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Abstract: Background: Person- and family-centered care is one of the recommendations to achieve
quality of care and patient safety. However, many health professionals associate the family with
insecurity in care. Objective: To analyze, based on nurses’ statements, the advantages and disad-
vantages of the family’s presence in hospitals for the safety of hospitalized patients. Methods: This
was a qualitative interpretative study based on James Reason’s risk model, conducted through semi-
structured interviews with 10 nurses selected by convenience. A content analysis was performed
using Bardin’s methodology and MAXQDA Plus 2022 software. Results: We identified 17 categories
grouped according to the representation of the family in patient safety: The family as a Potentiator
of Security Failures (7) and Family as a Safety Barrier (10). Conclusions: The higher number of
categories identified under Family as a Safety Barrier shows that nurses see strong potential in the
family’s involvement in patient safety. By identifying the need to intervene with and for families
so that their involvement is safe, we observed an increase in the complexity of nursing care, which

Elt;)edc ;I:tfgsr suggests the need to improve nursing ratios, according to the participants.
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doi.org,/10.3390/nursrep13020056 1. Introduction

Patient safety is currently an important global public health concern. The World
Health Organization (WHO) estimates that there are 421 million hospitalizations annually
Received: 27 February 2023 in the world, and about 42.7 million adverse events occur with patients during these
Revised: 24 March 2023 hospitalizations. In total, 50% of these adverse events are preventable. In high-income
Accepted: 26 March 2023 countries, about 1 in 10 patients are affected. These damages caused to patients are
Published: 7 April 2023 considered the 14th cause of morbidity and mortality in the world. These damages result

in a high cost, representing 15% of hospital activity and expenditure in Organization for

Economic Cooperation and Development (OECD) countries [1,2].

Therefore, the provision of safe health care, in addition to representing a challenge,
is a fundamental element in the quality of care and an undoubted right of patients [3].
According to the WHO, “safety is the reduction of risk of unnecessary harm to an accept-
distributed under the terms and  able minimum. An acceptable minimum refers to the collective notions of given current
conditions of the Creative Commons ~ KNowledge, re-sources available and the context in which care was delivered weighed
Attribution (CC BY) license (https://  against the risk of non-treatment or other treatment” [4].
creativecommons.org/ licenses /by / Both because of its alarming effects on health safety and because of its complexity,
40/). it is essential to analyze the mechanisms behind error causality. James Reason’s Swiss
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cheese model (Figure 1) explains the dynamics of failure in an organization. It considers
that systems have barriers (e.g., equipment, people, or technologies) that are strategically
positioned to avoid errors (slices of cheese) [5].

Some holes due

to active failures
Hazards

Other holes due to
latent conditions

Losses (resident “pathogens”)

Successive layers of defences, barriers and safeguards

Figure 1. James Reason’s Swiss cheese model. Source: Reason et al. [6].

Ideally, these barriers should not have flaws; however, the model admits the existence
of flaws, representing them as holes in the Swiss cheese slices/barriers. It characterizes
faults as dynamic, in that the holes open and close in different locations. The occurrence
of isolated faults does not necessarily imply the occurrence of an error. This arises when
failures in all the barriers are aligned in a risk trajectory for patient safety. This model
makes it possible to contribute to a more proactive form of risk management by identifying
flaws, risks, and potential strategic barriers [5,6].

Among the recommended strategies for improving patient safety is the adoption of
person- and family-centered care [7]. With the publication of the Institute of Medicine’s
report, Crossing the Quality Chasm: A New Health System for the 21st Century, person- and
family-centered care has gained greater recognition [8]. Thus, the Person and Family
Centered Care model (PFCC) is established as fundamental to improving health care in
terms of communication, patient satisfaction, and safety.

Patient and Family-Centered Care (PFCC) is a care model that is based on mutually
beneficial partnerships between health-care providers, patients, and families in various
health-care contexts [9]. Patients and family members, in collaboration with health teams,
define and establish who participates in the care process, namely, in decision-making, and
how they do so [9].

Evidence has emerged that the PFCC contributes to quality and patient safety. Con-
cretely, it leads to better health outcomes, such as the reduction in hospitalizations and
health errors, improvements in the care experience and the satisfaction of patients and
families, and more effective management of resources [9-11].

The concept of the family has evolved and is mostly represented in a biological,
social, psychological, and legal perspective. In the context of health care and nursing,
the family is defined as a group that is characterized by being a social unit or collective
whole formed by people united through consanguinity, affinity, and emotional and/or
legal relationships, and which is considered greater than the sum of its parts [12]. However,
the more theoretical references state that the family comprises two or more people who
recognize each other as a family and depend on each other in terms of emotional, physical,
and economic support [13]. Wright and Lorraine reinforce the notion that the concept of
family implies self-recognition: the family is who the person identifies as such [14].

Nurses recognize partnership with families as a contribution to improving quality of
care, although it does not translate into the practice of care [15,16]. These professionals also
see families as risks to patient safety, as hindering the care process, and as sources of an
increase in workload [15,17].

Thus, this study aims to analyze, based on nurses’ statements, the advantages and
disadvantages of the family’s presence in hospitals for the safety of hospitalized patients.
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2. Materials and Methods

This study focuses on a complex, dynamic, multifactorial phenomenon and, consid-
ering the scarcity of studies in this area, this is a qualitative, interpretive study, based on
James Reason’s Swiss cheese risk model [6].

An intentional non-probabilistic sampling method was used. The participants in this
study were nurses in 3 Portuguese hospitals in the North, selected for convenience, as they
were the most accessible and simultaneously met the inclusion criteria. These criteria were:
at least 4 years of experience (Benner considers 3 to 5 years of experience for expertise [18]),
experience in hospital inpatient services for adults, exercising duties at the time of the
interview, and availability to participate. In the eighth and subsequent interviews, no new
data/categories were found, so in the tenth interview, we considered that data saturation
was reached.

Of the total of 10 participants, 9 were female and 1 was male; the participants were
aged between 28 and 62 years, and with between 6.5 and 39 years of experience. Seven
participants had Masters degrees and nine were specialists (in rehabilitation nursing (6), in
medical-surgical nursing (2), and in mental-health and psychiatric nursing (1)).

Data collection was carried out using individual semi-structured interviews with open
questions, which allowed better understanding of the participants’ points of view, and a
more explicit idea of their experiences [19]. The interviews took place between June and
September 2020 via Zoom. The questions for which data were analyzed in this phase were:

- What assessment do you make of the presence of the family with hospitalized patients?
- How do you consider the family for the safety of care?

After transcribing the interviews, they were sent to the respective interviewees for
validation.

Content analysis was carried out according to the three phases of Bardin’s methodol-
ogy: pre-analysis, material exploration, and treatment of obtained results/interpretation [20].

Common contents were sought in exploratory reading to identify thematic areas,
called categories. The James Reason Model [5,6]) was the theoretical framework used
in this process. The MAXQDA Plus 2022 software was used as a tool to help codify
and categorize the interviews. Subsequently, the units of analysis were grouped into
large thematic areas (families). In this categorization process, we considered the semantic
criterion.

We declare that this report adhered to the COREQ guidelines for qualitative-research
reporting [21].

Ethical and legal principles were respected. The present study was authorized by
the joint Ethics Committee of the Oporto Hospital and University Center and the Abel
Salazar Biomedical Sciences Institute (ICBAS) of the Oporto University (UP). In accordance
with the Declaration of Helsinki, anonymity, confidentiality, and informed consent were
respected in all procedures performed with the participants.

The data include information which allows the identification of hospitals, services,
and nurses participating in the study. Out of respect for confidentiality, data beyond those
presented in the study are not available.

Due to the nature of the study, sample size, sampling methodology, and the origin
of the participants in a single country, limitations as to the generalizability of the results
presented are acknowledged.

3. Results

In the content analysis of the interviews with the participating nurses, 17 categories
were identified. These were grouped into two major thematic areas (families) according to
the positioning of these categories in James Reason [6]’s risk model (Figure 2): Family as
a Potentiator of Security Failures and Family as a Security Barrier. Figures 2 and 3 show the
respective items in each category, and their connections vary in thickness according to the
frequency with which they were identified in the analysis of the interviews. The thicker the
connection, the higher its frequency.
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Within the scope of the Family as Potentiator of Security Failures, seven categories
were identified: security threat to professionals, risk of infection, care-disturbing family,
family not complying with nursing recommendations, risk of choking and aspiration, risk of
falling, and family without knowledge. It appears that the categories with the highest level
of identification in the nurses’ speeches were risk of infection and family-disturbing care.

€

Family as a Potentiator of Security Failures

Security threat
to
professionals
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Family  Informed family

notification
of safety
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Care disturbing Family not Risk of choking Risk of falling Family without
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Figure 2. Items identified in the category of “Family as a Potentiator of Security Failures”. Source:
MAXQDA Plus 2022.

Ten categories were identified within the scope of Family as a Safety Barrier (Figure 3):
family notification of safety events, informed family, families empowered by nurses, a
unique source of information and verification, safe-discharge preparation, family with
collaborative attitude, greater workload for nurses, effective family—health-professional
communication, family that promotes continuity of care, and capable family.
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Figure 3. Items identified in the category: “Family as a Safety Barrier”. Source: MAXQDA Plus 2022.

The most frequently identified categories were: families empowered by nurses, a
unique source of information and verification, safe-discharge preparation, greater workload
for nurses, and family notification of safety events.

4. Discussion

In this study, it is possible to verify, in the statements of the participating nurses, an
ambivalent opinion regarding the role that the family plays in the safety of hospitalized

patients. On the one hand, the family is perceived as a potential source of security failures;

on the other, it is seen as a security barrier, considering James Reason’s risk model [6].
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4.1. Family as Potentiator of Security Failures

The threat to the professionals’ safety from the family (Security threat to professionals)
was mentioned by the participants as one of the risks of the family’s presence in the hospital:
“it has happened to me, for example, a family member being a little more aggressive both
verbally and physically. It was difficult for me to reach that relative and try to explain that
his way of being would not be the best. So, in this case, he wasn’t available to listen either,
but the strategy was to call the security guard and get him out of there” (E7). Experiences of
physical violence were not reported, but there were examples of verbal violence. Violence
against health professionals has become a growing and global problem [22,23]. Due to
their direct contact with patients and their companions, nurses are three times more likely
to experience violence [24]. Evidence shows that violence in hospitals poses a threat to
the health of health professionals and patients, decreases the quality of care, reduces the
concentration of nurses when performing their duties and increases the occurrence of
errors, in addition to reducing the motivation and satisfaction of health professionals and
causing them physical and psychological harm [23]. There is a great focus on the rights of
patients; however, data on the recognition of the rights of health professionals and nurses
by patients and companions are few [22].

The risk of infection was another of the risks associated with the family in hospitals
by the participating nurses: “Families still do not have this sensitivity of arriving at the
service and washing their hands, restricting themselves to the space of their sick family
member” (E3). Contrary to the participants’ perceptions, previous studies demonstrate that
the presence of the family in adult intensive care is not associated with increased rates of
infection [25]. During the COVID-19 pandemic crisis, the Netherlands opened 26 nursing
homes to family members and there were no records of new infections [26]. In fact, the
evidence does not demonstrate a substantial role for visits in the transmission of COVID-19
in hospitals [27].

The family was also referred to as a potential source of security failures, in which a
family disturbs care (Care disturbing family): “if the family is disturbing [care], it jeopardizes
the safety of other users and the family member themselves” (E10. Previous data show that
the presence of the family in the hospital can negatively affect the development and work
environment of nurses, who often report a loss of control and interruptions in associated
care [28].

In the same sense, the participants referred that families that do not comply with
nursing recommendations (family not complying with nursing recommendations) are sources of
insecurity for patients: “I think that families only jeopardize the safety of users if they do not
comply with our provision of care. care. For example, I have the patient immobilized, I even
explain why he is immobilized, and the family member still removes the immobilization,
and the patient pulls out the nasogastric tube. This happens very frequently, and, in
these situations, families question the provision of care and patient safety. I've also had
patients who almost fell because the family had removed the safety band” (E3). Although
there is evidence on violence against health professionals and the disturbances this may
cause, regarding non-compliance with nursing recommendations, no data are available.
However, the guidelines for promoting positive collaboration with families and preventing
them from becoming sources of disturbance have supported their involvement in the care
process [9,10].

The participants also associated the family with the risk of choking and aspiration:
“ ... the patient had a soft diet due to difficulties in swallowing and the family thought
they could give him some grapes. It put the patient’s safety at risk” (E3). The same
association was made with the risk of falling: “we trust the relatives explaining... we lower
the railing, but we always tell them, before they leave, to ring the bell or let us know they're
leaving so we can raise the railing again. And fortunately it has happened few times but
unfortunately it happens, the relative has gone and the bed rail has been left down with
the risks associated with that” (E8). Regarding the causes of errors and adverse health
events and their associated factors, studies indicate that there are several factors involved
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and the most frequent is the organizational structure [29]. A study carried out in 21 Dutch
hospitals revealed that 39% of adverse events had patient-related factors as their main
causes. These failures are related to the patients’ characteristics or conditions, such as
communication skills or compliance with treatment [30]. This finding is not clear regarding
the involvement of the family in this process, and no relevant data were found about this
association. However, there are data that suggest that families play an important role in
patients” adherence to treatment, which is identified as a cause of errors [31-33].

The category of family without knowledge was identified as a risk to the safety of patients:
“I consider that the greatest fragility is the lack of knowledge and they end up touching the
equipment, the beds, the chairs, all very risky surfaces” (E5). In this sense, training and
teaching strategies and interventions for the families of hospitalized patients have shown
positive effects on patient safety [11,34,35].

4.2. Family as a Safety Barrier

The notification of adverse events by the family (family notification of safety) was
frequently mentioned by the participants as one of the reasons why the family represents a
source of added value for the safety of patients: “I have already had a situation where a
family member says that the mother is called Maria Alice and has a bracelet with another
name. I thank the family for their cooperation and correct the situation” (E10). Available
data indicate that when the family actively participates in the identification and reporting
of adverse events, it is possible to detect and learn about adverse events that otherwise
would not have been identified. This participation increases the reporting of error rates and
adverse events and contributes to the improvement of hospital safety and research [36].

The participants also mentioned that an informed family represents a safety barrier:
“Families are very informed about hand washing. There are already a lot of kittens there,
people arrive at the service, if they don’t wash their hands, they use the sterillium ... this
is safety” (E10). This is again evident in other research results [11,34,35].

The participants strongly recognized that nurses can play a fundamental role and that
families become safer if they are trained by nurses (families empowered by nurses): “I think
that the presence of families has more advantages than disadvantages and we should be
elements that promote their presence to provide the safety of hospitalized patients. We
must teach so that the behavior of family members does not compromise safety in the
provision of care” (E2). In this context, families report that they feel unprepared and poorly
monitored by health professionals [11].

Nurses also very often mentioned that the family is a unique and irreplaceable source
of information and verification in the field of health care (2 unique source of information and
verification): “The issue of anamnesis, the issue of the patient’s background, what behaviors
they had at home, what were the activities in clinical terms, in terms of daily life process,
this information fails when the family is not present” (E8). They also emphasized that the
family relationship is what allows this specificity, which no professional can replace: “I
think that users are afraid to tell us about some situations and then with the family, as
they feel more comfortable, they tell us what really happens” (E2). In addition to being
a very important source of information about the safety of family members, it is widely
recognized and proven that each family is unique and has special expertise about patients
and their needs, which gives the family a unique and irreplaceable character [36,37].

The importance of the family’s role in preparing for safe discharge (safe-discharge
preparation) was described by the participants with conviction: “As a positive point, I
consider that it is always an important foundation in the safety of the preparation process
for discharge and post-hospitalization, namely in the management of the disease, the
medication, nutritional regime and the like” (E7). After hospital discharge, about 50% of
adults suffer from medical errors, and 19% to 23% suffer an adverse event, the most frequent
of which are related to medication. The guidelines for safe discharge refer to a structured
plan, which includes the family [38].
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The item of family with a collaborative attitude was also referred to as fundamental for
patients’ safety: “If the family wants to have a collaborative attitude with us in terms of
learning, enriching strategies to later use in home care, I think it is extremely positive the
presence of families” (E3). Effectively, studies carried out in this area demonstrate that
families are motivated to participate in care, even when they do not have the necessary
knowledge [11].

To guarantee the safe involvement of the family in the care process (greater workload
for nurses), the participants mentioned with some frequency that this implies a greater
workload for nurses: “We should encourage more families to participate in care. However,
this entails more time expenditure, a higher ratio of nurses to be able to assist the families.
We know perfectly well that when we are going to receive a family, we are going to need
more time” (E3). Some studies show that nurses perceive an increase in their workload
in association with the presence of the family in the hospital [28,39]. However, one study
showed that the implementation of care policies centered on the person and family caused
more stress in more experienced professionals, therapists, nutritionists, pharmacists, and
social workers. Nurses experienced an increased workload but a lower level of stress. This
is because, despite this increase in workload, there was an increase in patient and family
satisfaction, with an effect on the interaction with nurses [40].

The participants described effective communication between family and health profes-
sionals as a contribution to patient safety (effective family—health-professional communication):
“when the family is present, if we need to communicate, it is easier and a moment of health
education is more easily provided ... of information exchange” (E4). Communication
failures in health care have been widely recognized as causes of health errors [41]. Family-
centered care requires a systematic communication strategy between health-care teams
and families [42]. A study on the results of implementing a structured communication
intervention for family-centered rounds showed that, although general errors did not
change, harmful errors decreased, and family experiences and communication processes
improved [43]. However, errors associated with problems in the communication process
with families require further investigation.

The family’s contribution to the continuity of care (family that promotes continuity of
care) was also referred to as essential for patient safety, not only with regard to discharge
but throughout the hospitalization process, with one participant highlighting “continuity
when information is exchanged with the family about the patient’s health process” (E5).
Continuity of care involves a set of health-care events that are linked and consistent with
the person’s individual and health needs [44]. It involves fluidity in the transition to
information, and effective communication between patients, families, and health profes-
sionals [44-46]. Due to the importance of this continuity and the information in question,
continuity of care has a strong relationship with quality, efficiency, and safety in health [44].

Finally, the nurse participants mentioned that the family is safer when it is able
to understand the information provided by nurses and collaborate (capable family): “In
general, families contribute to the safety of patients depending on their ability to collaborate
and understand the risk that the patient has” (E8). Studies show that families, although
motivated to participate and collaborate in the health-care process, feel unprepared to do
so [11].

Through the number of items in each of the two major categories, it is possible to
verify that, according to the statements of the participants, the Family as a Safety Barrier,
with 10 categories, has a greater effect on patient safety than Family as a Potentiator of
Security Failures.

We can see that the participants’ statements show the strong potential of families to
contribute to the safety of care and that sometimes they do so effectively. On the other hand,
their contribution does not always improve safety. To change these negative contributions
and to ensure that families play a role in improving patient safety, the participants identified
the need for greater availability of time to intervene and work with families, which they
refer to as scarce in their respective realities.
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5. Conclusions

The results of this study are based on the perceptions of the participating nurses,
whose data were processed using a scientific methodology.

With these results, it is possible to verify that the involvement of families in patient
safety, in addition to presenting strong potential, adds complexity to the provision of care.
This is evidenced by the higher number of categories identified in the Family as a Security
Barrier compared to the lower number in the Family as a Potentiator of Security Failures.

In addition to greater complexity, the participants noted that it is necessary to intervene
with and for families so that their involvement is safe, which creates a demand for the
availability of higher nursing ratios than those currently in place.

This study has a limitation in that it was developed during the COVID-19 pandemic
period, so it was not possible to conclude whether there were changes in the results for
this reason.

In terms of the family’s potential role in the risk-management process, further studies
are needed on the effectiveness of family involvement in safe care and to identify the most
effective concrete strategies. It is therefore suggested that this study be replicated in other
care contexts and cultural realities.

Author Contributions: Conceptualization, T.C., M.M.M., EB., and J.L.; methodology, T.C., M.M.M,;
validation, T.C., M.M.M., EB,, L.P,, and O.V,; formal analysis, T.C. and M.M.M.; investigation, T.C.,
MMM, EB., L.P, and O.V,; resources, L.P; data curation, T.C., MM.M., FEB., and O.V.; writing-
original draft T.C. and L.P.; writing—review and editing, O.V and J.L.; supervision, M.M.M. and EB.;
project administration, T.C. and M.M.M. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the joint Ethics Committee of the hospital and university center of
Porto (CHUP)/ICBAS (protocol code 2020/CE/P010(P320/CETI/ICBAS) and date of approval:
22 May 2020).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data are not publicly available due to ethical issues of respecting
the anonymity of the participants and institutions involved.

Conflicts of Interest: The authors declare no conflict of interest.

References

1.  World Health Organization. Final Draft Global Patient Safety Action Plan 2021-2030: Towards Eliminating Avoidable Harm in Health
Care; WHO: Geneva, Switzerland, 2021; p. 90.

2. World Health Organization. Patient Safety. Available online: https:/ /www.who.int/news-room/facts-in-pictures/detail / patient-
safety (accessed on 8 February 2023).

3.  World Health Organization. Patient Safety: Global Action on Patient Safety; WHO: Geneva, Switzerland, 2018; p. 8.

4. World Health Organization. Conceptual Framework for the International Classification for Patient Safety; WHO: Geneva, Switzerland,
2009; p. 154.

5. Reason, ]. Human error: Models and management. Br. Med. J. 2000, 320, 768-770. [CrossRef] [PubMed]

6. Reason, ].T,; Carthey, J.; Leval, M.R. iagnosing “vulnerable system syndrome”: An essential prerequisite to eVective risk
management. Qual. Health Care 2001, 10, ii21-ii25. [CrossRef] [PubMed]

7. Institute for Patient and Family Centered Care. Advancing the Practice of Patient- and Family-Centered Care in Hospitals—How to Get
Started; Institute for Patient- and Family-Centered Care: Bethesda, MD, USA, 2017; p. 22.

8.  Institute of Medicine. Crossing the Quality Chasm: A New Health System for the 21st Century; National Academy Press: Washington,
DC, USA, 2001; p. 364.

9.  Johnson, B.H.; Abraham, M.R. Partnering with Patients, Residents, and Families: A Resource for Leaders of Hospitals, Ambulatory Care
Settings, and Long-Term Care Communities; Institute for Patient- and Family-Centered Care: Bethesda, MD, USA, 2012.

10. Clay, A.M.; Parsh, B. Patient- and family-centered care: It’s not just for pediatrics anymore. AMA ]. Ethics 2016, 18, 40—44.

[CrossRef] [PubMed]


https://www.who.int/news-room/facts-in-pictures/detail/patient-safety
https://www.who.int/news-room/facts-in-pictures/detail/patient-safety
http://doi.org/10.1136/bmj.320.7237.768
http://www.ncbi.nlm.nih.gov/pubmed/10720363
http://doi.org/10.1136/qhc.0100021
http://www.ncbi.nlm.nih.gov/pubmed/11700375
http://doi.org/10.1001/journalofethics.2017.18.1.medu3-1601
http://www.ncbi.nlm.nih.gov/pubmed/26854635

Nurs. Rep. 2023,13 642

11.

12.

13.

14.

15.

16.

17.
18.
19.
20.
21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

Correia, T.S.P.; Martins, M.M.; Barroso, F.F. The Family and Safety of the Hospitalized Patient: An Integrative Literature Review.
Port. ]. Public Health 2020, 38, 129-140. [CrossRef]

International Council of Nurses. CIPE Release 2019: International Classification for Nursing Practice. Available online: https:
/ /www.icn.ch/what-we-do/projects/ehealth-icnptm /icnp-browser (accessed on 20 January 2023).

Hanson, S.M.H. Enfermagem de Cuidados de Satide a Familia: Teoria, Prdtica e Investigagio, 2nd ed.; Lusociéncia: Loures, Portugal,
2005; p. 497.

Wright, L.M.; Leahey, M. Enfermeiras e Familias: Guia para Avaliagio e Intervengio na Familia, 5th ed.; Editora Roca: Sao Paulo, Brasil,
2012; p. 392.

Correia, T.S.P.; Martins, M.M.; Barroso, EF.; Pinho, L.G.; Fonseca, C.; Valentim, O.; Lopes, M. The Implications of Family Members’
Absence from Hospital Visits during the COVID-19 Pandemic: Nurses’ Perceptions. Int. |. Environ. Res. Public Health 2022, 19,
8991. [CrossRef] [PubMed]

Martins, M.M.; Martinho, M.].; Ferreira, M.R.; Barbieri Figueiredo, M.C.; Oliveira, P.C.; Fernandes, H.I.; Vilar, A.I; Figueiredo,
M.H.; Andrade, L.M.; Carvalho, ].C. Enfermagem de Familia: Atitudes dos enfermeiros face a familia—Estudo comparativo nos
CSP e no Hospital. In Redes de Conhecimento em Enfermagem de Familia; Nucleo de Investigacao de Enfermagem de Familia, Ed.;
Escola Superior de Enfermagem do Porto: Porto, Portugal, 2010; pp. 20-33.

Correia, T.; Martins, M.M.; Forte, E. Gestao de enfermagem: Areas prioritarias na seguranca de profissionais e clientes. Rev. ROL
Enferm. Mag. Digit. Suppl. 2020, 4, 507-514.

Benner, P; Tanner, C.A.; Chesla, C.A. Expertise in Nursing Practice: Caring, Clinical Judgement, and Ethics, 2nd ed.; Springer
Publishing Company: New York, NY, USA, 2009.

Fortin, M.-F. Fundamentos e Etapas no Processo de Investigagio; Lusodidacta: Loures, Portugal, 2009; p. 618.

Bardin, L. Content Analysis; Edi¢oes 70: Lisbon, Portugal, 2018.

Tong, A.; Sainsbury, P.; Craig, J. Consolidated criteria for reporting qualitative research (COREQ): A 32-item checklist for
interviews and focus groups. Int. J. Qual. Health Care 2007, 19, 349-357. [CrossRef]

Honarvar, B.; Ghazanfari, N.; Raeisi Shahraki, H.; Rostami, S.; Lankarani, K.B. Violence against Nurses: A Neglected and
Health-threatening Epidemic in the University Affiliated Public Hospitals in Shiraz, Iran. Int. ]. Occup. Environ. Med. 2019, 10,
111-123. [CrossRef]

Hassankhani, H.; Parizad, N.; Gacki-Smith, J.; Rahmani, A.; Mohammadi, E. The consequences of violence against nurses working
in the emergency department: A qualitative study. Int. Emerg. Nurs. 2018, 39, 20-25. [CrossRef]

Rafati Rahimzadeh, M.; Zabihi, A.; Hosseini, S. Verbal and Physical Violence on Nurses in hospitals of Babol University of
Medical Sciences. . Hayat 2011, 17, 5-11.

Bishop, S.M.; Walker, M.D.; Spivak, .M. Family presence in the adult burn intensive care unit during dressing changes. Crit. Care
Nurs. 2013, 33, 14-24. [CrossRef]

Verbeek, H.; Gerritsen, D.L.; Backhaus, R.; Boer, B.S.; Koopmans, R.; Hamers, J. Allowing visitors back in the nursing home
during the COVID-19 crisis: A Dutch national study into first experiences and impact on well-being. J. Am. Med. Dir. Assoc. 2020,
21,900-904. [CrossRef] [PubMed]

Munshi, L.; Evans, G.; Razak, F. The case for relaxing no-visitor policies in hospitals during the ongoing COVID-19 pandemic.
Can. Med. Assoc. J. 2020, 193, E505-E507. [CrossRef]

Monroe, M.; Wofford, L. Open visitation and nurse job satisfaction: An integrative review. J. Clin. Nurs. 2017, 26, 4868-4876.
[CrossRef] [PubMed]

Sanchez, ]J.A.; Lobdell, K.W.; Moffatt-Bruce, S.D.; Fann, ].I. Investigating the Causes of Adverse Events. Ann. Thorac. Surg. 2017,
103, 1693-1699. [CrossRef]

Smits, M.; Zegers, M.; Groenewegen, P.P,; Timmermans, D.R.; Zwaan, L.; van der Wal, G.; Wagner, C. Exploring the causes of
adverse events in hospitals and potential prevention strategies. Qual. Saf. Health Care 2010, 19, 5. [CrossRef]

Iloh, G.P.,; Amadi, A. Family support, medication adherence andglycaemic control among ambulatory type 2 diabetic Nigerians
in a primary care clinic in Eastern Nigeria. ]. Health Res. Rev. 2018, 5, 71. [CrossRef]

Shahin, W.; Kennedy, G.A.; Stupans, 1. The association between social support and medication adherence in patients with
hypertension: A systematic review. Pharm. Pract. 2021, 19, 2300. [CrossRef]

Sukartini, T.; Mulyasari, P.; Wahyuni, E.D. The Relationship of Family Support and Patients” Knowledge with The Treatment
Adherence of Hypertension Patients. Syst. Rev. Pharm. 2020, 11, 1108-1110.

Mackie, B.R.; Mitchell, M.; Marshall, A.P. Patient and family members’ perceptions of family participation in care on acute care
wards. Scand. J. Caring Sci. 2019, 33, 359-370. [CrossRef]

Mackie, B.R.; Mitchell, M.; Marshall, P.A. The impact of interventions that promote family involvement in care on adult acute-care
wards: An integrative review. Collegian 2018, 25, 131-140. [CrossRef]

Khan, A.; Coffey, M,; Litterer, K.P,; Baird, J.D.; Furtak, S.L.; Garcia, B.M.; Ashland, M.A.; Calaman, S.; Kuzma, N.C.; O'Toole,
J.K,; et al. Families as partners in hospital error and adverse event surveillance. J. Am. Med. Assoc. Pediatr. 2017, 171, 372-381.
[CrossRef] [PubMed]

Davidson, J.E.; Aslakson, R.A.; Long, A.C.; Puntillo, K.A.; Kross, E.K.; Hart, J.; Cox, C.E.; Wunsch, H.; Wickline, M.A.; Nunnally,
M.E,; et al. Guidelines for Family-Centered Care in the Neonatal, Pediatric, and Adult ICU. Crit. Care Med. 2017, 45, 103-128.
[CrossRef] [PubMed]


http://doi.org/10.1159/000511855
https://www.icn.ch/what-we-do/projects/ehealth-icnptm/icnp-browser
https://www.icn.ch/what-we-do/projects/ehealth-icnptm/icnp-browser
http://doi.org/10.3390/ijerph19158991
http://www.ncbi.nlm.nih.gov/pubmed/35897362
http://doi.org/10.1093/intqhc/mzm042
http://doi.org/10.15171/ijoem.2019.1556
http://doi.org/10.1016/j.ienj.2017.07.007
http://doi.org/10.4037/ccn2013116
http://doi.org/10.1016/j.jamda.2020.06.020
http://www.ncbi.nlm.nih.gov/pubmed/32674816
http://doi.org/10.1503/cmaj.202636
http://doi.org/10.1111/jocn.13919
http://www.ncbi.nlm.nih.gov/pubmed/28618038
http://doi.org/10.1016/j.athoracsur.2017.04.001
http://doi.org/10.1136/qshc.2008.030726
http://doi.org/10.4103/jhrr.jhrr_121_16
http://doi.org/10.18549/PharmPract.2021.2.2300
http://doi.org/10.1111/scs.12631
http://doi.org/10.1016/j.colegn.2017.01.006
http://doi.org/10.1001/jamapediatrics.2016.4812
http://www.ncbi.nlm.nih.gov/pubmed/28241211
http://doi.org/10.1097/CCM.0000000000002169
http://www.ncbi.nlm.nih.gov/pubmed/27984278

Nurs. Rep. 2023,13 643

38.

39.

40.

41.

42.

43.

44.

45.

46.

Kripalani, S.; Jackson, A.T.; Schnipper, J.L.; Coleman, E.A. Promoting effective transitions of care at hospital discharge: A review
of key issues for hospitalists. J. Hosp. Med. 2007, 2, 314-323. [CrossRef]

Bélanger, L.; Bussiéres, S.; Rainville, F.; Coulombe, M.; Desmartis, M. Hospital visiting policies—Impacts on patients, families and
staff: A review of the literature to inform decision making. J. Hosp. Adm. 2017, 6, 51-62. [CrossRef]

Maguire, D.J.; Burger, K.J.; O’'Donnell, P.A.; Parnell, L. Clinician perceptions of a changing hospital environment. Health Environ.
Res. Des. ]. 2013, 6, 69-79. [CrossRef]

Santos, M.C.d.S.; Andrade, G.; Grilo, A.; Andrade, G.; Guimaraes, T.; Gomes, A. Comunicagao em satide e a seguranca do doente:
Problemas e desafio. Rev. Port. Saiide Piiblica 2010, 10, 47-57.

Quenot, J.P; Ecarnot, F.,; Meunier-Beillard, N.; Dargent, A.; Large, A.; Andreu, P; Rigaud, ]J.P. What are the ethical issues in
relation to the role of the family in intensive care? Ann. Transl. Med. 2017, 5, 540. [CrossRef]

Khan, A.; Spector, N.D.; Baird, ].D.; Ashland, M.; Starmer, A.J.; Rosenbluth, G.; Garcia, B.M.; Litterer, K.P.; Rogers, J.E.; Dalal,
A K et al. Patient safety after implementation of a coproduced family centered communication programme: Multicenter before
and after intervention study. Br. Med. ]. 2018, 363, k4764. [CrossRef]

Ljungholm, L.; Klinga, C.; Edin-Liljegren, A.; Ekstedt, M. What matters in care continuity on the chronic care trajectory for
patients and family carers?—A conceptual model. J. Clin. Nurs. 2022, 31, 1327-1338. [CrossRef]

Brand, S.; Pollock, K. How is continuity of care experienced by people living with chronic kidney disease? J. Clin. Nurs. 2018, 27,
153-161. [CrossRef] [PubMed]

Morey, T.; Scott, M.; Saunders, S.; Varenbut, J.; Howard, M.; Tanuseputro, P.; Webber, C.; Killackey, T.; Wentlandt, K.; Zimmermann,
C.; et al. Transitioning From Hospital to Palliative Care at Home: Patient and Caregiver Perceptions of Continuity of Care. J. Pain
Symptom. Manag. 2021, 62, 233-241. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.


http://doi.org/10.1002/jhm.228
http://doi.org/10.5430/jha.v6n6p51
http://doi.org/10.1177/193758671300600306
http://doi.org/10.21037/atm.2017.04.44
http://doi.org/10.1136/bmj.k4764
http://doi.org/10.1111/jocn.15989
http://doi.org/10.1111/jocn.13860
http://www.ncbi.nlm.nih.gov/pubmed/28425171
http://doi.org/10.1016/j.jpainsymman.2020.12.019
http://www.ncbi.nlm.nih.gov/pubmed/33385479

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Family as Potentiator of Security Failures 
	Family as a Safety Barrier 

	Conclusions 
	References

