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Introduction: Patient safety is a key indicator and element in securing quality healthcare
and this goal is multi-step, systemic, and multidisciplinary. The aim of the study was to

investigate the meanings and definitions of “feeling of safety” in patient’s view and

. . experiences during their hospital stay and to identify the antecedents and consequences of
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Methods: This qualitative systematic review was carried out based on the Preferred

Safety Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 2009. Six
Patients databases (PubMed, Web of Science, Scopus, ProQuest, Embase, Cochrane) were
Patient Safety Hospitalization searched up to 2019 with no time and language limit. Two authors individually evaluated
Perception the study quality using Joanna Briggs Institute Qualitative Assessment and Review
© 2022. Advances in Nursing and Instrument (JBI-QARI). Data from studies meeting the inclusion criteria were analyzed
Midwifery with concept analysis using of Walker and Avant approach (2011).
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and friends”, “Feeling of Protection in a Safe Place”, “Emotional Enrichment and
Confidence”, “Comfort and Tranquility”, “Feeling of Control on the Situation”,
“Optimism towards Life” and “Coping”.

Conclusions: Safe care is one of the fundamental needs in creating feeling of safety in
patients. Focusing on this type of patient-centered care may promote quality care and
improve the treatments provided in the hospital setting.

INTRODUCTION

Patient safety is a key indicator and element in securing
quality healthcare and this goal is multi-step, systemic,
and multidisciplinary [ 1, 2]. The goal of patient safety is
to create safe care for the patient and personnel [3].
Most studies on patient safety have been carried out in
hospital settings since most of the safety events have

been identified in hospitals. As a result, the need for
patient safety research is prioritized in hospitals and
care-giving settings. Unfortunately, despite the studies
of patient safety, adverse events and their negative
consequences occur frequently in medical settings due
to the complexity of the health care environment and the
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impact of multiple factors on the provision of safe care,
so WHO offers guidelines and many steps for safe care
to the healthcare team [4].

Evidence indicates that patients are sensitive supervisors
in their self-care and their perceptions and experiences
play an important role in their awareness of the overt
and covert problems in the healthcare settings [5].
Researchers found “being safe” is not the same as
“feeling safe” [6, 7]. Therefore, many studies have been
done to understand the patient's experience and
perspective of the concept of safety. Russell (1999) as a
researcher who first explored the concept of patient
safety in intensive care units expressed Feeling safe is an
emotional state [8]. After Russell, other researchers
explored this concept in intensive care units such as the
ICU and CCU [6, 9, 10]. Initially, it was assumed that
“safety” gains its meaning in the ICU where the patient
spends much time during hospital stay. In the course of
time, more studies were conducted in various wards like
surgery and obstetric wards [11-15]. In each of these
studies, the researchers tried to provide a definition of
the concept using different qualitative methods such as
phenomenology, content analysis, and grounded
theory. With increasing number of qualitative studies,
some scholars explored different aspects of the concept
in systematic reviews. For example, Mollon (2013)
investigated “patient safety” using a systematic review
wherein an attempt was made to determine the
antecedents, attributes, and consequences of safety and
provide a definition of the term [7]. Following this,
other researchers carried out some review studies in
ICUs and even in primary care units [16, 17]. Despite
the numerous studies accomplished to clarify the
meaning of “patient safety”, there are many disparities in
the definitions of the term at the interdisciplinary and
intradisciplinary levels [ 18]. For instance, many studies
have wused the terms “safety” and “security”
interchangeably; so, there is no distinct border between
the meanings of these two terms [6, 7]. Moreover, the
studies conducted in the course of time in various
hospital wards and healthcare settings have led to
inaccessibility of a comprehensive definition of the term
to be used by all members of a given discipline. This lack
of certainty on the concept originates from the poor
recognition of the attributes of the concept of safety
from the patient perspective. The aim of the study was a
systematic review of the qualitative studies related to
meanings and definitions of “feeling of safety” in
patient’s view and experiences during their hospital stay
and to identify the antecedents and consequences of the
concept.

METHODS

Study Design

The present study was carried out based on the
Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) 2009 [19].

Search Strategy

Eligible studies were identified by searching the
following online databases: PubMed, Web of
Science, Scopus, ProQuest, Embase, Cochrane
Library with no time and language limit until 2019-
12-5. A number of key terms including "Patient's
perception” OR "Patient's experiences" OR
"Patient's view" OR "Patient's perspective" OR
"Patient's expectations" OR "understanding" AND
"safety" OR "Security" OR "Sense of security" OR
"Sense of safety” OR "Feeling safe" OR "Feeling
secure" OR "Feeling of safety” OR "Feeling of
security" AND "Qualitative Research" OR
"Research Qualitative" OR "qualitative studies" OR
"qualitative study" were assessed in the title and
abstract of the identified papers. The following
research question was also put forth in this review
“What is the perception of hospitalized patients
about safety?”

Inclusion and Exclusion Criteria

We included published reports of studies of patient’s
perspective of safety in hospitals and qualitative
methods of data collection and analysis (content
analysis, thematic analysis, phenomenology, graded
theory and, etc.). Articles reporting mixed-methods
studies would be included where substantive
qualitative findings were presented. The following
studies were excluded: quantitative methods, studies
not located in hospitals (i.e. primary care, palliative
care, home care and ...), mixed-methods studies
without substantive qualitative findings, different
target population (children and teenagers) and
systematic review articles. The database search was
supplemented by a gray literature search guided by
a Google search.

Search Outcomes

The search strategy yielded 13673 unique citations.
After abstract screening, 92 studies proceeded to full-
text review. A total of 67 studies were excluded for the
following reasons: target population (n = 31),
quantitative methods (n = 10), different settings (n =
23), and review (n = 3) (Figure 1).

Quality Appraisal

Two authors individually evaluated the study quality
using Joanna Briggs Institute Qualitative Assessment
and Review Instrument (JBI-QARI) with 10 items
(relating to qualitative research design, philosophy and
trustworthiness) was used to evaluate quality of the
papers [20]. Each question was scored 1 and 0. Studies
with a score of 6 and below were excluded from the
study.
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Data Extraction

Based on the PRISMA checklist, data were extracted in
two steps [21]. After removing duplicates in the first
screening phase, two authors independently reviewed
titles and abstracts of the studies. Papers containing full
text, were included into the review and were screened
separately by two authors. In cases of disagreement
between the two authors, the papers were reviewed by
the third author. A table was designed in the research
team to collect the data from different papers. Data were
extracted from all studies: author’s name, year of
publication, country, title, year of the study, study type,
sample and age, data collection procedure and study
results.

Synthesis

Data from studies meeting the inclusion criteria were
analyzed with concept analysis using of Walker and
Avant approach (2011) [22, 23]. At first, each text was
read 3 times carefully so that the researcher could extract
the key points related to the concept exactly, then

attributes, antecedents and consequences were
extracted. By integrating the primitive codes based on
similarities and differences, sub-categories were created
and they were revised after repeated comparison, similar
sub-categories were integrated and the main categories

were formed.

Ethical Considerations

The permission for conducting the study was obtained
from Shahid Beheshti Medical University with code of
ethics no.: IRSBMU.RETECH.REC.1397.1129 .

RESULTS

From a total of 13674 papers which were found until
December 2019, 25 papers were finally included in
this study. The process of the study selection is
shown in Figure 1 (the PRISMA 2009 diagram). The
quality assessment tool JBI-QARI had approved all
25 studies. The general characteristics of some of the
selected papers (randomly) are given in Table 1.

Table 1. General Characteristics of Some Selected Studies about Feeling of Safety Concept from the Perspective of Patients

Author & year &  Title Study Type Target Antecedents Attributes Consequences JBI-
country population & QAR
Number I
scor
e
Hunt 1999 Australia The cardiac thematic analysis patients in  Vigilance The observant nurse, - - 10
surgical ICUN=12 86-  The nurse's presence,
htient3 48 years Professionalism, personalized care
expectations Communication, Attitude, Caring,
and care, Unexpected occurrences,
experiences Delays, Busy unit, Communication
of  nursing difficulties, Pain, Psychological
care in the disturbances
intensive
care unit
Hupcey 2000  Feeling Safe: Grounded theory ICU patients  Family and friends, Someone  Trusting. nurses regaining control. 10
America The N=45(25t080  there, To encourages To instill ~ watching over them. awaiting heart transplantse
Psychosocial years, with a  hope. To re-orient to outside  meeting or attempting  rearranged their roomss
Needs of mean of 59) worlde To take care of outside  to meet their needse controlled visiting times «
ICU Patients matterse To fill in gapse To take  their full acceptances had  special meals
over medical decisions ICU staff«  without question of the ~ negotiated with the staff
Watch over them. Be there  caregiven about when they would have
whenever neededs Encourage treatmentse taking back
them to fighte Encourage them to some of the responsibilities
hope. Provide informations Look they had delegated to family
out for their families religion. memberse ambulating
Faith. Spiritual comfort Hoping. needed  to
Knowing. listening to the nurses maintain hope to survives
and physicians during rounds. Continual encouragement
trying to piece together the helped patients maintain
information. families were the hope and fight for survivale
source of this information Families tried different ways
Sue Older adults” Grounded theory Older adults initiative. ability to get (access) - - 10
Lasiter2011America  perceptions (over65)N=10  help right now. control (make
of feeling safe personal healthcare decisions)
in an Oversight. machines checking «
intensive nurses checking Predictability.
care unit Confidence. a high level of
education.  the ability to
recognize  problems.  quick
reaction and response times
knowledge about what to do in
an emergency Proximity. nurses
were close enough to come
quickly if needed. having the
nurse within sight distance
RathertBt Putting the  grounded theory Patient ~ with ~ communication « patient's health - - 10
al.2011USA _patient_ in acute and  statuse exchange of
patient chronic informationscommunicating  to
safety: a condition and  patients and family about the
qualitative their general care plan  staffing
study of family(N=Gro problems.incompetent or
consumer ups ranged in  possibly  indolentssystem-level
experiences size from 8 to issuessunderstaffingespend more

11, with an
average  of10
participants)20

time on doing paperwork than
providing
administration.concerns

caremedication
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Vaismoradi et
al.2011Iran

Modig et
al.2012Sweden
_BROWALLEt
al.2013Sweden
Bishop and
Macdonald2014Can
ada

Lovink et
al.2015Netherlands

Patients’
understandin
gs and
feelings  of
safety during
hospitalizati
on in Iran: A
qualitative
study

Frail elderly
patients’
experiences
of
information
on
medication.
A qualitative
study
Patients’
experience of
important
factors in the
healthcare
environment
in oncology
care

Patient
Involvement
in  Patient
Safety: A
Qualitative
Study of
Nursing Staff
and Patient
Perceptions

Patients’
experiences
of safety
during
haemodialysi
s treatment

thematic analysis

content analysis

Content analysis

thematic analysis

content analysis

to 69 years,
with a mean age
of 44 years

patients

hospitalized in
medical  and
surgical wards
N=19mean age
was 49.57 years

elderly
participants
taking
cardiovascular
medications
N=12(aged
68-88)

patients  with
different cancer
diagnoses in an
oncology
wardN=1154
years (32_72)

Patients in 2
surgical  units
and 2 medical
units
N=100ver 18
years

Patients in
haemo dialysis
units N= 1239-
82 years

regarding the management and
distribution of medications «often
staff responses left them feeling
uncertain about their
safetysconcerns about medication
distribution processes need for
family caregivers as patient
advocates- they may be able to
prevent problems

partnership with the staff.Being
a personesParticipation and

attention to
recoverys  patients’
dignity « well-being

from

Comfortable with
infc ion« Trust

becoming hopeful of life.
not to be forgotten
becoming optimistic toward
health-care settings
maintaining life routines-
maintain and follow  their
daily  routines-able  to
remain independent- take
part in their own care

Insecure with
infe ion«DistrusteDefi

and
confidence.Satisfactio
n with
information«Taking
control

Safety.Continuity and
accessibility«Privacy

responsibilitysCc icationph and c ity

ysical space.Food and

smell«Visual

impressionseSurrounding sounds

- wanting control-not

Presence of the nurse:« were in
their close proximity. able to
quickly call the nurses « attention
from the nurse Patients’ need to
control their situation: « have a

high level of knowledge. a great

need for information about
treatment. monitor their
treatment

know enough about
their health care-not

sharing important
information with them
feeling  connected-

being friendly-building
rapport-spending time
with one  another-
showing respect-
sharing  information
encountering
roadblocks-care
providers were often
too busy to answer
questions or talk-nurses
being in a rush-
complain about the
system works

Trust in the nurse:.
ability to provide a
normal treatment
coursee  help  them
quickly, adequately and

with personal
attentione be skilled
enough to .
professional and
responsible  «  had
experience and
knowledge

cient information.Lack of
availability

sharing responsibility for
safety-behaviors or actions
they took while hospitalized
to ensure that they felt safe-
asking questions-being
engaged  when  given
information-making  sure
that they had an advocate
available to ensure their
well-being

Physical safety:. receiving
safe treatment by nurses
who  perform  regular
checks. not confronted
with treatment
complicationse could
depend on a normal and
routine treatment coursee
doctor was available in
emergency

situations.outlined as
prescribing an appropriate
treatment (doctor).
qualified dialysis
nurscEmotional ~ safety:e
feeling internally calm
during treatment « good
communicationphysically
coagulation of
the  dialysis  systeme
bleeding  through the
vascular  access  site.
(mis)cannulation of the
arteriovenous fistula.
infection. machine change
during treatment. feared
not feeling welledurability
of their arteriovenous
fistula or Tesio-catheter.
risks that they had already
experienceds being
hooked up to the machine
and not being able to get
away in  case  of
emergencies as
threatenings  too  few
nursese  Seeing  fellow
patients in acute
situations. alarms on the
machine (solved quickly,

unsafe:«

10

1010

1001

1010
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Bishop and
Cregan2015Canada
Higensen et
al.2018Norway
New et
al.2018Canada
Gettens et
al.2018Australia
Asplin et
al.2019Sweden

Patient safety ~ Thematic analysis
culture:

finding

meaning  in

patient

experiences

The struggle
against
perceived
negligence A
qualitative
study of
patients’
experiences
of  adverse

content analysis

events in
Norwegian
hospitals

“Ijust have to
take it”
patient safety

in acute care:

thematic analysis

perspectives
and
experiences
of patients
with chronic
kidney

disease

The patients’
perspective
of sustaining
a  fall in
hospital:  a
qualitative
study

phenomenologica

1 design

See me, teach
me, guide
me, but it’s
up to me
Patients’

Content analysis

patient and
family stories of
adverse event
experiences

were examined

N=11

former patients
recruited by the
Health and
Social Services
ombudsmen N
= 15(43-70
years with
mean 61 years)

Patients with
CKDN=30Me

an 50 years

hospital in-
patients  that
had  recently
fallen

N=12(27-84
years)

patients  with
hip fracture and
varying age
span

N=19mean age

Passed Around-gap in the
continuity of
knowledge - being dispersed -hard
to engage as member of the health
care team-see

care- lack of

specialists and
doctors playing closer to each
other-lack of shared knowledge-
feeling of uncertainty -being
unaware of the ongoing provider-
provider Not
Having the Conversation-
hesitant to speak up or felt defeated
when they did-not knowing how to
say  what

communication

they needed to

communicate-try to bring
something to their health care
provider’s attention-being
dismissed by health care providers-
feeling of not being heard the
Person Behind the Patient-sense
of losing their identity-need to be
and to be treated
compassionately-awareness or
understanding
patient’s

cared for

each
labeled

“difficult” or making assumptions

around
needs-being

ignored concerns or signs of
complications«The feeling of
something ~ wrongeTo  speak
upe+Being ignored/ rejected/ not
heard.Falling out of the system
(Tries to take care of own body and
health, but feels rejected)lack of
responsibility and
correction. Feeling “life is at
stake”«Disclosure,

error

explanation,
apologysFeeling avoidedsWaiting
time«Responsibility+Fault

correction (Missed expectations of
hospital responsibility and fault

correction)lack  of  support,
loyalty and learning
opportunitiese The need of
support and  understandinge

Professional loyalty/ “Cover up”
systeme Possibility for learning
(Needs support, but professional
loyalty is more important)

Receiving safe care.Sharing a

room  with  patients  on
isolationeRoommates perceived to
be threateningsLack of
cleanlinesssOther patients and

visitorsExpecting to be cared
for«Interactions with health care
Providerse TrustReporting Safety
Concerns.Speaking up«Reactions
to questions askedeAwareness of
safety lineeUsing the Safety
LinesLack of regarding
response to reportingeFear of
reprisaleAdded with
reporting

trust

stress

Expecting to be taken
care
of.Communication
amongst

providerse Communica
tion between providers
and
participantseDelays in
care

Realizing the risk- ask
for help-lose
confidence in
themselves and their
ability to remain safe
while mobilizing-their
bodies not behaving as

expected revealing
strategies-nurses
denied them  their

independence and their
right to make decisions
-not being listened to
and their opinion was
not considered-feel
incapable of making
decisions-not engaging
them with falls
prevention

Being seen as a person
«Interaction affects
trust and  security
Information is key to
understanding

either by the nurses or by
the patients themselves)e
student dialysis nurse.
unconfident nurse (a nurse
that acted clumsily or did

not appear to know
everything)

Feeling safe-visibility-
access to nurses-be
physically safe-feel
confident  that  correct

procedures were adhered to-
not taken as seriously by
Recovering independence
and identity-reduced
physical ability to protect
themselves from a fall-were
at a greater risk of harm-the
time when their confidence
would return- hospital be
delayed for discharge-desire
to preserve their dignity

10

10

10
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experiences 823  (#8.1) Encouragement is
of recovery years94-65 essential to promote
during  the years activity ~Striving for
acute phase Independence
after hip Accepting the situation
fracture whilst trying to remain

positive The greener
the better, but it’s up to
me Ask me, I have
goalse  Uncertainties
concerning future
Jansson et  Patients’ content analysis patients in a  patient selection- indications for - - 10
al.2019Finland satisfaction single joint  surgery and eligibility criteria-
and replacement delayed due to lack of early
experiences center N=2052  diagnose meeting the Health
during to 74 Care Guarantee- waiting time-
elective years(mean due to lack of anamnestic
primary fast- 66.2) information- delays - indirect
track  total scheduling- need for faster access
hip and knee to healthcare services patient
arthroplasty flow- pre-operative preparation
journey: A and the preparations - hospital
qualitative admission for surgery - discharge
study from  hospital-  environmental
needs- coordination and
continuity of care post-discharge
care- rehabilitation - recovery -
control visit patient counselling-
implementation - resources -
content transparency of the
journey- minor refinements
regarding the status of other joints-
surgery techniques-  duration,
anesthesia and pain management-
discharge criteria from recovery
room to inpatient care- amount of
blood samples taken during
inpatient stay- schedule during
inpatient  stay-  rehabilitation-
recovery- pain management during
post-discharge care- complications
Communication-patient-clinician
communication-information
transfer between primary and
secondary  care- difficulties
contacting the right person- calling
time was considered too short
Feedback-giving and receiving
feedback- give targeted feedback to
each stakeholder- receive feedback
from stakeholders
Kaptain et Surgical phenomenologica surgical to know the patient— if they - - 10
al.2019Denmark perioperative ] - hermeneutic patients, and  know me, I feel seen and safe- no
pathways— approach patients  had one knew their illness story- be
Patient many kinds of prepared for their special needs
experiences surgical and illness experiences- frequently
of  unmet healthcare kept an eye on-relationship to the
needs show needs healthcare professionals-be
that a N=2452.5 years present and takes time to welcome
person- (18-84) the individual patient
centered communicating with the patient
approach s throughout the pathway- much
needed information to remember -not all
patients managed to ask questions-
difficult to receive information on
the day of surgery-The agreements
patients made with healthcare
professionals were not always
visible - difficult for others to
answer their questions-healthcare
professionals were based mainly on
communication  about  health
patient - centered pathway is all
about  organization-  lacked
knowledge
. followed by Sweden, Canada, and Australia,
Target Population . . . .
. . . respectively. Besides, of various methods of qualitative
This study population consisted of both male and .
studies  (phenomenology,  grounded  theory,

female participants of different age groups with a mean
age of 62.95 years (18-94). Also, 597 structured and
semi-structured interviews were performed in person
and 9764 interviews were performed on the phone. The
patients were selected from different wards like
hemodialysis, medical and surgical, ICU, CCU, delivery
room, gynecology, neurosurgery, neurology, and
oncology. Most studies were conducted in the USA

hermeneutic, and thematic), conventional content
analysis received the greatest share (%37.5).

Data Synthesis

Data analysis resulted finally in eleven main categories:
“appropriate  physical
environment”, “resorting to spirituality”, “having

receiving  safe  care”,

previous negative experiences”, and “presence of family
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and friends”, “Feeling of Protection in a Safe Place”,
“Emotional Enrichment and Confidence”, “Comfort

and Tranquility”, “Feeling of Control on the Situation”,
“Optimism towards Life” and “Coping.” (Figure 2).

Characteristics and Definition of Feeling of Safety
The term feeling safe is not defined as a phrase in any
dictionary references. So, we searched for this purpose
in articles.

= Feeling safe is an emotional state during which a
patient perceives that when confronted with an event,
there is no imminent danger of psychological or physical
injury [8].

= Feeling safe means trust, knowing, control, and hope
[10].

= It is an emotional state in which the patient feels safe
towards care with no feeling of any damage [7].

= It means from attention to recovery, becoming hopeful
of life, and maintaining life routines [12].

= feeling safe from physical or emotional threats (feeling
internally calm during treatment sessions and receiving
safe treatment) [24].

= fulfilled physical, psychological and emotional needs
[25].

= protecting patients from harm and making feel
confident while they are in hospital [26]

= Furthermore, some studies have defined feeling of
safety as feeling of satisfaction, comfort, and hopefulness

[10,24,27].

Antecedents

The antecedents obtained in review of literature were
the categories “receiving safe care”, “appropriate
physical environment”, “resorting to spirituality”,
“having previous negative experiences”, and “presence
of family and friends .”

1. Having Previous Negative Experiences

These experiences with their important role in patient’s
feeling toward the healthcare team include “negative
experience in communicating with personnel” [11, 14],
“experience of receiving ineffective care” [8, 9, 11, 13,
14, 25, 28-31], “experience of lack of support and
31], and “lack of possibility of

criticizing the personnel” [11, 32]. In other words,

understanding” [11,

negative experiences consist of all events experienced by
the patient during their previous communication with
the treatment staff. Most of these negative experiences
were created following the healthcare team’s inability to
communicate properly with the patients.

1.1. Experience of receiving ineffective care:
Ineffective care refers to provision of care by the staff
that lack knowledge and skills, frequent occurrence of
errors, lack of respect for the patient, lack of patient’s
contribution, lack of observing patient privacy,
inappropriate communication,
inappropriate communication of the treatment team

inter-personnel

with the patient, long waiting time for receiving services,
delay in diagnosis and care, and a gap in continuation of
care [8,9,11,13,14,25,28-31].

1.2. Experience of lack of support and
understanding: The patients need to be understood
and supported by the treatment team, especially by the
physicians and nurses. They do not want to feel that they
are left alone in the ward with their problems. Even
provision of a little information on their disease can
create feelings of support in them [11]. Sometimes,
various medical errors occur in the treatment settings
that are discovered and reported by the knowledgeable
patient. In this case, the patient anticipates to be
supported by other members of the treatment team and
be assured that the problem will not be repeated again

[31].

Table 2.Categories and Subcategories Related to “Receiving Safe
Care”

Main Category/Categories /Subcategories

Receiving safe care
experienced personnel
Knowledge
Skill
Competence
Responsible
Sufficient supervision
Responsive
Suitable and efficient communication
Support
Presence
Continuity of care
Honesty
Professional behavior
Coordination of the treatment team
Coordination among the patients, their families, and
treatment team
Proper contribution of the physicians and nurses
Correspondence of standards to care
Patient-centered care
Patient contribution to care
Giving feedback to patient
Paying attention to patient’s attitude
Observing patient privacy
Maintaining patient’s personal position

2.2. Coordination of the treatment team: This refers
to “coordination among the patients, their families, and

» «

treatment team”, “proper contribution of the physicnas
and nurses”, and “correspondence of standards to care”.
Patients and their families expect the treatment team to
devote a greater time to them since they demand more
information on their disease and the course of their
treatment and improvement [29, 33]. The patients
stated that they had many questions to ask the
physicians and nurses; yet, it was not possible for them
due to limited communication and poor coordination
between physicians and nurses [33]. One of the
important causes of this problem was inappropriate
transmission of information from physicians to nurses
[13]. Sometimes, the patient is located in a situation
wherein they are made compare the given care to
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standards. Lack of correspondence between given care
and standards or contradiction between the two may
negatively affect this coordination [30].

Additional records identified
through other sources (thesis) (n

=1)

[ Included ] [ Eligibility ] [

Antecedents

« receiving safe care
« appropriate physical environment
« resorting to spirituality
« having previous negative experiences
« presence of family and friends

)
=
&
= Records identified through
g% database searching
=
- (n=13673)
2
o]
—
—/
4
)
Records after duplicates removed
- (n=3629)
g
=]
9
Q
Yol
Q
v
Records screened
(n=3629)
A4

Full-text articles assessed

Records excluded
(n=3537)

Full-text articles excluded,
with reasons

for eligibility (n=92)

A 4

Studies included in
qualitative synthesis
(n=25)

> (n=67)

Target population= 31
Quantitative methods= 10
Different setting= 23
Review=3

Figure 1. PRISMA diagram for the selection of studies

Attributes

« Feeling of Protection in a Safe Place

* Emotional Enrichment and
Confidence

Consequences

» Comfort and Tranquility

* Feeling of Control on the Situation
* Optimism towards Life

* Coping

Figure 2. Antecedents, attributes and consequences of “feeling safe”

1.3. Lack of possibility of criticizing the personnel:
The patient expects to criticize the personnel following
provision of ineffective care by the treatment team such
as painful procedures, inattention to patient’s signs and
symptoms, etc. and provide them with some feedback;
nonetheless, the personnel’s inappropriate feedback
makes the patients feel that they are not important to the

personnel and that the focus is on care provision without

considering the patients [11].
2. Receiving Safe Care

This refers to “experienced personnel”, “coordination of

the treatment team”, and “patient-centered care” (Table

2).

2.1. Experienced personnel: In patient’s perspective,
for the treatment team to be skilled and knowledgeable,
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they should possess features such as sufficient
knowledge, skill in performing procedures and the
required competency [6, 9, 12, 15, 24]. They ought to
be responsible for patient needs and be present at
patient’s bedside to be able to support the patient [6, 29,
34]. The staff will provide continual and effective care
for the patient through establishing suitable and efficient
communication [29, 35]. Along with these
characteristics, honesty with the patient and
professional behavior like respecting the patient are of
importance [12, 35, 36].

2.3. Patient-centered care: This category consists of
the subcategories “patient contribution to care”, “giving
feedback to patient”, “paying attention to patient’s
attitude”, “observing patient privacy”, and “maintaining
patient’s personal position”. Patient-centered care is a
type of care in which the patient contributes to decision-
makings on care-giving and is informed completely of
the care and treatment course. In other words, the
patient is at the center of care-giving [12, 33, 35, 37].
Besides, the patient gives purposeful feedback to the
treatment team and, in turn, they receive feedback from
the patient regarding the provided care and treatment.
In this type of care-giving, the treatment team does not
overlook the patient’s attitude and pay due attention to
patient’s reaction to various care issues [29, 35]. The
patients want to have a private room and sufficient space
for meeting family and friends. Inappropriate physical
space made them feel that due attention is not paid to
their privacy [35].

3. Appropriate Physical Environment

This refers to “up-to-date technology”, “sufficient
facilities”, “proper hygiene and sanitation”, and
“appropriate nutritional status”. The patients need to be
cared for in a care setting with suitable and up-to-date
technology and standards, and sufficient facilities such
as a TV set, clothes, sheets, etc. [8, 13]. Proper hospital
sanitation refers to sufficient lighting in the hospital,
proper humidity, suitable ventilation and temperature,
proper designing of the wards, absence of noise
pollution, and cleaning of the setting [8, 12, 13, 35].
Moreover, in an appropriate nutritional status, the food
enjoys variety in items, good quality and taste, and even
the right of choosing food items for patients [35].

4. Resorting to Spirituality

Religion and performing religious rituals and
ceremonies are important and influential factors in
creating hope in patients, especially ICU patients and
their role cannot be ignored. The patients stated that
they gained spiritual comfort and tranquility through
performing religious ceremonies and saying prayers

[10].

S.Presence of Family and Friends
Many studies had referred to the effects of the presence
of family and friends on patient safety. Family and

friends create feeling of safety in the patient via “giving
hope”, “encouraging the patient”, transmitting
information to the patient”, and “contribution to care”
[10, 33, 34]. The patient demands that important
individuals be present at their bedside and contribute to
their treatment to make them optimistic towards their
treatment. In patient’s perspective, the family can
defend their rights by their presence preventing many of
the problems related to patient safety [38].

Attributes

The Attributes obtained in review of literature were
the categories “Feeling of Protection in a Safe
Place”, “Emotional Enrichment and Confidence”
(Figure 2).

1. Feeling of Protection in a Safe Place

This refers to patient protection against care-related
hurts, damages, and medical errors [24, 26]. Thus,
prompt presence of sufficient number of knowledgeable
physicians and nurses on patient’s bedside to perform
correctly the care-giving and treatment procedures is of
utmost significance to ward off occurrence of any

medical errors [8,24,26,31].

2. Emotional Enrichment and Confidence

This category includes subcategories: “personnel’s
attention to patient’s emotional needs”, “personnel’s
positive emotional reactions”, and “confidence in the
treatment team”.

2.1. Attention to patient’s emotional needs: Securing
the emotional needs of the patient plays a significant role
in their compatibility with the disease and managing the
created challenges in the care setting [ 12]. These needs
include feeling of confidence, worthiness, kindness
towards the patient (sympathy), and establishing none-
care communication not aimed at care-giving [10, 31,
35,36].

2.2. Personnel’s positive emotional reactions: This
refers to paying attention to the patient, answering the
patient’s questions, and looking at the patient as a
human [6, 15, 25, 34, 35]. These positive reactions can
create feelings of self-esteem and respect in the patient
[12,26,36].

2.3. Confidence in the treatment team:

When the treatment team allows the patient to
contribute to care-giving, provides the patient with the
required information, and prepares all the conditions
needed for an effective care-giving, especially when they
inform the patient of all treatment processes, the patient
confides in them. As a result, they will have no doubt in
the quality and type of care given by the personnel. For
example, the patient asks the personnel no question on
the type of care given and is sure that they do their job
accurately [10, 24,27, 34, 39].

Consequences:
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The Consequences obtained in review of literature were
the categories “Comfort and Tranquility”, “Feeling of
Control on the Situation”, “Optimism towards Life” and
“Coping” (Figure 2).

1. Comfort and Tranquility

One of the important consequences of feeling of safety
is comfort and tranquility created by patient’s
satisfaction with the performance of the treatment team
and hopefulness (optimism) [24, 27].

“Patients who described safety in emotional terms
expressed feeling internally calm during treatment
sessions” [24].

2. Feeling of Control on the Situation

Another important consequence is feeling of control
and independence created in the patient following
feeling of ability. This feeling, indeed, helps the
individual to become aware of themselves as a unique
individual resulting in their greater efforts for
maintaining control [11, 12]. In this case, the patient
tries to acquire control and the natural course of their
life. For instance, they try to contribute to care decision-
makings, regulate their visit time, talk to the staff, and
control the environmental factors to some degree [6, 10,
12,24,26,29,35,37,40].

3. Optimism towards Life

After giving hope to the patient by the staff and family
through talking, encouraging, reminding of goals, and
visiting important persons in life, the patient becomes
optimistic towards treatment course and improvement
and finally, towards their life [10, 12, 39].

4. Coping

This is one of the important categories referred to in
some studies. This attribute explains how the patient
seeks hopefulness (optimism) towards their treatment
following compatibility (coping) with the present
conditions. Indeed, they try to acquire some
mechanisms for controlling and maintaining their ADL
(activities of daily living) [12, 37].

Finally, “feeling of safety” may be defined in this way on
the basis of review:

“Feeling of safety is perceived as both feeling of
protection in a safe place and emotional enrichment and
confidence with the prerequisites of receiving safe care,
appropriate physical environment, resorting to
spirituality, absence of previous negative experiences
(having positive experiences), and presence of family
and friends resulting in comfort and tranquility, coping,
feeing of control on the situation, and optimism towards

life”.
DISCUSSION

This study aimed at a systematic review of the qualitative
studies related to meaning and definitions of feeling of
safety in patient’s perspective and experiences during
their hospital stay and identifying its antecedents and
consequences. The final analysis of data collected in

review of literature resulted in the categories “having
negative previous experiences”, “receiving safe care”,
“appropriate physical environment”, “resorting to
spirituality”, “presence of family and friends”, “feeling of
protection in a safe place”, “emotional enrichment and
confidence”, “comfort and tranquility”, “having control
on the situation”, “coping”, and “optimism towards life”.
“Receiving safe care” was one of the main categories
mentioined by many studies. It is a kind of
comprhensive patient-centered care in which the
treatment team posesses sufficient skill and knowledge
(6,9, 12, 15, 24]. In addition to sufficient competency
and professionalism in care-giving and treatment, other
attributes such as honesty and profesional ethics are
important [12, 35, 36]. The patient expects the
treatment team to make a suitable rapport with them
corresponding to their status and thereby maintaining
their self-esteem and dignity [12, 26, 36]. They expect
to receive sufficient information on the type of care
given. Nevertheless, some studies highlighted that
excess information was stressful to the patient [27].
Consequently, receiving sufficient information at
appropriate times is of utmost significance [15, 34]. It
appears that few studies have so far focused on the rate
of awareness of the treatment team of the amount of
information given to the patient and method of giving it.
The studies had just referred to the method of
information transmission.

The role of family and friends in supporting the patient
and helping them to adjust themselves to conditions and
the changes created is undeniable. The family helps the
patient to tolerate the hospital stay more easily through
provision of information, encouraging and giving hope,
enabling them to pass the recovery period in higher
spirits. Also, the family plays the role of coordinator
between the treatment team and the patient [10, 33,34].
Faith and resorting to spirituality had created spiritual
tranquility in patients [10]. The patients will reinforce
teeling of optimism in them via saying prayers. It seems
that this category finds greater meaning in ICU and with
chronically ill patients; yet, few studies have dealt with
this concept. Nevertheless, what is crystal-clear is the
role of spirituality in creating tranquility in patients.
Numerous studies have dealt with the role of spirituality
in various groups of patients such as cancer patients and
creation of hope in them. However, more future studies
are required to detect the mechanisms used by patients
to achieve spiritual tranquility or the conditions under
which patients resort to religiosity and spirituality. All of
the mentioned factors will ultimately result in patient’s
greater feeling of safety during hospital stay. This feeling
is a basic need the prerequisites of which are discovered
by the use of various environmental and humanistic
factors in the mentioned studies while some factors still
remain unknown. The meaning of safety is much wider
than security. In addition to the physical aspects, it
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entails the emotional and spiritual aspects referred to as
feeling of emotional safety and confidence in the
mentioned studies [8, 10, 24, 27, 34, 39]. Yet, previous
studies have dealt with it very sporadically. Feeling of
emotional safety (emotional enrichment and
confidence), with its intellectual and mental state, ought
to include a wider spectrum of subcategories and codes.
Additionally, the subcategories have not been very
clarifying and elucidating regarding this category. Many
studies have extensively explored physical safety that is
synonymous with security [8, 24, 26]. Some factors like
the patient’s previous negative experiences would
confound this feeling. These confounding factors can
influence patient’s feeling of safety [8, 9, 1 1, 13, 14,25,
28-311.

Removal of the confounding factors, securing care
needs, and presence of family and relatives may induce
teeling of tranquility in the patient resulting in their
satisfaction with the healthcare system and coping with
the conditions [12, 37]. Tranquility, coping, optimism,
and feeling of control of the situation are consequences
of feeling of safety. Yet, the important point to be noted
is the high degree of overlap between attributes and
consequences of patient’s feeling of safety. Future
studies should focus on defining feeling of safety and its
consequences to determine the border between them
since finding this border was very difficult and confusing
in the present study. Moreover, these studies have not
referred to coping mechanisms used by the patient, for
example, the mechanisms used by the patient to cope
with the present condition or what coping skills they will
use in the case of lack of compatibility (coping).
Compared to other studies, in this study, an attempt was
made to use a wider spectrum of pertinent key words to
search in multiple databases without any time or
language limitations (without any selection or
publication bias). Also, screening of literature was
completed by two separate researchers not to lose any
study. Yet, there were not more chances of further
databases for the researchers that might have limited the
search scope.
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