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Abstract
While patient-centered care (PCC) is a widely accepted aspect of health-care quality, its definition is still the subject of debate.
We investigated health-care workers’ definitions of PCC by level of patient contact in job roles. Our qualitative study involved
semi-structured interviews with key stakeholder employees (n ¼ 66) at 6 Veterans’ Affairs health-care locations in Southern
California. Interviews were recorded, transcribed, coded for definitions of PCC, and analyzed by participants’ self-described
level of patient contact. Stakeholders whose role primarily involved patient contact tended to define PCC through: patient as a
person, patient preferences, and shared decision-making. Stakeholders whose role did not primarily involve patient contact
tended to define PCC through: patient-centered redesign, customer service, and access to services. Stakeholders with more
patient contact emphasized patient-level and interpersonal concepts, while those with less patient contact emphasized system-
level and business-oriented concepts. The focus on PCC-as-access may reflect influence of changing institutional climate on
definitions of PCC for some stakeholders. To facilitate successful PCC efforts, health-care systems may need to leverage
differing but complementary definitions of PCC within its workforce.
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Background

While patient-centered care (PCC) is a widely accepted cen-

terpiece of conversations around health-care quality (1–5),

its definition is still the subject of debate (6–8). The lack of

consensus around PCC’s definition is reflected in vigorous

debates about what should be excluded in definitions of PCC

(9–13), such as superficial aspects of patient experience (14)

(eg, hospital décor), or technological and infrastructure

changes (15) (eg, electronic medical records) which miss the

target of PCC as being about patient care. One large,

frequent-cited literature review by Mead and Bower (8)

noted a general lack of consensus around essential compo-

nents of PCC. They distilled from the literature key 5 con-

ceptual dimensions that help outline PCC: “biopsychosocial

perspective; ‘patient-as-person’; sharing power and respon-

sibility; therapeutic alliance; and ‘doctor-as-person’” (8).

Less represented in this ongoing debate, however, are the

definitions of PCC that are held by the workers in health-care

systems. For systems that have chosen to shift toward deli-

vering care that is more patient-centered, health-care

workers are charged with the everyday task of carrying out

this process. As has been pointed out previously (7,16), it is

difficult to enact PCC across a health-care system if the

workers themselves do not agree on how to define PCC.

Previous studies (16–21) suggest that health-care workers’
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understanding of PCC varies; however, potential sources of

this variation, such as job role, are unknown.

Given the focus of PCC on the individual patient, it is

plausible that workers’ job role within the health-care sys-

tem, their daily duties, and their degree of contact with

patients within those duties may impact their definition of

PCC. Two US-based studies (16,21) found variation in

employees’ apparent concepts of PCC but did not distinguish

between different job roles in their analyses. Neither study

answered the question of how individuals’ job roles may

have contributed to the variation that they found. To address

this gap and build on the existing literature, our objective

was to assess health-care workers’ definitions of PCC and

evaluate if level of patient contact in job roles was associated

with patterns in those definitions.

Methods

Setting and Participants

Our study was conducted at 6 sites within 3 Veterans Affairs

(VA) health-care systems in Southern California between

September 2013 and January 2015. Data were collected as

part of an evaluation by the Veterans Assessment and

Improvement Laboratory for Patient-Centered Care (VAIL)

(22), 1 of 5 demonstration laboratories funded by the VA’s

Office of Patient Care Services to evaluate the VA’s approach

to patient-centered medical home (PCMH) implementation.

Potential key stakeholder participants were identified by

their job title and role in PCMH implementation as having

unique and important first-hand knowledge of PCMH imple-

mentation processes at their location (23). They included

regional leaders (administrative, information technology,

etc), local health-care system leaders (eg, administrative,

nursing, medicine, system redesign, social work, pharmacy,

behavioral health), site-level leaders (eg, administrative,

nursing, medicine, social work, pharmacy, and behavioral

health), research project leaders and staff involved in local

PCMH implementation efforts, and other site-level partici-

pants, such as primary care clinical staff (eg, physicians,

nurses, dieticians, pharmacists), nonclinical staff, and other

employees directly involved with the PCMH. Key stake-

holders were contacted via e-mail and invited to participate

in an interview at a time of their convenience.

Informed consent was obtained verbally from all individ-

ual participants included in the study. All procedures were

approved by the institutional review boards of the Greater

Los Angeles VA Healthcare System (2011–070725 and

2011–030295) and the RAND Corporation (HSPC Project

ID: 2010–0870).

Data Collection

A team of trained qualitative researchers conducted in-

person and telephone interviews lasting 45 to 60 minutes,

which were audio-recorded, professionally transcribed, and

spot-checked for accuracy. The interview guide was

developed by an interdisciplinary project leadership team

including physicians and social scientists, and based on the

PCMH implementation literature. The guide was designed to

elicit descriptions and reflections on various aspects of local

PCMH implementation progress from the perspective of the

stakeholder, such as primary care restructuring, team-based

care and workflow, and continuity of care, in addition to

feedback on an intervention supporting locally driven

PCMH quality improvement efforts. Relevant to this analy-

sis, one question on the interview guide directly asked parti-

cipants to define PCC in their own words. We asked: “How

would you define patient-centered care?.”

Data Analysis

Transcripts were summarized by the qualitative team in a

template of key domains based on the interview guide (24).

All transcripts were coded in ATLAS.ti (version 8) by the

first author (J.M.). The analytic focus of “definitions of

patient-centered care” was derived a priori from the inter-

view guide. In this first phase of analysis, we used a single

code to identify all stakeholder definitions of PCC across all

transcripts. We coded definitions of PCC which came in

response to the interview guide question: “How would you

define patient-centered care?” in addition to any definitions

of PCC which arose spontaneously during the interview.

Coded sections of text were iteratively grouped and refined

using a constant comparative (25), modified inductive

approach consistent with Grounded Theory (26). Sections

of text describing similar concepts were grouped into related

categories in an iterative process in which the categories

were repeatedly refined with the addition every new coded

segment, and the characteristics of the categories developed

by constantly comparing text segments within and across

categories. The resulting categories generated through this

process formed the 6 themes reported here.

After the initial analysis phase was complete, we consid-

ered strategies to analyze the resulting data set by job role to

explore the role of patient contact. In this second phase of

analysis, we initially attempted dividing the transcripts into 2

analytic groups by presence or absence of a clinical degree

based on administrative data but discovered that clinical

degree was not a proxy for patient contact for our sample.

In the VA, most PC clinical leaders also have patient panels

and split their time to some degree between administrative

work and clinical work. Thus, some stakeholders with clinical

degrees had minimal patient contact in their daily roles.

Instead, we reviewed the transcripts for stakeholders’ self-

described level of patient contact and divided the transcripts

into the following 2 analytic groups: primarily patient contact

and primarily nonpatient contact. Self-reported level of

patient contact was assessed directly from the transcript

through asking participants to describe their job role and indir-

ectly through their responses over the entire interview (patient

contact > nonpatient contact ¼ “primarily patient contact”

group; nonpatient contact > patient contact ¼ “primarily
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non-patient contact” group). For example, if a physician held

an administrative leadership position and reported only one

half-day of clinical time per week, we assigned this partici-

pant to the primarily nonpatient contact category. We sorted

coded sections of text by theme from the first round of anal-

ysis and by patient contact group from the second round of

analysis and identified overarching patterns in the relationship

between themes and patient contact categories. Coding and

analysis was checked at multiple points by a second qualita-

tive expert (A.H.) and discrepancies resolved by consensus.

Results

Eighty-seven individuals were invited to participate and 73

interviews were completed (response rate ¼ 84%) between

September 2013 and January 2015. Two interviews were

dropped from the data set for not being VA employees, and

5 were dropped for no relevant content, resulting in an ana-

lytic sample of 66. To analyze by patient contact in job role,

35 stakeholders were categorized as primarily having patient

contact and 31 as primarily not having patient contact.

Table 1 describes sample characteristics.

Key stakeholders’ definitions of PCC included 6 themes

summarized in Table 2. Key stakeholders whose role primar-

ily involved patient contact tended to define PCC through the

following concepts: patient as a person, patient preferences,

and shared decision-making. Key stakeholders whose role did

not primarily involve patient contact tended to define PCC

through the following concepts: patient-centered design, cus-

tomer service, and access to services. While there was cross-

over between the analytic groups in themes discussed, our

analysis found that key stakeholders overall prioritized the

themes associated with their analytic group.

Themes: Key Stakeholders With Primarily Patient
Contact Job Roles

Patient as a person. Key stakeholders described definitions of

PCC revolving around the patient as a person and care based

on relationships with each individual person. They felt that

Table 1. Participant Roles in the Organization.

Leadership
Level Role

Total
Number
(n ¼ 66)

Primarily Patient
Contact Group

(n ¼ 35)

Nonprimarily
Patient Contact
Group (n ¼ 31)

Higher Regional-level leaders (administrative, information technology, etc) 7 1 6
Local health-care system-level leaders (administrative, nursing,

medicine, system redesign, social work, pharmacy, behavioral
health)

19 12 7

Site-level leaders (administrative, nursing, medicine, social work,
pharmacy, behavioral health)

21 14 7

VAIL research project leaders and staff involved in local PCMH
implementation efforts

13 2 11

Lower Other site-level participants (such as physicians, nurses) involved in
local PCMH implementation efforts

6 6 0

Abbreviations: PCMH, patient-centered medical home; VAIL, Veterans Assessment and Improvement Laboratory for Patient-Centered Care.

Table 2. Summary of Themes: Definitions of PCC.

Theme Description

Key stakeholders with primarily patient contact job roles
Patient as a person Definitions of PCC revolving around the patient as a person, and care based on relationships with each individual

person
Patient
preferences

Definitions of PCC closely tied to the importance of patient preferences; the need for patient engagement and
involvement in care; care should be patient-led and patient-driven

Shared decision-
making

Definitions of PCC related to the process of shared medical decision-making between patients and providers; a joint
process marked by cooperative partnership and balance

Key stakeholders with nonprimarily patient contact job roles
Patient-centered
design

Definitions of PCC related to various aspects of system redesign: system-level changes to improve care processes;
workflow processes and clinical spaces all designed around the patient

Customer service Definitions of PCC related to customer service principals; patients treated by all staff as if they were paying
customers; the patient’s business is welcome and appreciated

Access to services Definitions of PCC focused on patients’ timely access to needed services and providers; the patient getting the
appointment day and time desired; the patient having phone access to primary care team

Abbreviation: PCC, patient-centered care.
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the patient should be familiar with their team from seeing the

same individuals consistently, visit after visit, and that the

team should know the patient as a person, including family.

They focused on warm connections with the patient based on

that familiarity. They said care should be based on a rela-

tionship with the person that is the patient and rejected the

idea of impersonal or anonymous care.

The individual attention and the fact that there is a nurse who

knows you and calls you and you’ve seen her and you have a

face to that name is very empowering for the patient. -Nurse

[PCC] is that continuity with each of the follow-up persons

so [primary care team members get to know the [patient]. So the

nurse or the clerk can say, You know, he doesn’t look right

today, or, His wife was coming and she’s not here today. Maybe

you should ask what happened. –Primary Care Provider

Patient preferences. Key stakeholders described definitions of

PCC closely tied to the importance of patient preferences.

They highlighted the need for patient engagement and invol-

vement in care that is patient-centered and felt that care should

be patient-led and patient-driven. To facilitate this, they

underscored the need to listen to patient values and priorities

and include the patient’s family in these discussions.

[PCC] means to me: what does the patient want? What are they

really there for? What’s the most meaningful thing in their life at

the time? -Behavioral Health/Health Promotion Educator

[PCC] involves [the patient’s] family and those type of

things. It’s not just the Veteran. It’s everything that surrounds

the Veteran. -Nurse

I think I would define [PCC] in terms of . . . the interaction

that [patients] have with us as [PCMH] members and for us to be

really partnering with them and addressing [patients’] goals. -

Primary Care Provider

Shared decision-making. Key stakeholders described defini-

tions of PCC related to the process of shared medical

decision-making between patients and providers. They saw

this as a joint process marked by a cooperative partnership

and balance, with both sides having responsibilities. They

described the provider in the role of educator, motivator, and

facilitator.

From my perspective, [PCC] is like the translation of the Bible.

When everything was in Latin, we believed, but we didn’t know

what we believed. And now, the information sharing has now

opened up and there’s less mystery and more knowledge. And

there’s going to be more interaction and it’s forced from both

sides because even revealing the doctor’s notes has changed the

attitude. Why not tell [patients] exactly what’s wrong with them,

or why not do this because I think there’s going to be more

honesty and more interaction between clinical staff and patient

and less mystery. -Patient-Provider Communication Coordinator

[PCC] means letting [patients] share in the decision-making,

making sure they have the knowledge that they need to make

those decisions, and respecting it when it’s different than your

own. -Primary Care Provider

Patient-centeredness, to me, means that the patient is at the

helm of the wheel, so to speak. They are steering the care in that

we are trying to get them well or keep them well and we have to

meet them where they’re at. So, to do that, you need to bring

them in on decision making and buy-in on areas that they have

challenges that they need to improve on. -Nurse

Themes: Key Stakeholders With Nonprimarily Patient
Contact Job Roles

Patient-centered design. Key stakeholders described definitions

of PCC in terms related to various aspects of patient-centered

design, that is, system-level changes to improve care pro-

cesses. They expressed the need for team members to go to

the patient location (as opposed to the patient physically walk-

ing to different staff members’ locations) and that clinical

spaces should be set up to facilitate this team-based care. They

emphasized the need for redesigned physical spaces such that

clinical processes can center around the patient. They

described PCC as workflow processes and clinical spaces, all

designed to meet a variety of patient needs.

It wasn’t uncommon in the past that you might have a patient be

called in from the waiting room, have their vital signs done and

sent back to the waiting room and so forth. Maybe they’d go

from room to room to see the doc, to the dietician, to the who-

ever else. And now we’re trying to really change that and have

the providers go to the patient rather than the patient go to the

providers. -Medical System Leadership

Everybody comes to the patient instead of the patient going

from room to room. When they go through those types of

designs, I think that that can help. -Pharmacy Lead

Customer service. Key stakeholders described definitions of

PCC related to customer service principals. They felt that

patients needed to be treated by all VA staff as if they were

paying customers, similar to private industry, in which the

patient’s business is welcome and appreciated. Patients

should be addressed respectfully, treated politely, and the

attitude of staff should be one of seeking to increase cus-

tomer satisfaction by delivering excellent customer service.

So [PCC] is [ . . . ] customer service. It’s providing excellent

customer service and picking up their phone calls. -Primary

Care Lead

PCC is] being timely, it’s being courteous, it’s having excel-

lent front office staff. -Primary Care Lead

[PCC] is . . . ‘what can we do to help you today, sir or

ma’am’? -Business Operations Lead

Access to services. Key stakeholders described definitions of

PCC that focused on the patient’s timely access to needed

services and providers. They saw it as the patient getting the

appointment day and time desired (including lunch hour,
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evening, and weekend hours), the patient being seen the

same day if needed, and the patient having phone access to

the primary care team. They felt that PCC meant patients not

having long waits for an appointment, or long waits in the

waiting room, and having an easy-to-use phone system that

provided immediate phone access or prompt return calls and

secure messaging.

[PCC] means make an appointment when a patient wants to

make an appointment. -Primary Care Lead

What I consider to be [PCC] would be, first of all, access to

my provider when I need it, both a reasonable time of appoint-

ments and hopefully to be able to communicate outside of the

usual [if] I have to call him, like a messaging system and so

forth. -Regional Leadership

Patient-centered, to me, means that if I want to be seen that

day I should be able to see either my provider or I should have

an alternative to see another provider if my provider is full. I

should be able to have a choice in the scheduling and every-

thing, like if I provider referred me to a subspecialist, I should be

able to get in within seven days. -Nurse Lead

Crossover Between Themes and Key Stakeholder
Groups

Key stakeholders also discussed themes that belonged to the

other patient contact-level analytic group. That is, key sta-

keholders from the primarily patient contact group discussed

themes associated with the nonprimarily patient contact

group, and vice versa. However, in these instances, they

emphasized themes from their own analytic group over those

from the opposite group. For example, one key stakeholder

assigned to the primarily patient contact group, a PCP,

emphasized a definition of PCC as orienting to preferences

of the patient (an example of the patient preferences theme).

This stakeholder also included an element of the access to

services theme, a theme from the nonprimarily patient con-

tact group, when they mentioned different non-face-to-face

modalities for a clinical encounter that VA offers to increase

access to services. Then they returned again to the idea of

individual patient preferences as emphasis of the patient

preferences theme.

The way I view [PCC] is you give the care that the patient feels

is needed. They’re not going to say I need my [mandatory clin-

ical] reminders done. They’re going to say they’re in pain and

they want someone to adjust their pain. So focusing on what the

patients want to talk about or what they need for their own care

and trying to provide care the way that it works for them.

Whether it’s on the phone, whether it’s face to face, whether

it’s [secure video interface]. I mean it’s based on individualizing

[care] to the patient. –Primary Care Provider

In a second example of crossover between groups and

themes, a key stakeholder assigned to the nonprimarily

patient preferences group initially refers to the patient’s

perspective in their definition of PCC (a crossover to the

patient preferences theme). However, they go on to empha-

size their own group’s patient-centered design theme

through a business-oriented and system-oriented clarifica-

tion of PCC as about the VA does business.

PCC is look[ing] into the patient’s perspective of how to navi-

gate through the system. So it’s re-looking at our entire way of

doing business. –Primary Care Leadership

Discussion

In our analysis, definitions of PCC varied as a function of

patient contact in key stakeholders’ job roles. Key stake-

holders with more patient contact tended to define PCC

through patient-level and interpersonal concepts (patient as

a person, patient preferences, and shared decision-making

themes), while those with less patient contact tended to

define PCC through system-level and business-oriented con-

cepts (systems redesign, customer service, and access to

services themes). This suggests that greater everyday job

responsibilities for direct patient care may be associated with

definitions of PCC more closely tied to the patients them-

selves, and those with job roles more distant from patients

may hold definitions of PCC related to the broader health-

care system and business operations.

Our findings build on previous work on hospital

employee concepts of PCC by asking how definitions of

PCC may vary by characteristics of job role. One notable

previous study by Fix et al (16) mapped findings of hospital

employees’ concepts of PCC to established concepts of PCC

in the literature based on the Mead and Bower review (8).

However, that study did not analyze the influence of work-

ers’ job roles and could not answer the question of whether

there were patterns in employees’ concepts of PCC. Tanta-

lizingly, Fix provides a breakdown of participant roles by

category but does not report findings by those roles. Thus,

while previous work establishes that workers’ conceptions of

PCC vary in important ways, our study’s contribution helps

to better describe one possible source of this variation: job

role level of patient contact.

Our findings related to the PCC definitions of key stake-

holders with jobs primarily involving patient contact (patient

as a person, patient preferences, and shared decision-making

themes) fit well within established concepts in the literature.

Two of our themes from key stakeholders with nonprimarily

patient content (patient-centered design and customer ser-

vice themes) are similar to extensions on established PCC

concepts that Fix found (16). However, the third theme,

access to services, does not fit well within Mead and

Bower’s established concepts of PCC (8). Some have cau-

tioned against health-care systems’ focus on changes to

infrastructure (such as electronic medical records, and

improvements in scheduling) as a misread of the meaning

of PCC (15). That is, while these infrastructure upgrades that

improve patients’ access, for example, may indirectly help

1638 Journal of Patient Experience 7(6)



facilitate care that is patient-centered, they are not in them-

selves PCC. Thus, rather than defining PCC itself, a focus on

access could be seen as addressing the mediators that would

enable those in direct patient contact to deliver PCC.

One explanation for the theme of access’s prominence

among VA key stakeholders whose jobs roles did not pri-

marily involve patient contact is the recent historical empha-

sis on access within the VA institutional context. In the 12

years previous to this work, government reports (27,28) and

VA internal audits (29–31) criticized Veterans’ lack of

timely access to services and extensive wait times, and VA’s

lack of accurate accounting for patient wait times. Shortly

following the beginning of our data collection, CNN

reported in January 2014 (32) and April 2014 (33) on Vet-

erans’ delayed access to care. The negative news coverage

prompted a VA audit and intense internal and external scru-

tiny of access issues (34) and ignited new efforts to improve

access and PCC that are still ongoing (35). The coincidence

of this VA institutional focus on access issues with the var-

ious PCMH and PCC improvement efforts occurring in VA

nationwide (36,37) may have caused the concept of access to

services to become wrapped up in VA-specific concepts of

PCC for key stakeholders with less direct patients contact

with in their jobs.

Key stakeholders comprise a crucial factor in the success

or failure of efforts to enact policy (23). If discrepancies in

PCC definitions between key stakeholders may be proble-

matic for a health system attempting to implement PCC, then

potential confusion between patient-level and interpersonal

concepts versus system-level and business-oriented concepts

of PCC may cause stakeholders to “talk past” each other.

However, while system-level and business-oriented concepts

of PCC are not the definition of PCC, per se, they potentially

represent important prerequisites to PCC. For example,

access to care is a necessary precondition to PCC: patients

must have first access to their primary care team in order to

experience PCC. System-level thinking about facilitators

and barriers to everyday PCC delivery is an important role

for high-level members of health-care system leadership.

Our analytic groups may reflect the relationship of the

key stakeholder to the system, as either delivering direct

PCC as a part of the patient–provider dyad within a given

system or working to make the system reflect PCC values

through its organization and administration. One group has

self-efficacy for interpersonal PCC, while the other group

has self-efficacy for supporting PCC through health-care

system design. Thus system-level and business-oriented con-

cepts, such as a focus on access, may play complement and

support PCC in the VA context. For health-care systems

continuing to implement and improve PCC, their efforts may

benefit from understanding differences in health-care work-

ers’ definitions of PCC and promoting discussion to bring

different definitions of PCC into conversation with each

other within local institutional contexts. In this way, differ-

ing definitions of PCC within a health-care workforce can

potentially work together and be leveraged as a strength.

This study has limitations of note. While our study took

place at 6 VA sites across three VA health-care systems, all

of these health-care systems were from one region in South-

ern California and may not generalize to other areas of the

country. As discussed, local institutional contexts may be a

factor that influences some workers’ definitions of PCC, and

as a result, some of the themes of our findings may vary by

health-care system. Level of patient contact is the final com-

mon pathway of other job role differences such as manage-

ment, leadership, or research responsibilities that are not

assessed in this study. Our analysis instead identified job

role in relationship to patient contact as a key factor in shap-

ing PCC definitions; however, the modest size of our sample

limited any analysis by finer grained job role groupings.

Larger future studies should investigate more specific job

role characterizes that may impact definitions of PCC.

Veterans Affairs health-care workers with primarily

patient contact job roles held definitions of PCC that related

to patient-level and interpersonal concepts and aligned well

with definitions of PCC in the literature. Those with nonpri-

marily patient contact roles defined PCC through system-

level and business-oriented concepts that were overall more

distant from the PCC literature but may be important as

prerequisites to providing PCC. To our knowledge, previous

work has not addressed the role of specific institutional con-

texts in local definitions of PCC, and how factors such as

media attention or internal efforts, such as the VA’s work to

address access, may impact some workers’ definitions of

PCC. More work is needed to explore how new programs,

initiatives, or other large-scale change within a health-care

system may have unintended consequences for bleed-over

into local interpretations of PCC, especially for those in

leadership positions involving less patient contact.

Differences in stakeholders’ perspectives between the

groups are each important and are potentially complemen-

tary within initiatives to enhance PCC. Based on these find-

ings, however, PCC initiative leaders should anticipate the

need to facilitate effective communication between these 2

groups of key stakeholders, in order to identify crossover

where it exists and leverage differing but complementary

definitions of PCC within its workforce. More research

designed to tease out the factors that influence health-care

workers’ definitions of PCC is required both within VA and

outside VA in order to determine how far our findings will

bear out in other VA contexts and non-VA contexts.
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