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Introduction

Background

Patient and family engagement (PFE) is an evolving concept in health care transformation in the
United States and worldwide. Within the past 5 years, a number of frameworks have been
developed that call for PFE as a way to achieve patient-centered care. This goal is based in
medical ethics and human rights*™ and one of six aims set forth by the Institute of Medicine as
fundamental to health care reform in the 21 century.

A growing body of evidence suggests that PFE can improve the safety and quality of care
delivery.*®° Although the field of PFE in patient safety for hospitals and health systems is
maturing, the use of PFE to improve patient safety in nonacute settings is in its infancy,'** but
with a growing literature base.

Building sustainable processes and practice-based infrastructure is crucial to improving patient
safety by PFE in primary care. The Guide to Improving Safety in Primary Care Settings by
Engaging Patients and Families (hereafter referred to as the Guide), sponsored by the Agency
for Healthcare Research and Quality (AHRQ), is being developed to provide primary care
practices with interventions they can use to engage patients and families in ways that lead to
improved patient safety. This comprehensive guide will include explicit instructions to help
primary care practices, providers, and patients and families adopt new behaviors to increase
patient and family engagement to improve patient safety.

We are using the Translating Evidence into Practice (TRiP) model*?* as the conceptual
framework for comprehensive guide development, implementation, and evaluation. We selected
the TRiP model because it emphasizes intervention adoption and sustainability. The model is
conceptually simple, is easy to relate to diverse audiences, and can be used to guide diffusion by
establismng flexible work processes that can be customized to meet local practice demands and
culture.

The TRiP framework®® is composed of four discrete stages bundled together to:

1. Review the latest evidence;

2. ldentify potentially effective and feasible interventions, test and refine practices with
multidisciplinary team input, and implement interventions;

3. Measure performance; and

4. Spread and embed interventions into routine practice to meet the needs of all patients.

We performed an environmental scan to accomplish Stage 1 of the TRiP framework (Summarize
the Evidence); this report documents the environmental scan.
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Purpose

An environmental scan is an integral process for identifying, retrieving, and organizing
information to enable health decisionmaking and has been used to foster knowledge translation
in primary care.”*® The purpose of the environmental scan was to identify:

e Descriptive, qualitative, and quantitative studies on methods to engage patients and
families in their care in primary care settings and the impact of these methods on patient
safety; roles that health care providers play in engagement; facilitators and barriers to
engagement; and other contextual factors that affect engagement.

e EXxisting interventions and associated tools and materials for engaging patients and
families in the primary care setting to improve safety.

e Gaps between existing tools and materials and those that need to be developed to ensure
that the Guide is comprehensive in addressing the various ways patients and families can
be engaged in a primary care setting.

e Examples of at least eight primary care practices that have succeeded in engaging
patients and families in their care, which has led to improvements in patient safety.

The environmental scan included conducting a targeted review of the peer-reviewed literature,
conducting a targeted review of the grey literature, and receiving input from domain experts in
patient safety, primary care, and patient and family engagement.

Conceptual Framework for Environmental Scan

While the goal of the environmental scan was to identify interventions that intersect all three
domains (patient safety, primary care, and PFE), there was concern that interventions meeting
this criterion would be rare. Therefore, the environmental scan aimed to identify and review
interventions that covered at least two of the three domains and could meet the third with
additional development.

PFE interventions that improved patient safety in acute care settings and could be applied to
primary care were included. We also considered PFE interventions in primary care that were not
evaluated for patient safety impact, but based on expert opinion could be modified or used to
improve patient safety in primary care. Interventions in primary care that improved patient safety
but did not explicitly include PFE were included if they could be expanded to incorporate PFE
strategies with additional development.

Based on the purpose of the environmental scan, a simple conceptual framework emerged to
describe the relationship between these three domains (Figure 1).
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Figure 1. Conceptualization of Evidence for Environmental Scan

Patient Safety

Patient and
Family
Engagement

Primary
Care

For the purposes of this environmental scan, the following definitions were used:

Patient Safety: “the freedom from accidental or preventable injuries produced by
medical care.” Practices to improve patient safety thus include those that reduce the
occurrence of preventable adverse events.’

Patient Engagement: “a set of behaviors by patients, family members, and health
professionals and a set of organizational policies and procedures that foster both the
inclusion of patients and family members as active members of the health care team and
collaborative partnerships with providers and provider organizations.”**®

Primary Care: “the provision of integrated, accessible health care services by clinicians
who are accountable for addressing a large majority of personal health care needs,
developing a sustained partnership with patients, and practicing in the context of family
and community.”*%%

Methods

The York framework? for conducting scoping reviews was used to direct the environmental
scan.?*® Scoping reviews contextualize knowledge of the field by systematically mapping the
literature on a topic; identifying key concepts, theories, and sources of evidence; and identifying
gaps in current research. A scoping review analyzes a wide range of research and nonresearch
material to provide greater conceptual clarity about the field.

The York framework for scoping reviews is composed of six phases to guide evidence synthesis.
These include®:

el el

Environmental Scan Report

Identifying the research question and setting a purpose for the study.
Identifying relevant research and nonresearch materials.

Selecting studies.

Abstracting data.
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5. Collating, summarizing, and reporting the results.
6. Consulting with consumers and stakeholders to suggest additional references and provide
insights beyond those in the literature.

Using this approach, our project team produced the following deliverables:

e Synthesis of research in the field,

e Inventory and description of current interventions being used to increase patient and
family engagement in primary care settings to improve patient safety,

e Qualitative evaluation of effectiveness and usability of interventions identified, and

e |dentification of gaps in the field and areas ready for intervention development.

Phase 1. Identifying Research Question and Purpose

The primary research question that the environmental scan addresses is:
What are effective and potentially generalizable approaches for engaging patients and
families to improve patient safety in primary care settings?

Phase 2. Identifying Relevant Research and Nonresearch Materials

To have a comprehensive search, the York framework recommends searching several literature
sources, including electronic databases, reference lists of relevant literature, key journals (hand
search), and existing networks, relevant organizations, and conferences.?* 2 Informal interviews
and surveys of subject matter experts help to inform the search strategies and identify Web sites
for grey literature searching. Figure2 provides a high-level overview of our approach to
identifying relevant research and nonresearch materials during phase 2.

Figure2. Process of Identifying Research and Nonresearch Materials

Informal Electronic

Interviews Databases

* Project Team * Published Literature
» Domain Experts * Grey Literature

Step 1. Informal Interviews and Surveys

We conducted informal interviews and surveys first with our project team and then with
identified domain experts, including patients and family members. The interviews were designed
to help us refine our definitions, search terms, and strategy, and identify interventions and
resources pertinent to Guide development.

The informal interview questions are provided in Appendix A and include the following topics:
e Conceptualization of patient safety and patient engagement in primary care

e Identification of search terms and input on approach
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Advice on organizations, Web sites, and potential interventions

Key constructs to assess usability, sustainability, and generalizability of interventions
Recommended research (peer-reviewed and grey literature) to be reviewed
Recommendations for other individuals to be included in interviews

The subjects of the informal interviews included:

e Project team members.

e MedStar Health’s (MSH) network of patient and family advisory committees on quality
and safety (PFACQS). This network includes nationally recognized patient and family
advocates, community representatives from each of the 10 MSH hospitals and 3
PFACQS serving MSH’s more than 238 practices.

e Domain experts, who are individuals with high-level expertise in areas pertinent to the
project, such as patient engagement, patient activation, patient safety, health literacy, and
primary care practice.

Due to the nature of the informal outreach as part of the environmental scan, a fast-track Office
of Management and Budget (OMB) clearance and institutional review board approval were
obtained before we conducted interviews and surveys.

Step 2. Electronic Literature Database Search

The project team devised a broad list of terms pertinent to patient safety, patient and family
engagement, and primary care (Appendix B). These terms were combined to create keywords to
search both peer-reviewed and grey literature electronic databases. We also reviewed Tanon and
colleagues’ (2010) paper on the appropriate search terms for identifying papers on patient safety
in MEDLINE®, Embase, and CINAHL.?® In addition, we consulted with librarians to search
Patient Safety Net (PSNet, psnet.ahrg.gov) to identify appropriate medical subject heading
(MeSH) terms.

Appendix C outlines a sample search strategy for the peer-reviewed literature search. This
strategy was modified and expanded to include search terms relevant to identifying “tools” or
“interventions” conducted in “primary care” settings. Keywords were mapped to database
thesauri search terms, where available, and also as text word terms in the databases as per
protocol.”* Our goal was to conduct a sensitive search of the literature focused on identifying
interventions at the intersection of patient safety, patient and family engagement, and primary
care.

All literature database searches were limited to the English language and non-English articles
with English abstracts, published between 2011 and November 2015. This date range was
selected to build on the comprehensive outcomes reported in the environmental scan produced
by AHRQ’s Guide to Patient and Family Engagement in Hospital Quality and Safety.?’

To be comprehensive, we also reviewed reference lists of relevant articles, Web sites, and grey
literature, along with specific journal issues to identify related published and nonpublished
resources. These were validated through further consultation from domain experts and the
project Technical Expert Panel (TEP).

Environmental Scan Report 5
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We enlisted two clinical library scientists specializing in patient safety to support the electronic
searching of the peer-reviewed literature. We gave the librarians five core readings from the field
to validate the sensitivity of the search strategy. Once validated, the search strategies and
approaches were modified to meet the variability of search string formats for the different peer-
reviewed electronic databases. We ran the searches and removed duplicate articles to establish a
core list of candidate articles to move forward for initial review and subsequent abstraction.

Table 1 summarizes the electronic databases used to search the peer-reviewed and grey literature.

Table 1. Electronic Databases

Type of Literature Databases
Peer-Reviewed Literature Cumulative Index of Nursing and Allied Health Literature (CINAHL)
Cochrane Library
Web of Science

Embase
e MEDLINE/PubMed®
Grey Literature * New York Academy of Medicine’s Grey Literature Report

(http://www.greylit.org)

* ProQuest Dissertations and Theses
(http://www.proquest.com/products-services/dissertations/Find-a-
Dissertation.html)

AHRQ Health Innovations Exchange (https://innovations.ahrg.gov/)

e University of York Health — Centre for Reviews and Dissemination
(http://www.crd.york.ac.uk/CRDWeb/)

* McMaster University’s Health Evidence site
(http://www.healthevidence.orq)

At least two trained searchers with differing backgrounds and expertise in the field of patient
safety reviewed the de-duplicated list of candidate articles and nonresearch evidence for
relevance. After initial review, the search strategy was further refined to focus on identification
of “interventions” that have demonstrated effectiveness at improving patient safety and/or patient
and family engagement. This provided a more focused listing for further review by abstraction
teams. A final listing of peer-reviewed and nonresearch-related articles and reports was
generated for review of inclusion and exclusion and abstraction.

Step 3. Web Site Search

After we selected relevant material from the electronic literature database search, we conducted a
targeted review of select Web sites and social media sites to increase the capture of emerging
approaches to improving patient safety in primary care. Through consultation with our
stakeholders and members of the project team, we compiled a list of relevant organizations and
Web sites to search (Appendix D).

We searched the Web sites in a systematic manner, allowing some variation in search strategies
in response to varied Web site structures. Our approach included consulting the Web site’s site
map to identify research, publication, or tool links to facilitate searching. Once we completed
this hand search, we used the Web site's search engine to uncover additional materials. For all
Web sites, we searched the terms “patient and family engagement,” “patient safety,” “primary
care,” “patient engagement,” and “medical error.” We kept a log of the Web site searches, saving
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the links to relevant pages and tracking our progress through the Web sites, along with copies of
all materials and resources obtained during these searches.

We also surveyed non-peer-reviewed resources in a process that paralleled the approach to the
peer-reviewed literature in order to stretch beyond the established evidence base. The goal here
was to identify individual clinics and other independent exemplars that may have promising
locally developed tools and innovations to increase patient and family engagement in patient
safety. We hypothesized that not all interventions that have been demonstrated to be successful
at improving patient and family engagement would be represented in the peer-reviewed literature
but may be disseminated by exploiting social media outlets.

Several conduits for this information include:

e Social media, such as Twitter activity associated with distinct hash tags (e.g.,
#PFAC2015, #patientvoice, #patientengagement) or organizational/ individual handles
(e.g., @theNPSF or @CRICOstrategies);

e Meeting abstracts;

o Twitter feeds;

e Blog archives (e.g., KevinMD, Paul Levy “not running a hospital,” The HealthCare Blog,
ePatient Dave, and Wachter’s World);

e Presentations from major patient safety and primary care conferences (e.g., National
Patient Safety Foundation and American Academy of Pediatrics annual meetings);

e Newspaper databases;

e TED Talk archives; and

e Google news feeds.

Building on the use of published and widely available materials from the organizations listed
above, the cognitive interviews and informal surveys of subject matter experts yielded the
identification of membership organizations, existing tools, and specific primary care practices to
include in the Guide.

Phase 3. Selecting Studies

The broad search terms resulted in a high yield of abstracts, interventions, and reports returned
for preliminary review. To remove irrelevant material, we developed a screening protocol with
specific inclusion and exclusion criteria based on the focus areas identified within our research
question.

Table 2 outlines our inclusion and exclusion criteria.

Environmental Scan Report 7


https://twitter.com/hashtag/patientvoice?src=hash
https://twitter.com/hashtag/patientengagement?src=hash

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

Table 2. Inclusion and Exclusion Criteria

Inclusion Criteria

Exclusion Criteria

e Documentation related to at least two of the
three conceptual domains

e Atrticles that describe elements of the
organization, intervention, infrastructure, or
processes related to the intersection of
patient safety, primary care, or patient and
family engagement

e Studies using mixed methods or quantitative
or qualitative methods, including meta-
analyses and systematic reviews

* Well described case studies of interventions

Non-English language articles (except when
abstracts are in English)

Articles or reports without descriptions of
interventions to improve patient safety or
patient and family engagement

Studies that focus on patient and family
engagement without addressing patient safety
Descriptive papers that outline theoretical
constructs of patient safety and/or patient and
family engagement

Operationally, we used the following guidance to decide which reports to include:

e Although the focus of this environmental scan was on resources related to interventions,

other empirical studies that addressed critical issues in the intersection of patient safety,
primary care, and patient and family engagement were also included. These included, for
example, surveys of patients and providers about the issues and consensus processes to
develop practice guidelines.

Reports that explicitly addressed only two of the three conceptual domains (patient
safety, PFE, primary care) were included only if they could plausibly be interpreted to
include the third.

Reports that focused on health promotion (e.g., smoking cessation, diet) and disease
prevention (e.g., encouraging vaccination or cancer screening) were not regarded as
addressing patient safety and were not included.

Reports that focused on general safety issues (e.g., bicycle helmets, personal security)
unrelated to medical treatment were not regarded as addressing patient safety and were
not included.

Reports that focused on falls in the home were not regarded as addressing patient safety
unless the falls were explicitly related to medication errors or similar problems.

Reports about outpatient care of patients with specific advanced diseases were not
regarded as dealing with primary care unless the report explicitly mentioned that the
intervention was used in a primary care setting.

Reports about the management of patients with multiple chronic diseases in primary care
settings were included only if reducing patient safety problems (e.g., medication
management) was explicitly mentioned as a goal or outcome of the intervention.

Reports about interactions (e.g., handoffs, medicine reconciliation systems) among
caregivers (e.g., physicians and nurses, hospital and primary care staff, pharmacists, and
primary care staff) without explicit mention of patients were generally not regarded as
including patient and family engagement.

Reports without explicit mention of patient and family engagement were included only if
there was a potential for patient engagement (e.g., home visits or medication
management).
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Members of the project team piloted the inclusion/exclusion criteria with a subsample of
abstracts retrieved from the MEDLINE database. Two groups of three reviewers were assigned
10 articles each to test the inclusion and exclusion criteria. The two groups met and developed a
consensus approach to article/intervention inclusion (Table 2).

Once we developed the final set of inclusion/exclusion criteria, we trained a team of abstractors
and worked with the abstractors until the interrater reliability was « >0.6. Abstractors then
applied the accepted inclusion/exclusion criteria. In addition to peer-reviewed articles, we
applied the inclusion/exclusion criteria to reports, theses, and policy analyses.

We used a similar screening process for literature and resources uncovered through Web site
searching, reference lists, and key informant recommendations. We also included materials from
Web sites representing less formal, interpretive descriptions of studies, programs, investigations,
or interventions that were on Web pages and may or may not have been linked to report
documents. A final list of resources, peer-reviewed and non-peer-reviewed sources, and
resources meeting the inclusion criteria proceeded to Phase 4 for data abstraction.

Phase 4. Abstracting Data

According to the York methodology, the data abstraction process is multistaged, involving
abstraction of information from individual articles or resources. Our abstraction process evolved
throughout the project. The key criteria for preliminary abstraction included:

Resource title.

Brief description of resource, approach, intervention.

Triad elements addressed (patient safety, patient and family engagement, primary care).
Patient safety problem(s) addressed.

Intervention identified (Yes/No).

Include for further review (Yes/No).

Publicly available resource.

We trained a team of six to conduct preliminary abstraction and categorization. At least two
abstractors reviewed each resource. A senior researcher adjudicated differences between the
reviewers relative to inclusion. We anticipated that there would be few if any randomized
controlled trials (RCTs) addressing the effectiveness of interventions at the intersections of
patient safety, patient and family engagement, and primary care. Thus, we adopted a “best
evidence” approach, focusing on studies that met applicable methodological standards for
qualitative studies, implementation science, case studies, and expert consensus panel reports.**?% %

Phase 5. Collating, Summarizing, and Reporting the Results

The purpose of this stage was to provide a structure to the literature and resources uncovered by
the search. Due to the broad scope of our research question and the large volume of literature and
resources uncovered in our searches, we constrained this final stage to a narrative synthesis. We
organized the findings into specific categories, including patient safety, patient and family
engagement, primary care, and the intersections therein.

Environmental Scan Report 9
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The content team conducted thematic analysis of the evidence and assigned themes to the peer-
reviewed literature, grey literature, and key informant survey results. Themes were organized
around the following domains:

e Quality of evidence

e Conceptual domains (patient safety, patient and family engagement, primary care)
e Safety issues addressed

e Safety solutions

These domains were informed by a combination of our project team’s experience in the field and
informal interviews and surveys with stakeholders, including:

e Patients and families;

e Primary care practice staff and providers; and

e Researchers in patient safety, communication, pharmacy, patient engagement, shared
decisionmaking, quality and outcomes research, implementation science, and health care
delivery systems science.

The abstractors independently coded each article for the quality of evidence, conceptual domain
addressed, safety issue addressed, and safety solutions, using the categories outlined in Table 3.
Our senior researchers reviewed and reconciled the categorizations. A report was assigned only
one category for quality of evidence. It was then assigned at least two conceptual domains and
could have multiple safety issues and safety solutions. We revised the categories to include
safety issues and safety solutions that emerged as we reviewed the literature. The safety issues
and solutions are defined and illustrated with examples in Appendix E.

Table 3. Reporting Categories and Codes

Category Codes

Quiality of Evidence Evaluated intervention

Well-described intervention (e.g., protocol, case study, toolkit)
Systematic review

Other

Patient safety

Primary care setting

* Patient and family engagement

Safety Issues * Fragmentation of the health care system and transitions between
providers

Communication between patients and providers

Diagnostic errors

Medication prescription, management, drug interactions, adherence
Antibiotic, opioid, and other medication overuse

Other

Not addressed

Conceptual Domains
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Category Codes

Safety Solutions Care team models, including pharmacists
Approaches to improve medication safety
Patient and family advisory councils
Educational interventions

Shared decisionmaking models

Family engagement in patient care
Chronic disease management

Other

Not addressed

Abstractors independently coded each resource for categories along the four domains. Once
resources were categorized, a team of patient safety domain experts reviewed and identified
interventions for further consideration for inclusion in Guide development.

Phase 6. Consulting With Consumers and Stakeholders

Stakeholder consultation was ongoing throughout the environmental scan process, informing
each phase of the scan activities through informal and formal interactions with stakeholders.*
Stakeholders identified for the project included:

Patients, family members, and lay caregivers.
Primary care providers.

Primary care practice staff.

Practice administrators.

Researchers.

Pharmacists and other affiliated health care providers.
Safety and quality improvement professionals.

Early involvement of stakeholders allowed us to seek guidance regarding the research question,
search terms and strategy, and organizations and Web sites for review. We could also ensure that
the results represented the interests of key stakeholder groups—patients, families, caregivers,
primary care providers, and primary care practice staff—who were the intended audience for the
deliverables to be developed and disseminated as part of the Guide activities.

We sought stakeholder input to inform both the environmental scan and to identify exemplar
practices and interventions for consideration as case studies. To identify interventions that
improve patient safety through patient and family engagement or within the primary care
practice environment, we selected individuals with the knowledge, expertise, and experience in
these areas to participate in our environmental scan activities. Our interviews with these key
informants focused on identifying interventions from the peer-reviewed literature and non-peer-
reviewed sources. The semistructured interview guides for patients, providers, and practice staff
are available in Appendix A.
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Individuals were invited to participate via email, in person, or telephone consultation with the
project team members. Domains of interest for key informant input were:

Feedback on research question and study purpose.

Threats to patient safety in primary care.

Identification of interventions to engage patients and families in primary care settings.
Existing interventions, tools, and resources for patient engagement to improve patient
safety in primary care.

Barriers and facilitators of adoption of these interventions.

e Organizations or Web sites that should be reviewed.

e Approaches to dissemination of the Guide materials.

Data collection was conducted and reported in the REDCap™ database and summarized and
synthesized using standardized approaches for content analysis and thematic review.***
Common themes emerging were validated by the key informants and additional subject matter
experts as well as by members of the project’s Technical Expert Panel (TEP). TEP members also
served as key informants in the identification process.

Results

Key Informant Interviews

We consulted 12 project team members early in the environmental scan to inform the initial search
strategies, domains of interest, and conceptualization of the project goals and research question.
From this input, we developed questions for key informants and stakeholders (Appendix A). Upon
receiving OMB approval in December 2015, we conducted a survey of patients and patient
advocates, primary care providers, and practice staff and selected researchers in patient safety and
behavior change on the domains of interest. We also solicited input from TEP members.

A total of 23 individuals responded to our request for technical input. Table 4 lists stakeholder groups
represented. We asked individuals to indicate all groups they were representing with their responses.

Table 4. Stakeholder Groups Providing Technical Input

Stakeholder Group Number (N=23)
Patients 13
Family members 14
Caregivers 7
Nurses 3
Physicians 10
Pharmacist 1
Other providers* 2
Primary care practice staff 4
Researchers 4
Health care administrators 3
Patient safety or quality improvement officers 4
Policymaker 1

*Quality Improvement Network; patient safety advocate.
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We recorded and categorized responses. We specifically sought common themes around
conceptualization of patient safety and patient engagement in primary care to build on the
evidence from AHRQ’s Guide to Patient and Family Engagement in Hospital Quality and
Safety® and further inform the conceptual model for patient safety and patient and family
engagement in primary care. The key themes that emerged along each of these conceptual
domains are summarized below.

Conceptualization of Patient Engagement in Primary Care

One overarching common theme emerged around the concept of patient engagement in primary
care—partnership.

From the perspective of our key informants, patients and providers reported similar
characteristics of what patient engagement in primary care means and what it should look like.
One provider defined patient engagements as “a practice or behavior that allows and
encourages the patient and their families to contribute in their medical care decision-making in
an informed way that may exceed or even fall short of interventions and education that is offered
by the caregiver.” This provider specified that engagement occurs when the patient and provider
discuss the different options and then come to an agreement on what is achievable given the
individual patient’s needs, values, and preferences, as well as the patient’s confidence in his or
her ability to achieve the plan and the goals.

Another primary care provider indicated that patient engagement means that patients are “on top
of their medications, treatments, and that they are actively keeping records of their care along
with me as their primary care doctor.” One provider stated this explicitly in that “we have to
move away from the no news is good new mentality to one of no news equals no news. When a
patient calls saying that they haven’t heard about a test, my call back starts with a thank you for
being a partner in your care.” An important patient-identified barrier to engagement, simply
stated, is that “engagement is useless without communication and being able to communicate
concerns about their care and care experience to the doctor.”

Conceptualization of Patient Safety in Primary Care

When asked about the concept of patient safety in primary care, our informants’ responses
focused on the primary care practice as the environment or setting for patient safety to be
strengthened. Few identified the health care system (e.g., issues associated with fragmentation of
care or continuity of care between acute and primary care settings) and community (e.g., issues
associated with community pharmacy or other community-level health care professionals) as
determinants of safety. Many identified the need to better understand patient-related factors (e.qg.,
cost of medications) that affect a patient’s ability to adhere to recommended treatments and
therapies.

Most informants viewed factors related to the complex relationships among the key stakeholders
within the practice setting—physician, patient, and practice staff—as the key to patient safety in
primary care. Here, communication breakdowns, slips, and lapses were the most commonly
reported determinants of patient safety in primary care. This referred not only to communication
between the patient and the physician during the clinical encounter, but also to communication
between primary and specialty care providers. It also included accurate specimen labeling,
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medication reconciliation with the patient, and staff requests for two patient identifiers (e.qg.,
check name and date of birth when confirming test results or sending medication orders to the
pharmacy). Other related safety behaviors identified by key informants included openness, trust,
transparency, and relationship-based care.

Threats to Patient Safety in Primary Care Settings

Four common themes emerged from our key informants as threats to patient safety in primary
care settings: breakdowns in communication, medication-related errors, factors influencing
incorrect or incomplete diagnosis, and factors related to fragmentation of the health care system.
Table 5 provides a summary of each domain and the informant-identified safety issues within
that domain.

Table 5. Key Informant-ldentified Threats to Patient Safety in Primary Care

Theme Threats to Patient Safety

Communication Documentation errors, lack of documentation, limited sharing of
information (e.g., medical record)

Divisive language, medical jargon, intimidating language
“Inept communication between patient and provider”
Health literacy

Lack of respect of time, privacy, confidentiality

Limited understanding of information

Sensitivity to culture and diversity

Care transitions (hospital, home, emergency department)
Primary care-specialist handoffs

Poor test followup, missed test results

Poor understanding of need for followup and expectations
Not enough time with patients

Prescribing errors

Medication nonadherence

Adverse drug events and interactions
Overprescribing of opioids, antibiotics

Errors in medication reconciliation

Limited understanding of medications
Over-the-counter medications

Overuse and underuse of medical services
Missing contextual information in patient encounter
e Specimen collection process lapses

Fragmentation

Medication issues

Issues related to diagnosis
and treatment
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Recommended Interventions To Improve Patient Safety and Patient Engagement
in Primary Care

Our key informants identified interventions at the patient, provider, and practice environment
level to improve patient safety.

Patients. Each of the 23 key informants reported that a major factor to improve patient safety in
primary care was the need for patients to take a more active role in their care. Strategies
identified by the informants to improve engagement and patient safety included:

Ask questions. All informants identified preparing patients to ask questions at the office
visit as an important first step. Providing opportunities to support question asking,
including providers encouraging questions, should be considered as part of the Guide.
Take an active role in treatment decisions. Having patients take an active role in
treatment decisions is vital to improving patient safety. Active engagement in
decisionmaking includes providing the physician with all the information needed to make
a sound clinical judgment, listening to advice on lifestyle and behavioral factors that may
influence poor health, and becoming “information seekers” rather than just “passive
recipients” of care. Efforts within the Guide need to support a patient and provider team
to encourage patient accountability in care. They also need to ensure that the patient’s
voice is being heard.

Be prepared to be a patient. Several individuals identified that ensuring that patients are
aware of the expectations of being a patient is important. This includes knowing why
they are at the doctor, being prepared for the appointment with questions, being open
about problems and challenges in the care plan, and bringing a family member or friend
with them to the appointment, particularly if expecting bad news.

Speak up. The concept of partnership is tightly coupled with a patient’s role in the
patient-provider relationship, shifting from a patient listening to a paternalistic doctor to
being an active partner. One intervention prepares patients with the tools to speak up
when something a provider says is unclear or when information is missing or incomplete.
The intervention also helps providers make it easy for patients to speak up both when
things are good and when they are not.

Improve medication understanding and use. Our informants indicated that a
comprehensive approach to patient medications is an important factor influencing patient
safety and care quality in primary care. Patients need to know what they are taking,
understand why they are taking it, and understand the implications of nonadherence.
Own your medical information. Themes around patient ownership of their medical
record were reported by patients, physicians, practice staff, and administrators. Making
sure that patients had access to their medical records, most often recommended through a
patient portal or other electronic means, was encouraged.

Communicate openly. Patients and patient advocates often responded that the ability to
have open electronic communication with primary care providers would yield higher
levels of engagement and improve patient safety. Electronic communication types
identified included email, communication through a patient portal, and the opportunity to
text message the provider. Timely access to providers through the telephone was also
encouraged.

Environmental Scan Report 15



Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

Providers. Common provider-directed interventions and approaches aimed at improving patient
safety and patient engagement in care included:

Motivational interviewing. Informants emphasized the need for strategies to enhance
the providers’ skills and competencies at coaching, setting goals, and working with
patients to agree on health priorities and set realistic expectations. The provider can be a
coach or instructor to empower patients and family members to be engaged in their care
and become partners. Informant recommendations included undergraduate and graduate
medical education reform to include skills building around these topics as important first
steps in the process.

Teach-back. Patients and providers felt that an important approach to ensuring
understanding of information and encouraging open communication is through the
effective and consistent use of “teach-back.” With teach-back, when a patient receives
new information, the patient “teaches” that new information back to the provider.
Informants recommended using teach-back whenever a new medication is prescribed, an
old medication is renewed, or a new therapy is discussed. Teach-back can also be used to
ensure understanding about why a test is being ordered to reinforce to the patient how
important it is to get the test or adhere to the new medication.

Shared decisionmaking. Patients and providers identified strongly with efforts to
improve shared decisionmaking. Specific strategies or interventions to enable shared
decisionmaking were not as common as the identified need for shared decisionmaking.
Contextualized care. Many informants reported that interventions aimed at encouraging
identification of patient-level barriers to implementing the care plan are critical to
improving safety. These barriers include life preferences, health numeracy, context of
care, socioeconomic pressures, and health literacy.

Appropriate language. Changing the language used by providers in primary care from
“medical jargon to living room language” was identified by several informants as a key
feature to improve patient safety. This approach could help create a sense of equity in
decisionmaking and allow patients to better engage in their care.

Practice Setting. Several approaches identified by our informants aimed to improve patient
safety and patient engagement but required changes in operations, infrastructure, or organization
in order to be adopted. We defined these approaches as interventions to be applied at the practice
setting level, even though they may require individual patient, provider, or practice staff behavior
change to be most effectively adopted.

16

Patient portals. Patients, providers, and other health care stakeholders agree that a well-
functioning, accessible, and usable patient portal is a critical feature that can cross the
patient safety-patient engagement chasm in primary care. Information available through
the portal should include “all the patient’s health information and NOT just selected
parts.” A patient portal has been identified as an important method of enhancing
communication, a vehicle to identify potential errors in information, and a historical
record of the plan of care. Informants suggested that a patient portal with access to test
results would also allow patients and their family members or caregivers to know when
test results arrive at the doctor’s office and, more importantly, if they have not.
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e Patient and family advisory councils, boards, or committee models. Our key
informants overwhelmingly supported the idea of engaging patients and families in a
structured way to improve the quality, safety, and effectiveness of care in the primary
care setting. One physician indicated that it would be “ideal for primary care practices to
have a patient advisory group—not all can manage that process—but where they can,
they should. Much insight is gained through listening to patients and having them in a
leadership role.”

e Team huddles. All key informants identified efforts to improve communication between
physicians, patients, and practice staff as a critical factor to improve patient safety and
patient engagement in primary care. Team huddles and other principles of high-reliability
organizations were recommended to reduce the opportunity for errors in communication,
enhance clinical teamwork and effectiveness, and establish practice resilience and ability
to respond to unexpected emergencies.

e Models of team-based care. Approximately 35 percent of our informants identified
team-based care as a critical factor that can improve both patient engagement and patient
safety in primary care. Benefits of care teams in this context include allowing increased
time with patients, fostering meaningful patient-provider relationships, and improving
patient and provider satisfaction. Recommended models included nurse/ physician
extenders, concierge practice model, team screening and taking of medical and social
history, team documentation, and coaching and education done by an extended team. In
these models, the patients engage with the full team and not just the physician.

e Support for shared decisionmaking. Patients and providers identified shared
decisionmaking as important to improving patient safety and engagement in care.
Approaches suggested to support shared decisionmaking included decision aids, option
grids, patient and provider checklists, and other risk tools.

e Previsit labs. Obtaining lab tests before the visit encourages shared decisionmaking and
limits the need for followup. Previsit labs reduce the risk associated with patients
forgetting to have the tests done and the risk of the practice team or provider forgetting to
follow up on test results.

e Usable materials. Informants indicated that providing patients with usable tools they can
pick up and take home would help support open communication and decisionmaking.
These include decision aids, patient educational materials, and access to their medical
record. Providers cautioned, however, that in their experience “...decision aids are great
for the already activated and educated patient. Providers need to be sensitive to the less
educated or health literacy challenged populations and develop strategies to encourage
activation among all patient groups.”

Literature Review
Peer-Reviewed Literature

The initial search strategies for the peer-reviewed literature yielded more than 11,000 indexed
references in the PubMed database. To reach a more manageable and relevant selection of
articles, the project team consulted with the medical library scientists to refine the search and
filter the results to focus on identifying articles with interventions (and related concepts such as
toolkits, processes, and process improvements). This more focused approach yielded 1,163
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articles to undergo further review. The library scientists then conducted the additional searches
using the Embase, CINAHL, Cochrane, and Web of Science databases.

As illustrated in Figure3, the search of the electronic literature databases yielded the following
numbers of reports:

PubMed, 1,163,
Embase, 913,
CINAHL, 807,
Cochrane, 538, and

e Web of Science, 531.

These were examined for duplicates, and 3,919 unique articles were identified. Six members of
the research team, paired in teams of two (three teams of two reviewers), independently reviewed
article abstracts to make initial determinations of whether the article addressed patient safety,
patient and family engagement, or primary care. Of these, 336 reports met the predetermined
inclusion criteria of reporting on an intervention that addressed at least two of the three
conceptual domains.

One of the senior researchers subsequently reviewed the 336 reports and identified 94 that met
the predetermined inclusion criteria (see Table 2 for criteria). The 94 peer-reviewed articles were
merged with the grey literature and key informant interview output to develop the inventory of
interventions and inform the findings below.

Grey Literature

The process for identification of resources within the grey literature followed a similar approach
to that used with the peer-reviewed literature (Figure) and yielded 536 source documents that
met the inclusion criteria of reporting on two or more of the conceptual domains of patient
safety, patient and family engagement, and primary care. An additional 200 resources were
identified through searches of Google, Twitter, and other social media outlets or through the
social networks of the project team and the AHRQ contracting officer. These resources were
reviewed independently by two senior patient safety researchers for consideration.

After review, deduplication, and consideration of relevance of the reports and resources to the
goals of the Guide, 328 unique resources were identified for full review. One of the senior
researchers subsequently reviewed these 328 resources and identified 228 that met the
predetermined inclusion criteria (see Table 2 for criteria).
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Figure3. Peer-Reviewed and Grey Literature Flowchart
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Overall Analysis

Each unique article or resource was independently coded for the quality of evidence, conceptual
domain addressed, safety issue addressed, and safety solutions, using the categories first
provided in Table 3. The number of reports in each of the categories for both the peer-reviewed
and grey literature are presented in the tables below (Table 6, Table 7, Table 8, Table 9).
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Table 6. Number of Reports by Report Type, Safety Issues, and Safety Solutions Addressed

Peer-Reviewed

Literature Grey Literature

Report Type N (94) % N (328) %
Evaluated intervention 33 35.1 68 20.7
Well-described intervention 28 29.8 292 89.0
Systematic review 18 19.1 11 3.4
Other 15 16.0 31 9.5

Table 7. Number of Reports by Conceptual Domain

Peer-Reviewed

Literature Grey Literature
Conceptual Domains Addressed N (94) % N (328) %
Patient safety 85 90.4 310 94.5
Primary care setting 92 97.9 292 89.0
Patient and family engagement 65 69.1 291 88.7

Table 8. Number of Reports by Safety Issue Addressed

Peer-Reviewed
Literature Grey Literature

Safety Issues Addressed N (94) % N (328) %
Fragmentation of the care system and transitions 24 25.5 250 75.3
between providers
Communication between patients and providers, 34 36.2 280 85.4
health literacy
Diagnostic errors 2 2.1 129 39.3
Medication prescription, management, drug 54 57.4 119 36.3
interactions, adherence
Antibiotic, opioid, and other medication overuse 10 10.6 7 2.1
Other 16 17.0 62 18.9
Not addressed 10 10.6 0 0

Table 9. Number of Reports by Safety Solution

Peer-Reviewed

Literature Grey Literature
Safety Solutions N (94) % N (328) %
Care team models, including pharmacists 40 42.6 187 57.0
Medications, medication lists, reconciliation 38 40.4 133 40.5
Family advisory councils 0 0.0 79 24.1
Educational interventions 44 46.8 243 74.1
Shared decisionmaking models 10 10.6 89 27.1
Family engagement in patient care 5 5.3 97 29.6
Chronic disease management 19 20.2 0 0
Other 14 14.9 0 0
Not addressed 17 18.1 0 0
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Peer-Reviewed Literature

Slightly more than one-third of the published articles that met the inclusion criteria reported on
an evaluated intervention (33 articles, or 35.1%; Table 6). The level of rigor of the evaluations
varied, and some evaluations revealed negative effects of the intervention on outcomes assessed.

Another 18 articles (19.1%) included systematic reviews of the literature. Many of these reviews
included only a small number of medium- or high-quality articles and relatively few strong
conclusions about effective interventions. Another 28 articles (29.8%) provided good
descriptions of interventions but focused on protocols, case studies, or toolkits and did not report
the results of evaluations.

The remaining 15 articles (16.1%) did not include descriptions of interventions. They reported
on surveys of patients and providers about the issues, consensus processes to develop practice
guidelines, and other empirical studies that addressed critical issues in the intersection of patient
safety, primary care, and patient and family engagement.

Most studies reviewed explicitly addressed patient safety (85 articles, or 90.4%; Table 7) in
primary care settings (92 articles, 97.9%). However, only 65 articles (69.1%) directly addressed
patient and family engagement.

The most common safety issues addressed were medication prescription and management, drug
interactions, and adherence (54 articles, or 57.4%; Table 8). An additional 10 articles covered the
related area of antibiotic, opioid, and other medication overuse, for a total of 64 articles (68.0%)
on medication issues. Other frequent patient safety issues addressed were communication
between patients and providers, including health literacy (34 articles, 36.2%) and fragmentation
of the care system and transitions between providers (24 articles, 25.5%). Two articles (2.1%)
addressed diagnostic errors. The remaining reports either addressed a different patient safety
issue (16 articles, 17.0%) or did not explicitly address patient safety at all (10 articles, 10.6%).

The most common patient safety solutions identified in the peer-reviewed literature were
educational interventions (44 articles, or 46.8%; Table 9); care team models including
pharmacists (40 articles, 42.6%); and health information technology (IT), including medications,
medication lists, and reconciliation (38 articles, 40.4%). There were also articles on chronic
disease management models (19 articles, 20.2%), shared decisionmaking models (10 articles,
10.6%), and family (beyond patient) engagement in patient care (5 articles, 5.3%).

No articles discussing family advisory councils in the context of primary care were identified by
this search. The remaining reports either addressed a different patient safety solution (14 articles,
14.9%) or did not explicitly address patient safety solutions at all (17 articles, 18.1%).

Grey Literature

The grey literature search yielded 328 tools, interventions, reports, and other resources aimed at
improving patient safety and patient and family engagement in primary care settings that met our
initial inclusion criteria. Of the reports identified, about 20% met the threshold for being well
evaluated, including 11 systematic reviews (Table 6). These reports also included consensus
panel reports that may or may not have identified interventions for consideration. Most of the
reports were defined as well-described interventions, approaches, processes, or reviews with
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consensus panel recommendations for improving patient safety and patient engagement in
primary care settings.

Most of the resources identified by our grey literature search addressed our conceptual domains
of patient safety (94.5%), primary care (89%), and patient and family engagement (88.7%; Table
7). Of these, 273 (83.2%) addressed all three domains.

The most common safety issues addressed in the grey literature included communication
breakdowns (85.4%; Table 8), fragmentation issues (75.3%), diagnostic errors (39.3%), and
issues around medications (38.4%). This profile is somewhat similar to the peer-reviewed
literature search where communication, medication, and fragmentation issues were the top three
patient safety concerns identified.

In the grey literature, solutions to overcoming patient safety concerns in primary care were often
multifactorial in nature, with few interventions focused on only one problem (Table 9). Care
team models, including approaches to frame the patient and family members as part of the care
team, were the most commonly reported interventions in the grey literature to target patient
safety and patient engagement in primary care. Other commonly reported interventions included
medication reconciliation and medication lists, models and decision aids to support shared
decisionmaking, and strategies to engage patients and family members as advisors, board
members, or active participants in their care.

One feature common across most of the interventions, tools, and reports was education.
Education was included as a key strategy to foster the adoption of interventions and enabling
technologies. Activities aimed at educating patients were replete throughout the grey literature.
Educational activities for providers and practice staff were also represented but to a much lesser
extent. Our search also identified reports aimed at engaging the academic and policy
communities in the dialogue around patient safety and patient engagement in primary care.

Interventions

Subject matter experts, including patient representatives, a health literacy expert, a systems
delivery scientist, patient safety experts, a human factors specialist, and safety scientists,
independently reviewed the 422 reports considered for inclusion in the Guide. Of the 328
resources identified in the grey literature search, 251 described interventions in sufficient detail
to warrant review and usability considerations. Of these, experts determined that 228 should be
considered for inclusion in the Guide. Similarly, 72 interventions identified within the peer-
reviewed literature were included in the intervention inventory. Appendix F contains a table of
the interventions identified for consideration for inclusion in the Guide.

Discussion of Findings

Reduced patient safety in primary care is influenced by patient-related, provider-related, and
health system or practice-related factors. (Policy-related factors have also been identified but are
beyond the scope of this project.) Factors influencing patient safety within primary care seldom
occur in isolation but are part of a complex matrix within the health care environment.*
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In this environmental scan, four key threats to patient safety in primary care emerged. These
were validated through our key informant interviews and by our Technical Expert Panel. The
four threats are:

e Communication breakdowns (among patient, provider, and practice staff).

e Medication management (reconciliation, prescribing, adherence, overuse).

e Diagnosis and treatment (decisionmaking, information transfer, missed diagnosis,
delayed diagnosis).

e Fragmentation and environment of care (identification issues, transfers, care
coordination, safety culture, reporting, and error management).

These findings have been confirmed in recent systematic reviews and technology assessment
reports on patient safety in ambulatory care.’”*

Of these, factors related to communication breakdowns and fragmentation of the care process
were the highest sources of safety issues identified in the peer-reviewed and grey literature.
These were followed by issues surrounding medication prescribing, management, and adherence
and diagnostic error. Our environmental scan revealed that each of these threats to patient safety
is multifaceted, with no single solution rising to the top as the catalyst for improvement. Barriers
to improving patient safety are reported at the patient, provider, and practice staff levels.

We have organized the findings of our environmental scan along the four threats to patient safety
in primary care settings. We examine strategies identified to close the gaps in safety and those
specifically linking enhanced patient and family engagement to improved patient safety in
primary care. Appendix F includes a full list of interventions and resources identified during the
environmental scan.

Patient Safety Issues in Primary Care
Communication

The issue of communication slips and lapses leading to medical error, near-misses, and unsafe
conditions in primary care was the most widely reported problem. It underlies other issues
related to medication management, diagnosis and treatment, and organizational structure and
safety (e.g., fragmentation of care).**** Communication errors between the patient and the care
provider, the patient and practice staff, and providers and practice staff have all contributed to
medical error in primary care.

Extending beyond the local practice setting, errors related to communication breakdowns
between the primary care practice and other health care settings (e.g., hospital, home care,
emergency departments, community pharmacy) have also been reported as contributing to the
patient safety landscape of primary care.3¥#34°°9-%¢ Errors within this domain may include errors
in referral and errors in communicating test results.

Given its ubiquitous relationship to patient safety in primary care environments, strategies to
improve communication are at the forefront of patient safety efforts. The target audiences for the
interventions have primarily been patients and physicians.
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Education is the most common approach to encouraging adoption. Patient education focuses on
providing detailed brochures on how to be a safe patient,>’°* guidance on being prepared for an
appointment,* and guidance on asking questions®®®® and generating lists of medications®"° to
support shared decisionmaking and open communication with the care team. Provider education
has focused on training in motivational interviewing, coaching, and other supportive approaches
to engage in shared decisionmaking®”8®%"*73 with patients.

Recently, communication approaches more commonly associated with acute health care settings
and high reliability have emerged in the peer-reviewed and grey literature for ambulatory care
settings, including primary care. Examples include elements of the TeamSTEPPS® approach,
including SBAR (situation, background, assessment, recommendations)’ "’ daily huddles’®®;
and other approaches to team-based care.**8! %

Another key emerging trend is using the electronic medical record as a tool for communicating
with patients and communicating through patient portals (e.g., Open Notes).**# For
physicians managing patients with chronic disease, supportive tools and technologies to guide
discussions with patients around therapeutic options and treatment decisions continue to evolve
in complexity and usability (e.g., option grids, decision aids).*®**% A recent systematic review
on the use of text messaging in primary care resulted in increased adherence to medications,
demonstrating strong evidence for its use as an adjunct to traditional communication strategies to
improve care.®® Additional educational strategies around literacy, health literacy, and cultural and
contextual competency were also reported.®%81:94-

Our environmental scan findings detail a complex web of communication within the primary
care environment. Engagement of patients and families in overcoming communication
breakdowns has the potential for broad-reaching improvements in patient safety in primary care.
The peer-reviewed and grey literature is replete with strategies to enhance communication
between patients and providers around therapeutic options, medications, and chronic disease
management.

Many of the strategies were confirmed through consultation with our key informants and
members of the Technical Expert Panel. Efforts to improve patient awareness of existing
strategies to improve communication are warranted. In addition, increasing usability of the
interventions is needed to enhance adoption into routine practice. Encouraging communication
between patients, providers, and practice staff is central to improving patient safety in primary
care. Improved communication has the potential to affect all identified patient safety issues that
surfaced during our environmental scan. Thus, strategies to enhance patient-provider
partnerships in communication should be considered a key element of the Guide.

Medication Issues

One of the most widely studied sources of medical error in both acute and nonacute health care
settings is medication errors.3*"9"1% Errors occur at the prescribing, filling, and administration
stages of medication management. Prescribing errors included prescribing the wrong medication,
prescribing medications with drug-drug interactions, and making errors related to transcription of
written prescription orders.
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Filling and administration errors include patients not filling their prescription, patients not
understanding why they are on a new or different medication, and patients not taking the
medications as prescribed. Each of these gaps in medication safety has yielded different
approaches to reduce opportunity for error. Efforts to reduce medication errors in the ambulatory
care setting, including primary care, have focused on:

e Medication reconciliation, %1%

e Patient medication lists,®"6970:106-109
e Pharmacist-led interventions,2*10-114
e E-prescribing, and

e Computerized physician order entry.**>11¢

Education and training has accompanied most interventions, except for those directed toward
patients specifically.

Two recent systematic reviews of safe medication use in primary care acknowledged that much
of the research aimed at reducing medication errors has focused on single interventions. The
authors contend that co-implementation of interventions may provide the most effective options
to improve medication safety in primary care.*®*’

Our environmental scan yielded several important findings about strategies to improve
medication safety in primary care. Medication lists were the primary strategy aimed at patients,
family members, and caregivers. Our team identified no fewer than 40 medication lists, pill
cards, and smart phone applications available to patients to keep track of their medications (for a
complete list, see Appendix F).'8°8102114.118-120

Despite a field with numerous interventions to improve medication adherence and medication
safety by engaging patients through medication lists, few of these strategies have seen
widespread adoption. More recently, patient-facing strategies such as sharing medical notes*?!
and providing automatic refill reminders*?? have been associated with higher levels of
medication adherence among patients.

Strategies aimed at the provider and practice levels were also reported, although with much less
frequency. Interventions such as innovative approaches to medication reconciliation, e-
prescribing®®***, and integration of community pharmacists into the extended care

tegm? 1011113123124 91| appeared to improve medication safety in primary care. Emerging
strategies such as group visits and engaging the extended health care team to provide coaching
and conduct teach-back around new medications were described in the literature and validated by
our key informants.*>*%

Results of the environmental scan suggest that errors in medication management within primary
care represent a significant threat to patient safety. Engagement of patients in improving safety
through adherence and education are the core strategies currently used. Patient-directed
interventions rely highly on patients already being activated in their care to seek and use the wide
variety of tools and techniques available for maintaining medication records.
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Most of these interventions are geared toward individuals taking more than one medication and
those with complex chronic conditions.*?®**° However, limited evidence is available on whether
these patient populations were included in the development of the approaches. At the same time,
the role of primary care providers and practice staff is expanding in supporting medication
management in their patients. Strategies for practices to support and engage patients in
medication adherence and management should be considered in developing the Guide.

Diagnostic Error

Estimates of diagnostic error in outpatient care suggest that approximately 1 in 20 adult patients
in the United States is affected, resulting in significant costs to patients, families, providers, and
the health system.™"**® Diagnostic error has been operationally defined as “diagnoses that are
unintentionally delayed (sufficient information to make a diagnosis was available earlier), wrong
(another diagnosis was made before the correct one), or missed (no diagnosis was made).”*** A
recent study found that of the closed claims occurring in primary care over a 5-year period,
72.1% were related to alleged diagnostic error.**®

Despite its estimated prevalence, evidence on the epidemiology and potential interventions to
reduce diagnostic error in primary care are only now emerging.>**¥**3¢1% Some of this challenge
is due to how primary care is delivered.**!*! Diagnostic error in primary care is a complex process
with implications for patients and providers, as well as practices and health systems.

Ultimately, diagnostic error relates to the principle of uncertainty inherent in the diagnostic
process. > 139142143 Most diagnostic errors in primary care are related to process breakdowns in
the patient-practitioner clinical encounter.® Thus, efforts to improve the patient-provider
interaction, specifically those that involve data gathering (e.g., pre-labs, testing followup), have
the greatest potential for influencing patient safety in primary care.

Recent systematic reviews and consensus reports identified patient safety strategies targeting
diagnostic errors *"39°0133.134.139.1427144 Earging evidence suggests that solutions focusing on
patient, physician, and practice-related factors can have the greatest impact on reducing
diagnostic error.3¥134142144 One recent study found that to prevent diagnostic errors and improve
patient safety, interventions needed to be context specific and targeted to:

e The needs of the patient population being served (i.e., socioeconomic and demographic
characteristics),

e The environment of the clinical care site (urban, rural, or suburban), and

e The practice setting (acute, ambulatory care, primary care, or home care).

Each of these factors needs to be considered when designing interventions and approaches to
overcoming diagnostic error.

Opportunities to integrate patients, families, and caregivers into the process of preventing
diagnostic error may occur at several levels within the primary care environment. These include
more actively engaging patients in the diagnostic process and monitoring of outcomes, engaging
patient and family stakeholders in the health system environment, and engaging patients and
advocates in research and policy development,#-145146
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For primary care settings, strategies to more actively engage patients and families in the
diagnostic process could include:

Shared decisionmaking,™>14"14

Enhanced previsit planning, including pre-labs,
Structured patient-provider communication, including asking questions,
Sharing of provider notes,8%

Use of mobile, text, and secure electronic mail messaging to enhance adherence to the
therapeutic plan and monitor health status,>**° and

e Use of patient portals,®**?*1*® among others, 136137 144,157

87,149,150
47,151,152

Providers and the practice environment need to be supportive of patient engagement in these
activities, overcoming fears, powerlessness, and vulnerability inherently related to illness.**®
Enabling behaviors include avoiding dismissive or disrespectful behavior, encouraging patients
to ask questions and listening to their responses, setting expectations for followup of diagnostic
tests, and making efforts to streamline often uncoordinated care.*®"4

These findings are consistent with the recommendations of our Technical Expert Panel members
and key informants, as well as the more than 130 articles, resources, tools, and reports that have

identified strategies aimed at improving the diagnostic process. Resources to support patients in

more actively engaging in their care continue to surface.

Our work suggests that active engagement of patients and families throughout the diagnostic
process may yield important improvements in the safety and quality of health care. Several
promising interventions and intervention bundles to support engagement in the diagnostic
process emerged during our environmental scan and should be considered for Guide
development. The feasibility of integrating these interventions into the standard of practice in
primary care will require a comprehensive approach to behavior change for physicians, patients,
family members, and practice organizations.

Fragmentation

Fragmentation has been defined as the “lack of standardization and innovation, dissemination,
trust, and a safety culture,” and is seen as a threat to safety in health care systems.*® In our
environmental scan, we have operationally defined fragmentation as breakdowns in the transition
of patients between providers (or health care settings) with a resulting loss of critical information
and valuable time on behalf of the provider and the patient.

Like communication breakdowns, fragmentation can have far-reaching outcomes. Approaches to
overcoming the impact of fragmentation in primary care practices have yielded two primary foci:
improving the standardization of care delivery and providing relationship-based care.

In the words of one of our Technical Expert Panel members, standardization from the patient’s
perspective simply means “every patient, every time.” Adopting team-based approaches to care
encourages standardization of practice workflow and efficiencies.”" %1915 Recent evidence
suggests that standardizing structured communication and patient experiences in primary care
through the adoption of checklists may be one way to improve safety.****® Continuity of
relationships in primary care, in which a patient has one primary care provider who manages his
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or her care over a long period of time, is another approach suggested to improve decisionmaking
and engagement in primary care %016

Patients also have a role in reducing the impact of fragmentation. Our key informants indicated
that setting expectations for the patient for the completion of diagnostic tests and setting
timelines for followup either via phone or in person are important steps patients can take
immediately to improve care. Engaging and empowering patients through partnership was
identified as a crucial step to increase patient safety.'% %

Our findings indicate that increased engagement from patients and families could help address
fragmentation issues. Promising interventions for improving the standardization of care delivery
and providing relationship-based care, to reduce the impact of fragmentation, should be
considered for the Guide.

Strategies To Engage Patients and Families and Improve Safety

The environmental scan revealed that while the field of patient safety in primary care is new,
several imfortant innovations aimed at improving patient safety in primary care have
emerged.**4883.14116L.165 | ntarventions exist that focus on providers, patients, and practices as the
target audience, with varying strength of evidence of effectiveness, impact, and demonstrated
usability.

Table 10 outlines the common themes of interventions and approaches that have demonstrated
success or have received strong recommendations from our key informants for consideration for
inclusion in the Guide. The interventions are organized by target audience.

Table 10. Recommended Interventions
Intervention

Target Audience Themes Specific Interventions

Patient Team approach to e Expand the health care team (e.g., pharmacists).
Provider patient care e Increase the amount of time for each

Practice staff encounter/appointment.

e Allow team documentation and followup.
Create an environment for comprehensive shared
decisionmaking.

* Form patient and family advisory committees and

councils.
Patient Culture of safety e Foster open two-way communication between
Practice staff and respect patients and practice staff:

o Celebrate positive behaviors such as empathy
and respect.
o Correct negative behaviors.

e Communicate with empathy, respect, and flexibility.
Set clear expectations for following up on test results.
Have patients complete any blood work, laboratory
tests, and screenings before the visit (“pre-visit labs”)
to foster shared decisionmaking and optimize clinic
time.

* Routinely conduct double identification protocols.
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Intervention

Target Audience Themes Specific Interventions
Patient Relationship-based |  Provide clear, concise, contextual, and
Provider care compassionate care.

* Engage in shared decisionmaking, ensuring values
and preferences are discussed and agreed on.
Acknowledge uncertainty.

 Embrace transparency (communication, clinic notes,

etc.).
e Routinely conduct double identification protocols.
Provider Regular structured e Use routine and structured communication.
Practice staff communication e Flatten hierarchy and institute a just culture approach.

Conduct daily huddles to discuss plan of the day,
complex patients, and potential threats to safety;
create a resilient primary care experience.

e Institute a system to report and investigate threats to
patient and provider safety.

Provider Culture of * Make it easy for patients, family members, and staff
transparency and to speak up when care breakdowns occur.
open e Create a culture of safety for staff and patients.
communication e Be fair and institute a just culture approach to

problem solving and accountability.
e Conduct huddles to enhance teamwork and get the
team on the same page for the plans of the day.

Practice Team-based e Actively participate in team huddles.
Practice staff resilient care e Prepare for the unexpected.
models e Capitalize on expanded team.
e Allow team documentation.
Patient Active partner in * Be ready to discuss key problems.
care * Keep a list of medications and bring it to

appointments.
* Bring a family member or patient advocate to
appointments.

Below, we review specific interventions that cut across multiple domains of safety issues in
primary care, briefly describe factors affecting their usability, and discuss their effectiveness.

Shared Decisionmaking

Our environmental scan yielded strong evidence from peer-reviewed and grey literature and from
patients, family members, and primary care providers on the importance of shared
decisionmaking to improving patient safety in primary care,*3041°8.60.71-73,84,91-93114,123,124,130.141,
145,147, 148,163,166-215 ghared decisionmaking has established effectiveness for improving
decisionmaking around medications, alternative treatments, chronic disease management, and
self-management strategies. Toolkits and resources such as the SHARE Approach from the
Agency for Healthcare Research and Quality, decision aids, and option grids support the patient-
provider partnership in care decisions.**4"8

Factors influencing the impact of shared decisionmaking from the provider perspective include
quality of the patient-provider relationship, importance of quick patient recovery, and physician
knowledge of treatment options. Concurrently, patient’s influencing factors include ensuring a
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correct diagnosis from the provider; getting information on treatment options, including
perceived harms and benefits; and getting a clear explanation of the care trajectory.*'®

The field of shared decisionmaking continues to evolve and approaches to enhance patient-
provider partnership in primary and specialty care continues to grow. We found several study
protocols describing new approaches to supporting shared decisionmaking. For example:

e An intervention aimed to improve shared decisionmaking between patients and providers
to enhance diabetes management among Mexican Americans.?’

e Another protocol aimed to improve medication adherence in older adults.

e One intervention that promotes shared decisionmaking between family physicians and

their patients led to a reduction in antibiotic overprescribing and had no effect on patient
Satisfaction,60'114'14“48'178'218

130

Although shared decisionmaking interventions can be beneficial, there is heterogeneity in their
application and further data are needed to show they can improve health outcomes.®

Despite the encouraging evidence of the impact shared decisionmaking could have on patients,
several barriers to adoption were also reported. The primary barrier to shared decisionmaking is
the limited time providers have for deep and meaningful conversations with patients.*®*4%?!% The
provider’s time pressures and the patient’s needs in the relationship are factors that need to be
considered when evaluating the inclusion of shared decisionmaking as an intervention in the Guide.

Patient and Family Advisory Councils, Boards, and Committees

Patient and family advisory councils, boards, and committees were identified through the grey
literature search and in consultation with our Technical Expert Panel and key informants as an
important strategy for improving patient Safety.2,6,7,10,41,58,65,85,161,181,184,196,197, 204,205,220-228
Strategies for engaging patients as advisors in the acute care setting are quite mature, and several
toolkits are available. Patients as advisors in the hospital setting have emerged through our
environmental scan, including several supported by the Agency for Healthcare Research and
Quality.®?*® A recent addition to the field has come from the Institute for Patient- and Family-
Centered Care and is specific to advisory committees in the ambulatory care setting.

Few published reports exist on the impact of patient advisory councils on patient safety that
include tests of change. One published report indicated that an advisory committee-led
intervention resulted in a significant improvement in the number of accurate medication lists for
patients in ambulatory care practices in Wisconsin.??*?%" Here, the number of patients with
accurate medication lists improved from 55 percent of patients to 72 percent of patients.

Another narrative report of the impact of a patient advisory council on family medicine practices
transitioning toward patient-centered medical homes indicated that the advisory council had
“changed the conversation.” Improvement efforts of this council have focused on improving
communication and access, redesigning the practice and signage, helping redesign the patient
portal, and holding the practice accountable for quality and experience data.*®*
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Interviews with practices and leaders in patient engagement from across the country indicate that
the approach to engaging patients and families as advisors in primary care is similar to the
approach used in the acute care setting. Models in primary care exist, developed as part of
statewide practice improvement collaboratives or by patients in a grassroots approach to
improving care.

Evidence of impact is suggestive, primarily consisting of case studies and individual reports. But
when it is designed to focus on quality and safety of care, a patient advisory council may be an
effective approach to engaging the community to overcome practice challenges.

Team-Based Care

Team-based models of care can help reduce medical errors related to communication
breakdowns, diagnostic errors, and medication management issues and are a key driver of
increasing standardization (thus reducing fragmentation) within primary care
Settings.4,7,43,53,54,56,58,82,101,118,123,136,141,164,179,195,200,203,205,2307239 Strategies to improve team-based
care within primary care settings include:

Team documentation,

Daily team huddles,

Expanded care teams,

Care navigators/case managers, and

Inclusion of the patient and family members as part of the team.

Strategies such as the patient-centered medical home and patient-centered care coordination have
yielded important improvements in team culture of safety and willingness to speak up and have
also been associated with improved patient and professional satisfaction. While still emerging,
strategies for enhancing teamwork can significantly affect all domains of safety lapses in primary
care environments. Challenges to implementation include organizational readiness, payment
structure (fee for service versus bundled payments), infrastructure, staff and physician readiness,
and patient acceptance of the team approach.

Interventions To Support Medication Safety
Approaches to improve medication safety in primary care include:

Patient-focused applications for medication lists,

Team documentation,

Efforts to partner with patients on medication reconciliation activities,
Access to medication history through an electronic patient portal, and
Other technology—mediated processes to support medication

43,45,52 70,82 101,104,110-112,114,115,117,118,120,126,129,135,164,169,179,202
adherence. ,41,43,45,52,53,58,60,70,82,85,90,98,101,104,110 ,114,115,117,118,120,126,129,135,164,169,179,202,

204,224,232,237,238,240-256

More than half of the medication-related interventions identified in our environmental scan
included approaches to ensure accurate medication lists for patients. Evidence of effectiveness of
the medication lists was limited, and they were of questionable usability. Smart phone
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applications aimed at maintaining records of medications and providing medication reminders
have emerged over the past several years. Patient reviews of these applications were scarce.

Medication reconciliation remains an important approach to improving patient safety in the
acute, primary, and long-term care settings. Medication reconciliation is limited in the primary
care setting by the quality of information from patients and family members about not only what
patients are taking but also how they are taking it. Over-the-counter medications are often not
routinely reported by patients despite the risk of contraindications. Overall, efforts to improve
medication safety in primary care should improve not only safety, including reductions in
adverse drug events, but also quality of care.

Family Engagement in Care

Family engagement has been proposed as a potential solution to improving patient safety. Since
patients are often cared for or influenced by their families, caregivers, and social networks,
integrating the family into safety and quality of care activities may be an important strategy to
consider. One study found that for short-term interventions, integration of the family increased
medical adherence through simple interventions such as check-ins with a family member or daily
documentation. However, the study was inconclusive on the effect on management of chronic
health issues.®

In another study, families were trained to participate in medical triage, making calls following a
carefully designed protocol. Results were mixed as family activations were not taken as seriously
as those from a practitioner, yet families were often accurate in identifying medical needs at
home.®® These studies suggest that to take full advantage of patient partnerships in primary care
to improve safety, providers should also consider the family an integral part of the relationship.

Structured Communication for Patients, Families, and Primary Care Providers

Strategies to support structured communication for patients, family members, and providers have
been proposed as important to improving patient safety in primary care. Many of the educational
resources for patients and families encourage patients to:

e Have a checklist to prepare for their doctor’s visit,

e Bring a list of questions,

e Write out their symptoms if they have trouble communicating with the doctor during the
visit, and

e Bring a family member or friend to visits, particularly when significant health concerns
are being diSCUSSEd.41'43'57'58’60'62’141'177'179’2 4,222,225,257-260

Evidence of the impact of tools to support question asking is suggestive and case based at best. A
recent consensus report from the United Kingdom recommended a checklist for primary care
providers to structure communication within the patient encounter.*® This checklist was
generated following a comprehensive synthesis of evidence pertaining to patient safety errors in
primary care and strategies to overcome them. Checklists for patients and providers may support
broad adoption of information seeking within the patient-provider relationship and are worth
consideration.
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Model of Patient Safety in Primary Care

As patient safety expert Robert M. Wachter stated in a 2006 editorial in the Annals of Internal
Medicine:

... We now understand that the ambulatory environment is so different from the hospital
environment that expertise in hospital care might not predict excellent outpatient care and
might even create skills and instincts that are harmful in the ambulatory environment.?*

During our environmental scan, we were challenged to identify the structures, processes, and
interventions by which patient safety in primary care may be influenced, improved, and further
accelerated by the engagement of patients and families. Input from our case study practices,
Technical Expert Panel, and other key informants helped frame how to achieve safe care in
primary care settings. Based on our work, we propose a new conceptual model leading to
improved patient safety in primary care with engagement of the patient, family, and community
at its core (Figure 4).

In the model, partnership is key. The patient, clinician, and practice staff member are linked
together in a relationship based on communication, respect, and trust. Enabling patient and
family engagement strategies (triangle) are mechanisms for patients, providers, and practice staff
to enhance this relationship with open flow of information. The model also reflects that primary
care practice does not exist in isolation but is part of a broader, complex health care system and
IS subject to the tensile forces of culture, community, and external environment.

Our model, the “Cycle of Safety,” is predicated on four simple concepts:

1. Partnership: Partnership refers to the relationships forged between the patient, provider,
and practice staff within the primary care practice. Safe care is greatest when the
relationships between these actors are strong. All three groups together represent the
“primary care team,” moving away from the traditional paternalistic model of medicine
into one of collaboration, mutual respect, and trust.

2. Teamwork: Strategies to improve teamwork and inclusion of the patient and family as
part of the health care team are safety imperatives in primary care. As a team, all partners
know their roles and what is expected of them in order for the team to perform
effectively. The model recognizes that patient engagement is a continuum from
disengaged to activated and empowered. In a resilient team, the other members adapt and
accommodate individual differences while pursuing a common goal. In the case of a
disengaged patient, bringing in additional support networks, within the patient or
provider nodes, may be required to move the patient onto the path toward activation.

3. Community: Another key component of our model is the concept of community. Here,
community influences, including practice location, sociodemographic characteristics of
the patients, and community-based resources (including grocery stores, pharmacies, and
safe places for children to play and adults to exercise) are all contributing factors to safety
in primary care. Attention to the health of communities is vital to developing a safe culture.
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4. Health care environment: The model also recognizes that the practice of primary care is
strongly influenced by external forces, including policy, health reform, and practice
transformation efforts. By establishing the core values of the practice around partnership,
teamwork, and community, a primary care practice will create a resilient microsystem
within which to promote patient safety.

Figure 4. Model of Patient Safety in Primary Care

ngage
Patients & Families

Gaps Identified

Gaps in Strength of Evidence

Evidence Gap 1: Few Well-Evaluated Studies on Patient Engagement To Improve
Patient Safety in Primary Care

The evidence base for improving patient safety in primary care settings by engaging patients and
families is overall suggestive or modest at best. Our team identified several gaps in evidence that
could serve for further study and attention in further developing the Guide. Of note is how few of
the interventions we reviewed were carefully evaluated. Only 33 (35.1%) of the peer-reviewed
literature and 68 (20.7%) of the grey literature reports described an evaluated intervention. The
lack of rigorous evaluation and the limited approaches to standardized evaluation through
validated surveys or other means represent gaps in the literature.
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In terms of safety issues addressed, the grey literature is much more focused on studies
addressing fragmentation of the care system (75.3%) and communication between patients and
providers (85.4%). The corresponding percentages for the peer-reviewed literature are 25.5% and
36.2%, respectively. This suggests a gap in the peer-reviewed literature addressing fragmentation
and communication between patients and providers.

On the other hand, medication prescription, management, drug interactions, and adherence
(57.4%) and antibiotic, opioid, and other medication overuse (10.6%) are relatively more
common in the peer-reviewed literature; the corresponding percentages for the grey literature are
36.3% and 2.1%, respectively.

Gaps in Practice Patient Safety Infrastructure

Infrastructure Gap 1: Limited Evidence on Infrastructure To Support Safety in
Primary Care

The environmental scan revealed gaps in primary care practices to identify, review, and disclose
medical errors.?®*?%® Organizational and operational structures that exist in hospital settings such
as patient safety event reporting systems, patient safety officers, peer review committees, and
other structures for safety are rare in individual primary care practices. Instances of these
structures appear limited to those practices affiliated with large health care systems, but attention
within these systems often focuses on acute care settings.

AHRQ’s efforts on consumer reporting may be one strategy to support primary care practices in
identifying common causes of error in the practice environment. However, a practice’s inability
to support the infrastructure of a robust safety program may limit detecting, addressing, and
learning from medical errors in primary care. Future research is needed to address optimal
approaches to event review/root cause analysis, and failure modes and effects analyses, as well
as the costs associated with safety improvements in primary care.

Gaps in Measurement

Measurement Gap 1: Limited Evidence of Measures To Assess Patient Safety in
Primary Care

While not a focus of our environmental scan, our work did reveal a dearth of outcome measures
for patient safety in primary care. Assessment of patient safety in primary care is limited not only
in the small number of validated measures of safety but also by practices’ inability to conduct
routine measurement of traditional safety outcomes. Discrete tests of change in patient safety in
primary care are rare.”®* With few measures of patient safety available specific to primary care,
evidence of improvement in patient safety within primary care settings is inherently anecdotal,
case based, and ripe for transformation.

AHRQ’s survey on medical office safety is one of the strongest and most widely used
assessment tools currently available to measure safety culture in practices.?® Another surrogate
measure of safety has been through the evaluation of malpractice claims.™*® As attention in the
field of patient safety continues to shift focus to the ambulatory care setting, several new
measures of safety have recently emerged. One promising measure is the Patient Measure of
Safety for use within the acute and primary care settings.”®®?®” Until these measures are
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implemented to scale, surrogate measures of patient safety such as patient satisfaction and claims
will continue to dominate the field.'®>%®

Measurement Gap 2: Limited Measures To Assess the Impact of Engagement on
Patient Safety

Another gap identified during our environmental scan was in the assessment of patient and
family engagement. Most of the literature assessed engagement of patients and families using
surrogate measures such as health outcome improvements and patient satisfaction, and through
qualitative reports of satisfaction with engagement approaches.’2%"?%° Tg this end, the evidence
base for improving patient safety by engaging patients and families is thin.

Publication of the psychometric properties of the Patient Health Engagement Scale is a good first
step in improving measures of engagement.?”® Assessment of patient activation is also a potential
measure that may be linked to patient safety improvements. However, widespread adoption of
measures of activation have not yet been described in primary care.*®?"*"2"3 Whether these
measures are directly related to improvements in patient safety is also an area requiring further study.

Gaps in Usability of the Tools Identified

Usability Gap 1: Limited Evidence of Patient Involvement in Intervention
Development

The peer-reviewed and grey literature demonstrates a significant number of tools, resources, and
interventions targeting patient engagement in health care. Many of these tools, however, have
limited evidence of end-user (i.e., patient) input into development of the tool or involvement in
usability and dissemination activities. The scan revealed little information on usability of
common tools such as medication lists or tools that support patient readiness for doctor visits.

Instructions for how to use and get started using the interventions were also limited. In addition,
many of the tools, toolkits, and resources reviewed appeared appropriate for patients who were
already activated, engaged, and empowered. We found cases of minimal attention to less engaged
patients. This gap has significant implications for the Guide and the Guide development process.

Usability Gap 2: Culturally Sensitive and Culturally Appropriate Tools

Overall, our environmental scan revealed that despite the diversity of health care settings and
recipients of care across the Nation, there is a general lack of culturally appropriate or culturally
specific tools for patients and families. We found few tools that were tailored to specific
populations or that addressed or acknowledged the need to accommodate specific cultural, racial,
ethnic, or religious needs of patients and families. There is also little evidence to suggest the
effectiveness of existing tools for differing cultural needs.

Specific gaps in the tools reviewed include little attention to interventions addressing limited
English proficiency, the need for translators or other language support services within primary
care settings, and barriers to health literacy. Few of the patient-focused tools catered to patients
and families with lower or limited health literacy. Related to this issue, there does not seem to be
a consensus on what would be an appropriate way to test or assess the health literacy level of
existing tools in order to modify them appropriately.
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Limitations of the Environmental Scan

The strength of evidence supporting patient safety improvement through intervention varies. Our
approach sought to triangulate evidence, wherever possible, from the peer-reviewed
literature,®*%2"* domain experts (patients, providers, practice staff/leaders, policy and research
experts), and a robust grey literature search. Our findings indicate a lack of strong evidence of
the effectiveness of patient and family engagement strategies on improving patient safety in
primary care settings. Much of the work identified draws on expert panel recommendations,
technical expert panel reports, and well-described case studies of interventions. Large-scale
demonstration projects in the field have not yet emerged for many of the recommended practices.

Our review depended heavily on targeted searching of the grey literature through Web sites,
conference proceedings, and social media outlets to identify practices to improve patient safety.
Many organizations used source documents, such as AHRQ’s “Questions are the Answer”® or
the National Patient Safety Foundation’s “Ask Me 3”%"® program materials, and tailored them to
their specific audiences’ needs. Thus, while many tools are available, evidence on the usability

and feasibility of implementing them in practice was limited.

We continue to receive emails on a near daily basis about new and emerging tools within the
domains of patient safety, primary care, and patient engagement. Our plan is to review these
interventions on an ongoing basis and incorporate the findings into Guide development.

Implications for the Guide

Implication 1: Patient Safety in Primary Care Continues To Evolve

The fields of patient safety and patient and family engagement in primary care settings are
evolving at a tremendous rate. Our initial environmental scan focused on literature, reports, and
resources published between 2012 and November 2015. Since that time, our team has received
almost daily notifications of emerging tools, technologies, interventions, toolkits, and consensus
reports that continue to frame the state of the evidence within the field. Where possible, we have
included these resources and integrated them into the narrative.

It is anticipated that the fields of patient safety and patient engagement in primary care will
continue to outpace our ability to identify, review, and synthesize the evidence during our work
and that our interventions themselves will emerge at a time of increased readiness for change in
the health care landscape. In addition, multiple initiatives are competing for provider and
practice attention for implementing change at the practice level. Coupled, these forces may
affect Guide development and dissemination, as well as practice recruitment efforts for field
testing the Guide.

Strategies to mitigate the impact of competing priorities and environmental pressures include
maintaining awareness of competing initiatives and looking for areas of synergy where
appropriate. Our project team members are actively engaged in other projects within the fields of
patient safety and patient and family engagement, including the Centers for Medicare and
Medicaid Innovations Transforming Clinical Practice Initiative and the Centers for Medicare &
Medicaid Services next iteration of Partnership for Patients.
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These initiatives focus on improving patient outcomes with clinical transformation in the practice
environment through engagement of patients and families. Dissemination of the Guide case
studies, interventions, and implementation strategies within the full Guide are happening early in
the development of these initiatives. This approach presents significant opportunities to have our
work incorporated into these large-scale demonstration and implementation projects.

Implication 2: Engagement Interventions Need To Focus on the
Patient as Change Agent

Our environmental scan found a significant body of work on approaches to engage patients and
families in their care. Those interventions that also aimed to improve patient safety were targeted
toward changing the patient’s individual behaviors. These include interventions to encourage
patients to speak up, ask questions, maintain and carry comprehensive medication lists, and act
as a champion for safety and quality in their own care. Challenges in patient adoption of these
interventions stem from vulnerability of the patient, illness, literacy and health literacy,
activation, empowerment, and confidence to speak up.

For Guide development, we will need to ensure that we provide guidelines and implementation
strategies for each stakeholder in the model of safety to support adoption. Patient-focused
materials will also need recommendations and guidelines for providers and practice staff in how
to support patients in adopting these tools and interventions as part of complex behavior change
activities. This approach will require additional development to complement existing materials
revealed during the scan.

Implication 3: Education Alone Is Unsustainable

The preponderance of evidence revealed during our environmental scan included “education” as
a key driver in behavior change to improve patient safety by engaging patients and families.
Evidence and experience in patient safety, however, demonstrate the limitations of education to
support widespread adoption of health behaviors or to integrate sustainable programs, processes,
and practices into daily workflow.?"®

Implications for the Guide development process include bringing our human factors and safety
specialists, health behavior change experts, and adult learning specialists together with our
patients and primary care providers and practice staff to build robust processes to support
adoption in practice. Feasibility of implementation will be guided by practice stakeholders and
experts in establishing patient-centered medical homes.

Our Technical Expert Panel will also engage in development efforts, lending their experience
and expertise to the work. This innovative and comprehensive approach to intervention and
Guide development should yield sustainable processes and practices for patients, family
members, providers, and practices to adopt to improve patient safety.

Implication 4: Evidence Is Limited on Usability of Identified Resources

While the environmental scan identified more than 300 tools, toolkits, interventions, and
resources to support improvement of patient and family engagement and patient safety in
primary care, usability of these approaches varied quite a bit. We found the strongest evidence
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of usability in tools and toolkits that were multifocal and provided several methods and
mediums from which providers, practice staff, and patients could learn how to use and adopt
the tools in practices.

To overcome issues with end-user adoption of the interventions developed as part of the Guide,
our Guide development team will use a multimodal strategy for reviewing the interventions with
all three stakeholder groups (patients, providers, and practice staff). We will identify barriers and
facilitators of adoption in practice and will validate our assumptions with these stakeholders in a
process of participatory action.”’"?’® Our team’s experiences with these approaches, coupled
with the opportunity to engage experts in health care complexity, influence, simulation, behavior
change, human factors, and usability, should yield sustainable and usable interventions.

Implication 5: Health Equity and Literacy Need To Be Addressed

Health literacy is a major concern affecting usability of the tools, techniques, and resources
identified, but few of the materials we reviewed for this scan were at a literacy level or health
literacy level that would influence adoption for many of AHRQ’s priority populations. An
additional consideration for our Guide is that one size does not and will not fit all, especially
when we consider the diversity of the patients and families who will use it.

To overcome this potential gap, special consideration from a health equity perspective will be
given. The goal will be to understand the end users (race/ethnicity, age, gender, sexual
orientation, social status, place of residence, educational attainment, etc.) and their unique needs
in terms of how the Guide would realistically serve them.

The Guide (and interventions) will need to be adapted to address specific population groups’
needs and circumstances in order for the Guide to have its intended and optimal impact, fairly
and equally for all users. Our team of subject matter experts includes expertise in health equity,
literacy, and community action at the patient level and the scientific perspective. Efforts to
develop culturally sensitive and appropriate approaches to reaching patients at all literacy levels
will be considered.

Next Steps

Over the coming months, we will continue to work with our project partners, AHRQ team, and
Technical Expert Panel members to identify and prioritize interventions to include in the Guide
to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families. The
field of patient safety in primary care continues to evolve. Our work is emerging at a time of
tremendous transformation within the health care system as organizations across the country take
up the banner of population health.?”® %

At no other time in history has primary care been so central to the long-term sustainability of our
population’s health. Our model (Figure 4) will aid in translating our thinking of patient safety in
primary care and will guide our efforts to ensure that each intervention selected addresses the
needs of patients and families, primary care providers, and practice staff. Our team will remain
vigilant in efforts to be informed of changes in policy and practice in the primary care domain to
promote interventions that are feasible, achievable, and sustainable.

Environmental Scan Report 39






Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

References

1.

10.

11.

12.

13.

14.

15.

16.

17.

18.

Carman KL, Dardess P, Maurer M, et al. Patient and family engagement: a framework for understanding the
elements and developing interventions and policies. Health Aff (Millwood) 2013;32(2):223-31.
http://content.healthaffairs.org/content/32/2/223. Accessed December 8, 2016.

Partnering to improve quality and safety: a framework for working with patient and family advisors. Chicago,
IL: Health Research & Educational Trust; March 2015. http://www.hpoe.org/resources/hpoehretaha-
guides/1828. Accessed December 8, 2016.

American Hospitals Association. 2012 Committee on Research. Engaging health care users: a framework for
healthy individuals and communities. Chicago, IL: American Hospital Association; January 2013.
http://www.aha.org/engaging-healthcare-users. Accessed December 8, 2016.

Scholle S, Torda P, Peikes D, et al. Engaging patients and families in the medical home. Rockville, MD:
Agency for Healthcare Research and Quality; June 2010. AHRQ Publication No. 10-0083-EF.
http://pcmh.ahrg.gov/sites/default/files/attachments/Engaging Patients and Families in the Medical Home.pdf.
Accessed December 8, 2016.

Institute of Medicine. Crossing the quality chasm: a new health system for the 21st century. Washington, DC:
National Academies Press; 2001.

Herrin J, Harris KG, Kenward K, et al. Patient and family engagement: a survey of U.S. hospital practices. BMJ
Qual Saf 2016 Mar;25(3):182-9. https://www.ncbi.nIm.nih.gov/pmc/articles/PMC4789699/. Accessed
December 8, 2016.

Smith KM, Hatlie MJ, Mayer DB, et al.. A 10-year journey engaging patients in patient safety education,
research, and improvement [abstract]. In: International Society for Communication Science and Medicine; 2015
Jun 15; Montecatini Terme, Italy; SP57, p. 36.
https://staticl.squarespace.com/static/561c0d01e4b0b5ad2e65cc48/t/561d44dfe4b089431662d174/1444758751
213/LibrettoProgramma.pdf. Accessed December 8, 2016.

Guide to Patient and Family Engagement in Hospital Quality and Safety. Rockville, MD: Agency for
Healthcare Research & Quality; June 2013.
http://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/quide.html. Accessed December 8 , 2016.
Lewis BM. PFACs: where’s the money? The financial impact on hospitals. Southlake, TX: The Beryl Institute;
2014. http://www.ipfcc.org/advance/topics/beryl-inst-patient-exp-research-rpt.pdf. Accessed December 8, 2016.
Kushner C, Davis D. Improving safety: engaging with patients and families makes a difference! Healthc Q
2014;17 Spec No:41-44. http://www.ncbi.nIm.nih.gov/pubmed/25344615. Accessed December 8, 2016.

Patient engagement, patient safety, and quality of care. Health Aff (Millwood) 2013;32(2):432-5.
http://content.healthaffairs.org/content/32/2/432. Accessed December 8, 2016.

Pronovost PJ, Goeschel CA, Marsteller JA, et al. Framework for patient safety research and improvement.
Circulation 2009;119(2):330-7. http://circ.ahajournals.org/content/119/2/330.long. Accessed December 8, 2016.
Pronovost PJ, Berenholtz SM, Needham DM. Translating evidence into practice: a model for large scale
knowledge translation. BMJ 2008 Oct 6;337:a1714. doi:10.1136/bmj.a1714.

Kottke TE, Solberg LI, Nelson AF, et al. Optimizing practice through research: a new perspective to solve an
old problem. Ann Fam Med 2008;6(5):459-62. doi:10.1370/afm.862.

Graham P, Evitts T, Thomas-MacLean R. Environmental scans: how useful are they for primary care research?
Can Fam Physician 2008;54(7):1022-3.
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=2464800&tool=pmcentrez&rendertype=abstract.
Accessed December 8, 2016.

Solberg LI, Elward KS, Phillips WR, et al. How can primary care cross the quality chasm? Ann Fam Med
7(2):164-9. doi:10.1370/afm.951.

Agency for Healthcare Research and Quality. PSNet Glossary. Patient Safety. https://psnet.ahrg.gov/glossary/p.
Accessed December 8, 2016.

Maurer M, Dardess P, Carman K, et al.. Guide to patient and family engagement: environmental scan report.
(Prepared by American Institutes for Research under Contract HHSA 290-200-600019). Rockville, MD;
Agency for Healthcare Research and Quality; May 2012. AHRQ Publication No. 12-0042-EF.
http://www.ahrg.gov/sites/default/files/wysiwyg/research/findings/final-reports/ptfamilyscan/ptfamilyscan.pdf.
Accessed December 8, 2016.

Environmental Scan Report 41


http://content.healthaffairs.org/content/32/2/223
http://www.hpoe.org/resources/hpoehretaha-guides/1828
http://www.hpoe.org/resources/hpoehretaha-guides/1828
http://www.aha.org/engaging-healthcare-users
http://pcmh.ahrq.gov/sites/default/files/attachments/Engaging%20Patients%20and%20Families%20in%20the%20Medical%20Home.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4789699/
http://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/guide.html
http://www.ipfcc.org/advance/topics/beryl-inst-patient-exp-research-rpt.pdf
http://www.ncbi.nlm.nih.gov/pubmed/25344615
http://content.healthaffairs.org/content/32/2/432
http://circ.ahajournals.org/content/119/2/330.long
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=2464800&tool=pmcentrez&rendertype=abstract
https://psnet.ahrq.gov/glossary/p
http://www.ahrq.gov/sites/default/files/wysiwyg/research/findings/final-reports/ptfamilyscan/ptfamilyscan.pdf
https://static1.squarespace.com/static/561c0d01e4b0b5ad2e65cc48/t/561d44dfe4b089431662d174/1444758751

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.
29.
30.
31.
32.
33.
34.
35.

36.

37.

38.

39.

40.

42

Ricci-Cabello I, Gonc¢alves DC, Rojas-Garcia A, et al. Measuring experiences and outcomes of patient safety in
primary care: a systematic review of available instruments. Fam Pract 2015;32(1):106-19.
doi:10.1093/fampra/cmu052.

Agency for Healthcare Research and Quality. AHRQ Centers for Primary Care Practice-Based Research and
Learning. http://www.ahrg.gov/professionals/systems/primary-care/rescenters/index.html. Accessed December
8, 2016.

Arksey H, O’Malley L. Scoping studies: towards a methodological framework. Int J Soc Res Methodol
2005;8:19-32.

Brien SE, Lorenzetti DL, Lewis S, et al. Overview of a formal scoping review on health system report cards.
Implement Sci 2010;5(1):2. doi:10.1186/1748-5908-5-2.

Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the methodology. Implement Sci 2010;5:69.
d0i:10.1186/1748-5908-5-69.

Daudt HML, van Mossel C, Scott SJ. Enhancing the scoping study methodology: a large, inter-professional
team’s experience with Arksey and O’Malley’s framework. BMC Med Res Methodol 2013;13:48.
d0i:10.1186/1471-2288-13-48.

McDonald J, McKinlay E, Keeling S, et al. How family carers engage with technical health procedures in the
home: a grounded theory study. BMJ Open 2015;5(7):e007761. doi:10.1136/bmjopen-2015-007761.

Tanon AA, Champagne F, Contandriopoulos A-P, et al. Patient safety and systematic reviews: finding papers
indexed in MEDLINE, Embase and CINAHL. Qual Saf Health Care 2010;19(5):452-61.
doi:10.1136/gshc.2008.031401.

Guide to Patient and Family Engagement in Hospital Quality and Safety.Rockville, MD: Agency for Healthcare
Research & Quality; June 2013.
http://www.ahrg.gov/professionals/systems/hospital/engagingfamilies/index.html. Accessed December 8, 2016.
Pronovost P, Berenholtz S, Needham D. Translating evidence into practice: a model for large scale knowledge
translation. BMJ 2008 Oct;337:963-5. doi:10.1136/bmj.a1714.

Sheikh K, Gilson L, Agyepong IA, et al. Building the field of health policy and systems research: framing the
questions. PLoS Med 2011;8(8):1001073. doi:10.1371/journal.pmed.1001073.

Stoto MA, Holve E, Savitz L, et al. Analytical Methods for Learning Health Systems. EDM Forum webinar;
September 9, 2014. http://repository.edm-forum.org/webinars/15/. Accessed December 8, 2016.

Sharek PJ, Parry G, Goldmann D, et al. Performance characteristics of a methodology to quantify adverse
events over time in hospitalized patients. Health Serv Res 2011;46(2):654-78. doi:10.1111/j.1475-
6773.2010.01156.x.

Yin RK. Case study research: design and methods. 5th ed. Washington, DC: SAGE Publications; 2014.

Patton MQ. Qualitative research and evaluation methods. 3rd ed. Washington, DC: SAGE Publications; 2015.
Lingard L, Albert M, Levinson W. Grounded theory, mixed methods and action research. BMJ Qual Saf
2008;337:459-61.

Kennedy TJT, Lingard LA. Making sense of grounded theory in medical education. Med Educ 2006;40(2):101-
8. d0i:10.1111/j.1365-2929.2005.02378.x.

Plsek PE, Greenhalgh T. Complexity science: the challenge of complexity in health care. BMJ
2001;323(7313):625-8.
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1121189&tool=pmcentrez&rendertype=abstract.
Accessed December 8, 2016.

Singh H, Sittig DF. Advancing the science of measurement of diagnostic errors in healthcare: the Safer Dx
framework. BMJ Qual Saf 2015;24(2):103-10. doi:10.1136/bmjqgs-2014-003675.

Singh H, Giardina TD, Meyer AN, et al. Types and origins of diagnostic errors in primary care settings. JAMA
Intern Med 2013;173(6):418-25. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3690001/. Accessed
December 9, 2016.

Khoo EM, Lee WK, Sararaks S, et al. Medical errors in primary care clinics—a cross sectional study. BMC
Fam Pract 2012;13:127. https://www.ncbi.nlm.nih.gov/pmc/articlessPMC3565960/. Accessed December 9,
2016.

Shekelle PG, Sarkar U, Shojania K, et al. Patient safety in ambulatory settings. Technical Brief No.
27.(Prepared by RAND Southern California Evidence-based Practice Center, University of California, San
Francisco, Stanford University, and University of Toronto under Contract No. 290-2015-00010-1.) Rockville,
MD: Agency for Healthcare Research and Quality; October 2016. AHRQ Publication No. 16(17)-EHCO033-EF.
https://www.effectivehealthcare.ahrg.gov/search-for-guides-reviews-and-
reports/?pageaction=displayproduct&productID=2322. Accessed December 9, 2016.

Environmental Scan Report


http://www.ahrq.gov/professionals/systems/primary-care/rescenters/index.html
http://www.ahrq.gov/professionals/systems/hospital/engagingfamilies/index.html
http://repository.edm-forum.org/webinars/15/
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1121189&tool=pmcentrez&rendertype=abstract
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3690001/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3565960/
https://www.effectivehealthcare.ahrq.gov/search-for-guides-reviews-and-reports/?pageaction=displayproduct&productID=2322
https://www.effectivehealthcare.ahrq.gov/search-for-guides-reviews-and-reports/?pageaction=displayproduct&productID=2322

41.

42,

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

Lucian Leape Institute. Safety is personal: partnering with patients and families for the safest care. Boston:
National Patient Safety Foundation; 2014. http://www.npsf.org/?page=safetyispersonal. Accessed December 9,
2016.

Hernan AL, Giles SJ, O’Hara JK, et al. Developing a primary care patient measure of safety (PC PMOS): a
modified Delphi process and face validity testing. BMJ Qual Saf 2016 Apr;25(4):273-80. doi:10.1136/bmjgs-
2015-004268.

Daker-White G, Hays R, McSharry J, et al. Blame the patient, blame the doctor or blame the system? A meta-
synthesis of qualitative studies of patient safety in primary care. PLoS One 2015;10(8):0128329.
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0128329. Accessed December 9, 2016.

Giles S, Panagioti M, Hernan A, et al. Contributory factors to patient safety incidents in primary care: protocol
for a systematic review. Syst Rev 2015;4:63. https://www.nchi.nlm.nih.gov/pmc/articles/PMC4425920/.
Accessed December 9, 2016.

Verstappen W, Gaal S, Bowie P, et al. A research agenda on patient safety in primary care. Recommendations
by the Linneaus collaboration on patient safety in primary care. Eur J Gen Pract 2015 Sep;21 Suppl:72-7.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828615/. Accessed December 9, 2016.

Klemp K, Dovey S, Valderas JM, et al. Developing a patient safety incident classification system for primary
care. A literature review and Delphi-survey by the Linneaus collaboration on patient safety in primary care. Eur
J Gen Pract 2015;21 Suppl:35-8. doi:10.3109/13814788.2015.1043723.

Nurek M, Kostopoulou O, Delaney BC, et al. Reducing diagnostic errors in primary care. A systematic meta-
review of computerized diagnostic decision support systems by the LINNEAUS collaboration on patient safety
in primary care. Eur J Gen Pract. 2015;21 Suppl:8-13.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828626/. Accessed December 9, 2016.

Hernan AL, Giles SJ, Fuller J, et al. Patient and carer identified factors which contribute to safety incidents in
primary care: a qualitative study. BMJ Qual Saf 2015;24:583-93.
http://qualitysafety.bmj.com/content/24/9/583.abstract. Accessed December 9, 2016.

Hannawa AF. Heuristic thinking: interdisciplinary perspectives on medical error. J Public Health Res
2013;2(3):e22. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4147747/. Accessed December 9, 2016.

Singh H, Giardina TD, Meyer AN, et al. Types and origins of diagnostic errors in primary care settings. JAMA
Intern Med 2013;173(6):418-25. doi:10.1001/jamainternmed.2013.2777.

Tilyard M, Dovey S, Hall K. Avoiding and fixing medical errors in general practice: prevention strategies
reported in the Linnaeus Collaboration’s Primary Care International Study of Medical Errors. N Z Med J
2005;118(1208):U1264. http://www.ncbi.nlm.nih.gov/pubmed/15682216. Accessed December 9, 2016.

Kirk S, Parker D, Claridge T, et al. Patient safety culture in primary care: developing a theoretical framework
for practical use. Qual Saf Health Care 2007;16(4):313-20. doi:10.1136/qshc.2006.018366.

Schwappach DLB, Gehring K, Battaglia M, et al. Threats to patient safety in the primary care office: concerns
of physicians and nurses. Swiss Med Wkly 2012,

Beasley JW, Wetterneck TB, Temte J, et al. Information chaos in primary care: implications for performance
and patient safety. J Am Board Fam Med 2011;24(6):745-51. http://www.ncbi.nlm.nih.gov/pubmed/22086819.
Accessed December 9, 2016.

Frigola-Capell E, Pareja-Rossell C, Gens-Barber M, et al. Quality indicators for patient safety in primary care.
A review and Delphi-survey by the LINNEAUS collaboration on patient safety in primary care. Eur J Gen Pract
2015;21(sup1):31-34. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828619/. Accessed December 9, 2016.
Esmail A, Valderas JM, Verstappen W, et al. Developing a research agenda for patient safety in primary care.
Background, aims and output of the LINNEAUS collaboration on patient safety in primary care. Eur J Gen Pr
2015;21 Suppl 3-7. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828593/. Accessed December 9, 2016.
Agency for Healthcare Research and Quality. 20 Tips to Help Prevent Medical Errors: Patient Fact Sheet. 2011.
https://archive.ahrg.gov/patients-consumers/care-planning/errors/20tips/index.html. Accessed December 9,
2016.

Kwan JL, Cram P, Boland P, et al. Taking charge of your healthcare: your path to being an empowered patient.
http://www.patientsafety.org/take-charge.html. Accessed January 26, 2017.

Agency for Healthcare Research and Quality. Five Steps to Safer Health Care: Patient Fact Sheet. 2004.
https://archive.ahrg.gov/patients-consumers/care-planning/errors/5steps/index.html. Accessed December 9,
2016.

Al-Ageel S, Al-Sabhan J, Altiner A, et al. Communicating about health care: observations from persons who are
deaf or hard of hearing. Cochrane Database Syst Rev 2015;11(3):CD000011. doi:10.1186/1748-5908-8-69
[doi].

Environmental Scan Report 43


http://www.npsf.org/?page=safetyispersonal
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0128329
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4425920/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828615/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828626/
http://qualitysafety.bmj.com/content/24/9/583.abstract
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4147747/
http://www.ncbi.nlm.nih.gov/pubmed/15682216
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828619/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828593/
https://archive.ahrq.gov/patients-consumers/care-planning/errors/20tips/index.html
http://www.patientsafety.org/take-charge.html
https://archive.ahrq.gov/patients-consumers/care-planning/errors/5steps/index.html
http://www.ncbi.nlm.nih.gov/pubmed/22086819

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

61.

62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

44

Agency for Healthcare Research & Quality. Questions To Ask Your Doctor http://www.ahrg.gov/patients-
consumers/patient-involvement/ask-your-doctor/index.html. Accessed December 9, 2016.

Kurapati R. Hospital checklist: the 12 questions every patient should ask doctors and nurses. Slate 2015 Jul 13.
http://www.slate.com/articles/health_and_science/medical_examiner/2015/07/hospital_checklist_guestions_pati
ents_should_ask on_admission_discharge.html. Accessed December 9, 2016.

Agency for Healthcare Research & Quality. Questions Are the Answer. http://www.ahrg.gov/health-care-
information/topics/topic-questions-are-the-answer.html. Accessed December 9, 2016.

Agency for Healthcare Research and Quality. Patient Notepad Improves Communication With Physicians,
Including Likelihood of Having Questions Answered. 2009. https://innovations.ahrg.gov/profiles/patient-
notepad-improves-communication-physicians-including-likelihood-having-questions. Accessed December 9,
2016.

The National Patient Safety Foundation. National Agenda for Action: Patients and Families in Patient Safety.
2008. http://c.ymcdn.com/sites/www.npsf.org/resource/collection/ABAB3CA8-4E0A-41C5-A480-
6DE8B793536C/Nothing_About_Me.pdf. Accessed December 9, 2016.

McTiernan P, Wachter RM, Meyer GS, et al. Patient safety is not elective: a debate at the NPSF Patient Safety
Congress. BMJ Qual Saf 2015;24(2):162-6. doi:10.1136/bmjqgs-2014-003429.

Harrison R, Walton M, Manias E, et al. The missing evidence: a systematic review of patients’ experiences of
adverse events in health care. Int J Qual Health Care 2015;27(6):423-41.
http://intghc.oxfordjournals.org/content/27/6/424.l1ong. Accessed December 9, 2016.

Medication Safety. Brown Bag Toolkit. http://ohiohospitals.org/Patient-Safety-Quality/Ohio-Patient-Safety-
Institute-%280PS1%29/Professional-Resources/Medication-Safety.aspx. Accessed January 26, 2017.

Institute for Safe Medication Practices. Universal Medication Form.
http://patientsafetyauthority.org/NewsAndInformation/Brochures/Documents/Universal%20Medication%20For
m.pdf. Accessed January 26, 2017.

Garfield S, Barber N, Walley P, et al. Quality of medication use in primary care - mapping the problem,
working to a solution: a systematic review of the literature. BMC Med 2009;7(1):50. doi:10.1186/1741-7015-7-
50.

Barry MJ, Edgman-Levitan S. Shared decision making - the pinnacle of patient-centered care. N Engl J Med
2012;366(9):780-1. http://www.nejm.org/doi/full/10.1056/NEJMp1109283. Accessed December 9, 2016.
Elwyn G, Frosch D, Thomson R, et al. Shared decision making: a model for clinical practice. J Gen Intern Med
2012;27(10):1361-7. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3445676/. Accessed December 9, 2016.
Agency for Healthcare Research and Quality. The SHARE Approach: Essential Steps of Shared Decision
Making: Expanded Reference Guide With Sample Conversation Starters. Workshop Curriculum: Tool 2.
http://www.ahrg.gov/sites/default/files/wysiwyg/professionals/education/curriculum-
tools/shareddecisionmaking/tools/tool-2/share-tool2.pdf. Accessed December 9, 2016.

Donahue M, Miller M, Smith L, et al. A leadership initiative to improve communication and enhance safety.
Am J Med Qual 2011;26(3):206-11. doi:10.1177/1062860610387410.

Freitag M, Carroll VS. Handoff communication: using failure modes and effects analysis to improve the
transition in care process. Qual Manag Health Care 2011;20(2):103-9. doi:10.1097/QMH.0b013e3182136f58.
Stead K, Kumar S, Schultz TJ, et al. Teams communicating through STEPPS. Med J Aust 2009;190(11
Suppl):S128-32. http://www.ncbi.nIm.nih.gov/pubmed/19485861. Accessed December 9, 2016.

Gittell JH, Beswick J, Goldmann D, et al. Teamwork methods for accountable care. Health Care Manage Rev
2015;40(2):116-25. d0i:10.1097/HMR.0000000000000021.

Weaver R. Seeking high reliability in primary care: leadership, tools, and organization. Health Care Manage
Rev 2015;40(3):183-92. http://www.ncbi.nlm.nih.gov/pubmed/24787749. Accessed December 9, 2016.
Maatouk-Burmann B, Ringel N, Spang J, et al. Improving patient communication: results of a randomized
controlled trial. Patient Educ Couns 2016;99(1):117-24. http://www.ncbi.nlm.nih.gov/pubmed/26490488.
Accessed December 9, 2016.

Miller WL, Crabtree BF, Nutting PA, et al. Primary care practice development: a relationship-centered
approach. Ann Fam Med 2010;8(Suppl 1):S68-79; S92.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2885724/. Accessed December 9, 2016.

Hull M. Medical language proficiency: a discussion of interprofessional language competencies and potential
for patient risk. Int J Nurs Stud 2016 Feb;54:158-72. DOI:10.1016/j.ijnurstu.2015.02.015. Epub 2015 Mar 20.
Rhodes P, Sanders C, Campbell S. Relationship continuity: when and why do primary care patients think it is
safer? Br J Gen Pract 2014,64(629):e758-64. doi:10.3399/bjgp14X682825.

Environmental Scan Report


http://www.ahrq.gov/patients-consumers/patient-involvement/ask-your-doctor/index.html
http://www.ahrq.gov/patients-consumers/patient-involvement/ask-your-doctor/index.html
http://www.slate.com/articles/health_and_science/medical_examiner/2015/07/hospital_checklist_questions_patients_should_ask_on_admission_discharge.html
http://www.slate.com/articles/health_and_science/medical_examiner/2015/07/hospital_checklist_questions_patients_should_ask_on_admission_discharge.html
http://www.ahrq.gov/health-care-information/topics/topic-questions-are-the-answer.html
http://www.ahrq.gov/health-care-information/topics/topic-questions-are-the-answer.html
https://innovations.ahrq.gov/profiles/patient-notepad-improves-communication-physicians-including-likelihood-having-questions
https://innovations.ahrq.gov/profiles/patient-notepad-improves-communication-physicians-including-likelihood-having-questions
http://c.ymcdn.com/sites/www.npsf.org/resource/collection/ABAB3CA8-4E0A-41C5-A480-6DE8B793536C/Nothing_About_Me.pdf
http://c.ymcdn.com/sites/www.npsf.org/resource/collection/ABAB3CA8-4E0A-41C5-A480-6DE8B793536C/Nothing_About_Me.pdf
http://intqhc.oxfordjournals.org/content/27/6/424.long
http://ohiohospitals.org/Patient-Safety-Quality/Ohio-Patient-Safety-Institute-%28OPSI%29/Professional-Resources/Medication-Safety.aspx
http://ohiohospitals.org/Patient-Safety-Quality/Ohio-Patient-Safety-Institute-%28OPSI%29/Professional-Resources/Medication-Safety.aspx
http://patientsafetyauthority.org/NewsAndInformation/Brochures/Documents/Universal%20Medication%20Form.pdf
http://patientsafetyauthority.org/NewsAndInformation/Brochures/Documents/Universal%20Medication%20Form.pdf
http://www.nejm.org/doi/full/10.1056/NEJMp1109283
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3445676/
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-2/share-tool2.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-2/share-tool2.pdf
http://www.ncbi.nlm.nih.gov/pubmed/19485861
http://www.ncbi.nlm.nih.gov/pubmed/24787749
http://www.ncbi.nlm.nih.gov/pubmed/26490488
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2885724/
https://dx.doi.org/10.1016/j.ijnurstu.2015.02.015

83.

84.

85.

86.

87.

88.

89.

90.

9L

92.

93.

94.

95.

96.

97.

98.

99.

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

Baker R, Willars J, McNicol S, et al. Primary care quality and safety systems in the English National Health
Service: a case study of a new type of primary care provider. J Health Serv Res Policy 2013;19(1):34-41.
DOI:10.1177/1355819613500664.

Bowie P, Halley L, Blamey A, et al. Qualitative evaluation of the Safety and Improvement in Primary Care
(SIPC) pilot collaborative in Scotland: perceptions and experiences of participating care teams. BMJ Open
2016;6(1):009526. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4735198/. Accessed December 9, 2016.
Pathways for Patient Safety: Module One: Working as a Team. Chicago, IL: Health Research & Educational
Trust; 2008. http://www.hret.org/quality/projects/resources/working_as_a_team.pdf. Accessed December 9,
2016.

Delbanco T, Walker J, Darer JD, et al. Open notes: doctors and patients signing on. Ann Intern Med
2010;153(2):121-5. doi:10.7326/0003-4819-153-2-201007200-00008.

Leveille SG, Walker J, Ralston JD, et al. Evaluating the impact of patients’ online access to doctors’ Visit notes:
designing and executing the OpenNotes project. BMC Med Inform Decis Mak 2012;12:32. doi:10.1186/1472-
6947-12-32.

Delbanco T, Walker J, Bell SK, et al. Inviting patients to read their doctors’ notes: a quasi-experimental study
and a look ahead. Ann Intern Med 2012;157(7):461-70.
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC3908866/. Accessed December 9, 2016.

Bell SK, Folcarelli PH, Anselmo MK, et al. Connecting patients and clinicians: the anticipated effects of Open
Notes on patient safety and quality of care. Jt Comm J Qual Patient Saf 2015;41(8):378-84.
http://www.ncbi.nIm.nih.gov/pubmed/26215527. Accessed December 9, 2016.

Esch T, Mejilla R, Anselmo M, et al. Engaging patients through open notes: an evaluation using mixed
methods. BMJ Open 2016;6(1):e010034. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4735137/. Accessed
December 9, 2016.

Elwyn G, Lloyd A, Joseph-Williams N, et al. Option Grids: shared decision making made easier. Patient Educ
Couns 2013;90(2):207-12. doi:10.1016/j.pec.2012.06.036.

Marrin K, Brain K, Durand MA, et al. Fast and frugal tools for shared decision-making: how to develop Option
Grids. Eur J Pers Centered Healthc 2013;1(1):240-5. http://optiongrid.org/uploads/publications/Marrin-Fast-
and-Frugal-Tools.pdf. Accessed December 9, 2016.

Elwyn G, Pickles T, Edwards A, et al. Supporting shared decision making using an Option Grid for
osteoarthritis of the knee in an interface musculoskeletal clinic: a stepped wedge trial. Patient Educ Couns 2015.
d0i:10.1016/j.pec.2015.10.011.

Neal W. Patient education: better patient education for improved engagement and compliance. Middleton, MA:
Patient Safety & Quality Healthcare; April 2015. http://psgh.com/march-april-2015/patient-education-better-
patient-education-for-improved-engagement-and-compliance. Accessed December 9, 2016.

Schwartz A, Weiner SJ, Binns-Calvey A, et al. Providers contextualise care more often when they discover
patient context by asking: meta-analysis of three primary data sets. BMJ Qual Saf 2016;25(3):159-63.
doi:10.1136/bmjgs-2015-004283.

Advancing Effective Communication, Cultural Competence, and Patient- and Family-Centered Care: A
Roadmap for Hospitals. Oakbrook Terrace, IL: The Joint Commission; 2010.
http://www.jointcommission.org/assets/1/6/ARoadmapforHospitalsfinalversion727.pdf. Accessed December 9,
2016.

Takata GS, Taketomo CK, Waite S. Characteristics of medication errors and adverse drug events in hospitals
participating in the California Pediatric Patient Safety Initiative. Am J Health Syst Pharm 2008;65(21):2036-44.
doi:65/21/2036 [pii]10.2146/ajhp070557.

Lainer M, Vogele A, Wensing M, et al. Improving medication safety in primary care. A review and consensus
procedure by the LINNEAUS collaboration on patient safety in primary care. Eur J Gen Pract 2015;21
Suppl:14-18. https://www.nchi.nlm.nih.gov/pmc/articles/PMC4828608/. Accessed December 9, 2016.
Schwappach DL. Risk factors for patient-reported medical errors in eleven countries. Health Expect
2014;17(3):321-31. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5060731/. Accessed December 9, 2016.

100.Carayon P, Wetterneck TB, Cartmill R, et al. Characterising the complexity of medication safety using a human

factors approach: an observational study in two intensive care units. BMJ Qual Saf 2014;23(1):56-65.
doi:10.1136/bmjgs-2013-001828.

101.Brami J. Amalberti R, Wensing M. Patient safety and the control of time in primary care: a review of the French

tempos framework by the LINNEAUS collaboration on patient safety in primary care. Eur J Gen Pract 2015;21
Suppl:45-9. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828602/. Accessed December 9, 2016.

Environmental Scan Report 45


https://dx.doi.org/10.1177/1355819613500664
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4735198/
http://www.hret.org/quality/projects/resources/working_as_a_team.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3908866/
http://www.ncbi.nlm.nih.gov/pubmed/26215527
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4735137/
http://optiongrid.org/uploads/publications/Marrin-Fast-and-Frugal-Tools.pdf
http://optiongrid.org/uploads/publications/Marrin-Fast-and-Frugal-Tools.pdf
http://www.jointcommission.org/assets/1/6/ARoadmapforHospitalsfinalversion727.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828608/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5060731/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828602/
http://psqh.com/march-april-2015/patient-education-better

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

102.Agency for Healthcare Research and Quality. VA Patients Use Waiting Room Kiosk to Enter Medication List,
Facilitating Reconciliation With Electromic Medical Record and Identifying More Discrepancies. 2007.
https://innovations.ahrg.gov/profiles/va-patients-use-waiting-room-kiosk-enter-medication-list-facilitating-
reconciliation. Accessed December 9, 2016.

103.Agency for Healthcare Research and Quality. Patient Education and Staff Training Significantly Improves
Medication Reconciliation in Outpatient Clinics. 2005. https://innovations.ahrg.gov/profiles/patient-education-
and-staff-training-significantly-improves-medication-reconciliation. Accessed December 9, 2016.

104.Nemeth LS, Wessell AM. Improving medication safety in primary care using electronic health records. J Patient
Saf 2010;6(4):238-43. PMID:21500611.

105.Kliethermes MA. Outcomes evaluation: striving for excellence in ambulatory care pharmacy practice. Am J
Health Syst Pharm 2014;71(16):1375-86. doi:10.2146/ajhp140079.

106.Keers RN, Williams SD, Cooke J, et al. Prevalence and nature of medication administration errors in health care
settings: a systematic review of direct observational evidence. Ann Pharmacother 2013;47(2):237-56.
doi:10.1345/aph.1R147.

107.Agency for Healthcare Research and Quality. Reconciliation of Patient and Provider Medication Lists Reduces
Discrepancies and Enhances Medication Safety in Physician Clinics. 2004.
https://innovations.ahrg.gov/profiles/reconciliation-patient-and-provider-medication-lists-reduces-
discrepancies-and-enhances. Ac.cessed December 9, 2016

108.Ciciriello S, Johnston RV, Osborne RH, et al. Multimedia educational interventions for consumers about
prescribed and over-the-counter medications. Cochrane Database Syst Rev 2013;4:CD008416.
d0i:10.1002/14651858.CD008416.pub2 [doi].

109.ConsumerMedSafety.org. General Advice on Safe Medication Use. http://www.consumermedsafety.org/tools-
and-resources/medication-safety-tools-and-resources/taking-your-medicine-safely/general-advice-on-safe-
medication-use. Accessed December 9, 2016.

110.Howard R, Rodgers S, Avery AJ, et al.; PINCER Trialists. Description and process evaluation of pharmacists’
interventions in a pharmacist-led information technology-enabled multicentre cluster randomised controlled
trial for reducing medication errors in general practice (PINCER trial). Int J Pharm Pract 2014;22(1):59-68.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4283977/. Accessed December 9, 2016.

111.Avery AJ, Rodgers S, Cantrill JA, et al. A pharmacist-led information technology intervention for medication
errors (PINCER): a multicentre, cluster randomised, controlled trial and cost-effectiveness analysis. Lancet
2012;379(9823):1310-9. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3328846/. Accessed December 9,
2016.

112.Avery AJ, Rodgers S, Cantrill JA, et al. Protocol for the PINCER trial: a cluster randomised trial comparing the
effectiveness of a pharmacist-led IT-based intervention with simple feedback in reducing rates of clinically
important errors in medicines management in general practices. Trials 2009;10:28.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2685134/. Accessed December 9, 2016.

113.Elliott RA, Putman KD, Franklin M, et al. Cost effectiveness of a pharmacist-led information technology
intervention for reducing rates of clinically important errors in medicines management in general practices
(PINCER). Pharmacoeconomics 2014;32(6):573-90. do0i:10.1007/s40273-014-0148-8.

114.Howard R, Rodgers S, Avery AJ, et al. Developing a generic, individualised adherence programme for chronic
medication users. Cochrane Database Syst Rev 2015;4(4):148-57. doi:10.1186/s13063-015-0672-7.

115.Schiff GD, Amato MG, Eguale T, et al. Computerised physician order entry-related medication errors: analysis
of reported errors and vulnerability testing of current systems. BMJ Qual Saf 2015;24(4):264-71.
doi:10.1136/bmjgs-2014-003555.

116.Longo DR, Hewett JE, Ge B, et al. Rural hospital patient safety systems implementation in two States. J Rural
Health 2007;23(3):189-97. d0i:10.1111/j.1748-0361.2007.00090.x.

117.0laniyan JO, Ghaleb M, Dhillon S, et al. Safety of medication use in primary care. Int J Pharm Pract
2015;23(1):3-20. doi:10.1111/ijpp.12120.

118.Agency for Healthcare Research and Quality. Working for Quality. Priorities in Action. The Patient Safety and
Clinical Pharmacy Services Collaborative (PSPC). http://www.ahrg.gov/workingforquality/pias/pspcpia.htm.
Accessed December 9, 2016.

119.Lambert BL, Centomani N, Smith KM, et al. The “Seven Pillars” response to patient safety incidents: effects on
medical liability processes and outcomes. Health Serv Res 2016 Dec;51 Suppl 3:2491-2515. doi: 10.1111/1475-
6773.12548. Epub 2016 Aug 24.

46 Environmental Scan Report


https://innovations.ahrq.gov/profiles/va-patients-use-waiting-room-kiosk-enter-medication-list-facilitating-reconciliation
https://innovations.ahrq.gov/profiles/va-patients-use-waiting-room-kiosk-enter-medication-list-facilitating-reconciliation
https://innovations.ahrq.gov/profiles/patient-education-and-staff-training-significantly-improves-medication-reconciliation
https://innovations.ahrq.gov/profiles/patient-education-and-staff-training-significantly-improves-medication-reconciliation
https://innovations.ahrq.gov/profiles/reconciliation-patient-and-provider-medication-lists-reduces-discrepancies-and-enhances
https://innovations.ahrq.gov/profiles/reconciliation-patient-and-provider-medication-lists-reduces-discrepancies-and-enhances
http://www.consumermedsafety.org/tools-and-resources/medication-safety-tools-and-resources/taking-your-medicine-safely/general-advice-on-safe-medication-use
http://www.consumermedsafety.org/tools-and-resources/medication-safety-tools-and-resources/taking-your-medicine-safely/general-advice-on-safe-medication-use
http://www.consumermedsafety.org/tools-and-resources/medication-safety-tools-and-resources/taking-your-medicine-safely/general-advice-on-safe-medication-use
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4283977/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3328846/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2685134/
http://www.ahrq.gov/workingforquality/pias/pspcpia.htm
https://www.ncbi.nlm.nih.gov/pubmed/?term=lambert+centomani
http:109.ConsumerMedSafety.org

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

120.Pathways for Patient Safety: Module Three: Creating Medication Safety. Chicago, IL: Health Research &
Educational Trust; 2008. http://www.hret.org/quality/projects/resources/creating_medication_safety.pdf.
Accessed December 9, 2016.

121.Wright E, Darer J, Tang X, et al. Sharing physician notes through an electronic portal is associated with
improved medication adherence: quasi-experimental study. J Med Internet Res 2015;17(10):e226.
https://www.nchi.nlm.nih.gov/pmc/articles/PMC4642386/. Accessed December 9, 2016.

122.Matlin OS, Kymes SM, Averbukh A, et al. Community pharmacy automatic refill program improves adherence
to maintenance therapy and reduces wasted medication. Am J Manag Care 2015;21(11):785-91.
http://www.ncbi.nlm.nih.gov/pubmed/26633252. Accessed December 9, 2016.

123.LaVela SL, Hill JN. Re-designing primary care: implementation of patient-aligned care teams. Healthc (Amst)
2014;2(4):268-74. doi:10.1016/j.hjdsi.2014.09.010.

124.Gruman J, Jeffress D, Edgman-Levitan S, et al. Supporting patient engagement in the patient-centered medical
home. Washington, DC: Center for Advancing Health; 2011.
http://www.cfah.org/file/CEAH_PACT_WhitePaper_current.pdf. Accessed December 9, 2016.

125.Agency for Healthcare Research and Quality. The SHARE Approach: Using the Teach-Back Technique: A
Reference Guide for Health Care Providers. Workshop Curriculum: Tool 6.
http://www.ahrg.gov/sites/default/files/wysiwyg/professionals/education/curriculum-
tools/shareddecisionmaking/tools/tool-6/share-tool6.pdf. Accessed December 9, 2016.

126.Ratanawongsa N, Handley MA, Quan J, et al. Quasi-experimental trial of diabetes Self-Management
Automated and Real-Time Telephonic Support (SMARTSteps) in a Medicaid managed care plan: study
protocol. BMC Health Serv Res 2012;12(1):22. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3276419/.
Accessed December 9, 2016.

127.Quifones AR, Richardson J, Freeman M, et al. Educational group visits for the management of chronic health
conditions: a systematic review. Patient Educ Couns 2014;95(1):3-29. doi:10.1016/j.pec.2013.12.021.

128.Payne RA, Abel GA, Avery AJ, et al. Response to: assessing the harms of polypharmacy requires careful
interpretation and consistent definitions. Br J Clin Pharmacol 2014;78(3):672-3.
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=4243918&tool=pmcentrez&rendertype=abstract.
Accessed December 9, 2016.

129.Akbarov A, Kontopantelis E, Sperrin M, et al. Primary care medication safety surveillance with integrated
primary and secondary care electronic health records: a cross-sectional study. Drug Saf 2015;38(7):671-82.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4486763/. Accessed December 9, 2016.

130.Pretorius RW, Gataric G, Swedlund SK, et al. Reducing the risk of adverse drug events in older adults. Am Fam
Physician 2013;87(5):331-6. http://www.aafp.org/afp/2013/0301/p331.html. Accessed December 9, 2016.

131.Singh H, Meyer AN, Thomas EJ. The frequency of diagnostic errors in outpatient care: estimations from three
large observational studies involving U.S. adult populations. BMJ Qual Saf 2014;23(9):727-31.
d0i:10.1136/bmjgs-2013-002627.

132.Gibson R, Singh JP. Wall of silence: the untold story of the medical mistakes that kill and injure millions of
Americans. Washington, DC: LifeLine Press; 2003.

133.Khoo EM, Sararaks S, Lee WK, et al. Reducing medical errors in primary care using a pragmatic complex
intervention. Asia Pac J Public Health 2015;27(6):670-7. doi:10.1177/1010539514564007.

134.McDonald KM, Matesic B, Contopoulos-loannidis DG, et al. Patient safety strategies targeted at diagnostic
errors: a systematic review. Ann Intern Med 2013;158(5 Pt 2):381-9.
http://annals.org/aim/article/1656430/patient-safety-strategies-targeted-diagnostic-errors-systematic-review.
Accessed December 9, 2016.

135.Schiff GD, Puopolo AL, Huben-Kearney A, et al. Primary care closed claims experience of Massachusetts
malpractice insurers. JAMA Intern Med 173(22):2063-8.
http://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1741891. Accessed December 9, 2016.

136.Singh H, Graber M. Reducing diagnostic error through medical home-based primary care reform. JAMA
2010;304(4):463-4. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3120138/. Accessed December 9, 2016.

137.Graber ML. The incidence of diagnostic error in medicine. BMJ Qual Saf 2013;22 Suppl 2(Suppl 2):ii21-7.
d0i:10.1136/bmjgs-2012-001615.

138.Ely JW, Kaldjian LC, D’ Alessandro DM. Diagnostic errors in primary care: lessons learned. J Am Board Fam
Med 2012;25(1):87-97. http://www.jabfm.org/content/25/1/87.full. Accessed December 9, 2016.

139.Zwaan L, Schiff GD, Singh H. Advancing the research agenda for diagnostic error reduction. BMJ Qual Saf
2013;22(Suppl 2):ii52-7. doi:10.1136/bmjgs-2012-001624.

Environmental Scan Report 47


http://www.hret.org/quality/projects/resources/creating_medication_safety.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4642386/
http://www.ncbi.nlm.nih.gov/pubmed/26633252
http://www.cfah.org/file/CFAH_PACT_WhitePaper_current.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-6/share-tool6.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-6/share-tool6.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3276419/
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=4243918&tool=pmcentrez&rendertype=abstract
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4486763/
http://www.aafp.org/afp/2013/0301/p331.html
http://annals.org/aim/article/1656430/patient-safety-strategies-targeted-diagnostic-errors-systematic-review
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3120138/
http://www.jabfm.org/content/25/1/87.full
http://jamanetwork.com/journals/jamainternalmedicine/fullarticle/1741891

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

140.Singh H, Giardina TD, Forjuoh SN, et al. Electronic health record-based surveillance of diagnostic errors in
primary care. BMJ Qual Saf 2012;21(2):93-100. doi:10.1136/bmjgs-2011-000304.

141.McDonald KM, Bryce CL, Graber ML. The patient is in: patient involvement strategies for diagnostic error
mitigation. BMJ Qual Saf 2013;22(Suppl 2):ii33-9. doi:10.1136/bmjgs-2012-001623.

142.Goyder CR, Jones CH, Heneghan CJ, et al. Missed opportunities for diagnosis: lessons learned from diagnostic
errors in primary care. Br J Gen Pract 2015;65(641):e838-44.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4655738/. Accessed December 9, 2016.

143.Balla J, Heneghan C, Goyder C, et al. Identifying early warning signs for diagnostic errors in primary care: a
qualitative study. BMJ Open 2012;2(5). https://www.ncbi.nIm.nih.gov/pmc/articles/PMC3467597/. Accessed
December 9, 2016.

144. Thammasitboon S, Thammasitboon S, Singhal G. System-related factors contributing to diagnostic errors. Curr
Probl Pediatr Adolesc Health Care 2013;43(9):242-7. doi:10.1016/j.cppeds.2013.07.004.

145.Lucchiari C, Pravettoni G. The role of patient involvement in the diagnostic process in internal medicine: a
cognitive approach. Eur J Intern Med 2013;24(5):411-5. doi:10.1016/j.ejim.2013.01.022.

146.Be more involved in your health care: tips for patients. Rockville, MD: Agency for Healthcare Research and
Quality; August 2011. AHRQ Publication No. 10(11)-0094-A.
http://www.ahrg.gov/sites/default/files/publications/files/beinvolved.pdf. Accessed December 9, 2016.

147.1égaré F, Stacey D, Turcotte S, et al. Innovations for improving the adoption of shared decision making by
healthcare professionals. Cochrane Database Syst Rev 2014;15(9).
http://www.ncbi.nlm.nih.gov/pubmed/25222632.

148.Légaré F, Turcotte S, Stacy D, et al. Patients’ perceptions of sharing in decisions: a systematic review of
interventions to enhance shared decision making in routine clinical practice. Patient 2012;5(1):1-19.
http://link.springer.com/article/10.2165%2F11592180-000000000-00000. Accessed December 9, 2016.

149.Sinsky CA. Improving office practice: working smarter, not harder. Fam Pract Manag 2006;13(10):28-34.
http://www.aafp.org/fpm/2006/1100/p28.html. Accessed December 9, 2016.

150.Sinsky CA, Sinsky TA, Rajcevich E. Putting pre-visit planning into practice. Fam Pract Manag 2015;22(6):30-
3. http://www.aafp.org/fpm/2015/1100/p34.html. Accessed December 9, 2016.

151.Torrey T. Effective Patient-Doctor Communications. VeryWell. November 25, 2014.
https://www.verywell.com/effective-patient-doctor-communications-2615472.

152.Verstappen W, Gaal S, Esmail A, et al. Patient safety improvement programmes for primary care. Review of a
Delphi procedure and pilot studies by the LINNEAUS collaboration on patient safety in primary care. Eur J Gen
Pract 2015;21 Suppl:50-55. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828596/. Accessed December 9,
2016.

153.Leong KC, Chen WS, Leong KW, et al. The use of text messaging to improve attendance in primary care: a
randomized controlled trial. Fam Pract 2006 Dec;23(6):699-705. Epub 2006 Aug 17.
https://academic.oup.com/fampra/article-lookup/doi/10.1093/fampra/cml044. Accessed December 9, 2016.

154.Hall AK, Cole-Lewis H BJ. Mobile text messaging for health: a systematic review of reviews. Annu Rev Public
Health 2015;36(20):393-415. https://www.ncbi.nIm.nih.gov/pmc/articles/PMC4406229/. Accessed December 9,
2016.

155.Jenssen PB, Mitra N, Shah A, et al. Using digital technology to engage and communicate with patients: a survey
of patient attitudes. J Gen Intern Med 2015;31(1):85-92. http://link.springer.com/article/10.1007/s11606-015-
3517-x. Accessed December 9, 2016.

156.Horvath M, Levy J, L’Engle P, et al. Impact of health portal enroliment with email reminders on adherence to
clinic appontments: a pilot study. J Med Internet Res 2011 Apr-Jun;13(2):e41.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3221371/. Accessed December 9, 2016.

157.Graber ML, Trowbridge R, Myers JS, et al. The next organizational challenge: finding and addressing
diagnostic error. Jt Comm J Qual Patient Saf 2014;40(3):102-10.
http://www.ncbi.nlm.nih.gov/pubmed/24730205. Accessed December 9, 2016.

158.Mazor KM, Smith KM, Fisher KA, et al. Speak up! Addressing the paradox plaguing patient-centered care. Ann
Intern Med 2016 May 3;164(9):618-9. doi: 10.7326/M15-2416. Epub 2016 Feb 9.

159.Russ S, Rout S, Sevdalis N, et al. Do safety checklists improve teamwork and communication in the operating
room? A systematic review. Ann Surg 2013;258(6):856-71. doi:10.1097/SLA.0000000000000206.

160.Shoor S, Lorig KR. Self-care and the doctor-patient relationship. Med Care 2002;40(4 Suppl):1140-4.
http://www.ncbi.nlm.nih.gov/pubmed/12064580. Accessed December 9, 2016.

48 Environmental Scan Report


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4655738/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3467597/
http://www.ahrq.gov/sites/default/files/publications/files/beinvolved.pdf
http://www.ncbi.nlm.nih.gov/pubmed/25222632
http://www.aafp.org/fpm/2006/1100/p28.html
http://www.aafp.org/fpm/2015/1100/p34.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828596/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4406229/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3221371/
http://www.ncbi.nlm.nih.gov/pubmed/24730205
http://www.ncbi.nlm.nih.gov/pubmed/12064580
http://link.springer.com/article/10.1007/s11606-015
https://academic.oup.com/fampra/article-lookup/doi/10.1093/fampra/cml044
https://www.verywell.com/effective-patient-doctor-communications-2615472
http://link.springer.com/article/10.2165%2F11592180-000000000-00000

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

161.Longtin Y, Sax H, Leape LL, et al. Patient participation: current knowledge and applicability to patient safety.
Mayo Clin Proc 2010;85(1):53-62. https://www.nchi.nlm.nih.gov/pmc/articles/PMC2800278/. Accessesd
December 9, 2016.

162.Splaine Wiggins M. The partnership care delivery model: an examination of the core concept and the need for a
new model of care. J Nurs Manag 2008;16(5):629-38. doi:10.1111/].1365-2834.2008.00900.x.

163.Stange KC. The problem of fragmentation and the need for integrative solutions. Ann Fam Med 2009 Mar-
Apr;7(2):100-3. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2653966/. Accessed December 9, 2016.

164.Jiang HJ, Boutwell AE, Maxwell J, et al. Understanding patient, provider, and system factors related to
Medicaid readmissions. Jt Comm J Qual Patient Saf 2016;42(3):115-21.
http://www.ncbi.nlm.nih.gov/pubmed/26892700. Accessed December 9, 2016.

165.Bell BG, Spencer R, Avery AJ, et al. Tools for measuring patient safety in primary care settings using the
RAND/UCLA appropriateness method. BMC Fam Pract 2014;15:110. doi:10.1186/1471-2296-15-110.

166.Légaré F, Stacey D, Turcotte S, et al. Interventions for improving the adoption of shared decision making by
healthcare professionals. Cochrane Database Syst Syst Rev 2014;15(9):1-166.
http://www.ncbi.nlm.nih.gov/pubmed/25222632. Accessed December 9, 2016.

167.Murray E, Charles C, Gafni A. Shared decision-making in primary care: tailoring the Charles et al. model to fit
the context of general practice. Patient Educ Couns 2006;62(2):205-11. doi:10.1016/j.pec.2005.07.003.

168.Coxeter P, Del Mar CB, McGregor L, et al. Interventions to facilitate shared decision making to address
antibiotic use for acute respiratory infections in primary care. Cochrane Database Syst Rev 2015;11:CD010907.
d0i:10.1002/14651858.CD010907.pub2 [doi].

169.Siebenhofer A, Ulrich LR, Mergenthal K, et al. Primary care management for optimized antithrombotic
treatment [PICANT]: study protocol for a cluster-randomized controlled trial. Implement Sci 2012;7:79.
d0i:10.1186/1748-5908-7-79.

170.Allaire A-S, Labrecque M, Giguére A, et al. Barriers and facilitators to the dissemination of DECISION+, a
continuing medical education program for optimizing decisions about antibiotics for acute respiratory infections
in primary care: a study protocol. Implement Sci 2011;6(1):3. doi:10.1186/1748-5908-6-3.

171.Buhse S, Heller T, Kasper J, et al. An evidence-based shared decision making programme on the prevention of
myocardial infarction in type 2 diabetes: protocol of a randomised-controlled trial. BMC Fam Pract
2013;14:155. doi:10.1186/1471-2296-14-155.

172.Giguere A, Legare F, Grad R, et al. Developing and user-testing decision boxes to facilitate shared decision
making in primary care—a study protocol. BMC Med Inform Decis Mak 2011;11:17. doi:10.1186/1472-6947-
11-17.

173.Giguere AM, Labrecque M, Legare F, et al. Feasibility of a randomized controlled trial to evaluate the impact of
decision boxes on shared decision-making processes. BMC Med Informatics Decis Mak 2015;15:13.
doi:http://dx.doi.org/10.1186/s12911-015-0134-X.

174.Leblanc A, Legare F, Labrecque M, et al. Feasibility of a randomised trial of a continuing medical education
program in shared decision-making on the use of antibiotics for acute respiratory infections in primary care: the
DECISION+ pilot trial. Implement Sci 2011;6(1):5. https://www.ncbi.nIm.nih.gov/pmc/articles/PMC3033351/.
Accessed December 9, 2016.

175.Légaré F, Briére N, Stacey D, et al. Improving Decision making On Location of Care with the frail Elderly and
their caregivers (the DOLCE study): study protocol for a cluster randomized controlled trial. Trials 2015;16:50.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4337186/. Accessed December 9, 2016.

176.Yu CH, lvers NM, Stacey D, et al. Impact of an interprofessional shared decision-making and goal-setting
decision aid for patients with diabetes on decisional conflict — study protocol for a randomized controlled trial.
Trials 2015;16(1):286. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4486130/. Accessed December 9, 2016.

177.Lloyd A, Joseph-Williams N, Edwards A, et al. Patchy “coherence”: using normalization process theory to
evaluate a multi-faceted shared decision making implementation program (MAGIC). Implement Sci
2013;8(1):102. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3848565/. Accessed December 9, 2016.

178.Légaré F, Labrecque M, Cauchon M, et al. Training family physicians in shared decision-making to reduce the
overuse of antibiotics in acute respiratory infections: a cluster randomized trial. CMAJ 2012;184(13):E726-34.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3447039/. Accessed December 9, 2016.

179.Schoen C, Oshorn R, Squires D, et al. New 2011 survey of patients with complex care needs in eleven countries
finds that care is often poorly coordinated. Health Aff (Millwood) 2011;30(12):2437-48.
http://content.healthaffairs.org/content/30/12/2437.long. Accessed December 9, 2016.

180.Coulter A, Entwistle VA, Eccles A, et al. Personalised care planning for adults with chronic or long-term health
conditions. Cochrane Database Syst Rev 2015;3:CD010523. d0i:10.1002/14651858.CD010523.pub2 [doi].

Environmental Scan Report 49


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2800278/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2653966/
http://www.ncbi.nlm.nih.gov/pubmed/26892700
http://www.ncbi.nlm.nih.gov/pubmed/25222632
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3033351/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4337186/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4486130/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3848565/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3447039/
http://content.healthaffairs.org/content/30/12/2437.long

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

181.James J. Health Policy Brief: patient engagement. Health Aff 2013 Feb 24.
http://www.healthaffairs.org/healthpolicybriefs/brief.php?brief id=86. Accessed December 9, 2016.

182.Mazor KM, Smith KM, Fisher KA, et al. Speak up! Addressing the paradox plaguing patient-centered care. Ann
Intern Med 2016 May 3;164(9):618-9. doi: 10.7326/M15-2416. Epub 2016 Feb 9.

183.Lawton R, Taylor N, Clay-Williams R, et al. Positive deviance: a different approach to achieving patient safety.
BMJ Qual Saf 2014;23(11):880-3. https://www.nchi.nlm.nih.gov/pmc/articles/PMC4215344/. Accessed
December 9, 2016.

184.Newton WP, Atkinson H, Parker DL, et al. Bringing patients into the patient-centered medical home: lessons
learned in a large primary care practice. N C Med J. 2015;76(3):190-3.
http://www.ncmedicaljournal.com/content/76/3/190.full#sec-1. Accessed December 9, 2016.

185.Agency for Healthcare Research and Quality. The SHARE Approach: Essential Steps of Shared
Decisionmaking: Quick Reference Guide. Workshop Curriculum: Tool 1.
http://www.ahrg.gov/sites/default/files/wysiwyg/professionals/education/curriculum-
tools/shareddecisionmaking/tools/tool-1/share-tool1.pdf. Accessed December 9, 2016.

186.Légaré F, Moher D, Elwyn G, et al. Instruments to assess the perception of physicians in the decision making
process of specific clinical encounters: a systematic review. BMC Med Inform Decis Mak 2007;15(7):1-16.
http://www.ncbi.nlm.nih.gov/pubmed/17937801.

187.Davis K, Schoenbaum SC, Audet A-M. A 2020 vision of patient-centered primary care. J Gen Intern Med
2005;20(10):953-7. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1490238/. Accessed December 9, 2016.

188.Tai-Seale M, Wilson CJ, Panattoni L, et al. Leveraging electronic health records to develop measurements for
processes of care. Health Serv Res 2014;49(2):628-44.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3976190/. Accessed December 9, 2016.

189.Fernando RJ, Shapiro FE, Rosenberg NM, et al. Concepts for the development of a customizable checklist for
use by patients. J Patient Saf 2015 Jun 10. [ePub ahead of print] doi:10.1097/PTS.0000000000000203.

190.Aboumatar HJ, Carson KA, Beach MC, et al. The impact of health literacy on desire for participation in
healthcare, medical visit communication, and patient reported outcomes among patients with hypertension. J
Gen Intern Med 2013;28(11):1469-76. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3797328/. Accessed
December 9, 2016.

191.Delbanco T, Walker J, Darer JD, et al. Open notes: doctors and patients signing on. Ann Intern Med
2010;153(2):121-5. doi:10.7326/0003-4819-153-2-201007200-00008.

192.Mittler JN, Martsolf GR, Telenko SJ, et al. Making sense of “consumer engagement” initiatives to improve
health and health care: a conceptual framework to guide policy and practice. Milbank Q 2013;91(1):37-77.
https://www.nchi.nlm.nih.gov/pmc/articles/PMC3607126/. Accessed December 12, 2016.

193.Hauser K, Koerfer A, Kuhr K, et al. Outcome-relevant effects of shared decision making. Dtsch Arztebl Int
2015;112(40):665-71. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4640070/. Accessed December 12,
2016.

194.Bailey D, Thygeson M, Anderson R. Studying the clinical encounter with the Adaptive Leadership framework.
J Healthc Leadersh 2012;2012(4):83. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3883363/. Accessed
December 12, 2016.

195.Safety Net Medical Home Initiative. Schaefer J, Van Borkulo N, Morales L. Patient-centered interactions Part
2: engaging patients in their health and healthcare. In: Burton T, ed. Patient-centered interactions
implementation guide.1st ed. Seattle, WA: The MacColl Institute for Healthcare Innovation at the Group Health
Research Institute and Qualis Health; December 2010.
https://www.anthem.com/provider/noapplication/f1/s0/t0/pw_e192284.pdf.

196.Conway J, Johnson B, Edgman-Levitan S, et al. Partnering with patients and families to design a patient-and
family-centered health care system: a roadmap for the future: a work in progress. Institute for Family-Centered
Care and Institute for Healthcare Improvement; unpublished paper; June 2006.

197.Maurer M, Dardess P, Carman KL, et al. Contract Final Report. Guide to patient and family engagement:
environmental scan report. (Prepared by the American Institutes for Research under Contract No. HHSA 290-
200-600019.) Rockville, MD: Agency for Healthcare Research and -Quality; 2012. AHRQ Publication No. 12-
0042-EF. http://www.ahrg.gov/research/findings/final-reports/ptfamilyscan/index.html. Accessed December 12,
2016..

198.Southwick FS, Cranley NM, Hallisy JA. A patient-initiated voluntary online survey of adverse medical events:
the perspective of 696 injured patients and families. BMJ Qual Saf 2015 Oct;24(10):620-9
https://www.nchi.nlm.nih.gov/pmc/articles/PMC4602250/. Accessed December 12, 2016.

50 Environmental Scan Report


http://www.healthaffairs.org/healthpolicybriefs/brief.php?brief_id=86
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4215344/
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-1/share-tool1.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-1/share-tool1.pdf
http://www.ncbi.nlm.nih.gov/pubmed/17937801
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1490238/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3976190/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3797328/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3607126/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4640070/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3883363/
http://www.ahrq.gov/research/findings/final-reports/ptfamilyscan/index.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4602250/
https://www.anthem.com/provider/noapplication/f1/s0/t0/pw_e192284.pdf
http://www.ncmedicaljournal.com/content/76/3/190.full#sec-1

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

199.Herborg H, Haugbol le LS, Sorensen L, et al. Developing a generic, individualised adherence programme for
chronic medication users. Pharm Pract (Granada) 2008;6(3):148-57. Epub 2008 Sep 15.
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC4148414/. Accessed December 12, 2016.

200.Ant Ozok A, Wu H, Garrido M, et al. Usability and perceived usefulness of Personal Health Records for
preventive health care: a case study focusing on patients’ and primary care providers' perspectives. Appl Ergon
2014,;45(3):613-28. d0i:10.1016/j.apergo.2013.09.005.

201.Gilson L, Hanson K, Sheikh K, et al. Building the field of health policy and systems research: social science
matters. PLoS Med 2011;8(8):1001079. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3160340/. Accessed
December 12, 2016.

202.Trier H, Valderas JM, Wensing M, et al. Involving patients in patient safety programmes: a scoping review and
consensus procedure by the LINNEAUS collaboration on patient safety in primary care. Eur J Gen Pract 2015
Sep;21 Suppl:56-61. https://www.nchi.nlm.nih.gov/pmc/articles/PMC4828601/. Accessed December 12, 2016.

203.A Roadmap for Patient + Family Engagement in Healthcare. http://patientfamilyengagement.org/. Accessed
December 12, 2016.

204.Hudson Scholle S, Torda P, Peikes D, et al. Engaging patients and families in the medical home. Rockville,
MD: Agency for Healthcare Research and Quality; 2010. AHRQ Publication No. 10-0083-EF.
https://pcmh.ahrg.gov/page/engaging-patients-and-families-medical-home. Accesed December 12, 2016.

205.Conway J, Johnson B, Edgman-Levitan S, et al. Partnering with patients and families to design a patient- and
family- centered health care system: a roadmap for the future. Institute for Patient- and Family-Centered Care
and Institute for Healthcare Improvement; unpublished paper; June 2006.
http://www.ipfcc.org/resources/Roadmap.pdf. Accessed February 24, 2017.

206.Agency for Healthcare Research and Quality. The SHARE Approach: Putting Shared Decision Making Into
Practice: A User’s Guide for Clinical Teams. Workshop Curriculum: Tool 8.
http://www.ahrg.gov/sites/default/files/wysiwyg/professionals/education/curriculum-
tools/shareddecisionmaking/tools/tool-8/share-tool8.pdf. Accessed December 12, 2016.

207.Agency for Healthcare Research and Quality. The SHARE Approach: Achieving Patient-Centered Care With
Shared Decision Making: A Brief for Administrators and Practice Leaders. Workshop Curriculum: Tool 9,
http://www.ahrg.gov/sites/default/files/wysiwyg/professionals/education/curriculum-
tools/shareddecisionmaking/tools/tool-9/share-tool9.pdf. Accessed December 12, 2016.

208. Appendix A . Search methodology. Patient safety in ambulatory care.
http://www.pharmacist.com/sites/default/files/files/ambulatory-safety-draft-appendixes-151130.pdf. Accessed
December 12, 2016.

209.Genovesi P, Shine C. European strategy on invasive alien species. Strasbourg, France: Convention on the
Conservation of European Wildlife and Natural Habitats, Standing Committee; December 2003.
http://jncc.defra.gov.uk/pdf/BRAG_NNS_Genovesi&Shine-
EuropeanStrategyonlnvasiveAlienSpecies.pdf.Accessed December 12, 2016.

210.Couét N, Labrecque M, Robitaille H, et al. The impact of DECISION+2 on patient intention to engage in shared
decision making: secondary analysis of a multicentre clustered randomized trial. Health Expect 2014:2629-37.
d0i:10.1111/hex.12235.

211.Fleisher L, Buzaglo J, Collins M, et al. Using health communication best practices to develop a web-based
provider-patient communication aid: the CONNECT study. Patient Educ Couns 2008;71(3):378-87.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2509582/. Accessed December 12, 2016.

212.1 égaré F, Labrecque M, Godin G, et al. Training family physicians and residents in family medicine in shared
decision making to improve clinical decisions regarding the use of antibiotics for acute respiratory infections:
protocol for a clustered randomized controlled trial. BMC Fam Pract 2011;12:3.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3041682/. Accessed December 12, 2016.

213.Légaré F, Guerrier M, Nadeau C, et al. Impact of DECISION + 2 on patient and physician assessment of shared
decision making implementation in the context of antibiotics use for acute respiratory infections. Implement Sci
2013;8:144. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3879432/. Accessed December 12, 2016.

214.1 égaré F, Labrecque M, Leblanc A, et al. Does training family physicians in shared decision making promote
optimal use of antibiotics for acute respiratory infections? Study protocol of a pilot clustered randomised
controlled trial. BMC Fam Pract 2007;8:65. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2234396/.
Accessed December 12, 2016.

215.Meropol NJ, Egleston BL, Buzaglo JS, et al. A Web-based communication aid for patients with cancer: the
CONNECT Study. Cancer 2013;119(7):1437-45. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3604078/.
Accessed December 12, 2016.

Environmental Scan Report 51


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4148414/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3160340/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828601/
http://patientfamilyengagement.org/
https://pcmh.ahrq.gov/page/engaging-patients-and-families-medical-home
http://www.ipfcc.org/resources/Roadmap.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-8/share-tool8.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-8/share-tool8.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-9/share-tool9.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/education/curriculum-tools/shareddecisionmaking/tools/tool-9/share-tool9.pdf
http://jncc.defra.gov.uk/pdf/BRAG_NNS_Genovesi&Shine-EuropeanStrategyonInvasiveAlienSpecies.pdf
http://jncc.defra.gov.uk/pdf/BRAG_NNS_Genovesi&Shine-EuropeanStrategyonInvasiveAlienSpecies.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2509582/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3041682/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3879432/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2234396/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3604078/
http://www.pharmacist.com/sites/default/files/files/ambulatory-safety-draft-appendixes-151130.pdf

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

216.Hofstede SN, van Bodegom-Vos L, Wentink MM, et al. Most important factors for the implementation of
shared decision making in sciatica care: ranking among professionals and patients. PL0oS One
2014;9(4):e94176. https://www.nchi.nlm.nih.gov/pmc/articles/PMC3978036/. Accessed December 21, 2016.

217.Billimek J, Guzman H, Angulo MA. Effectiveness and feasibility of a software tool to help patients
communicate with doctors about problems they face with their medication regimen (EMPATHY): study
protocol for a randomized controlled trial. Trials 2015;16:145-7.
https://www.nchi.nlm.nih.gov/pmc/articles/PMC4409752/. Accessed December 21, 2016.

218.Agency for Healthcare Research and Quality. Online Tutorial and Interactive Workshop Support Physicians in
Employing Shared Decisionmaking With Patients, Reducing Antibiotic Use for Acute Respiratory Infections.
2007. https://innovations.ahrg.gov/profiles/online-tutorial-and-interactive-workshop-support-physicians-
employing-shared-decisionmaking. Accessed December 12, 2016.

219.Sinsky CA. Dissatification among Wisconsin physicians is part of serious ational trend. WMJ 2015;11(4):132-
3. https://www.wisconsinmedicalsociety.org/ WMS/publications/wmj/pdf/114/4/132.pdf. Accessed December
12, 2016.

220.Willis R, Krichten A, Eldredge K, et al. Creating a Patient and Family Advisory Council at a level 1 trauma
center. J Trauma Nurs 20(2):86-8. doi:10.1097/JTN.0b013e3182960078.

221.Haycock C, Wahl C. Achieving patient and family engagement through the implementation and evolution of
advisory councils across a large health care system. Nurs Adm Q 37(3):242-6.
d0i:10.1097/NAQ.0b013e318295f54c.

222.Patient and Family Engagement Resource Compendium. Chicago, IL: Health Research & Educational Trust;
2015. http://www.hpoe.org/resources/hpoehretaha-guides/2735. Accessed December 12, 2016.

223.Concannon TW, Meissner P, Grunbaum JA, et al. A new taxonomy for stakeholder engagement in patient-
centered outcomes research. J Gen Intern Med 2012;27(8):985-91. doi:10.1007/s11606-012-2037-1.

224.Partnering With Patients and Families To Enhance Safety and Quality: A Mini Toolkit. Bethesda, MD: Institute
for Patient- and Family-Centered Care; 2011.

225.Longtin Y, Sax H, Leape LL, et al. Patient participation: current knowledge and applicability to patient safety.
Mayo Clin Proc 2010;85(1):53-62. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2800278/. Accessed
December 12, 2016.

226.Leonhardt KK, Pagel P, Bonin D, et al. Creating an accurate medication list in the outpatient setting through a
patient-centered approach - PubMed - NCBI. In: Advances in Patient Safety: New Directions and Alternative
Approaches. Volume 3: Performance and Tools. Rockville, MD: Agency for Healthcare Research and Quality;
2008. https://www.ncbi.nlm.nih.gov/books/NBK43679/. Accessed December 12, 2016.

227.Leonhardt KK. Partnering with our patients. WMJ 2007;106(8):447-8.
https://www.wisconsinmedicalsociety.org/ WMS/publications/wmj/pdf/106/8/447.pdf. Accessed December 12,
2016.

228.Leonhardt KK, Bonin D, Pagel P. Partners in safety: implementing a community-based patient safety advisory
council. WMJ 2006;105(8):54-9.
https://www.wisconsinmedicalsociety.org/_WMS/publications/wmj/pdf/105/8/54.pdf. Accessed December 12,
2016.

229.Leonhardt KK, Bonin D, Pagel P. Guide for developing a community-based patient safety advisory council.
Rockville, MD: Agency for Healthcare Research & Quality; April 2008. AHRQ Publication No. 08-0048.
http://www.ahrg.gov/research/findings/final-reports/advisorycouncil/index.html. Accessed December 12, 2016.

230.Audet A-M, Davis K,Schoenbaum SC. Adoption of patient-centered care practices by physicians, results from a
national survey. JAMA Intern Med 2006;166(7):754-9.
http://archinte.jamanetwork.com/article.aspx?articleid=410112. Accessed December 12, 2016.

231.Deering S, Rosen MA, Ludi V, et al. On the front lines of patient safety: implementation and evaluation of team
training in Irag. Jt Comm J Qual Patient Saf 2011;37(8):350-6.
http://www.ncbi.nlm.nih.gov/pubmed/21874970. Accessed December 12, 2016.

232.Shekelle PG, Sarkar U, Shojania K, et al. Technical Brief No. 27. Patient safety in ambulatory settings.
(Prepared by RAND Southern California Evidence-based Practice Center under Contract No. 290-2015-00010-
1.) Rockville, MD: Agency for Healthcare Research and Quality; October 2016. AHRQ Publication No. 16(17)-
EHCO033-EF. https://www.effectivehealthcare.ahrg.gov/search-for-guides-reviews-and-
reports/?pageaction=displayproduct&productlD=2322. Accessed December 12, 2016.

233.Godycki-Cwirko M, Esmail A, Dovey S, et al. Patient safety initiatives in Central and Eastern Europe: a mixed
methods approach by the LINNEAUS collaboration on patient safety in primary care. Eur J Gen Pract
2015;21(Dec):62-8. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828625/. Accessed December 12, 2016.

52 Environmental Scan Report


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3978036/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4409752/
https://innovations.ahrq.gov/profiles/online-tutorial-and-interactive-workshop-support-physicians-employing-shared-decisionmaking
https://innovations.ahrq.gov/profiles/online-tutorial-and-interactive-workshop-support-physicians-employing-shared-decisionmaking
https://www.wisconsinmedicalsociety.org/_WMS/publications/wmj/pdf/114/4/132.pdf
http://www.hpoe.org/resources/hpoehretaha-guides/2735
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2800278/
https://www.ncbi.nlm.nih.gov/books/NBK43679/
https://www.wisconsinmedicalsociety.org/_WMS/publications/wmj/pdf/106/8/447.pdf
https://www.wisconsinmedicalsociety.org/_WMS/publications/wmj/pdf/105/8/54.pdf
http://www.ahrq.gov/research/findings/final-reports/advisorycouncil/index.html
http://www.ncbi.nlm.nih.gov/pubmed/21874970
https://www.effectivehealthcare.ahrq.gov/search-for-guides-reviews-and-reports/?pageaction=displayproduct&productID=2322
https://www.effectivehealthcare.ahrq.gov/search-for-guides-reviews-and-reports/?pageaction=displayproduct&productID=2322
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828625/
http://archinte.jamanetwork.com/article.aspx?articleid=410112

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

234.Physician Leadership Forum. Team-Based health care delivery: lessons from the field. Chicago, IL: American
Hospital Association; 2012. http://www.ahaphysicianforum.org/files/pdf/team-delivery-report.pdf. Accessed
December 12, 2016.

235.mHealth Into Action. Fierce Mobile Healthcare; September 2014. https://validic.com/wp-
content/uploads/2015/03/mhealth_into_action_final_0.pdf. Accessed December 12, 2016.

236.Carayon P, Karsh B-T, Gurses AP, et al. Macroergonomics in healthcare quality and patient safety. Rev Hum
Factors Ergon 2013;8(1):4-54. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3981462/. Accessed December
12, 2016.

237.Kingston-Riechers J, Opina M, Jonsson E, et al. Patient safety in primary care. Edmonton, AB: Canadian
Patient Safety Institute and BC Patient Safety & Quality Council; 2010.
http://www.patientsafetyinstitute.ca/en/toolsResources/Research/commissionedResearch/primaryCare/Documen
ts/Primary Care 2010.pdf.

238.Panagioti M, Stokes J, Esmail A, et al. Multimorbidity and patient safety incidents in primary care: a systematic
review and meta-analysis. PLoS One 2015;10(8):e0135947.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4552710/. Accessed December 12, 2016.

239.Campbell DG, Bonner LM, Bolkan CR, et al. Suicide risk management: development and analysis of a
telephone-based approach to patient safety. Transl Behav Med 2011;1(3):372-83.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3717626/.Accessed December 12, 2016.

240.Verstappen W, Gaal S, Esmail A, et al. Patient safety improvement programmes for primary care. Review of a
Delphi procedure and pilot studies by the LINNEAUS collaboration on patient safety in primary care. Eur J Gen
Pract 2015;21 Suppl:50-5. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828596/. Accessed December 12,
2016.

241.Gaal S, Laarhoven EV, Wolters R, et al. Patient safety in primary care has many aspects: an interview study in
primary care nurses and doctors. J Eval Clin Pract 2010;16(3):639-43. PMID:20438606.

242.Mold F, de Lusignan S, Sheikh A, et al. Patients’ online access to their electronic health records and linked
online services: a systematic review in primary care. Br J Gen Pract 2015;65(632):e141-51.
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC4337302/. Accessed December 12, 2016.

243.Spencer R, Bell B, Avery AJ, et al. Identification of an updated set of prescribing—safety indicators for GPs. Br
J Gen Pract 2014;64(621):e181-90. https://www.nchi.nIm.nih.gov/pmc/articles/PMC3964450/. Accessed
December 12, 2016.

244.Hazen AC, Sloeserwij VM, Zwart DL, et al. Design of the POINT study: Pharmacotherapy Optimisation
through Integration of a Non-dispensing pharmacist in a primary care Team (POINT). BMC Fam Pract
2015;16:76-8. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4489035/ Accessed December 12, 2016..

245.Roughead E, Pratt N, Peck R, et al. Improving medication safety: influence of a patient-specific prescriber
feedback program on rate of medication reviews performed by Australian general medical practitioners.
Pharmacoepidemiol Drug Saf 2007;16(7):797-803. doi:10.1002/pds.1393.

246.Marchon SG, Mendes Jr WV. Patient safety in primary health care: a systematic review. Cad Saude Publica
2014;30(9):1815-35. http://www.ncbi.nlm.nih.gov/pubmed/25317512. Accessed December 12, 2016.

247.Rees P, Edwards A, Panesar S, et al. Safety incidents in the primary care office setting. Pediatrics
2015;135(6):1027-35. http://pediatrics.aappublications.org/content/135/6/1027.1ong. Accessed December 12,
2016.

248.Sarkar U, Handley MA, Gupta R, et al. Use of an interactive, telephone-based self-management support
program to identify adverse events among ambulatory diabetes patients. J Gen Intern Med 2008;23(4):459-65.
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC2359521/. Accessed December 12, 2016.

249.de Jongh T, Gurol-Urganci I, Vodopivec-Jamsek V, et al. Mobile phone messaging for facilitating self-
management of long-term illnesses. Cochrane Database Syst Rev 2012;12:CD007459.
doi:10.1002/14651858.CD007459.pub2 [doi].

250.De Oliveira GS Jr, Rahmani R, Fitzgerald PC, et al. The association between frequency of self-reported medical
errors and anesthesia trainee supervision: a survey of United States anesthesiology residents-in-training. Anesth
Analg 2013;116(4).

251.Jenkins RH, Vaida AJ. Simple strategies to avoid medication errors. Fam Pract Manag 2007;14(2):41-7.
http://www.aafp.org/fpm/2007/0200/p41.html.

252.Giles S, Panagioti M, Hernan A, et al. Contributory factors to patient safety incidents in primary care: protocol
for a systematic review. Syst Rev 2015;4:63. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4425920/.
Accessed December 12, 2016.

Environmental Scan Report 53


http://www.ahaphysicianforum.org/files/pdf/team-delivery-report.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3981462/
http://www.patientsafetyinstitute.ca/en/toolsResources/Research/commissionedResearch/primaryCare/Documents/Primary%20Care%202010.pdf
http://www.patientsafetyinstitute.ca/en/toolsResources/Research/commissionedResearch/primaryCare/Documents/Primary%20Care%202010.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4552710/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3717626/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4828596/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4337302/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3964450/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4489035/
http://www.ncbi.nlm.nih.gov/pubmed/25317512
http://pediatrics.aappublications.org/content/135/6/1027.long
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2359521/
http://www.aafp.org/fpm/2007/0200/p41.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4425920/
https://validic.com/wp

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

253.Meeks DW, Smith MW, Taylor L, et al. An analysis of electronic health record-related patient safety concerns.
J Am Med Inform Assoc 2014;21(6):1053-9. https://www.nchi.nlm.nih.gov/pmc/articles/PMC4215044/.
Accessed December 12, 2016.

254.Kirk S, Parker T, Esmail A, et al. Patient safety culture in primary care: developing a theoretical framework for
practical use. BMJ Qual Saf 2007;16:313-20. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2464946/.
Accessed December 12, 2016.

255.Weingart S, McL Wilson R, Gibberd R, et al. Epidemiology of medical error. West J Med 2000;172(6):390-3.
https://www.nchi.nlm.nih.gov/pmc/articles/PMC1070928/. Accessed December 12, 2016.

256.Carayon P, Wetterneck TB, Rivera-Rodriguez AJ, et al. Human factors systems approach to healthcare quality
and patient safety. Appl Ergon 2014;45(1):14-25. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3795965/.
Accessed December 12, 2016.

257.Lussier MT, Richard C, Glaser E, et al. The impact of a primary care e-communication intervention on the
participation of chronic disease patients who had not reached guideline suggested treatment goals. Patient Educ
Couns 2016 Apr;99(4):530-41. doi: 10.1016/j.pec.2015.11.007. Epub 2015 Nov 12..
http://www.ncbi.nlm.nih.gov/pubmed/26657041. Accessed December 12, 2016.

258.Using e-health tools to engage patients and caregivers. Washington, DC: National Learning Consortium; May
2013. https://www.healthit.gov/sites/default/files/nlc_using_e-healthtools.pdf. Accessed December 12, 2016.

259.Davis RE, Jacklin R, Sevdalis N, et al. Patient involvement in patient safety: what factors influence patient
participation and engagement? Health Expect 2007;10(3):259-67. doi:10.1111/j.1369-7625.2007.00450.x.

260.Weiner SJ, Schwartz A, Cyrus K, et al. Unannounced standardized patient assessment of the roter interaction
analysis system: the challenge of measuring patient-centered communication. J Gen Intern Med
2013;28(2):254-60. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3614126/. Accessed December 12, 2016.

261.Wachter RM. Is ambulatory patient safety just like hospital safety, only without the “stat”? Ann Intern Med
2006;145(7):547-9. PMID:17015874.

262.Rea D, Griffiths S. Patient safety in primary care: incident reporting and significant event reviews in British
general practice. Health Soc Care Community 2016 Jul;24(4):411-9. doi: 10.1111/hsc.12221. Epub 2015 Mar
25.

263.McDonald TB, Helmchen LA, Smith KM, et al. Responding to patient safety incidents: the “seven pillars.”
Qual Saf Health Care 2010;19(6):e11. http://qualitysafety.bmj.com/content/19/6/e11.long. Accessed December
12, 2016.

264.Thomas EJ, Classen DC. Patient safety: let’s measure what matters. Ann Intern Med 2014;160(9):642-3.
doi:10.7326/M13-2528.

265.Medical Office Survey on Patient Safety Culture.Rockville, MD: Agency for Healthcare Research & Quality .
http://www.ahrg.gov/professionals/quality-patient-safety/patientsafetyculture/medical-office/. Accessed
December 12, 2016.

266.Hernan AL, Giles SJ, O’Hara JK, et al. Developing a primary care patient measure of safety (PC PMOS): a
modified Delphi process and face validity testing. BMJ Qual Saf 2016 Apr;25(4):273-80. doi: 10.1136/bmjqs-
2015-004268. Epub 2015 Jul 3. http://www.ncbi.nlm.nih.gov/pubmed/26141502. Accessed December 12, 2016.

267.Giles SJ, Lawton RJ, Din 1, et al. Developing a patient measure of safety (PMOS). BMJ Qual Saf
2013;22(7):554-62. d0i:10.1136/bmjgs-2012-000843.

268.Hovey RB, Dvorak ML, Burton T, et al. Patient safety: a consumer’s perspective. Qual Health Res.
2011;21(5):662-72. d0i:10.1177/1049732311399779.

269.Bishop AC, Baker GR, Boyle TA, et al. Using the Health Belief Model to explain patient involvement in patient
safety. Health Expect 2015 Dec;18(6):3019-33. doi: 10.1111/hex.12286. Epub 2014 Oct 10.
d0i:10.1111/hex.12286.

270.Graffigna G, Barello S, Bonanomi A, et al. Measuring patient engagement: development and psychometric
properties of the Patient Health Engagement (PHE) Scale. Front Psychol 2015;6:274.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4376060/. Accessed December 12, 2016.

271.Hibbard JH, Stockard J, Mahoney ER, et al. Development of the Patient Activation Measure (PAM):
conceptualizing and measuring activation in patients and consumers. Health Serv Res 2004;39(4 Pt 1):1005-26.
https://www.nchi.nlm.nih.gov/pmc/articles/PMC1361049/. Accessed December 12, 2016.

272.Nocon RS, Gao Y, Gunter KE, et al. Associations between medical home characteristics and support for patient
activation in the safety net: understanding differences by race, ethnicity, and health status. Med Care
2014;52(11 Suppl 4):S48-55. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4232369/. Accessed December
12, 2016.

54 Environmental Scan Report


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4215044/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2464946/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1070928/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3795965/
http://www.ncbi.nlm.nih.gov/pubmed/26657041
https://www.healthit.gov/sites/default/files/nlc_using_e-healthtools.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3614126/
http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/medical-office/
http://www.ncbi.nlm.nih.gov/pubmed/26141502
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4376060/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1361049/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4232369/
http://qualitysafety.bmj.com/content/19/6/e11.long

Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

273.Schiffinger M, Latzke M, Steyrer J. Two sides of the safety coin?: How patient engagement and safety climate
jointly affect error occurrence in hospital units. Health Care Manage Rev 2016 Oct-Dec;41(4):356-67.
d0i:10.1097/HMR.0000000000000083.

274.Barr PJ, Elwyn G. Measurement challenges in shared decision making: putting the “patient” in patient-reported
measures. Health Expect 2016 Oct;19(5):993-1001. doi: 10.1111/hex.12380. Epub 2015 Jun 25.
https://www.nchi.nlm.nih.gov/pmc/articles/PMC5054852/. Accessed December 12, 2016.

275.National Patient Safety Foundation. Ask Me 3: Good Questions for Your Good Health. 2016.
http://www.npsf.org/?page=askme3. Accessed December 12, 2016.

276.Hettinger AZ, Fairbanks RJ, Hegde S, et al. An evidence-based toolkit for the development of effective and
sustainable root cause analysis system safety solutions. J Healthc Risk Manag 2013;33(2):11-20.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4786329/. Accessed December 12, 2016.

277.Baum F, MacDougall C, Smith D. Participatory action research. J Epidemiol Community Health
2006;60(10):854-57. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2566051/. Accessed December 12, 2016.

278.Arthur HM, Wright DM, Smith KM. Women and heart disease: the treatment may end but the suffering
continues. Can J Nurs Res 2001;33(3):17-29. PMID:11845619.

279.Martin D. Triple aiming higher: dreaming big in pursuit of healthcare transformation. Healthc Pap
2013;13(3):58-63; discussion 85-89. http://www.ncbi.nlm.nih.gov/pubmed/24524573. Accessed December 9,
2016.

280.2015 annual progress report to Congress: national strategy for quality improvement in health care. Rockville,
MD: U.S. Department of Health and Human Services; 2015.
http://www.ahrg.gov/workingforguality/reports/annual-reports/ngs2015annlrpt.htm. Accessed December 12,
2016.

281.Leape L, Berwick D, Clancy C, et al. Transforming healthcare: a safety imperative. Qual Saf Heal Care
2009;18(6):424-8. doi:10.1136/qshc.2009.036954.

Environmental Scan Report 55


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5054852/
http://www.npsf.org/?page=askme3
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4786329/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2566051/
http://www.ncbi.nlm.nih.gov/pubmed/24524573
http://www.ahrq.gov/workingforquality/reports/annual-reports/nqs2015annlrpt.htm




Guide to Improving Patient Safety in Primary Care Settings by Engaging Patients and Families

Appendix A. Informant Interview Guide

Key Informant Interview Guide - Telephone

Interviews will be conducted by telephone and will be audio recorded with | . Approved

participant consent. OMB No. 0935-0124
Exp. Date 07/31/2018

At the time of the interview, interviewer will ask participant over the
phone if he or she agrees to be interviewed and audio taped. A waiver of documentation of
informed consent will be obtained from MedStar Health Research Institutes Institutional Review
Board.

Interviews will take approximately 60 minutes each.

Interview Protocol for Domain Experts

[bracketed text will depend on interviewee or topic]

INTRODUCTION

Thank you for agreeing to do this interview! My name is [ Insert Name of Interviewer ] and |

will be asking you questions today about patient safety, health literacy, and what you have done
to improve these conditions in primary care settings.

As you know, this project is being funded by the Agency for Healthcare Research and Quality,
which is a federal agency that works to improve the quality, safety, efficiency, and effectiveness
of health care for all Americans.

The purpose of today’s interview is to learn about your experiences with [the tool that you were
involved in that helps patient safety in primary care settings.] We will take about an hour or so.

[Interviewer will read the key informant the study description and request a consent to participate
in the interview. Oral agreement to audio record will be recorded. If consent submitted, ask if the
individual has any questions about how the input will be used and mention that once the
interview has been transcribed the audiotape will be destroyed.]

Thank you!

Public reporting burden for this collection of information is estimated to average 60 minutes per response,
the estimated time required to complete the survey. An agency may not conduct or sponsor, and a person
is not required to respond to, a collection of information unless it displays a currently valid OMB control
number. Send comments regarding this burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, to: AHRQ Reports Clearance Officer,
Attention: PRA, Paperwork Reduction Project (0935-0179), AHRQ, 5600 Fishers Lane, Mail Stop Number
07W41A, Rockville MD 20857.
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Concept: Research Question

Stem Question:  Please review the proposed research question. Given the task that we have
been asked to achieve, do you think we have the correct research question?

Probes: What other questions do you think we should ask?
What might help us to better define the research question for this project?

Concept: Patient and Family Engagement
Stem Question:  What does patient and family engagement mean to you?

Probes: How would you define it?
What other terms would you use to describe engagement?
Are there examples of how engagement could be accomplished in physician
offices?

Stem Question:  How would you describe the differences or similarities between patient-
centered care and patient and family engagement in care?

Probes: Could you describe optimal engagement?
How about activation? How is activation different than engagement?

Stem Question:  Can you describe how patient and family engagement might be leveraged to
improve patient safety?

Probes: Is this from personal experience? If yes, can you describe that experience?
What type of settings has this been used in?

Concept: Patient Safety in Primary Care
Stem Question:  Can you describe any patient safety problems in primary care settings?

Probes: Are there solutions or interventions that could prevent these safety issues?
Can you describe the interventions?
Have you experienced any of these approaches?

Concept: Dissemination to Primary Care Practices and Patients

Stem Question:  We would like your help in identifying the best approaches to engaging
patients, primary care providers, and primary care practice staff in adopting
this work. Do you have any suggestions on how we might achieve this?

Probes: Do you think social media campaigns may be beneficial?
How about presentations?
Which conferences would be best suited to these interventions?
What about new outlets? Radio? Television? Web sites?
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Key Informant Interview Guide — In Person

Interviews will be conducted in person and will be audio recorded with participant consent.

At the time of the interview, interviewer will ask participant if he or she agrees to be interviewed
and audio taped. A waiver of documentation of informed consent will be obtained from MedStar
Health Research Institutes Institutional Review Board.

Interviews will take approximately 30 minutes each.

Interview Protocol for Domain Experts

[bracketed text will depend on interviewee or topic]

INTRODUCTION

Thank you for agreeing to do this interview! My name is [ Insert Name of Interviewer ] and |

will be asking you questions today about patient safety, health literacy, and what you have done
to improve these conditions in primary care settings.

As you know, this project is being funded by the Agency for Healthcare Research and Quality,
which is a federal agency that works to improve the quality, safety, efficiency, and effectiveness
of health care for all Americans.

The purpose of today’s interview is to learn about your experiences with [the tool that you were
involved in that helps patient safety in primary care settings]. We will take about a half hour or
SO.

[Interviewer will read the key informant the study description and request consent to participate
in the interview. Oral agreement to audio record will be recorded. If consent submitted, ask if the
individual has any questions about how the input will be used and mention that once the
interview has been transcribed the audiotape will be destroyed.]

Thank you!

Public reporting burden for this collection of information is estimated to average 30 minutes per response,
the estimated time required to complete the survey. An agency may not conduct or sponsor, and a person
is not required to respond to, a collection of information unless it displays a currently valid OMB control
number. Send comments regarding this burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden, to: AHRQ Reports Clearance Officer,
Attention: PRA, Paperwork Reduction Project (0935-0179), AHRQ, 5600 Fishers Lane, Mail Stop Number
07W41A, Rockville, MD 20857.
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Concept: Research Question

Stem Question:  Please review the proposed research question. Given the task that we have
been asked to achieve, do you think we have the correct research question?

Probes: What other questions do you think we should ask?
What might help us to better define the research question for this project?

Concept: Patient and Family Engagement
Stem Question:  What does patient and family engagement mean to you?

Probes: How would you define it?
What other terms would you use to describe engagement?
Are there examples of how engagement could be accomplished in physician
offices?

Stem Question:  How would you describe the differences or similarities between patient-
centered care and patient and family engagement in care?

Probes: Could you describe optimal engagement?
How about activation? How is activation different than engagement?

Stem Question:  Can you describe how patient and family engagement might be leveraged to
improve patient safety?

Probes: Is this from personal experience? If yes, can you describe that experience?
What type of settings has this been used in?

Concept: Patient Safety in Primary Care
Stem Question:  Can you describe any patient safety problems in primary care settings?

Probes: Are there solutions or interventions that could prevent these safety issues?
Can you describe the interventions?
Have you experienced any of these approaches?

Concept: Dissemination to Primary Care Practices and Patients

Stem Question:  We would like your help in identifying the best approaches to engaging
patients, primary care providers, and primary care practice staff in adopting
this work. Do you have any suggestions on how we might achieve this?

Probes: Do you think social media campaigns may be beneficial?
How about presentations?
Which conferences would be best suited to these interventions?
What about new outlets? Radio? Television? Web sites?
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Appendix B. Search Terms

Concept Domain

Search Terms

Patient and Family
Engagement

Patient engagement
Family engagement
Caregiver

Patient centered care
Engagement

Activation
Empowerment

Social support

Patient and Family Advisory Committees
Shared decision making
Decision making
Patient advocacy
Patient advisors

Patient champions
Family participation
Patient participation
Patient satisfaction
Customer service

Patient Safety

Patient safety
Safety

Safety culture
Safety climate
Medical error
Disclosure
Adverse events
Just culture

Error reporting
Reporting culture
Communication
Error

Harm

Diagnostic error
Defensive medicine
Testing
Leadership

Safe care
Sentinel event
Serious safety event
High reliability

Primary Care

General Internal Medicine
Internal Medicine
Family Practice
Pediatrics
Geriatrics
Pediatrician
Geriatrician

Family Medicine
Prevention Services
Care management
Physician

Nurse

Nurse practitioner
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Concept Domain

Search Terms

Physician assistant
Primary practice
General practice
General Practitioner

Change Theories

Organizational change
Process management
Transtheoretical model
Stages of change

Intervention

Intervention
Tool

Toolkit
Approach
Protocol
Process
Procedure
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Appendix C. Sample Search Strategies

The following represent sample search strategies used by AHRQ to identify published literature
in Patient Safety Net (PSNet):

“medical errors”[MeSH Terms] OR “iatrogenic disease”’[MAJR] OR “sentinel event*”’[tw] OR
“disclosure”’[MeSH Terms] OR (“Safety”[MeSH] OR “Safety Management”’[MeSH]) OR
“Systems Theory”[All Fields] OR teamwork[All Fields] OR “crew resource management”[All
Fields] OR “learning organization”’[All Fields] OR “high reliability”[All Fields] OR HROIAII
Fields] OR mindfulness[Text Word] OR “patient safety”’[All Fields] OR “safety culture”[All
Fields] OR “systems approach”[All Fields] OR “medical error*’[All Fields] OR “medical
mistake*”[All Fields] OR “adverse event*”[All Fields] OR checklist

((medical error [mh] OR Diagnostic errors [mh] OR iatrogenic disease [mh] OR sentinel
surveillance [mh] OR safety [mh] OR (adverse [ti] AND (drug* [ti] OR event* [ti])) OR
(medication* [ti] AND (error* [ti] OR safety [ti])) OR iatrogenesis [ti] OR iatrogenic [ti] OR
((medical [ti] OR treatment [ti] OR care [ti]) AND (injury [ti] OR injuries [ti])) OR mishap* [ti]
OR (root [ti] AND cause™ [ti]) OR (failure* [ti] AND mode* [ti]) OR RCA* [ab] OR FMEA
[ab]) OR (((hospital information systems [mh] OR decision support systems, clinical [mh] OR
drug therapy, computer-assisted [mh] OR Clinical Pharmacy Information Systems [mh] OR
Medical Records Systems, Computerized [mh] OR ((computerized [ti] OR computerised [ti] OR
computer [ti] OR computer-based [ti]) AND (order* [ti] OR entry [ti]))) OR ((human [ti] AND
factor* [ti]) OR ergonomic* [ti] OR human engineering [ti] OR Communication OR judgment
[mh] OR Problem solving [mh] OR disclosure [ti] OR (incident* [ti] AND (report* [ti] OR
critical [ti])) OR Work Schedule Tolerance [mh] OR Workload [mh] OR sleep [ti] OR fatigue
[ti] OR teamwork [ab] OR disclosure [ti] OR accreditation [ti]) OR (Cross Infection [mh] OR
Infection Control [mh] OR nosocomial [ti] OR hospital-acquired [ab] OR Drug Resistance,
Microbial [mh] OR (Infection [ti] AND Control [ti]) OR handwashing OR (hand [ti] AND
(hygiene [ti] OR disinfection [ti] OR wash [ti]))) OR (Accidental Falls [mh] OR (fall* [ti] AND
(preventing [ab] OR prevention [ab] OR reducing [ab] OR reduction [ab] OR aged [mh] OR
elderly OR geriatric)) OR Decubitus Ulcer [mh] OR ((pressure [ti] OR decubitus [ti]) AND
ulcer* [ti]) OR decubiti [ti])) AND ((((Randomised [ti] OR Randomized [ti] OR Controlled [ti]
OR intervention [ti] OR evaluation [ti] OR Comparative [ti] OR effectiveness [ti] OR Evaluation
[ti] OR Feasibility [ti]) AND (trial [ti] OR Studies [ti] OR study [ti] OR Program [ti] OR Design
[ti])) OR Clinical Trial [pt] OR Randomized Controlled Trial [pt] OR Epidemiologic Studies
[mh] OR Evaluation Studies [mh] OR Comparative Study [mh] OR Feasibility Studies [mh] OR
Intervention Studies [mh] OR Program Evaluation [mh] OR Epidemiologic Research Design
[mh] OR systematic [sb])

This strategy served as a basis for the peer-reviewed literature searches and was tailored for the
primary care setting.
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Appendix D. Organizations and Web Sites

AHRQ literature and Web sites searched included the following (in alphabetical order):

A Decisionmaker’s Guide to Adopting Innovations

AHRQ Innovations Exchange

Comprehensive Patient Safety and Medical Liability Communication and Program
Resolution Education Toolkit (CANDOR)

Designing Consumer Reporting Systems for Patient Safety Events

Detecting, Addressing, and Learning from Patient Identified Breakdowns in Care (aka - We
Want to Know)

Engaging Patients and Families in the Medical Home

Five Steps to Safer Health Care

Guide for Developing a Community-Based Patient and Family Advisory Council

Guide to Patient and Family Engagement in Hospital Quality and Safety (the “hospital
report”)

Guide to PFE in Hospital Quality and Safety

Patient and Family Engagement Module of the CUSP Toolkit

Planning and demonstration projects under the Medical Liability Reform and Patient Safety
Initiative such as The Seven Pillars: Crossing the Patient Safety—Medical Liability Chasm
PSNet

Workshop on Consumer Engagement in Selected Patient Safety Topics

Other organizations that address patient safety and/or patient and family engagement (in
alphabetical order):

AARP

Accreditation Council for Graduate Medical Education
Alliance for Continuing Medical Education
American Academy of Cardiology

American Academy of Orthopedic Surgeons
American Academy on Communication in Healthcare
American Academy on Physician and Patient
American Cancer Society

American Case Management Association

American College of Chest Physicians

American Health Insurance Plans

American Heart Association

American Hospital Association

American Lung Association

American Medical Association

American Organization of Nursing Executives
America’s Health Insurance Plans

Anthem
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Association of State and Territorial Health Officials
Australian Commission on Safety and Quality in Health Care
Axiom Action

Be Med Wise

e California HealthCare Foundation

e Canadian Patient Safety Institute

e Care Transitions Program

e Case Manager Society of America

Center for Advancing Health

Center for Advancing Health Engagement framework
Center for Patient Partnerships

Centers for Disease Control and Prevention
Centers for Medicare & Medicaid Services
Cincinnati Children’s Hospital Medical Center
Citizens for Patient Safety

Commonwealth Fund

Consumer Med Safety

Consumers Advancing Patient Safety

Consumers Union

Dartmouth-Hitchcock Medical Center
Department of Defense

DHHS Partnership for Patients Campaign
diagkKNOWsis

Empowered Patient Coalition

Every Patient’s Advocate

Gordon and Betty Moore Foundation

Harvard School of Public Health, Health Literacy
Health Care for All

Health Literacy Now

Health Research and Educational Trust

Health Resources and Services Administration
Informed Patient Institute

Institute for Family-Centered Care

Institute for Health Care Communication
Institute for Healthcare Improvement

Institute for Patient- and Family-Centered Care
Institute of Medicine

Josie King Foundation

Kaiser

Leapfrog Group

Malcolm Baldridge Quality Award

Manitoba Institute for Patient Safety

Maryland Patient Safety Center

Massachusetts Coalition for the Prevention of Medical Errors
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Maximus Center for Health Literacy

Medically Induced Trauma Support Services

Medicare and Medicaid patient and family education/engagement materials
Medicare Rights Center

Minnesota Alliance for Patient Safety

National Academy for State Health Policy

National Association of Children’s Hospitals and Related Institutions
National Association of County and City Health Officials
National Center for Cultural Competence

National Committee for Quality Assurance

National Family Caregivers Association

National Initiative for Child Healthcare Quality

National Institutes of Health

National Patient Safety Agency (United Kingdom)

National Patient Safety Foundation

National Transitions in Care Coalition

New Health Partnerships

Partnering for Patient Empowerment through Community Awareness Partners
Partnership for Healthcare Excellence

Partnership for Patient Safety

Patient Centered Outcomes Research Institute

Patient/Family Safety Council—Calgary, Alberta

Patients are Powerful

Patients.About.Com

Persons United Limiting Sub standards and Errors in Health Care
Persons United Limiting Sub standards and Errors of America
Persons United Limiting Sub standards and Errors of NY
Picker Institute

Picker Institute Europe

Planetree

Quiality and Safety Education for Nurses

RAND

Robert Wood Johnson Foundation

Save the Patient

Society of Critical Care Medicine

Society to Improve Diagnosis in Medicine

State hospital associations

The Joint Commission

UC Berkeley (CA program on access to care)

United States Pharmacopeia

Voice for Patients

Winnipeg Patient Safety Council

World Health Organization—~Patients for Patient Safety
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Health care providers (in alphabetical order):

68

Aurora Health Care

Carilion Clinic

Children’s Hospital of Philadelphia

Christiana Care

Dana Farber Cancer Institute

Emory Health System

Genesys Health System

Group Health

Health Systems of Eastern Carolina

Lucile Packard Children’s Hospital at Stanford, CA, Magnet in Nursing Excellence
MCG Health, Augusta, GA

MedStar Health

Memorial Health System of Hollywood, Florida
Prince George’s County Health Department
U.S. Department of Veterans Affairs

University of Colorado Medical Center, Denver
University of Washington Medical Center
Vermont Oxford Network
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Appendix E. Category Definitions

Safety Issues

1.

Fragmentation of the care systems and transitions between providers

Definition: The transition of patients between providers is fragmented, at times resulting in
the loss of critical information and valuable time on behalf of the provider and the patient.

Communication between patients and providers, health literacy

Definition: Communication of necessary health information (diagnostic, treatment,
prevention, etc.) between patients and providers can be fragmented, infrequent, or
nonexistent. In addition, patients who are health illiterate cannot understand critical
information about the management of their own care and well-being.

Diagnostic errors, management of test results

Definition: Errors in diagnosis, medication, and communication/management of test results
on behalf of the provider can have serious patient safety consequences. Reporting such errors
is critical to ensuring patient safety and provider accountability.

Medication prescription, management, drug interactions, adherence

Definition: Medication management on behalf of the patient is often a safety issue when
patients do not correctly manage their medications or adhere to treatment guidelines.

Antibiotic, opioid, and other medication overuse

Definition: The overuse of antibiotics and opioids can pose long-term safety consequences
for the individual as well as the community in terms of antibiotic resistance and opioid
addiction.

Safety Solutions

1.

Care team models, including expanded care teams

Definition: Collaborative teams of providers work together to integrate new models of care to
combat fragmentation, particularly with pharmacists.

Medication lists, reconciliation, programs to enhance adherence

Definition: Health information technology can include mobile messaging, telemedicine,
electronic health records, etc., to improve communication between patients and providers and
exchange of critical health information.
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3.

70

Patient and family advisory councils, boards, committees

Definition: A group consisting of patients, providers, and practice or hospital staff and/or
administrators engaged together to improve the function, structure, and processes of the
health care organization.

Educational interventions

Definition: Educational interventions seek to fill in knowledge gaps for patients about critical
aspects of the care, including (but not limited to) information about diagnosis, treatment,
prevention, and illness self-management.

Shared decisionmaking models

Definition: A shared decisionmaking model prompts the provider and patient to share
available evidence in order to make an informed decision together that best fits the patient’s
needs and preferences.

Family engagement in patient care (patient engagement is a given)

Definition: Family engagement in patient care occurs when families are prompted by health
care providers to engage to provide additional support, particularly when it comes to
treatment adherence and prevention.
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