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Preface

Safer Primary Care

Health services throughout the world strive to provide care to people when they 
are unwell and assist them to stay well. Primary care services are increasingly at 
the heart of integrated people-centred health care in many countries. They provide 
an entry point into the health system, ongoing care coordination and a person-
focused approach for people and their families. Accessible and safe primary care 
is essential to achieving universal health coverage and to supporting the United 
Nations Sustainable Development Goals, which prioritize healthy lives and promote 
well-being for all.

Health services work hard to provide safe and high quality care, but sometimes 
people are inadvertently harmed. Unsafe health care has been recognized as a 
global challenge and much has been done to understand the causes, consequences 
and potential solutions to this problem. However, the majority of this work up to 
now has focused on hospital care and there is, as a result, far less understanding 
about what can be done to improve safety in primary care.

Provision of safe primary care is a priority. Understanding the magnitude and nature 
of harm in primary care is important because most health care is now offered in this 
setting. Every day, millions of people across the world use primary care services. 
Therefore, the potential and necessity to reduce harm is very considerable. Good 
primary care may lead to fewer avoidable hospitalizations, but unsafe primary care 
can cause avoidable illness and injury, leading to unnecessary hospitalizations, 
and in some cases, disability and even death.

Implementing system changes and practices are crucial to improve safety at all 
levels of health care. Recognizing the paucity of accessible information on primary 
care, World Health Organization (WHO) set up a Safer Primary Care Expert Working 
Group. The Working Group reviewed the literature, prioritized areas in need of 
further research and compiled a set of nine monographs which cover selected 
priority technical topics. WHO is publishing this technical series to make the work of 
these distinguished experts available to everyone with an interest in Safer Primary 
Care.

The aim of this technical series is to provide a compendium of information on 
key issues that can impact safety in the provision of primary health care. It does 
not propose a “one-size-fits-all” approach, as primary care is organized in different 
ways across countries and also often in different ways within a given country. 
There can be a mix of larger primary care or group services with shared resources 
and small services with few staff and resources. Some countries have primary 
care services operating within strong national support systems, while in other 
countries it consists mainly of independent private practices that are not linked 
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or well-coordinated. The approach to improving safety in primary care, therefore, 
needs to consider applicability in each country and care setting.

This technical series covers the following topics:

Patients

n Patient engagement

Health workforce

n Education and training

n Human factors

Care processes

n Administrative errors

n Diagnostic errors

n Medication errors

n Multimorbidity

n Transitions of care

Tools and technology

n Electronic tools

WHO is committed to tackling the challenges of patient safety in primary care, and 
is looking at practical ways to address them. It is our hope that this technical series 
of monographs will make a valuable and timely contribution to the planning and 
delivery of safer primary care services in all WHO Member States.
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1 Introduction

1.1 Scope

People are vulnerable when they move between different parts of the health 
care system. Care transitions threaten patient safety as they can increase the 
possibility of losing critical clinical information and require an increased degree 
of coordination. Primary care has a central role to play in improving transitions of 
care, which requires a multifaceted approach.

This monograph first defines transitions of care before examining approaches to 
improve safety during transitions. It describes how effective transitions of care 
require attention to both clinical and non-clinical issues, such as the patient’s 
cognitive and functional status, housing, transport and support from families, 
carers and social services. Key areas for improvement include an increased focus 
on the needs of patients and their families and carers, improved communication 
with patients and between health care providers across settings, the need for 
recognition of care transition as an integral component of care coordination.

1.2 Approach

To compile information for this monograph, World Health Organization (WHO) 
sought the advice of experts in the field recommended by the Safer Primary Care 
Expert Working Group and reviewed relevant research and the published literature.

International experts in delivering safe primary care provided feedback, shared 
examples of strategies that have worked well around the world and gave practical 
suggestions about potential priorities for the WHO Member States to improve the 
safety of primary care services.

1.3 Defining transitions of care

In medical circles, the term “clinical handover” is used to describe the transfer of 
care from one health care professional to another. However, the concept of clinical 
handover is limited in its capacity to capture the broad range of issues involved 
with the transfer of a patient and their care responsibilities from one part of the 
health care system to another. It is very focused on the role of the health care 
professional and does not acknowledge the role of the patient and their needs.

Transitions of care refers to the various points where a patient moves to, or returns 
from, a particular physical location or makes contact with a health care professional 
for the purposes of receiving health care. This includes transitions between home, 
hospital, residential care settings and consultations with different health care 
providers in out-patient facilities.
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The term “transitions of care” is broader than clinical handover because it 
encompasses the clinical aspects of care transfer and other factors, such as the 
views, experiences and needs of the patient.

There is no globally accepted definition of transitions of care. The American 
Geriatrics Society defines transitions of care as:

“a set of actions designed to ensure the coordination and continuity of health 
care as patients transfer between different locations or different levels of 
care within the same location. Representative locations include (but are not 
limited to) hospitals, sub-acute and post-acute nursing facilities, the patient’s 
home, primary and specialty care offices, and long-term care facilities.

Transitional care is based on a comprehensive plan of care and the availability 
of health care practitioners who are well-trained in chronic care and have 
current information about the patient’s goals, preferences, and clinical status. 
It includes logistical arrangements, education of the patient and family, and 
coordination among the health professionals involved in the transition. 
Transitional care, which encompasses both the sending and the receiving 
aspects of the transfer, is essential for persons with complex care needs” (1).
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2 Transitions of care 

Transitions of care are an integral part of a patient’s journey throughout a health care 
system. Managing transitions effectively from the primary care into hospital care 
and from hospital into primary care are essential. Transitions between hospitals and 
primary care settings are recognized as high-risk scenarios for patient safety (2). 
The impacts of problems identified at the primary care interface(s) in the literature 
include (3):

n increase in mortality

n increase in morbidity (temporary or permanent injury or disability)

n increase in adverse events

n delays in receiving appropriate treatment and community support

n additional primary care or emergency department visits

n additional or duplicated tests or tests lost to follow-up

n preventable readmissions to hospital

n emotional and physical pain and suffering for service users, carers and families

n patient and provider dissatisfaction with care coordination

Similar issues can likely arise during transitions between primary care and other 
parts of the health care system.

Transitions from one care setting to the next are often accompanied by changes 
in health status. Patients transferred between health care sectors may have a new 
diagnosis, a new treatment or a change in functional status that affects their ability 
to manage their own conditions outside of the health care setting. Older people 
with complex health issues are most likely to undergo multiple transitions of care 
and are at the highest risk for adverse events and safety incidents (4).

The patient’s journey through the health care system can involve a number of 
interfaces between primary, community and hospital care. The constant in these 
transitions is the patient, and their families and carers. Thus, it is imperative that 
the patient’s role and responsibilities are considered central to any strategies that 
support safe and effective transitions of care. Transitions of care are an integral 
part of patient care, and it requires sufficient resources to ensure effective care 
transition and coordination.
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3 Potential solutions 

3.1 Useful interventions

There is no easy solution to providing safer care transitions. A range of strategies 
are needed. Both large- and small-scale interventions have been tested at the 
macro (health care system), meso (health service organization) and micro (service 
delivery) levels. The target groups for these potential solutions vary and include 
people within a specific geographical area, those with a particular disease or 
disability and people with specific care needs.

Interventions that may be beneficial include (3):

n standardizing documentation and agreeing on which information should be 
included in referral and discharge documents

n discharge planning with agreed criteria and protocols

n improving the quality and timeliness of discharge documentation

n implementing effective medication reconciliation practices

n conducting timely and appropriate patient follow-ups, including telephone calls 
and home visits

n improving the effectiveness and timeliness of clinical handovers between 
clinicians

n establishing primary care hotline to hospital emergency departments

n assigning care coordinators or case managers to people with complex needs

n increasing the involvement of primary care physicians

n educating and supporting patients, families and carers 

These interventions can be considered when developing an evidence-based 
toolbox. The exact tools used, at which stage and by whom, depends on a number 
of variables, including patient needs.

The need to transfer a patient should be determined by the patient’s health condition, 
but this may not be the situation in reality. Issues such as hospital overcrowding, 
lack of appropriate services in the community and economic pressures all determine 
when and where patients are transferred (5).

Determinants of the appropriate site of care and subsequent decisions about 
transfer of care involve clinical, functional and social aspects of the patient’s illness. 
The patient’s medical condition(s), potential for rehabilitation, decision-making 
capacity and social support systems must be taken into account (6).

An objective of a well-organized primary care service would be to prevent 
unnecessary or inappropriate transitions of care. However, non-clinical issues 
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often influence the decision of care transition, so it is crucial that these issues are 
considered when developing policies and programmes in this area. 

Factors beyond the clinical determinants that may impact on transitions of care 
include:

n patient cognitive status

n patient activity level and functional status

n suitability of the patient’s home (e.g. cleanliness, stairways, location)

n availability of support from carers and family

n ability to obtain medications and health care and social services

n availability of appropriate transportation

Systematically identifying patients who are most likely to be at risk of a poor 
transition of care enables resources to be more specifically targeted. Although there 
are many identification tools, none are completely accurate or comprehensive, but 
they can be useful for identifying patients in need of more in-depth assessments 
and tailored interventions. Examples of the criteria used in tools include length 
of stay, previous admissions or hospital attendance, acuity of admission, co-
morbidities and number of medications.

Patients from different cultural groups may face additional challenges during care 
transitions due to language and cultural barriers (7). This may also be the case for 
people with low health literacy.

A meta-analysis found that the most successful strategies to improve transitions 
of care were communication, and relationship and process strategies, particularly 
those focusing on coordination of care. Interventions that received the highest 
rating from patients included strategies to enhance relationships between health 
care providers and patients (8).

Transition of care is a complex set of processes. The risk of errors need to be 
minimized and checks need to be put in place to mitigate the impact of failures that 
may still happen. Strategies to minimize risk include (9):

n complying with nationally agreed guidelines

n agreeing on terminology used between health care providers and care settings 

n standardizing information transfers (e.g. discharge summaries and their delivery, 
irrespective of where they were generated or who is to receive them)

n establishing tracking systems for diagnostic and follow-up tests, referrals and 
appointments

n using simple checklists

n robust discharge planning

Discharge planning is typically described as the development of an individualized 
plan for a patient to ensure that they leave hospital at an appropriate time with 
proper referral arrangements to ensure a smooth transition from one level of care to 
another (10). Discharge planning seeks to enhance the efficiency and quality of care 
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by ensuring that patients are discharged in a timely manner. Delayed discharge has 
been associated with adverse events, such as readmissions, loss of independence 
(especially among older people) and hospital-acquired infections (11).

3.2 Example: medication reconciliation

An intervention that has been found to be effective and which can be implemented 
across health care systems, regardless of their structure, size and funding, is 
medication reconciliation. The target group includes all patients, but particularly 
those on multiple medications.

Medication errors are a common safety issue. More than 40% of medication errors 
are believed to result from inadequate reconciliation in handoffs during hospital 
admission, transfer and discharge. Among these errors, about 20% are believed to 
result in harm (12).

Many of these errors can be averted by medication reconciliation, which is defined 
as the process of comparing a patient’s medication orders to all the medications 
the patient has been taking. Medication reconciliation also looks at discontinued 
medication, previous medications and medications added at the hospital. It should 
be done at every transition of care where new medications are ordered or existing 
orders are rewritten.

In simplistic terms, the process of medication reconciliation involves identifying 
current medications, listing medications to be prescribed, comparing the 
medications on the lists, making clinical decisions based on the comparison 
and explaining the new list to the patient and health care professionals. The 
exact strategies may differ depending on the care context. However, performing 
medication reconciliation at every transition point can reduce adverse drug events 
and prevent hospital admissions (13).

Patients need to be fully engaged and empowered to advocate for themselves in the 
medication reconciliation process. Engaging patients in medication reconciliation 
through a web portal has been found to be a feasible approach to improve 
medication safety (14). Web portals may also be useful to support pharmacist-led 
medication reviews and reconciliation.

Beyond medication reconciliation at points of transition, there is an ongoing need 
to maintain a patient medication list in primary care records. Although there are 
logistic challenges in high-throughput services, especially when patients seek 
treatment from multiple health care providers, this is an important area of focus to 
support safer care.

3.3 Example: sharing information

Another example of a strategy to improve transitions of care is to share information 
using “yellow envelopes” (or discharge envelopes). This is a proactive, low-cost 
solution to communicate patient information. It has been tested in a number of 
contexts, including transitions between hospital and residential care homes for 
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older people (15). Information is placed in an envelope. The back of the envelope 
features a checklist of crucial and agreed upon handover information to be included 
when the patient is transferred. An advantage is that it is continuously available 
and can be regularly updated to notify providers of patients at high-risk of safety 
incidents during transitions.

“Warm handovers” involve actual person-to-person communication rather than 
reliance on documentation alone. There is emerging evidence that this can improve 
communication, particularly when sharing information with patients and their 
families (16).

3.4 Success factors

No single initiative has been found to consistently address the issues in all contexts. 
Most interventions achieve positive outcomes overall, although some reports 
have identified poor health outcomes and patient dissatisfaction. There is also an 
inconsistency across geographical areas and populations, with strategies reported 
as successful in some areas yet less successful elsewhere. Therefore, the context 
of implementation is of great importance and it is critical for health systems and 
health care providers to understand these contextual factors. A systems approach, 
which combines a number of evidence-based interventions, is likely to be the most 
effective approach.

One of the most important factors in improving transitions of care is the culture 
of the organization(s) and this should be considered when developing solutions. 
Interventions need to be integrated within a comprehensive approach and supported 
by appropriate financing mechanisms, reliable information transfer systems to 
facilitate sharing information, clinician support and training and culturally sensitive 
strategies to address patient health literacy and patient engagement (17,18).

Other important factors include the potential location of health services, patient 
registers, shared decision support systems across services, the development of 
clinical pathways for specific conditions and formalized relationships between 
health professionals or health services in different sectors and jurisdictions (19).

These types of interventions may involve the introduction of new roles, which 
can be disruptive for existing staff. Where interventions involve such change, 
implementation will likely be easier within a supportive culture that takes into 
account aspects such as staff satisfaction and development (including providing 
support for training); strategic and systematic management of the skill mix 
change, which is coordinated by senior management; and the development of a 
methodology for change that is shaped by employee participation (20).

Research suggests that many health care systems and patients rely on primary 
care doctors to take the lead in coordinating patient care between primary care and 
hospital settings (21). However, the shortage of information provided, the lack of 
direct contact between professionals, and the involvement of multiple individuals 
can make it difficult for primary care doctors to fulfil this role. A study in one low-
income country examined the extent to which office-based doctors received patient 
health information from health care providers outside their own clinical practice, 
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including hospitals. The study found that just over half of all doctors reported having 
routinely received a patient’s hospital discharge information. Those who used an 
electronic health record system were more likely to receive patient information, 
although even then the routine transfer of patient information was not necessarily 
common (22).

Another factor is that primary care doctors may not feel appreciated or rewarded 
for the role of care coordination. In countries where primary care is not the 
central component of the health care system, agreement on who takes the lead 
in care coordination is an additional challenge. Care coordinators with a nursing 
background may have a role to play in supporting transitions.

Improvement initiatives need to cover the entire spectrum of transitions. This 
includes preparation for transition, following through with the transition process, 
for example with care coordinators or case managers, and post-transition support, 
which can be undertaken by transition teams that provide support for limited periods 
of time, or ongoing consultation, monitoring and shared care arrangements.

At each stage, it is important to have clear ownership or responsibility for patients 
in transition. For example, the referring party might consider that the patient has 
moved beyond the responsibility of their health care service, while the receiving 
party might not be aware that the patient has been referred until the patient actually 
arrives.
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4 Practical next steps 

There is no one-size-fits-all approach to addressing issues associated with 
transitions of care. The success or failure of a strategy appears to be dependent on 
its context, including the people involved and the way in which it is implemented. 
The organizational culture is also of crucial importance.

Strategies that WHO Member States could consider prioritizing for effective 
transitions of care include:

1. Sharing tools and developing governance arrangements

n building shared approaches to governance across organizations and sectors; 
networked governance may support safer transitions of care;

n using electronic health records with interoperability across sectors and 
organizations so that information can be transferred between points of care 
without having to rely solely upon oral communication between health care 
providers;

n standardizing processes related to appointments, medical records, test results, 
information flow and communication;

n using simple checklists to ensure key tasks are performed in a standardized 
manner, including follow-up;

n implementing tracking systems for diagnostic tests, referrals and appointments.

2. Using a systems approach

n combining evidence-based interventions to support safer and smoother 
transitions. No single intervention has been consistently found to address all the 
issues and thus solutions require a systems approach. This may include three 
aspects for all patients: (i) involving patients and carers as part of the team; (ii) 
timely transfer of accurate clinical and social information between settings; (iii) 
medication reconciliation. Some patients identified as being at higher risk may 
require additional measures tailored to their individual clinical and social needs;

n considering a range of evidence-based initiatives, such as discharge planning, 
medication reconciliation, timely patient follow-up, timely clinical handovers, 
patient and carer support and education strategies.

3. Identifying those most at risk of safety incidents

n using tools to identify transitions at high risk of safety incidents;

n undertaking research to inform improvements in transitions of care, particularly 
for the elderly, those with complex conditions, and patients with low socio-
economic status.
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4. Focusing on enhancing relationships and communication

n showcasing strategies to improve communication between patients and health 
care providers, and among organizations;

n providing checklists and written instructions about the transition for patients, 
family members and carers;

n using agreed standardized terminology between primary and secondary care.
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5 Concluding remarks

Primary care services are at the heart of health care in many countries. They provide 
an entry point into the health system and directly impact on people’s well-being 
and their use of other health care resources. Unsafe or ineffective primary care may 
increase morbidity and preventable mortality, and may lead to the unnecessary use 
of scarce hospital and specialist resources. Thus, improving safety in primary care 
is essential when striving to ensure universal health coverage and the sustainability 
of health care. Safer primary care is fundamental to the United Nations Sustainable 
Development Goals, particularly to ensure healthy lives and promote well-being 
for all at every age.

Understanding the magnitude and nature of harm in primary care is important 
because a significant proportion of health care is offered in this setting, yet there 
is little clarity about the most effective ways to address safety issues at this level.

This monograph summarizes the evidence and experience about effective transitions 
of care for patient safety in primary care. However, interventions to strengthen 
mechanisms for effective transitions of care would need to be implemented in 
conjunction with other important aspects covered in this series.

The Technical Series on Safer Primary Care addresses selected priority areas 
that WHO Member States could prioritize, according to local needs. This section 
summarizes the key messages from all of the monographs and provides a list of 10 
key actions that are likely to have the most impact on improving safety in primary 
care. Links to online toolkits and manuals are also referenced in order to provide 
practical suggestions for countries and organizations committed to moving forward 
this agenda.

1. Set local priorities

Countries and regions differ and a strategy that works well in one area may not 
transfer well to another. Similarly, issues in need of improvement in some regions 
may not be a priority for others. In seeking to improve safety in primary care, 
countries could use local information about their safety issues to identify key 
priorities at the national or regional level. Priority setting could be accomplished by 
drawing on input from patients and professionals, sourcing local statistics on safety 
issues and comparing key themes from the literature with local circumstances (23).

Checklists are also available to help identify potential patient safety issues such as 
environmental risks in primary care services (24).

One practical way to move forward is creating mechanisms for bringing together 
key stakeholders to consider the local information available and develop strategic 
and operational plans for improving safety in primary care. Communicating 
proposed priorities widely and amending them based on feedback from health 
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care professionals and patients would help to obtain their buy-in, as well as raise 
awareness of the importance of improving patient safety in primary care.

Regular measurement of safety related performance indicators could be considered 
as one of the priorities. Policy-makers can use measurements to help identify local 
issues where performance is suboptimal and then evaluate different types of 
interventions for improvements. Priorities could be reviewed every few years to 
ensure that they remain in line with local needs and good practice.

2.  Take a wider systems approach to improving safety

Although the series has described specific technical areas, each monograph 
refers to interlinkages with other areas. Focusing on improving just one factor 
may not have a large or sustainable impact on patient safety overall. It may be 
important to simultaneously improve communication with patients, train health 
care professionals and introduce new tools to support more streamlined care.

Taking a systems approach to safer primary care means looking at how different 
components relate to one another and considering various factors which could 
influence safety. These include factors such as workforce availability and capability.

A practical systems level initiative is to focus on increased communication and 
coordination across different types of care including primary, secondary and also 
social care. This may include strengthening technical systems for sharing records 
and communicating what is happening.

It is also important to build relationships between care professionals. At a policy 
level, this may involve considering how to develop supportive infrastructure, such 
as having a directory of services to help build networks of professionals and align 
resources. If hospital, primary care and social care professionals are able to meet 
and discuss safety issues, this could foster supportive relationships and increase 
understanding of each other’s roles. Regional forums or meetings could be set up 
so that professionals from different organizations can get to know each other and 
share their successes and challenges in improving patient safety.

Manuals and reference lists are available with further ideas for improving 
coordination and reducing fragmentation across systems (25,26).

3. Communicate the importance of safety in primary care

Policy-makers, health care professionals, patients and families may not always be 
aware that there are important safety issues to consider in primary care. Raising 
awareness of this as a priority area will help stakeholders to understand why safety 
in primary care is essential to improve people’s well-being and for safeguarding 
scarce health care resources.

Serious consequences due to the lack of safety in primary care, particularity relating 
to poor transitions of care between primary and other levels, and administrative, 
diagnostic and medication errors could be highlighted to raise awareness on the 
need to improve patient safety in primary care.
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Practical ways to increase awareness include incorporating safety-related 
information into the training of health professionals, communicating effectively to 
professionals and patients through channels that would be most appropriate for 
them and spreading key messages through media campaigns. A communications 
plan could be developed in tandem with local priority setting discussed earlier.

4. Focus on building a positive safety culture

Effective leadership and supportive culture are essential for improving safety in 
primary care. This means creating an environment where professionals and patients 
feel able to speak up about safety issues that they are concerned about, without 
fear of blame or retribution. It means promoting an environment where people 
want to report risks and safety incidents in order to learn from them and reduce 
their recurrence, and where incidents are seen as caused largely by system failures 
rather than individuals. This also includes the importance of having feedback 
mechanisms in place to explain any improvements made after safety issues have 
been raised. Promoting transparency is key to building a strong safety culture.

A number of tools are available describing approaches to support the development 
and measurement of a positive safety culture (27,28).

Practical steps that could be taken to strengthen safety culture include: leadership 
walkrounds, whereby senior managerial and clinical leaders “walk the floor” (in 
this case, leaders visiting clinics and speaking with staff and patients about what 
is working well and not so well); starting team meetings with a patient story; using 
reflective practice to focus on safety issues, such as audits and having mechanisms 
for reporting safety issues, such as through regular team meetings. Such approaches 
may need to be adapted for use in smaller primary care clinics. Regardless of the 
specific method, the focus should be on raising awareness, encouraging safety 
discussions and taking concrete follow-up actions to build a safety culture.

5. Strengthen ways of measuring and monitoring patient safety

It is important to measure and monitor patient safety improvements over time. 
This may include having clear definitions of patient safety incidents and indicators 
to be measured annually, setting up national or local incident reporting systems 
where data is compiled regularly, or using tools to assess patient experiences and 
measure improvements in patient safety.

Using checklists in individual practices can both improve the quality of care and 
act as a structured form of record keeping. A number of examples of checklists to 
improve safety monitoring are available (29).

Data quality is fundamental to measuring improvements in patient safety. If accurate 
and comprehensive medical records are not kept, then errors and omissions are 
more likely to occur. As health systems mature, clinical governance processes tend 
to strengthen. This includes having processes for managing risks and identifying 
strategies for improvement.
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A number of tools are available to measure and monitor different aspects of safety 
in primary care and countries could examine what is currently available and adapt 
materials based on local priorities (30,31).

6. Strengthen the use of electronic tools

The adoption of electronic tools will be critical to improving safety in many ways. 
Examples include the use of electronic health records for more accurate and 
complete patient records; timely and reliable sharing of health data; supporting 
the diagnosis, monitoring and management of diseases and conditions; effecting 
behaviour change and reduction of health risk, and empowering and engaging 
patients and families in their own care. eHealth can help structure communication 
between professionals in a way that reduces errors and improves coordination. It 
can reduce unnecessary consultations and hospitalizations and improve access to 
knowledge about health conditions and their management for both professionals 
and patients. However, to achieve their full potential, electronic tools need to be 
integrated with other parts of service delivery and adapted to the local context.   

It takes time and resources to implement electronic tools, and requires the capacity 
to use and maintain them. It is therefore important to be strategic and to understand 
the foundations and design of systems in order to ensure the best return on 
investment. Linking the implementation of electronic tools in local settings to a 
national eHealth strategy is essential as it provides the foundation, justification 
and support needed to go forward in a coordinated way.  

Irrespective of the status of the health system, it is important to strengthen the 
use of electronic systems to improve patient safety. For some countries, this may 
involve the introduction of electronic health records to replace paper records. 
For others, it may mean having integrated electronic systems between primary 
care and hospital and social care, or making the tools easier for professionals and 
patients to use. Countries could draw on lessons learned from other countries 
about implementing electronic health records, including the challenges faced and 
how these were overcome, and what best practices could be applicable to their 
own setting.

7. Involve patients and family members

Empowering and encouraging patients to speak up, for example when something 
does not seem right or when a symptom is inadequately explained, can be 
fundamental to improving patient safety. Family members play a key role as 
advocates and informal carers and therefore supporting and educating them can 
help to improve safety.

Proactive engagement of patients and families can help to accelerate the 
implementation of health care safety initiatives. When systems open themselves 
up to patients rather than being reactive, this is likely to improve system efficiency 
and the quality of care.

A number of tools have been evaluated to enhance patient and family involvement 
and awareness, including those with limited or low literacy skills (32-35).
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8. Strengthen workforce capacity and capability to improve safety

There is a need to strengthen the primary care workforce in many settings by 
training a large pool of generalist workers, including doctors, nurses and those 
with supporting roles.

Strengthening the workforce also involves focusing on recruitment and retention, 
including taking steps to enhance the physical and physiological safety of health 
care workers. Professional burnout, fatigue and stress can all adversely affect 
patient safety.

The education and training of health care professionals to manage and minimize 
potential risks and harm that can occur in primary care are central to improving 
safety at all levels of care. This includes providing training on patient safety for 
students (including students who may not be training to work in primary care to 
ensure understanding across the different care pathways), multidisciplinary and 
inter-professional education, as well as continuing professional development. A 
number of free training course materials are available to help with this (36-38). 
As a further step, consideration could be given to making involvement in safety 
and quality improvement a requirement for ongoing training and professional 
licensure. 

In addition to formal education, informal approaches could also be applied to 
build the capacity of health workforce to improve safety. This may include holding 
regional meetings and coaching sessions to review patient safety incidents and 
areas for improvement, and holding small team meetings to upskill staff.

9. Focus on those at higher risk of safety incidents

Some people are at greater risk of safety incidents in primary care. These include 
children, older people, those living in residential care or nursing homes and people 
with multiple health conditions. People with simultaneous mental health and 
physical health issues are also at increased risk of safety incidents.

Focusing on groups at higher risk may improve the quality and safety of care by 
providing more personalized care and ensuring smoother transitions between and 
within services. For instance, upskilling professionals in how to identify and treat 
depression may have an impact given the high rate of adverse events among those 
with combined mental and physical health issues.

Across the world, most systems were not designed to care for people with multiple 
health conditions. Systems may thus need to focus more on what can be done 
to improve care for people with multiple conditions, including whether social 
interventions would be more worthwhile than increasing medicalization.

A number of guidelines and toolkits suggest practical steps to better support people 
at higher risk of safety incidents (39-43).
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10. Celebrate successes and share learning with others

Local teams, regions and countries should celebrate their successes and share 
learning with others. Hearing what has worked well can spark ideas in others and 
help to continue the momentum towards safer primary care.

Ongoing research plays a key role in identifying what works best to improve 
safety and how to implement best practices and success stories across diverse 
care settings. Although the technical series has drawn together a wide range of 
evidence and expertise, it has also highlighted a number of gaps about what works 
best concluding remarks to improve patient safety in the primary care context. By 
continuing to promote learning through research, and publishing and disseminating 
findings, countries could contribute to knowledge in this area.
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