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Abstract

Background: Patients and carers should be actively involved in patient safety and
empowered to use person-centred approaches where they are asked to both identify
safety concerns and partner in preventing them.

Objectives: The aim of this study was to co-design a patient safety guide for primary
care (PSG-PC) to support patients and carers to address key patient safety questions
and identify key points where they can make their care safer. The objectives were to
i) identify when and how patients and carers can be involved in primary care patient
safety, and ii) identify the relevant information to include in the PSG-PC.

Design: An experience-based co-design approach.

Setting and Participants: We conducted three workshops with patients, carers, com-
munity pharmacists and general practitioners to develop and refine the PSG-PC.
Results: Participants identified both explicit and implicit issues of primary care patient
safety especially relating to technical and relational components of involving patients
and carers. The importance of communication, understanding roles and responsibili-
ties, and developing partnerships between patients and health-care providers were
considered essential for actively involving patients in patient safety. Co-developing
the PSG-PC provided insight to improve care to develop the PSG-PC.

Discussion: The PSG-PC is the first guide to be developed for primary care, co-de-
signed with patients, carers, general practitioners and pharmacists. The PSG-PC will
support patients and carers to partner with health-care professionals to improve pa-
tient safety addressing international and national priorities to continuously improve

patient safety.
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1 | INTRODUCTION

Globally health-care systems are experiencing unparalleled levels
of demand for services, and a greater focus on long-term condition
management as well as financial constraints and an increasing role of
technology in care. Improving the quality and safety of health care
is a key priority.?* There has been an increasing focus on patient
safety globally especially on preventing the most common causes
of harm such as prescribing, diagnosis and treatment in primary care
(ie the first point of contact in the health-care system typically in-
cluding in the United Kingdom (UK) General Practice and commu-
nity Pharma\cy).i*“'6 Patient safety is ‘the avoidance, prevention and
amelioration of adverse outcomes or injuries stemming from the
processes of health care’. 7 For example, in primary care diagnostic
and medication incidents were most likely to result in harm or severe
harm. Patient-provider communication issues also contribute to pa-
tient safety incidents either directly or indirectly.>® There has been
a shift from a medico-legal and blame-focused approach towards a
focus on understanding and learning from incidents.”® However,
there often remains a focus on accountability rather than embed-
ding a systems based learning approach that includes patients and
carers.” 1!

In the UK, national reports about patient safety have recom-
mended that patients should be involved at all levels of their patient
safety in an open and transparent way with accurate and useful in-
formation.*?!3 The National Patient Safety Strategy has emphasized
that improving patient safety requires a dual focus on learning from
events and lived experience to prevent harm whilst also anticipat-
ing, predicting and preventing unsafe care/services, which requires
action ranging from government, health- and social care staff and
patients and carers.'* In essence patient safety can be defined as
the ‘avoidance, prevention and amelioration’ of adverse outcomes
and harm in health care, the ‘avoidance, prevention and amelioration’
of adverse outcomes and harm in health care.”**> This is equally a
key element of the UK national patient safety syllabus but despite
this and increasing focus on patient involvement in patient safety, in
primary care there remains a gap as to how to practically support pa-
tients with national guidance identifying tools in secondary care but
not in primary care.***> Furthermore, whilst much of the research
focus for patient safety has been on secondary care, the volume of
patient contact with primary care makes patient safety initiatives in
this setting a priority‘lé'21

Many of the mechanisms for improving patient safety focus on
health-care professionals such as systems to track and report errors,
regulations and accreditation and work to engage doctors and nurses
with patient safety.???® However, patient and health-care profes-
sional perceptions’ of safety differ. Patients place a greater emphasis
on a wider psychosocial context of safety (eg feeling listened to and
able to raise concerns).”*® Patients tend to view both serious and
relatively not as serious issues which cause distress as psychological
safety concerns.?® Much of the research on patient safety in primary
care is descriptive, with few of the studies focusing on interven-

tions that will improve it that supports patients in primary care with
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medication, information exchange to diagnosis and treatment across
care.?27-33 Primary care work often includes managing uncertainties
(eg symptoms presenting potential differential diagnoses) along ep-
isodes of care, often over a long period, for example uncertainty in
diagnosis, monitoring, and treatment, or providing self-management
support which creates a different context for care than secondary
care and may require different ways of identifying and improving pa-
tient safety.>?®” Furthermore, overdiagnosis may also cause harms
and distress.3338

Areas that can contribute to enhancing safety, beyond the pre-
vention of serious incidents, involve patients include patient-profes-
sional communication, the role of intermediaries and collective-level
forums.*? Defining and applying strategies to improve patient safety
involve an on-going dialogue between patients and health-care pro-
fessionals® that build on patient-centred approaches to care devel-
oping trust, clarify expectations and ensure understanding.?”%® The
timing, authenticity and ability to discuss experiences with clinicians
are key elements for patients speaking up when patients have con-
cerns about their care if they wish to do s0.2 In parallel, tools devel-
oped to support patients and carers to be involved in patient safety
(if they want) need to have appropriate information that is open,
transparent, accurate and useful.!?2 This approach also reflects the
wider shift in recognizing patients as an additional safeguard within
the health-care system, which aligns with a systems approach to pa-
tient safety.3°'32

A patient's understanding of safety and the health-care sys-
tem in which it occurs is interdependent.! Patients who may
wish to raise safety concerns may be vulnerable to or perceive
a power imbalance that may influence the willingness or ability
of the patient to raise patient safety issues if they would like
t0.324% There are a number of factors that may influence a pa-
tient's willingness to be involved. These can be patient-related,
iliness-related, health-care professional-related, setting-related
and task-related.*>*2 Involving patients in patient safety requires
a collaborative approach as there are multiple interacting influ-
ences on safety and solutions to address issues.*® One way that
has been proposed to understand these multiple interacting in-
fluences on safety to develop support for patients and carers is
to bring patients, carers and health-care professionals together
to develop initiatives that do not disenfranchise or overburden
any one stakeholder. This approach can move research findings
into practical, meaningful outcomes that incorporates forms tacit,
behavioural and experiential knowledge.**

Whilst there are handbooks and tools developed for patients to
support their involvement in safety,*>"# the role of involving patients
actively in patient safety remains whilst increasing remains underex-
plored in primary care. These tools have provided a comprehensive
support for patient safety in secondary care (including safety tips,
sections for personal information, treatment plans, and information
on specific issues such as hygiene and fall prevention) but an equiva-
lent version does not exist in primary care.* In accordance with the
Medical Research Council Framework for the design and evaluation

of complex interventions, this paper reports the first phase in the
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programme of work to develop and test the patient safety guide for
primary care (PSG-PC).*® The aim of this study was to develop the
PSG-PC to support patients and carers to identify key patient safety
issues and identify key points where they can make their care safer
in primary care, co-designed by patients and carers and health-care
professionals to support their involvement in primary care patient
safety and to ensure the content of the PSG-PC is acceptable and
accessible.

2 | METHODS

The development of the PSG-PC took place between May 2015 and
July 2019. It involved a cyclical approach based on the experience-
based co-design approach.**° The approach used existing evidence
of primary care patient safety experiences from the wider literature
to inform the initial trigger discussion and then followed by a series
of workshops and prototype development in an iterative and cyclical
approach to development.

Experience-based co-design (EBCD) is one form of narra-
tive-based, participatory action research.>>3 It has been defined as
a form of ‘user-focused design process with the goal of making user
experience accessible to the designers, to allow them to conceive
of designing experiences rather than designing services’”* EBCD
requires collaboration between all stakeholders focusing on user
experiences (both on a cognitive and emotional level) through iden-
tifying key touch points and working together in co-design events
to identify where experiences can be improved.’>*® These touch
points reflect a significant experience which creates a strong emo-
tional response and may reflect a core element of health care.”*%>
EBCD has been used for quality improvement initiatives in a variety
of settings, such as emergency medicine, primary care and mental
health services to make changes to improve care.’>%¥%¢ |n co-de-
sign, user narratives (including stories and scenarios) may be used
to communicate ideas and concepts and how they might be used.>®
This approach can start with a broad brainstorming process where
all dimensions of a problem can be considered, and then a narrow-
ing of focus to identifying potential solutions which have can for all

stakeholders.>*

2.1 | Initial set-up: Establishing
patient and public, and health-care professional,
stakeholder groups

Involving members of the public in the design and development of
the project was key from the onset to ensure that research is not
just to done ‘to’ or ‘about’ people but is being carried out ‘with’
or ‘by members of the public’.’”* The initial PSG-PC project was
presented to a patient and public involvement group (whose aim
was to offer advise to research, comment on and develop research
materials and work with researchers as a member of the public or

person with a lived experience as a service user) within the [NIHR

Greater Manchester Patient Safety Translational Research Centre
(NIHR GM PSTRC)].% Six public contributors (ie the preferred role
title by members of the patient and public involvement group)
volunteered to work with [RM] the research team and as part of
a patient and public involvement group. The patient and public
involvement group met regularly throughout the study working
with [RM] to design the study, develop ideas, plan and run the
co-design workshops, developing and refining the PSG-PC proto-
types, and promoting and disseminating the study. Concurrently,
a virtual health-care professional stakeholder (which is a group
of general practitioners (GPs) or community pharmacists who
commented on the research from a health-care professional
perspective) and public contributor groups were established.
GP and pharmacists were included as they provide the majority
of primary care services in the UK.>’ Members were recruited
to these groups through a range of adverts (online via twitter,
the [department] external newsletter and snowball recruitment
through existing contacts). All public contributors throughout the
study were reimbursed for their time at INVOLVE (ie a national
advisory group for patient and public involvement in the NHS,
public health- and social care research in England) rates,®® and all
health-care professionals were reimbursed for pro-rata of their
standard payment rates. The groups worked with the research
team to identify key touch points for primary care patient safety
(eg access, diagnosis and medication) and develop the first co-
design workshop.

2.2 | Participant recruitment

Patients, carers, GPs and pharmacists were recruited to be involved
in the study as users of primary care services (ie patients and carers)
and as the main health-care professionals delivering primary care
services in the UK (ie GPs and pharmacist). The inclusion criteria
were either to be a patient, carer, practising GP or community phar-
macist over the age of 18 able to understand and communicate suffi-
ciently in English to participate. Participants were recruited through
online adverts, twitter, GMPSTRC external newsletter and through
existing contacts. Due to the nature of this type of broad advertiz-
ing, it is unknown how many people choose not to participate. The
adverts were available online and so potentially anyone in the UK
could have attended, however, as these were meetings held on one
day in North West England for logistical constraints participants
were from the North West England area.

2.3 | Co-design process
2.3.1 | Initial co-design workshop
The first co-design workshop was held in March 2016. Participants

included a mix of patients, carers general practitioners (GP) and

community pharmacists. The workshop was categorized as a public
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involvement workshop by the Health Research Authority definition
and discussions were not being videoed or audio recorded so partici-

pants were not asked to sign consent.®*

As this was part of a wider
study, this approach has been given ethical approval (research ethics
committee reference: 16/YH/0496).

A morning introduction session outlined the approach [RM and
SC] and introduction of NIHR GM PSTRC, and a presentation was
given to trigger discussion about an experience of a family member
trying to access primary care services by a member of the public
contributor group [KG and AR]. The day was divided into two facili-

tated discussions, which aimed to:

1. ldentify key patient safety questions and identify key touch
points where patients can be involved in patient safety from
the patients, carers and staff perspectives.

2. ldentify the information and practical ways of improving this that
could be included in a PSG-PC.

Participants were asked to brainstorm their initial thoughts and
write them on post-it notes and then in smaller groups held a fa-
cilitated discussion to identify the patient journey in primary care
(eg going to the GP) and the key touch points that they identified.
After the initial facilitated discussion about these touch points,

WILEY-L*

participants were then asked to identify the actions that could re-
alistically be done to improve them. Each small group fed back to
the whole group the key touch points and actions to improve them
that they identified. Using a consensus approach at the end of each
session, participants were asked to vote on main points. Each group
was facilitated by at least one public contributor from the public in-
volvement group and a health services researcher. After this session,
briefing notes were sent to all facilitators. Facilitators collected in-
formation from participants (eg through post-it notes, diagrams) and
recorded field notes from individual group discussions. [RM and SG]
also took field notes during the workshop, and visual minutes were
created during the day (see Figure 1). These notes were then anal-
ysed thematically to identify key themes within the data (see below
for more details).®?> A summary of the workshop and themes was
sent to all participants to ensure that participants’ accounts were

presented accurately.
2.3.2 | Prototype development and refinement
A prototype of the PSG-PC was developed. This used the notes and

feedback from participants on the key components for the PSG-PC.
This consisted of the key touch points of contact between patients

FIGURE 1 Visual minutes made of the discussion from Workshop 1
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and carers with primary care services and what was identified as
working well and what could be improved.**¢* The development was
an iterative process involving discussions with the public contribu-
tors, health-care professional contributors and the wider research
team via a combination of group meetings and email discussions.
Additional co-design workshops were held in March 2017 and 2018
to get feedback on the PSG-PC prototype and how the PSG-PC could
be realistically implemented into everyday practise. Participants
were given the PSG-PC to look at on the day so that real-time feed-
back and then worked with participants to interpret their feedback
and to consider the key touch points initially identified that captured
a core challenge of involving patients and/or carers in patient safety
in primary care.’® There were three groups facilitated by public con-
tributors as well as a health services researcher, and notes were re-
corded and analysed. Post-workshop feedback was collected via a
short online survey, and participants were given the opportunity to
feedback any additional comments via email to ensure interpretation
was accurate. The PSG-PC prototype was refined working with the
patient and public, and health-care professional, stakeholder groups
following the co-design events. The PSG-PC was then refined based
on these discussions with feedback from representatives from na-
tional organizations with a focus on patient safety. The PSG-PC
was awarded the Plain English campaign Crystal Mark to ensure the
PSG-PC was clear and concise.%*

The reporting of this study has adhered to the GRIPP 2 checklist
to enhance the quality and transparency of patient and public in-

volvement reporting.®

2.4 | Data collection

Data from the co-design events were collected and used to iden-
tify key touch points of patient experiences to identify key points
where patients can be involved in patient safety. At each work-
shop, the discussions were facilitated by researchers with expe-
rience of patient safety in primary care and involving people in
research along with public contributors. At these events, notes
were taken during discussions, memos written afterwards along
with post-it notes, diagrams and online brief survey for feed-
back on prototypes (eg written comments, emails and discussion

notes).”*%3

2.5 | Data analysis

The co-design process was cyclical involving several rounds of
participant engagement with patients, carers, GPs and pharma-
cists. As the co-design approach is participatory in nature, notes
were made during the co-design sessions and fed back to the
groups to gain real-time feedback and check interpretation. After
the workshops participants were sent a written copy of notes to
reflect on and add to. The research team worked with the pub-

lic contributor members to identify key touch points by analysing

the discussion notes and feedback using a thematic approach.®?¢¢
The initial themes were discussed, amended and/or merged until
final themes and sub-themes were developed. This analysis and
interpretation were then presented to participants at subsequent
co-design events to get further feedback to support the credibility
of the findings. The other stakeholders commented on the pro-
totype to reflect wider stakeholder views and enhance the final
prototype.

3 | RESULTS

The three workshops were attended by a total of 35 people (22
patients and/or carers, six GPs and seven community pharmacists
[see Table 1]). All three workshops involved discussions about
what patient safety in primary care means to them and the way
in which patient and carer involvement in safety may be enhanced
by identifying key touch points. The following themes represent
a synthesis of findings from the patient, carer and health-care
professionals.

3.1 | The role of communication in safety

The importance of clear communication (both written and verbal)
about expectations and mechanisms to raise safety issues was de-
scribed by patient and/or carer participants. Patient and/or carer
participants raised that they could be confused about what was hap-
pening, when and what they should do if they were not sure what to
do. This was particularly exemplified when they had to go between
care settings or had conflicting information from different health-
care professionals. Similarly, health-care professional participants
discussed the need to support patients and make them aware of the
types of information they might be best to prepare and that patients
and/or carers would correct inaccurate or erroneous information
in their records. This was identified as a key role for patients to be
involved in their own patient safety. Furthermore, the timeliness
and clarity of information were considered an important element
of communication that could create an environment which could
foster patient involvement in patient safety from participants in the
workshops.

For many of the participants, patient transfers across care set-
tings were considered a time when safety issues were more likely

to occur and to be more acute. For example, several patient and/or

TABLE 1 Number and type of participants per co-design
workshop

Patients and/or

Workshop carers GPs Pharmacists
1 16 4 4
2 15 6 5
3 8 3 2
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carer participants raised their concern about going into hospital and
being unsure about what information to bring and what to do when
discharged from hospital with existing medications and that missing

information raised technical safety issues.

3.2 | Theroles of responsibilities of the patient and
carer for safety: key touch points

Across all the discussions about involving patients and carers in pa-
tient safety in primary care, there was an identified need to support
patients to learn about the appropriate use of services and ways pa-
tients and carers could take responsibility for their safety by adopt-
ing a number of small steps (both technical and relational key touch
points [see Table 2]). For example, carers discussed how they needed
to keep track of information from different health-care providers.
One participant described how when attending an appointment with
the person they cared for, getting them ready, organizing transport,
arriving at the appointment in advance, getting the person into the
surgery and then into the consultation was exhausting and often
forgot something they wanted to discuss which could affect the pa-
tient's care.

Carer and patient participants identified that key questions or
prompts might be useful to have to discuss with the person they
look after to discuss in advance of a consultation so that they can
discuss relevant issues to raise during the consultation which the
person might not be able to raise themselves or they may forget.
An aide memoire was seen as a keyway of supporting carers before
a consultation as well as remembering what happened afterwards,
particularly if they were the main co-ordinator of care for someone
with complex conditions and multiple appointments with different
care providers.

Workshop participants identified that it was not enough to feel
empowered to speak up but that they need to know what processes

were available to support them in a manner that would not threaten

TABLE 2 The relational and technical
key touch points of involving patients and
carers in patient safety

Communication

Trust

Relationship between patient, carers and
health-care professionals

Uncertainty of disclosure of private

Relational key touch points of involving
patients and carers in safety

WILEY-¥

the patient-health-care professional relationship. It was agreed by
all attending the workshops that education around which services
were available and what was considered an appropriate use of them
should be included in the PSG-PC.

3.3 | The importance of partnerships and
relationships to foster patient and carer involvement
in patient safety

The participants agreed the need for patients and carers to take
some responsibility for patient safety but also acknowledged that
this would be difficult to do in isolation without the partnership
from the health-care professionals (eg between patient and phar-
macist or patient and GP). Similarly, the health-care professionals
described this as being part of their role to support patients to be
involved in being active in their care and decision making to the
extent that the patient or carer wanted. For example, health-care
professional participants described the role of differential diagno-
ses and the evolving nature of diagnosis was discussed as a poten-
tial safety issue.

It was also identified that health-care professional participants
often assumed that if patients do not improve or get worse that they
will seek a further consultation but did not necessarily explicitly
say this. Conversely, some patient participants identified that they
would not want to ‘bother the GP’ if they had not improved. For the
PSG-PC, this related to patients or carers knowing explicitly what
to do if they were concerned or if their symptoms did not improve,

within what timeframe or if the symptoms worsened.

4 | DISCUSSION

A co-design approach was used to develop the PSG-PC for patients

and carers to support their partnership in primary care patient

Technical key touch points of involving patients
and carers in safety

Medication issues (eg incorrect medicine,
incorrect dose, medication given to the wrong
person, drug interactions)

What constitutes safety in different settings
(GP, pharmacy, in and out of hospital)

Where is the most appropriate place to seek
care (eg GP, pharmacy, 111, 999)

Incorrect or delay in receiving diagnosis

information to receptionists

Timely and clear information

Patients keeping and checking correspondence

Support and empowerment for patients
and carers to be involved in their safety

PSG-PC should be complimentary to work
in primary care

Patients having access to their electronic
medical records and checking it for accuracy



MORRIS ET AL.

“ | wiLEy

safety. Our findings suggest that the EBCD approach was helpful
in engagement participants’ perspectives and experiences about
patient safety in primary care. The main touch points identified to
support patients and carers involvement in patient safety were ei-
ther relational (eg communication) or technical (eg medication safety
issues). These key touch points could be used to serve as structure to
develop a range of initiatives for supporting patients to be involved
in patient safety with a focus on the wider population who utilize
primary care which adds to the wider patient safety literature which
often focuses on individual elements.®” The findings of this project
suggest that there is a need to support people more broadly in pri-
mary care and the PSG-PC was designed with GPs, pharmacists,
patients and carers to enable this. The discussion emphasized the
importance of using appropriate services for consultations which
has the potential to reduce inappropriate demand on general prac-
tice, although may increase appropriate demand on other services.
Despite a growing evidence about the difference in patients and car-

26178 there remains

ers perspectives of their role in patient safety,
a lack of tools and support that patients and carers to be involved in
primary care and this study has developed the PSG-PC to address
this gap.

A core premise to incorporating patients and carers within
the primary care patient safety agenda was supporting effective
communication between patients and clinicians. By incorporating
appropriate models of communication within the PSG-PC (includ-
ing learning from shared decision making,®’ values clarification
exercises,’® health literacy,”* priority setting’? and behaviour

73,74)

change as well as contextual issues that influence patient-clini-

28,69 providing positive feedback’ and having

cian communication,
challenging conversations (eg nonviolent communication strate-
gies), the PSG-PC aims to support the inclusion of patients and car-
ers in addressing key areas patient safety.”® Participants identified
that in order for patients and family members to be meaningfully
involved in their safety in primary care as part of their wider of
care, they must have information, tools and support to participate
that is appropriate and understandable.”””® Similarly, this draws on
a patient-centred approach to patient safety to develop support
for patients involvement in their own patient safety in primary
care.”? This perspective may consider patient safety as a compo-
nent of self-care with self-care being defined by the World Health
Organization as ‘the ability of individuals, families and communities
to promote health, prevent disease, maintain health can to top with
iliness and disability with or without the support of a health-care
provider’.8° By adopting a patient safety lense in which to con-
sider, this should be embedded within a whole systems approach
to patient safety that incorporates the role of policy, culture and
leadership’® to understand the context in which implementation
of the PSG-PC would occur in line with the national patient safety
strategy.2*!® Furthermore, in the development of guides and tool-
kits to improve patient safety there is a need to understand their
suitability and acceptability to patients, carers and clinicians as well
as potential changes to everyday practise with an understanding

of intended and unintended consequences that may occur.”® This

approach may paradoxically disenfranchise health professionals
whilst overburdening patients and thus undermine the initiative.%’
Creating a common goal to enhance patient safety may be one way
of moving away from an approach which may ascribe blame.®®

Co-design approaches involve working together from the
beginning with the intended end users of the intervention.?%8?
In this study, the partnership between patients, carers, GPs,
community pharmacists and researchers generated ideas and
contributed to the development and refinement of the PSG-PC
prototypes. In order to do this, the co-design approach enabled all
stakeholders to share their experiences so that the intervention is
based on their needs.’® This approach builds on previous studies
which have adopted a co-design approach and the literature of
patient involvement in patient safety to move beyond identifying
the problem to developing a prototype to address it.282%:3%5467
The participants of the co-design events identified key ques-
tions that patients and carers may want to ask, information that
needed to be signposted to, and the need to involve health-care
professionals. Furthermore, the new national patient safety sylla-
bus focuses on providing a multi-disciplinary approach to patient
safety which focuses on training staff within the NHS band yet
whilst underpinned by involving patients within the wider strat-
egy it does not yet provide an explicit component for patients or
carers.® Involving health-care professionals with tools aimed to
support patients similarly reflects the wider research on self-care
and self-management support. Systematic reviews of self-man-
agement support of any condition in primary care indicate that
a structured patient-provider exchange is necessary in primary
care.®? This structured exchange should include the one-to-one
patient-health-care provider consultation, on-going follow-up
and provision of self-help materials.®?

4.1 | Strengths and limitations of the study

Adopting a co-design approach was a key strength of this study
as it moved the discussion from focus only patient experiences of
safety to focus on using those experiences to identify actions that
could be used to enhance patient involvement in patient safety. A
major strength of the co-design approach supports drawing out both
participants’ explicit knowledge and tacit knowledge of their expe-
riences of using or delivering services.2® However, one limitation
maybe that design being led by patients and clinicians may miss seri-
ous harms or risks that are not known to them. To overcome this limi-
tation, the research team worked with experts in patient safety and
national patient groups as well as a scoping exercise of the current
literature. To overcome this, the research team comprised of experts
in primary care patient safety research and worked with national
patient groups to ensure the study was empirically informed whilst
supporting a normative, or emancipatory, approach to research.84-8¢
Furthermore, the development of the PSG-PC was informed by the
national James Lind Alliance Priority Setting Partnership that identi-

fied the need to support safe communication and a current paucity
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in support.18 This approach goes further than previous studies which
have focused on patient experience data by focusing on develop-
ing actions from experience.?’ In order to address potential power
differences between participants, [RM] began each session discuss-
ing the importance of ‘different hats’ that people wear and that
there was not a single ‘correct’ view as well as using different tools
and techniques to ensure participants felt able to voice their opin-
ion if they wanted to (eg using post-it notes, feedback, and group
discussions).

Primary care incorporates a range of health-care professionals
who do not always work directly together. To address differences
in practice GPs, community pharmacists, patients and carers were
recruited broadly so that they were from a range of practices.
We identified common themes emerging from discussions sought
wider stakeholder involvement as well identifying existing litera-
ture on patient safety in primary care and consultation models to
make sure that the PSG-PC was complimentary to practice.®%8’
One strength of the study is that we asked participants to con-
sider in their discussions what would work in their practice to
make sure that from the outset and throughout discussions that
the PSG-PC would be realistic and useful in practices alongside
existing tools and interventions and to ensure that it did not du-
plicate anything that was currently used. One limitation maybe
the additional working task of using the PSG-PC for patients or
carers and the approach adopted attempted to identify realistic
support and flexible support that allows the PSG-PC to be used
in a responsive rather than prescriptive approach. Future work
should include examining if the PSG-PC is acceptable and feasible
to use in routine practice and whether it places an unacceptable
workload on to patients, carers or health-care professionals. This
process of stakeholder engagement and refinement meant that it
gave participants time to reflect on discussions and sense check-
ing with different stakeholders to make the PSG-PC as acceptable
as possible. However, this process took investment and time to
arrange. One limitation of the study is that it only involved GPs
and community pharmacists and did not involve other profession-
als (eg practice nurses, district nurses and physiotherapists) as it
was beyond the capacity of this project. Also, this work focused
on developing a PSG-PC in English and in paper but future work
is needed to identify how people from different communities
may want to be involved in patient safety and to culturally adapt
the PSG-PC and engage with different digital formats (eg mobile
phone applications).

4.2 | Conclusion

The PSG-PC has the ability to address national and international
patient safety priorities by providing a tool to involve patients in
their patient safety by providing an approach to collaboratively sup-
port patients to take responsibility of their care in partnership with
health-care professionals. Participants identified the technical and

relational key touch points of involving patients and carers in patient

WILEY-L¥

safety in primary care and mechanisms through which patients and
carers can be involved. Co-designing the PSG-PC to support pa-
tients and carers needs to be both informative as well as individually

customizable.
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