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Overview

• What is known about patient safety in primary care

• Challenges of improving patient safety in primary care

• How can healthcare professionals across the primary and secondary 
care interface develop systems to improve patient safety in primary 
care?



Who do we have in the room?

• Primary care healthcare professionals
• GPs/Nurse Practitioners/Nurses/Paramedics/Opticians/Dentists/Pharmacists/
Physicians assistants/HCA
• Managers/patient safety experts

• Secondary care healthcare professionals
• Clinicians/managers/patient safety experts

• Health board leaders
• Clinicians/managers/patient safety experts

• National or International leaders
• Policy advisors/managers/commissioners/patient safety experts

• Anyone else?
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SAFER PRIMARY CARE EXPERT GROUP



2-3% of primary care encounters result in a 
patient safety incident 



Incidents relating to diagnosis and prescribing
were most likely to result in severe harm.



Characterising the nature of primary care patient safety 

incident reports in England and Wales: mixed methods 

study. Andrew Carson-Stevens

Explore the nature, range and severity 

of general practice-related incidents

as reported to the NRLS from primary 
care in England and Wales 



”Recent admission, new medications added. Medication 
list on discharge letter did not include some of the 
patient’s previous regular medications so GP assumed they 
had been discontinued by hospital. 1 month later, patient 
had CVA. Very hypertensive on admission. Subsequently 
discovered that hospital had intended her to continue 
antihypertensive medication, even though omitted from 
discharge medication list.”

Patient safety incident, “any unintended or unexpected incident that could have harmed 
or did harm a patient during healthcare delivery”



Methods

Data analysis
• National Reporting and Learning System

• 13,699 patient safety incident reports 

• Multiaxial PISA classification system
• Based on the recursive model for incident analysis

• Frequency distributions for most common incident type and cross tabulation for 
common causes

• Thematic analysis of independent contributory factors 



Main findings

• Two-thirds of reports did not describe reasons about why the incident 
occurred

• One in three reports were excluded 
• insufficient detail 

• did not describe a patient safety incident 

• the incident was not relevant to health care

• Aggregation of reports highlights key areas for interventions
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Granularity of reports gives insight into 
why these errors occur

Diagnosis and assessment-related incidents 
accounted for the highest proportion of harm to 
patients

• communication errors in the referral and discharge of 
patients

• physician decision-making

• unfamiliar symptom presentation 

• delayed management or mismanagement following 
failures to recognise signs of clinical deterioration.



Cooper et al. 2017 Sources of unsafe primary care for older adults: 
a mixed methods analysis of patient safety incident reports











Challenges

• Increasing workload



• Annual consultation rate per person increased by 10% 
• Increase of 12% for GPs compared with 0·9% for practice nurses 
• The mean duration of GP surgery consultations increased by 6·7% 

8·65 min (95% CI 8·64–8·65) to 9·22 min
• GP telephone consultation rates doubled 
• Overall workload increased by 16%



Challenges

• Increasing workload

• Changing workload
• Ageing population

• Multimorbidity/Polypharmacy

• Shift of chronic disease management to primary care

• Service demands from society

• Changing workforce
• Difficulty recruiting and retaining GPs

• Merging practices

• Nurse practitioners, practice nurses, HCA, pharmacists, paramedics, opticians



System factors
- Information availability 

- Investigation follow up

- Medicines reconciliation

- Continuity of care

Staff factors 
Clinical decision making

Patient factors
Vulnerable patients

- Multimorbidity

- Language barriers

Develop systems to improve patient safety in primary care?



• Will to change the current system
• Strong positive leadership and a realistic appraisal of resources and barriers

• What ideas do you have for changes to your systems to improve 
patient safety in primary care?

• Clinician level
• Practice/Hospital level
• Health board level
• National level
• And a theory that links changes to outcomes

• Execution of the ideas
• And a way to distinguish successful from unsuccessful changes

Your turn





PURPOSE: The purpose of this form is to tap into your knowledge and experience of clinical and 

administrative staff to find out what risks are present in your practice that you think could jeopardise 

patient safety.

WHO SHOULD COMPLETE THIS FORM:  Any staff working in the clinical and administrative area

HOW TO COMPLETE THIS FORM: Provide as much detail as possible when answering the two questions 

below. 

Job Category:                                                               Unit:

Name (optional):                                                         Date:

Please describe what you think is the most likely cause of harm to the next patient in your area

Please describe what you think can be done to reduce or eliminate this cause of harm

Source: Peter Hibbert

Eliciting insights from staff



Eliciting insights from staff

Source: Royal College of General Practitioners

Mapping the process



The Improvement Guide, API, 2009

From a theory to action…

http:IHI.org/education/IHIOpen
School



Any questions?
CooperA8@Cardiff.ac.uk


