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   Abstract  

Patient safety is a foundational principle of healthcare quality, yet it 
remains conceptually complex and inconsistently defined across clinical, 
educational, and organizational contexts. The lack of a unified and clearly 
articulated definition hampers theoretical development, weakens 
measurement strategies, and obstructs the effective implementation of 
safety interventions. As healthcare systems grow more complex, the need 
to clarify the concept of patient safety becomes increasingly urgent to 
ensure its consistent application in research, education, policy, and 
clinical practice. This study employs Walker and Avant’s concept analysis 
framework to examine and refine the meaning of patient safety, 
identifying its defining attributes, antecedents, consequences, and 
empirical referents within contemporary healthcare literature. A 
systematic review of scholarly databases was conducted using a PRISMA-
style process to extract relevant conceptual and empirical sources. 
Analysis revealed that patient safety is a multidimensional, system-
oriented concept characterized by proactive harm prevention, a culture 
of safety, strong leadership, open communication, and competent 
professional practice. Key antecedents include adequate staffing, 
psychological safety, organizational support, education, and systems 
thinking. Identified consequences include a reduction in adverse events, 
improved care quality, enhanced well-being among healthcare workers, 
and increased organizational trust. Empirical referents consist of safety 
culture assessments, error reporting behaviors, and various performance 
indicators related to patient safety. Clarifying this concept contributes to 
a stronger theoretical foundation and promotes consistent and effective 
integration into healthcare research, education, and policy aimed at 
minimizing patient harm and enhancing the quality of care. 
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1. Introduction 

Patient safety has become a central concern in contemporary healthcare systems as increasing complexity 

in care delivery continues to expose patients to preventable harm. Advances in medical technology, 

expanding scopes of practice, workforce shortages, and high patient acuity have intensified the risk of 

adverse events across healthcare settings. Patient safety is therefore no longer understood merely as the 

absence of error, but as a proactive, system-oriented commitment to minimizing risk and protecting 

patients throughout the continuum of care. Tamim (2022) explains that patient safety emerged as a 
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distinct healthcare discipline in response to rising rates of patient harm associated with unsafe and poor-

quality care, emphasizing its role in preventing errors and reducing avoidable injury. International patient 

safety initiatives and accreditation standards further reinforce this shift by promoting structured safety 

goals related to communication, medication management, infection prevention, and fall reduction. 

Despite these global efforts, patient harm remains widespread, indicating that deeper conceptual 

understanding of patient safety is still needed to support effective and sustainable safety practices. 

Within nursing and healthcare literature, patient safety is applied across diverse domains, including 

clinical practice, education, leadership, organizational culture, and health policy, often with varying 

meanings and emphases. Oliveira and Silva (2022) demonstrate that nursing students conceptualize 

patient safety as harm reduction, professional accountability, and protection of patient integrity, yet also 

identify significant gaps in knowledge that may compromise safety development in future practice. Maras 

(2023) extends this understanding by illustrating that patient safety also encompasses relational and 

social dimensions, particularly for vulnerable populations whose sense of safety is shaped by power 

relations and systemic inequalities within healthcare environments. In organizational and system-level 

discussions, patient safety is frequently linked to quality improvement and governance structures, where 

leadership, resources, and institutional culture play a decisive role in preventing adverse events (Ente & 

Ukpe, 2022). These varied applications highlight the multidimensional nature of patient safety but 

simultaneously reveal conceptual fragmentation that can hinder consistent interpretation and 

implementation. 

The absence of a clearly articulated and unified conceptual definition of patient safety presents significant 

challenges for research, education, and practice. Empirical studies often operationalize patient safety 

differently, treating it as an outcome measure, a cultural attribute, a behavioral construct, or a system 

characteristic, which complicates comparison across studies and limits cumulative knowledge 

development. For example, patient safety is examined in relation to workload, experience, and adverse 

events in studies focusing on safety attitudes (Al-Mugheed et al., 2022), while other research links safety 

outcomes to staffing adequacy, burnout, and work environment conditions (Aiken et al., 2023). 

Technological perspectives add further complexity, as digital health systems and electronic medical 

records are shown to both enhance and threaten patient safety through unintended consequences such as 

information overload, alert fatigue, and reduced human interaction (Nijor et al., 2022). These 

inconsistencies underscore the need for conceptual clarification to ensure that patient safety is understood 

and measured in a coherent and theoretically grounded manner. 

Given this context, a systematic concept analysis is warranted to clarify the meaning of patient safety 

and establish its essential characteristics. Concept analysis offers a rigorous methodological approach for 

examining how a concept is used, identifying its defining attributes, and distinguishing it from related or 

overlapping constructs. Prior nursing studies have successfully employed Walker and Avant’s concept 

analysis framework to refine complex safety-related concepts and strengthen their applicability to 

practice and policy (Schwarz & Leibold, 2025). Accordingly, the purpose of this paper is to analyze the 

concept of patient safety using Walker and Avant’s approach in order to identify its defining attributes, 

antecedents, consequences, and empirical referents. By providing a refined and theoretically informed 

understanding of patient safety, this analysis aims to support consistent application in nursing education, 
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guide future research, and inform organizational strategies designed to reduce patient harm and improve 

healthcare quality. 

2. Methodology 

This study adopted a systematic concept analysis methodology guided by the framework proposed by 

Walker and Avant to clarify the concept of patient safety within healthcare and nursing contexts. Concept 

analysis was selected because patient safety is a multidimensional construct that is widely referenced in 

empirical research, education, leadership, policy, and health system design, yet is often inconsistently 

defined and operationalized. Such inconsistency limits theoretical development and weakens the 

comparability of research findings, thereby constraining the effectiveness of patient safety interventions. 

Previous nursing scholarship has demonstrated that Walker and Avant’s approach is particularly suitable 

for examining complex safety-related concepts, as it provides a structured and transparent process for 

identifying defining attributes, antecedents, consequences, and empirical referents.  

2.1 Selection of the Concept 

The concept of patient safety was deliberately selected due to its central importance to healthcare quality 

and its persistent conceptual ambiguity across the literature. Patient safety is frequently discussed as a 

goal, a cultural attribute, a set of practices, or an outcome of care, yet these uses are often not clearly 

distinguished. This lack of precision is evident across educational, clinical, and organizational contexts, 

where patient safety may be implicitly assumed rather than explicitly defined. Tamim (2022) describes 

patient safety as a discipline that emerged in response to increasing patient harm associated with complex 

healthcare systems, emphasizing the prevention of risk, error, and injury during care delivery. However, 

empirical evidence suggests that this broad framing has resulted in varied interpretations, even among 

healthcare professionals in training. Oliveira and Silva (2022) show that nursing students associate 

patient safety with harm reduction and professional responsibility, while simultaneously exhibiting gaps 

in conceptual understanding that may influence future practice. These factors justified the selection of 

patient safety as a priority concept for analysis, as clarifying its meaning is essential for strengthening 

education, research, and clinical application. 

2.2 Determination of the Aim of Analysis 

The primary aim of this concept analysis was to clarify the meaning of patient safety by systematically 

identifying its defining attributes, antecedents, consequences, and empirical referents. This aim aligns 

with the core purpose of concept analysis, which is to reduce conceptual ambiguity and enhance 

theoretical precision. Clear articulation of the aim is critical to ensure that the analysis moves beyond 

descriptive summaries toward meaningful conceptual refinement. Khalili and Heydari (2022) emphasize 

that concept analyses without a clearly defined aim risk reproducing existing inconsistencies rather than 

resolving them. In the context of patient safety, the aim was further informed by evidence demonstrating 

that unclear conceptualization undermines the design, implementation, and evaluation of safety 

initiatives. Ente and Ukpe (2022) argue that patient safety efforts lacking conceptual coherence are 

difficult to sustain, particularly in resource-constrained healthcare systems. Therefore, this analysis 
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aimed to produce a refined and integrative understanding of patient safety that can guide research, inform 

education, and support organizational strategies to prevent patient harm. 

2.3 Identification of All Uses of the Concept 

Identification of all uses of the concept of patient safety was undertaken through a comprehensive review 

of the literature spanning nursing, healthcare management, education, and health systems research. The 

concept was examined as it appeared in empirical studies, qualitative investigations, systematic and 

narrative reviews, and conceptual papers to capture the breadth of its application. Almeida et al. (2022) 

demonstrate that patient safety is frequently grounded in diverse theoretical perspectives, with nursing 

and interdisciplinary theories shaping safety practices and protocols in hospital environments. Maras 

(2023) highlights that patient safety is also used to describe patients’ subjective experiences of feeling 

safe, particularly among vulnerable populations, thereby extending the concept beyond technical error 

prevention. In specialized clinical domains, patient safety is embedded within structured frameworks, 

such as patient blood management, where safety is operationalized through standardized and evidence-

based practices (Shander et al., 2022). Examining these varied uses enabled a comprehensive 

understanding of how patient safety is conceptualized across contexts and ensured that the analysis 

reflected its multidimensional nature. 

2.4 Determination of Defining Attributes 

Defining attributes of patient safety were identified by analyzing recurring characteristics that 

consistently appeared across the reviewed literature and distinguished patient safety from related 

concepts. Defining attributes represent the essential features that must be present for patient safety to 

exist and form the conceptual core of the analysis. Research focusing on safety culture, leadership, and 

systems thinking provided critical insight into these attributes. Studies examining patient safety culture 

emphasize elements such as communication openness, psychological safety, teamwork, and 

organizational support as central to safe care delivery (Lee et al., 2023). Leadership-related research 

further identifies supportive management practices and transformational leadership as key features that 

enable safe behaviors and reduce adverse events (Labrague & Obeidat, 2022). Additionally, systems-

oriented perspectives highlight the importance of coordinated processes, error reporting mechanisms, 

and continuous learning as defining characteristics of patient safety within complex healthcare 

environments (Easterling et al., 2022). These recurring features were synthesized to delineate the defining 

attributes of patient safety. 

2.5 Identification of a Model Case 

A model case was constructed to illustrate the concept of patient safety in its fullest and most complete 

form by incorporating all identified defining attributes. The purpose of a model case in concept analysis 

is to provide a concrete and realistic example that demonstrates how the concept operates in practice. 

The development of the model case was informed by empirical evidence highlighting effective safety 

practices within supportive organizational environments. Research indicates that environments 

characterized by adequate staffing, open communication, supportive leadership, and effective teamwork 
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are associated with improved patient safety outcomes (Aiken et al., 2023). The model case therefore 

reflects a clinical scenario in which healthcare professionals work within a psychologically safe culture, 

actively report and address risks, engage in interprofessional collaboration, and apply evidence-based 

practices to prevent harm. By clearly demonstrating all defining attributes, the model case serves as a 

practical illustration of patient safety as a dynamic and system-oriented concept. 

2.6 Identification of Borderline, Related, and Contrary Cases 

Borderline, related, and contrary cases were developed to further clarify the conceptual boundaries of 

patient safety by illustrating situations in which the concept is partially present, closely related, or entirely 

absent. Borderline cases include some but not all defining attributes, thereby highlighting areas where 

patient safety is compromised. Related cases involve concepts that are connected to patient safety, such 

as quality improvement or risk management, but do not fully encompass its defining characteristics. 

Contrary cases explicitly demonstrate the absence of patient safety, often reflected in environments with 

poor communication, high workload, and punitive cultures that discourage error reporting. Empirical 

studies documenting negative safety attitudes and unsafe work environments informed the construction 

of these cases, illustrating how deficiencies in staffing, leadership, and organizational support undermine 

patient safety (Al-Mugheed et al., 2022). These cases enhance conceptual clarity by distinguishing patient 

safety from overlapping constructs and unsafe practices. 

2.7 Identification of Antecedents and Consequences 

Antecedents and consequences of patient safety were identified by examining conditions that must exist 

prior to the occurrence of patient safety and outcomes that result when patient safety is achieved or 

compromised. Antecedents include organizational, professional, and system-level factors such as 

adequate staffing, supportive leadership, safety culture, education, and effective communication. Studies 

consistently show that insufficient staffing, high workload, and burnout precede poor patient safety 

outcomes (Aiken et al., 2023). Psychological safety and organizational support have also been identified 

as critical antecedents that enable speaking up and error reporting behaviors (Asante, 2025). 

Consequences of patient safety include reduced adverse events, improved quality of care, enhanced 

patient trust, and better staff well-being. Conversely, the absence of patient safety is associated with 

increased errors, patient harm, staff dissatisfaction, and organizational inefficiencies (Nijor et al., 2022). 

Identifying these relationships clarifies the functional role of patient safety within healthcare systems. 

2.8 Definition of Empirical Referents 

Empirical referents of patient safety were identified to link the abstract concept to observable and 

measurable indicators in practice and research. Empirical referents provide evidence that the concept 

exists and allow for its assessment and evaluation. Common empirical referents of patient safety include 

safety culture survey scores, rates of adverse events, error and near-miss reporting frequencies, patient 

safety indicators, and staff perceptions of safety. Tamondong-Lachica et al. (2024) demonstrate how 

patient safety can be operationalized through structured performance measures and indicators aligned 

with international patient safety goals. Attitudinal measures, such as safety attitudes questionnaires, are 
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also widely used to assess perceptions of safety among healthcare professionals (Al-Mugheed et al., 

2022). By identifying these empirical referents, the analysis supports the translation of the refined 

concept of patient safety into measurable outcomes that can inform research, education, and quality 

improvement initiatives. Figure 1 illustrates the systematic process used to identify, screen, and select 

the literature included in this concept analysis, ensuring transparency and methodological rigor in 

accordance with PRISMA principles 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. PRISMA-style flow diagram of article search, screening, and selection process. 

3. Results of Concept Analysis 

This section presents the results of the concept analysis of patient safety derived from a systematic 

examination of the literature. Consistent with Walker and Avant’s framework, the results are organized 

around the defining attributes, antecedents, consequences, and empirical referents of patient safety. The 

findings synthesize conceptual, empirical, organizational, and educational perspectives to clarify the 

essential characteristics of patient safety and to distinguish it from related constructs. The analysis draws 

directly on the studies summarized in Table 1, which provides descriptive data on the included research, 

including authorship, context, methodological approach, and key conceptual contributions. Together, 

these results establish a coherent and theoretically grounded understanding of patient safety as a 

multidimensional and system-oriented concept. 

Records identified through database searching (n = 392) 
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Studies included in qualitative synthesis (n = 30) 
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3.1 Defining Attributes 

Defining attributes are the core characteristics that consistently appear in the literature and must be 

present for patient safety to exist. Analysis of the included studies revealed that patient safety is 

fundamentally characterized by a proactive orientation toward harm prevention, rather than a reactive 

focus on error correction alone. Multiple studies emphasize that patient safety involves deliberate actions 

to anticipate, identify, and mitigate risks within complex healthcare systems. Tamim (2022) 

conceptualizes patient safety as the prevention and reduction of risk, errors, and harm arising from 

healthcare delivery, highlighting intentionality and prevention as central attributes. This preventive 

orientation is reinforced in system-based analyses that emphasize standardized processes, continuous 

monitoring, and evidence-based practices as essential components of safe care (Shander et al., 2022). 

Thus, patient safety is defined not merely by outcomes, but by ongoing processes designed to protect 

patients from harm. 

Another defining attribute of patient safety is the presence of a supportive safety culture characterized by 

open communication, psychological safety, and shared responsibility for safe care. Studies focusing on 

safety culture consistently identify communication openness, teamwork, and non-punitive responses to 

error as essential features of patient safety. Lee et al. (2023) demonstrate that communication openness 

and management support are key predictors of speaking-up behaviors, which are critical for identifying 

and addressing safety risks. Similarly, Granel-Giménez et al. (2022) show that variations in safety culture 

across hospitals are associated with differences in observed safety practices, underscoring culture as a 

defining attribute rather than a peripheral factor. Patient safety therefore requires an environment in 

which healthcare professionals feel empowered to report concerns and participate actively in safety 

improvement. 

A further defining attribute is the integration of competent, well-supported healthcare professionals 

within effective organizational systems. Patient safety is consistently linked to adequate staffing, 

leadership support, and professional competence across the literature. Aiken et al. (2023) provide strong 

empirical evidence that insufficient staffing and unfavorable work environments are associated with 

poorer patient safety outcomes, while supportive management practices contribute to safer care. 

Leadership-related studies further identify transformational leadership as a defining element that enables 

engagement, reduces adverse events, and promotes safe practice (Labrague & Obeidat, 2022). These 

findings indicate that patient safety is not solely an individual responsibility, but a collective 

organizational attribute arising from the interaction between people, leadership, and systems. Table 1 

summarizes the included studies by author, year, context, methodological approach, and main conceptual 

or empirical findings related to patient safety. The table provides the empirical foundation for identifying 

the defining attributes, antecedents, consequences, and empirical referents discussed in this section. 

Table 1. Descriptive Data of the Research Studies 

No. Citation Setting (Domain) Key Attributes (Conceptual / Methodological) 

1 
Schwarz & Leibold 

(2025) 

Nursing practice; high-risk 

clinical settings 

Walker and Avant concept analysis; links nurse 

self-care to patient safety protection. 
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2 
Khalili & Heydari 

(2022) 
Clinical nursing care 

Walker and Avant analysis; identifies attributes 

and antecedents of poor care affecting safety. 

3 
Oliveira & Silva 

(2022) 
Nursing education 

Qualitative study; defines patient safety as harm 

reduction and protection of integrity. 

4 
Onyeador & 

Umberger (2023) 

Occupational health 

nursing 

Walker and Avant concept analysis; clarifies 

scope of practice to ensure safe care. 

5 Almeida et al. (2022) Hospital nursing practice 
Scoping review; identifies theories supporting 

patient safety practices. 

6 
Easterling et al. 

(2022) 

Healthcare delivery 

organizations 

Qualitative concept clarification; develops a 

taxonomy defining core elements and enabling 

conditions of learning health systems. 

7 Song & Kim (2023) 
Nursing education; clinical 

training during COVID-19 

Qualitative study guided by King’s theory; 

identifies experiential and organizational factors 

influencing patient safety errors. 

8 Tamim (2022) 
Healthcare systems; 

patient safety discipline 

Conceptual review; defines patient safety, traces 

its evolution, and outlines international patient 

safety goals. 

9 Lee et al. (2022) Nursing education 
Systematic review; evaluates patient safety 

educational interventions and learning outcomes. 

10 Maras (2023) 
Healthcare settings; 

vulnerable populations 

Qualitative analysis; conceptualizes patient 

safety as relational and shaped by power and 

inequality. 

11 
Al-Mugheed et al. 

(2022) 

Hospital care; doctors and 

nurses 

Cross-sectional survey; links workload, 

experience, and adverse events to patient safety 

attitudes. 

12 Ente & Ukpe (2022) 
Healthcare systems; 

African context 

Conceptual overview; frames patient safety as a 

cornerstone of quality improvement and system 

performance. 

13 Shander et al. (2022) 
Global clinical practice; 

patient blood management 

Expert consensus; provides a standardized, 

patient-centered definition emphasizing safety 

and evidence-based care. 

14 
Gebremeskel et al. 

(2022) 

Health informatics; patient 

safety care 

Data mining model; identifies determinant safety 

variables through clinical data visualization. 

15 
Tamondong-Lachica 

et al. (2024) 
Hospitals; Philippines 

Descriptive study; maps patient safety indicators 

using the Donabedian framework and IPSGs. 

16 Fekonja et al. (2023) 
Emergency departments; 

triage process 

Systematic review; identifies environmental and 

nurse-related factors influencing patient safety 

during triage. 

17 Aiken et al. (2023) 
US Magnet hospitals; 

physicians and nurses 

Large cross-sectional survey; links staffing, work 

environment, burnout, and patient safety 

outcomes. 

18 
Slade & Obelcz 

(2025) 

Perioperative and 

anesthesia care 

Conceptual analysis; outlines system-based 

principles to reduce errors and promote safe 

disclosure. 
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19 Lee et al. (2023) 
Hospital workforce; 

patient safety culture 

Correlational study; shows safety culture 

dimensions predict speaking-up behaviors. 

20 Asante (2025) 
Healthcare facilities; 

Ghana 

Cross-sectional study; identifies organizational 

and individual antecedents of speaking-up for 

patient safety. 

21 
Granel-Giménez et 

al. (2022) 

European hospitals; 

nursing workforce 

Mixed methods study; compares patient safety 

culture dimensions across countries. 

22 
Abdelaliem & 

Alsenany (2022) 

Hospital nursing practice; 

Egypt 

Cross-sectional survey; examines nurses’ 

perceptions of factors shaping patient safety 

culture. 

23 
Lee, Dahinten, & Lee 

(2023) 

Acute care hospitals; 

nursing units 

Structural equation modelling; links enabling and 

enacting safety culture factors to patient safety. 

24 
Atalla, Bahr, & El-

Sayed (2025) 

Critical care units; nursing 

practice 

Cross-sectional study; demonstrates systems 

thinking as a predictor of patient safety 

competencies. 

25 
Labrague & Obeidat 

(2022) 

Acute care hospitals; 

nursing workforce 

Cross-sectional study; shows transformational 

leadership mediates work–family conflict and 

patient safety outcomes. 

26 
Abdelaziz et al. 

(2024) 

Healthcare technology use; 

UK 

Qualitative study; identifies unintended 

technological consequences affecting patient 

safety and perceived safety. 

27 Bhati et al. (2023) Hospital administration 

Narrative review; highlights administrative 

practices influencing patient safety and care 

quality. 

28 
Labrague et al. 

(2022) 

Teaching hospitals; 

nursing practice 

Cross-sectional study; demonstrates 

interprofessional collaboration as a mediator of 

work environment and patient safety. 

29 Raman et al. (2023) 
Pharmaceutical supply 

chain 

Technological study; applies IoT smart 

packaging to enhance medication integrity and 

patient safety. 

30 Nijor et al. (2022) Electronic medical records 

Literature review; links information overload in 

EHRs to increased clinical errors and safety 

risks. 

 

3.2 Antecedents 

Antecedents are events, conditions, or factors that must be present before patient safety can occur. The 

analysis identified organizational, professional, and system-level antecedents as critical precursors to 

patient safety. One of the most prominent antecedents is adequate staffing and manageable workload, 

which consistently precede safe patient care. Aiken et al. (2023) show that hospitals characterized by 

insufficient nurse staffing and poor work environments experience higher levels of burnout, turnover, 

and unfavorable patient safety ratings. Similarly, Fekonja et al. (2023) identify high workload, frequent 
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interruptions, and staffing constraints as antecedents that compromise patient safety during emergency 

department triage. These findings indicate that patient safety cannot be achieved in the absence of 

sufficient human resources and supportive working conditions. Psychological safety and organizational 

support also emerged as essential antecedents of patient safety. Healthcare professionals must feel safe 

to speak up about errors, near misses, and safety concerns without fear of blame or retaliation. Asante 

(2025) demonstrates that perceived organizational support and psychologically safe environments are 

critical antecedents of speaking-up behaviors in resource-constrained healthcare settings.  

Without these conditions, safety risks remain hidden and unaddressed. Leadership support further 

functions as a key antecedent by shaping organizational norms and enabling safe behaviors. Lee, 

Dahinten, and Lee (2023) show that management support and psychological safety precede enacting 

safety behaviors such as effective handoffs, teamwork, and error reporting, which in turn influence 

patient safety outcomes. Education, competence, and systems thinking were also identified as important 

antecedents of patient safety. Studies indicate that healthcare professionals’ knowledge, skills, and ability 

to understand system interactions directly influence their capacity to prevent errors. Atalla et al. (2025) 

demonstrate that systems thinking significantly predicts patient safety competencies among critical care 

nurses, highlighting cognitive and educational preparedness as antecedents of safe practice. Similarly, 

Oliveira and Silva (2022) reveal that gaps in nursing students’ understanding of patient safety may limit 

their ability to enact safe behaviors in clinical settings. These findings emphasize that patient safety is 

preceded by intentional investment in education, training, and professional development. 

3.3 Consequences 

Consequences are events or outcomes that occur as a result of patient safety being present or absent. 

When patient safety is achieved, the literature consistently reports positive outcomes for patients, 

healthcare professionals, and organizations. Improved patient safety is associated with reduced adverse 

events, enhanced quality of care, and increased patient trust in healthcare systems. Tamondong-Lachica 

et al. (2024) show that hospitals with structured patient safety indicators and monitoring systems are 

better positioned to anticipate and reduce patient harm. In addition, supportive safety environments 

contribute to improved staff well-being, job satisfaction, and engagement, which further reinforce safe 

care delivery (Labrague et al., 2022). Conversely, the absence of patient safety results in significant 

negative consequences across multiple levels of the healthcare system. Studies consistently link poor 

safety culture, high workload, and inadequate systems to increased errors, patient harm, and staff burnout. 

Al-Mugheed et al. (2022) report that negative safety attitudes are associated with higher exposure to 

adverse events among healthcare professionals. Technological studies further demonstrate that poorly 

designed systems can exacerbate safety risks, as information overload and alert fatigue contribute to 

cognitive burden and clinical errors (Nijor et al., 2022). These adverse consequences underscore the 

critical importance of patient safety as a determinant of both care quality and workforce sustainability. 

3.4 Empirical Referents 

Empirical referents are observable and measurable indicators that demonstrate the presence of patient 

safety in practice. The analysis identified several empirical referents commonly used to operationalize 
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patient safety across studies. Safety culture surveys, such as safety attitudes questionnaires, are frequently 

employed to assess healthcare professionals’ perceptions of safety climate, communication, and 

leadership support. Al-Mugheed et al. (2022) illustrate how safety attitudes scores reflect underlying 

safety conditions and correlate with exposure to adverse events. Similarly, speaking-up behaviors and 

error reporting rates serve as behavioral indicators of patient safety, reflecting the extent to which 

psychological safety and organizational support are present (Lee et al., 2023). Clinical outcome measures 

also function as empirical referents of patient safety. Rates of adverse events, medication errors, falls, 

infections, and near misses provide concrete evidence of safety performance. Tamondong-Lachica et al. 

(2024) demonstrate the use of structured patient safety indicators aligned with international safety goals 

to monitor safety outcomes in hospital settings. In addition, system-level measures, such as staffing 

ratios, workload indicators, and usability of health information technologies, offer indirect but 

meaningful evidence of patient safety conditions (Aiken et al., 2023). Together, these empirical referents 

enable the translation of the abstract concept of patient safety into measurable phenomena for research 

and quality improvement. 

3.5 Summary of Findings 

In summary, the concept analysis revealed that patient safety is a multifaceted and system-oriented 

concept defined by proactive harm prevention, supportive safety culture, effective leadership, and 

integrated organizational systems. The defining attributes emphasize prevention, communication, 

psychological safety, and shared responsibility, distinguishing patient safety from narrower notions of 

error avoidance. Antecedents of patient safety include adequate staffing, supportive leadership, 

psychological safety, education, and systems thinking, all of which must be present before safe care can 

be consistently achieved. The consequences of patient safety extend beyond reduced patient harm to 

include improved workforce well-being, organizational performance, and public trust in healthcare 

systems. Empirical referents such as safety culture measures, error reporting behaviors, and patient safety 

indicators provide practical means for assessing the presence of patient safety in real-world settings. 

Collectively, these findings establish a coherent and theoretically grounded understanding of patient 

safety that supports its application in research, education, and clinical practice. 

4. Discussion 

This discussion interprets the findings of the concept analysis of patient safety in light of existing 

theoretical, organizational, and empirical literature. Drawing on the defining attributes, antecedents, 

consequences, and empirical referents identified in the results, this section explains how the clarified 

concept of patient safety advances theory, informs management and policy, guides practical application, 

and highlights priorities for future research. Consistent with Walker and Avant’s approach, the discussion 

emphasizes conceptual clarity and practical relevance while maintaining alignment with contemporary 

patient safety scholarship. 

4.1 Theoretical Implications 
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The concept analysis provides important theoretical clarification by positioning patient safety as a 

multidimensional, system-oriented construct rather than a narrow outcome-based or error-focused 

concept. The findings reinforce the view that patient safety emerges from the interaction between 

individual competencies, organizational culture, leadership practices, and structural conditions within 

healthcare systems. This aligns with contemporary safety theories that emphasize systems thinking and 

shared responsibility over individual blame. Atalla et al. (2025) highlight that systems thinking 

significantly enhances patient safety competencies, supporting the theoretical implication that safety is 

rooted in understanding interdependencies across healthcare processes. Similarly, Lee, Dahinten, and 

Lee (2023) demonstrate that enabling factors such as psychological safety and management support 

shape enacting behaviors that directly influence patient safety outcomes, reinforcing the 

conceptualization of safety as a dynamic process rather than a static state. 

The refined attributes identified in this analysis also contribute to theory development by integrating 

relational and cultural dimensions into the core definition of patient safety. Maras (2023) argues that 

patient safety must include subjective experiences of feeling safe, particularly for vulnerable populations, 

thereby extending safety theory beyond technical risk reduction. This perspective complements empirical 

findings showing that communication openness, speaking up, and trust in leadership are central to safe 

care delivery (Lee et al., 2023). By explicitly incorporating these relational and cultural elements, the 

concept analysis supports a more holistic theoretical framework that bridges clinical, organizational, and 

social dimensions of patient safety. Such integration strengthens the conceptual foundation needed to 

build mid-range theories and explanatory models that can account for variation in safety outcomes across 

contexts. 

4.2 Management and Policy Implications 

From a management and policy perspective, the clarified concept of patient safety underscores the 

responsibility of healthcare leaders and policymakers to address structural and cultural conditions that 

precede safe care. The identification of staffing adequacy, leadership support, and psychological safety 

as antecedents highlights that patient safety cannot be achieved solely through individual vigilance or 

compliance with protocols. Aiken et al. (2023) provide compelling evidence that insufficient staffing and 

unfavorable work environments are associated with higher burnout, turnover, and poorer patient safety 

ratings, emphasizing the need for workforce-focused policy interventions. These findings suggest that 

investments in staffing and work environment improvement should be viewed as core patient safety 

strategies rather than ancillary human resource concerns. 

The analysis also reinforces the importance of leadership and governance structures in shaping safety 

culture and outcomes. Transformational leadership has been shown to mediate the relationship between 

work–family conflict and patient safety outcomes, indicating that leadership style directly influences 

both staff well-being and safety performance (Labrague & Obeidat, 2022). At the policy level, 

standardized safety indicators and monitoring systems are critical for translating conceptual definitions 

into actionable metrics. Tamondong-Lachica et al. (2024) demonstrate that the absence of harmonized 

patient safety measures limits hospitals’ ability to monitor risk and evaluate improvement efforts. 

Consequently, policymakers should prioritize unified definitions, standardized indicators, and data-
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driven governance mechanisms that align with the clarified attributes of patient safety identified in this 

analysis. 

4.3 Practical Applications 

The findings of this concept analysis have direct implications for clinical practice, education, and quality 

improvement initiatives. By clarifying patient safety as a proactive, system-based construct grounded in 

culture, communication, and competence, the analysis provides practical guidance for designing 

interventions that address root causes rather than symptoms of unsafe care. For clinical practice, fostering 

environments that support speaking up and non-punitive error reporting is essential. Asante (2025) 

demonstrates that psychologically safe environments and perceived organizational support strengthen 

healthcare workers’ willingness to speak up, which is a critical mechanism for identifying and mitigating 

safety risks. Practical strategies such as leadership walkrounds, team briefings, and structured 

communication tools can operationalize these principles in everyday practice. 

In educational contexts, the findings highlight the need to embed patient safety concepts consistently 

across curricula and clinical training. Oliveira and Silva (2022) show that nursing students often hold 

partial or fragmented understandings of patient safety, which may limit their ability to enact safe 

behaviors in practice. Integrating systems thinking, safety culture principles, and experiential learning 

into education can help bridge this gap. Additionally, addressing technological dimensions of safety is 

increasingly important in practice. Nijor et al. (2022) illustrate how information overload in electronic 

medical records can compromise patient safety, emphasizing the need for user-centered system design 

and ongoing training. Together, these applications demonstrate how the clarified concept of patient safety 

can inform targeted, context-sensitive interventions across healthcare settings. 

4.4 Future Research Directions 

The concept analysis also identifies several priorities for future research aimed at advancing patient safety 

knowledge and practice. First, further empirical studies are needed to test and refine theoretical models 

that link defining attributes, antecedents, and outcomes of patient safety across diverse healthcare 

contexts. While existing studies have examined individual components such as staffing, leadership, or 

safety culture, integrated models that capture their interactions remain limited. Longitudinal and mixed-

methods research designs could provide deeper insight into how patient safety evolves over time and 

how interventions influence multiple levels of the system simultaneously. Granel-Giménez et al. (2022) 

demonstrate the value of mixed methods approaches in revealing discrepancies between perceived and 

observed safety practices, suggesting that future research should continue to combine quantitative and 

qualitative perspectives. 

Second, there is a need for greater attention to contextual and population-specific dimensions of patient 

safety. Studies such as Maras (2023) highlight that experiences of safety vary across social groups and 

care settings, indicating that universal definitions may overlook important nuances. Future research 

should explore how patient safety is conceptualized and enacted in underrepresented contexts, including 

resource-constrained settings and marginalized populations. Finally, technological innovation presents 
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both opportunities and risks for patient safety that warrant ongoing investigation. Abdelaziz et al. (2024) 

show that healthcare technologies can generate unintended safety consequences, underscoring the need 

for research that anticipates and mitigates these risks. Addressing these research directions will help 

ensure that the concept of patient safety continues to evolve in response to changing healthcare 

environments while remaining theoretically robust and practically relevant. 

5. Conclusion 

This concept analysis has clarified patient safety as a multidimensional and system-oriented concept that 

extends beyond the prevention of isolated errors to encompass proactive risk management, supportive 

organizational culture, effective leadership, and competent healthcare practice. By applying Walker and 

Avant’s framework, the analysis identified the defining attributes, antecedents, consequences, and 

empirical referents that distinguish patient safety from related constructs and provide a coherent 

foundation for its application across healthcare settings. Patient safety emerged as a dynamic process 

grounded in prevention, communication, psychological safety, and shared responsibility, rather than as 

a static outcome or solely an individual professional obligation. The findings emphasize that patient 

safety is fundamentally dependent on conditions that precede safe care, including adequate staffing, 

supportive leadership, psychological safety, education, and systems thinking. When these conditions are 

present, patient safety leads to positive consequences such as reduced adverse events, improved quality 

of care, enhanced workforce well-being, and increased trust in healthcare organizations.  

Conversely, the absence of these foundational elements contributes to unsafe practices, patient harm, and 

professional burnout, underscoring the interdependence between patient outcomes and the healthcare 

work environment. These insights highlight the importance of addressing patient safety as an 

organizational and systemic priority rather than as a series of isolated technical interventions. By refining 

the conceptual boundaries of patient safety, this analysis contributes to greater conceptual clarity that can 

support consistent research, effective education, and informed decision-making in clinical and 

managerial contexts. The clarified concept provides a common language for researchers, educators, 

clinicians, and policymakers to design, implement, and evaluate patient safety initiatives in a more 

coherent and theoretically grounded manner. Ultimately, strengthening the conceptual understanding of 

patient safety is essential for advancing safer healthcare systems that protect patients, support healthcare 

professionals, and promote high-quality care across diverse settings. 
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