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ABSTRACT
PURPOSE Knowledge about safety climate is fundamental to improving patient 
safety in health care organizations. Because individual and organizational factors 
influence the safety climate, we conducted a health care survey of German family 
practices so we could analyze the impact of the professional group, the profes-
sional experience of practice staff, and practice characteristics on perceptions of 
the safety climate.

METHODS We wrote to health care assistants and doctors in 1,800 randomly 
selected family practices in Germany and asked them to complete a newly 
developed and validated Frankfurt Patient Safety Climate Questionnaire. We con-
ducted a descriptive analyses of items and climate factors, as well as regression 
analysis, to identify potential predictors of the safety climate in family practice.

RESULTS The response rate from the participating practices was 36.1%. Safety 
climate was perceived to be generally positive with the exception of the factors 
of error management and perception of the causes of errors. We discovered that 
whether or not the entire team had taken part in the survey had a positive influ-
ence on most factors. Doctors had more positive perceptions of 4 of 7 factors 
addressed to both professions. Male participants and doctors showed the most 
willingness to admit they had made an error.

CONCLUSIONS Though the safety climate in German family practices was posi-
tive overall, health care professionals’ use of incident reporting and a system’s 
approach to errors was fairly rare. When evaluating the safety climate in primary 
health care practices, respondents’ individual characteristics, as well as organiza-
tional features, should be taken into account.

Ann Fam Med. 2013;355-362. 10.1370/afm.1500.

INTRODUCTION

Safety climate is perceived to be crucial to improving patient safety. 
Safety climate has been defined as “shared employee perceptions of 
the priority of safety…at their organization,”1 and it is assumed that 

the safety climate in an organization influences behavior by affecting the 
motivation and attitudes of health care professionals.2 Measuring safety 
climate is therefore the first step toward improving patient safety. Self-
administered questionnaires have been extensively used to evaluate the 
climate of an organization.3 Up to now very few studies of safety climate 
in primary care have been conducted; however, recently instruments have 
been developed that help to assess the safety climate in this setting.4-8

Primary care organizations are often much smaller in terms of staff and 
diversity of professional groups than those found in secondary care. The 
most common type of office in primary care in Germany,9 as well as in 
Austria and France, remains the single-handed office, and in other countries 
like the United States,10 Canada,11 and the Netherlands,12 considerable num-
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bers of single-handed practices also continue to exist. 
In Germany, teams in this setting consist of fewer than 
10 professionals and are generally made up of 1 or 2 
family physicians or general internists who are assisted 
by a team of 2 to 6 health care assistants. Health care 
assistants perform administrative and clerical work and 
carry out basic clinical procedures. Contrary to sec-
ondary care, primary health care focuses on chronic 
care and is characterized by long-term relationships 
with patients. Practices in Germany do not have lists of 
registered patients, and there is no gate-keeping system. 
Normally, offices are owned by the physicians.

Individual and organizational aspects have been 
shown to affect perceptions of the safety climate. For 
example, perceptions in the hospital sector are influ-
enced by whether a person is a member of the front-
line staff or holds a management position.13-17 Little 
is known, however, about whether the attributes of 
professionals and organizations influence the percep-
tions of safety in primary care and family practices in 
the same way. Considering the differences between 
primary and secondary care, results from the inpatient 
setting cannot be transferred to the primary sector.

We therefore conducted a survey of the patient 
safety climate in German family practices. The aim 
of the study was primarily to identify strengths and 
weaknesses of the safety climate in this setting, and 
secondarily to identify individual and practice features 
that affect the safety climate perceptions of health care 
professionals in primary care.

METHODS
Participants
We undertook a cross-sectional survey of family prac-
tices in Germany. Physicians are registered in all Ger-
man states, but registered data are provided for study 
purposes in only one-half of them. We therefore used 
an electronic database of business addresses supplied 
by the national telephone company (yellow pages) to 
identify potential practices. Entering the search term 
“family practitioner” resulted in 31,826 hits. We used 
these hits as the basis for sampling. Before sampling, 
we had to merge the data sets (by the address and tele-
phone number) to capture group practices that were 
not initially identified in the commercial database. The 
final database consisted of 31,052 practices.

Sampling
We took a stratified random sample of practices, with 
the strata being practice status (single-handed or group 
practice) and location defined in terms of community 
population size. Based on our experiences during a pre-
vious survey, we expected a response rate of about 37% 

of practices.6 Because 25% to 30% of family practices 
are estimated to be group practices,18 we calculated that 
we would need responses from at least 150 group prac-
tices to get a sufficiently large data set for multivariate 
analysis. We therefore chose to contact 1,800 practices 
(150 × 1/0.25% of group practices × 1/0.37 response 
rate, plus an additional 180 practices as a safety margin).

Because there is no registry of health care assis-
tants, we had to contact them through their practices. 
Inclusion criteria for practices were a minimum team 
size of 1 doctor and 1 health care assistant and the 
provision of health care to patients with statutory 
health insurance.

The Survey
The survey took place from April to June 2010. Two 
weeks after announcing the survey, we sent out let-
ters of invitation, the questionnaires, and stamped 
reply envelopes to the practices. Every single-handed 
practice received 5 questionnaires, and every group 
practice 9. As an incentive, we offered to provide the 
practices with feedback on the survey results. When 
necessary, we also sent up to 3 reminder letters at 2 
weekly intervals, and we accompanied the second 
reminder with another set of questionnaires. The sur-
vey took place over a period of 8 weeks.

The Instrument
The Frankfurt Patient Safety Climate Questionnaire for 
General Practices (FraSiK) has been recently developed 
and validated in Germany.6 It consists of 44, 5-point 
Likert items with moderate to good internal consistency 
that circumscribe 9 factors. One factor is addressed only 
to doctors and 1 to only employees (Table 1). A further 
25 items request information on emergency trainings, 
team sessions, etc, as well as other features regard-
ing the handling of patient safety issues. Responses to 
these items were given either on a 5-point Likert scale, 
a dichotomous scale, or as free text. In addition to the 
questionnaire, we requested demographic information 
from the respondents (professional group, sex, age, 
professional experience in years, length of time in the 
current office, and working hours per week) and charac-
teristics of the practice (practice status, team size).

Data Management and Data Analysis
Data entry was facilitated by the use of reading soft-
ware (ReadSoft, ReadSoft AB), followed by several 
manual control steps. Items had to be reverse coded 
before analysis. The lower end of the scale (strongly 
disagree or never, depending on the content of the 
item) was coded as 1 and represented the most negative 
perception regarding safety climate, whereas the upper 
end (strongly agree or always) was coded as 5 and indi-
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cated the most positive perception. The intercepts of 
the scale (2, 3, and 4) were not verbally marked.

When participant responded to at least 75% of the 
Likert items relating to a specific factor, factor scores 
were calculated by calculating the mean response for 
these items. A mean of 4 or higher represents a positive 
safety climate. Free texts (eg, frequency of emergency 
training) were coded by us. Because the questionnaires 
had identification numbers, we were able to ascertain 
which questionnaires came from which practices. By 
using the information from the questionnaires on team 
size, we could also determine whether entire teams had 
participated in the survey.

All Likert scale data were treated as interval data. 
We decided to analyze the data on an individual level 
because this approach enables the effects of individual 
variables to be examined. Another reason for doing so 
concerns the ability to build aggregate measures on 
a unit level (such as percentage of positive or nega-
tive responses). When the sizes of units of aggregation 
vary (team sizes differed substantially from 2 to 253), 
aggregated values for small and large teams are difficult 
to compare, because only aggregated values from large 
practices can take the whole spectrum of potential values.

Taking potential predictors from literature into 
account, we examined the correlation matrix of these 
variables first. Variables were chosen when the cor-
relation coefficient was lower than 0.4, and multiple 
regression analyses of the safety climate factors were 
then carried out. The final set of variables included 

professional group13 (not applied to analyses of fac-
tors 8 and 9; Table 1), professional experience,19 team 
size,20 and location.21 Whether the entire team had 
participated was also added as an independent vari-
able. In analyzing factor 9, we included age22 and sex,23 
because age and sex were more equally distributed 
in the group of physicians. In the analyses of factors 
2 and 3, we added the information about whether 
the respondent was aware of the national incident-
reporting system, and whether she or he had admitted 
to having made errors in patient care (“I have made 
errors in patient care.”), as we considered these to be 
important aspects of an individual’s attitude toward 
patient safety. We used the stepwise inclusion of inde-
pendent variables. Regression analyses were conducted 
with an α level of .0055 to account for multiple testing. 
Analyses were carried out using IBM SPSS Statistics 19 
(International Business Machines Corp).

Participation in the survey was completely volun-
tary. Because this kind of study did not need to be 
reviewed by an ethics review board in Germany, no 
ethical approval was required based on a discussion of 
the issue with the institutional review board.

RESULTS
Response Rate
A small number of practices (n = 90) from the initial 
sample of 1,800 proved not to be eligible (because the 
practice did not exist anymore, or did not provide care 

Table 1. Frankfurt Patient Safety Climate Questionnaire for General Practices (FraSiK)11

Factor Content No. of Items Example of Item

1. Teamwork climate Collaboration, trust, respect, support, 
openness, handling of conflicts, team 
decision making

12 It’s easy for anyone in this practice to 
ask questions if they don’t understand 
something.

2. Error management Handling of errors, reporting and 
analysis

6 Errors that occur in this practice are 
discussed by the whole team.

3. �Perception of causes of errors Causes of adverse events, recognition 
of stress as negatively impacting 
individual performance

6 When errors occur in this practice, it 
is because information has not been 
properly relayed.

4. Safety of clinical processes Observing of rules, information 
handling

3 All information that is important for the 
healthcare of patients is available to me.

5. Job satisfaction Job and workplace satisfaction 3 This practice is a good place to work.

6. Safety of practice structure Maintenance of equipment, expiry dates 
of drugs, overall priority of safety

3 Medical equipment in this office is perfectly 
suited to the care of our patients.

7. �Receptiveness to health care 
assistants and patients

Incorporation of suggestions from HCAs 
and patients

3 Patients’ suggestions are given some 
thought in this practice.

8. �Staff perception of 
management (items addressed 
only to employees)

Feedback, fairness and openness of 
discussions

5 I receive constructive feedback on the 
quality of my work.

9. �Quality and safety of medical 
care (items addressed only to 
doctors)

Clinical guidelines, safe medication 
handling

3 Patients are asked about their current 
medication when they come to see the 
doctor.

HCA = health care assistant.

Note: Responses to items were generally given in a 5-point Likert scale format, ranging from strongly disagree to strongly agree or from never to always (with 1 repre-
senting the lower and 5 the upper end of the scales). The 25 items that were not part of the 9 scales had either 5-point Likert or nominal scales, or free-text options.
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to patients with German social, or statutory, health 
insurance). Of the 1,710 eligible practices, question-
naires from 618 practices were returned, resulting in 
a response rate of 36.1% on a practice level (Figure 
1). In 171 cases, the entire team had participated. We 
received a total of 2,145 questionnaires from the 3,664 
health care professionals that worked in the participat-
ing offices, representing a response rate of 58.5%. The 
following analyses are based on 2,111 questionnaires 
that were appropriate for analysis (were completed and 
respondent met inclusion criteria).

Individual and Practice Characteristics  
of the Sample
Participants in the survey included 1,480 health care 
assistants, 599 doctors, and 32 persons whose profes-
sional group was not specified. Demographic data are 
displayed in Table 2. Most participants worked in sin-
gle-handed practices (65.9% of responding practices), 
group practices participated to a higher degree than 
single-handed practices when viewed in relation to the 
composition of the whole data set (Table 3) and com-
pared with the expected share of 25% to 30%.18

Overall Perceptions of the 
Safety Climate
For 7 of the 9 factors, the mean 
values were between 4.11 and 4.71, 
showing a positive safety climate 
(Table 4). These factors were 
teamwork climate, safety of clinical 
processes, safety of practice struc-
ture, job satisfaction, receptive-
ness to health care assistants and 
patients, staff perception of man-
agement, and quality and safety 
of medical care. As an additional 
measure, we calculated the per-
centage of problematic responses 
by adding up the number of the 
responses at the lower end of the 
scales for each individual and 
factor (values 1 or 2 indicating 
negative perceptions of the safety 
climate) and dividing the sums by 
the total number of items attribut-
able to the relevant factor. This 
percentage was generally low.

In contrast to these 7 fac-
tors, the results for 2 factors 
were somewhat different. The 
error management factor (mean 
score = 3.98, SD = 0.69) was 
perceived less positively, mainly 

because the item of reporting system for errors in use 
had been negatively scored by 53.9% of participants. 
The perception of causes of errors factor had a much 
wider range of responses with a mean of 2.81 (SD 0.73).

Other Important Findings
Of the items that were not associated with 1 of the 9 
factors, 65.4% of respondents admitted to having made 
mistakes while caring for patients, and a few more 
(69.9%) admitted that others in their practice had made 
mistakes in patient care. Patient safety is perceived to 
be something for which everyone in the practice feels 
responsible (mean score = 4.74, SD = 0.53). Less than 
one-fifth, 16.1%, of participants already knew the Ger-
man patient safety incident-reporting system for family 
practices (www.jeder-fehler-zaehlt.de).24

Other results were more indirectly linked to patient 
safety but represent important features of quality 
and practice organization. Many, 72.1%, participants 
stated that their practice had received complaints from 
patients in the past. More than 75% of those reporting 
the existence of complaints stated that the practices 
had reacted promptly to them. The majority of prac-

Figure 1. Flow chart displaying numbers of addressed  
and participating practices and health care professionals.

1,800 Practices

90 Practices closed, or do not provide 
care for statutorily insured patients

618 Practices responded (36%) (total num-
ber of health care professionals 3,664)

599 Doctors (599/949 = 63.1%) 1,480 HCAs (1,480/2,715 = 54.5%)

34 Questionnaires, not eligible or not � lled in

2,145 Health care professionals responded (58.5%)

1,519 Health care professionals did not respond

1,092 Practices did not respond

1,710 Practices eligible

HCA = health care assistant.
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tices undergo emergency training at least every third 
year (81.7%). Nearly all practices hold team sessions at 
least quarterly (90.9%).

Predictors of the Safety Climate
We found that health care assistants had a signifi-
cantly more negative perception of 4 of the 7 factors 
addressed to both professional groups, ie, team work 
climate, error management, perception of causes of 
errors, and receptiveness to health care assistants and 
patients, and they had a more positive perception of 
the safety of clinical processes factor. Members of big-
ger practice teams had a significantly more negative 

perception of teamwork climate and safety of clinical 
processes. Having every team member responding 
to the questionnaire significantly predicted a positive 
safety climate for most factors.

Other independent variables predicted the value 
of only single factors (data not shown). All in all, cor-
relations and the percentage of variation that was 
explained by the independent variables were generally 
low (between 1% and 12%), with an explained variation 
of 5% and more for only 3 factors (error management, 
perception of causes of error, and teamwork climate.)

Regarding some of the individual items, we found 
responses were somewhat dependent on professional 
group and sex. More doctors than health care assis-
tants admitted to having made a mistake in patient care 
(89.9% vs 58.4%; χ2 = 189.87, P = .000) and reported 
that mistakes had been made by other persons in the 
practice (92.4% vs 65.4%; χ2 = 155.73, P = .000). Differ-
ences by sex of the participant were analyzed only in 
the doctors’ group because only 1.6% of the health care 
assistants in the sample were male. Significantly more 
male than female doctors admitted to having made a 
mistake (92.8% vs 85.7%; χ2 = 7.878, P = .005), whereas 
the difference in the level of admittance that others 
in the practice had made mistakes was not significant. 
More doctors than health care assistants were aware of 
the patient safety incident-reporting system for family 
practices (37.2% vs 11.8%; χ2 = 213.34, P = .000). Simi-
larly, more doctors than health care assistants (66.8% vs 
59.2%; n = 330 aware of the system) had already used it 
(for reading reports or reporting incidents), but this dif-
ference was not significant (χ2 = 1.96, P = .161).

DISCUSSION
This study shows that the safety climate in German 
family practices, as perceived by doctors and health 
care assistants, is generally positive. Nevertheless, 
results show areas for improvement, ie, in the per-
ception of causes of errors factor and the reporting 
of patient safety incidents. Safety climate and other 
related aspects were generally influenced to a small 
degree by individual and practice team characteristics. 
The participation of the whole practice team had a 
consistent and generally positive influence on safety cli-
mate factors, whereas health care assistants had a more 
negative perception of 4 and members of larger practice 
teams of 2 of the factors. Doctors and male participants 
more often admitted that they or another person in the 
practice team had made a mistake in patient care.

Safety Climate in Primary Care
Safety climate has also been perceived as positive in 
other surveys of primary and ambulatory care.4,8,19,22,25 

Table 2. Characteristics of Participating Health 
Care Assistants and Doctors

Participant Characteristic
Health Care 
Assistants Doctors

Number of participantsa 1,480 599

Response rate, % 54.51 63.12

Female, % 98.3 42.7

Age, No. (%), y

≤30 452 (30.5) 2 (0.3)

31-40 295 (19.9) 55 (9.2)

41-50 448 (30.3) 177 (29.5)

51-60 243 (16.4) 246 (41.1)

>60 39 (2.6) 114 (19.0)

Professional experience, No. (%)

<1 year 46 (3.1) 9 (1.5)

1-5 years 202 (13.6) 27 (4.5)

5-10 years 209 (14.1) 57 (9.5)

10-20 years 411 (27.8) 133 (22.2)

≥20 years 584 (39.5) 360 (60.1)

Weekly working time, mean hr 27.0 47.4

a There were 32 participants with missing data.

Table 3. Characteristics of Participating Practices 

Characteristic
Whole Sample  

(n = 1,800)

Participating 
Practices 
(n = 618)

Practice status, %

Single-handed 80 65.9

Group 20 33.2

Location, %

Rural town 15.9 18.8

Small town 28.6 30.7

Medium-sized town 26.8 25.6

City 28.6 24.9

Team size, %

≤4 Unknown 38.8

5-8 Unknown 43.7

>8 Unknown 9.5

Note: Numbers do not add up to 100% because of missing data.
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Although the survey instruments differed, and results 
are therefore not strictly comparable, this consistency 
is remarkable. Findings in the inpatient sector often 
show less-positive perceptions in general, and results 
differ greatly between hospitals and between hospital 
departments.13-15 One could argue, however, that this 
striking difference is an indication of a lower risk to 
patient safety in primary care or a lower risk percep-
tion by primary care professionals.

In our study, the factor perception of causes of error 
received the lowest scores. Responses at the lower end 
of this scale indicate that such causes as communication, 
organization, and stress are not recognized as contribut-
ing to errors in the respective practices and may indicate 
that most respondents did not take a systems approach 
to errors.26 One-half of the 6 items delineating this fac-
tor refer to the factor of stress recognition derived from 
the Safety Attitude Questionnaire, which also received 
the lowest values in 2 US studies.4,22 Some argue that 
because of a different response pattern, stress recogni-
tion has nothing to do with safety culture at all.27 One 
explanation may be that in contrast to most of the other 
items, the wording of these items refers to individual 
rather than group performance. Participants may there-
fore recognize the organization’s perspective to a lesser 
degree and respond differently as a result.

Primary care in Germany is different from primary 
care in other countries in several respects. Office 
teams consist of only 2 different professional groups, 
compared with up to 8 in other primary care settings.19 
In addition, team size is usually much smaller. Team 
size may have 2 implications: first, members of small 
teams may identify more strongly with their practice 

and have a more positive perception of team climate in 
general, and doctors and nurses may work more closely 
together.22 The smaller team size may be a reason for 
the small though significant differences in percep-
tions between the professional groups in our study, as 
compared with findings in other surveys.4,8,13,19 Second, 
because relatively few individuals are involved in the 
day-to-day work and they are used to communicating 
flexibly, fewer than one-half of the respondents may 
have felt the need to use a patient safety incident-
reporting system in their practice.

Aspects That Affect Safety Climate Perceptions
Individuals had a more positive perception of their 
safety climate when participation involved the entire 
practice team, which was the single variable almost 
consistently predicting a positive safety climate in our 
study. This finding may reflect that teams were more 
likely to take part in the study in their entirety if they 
worked in practices with a relatively good patient 
safety climate and may indicate response bias (see 
below). On the other hand, it may show that practice 
teams with a positive safety climate act more as a col-
lective team than those with a less positive climate.

Some studies have claimed that membership of a 
particular professional group influences perceptions of 
safety climate in the inpatient as well as in the primary 
care setting, often with more doctors than nurses hav-
ing positive perceptions of safety climate.14,15,22,27,28 
Other research groups have found the opposite, how-
ever.4,29 We found health care assistants had less-pos-
itive perceptions for 4 of the 7 factors that applied to 
both professions. We have already cited a study in the 

inpatient setting which found that 
perceptions of frontline staff were 
less positive than those of man-
agement staff. This finding may 
indicate the experience of those 
on the front line differs from that 
of management because negative 
information does not always reach 
managers, thus leading to a differ-
ent perspective.16 A Scottish study 
from primary care reported simi-
lar results, with the largest differ-
ence in safety climate perception 
occurring when respondents were 
grouped as management and 
employee, and attributed these 
findings to the “multi-faceted 
organizational role” of physicians 
in this setting.19 In Germany, 
nearly all family physicians are 
both frontline and management 

Table 4. Scores for Patient Safety Climate Factors

Factor
Valid 
Cases

Mean  
Score  
(SD)a Range

Percentage 
Problematic 
Responseb

Missing 
Values,  

%

Safety of practice structure 1,995 4.71 (0.43) 2 - 5 0.6 5.5

Job satisfaction 2,047 4.66 (0.58) 1 - 5 1.5 3.03

Safety of clinical processes 2,067 4.39 (0.52) 1.67 - 5 1.1 2.08

Teamwork climate 2,051 4.33 (0.59) 1.17 - 5 3.4 2.84

Quality and safety of 
medical care

596 4.19 (0.56) 2.33 - 5 1.3 0.14

Receptiveness to healthcare 
assistants and patients

2,013 4.11 (0.62) 1.33 - 5 4.1 4.64

Staff perception of 
management

1,487 4.11 (0.79) 1.2 - 5 9.0 1.66

Error management 2,090 3.98 (0.69) 1 - 5 8.1 0.99

Perception of causes or 
errors

2,029 2.81 (0.73) 1 - 5 53.9 3.88

a A mean score of 4.00 or higher for each domain represents a positive safety climate.
b Percentage of problematic responses calculated by adding the number of the responses on the lower side of 
the scale for each individual and factor (values 1 or 2 indicating negative perceptions of safety climate) and 
dividing it by the total number of items for each factor.
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staff and may therefore have a more managerial per-
spective on safety and thus a more-positive perception 
of their safety climate. In our experience, physicians 
regard the practice’s performance as predominantly 
their responsibility as doctors and employers, possibly 
explaining another finding in our study—physicians 
more often admitted having made errors in patient care.

In our study, a smaller team size predicted more-
positive perceptions of the factors of teamwork climate 
and of safety of clinical processes compared with larger 
teams. Most recently, the US primary care database 
on safety culture applied the Medical Office Survey 
on Safety Culture to offices with 1 or 2 physicians and 
compared results with larger offices. The small offices 
had the most positive results on safety climate on all 
composites of the questionnaire, though the differ-
ences were small.25 A survey on organizational culture 
in health care studied the impact of team size and 
found a less cohesive and collegial culture in medical 
group practices of more than 10 physicians compared 
with smaller ones.20 It appears possible that a smaller, 
family-like office may lead to a stronger feeling of 
cohesion and team spirit, which in turn leads to a more 
positive safety climate.

Strengths
This survey is the first to measure safety climate in 
family practices in a German-speaking country, where 
practices typically represent microsystems with an inti-
mate atmosphere. We applied a validated instrument 
recently developed for use in this particular setting. 
With regard to the number of health care profes-
sionals that participated, the overall response rate of 
58.5% was satisfactory, with the response rate of doc-
tors exceeding that of health care assistants (63.1% vs 
54.5%). This response rate is within the range of earlier 
studies summarized in a recent overview 26;however, on 
a practice level the response rate is low but within the 
range of surveys in the same setting.19,30

Limitations
The low response rate could be the result of a volun-
tary response bias. Most practices that participated 
may already have been interested in the subject and 
therefore had a more positive perception of their safety 
climate. If so, it may also explain why some items and 
factors exhibited considerable ceiling effects, eg, job 
satisfaction and safety of practice structure. The per-
centage of group practices was higher in the partici-
pating group than in the whole sample of 1,710 eligible 
practices in our database (33.2% vs 20.4%), which may 
have also affected safety climate results.

Additionally, some of the analyzed individual and 
practice characteristics are moderately intercorrelated 

(eg, professional group and professional experience, as 
the professional training of physicians takes much lon-
ger than that of health care assistants and they usually 
start their professional career at an older age). Results 
should therefore be interpreted cautiously.

Implications for Future Research and Clinical 
Practice
We identified areas for improvement. Doctors and 
health care assistants should learn more about error 
causation and adopt a systems approach toward patient 
safety incidents, as a method to develop a memory for 
past errors and to learn from them appears to be less 
well developed in primary than in secondary care.31 
Furthermore, health care assistants in particular should 
be motivated to contribute more to incident reporting 
and empowered to participate more actively in an open 
and fair safety culture.

In recent research a relationship between the 
safety climate and patient safety, as well as the reactiv-
ity of the climate resulting from safety improvement 
initiatives, has been shown in secondary care.32,33 To 
assess the current status and to help improve clinical 
governance, health care organizations in primary care 
are interested in safety culture measurement as well.34 
When patient safety is addressed in a primary care con-
text, the safety climate in family medicine is an impor-
tant outcome measure for improvement initiatives.

In general, we found the participating practices’ opin-
ion of their safety climate to be positive or very positive 
with the exception of only 2 factors: error management 
and perception of causes or errors. Because measure-
ment of a safety climate aims to detect areas of deficien-
cies to improve patient safety, the question still remains 
whether self-administered questionnaires are appropriate 
in this particular setting. Beyond that, the influence of 
the analyzed individual and practice characteristics on 
climate was low. The explained percentage of variance 
was highest, however, but still low for the domains error 
management and perception of causes or errors. Further 
research is needed to discover whether individual and 
office characteristics exert these small influences in other 
primary care settings as well, and whether other instru-
ments (eg, the Manchester Patient Safety Framework35) 
for the evaluation of the safety climate are better suited 
to identifying strengths and weaknesses, as well as varia-
tions in the performance of different offices.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/11/4/355.
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