 2

Patient safety as ensuring physical safety and
informational security
The concept of patient safety also extended to the
infrastructure of the practice environment. Personnel
emphasized patient safety in this realm in 2 ways,
which were in agreement with patients’ views. The
first was ensuring that patients, especially older
adults, were free from fall risks during visits. Safety
was about the ease with which patients can physically
navigate around the clinic and that equipment was
available for use to mitigate fall risks.
“So safe medical care means to me that when the
patient comes in, they can safely get to the chair,

they can safely room, go to the bathroom by
themselves. . .their stability and their balance and
everything are intact where they’re not falling.
Very simple. Well, there are bars in the bath-
room for the patient to make sure that they can
sit properly if they are handicapped and there’s
no steps. There’s a ramp and there’s the doors
that open automatically, which we use. Probably
what I would assess here at the practice being
patient safety is that we have the bars and we have
the equipment.” –medical assistant, ID 58, site 6
Patients similarly echoed considerations for the

ease of arriving at the clinic and physical safety:
“I’m ambulatory, but I do walk with a cane. So, to
me it starts before I get into the office. Is there
snow removal, ice, handicap parking, can I even
make it to the door. . .I’ve been to specialist’s
office in the winter time and had to just say no.
I’m not even going to attempt it. Snow, ice, steps,
no handicap [parking].” –patient C, site 6
The second component was the emphasis on

protecting confidential patient information from
unintended use. Personnel highlighted the respon-
sibility to protect patient information in accordance
to existing legislation on data security38. Patients
similarly highlighted concerns for identity theft and
secure handling of their information.
“Patients feeling like their information is safe and
that they feel like their HIPAA [Health Insurance
Portability and Accountability Act] is not being
violated. I think sometimes the office is a bit like,
you’re seeing other patients, your information is
kind of there. . .I think that that’s an important
part of patient safety is making sure their health
information is safe.” –physician, ID 87, site 10
“In light of everything that’s going on in the
world today with identity theft, I’m concerned
with measures that are taken, that our records
will be secure. I’m also concerned that when new
applicants come to the clinic to work at the clinic,
from doctors all the way down to the person
answering the phone. . .that these people are also
reliable and not people that would take our infor-
mation and somehow use it.” –patient B, site 4

Patient safety as communicating attentively
Attentive communication emerged as a theme from
the patient focus group data, which was nonnarrated
when contrasted with the personnel interview data.
Patients felt safe when they perceived that their pri-
mary care provider had actively listened and consid-
ered the information provided in the course of the
clinical encounter. Communication was also integral
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in the subthemes (3a) coordinating care and (3b)
shared decision-making, but we distinguished this
theme because of the interpersonal component of
active listening and the willingness by personnel to
engage in conversations and act on the information
being exchanged. Collectively, they underlay a
patient-provider relationship that signaled safety to
patients:
“We all have different little medical concerns and
you can just ask him [the physician] a question
and you get an answer so quickly. . .so I feel safe
in the fact that he’s actually listening to me and
actually hearing everything I have to say. . .you
think you have this and it’s like ‘no, you don’t
have that you have this,’ and it’s so much simpler.
You’re not so worried because we do go on the
Internet and we do read things and you’re like oh
my God, I have this and I’m going to die. So, I
feel safe that he listens to me and that I’m going
to get the right results.” –patient B, site 5

Discussion
We identified 5 work functions on how frontline
clinicians, administrators, staff, and patients con-
ceptualize the meaning of patient safety in primary
care. The conceptual meanings of patient safety to
personnel working in primary care are largely con-
sistent with those of patients with some divergence:
coordinating care, where personnel were focused
on the tasks involved, but patients were focused on
the relationships instead; considering social deter-
minants of health, which was nonnarrated in
patients’ conceptualization of safety; and communi-
cating attentively, which was nonnarrated in
personnel’s conceptualization of safety. By system-
atically investigating how frontline clinicians,
administrators, staff, and patients conceptualize
patient safety in primary care, this study responds
to calls to include the patient perspective in patient
safety research39 and seeks to provide some founda-
tional context that may help advance future patient
safety efforts in primary care.40

Experts have highlighted the importance of 5
safety domains in primary care: medications, diag-
nosis, care transitions, referrals, and testing.4,7

However, our findings indicate that (1) function-
based conceptualizations of patient safety better
reflect the experiences of personnel than domain-
based conceptualizations; (2) informational security,
which is not highlighted in the expert view, is also
perceived as an element of patient safety in primary

care; and (3) conceptualizations of patient safety
in primary care have a large overlap with those in
quality of care.41 Of note, the considerations in
both the function-based or domain-based concep-
tualization are largely consistent. The theme Not
Causing Harm had a particular emphasis on medi-
cation safety. The theme Providing Appropriate and
Timely Care emerged from participants’ descrip-
tions around diagnoses, care transitions, referrals,
and testing. This study instead demonstrates that
personnel conceptualize patient safety more in
terms of work functions that traverse these domains.
Second, there may be a need to extend the existing
foci in primary care safety beyond the clinical
domains to include issues related to informational se-
curity and confidentiality.25 Collectively, these find-
ings can inform how and what to start measuring
patient safety performance in primary care, especially
when the number of safety indicators specific to pri-
mary care remains limited compared with the inpa-
tient measures.42,43

The analytic classification of a personnel or
patient perspective as nonnarrated does not suffi-
ciently indicate that it is not considered important
and/or an element of patient safety to them. This
study sought to capture the meanings of patient
safety that were most salient to the participants. A
lack of narration may therefore be resultant of
what participants considered to be associated with
patient safety or not, instead of a complete ab-
sence of conceptualization. The subtheme consid-
ering social determinants of health was classified
as nonnarrated in patients’ conceptual meaning of
patient safety in primary care when juxtaposed
with that of personnel. As a concept, SDOH is
challenging to understand generally,44 which may
explain why patients did not articulate particular
social factors and their influence on health as a
part of patient safety in primary care as much as
personnel. An alternative explanation is that
patients may not consider SDOH as a domain of
responsibility under their primary care provider.
Future research should address how SDOH and
patient safety are being considered in the delivery
of primary care to gain clarity on this aspect of
safety.

As personnel in PCMHs conceptualized care
coordination as a part of the meaning behind
patient safety in primary care, they adopted a
task orientation, in which the focus was to consci-
entiously complete tasks to ensure that patients’
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care coordination needs were being met. In com-
parison, patients adopted a relationship orientation
to care coordination. Patients placed more weight
on the trust in their primary care provider to refer
them to other health care professionals that were
able to meet their health care needs. From the
patient perspective, care coordination activities in
the context of patient safety are therefore not lim-
ited to their primary care provider(s) but also
extend to the external professionals whom they are
being referred to. To enhance patients’ perceptions
of safety, primary care practices can consider
emphasizing relevant information (eg, history of
referring patients to this particular specialist and
feedback from other patients) to foster the trust
that underlies patients’ construal of safety.

Last, patients conceptualized attentive commu-
nication as part of patient safety in primary care.
They perceived care as safe when their primary care
provider actively listened and considered the infor-
mation they provided as diagnostic and treatment-
related decisions were being made. This is also
compatible with a function-based conceptualization
of patient safety. In particular, patients perceive
care delivery to be safer when their primary care
providers can demonstrate that they are paying
attention to the information being shared by the
patient during the clinical visit. Previous research
has highlighted the importance of “patient-cen-
tered communication” when delivering care, which
also increases patient satisfaction.45–47 Specifically,
researchers have defined listening both as a prag-
matic strategy to reduce medical errors, and a social
strategy to foster interpersonal connections.46 The
pragmatic as well as social dimensions during clini-
cal encounters should therefore be considered in
efforts to better align with this conceptual meaning
of patient safety.

Study Limitations

Most patients in the focus groups identified as
white; thus, our findings may not be fully indicative
of the perspectives among the primary care patient
population. In addition, we conducted this study in
the context of level 3 PCMHs, which was the high-
est level of recognition in the NCQA’s PCMH
model during the study period. The transferability
of the findings to other primary care practices that
are not level 3 PCMHs, or non-PCMHs, may
therefore be limited. However, by targeting high-
performance primary care practices like level 3

PCMHs, this study sought to examine a more com-
prehensive range of conceptual meanings of patient
safety in primary care that may not have been fully
considered in other primary care practices.

Conclusions
Conceptual meanings of patient safety in primary
care exhibit a high degree of agreement between
frontline clinicians, administrators and staff, and
patients. However, conceptualizing patient safety
in the form of work functions better reflects their
experiences than domain-based conceptualiza-
tions that are favored by experts. In addition,
informational security is also perceived to be an
element of patient safety in primary care. This
differential approach in conceptualization should
be considered in future measurements and inter-
ventions to improve overall patient safety in pri-
mary care.

The authors gratefully acknowledge the clinicians, administra-
tors, staff, and patients who participated in this study.
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Appendix. Themes and Illustrative Quotes from Clinicians, Administrators, Staff, and Patients on Conceptual

Meanings of Patient Safety in Primary Care

Main Theme (Level of Agreement
between Personnel and Patients)

Subtheme (Level of
Agreement between

Personnel and Patients) Illustrative Quotes

Not causing harm (agreement) “I take that Hippocratic Oath of “Do no harm” very
seriously. Every kind of prescription I give, every
decision I’m going to make, I always think, am I doing
more harm than good, so that’s sort of my mantra.” –
physician, ID 55, site 6

“They [the practice] always keep up with your medicine.
That’s just very important to me. Especially being diabetic.
Because some of those medicines just will not, they just
don’t agree with me. And it’s scary when your blood sugar
drops and you’re just in a pickle.” –patient C, site 9

Viewing the patient as a whole
(agreement)

“Patient safety to me, runs a gamut of a whole spectrum of
things. It begins in the entire realm of medical care starting
in regards to the patient at their home and evaluating that
through the entire continuum of medical care, whether it’s
here at the office, our urgent care centers, our hospital, or
any other medical facility. And then, try to evaluate the
patient in regards to where are those risks? To the patient’s
wellbeing? To their health? To their chronic medical
illnesses, etcetera. It exists in multiple different areas of the
patient’s life.” –physician, ID 38, site 4

“I think what I’ve found is that my doctor looks at all of
me. . .[Patient] A has high blood pressure, oh she’s anxious.
No. Looking at the whole big picture, what’s going on in
life? What has made you anxious? So not just pinpointing
oh here’s a medication for that. . .looking at all of me and I
like that. I like that feeling.” –patient A, site 1

Social determinants of
health (nonnarrated by
patients)

“Social determinants when they [patients] come in, thinking
about those types of things, like, do they have insurance?
Do they have a job? Do they have ways of paying for
medications? Especially chronic diseases. . .because
sometimes they’ll come in and they don’t have the money
to pay for medications and that’s not safe for them if they
can’t take their medicine, so we try to help them as best as
we can.” –practice manager, ID 82, site 9

Providing appropriate and timely care
(agreement)

“First, do no harm. But, in a broader sense, it is the right care
for the right patient at the right time. So, expounding on
that, it means understanding the patient, their situation, in
a timely way, you know, which would involve recognition
of issues in a timely way, and then direction into the right
treatment pathways.” –physician, ID 65, site 7

“When you come here and see a doctor or PA [Physician
Assistant] for medical advice and care, it’s care that’s going
to take care of you. And in fact, what you’re coming in
with is going to be dealt with. If they can’t cure it, at least
they can tell you what it is and maybe start you on a
program to handle that. It doesn’t get worse and they don’t
misdiagnose. I’d say those are the two things that would
make me wonder if it’s safe.” –patient A, site 3

Care coordination (partial
agreement)

“If their safety is they need a CAT [computerized axial
tomography] scan, we have to make sure it’s going to get
done and get it done in a timely manner and make sure
that if anything has to happen after that, if they need to
see a surgeon or whatever, that’s safety because we’re
seeing the patient from beginning to end and make sure
that, again, that loop is completed. . .And the other
thing, too, is following through with referrals,
appointments to a specialist and tests, and things that the
doctors order at the time of the visit. So, we do a loop
with ordering it, scheduling it, following through, and
we get the report.” –administrator, ID 39, site 4

“You rely more on your primary care physician to direct

Continued
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Appendix. Continued

Main Theme (Level of Agreement
between Personnel and Patients)

Subtheme (Level of
Agreement between

Personnel and Patients) Illustrative Quotes

you to the specialties and I think hopefully you have
trust in them enough that they are directing you to the
proper specialty because I think that concerns me as far
as safety because I don’t know who’s out there, so I have
to rely on her to tell me now okay, we’re going to set up
an appointment for you with Dr. so-and-so to look at
whatever. So, how are we to know with the professional
we’re now going to. We’re leaving our primary care
physician, who we liked very much, is directing us to the
right specialty.” –patient E, site 4

Shared decision-making
(agreement)

“[Patient safety is] care where we get the best outcome for
the patient. . .get the patient involved. . .I’ve always had
my philosophy that the patient needs to be involved.
And my role is a consultant and teaching the patient as
much as possible as to what’s going on. Patient safety is
that the patient is aware of it, knows why we’re doing it,
is on board with doing whatever the intervention is and
complies with it and hopefully gets the good results.” –
physician, ID 17, site 2

“Ensuring that the patient understands what’s going on,
why you’re doing it, what the risks are, what the
complications may be, and involving the patient in
involving the patient in their own treatment so that they
understand the importance of what has to be done and
why they should do it and to me, that’s safety. That’s
important safe medical care.” –patient C, site 2

Ensuring physical safety and
informational security of the practice
environment (agreement)

“So safe medical care means to me that. . .when the patient
comes in, they can safely get to the chair, they can safely
room, you know, go to the bathroom by
themselves. . .their stability and their balance and
everything are intact where they’re not falling. Very
simple. Well, there are bars in the bathroom for the
patient to make sure that they can sit properly if they are
handicapped and there’s no steps. There’s a ramp and
there’s the doors that open automatically, which we use.
Probably what I would assess here at the practice being
patient safety is that we have the bars and we have the
equipment.” –medical assistant, ID 58, site 6

“I’m ambulatory, but I do walk with a cane. So, to me it
starts before I get into the office. Is there snow removal,
ice, handicap parking, can I even make it to the door. . .I’ve
been to specialist’s office in the winter time and had to just
say no. I’m not even going to attempt it. Snow, ice, steps,
no handicap [parking].” –patient C, site 6

“Patients feeling like their information is safe and that they
feel like their HIPAA [Health Insurance Portability and
Accountability Act] is not being violated. I think sometimes
the office is a bit like, you’re seeing other patients, your
information is kind of there. . .I think that that’s an
important part of patient safety is making sure their health
information is safe.” –physician, ID 87, site 10

“In light of everything that’s going on in the world today
with identity theft, I’m concerned with measures that are
taken, that our records will be secure. I’m also concerned
that when new applicants come to the clinic to work at the
clinic, from doctors all the way down to the person
answering the phone, that secure background checks are
made, that these people are also reliable and not people
that would take our information and somehow use it.” –
patient B, site 4

Continued
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Appendix. Continued

Main Theme (Level of Agreement
between Personnel and Patients)

Subtheme (Level of
Agreement between

Personnel and Patients) Illustrative Quotes

Communicating attentively (nonnarrated
by personnel)

“We all have different little medical concerns and you can
just ask him [the physician] a question and you get an
answer so quickly. . .so I feel safe in the fact that he’s
actually listening to me and actually hearing everything I
have to say. . .you think you have this and it’s like ‘no,
you don’t have that you have this,’ and it’s so much
simpler. You’re not so worried because we do go on the
Internet and we do read things and you’re like oh my
God, I have this and I’m going to die. So, I feel safe that
he listens to me and that I’m going to get the right
results.” –patient B, site 5
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