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Abstract
Aim  In the field of healthcare, the paramount concern is the safety of patients. Demographic and socioeconomic factors that 
can influence patient safety are often overlooked in the context of clinical protocols, which receive considerable attention. 
The objective of this review was to examine the relationship between demographic and socioeconomic variables and their 
impact on patient involvement in safety measures.
Subject and methods  This scoping review followed the PRISMA-ScR guidelines. The literature search was conducted in the 
APA PsycInfo, Cochrane Library, MEDLINE, PSYNDEX, PubMed, and Web of Science Core Collection databases from 
1970 to 2023. The titles and abstracts of the identified studies were first screened, followed by a review of relevant full texts 
to extract information on demographic and socioeconomic factors, patient involvement, and patient safety.
Results  A total of 17 articles were selected and subjected to analysis from the initial 278 studies. The findings of this study indicate that 
the patient involvement and safety in healthcare are substantially influenced by demographic and socioeconomic factors. It was observed 
that there were differences in patient communication, perception of medical errors, and willingness to actively participate in healthcare.
Conclusion  As healthcare providers and policymakers strive to enhance patient safety and care quality, it is crucial to 
acknowledge and consider the various factors that have been studied. In the future, it will be important to prioritize personal-
ized and culturally sensitive approaches to ensure equitable access to safe and effective medical treatment for all individuals, 
regardless of their demographic or social background.

Keywords  Demographic factors · Socioeconomic factors · Patient safety · Patient involvement · Scoping review

Introduction

Patient involvement is crucial for ensuring the safety and 
efficacy of medical treatments. Healthcare providers should 
adopt a patient-centered approach that considers patients’ 

opinions, preferences, and values when providing compre-
hensive care. A collaborative partnership between medical 
professionals and patients is imperative, especially in the 
context of patient safety measures (Hrisos and Thomson 
2013). Furthermore, barriers between patients and health-
care providers can be reduced if healthcare providers encour-
age patient involvement and engagement in safety measures 
(World Health Organization 2006).

The marginalization of individuals from lower socioeco-
nomic backgrounds in treatment decision-making processes 
is a disconcerting trend (Thompson et al. 1993). This is fre-
quently compounded by healthcare providers presuming 
a diminished need for comprehensive information, which 
is further compounded by social disparities. These social 
disparities, which encompass age, gender, ethnicity/race, 
income, education, and occupational status, underscore 
pervasive inequalities within healthcare systems and have a 
particular impact on demographics such as racial and ethnic 
minorities, as well as those who are grappling with limited 
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income and educational opportunities (Sheiham 2009; Wil-
liams et al. 2010). People with low socioeconomic status 
often face serious chronic diseases. These individuals are at 
increased risk of several health problems (Marmot and Bell 
2012). Some of the most common diseases in this population 
include heart attack, stroke, diabetes, and chronic obstruc-
tive pulmonary disease (Lampert et al. 2016; Robert Koch-
Institut 2017).

Previous studies have not thoroughly examined the rela-
tionship between demographic and socioeconomic factors 
and patient involvement in patient safety measures. The 
preliminary search did not identify any additional system-
atic reviews or scoping reviews on the topics listed above. 
Reviews have examined patients’ willingness and ability to 
actively participate in patient safety (Berger et al. 2014; But-
terworth et al. 2019; Doherty and Stavropoulou 2012; Duhn 
et al. 2020; Fonhus et al. 2018; Hall et al. 2010; Kim et al. 
2018; Longtin et al. 2010; Mackintosh et al. 2020; Merner 
et al. 2023; Ocloo et al. 2021; Schubert et al. 2009; Yousif 
2002), but none of them focused on the impact of demo-
graphic and socioeconomic barriers. According to Ocloo 
et al., additional research is necessary in this area (Ocloo 
et al. 2021). Currently, only individual studies are available, 
and no reviews have been conducted on this topic. Therefore, 
this study aimed to answer the following research question: 
What is the impact of demographic and socioeconomic fac-
tors on patient involvement in patient safety measures?

To effectively address the research question, the vari-
able definitions were carefully crafted by drawing upon the 
findings and definitions found in the literature. The involve-
ment of patients in safety measures is evidenced by various 

aspects of the healthcare process. This includes examining 
patient, staff, and organizational factors, as well as various 
dimensions of patient involvement, such as decision-making, 
health service design, and empowerment strategies (Snyder 
and Engstrom 2016). (For a comprehensive list of enablers 
for patient involvement and patient involvement measures, 
please refer to Table 1.) The National Patient Safety Goals 
for Hospitals, established by The Joint Commission are cru-
cial tools for evaluating patient safety practices (The Joint 
Commission 2023). It is of the utmost importance to adhere 
to these goals to ensure patient safety. The goals encompass 
several domains, including drug safety, infection preven-
tion, staff communication, and patient identification. Please 
refer to Table 2 for a comprehensive list of patient safety 
measures. The objective of this study was to address this 
research question by analyzing several demographic factors, 
including age, gender, and ethnicity/race, as well as a range 
of socioeconomic variables, such as income, education level, 
and occupational status.

The objective of this scoping review is to provide a com-
prehensive overview of demographic and socioeconomic 
factors affecting patient involvement in safety interventions 
and to identify existing challenges and promising approaches 
in outpatient and inpatient healthcare settings. The literature 
on the subject is presented, and various aspects of the topic 
are highlighted to address the identified knowledge gap.

These findings can serve as a foundation for additional 
research aimed at improving the equity of healthcare. This 
analysis identified research gaps and areas for future sys-
tematic reviews, which will ultimately improve healthcare 
for all.

Table 1   Enablers for patient involvement and patient involvement measures (Snyder and Engstrom 2016)

Enablers for patient involvement
Patient factors Patient education Programs that provide patients with the knowledge and skills they need to 

become active participants in their own healthcare
Empowerment Patient empowerment strategies, such as educational initiatives and com-

munication strategies, that encourage patients to report any safety risks 
they encounter

Staff factors Training Aspects related to medical staff education and training to encourage patient 
participation

Communication for involvement Measures to improve communication between healthcare professionals and 
patients to facilitate effective engagement

Organizational factors Service systems and technology Service systems and technologies used to encourage patient participation in 
ensuring the safety of healthcare

Patient involvement
Patient involvement Decision-making This includes obtaining informed consent and shared decision-making 

between patients and healthcare providers
Delivery Activities such as self-medication, where patients actively participate in 

their own healthcare
Development and research This includes participating in research activities such as surveys and similar 

studies. NOTE: This aspect has not been evaluated separately, as it is 
common to all studies, as patients are included for research purposes, 
e.g.,via questionnaires
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Methods

A scoping review is a method to comprehensively understand a 
topic, with less strict inclusion criteria and a focus on mapping 
existing research to identify key concepts and potential gaps. It 
follows the Joanna Briggs Institute guidelines, and this review’s 
objectives and methods are outlined in a protocol (Peters et al. 
2020). We followed the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses extension for Scoping Reviews 
(PRISMA-ScR) checklist to comply with these guidelines 
(Tricco et al. 2018). The study protocol collected various data 
on the results, such as the lead author, year of the study, location, 
purpose of the research, whether it was a single-center or multi-
center study, number of participants, duration, and key findings. 
This study also provided detailed observations regarding the con-
text in which the trial occurred, the interventions used, and the 
precautions taken to ensure patient safety. The protocol is avail-
able upon submission of a reasonable request from the authors.

Eligibility criteria (PCC framework)

The PCC framework (which stands for “population-concept–con-
text”) constituted the foundation for the variables to be exam-
ined. This framework defines the criteria for selecting studies that 
could be subjected to further analysis. The criteria included the 
population for patient selection, the concept of patient involve-
ment, and patient safety measures, with demographic and socio-
economic characteristics serving as the context.

Population

This review examines the personal experiences of outpatient 
and inpatient healthcare patients aged 18 years or older. Note 
that studies on patients under the age below 18 years are also 
included if their experiences are reported by a family mem-
ber or third party. Studies are also conducted in inpatient, 
outpatient, and ambulatory settings.

Concept

For inclusion in the review, at least two aspects from Table 1, 
enablers for patient involvement and patient involvement 
measures, should be assessed. The following areas of patient 
involvement were considered (Snyder and Engstrom 2016).

In addition, at least one category of patient safety measures 
from Table 2 had to be included in the comprehensive litera-
ture review. As a result, each study was assessed based on 
these patient safety measures (The Joint Commission 2023).

Context

To be included in this review, studies must consider at least two 
indicators of demographic or socioeconomic factors: age, gender, 
ethnicity/race, income, educational level, and occupational status.

Literature databases

To ensure a collection of relevant findings, we deliberately 
defined search terms broadly. This approach ensures that lit-
erature and studies with different methodologies and in dif-
ferent languages are included. As a result, the search covers 
a wide range of content as well as methodological and lin-
guistic components, making it extensive and comprehensive.

Inclusion criteria

Following database selection, a search query was developed in 
line with the PCC framework. This query was supplemented with 
parameters such as “study design,” “language” (English and Ger-
man), and “year” (1970–2023) to facilitate an accurate search.

Our scoping review included various experimental and quasi-
experimental study designs, including randomized controlled 
trials, nonrandomized trials, prepost studies, and interrupted 
time series studies. Additionally, we considered analytical 

Table 2   Patient safety measures (The Joint Commission 2023)

Patient safety measures

Alarm safety Measures to ensure the safety and security of alarm and warning systems in the healthcare sector
Medication safety Strategies for safely managing and monitoring medications to minimize errors and complications
Infection prevention Measures to prevent and control healthcare-associated infections, especially regarding hand disinfection
Staff communication Strategies for improving communication among healthcare providers to ensure consistent and safe care
Patient identification Methods to accurately identify patients to prevent, e.g., medication mix-ups and errors
Surgery mistake prevention Protocols and safety measures used during surgical procedures to minimize the risk of complications
Safety risk identification Reduce the risk of suicide
Healthcare equity Creating a detailed plan to address healthcare disparities within the patient population
Others Other measures that have a substantial impact on patient safety but are not included in The Joint Com-

mission’s National Patient Safety Goals for Hospitals include transitions, continuity of care, and 
documentation errors
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observational studies (prospective/retrospective cohort, case‒
control, and analytical cross-sectional studies), as well as 
descriptive observational studies, such as case series, reports, 
and descriptive cross-sectional studies. We also included qualita-
tive studies. However, all articles or texts identified must meet 
the eligibility criteria defined by the PCC framework.

Search strategy

The search was conducted using the PCC framework to guide 
the targeted selection of keywords and Medical Subject Head-
ings (MeSH) terms. These variables were used in various con-
figurations with Boolean operators (AND, OR) and truncating 
variables to perform a comprehensive search. To further refine 
the search, experts were consulted to identify synonymous 
terms through brainstorming (Wachtel and Dexter 2013). The 
results of the preliminary search were thoroughly reviewed and 
systematically expanded, culminating in the formulation of the 
final search term (Hirt and Nordhausen 2019).

The search string developed (Table 3: Example search 
string in MEDLINE) was divided into the following three 
main sections:

Topic 1: Patient involvement.
Topic 2: Patient safety measures.
Topic 3: Demographic and socioeconomic factors.

A search was conducted using a database information sys-
tem (DBIS) to select the six most relevant databases in the 
fields of medicine and sociology.

We searched the following databases between January 01, 
2024, and February 01, 2024: APA PsycInfo, Cochrane Library, 
MEDLINE, PSYNDEX, PubMed, and Web of Science Core 
Collection. This focused selection ensured comprehensive cov-
erage of the medical and social science aspects related to our 
research question and allowed for a thorough exploration of the 
relevant literature.

In the third stage, we searched the reference lists of the 
identified reports and articles to identify additional sources. 
We reviewed the reference lists of all identified sources to 
identify additional relevant literature sources.

To potentially discover additional relevant data to comple-
ment our primary search results, we conducted an extended 
search on Google Scholar, reviewing the first 50 results.

This structured approach ensured comprehensive coverage of 
relevant literature on the relationships among patient involve-
ment, patient safety, and demographic and socioeconomic 
factors.

Study selection process

The collected information was organized as a study protocol 
in a structured Excel spreadsheet (Microsoft 2024) with the 
help of EndNote software (Clarivate Analytics 2023) to man-
age the search results. The titles and abstracts were indepen-
dently assessed by a research member (CM). Duplicates were 
eliminated, and the formal criteria were checked. The final 
studies were selected by an extensive review of the articles 
using predefined inclusion and exclusion criteria (see Fig. 1). 
To identify further relevant studies, the reference lists of the 
selected articles were also examined. Two research members 
(CM and AH) jointly evaluated each study. In cases of disa-
greement, a consensus discussion was held to reach a consen-
sus. This rigorous selection process guarantees the reliability 
and quality of the research findings included in this study. A 
review of 151 articles was conducted. In total, 134 articles, 
including 38 literature reviews, were excluded.

Synthesis was conducted by systematically reviewing identi-
fied studies and sources using both qualitative and quantitative 
approaches to provide comprehensive answers to the research 
questions. To extract key information, the PCC framework was 
applied to each final study. In addition to the PCC framework, 
we also considered the associated level of evidence (OCEBM 
Levels of Evidence Working Group 2012) in our assessment of 
these studies. This approach enabled the evaluation of methodo-
logical quality, scope, relevance, and suitability for our analysis. 
The findings were synthesized according to the framework out-
lined in the study protocol, and each study was evaluated directly 
against the developed research questions and objectives.

Results

A total of 295 articles were initially retrieved, with 278 
remaining after duplicate removal (Fig. 1). On the basis of 
our predefined criteria, a review of 151 articles was con-
ducted. In total, 134 articles, including 38 literature reviews, 
were excluded. In total, 17 articles were ultimately eligible 
for inclusion. These articles describe patient involvement in 

Table 3   Example search string in MEDLINE

 ("patient* safe*" OR "safe* manage*" OR "safe* culture*" OR "safe* climate*" ) AND ("patient* acceptance of health care" OR "patient* 
empower*" OR "patient* participat*" OR "patient* involve*") AND ("demogra*" OR "social* identif*" OR "social* percep*" OR "social* 
class*" OR "social* behavio *" OR "social* inequ*" OR "social* disparit*" OR "sociological factor*" OR "socioeconomic factor*" OR 
"social* status*" OR "socioeconomic status*" OR "health social* determinant*" OR "social* determinant* of health") Filters: English, Ger-
man, 1970-2023
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patient safety measures or study the views of patients who 
are actively involved in the safety of their care, considering 
demographic and socioeconomic factors.

Study description

The selected studies were conducted between 2002 and 
2018. Eight were from the United States (n = 8) (Adams and 
Boscarino 2004; Bell et al. 2017; Bell et al. 2016; Burroughs 
et al. 2007; Clare et al. 2013; Miller et al. 2011; Pandhi et al. 
2008; Tai-Seale et al. 2016), and three were from Great Brit-
ain (Davis et al. 2008; Davis et al. 2012; Gray et al. 2017). In 
addition, there was one study in each of the following coun-
tries: Italy (Abbate et al. 2008), Switzerland (Schwappach 
et al. 2011), Taiwan (Wang et al. 2013), Australia (Eassey 
et al. 2016), and Canada (Backman et al. 2018). One study 
captured 26 European Union countries (Nikoloski and Mos-
sialos 2013).

The study populations varied widely, with some studies 
consisting of small groups of as few as nine people (Back-
man et al. 2018) and others containing large samples of up to 

26,000 participants (Nikoloski and Mossialos 2013). Table 4 
provides a comprehensive overview outlining the character-
istics of the selected studies.

The review identified a range of designs, consisting of 
cross-sectional studies (59%) (n = 10) (Abbate et al. 2008; 
Adams and Boscarino 2004; Burroughs et al. 2007; Clare 
et al. 2013; Davis et al. 2008; Eassey et al. 2016; Gray et al. 
2017; Miller et al. 2011; Nikoloski and Mossialos 2013; 
Schwappach et al. 2011), two randomized controlled tri-
als (Bell et al. 2016; Wang et al. 2013), and two quasiex-
perimental studies (Bell et al. 2017; Tai-Seale et al. 2016), 
each accounting for 12%. Before and after studies (Davis 
et al. 2012), prospective cohort studies (Pandhi et al. 2008), 
and qualitative studies (Backman et al. 2018) were counted 
once (6%). The use of questionnaires administered online, 
by mail, by telephone, or in person was the most commonly 
used data collection method in 82% of the studies (n = 14) 
(Abbate et al. 2008; Adams and Boscarino 2004; Bell et al. 
2017; Bell et al. 2016; Burroughs et al. 2007; Clare et al. 
2013; Davis et al. 2008; Davis et al. 2012; Eassey et al. 2016; 
Miller et al. 2011; Pandhi et al. 2008; Schwappach et al. 

Fig. 1   Study selection proce-
dure
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2011; Tai-Seale et al. 2016; Wang et al. 2013). Personal 
interviews were used in 18% (n = 3) of the studies (Backman 
et al. 2018; Gray et al. 2017; Nikoloski and Mossialos 2013). 
Twenty-four percent (n = 4) used a combination of two dif-
ferent methods to collect data (Abbate et al. 2008; Pandhi 
et al. 2008; Schwappach et al. 2011; Tai-Seale et al. 2016).

A visual representation of the frequency of each aspect 
mentioned in the PCC variables was created to provide a 
clear picture of how often certain characteristics occurred in 
the examined studies. This graphical representation enables 
the identification of trends in the data, which in turn facili-
tates a more comprehensive understanding of the impor-
tance and influence of each variable. This is demonstrated 
in Table 5 and Table 6.

Patient involvement and patient safety measures

Enablers of patient involvement and patient involvement 
measures

Various approaches to patient involvement have been 
studied, with each study considering patient involvement 
in development and research. The studies analyzed in this 
review primarily focused on patient empowerment (82%, 
n = 14), which was the main focus of the studies analyzed 
in this review (Abbate et al. 2008; Adams and Boscarino 
2004; Backman et al. 2018; Burroughs et al. 2007; Clare 
et al. 2013; Davis et al. 2008; Davis et al. 2012; Eassey et al. 
2016; Gray et al. 2017; Miller et al. 2011; Nikoloski and 
Mossialos 2013; Schwappach et al. 2011; Tai-Seale et al. 
2016; Wang et al. 2013). Additionally, staff communica-
tion for involvement was a key area of focus (59%, n = 10) 
(Abbate et al. 2008; Bell et al. 2016; Burroughs et al. 2007; 
Clare et al. 2013; Davis et al. 2008; Davis et al. 2012; Eas-
sey et al. 2016; Miller et al. 2011; Schwappach et al. 2011; 
Tai-Seale et al. 2016), while healthcare delivery was also 
addressed by 41% (n = 7) of the participants (Adams and 
Boscarino 2004; Backman et al. 2018; Bell et al. 2016; Eas-
sey et al. 2016; Gray et al. 2017; Schwappach et al. 2011; 
Wang et al. 2013). Forty-six percent (n = 6) of the studies 
focused on promoting patient involvement through measures 
such as education (Bell et al. 2017; Bell et al. 2016; Davis 
et al. 2012; Eassey et al. 2016; Schwappach et al. 2011; 
Wang et al. 2013). Organizational factors, including service 
systems and technology (Backman et al. 2018; Bell et al. 
2017; Davis et al. 2012; Tai-Seale et al. 2016) and patient 
involvement in decision-making (Adams and Boscarino 
2004; Miller et al. 2011; Pandhi et al. 2008; Tai-Seale et al. 
2016), were examined in 24% of the participants (n = 4). 
Three investigations examined staff factors specifically 
related to training (18%, n = 3) (Davis et al. 2012; Schwap-
pach et al. 2011; Wang et al. 2013).

Patient safety measures

The studies analyzed various aspects of patient safety, with 
most examining multiple interventions. Staff communication 
was analyzed in 65% (n = 11) of all studies (Abbate et al. 2008; 
Backman et al. 2018; Burroughs et al. 2007; Clare et al. 2013; 
Davis et al. 2008; Davis et al. 2012; Eassey et al. 2016; Miller 
et al. 2011; Schwappach et al. 2011; Tai-Seale et al. 2016; 
Wang et al. 2013), followed by medication safety support in 
59% (n = 10) of all studies (Adams and Boscarino 2004; Back-
man et al. 2018; Bell et al. 2017; Bell et al. 2016; Burroughs 
et al. 2007; Davis et al. 2012; Eassey et al. 2016; Gray et al. 
2017; Schwappach et al. 2011; Wang et al. 2013), preventing 
infections in 29% (n = 5) of all studies (Abbate et al. 2008; 
Clare et al. 2013; Davis et al. 2008; Davis et al. 2012; Schwap-
pach et al. 2011) and preventing surgical mistakes in 18% 
(n = 3) of all studies (Burroughs et al. 2007; Miller et al. 2011; 
Schwappach et al. 2011). Improving equity of care (Adams and 
Boscarino 2004; Nikoloski and Mossialos 2013) and patient 
identification (Burroughs et al. 2007; Schwappach et al. 2011) 
were analyzed in 15% (n = 2) of the studies. None of the stud-
ies considered identifying safety risks or alarm safety. We also 
examined measures that have a substantial impact on patient 
safety that are not addressed in the Joint Commission’s National 
Patient Safety Goals for Hospitals (The Joint Commission 
2023), including transitions and continuity of care (18%, n = 3) 
(Backman et al. 2018; Pandhi et al. 2008; Schwappach et al. 
2011) and documentation errors (6%, n = 1) (Bell et al. 2017).

Demographic and socioeconomic factors 
(context)

All studies considered age and gender as demographic 
factors.

Age

Patients’ age plays a pivotal role in their involvement in 
patient safety measures. Different age groups may have differ-
ent needs and challenges. In the studies, age was reported in 
two ways: individually (59%) (n = 10) (Backman et al. 2018; 
Bell et al. 2017; Bell et al. 2016; Burroughs et al. 2007; Clare 
et al. 2013; Davis et al. 2008; Davis et al. 2012; Nikoloski 
and Mossialos 2013; Tai-Seale et al. 2016; Wang et al. 2013) 
or in groups (n = 7) (Abbate et al. 2008; Adams and Bosca-
rino 2004; Eassey et al. 2016; Gray et al. 2017; Miller et al. 
2011; Pandhi et al. 2008; Schwappach et al. 2011). A litera-
ture review revealed that patient safety concerns were most 
common among parents of pediatric patients and patients aged 
30–59 years. In contrast, patients aged 20–29 years had the 
lowest level of concern (Burroughs et al. 2007). Moreover, the 
30–64-year-old age group was found to be more vulnerable 
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to medical errors in healthcare (Adams and Boscarino 2004). 
The likelihood of experiencing an adverse event (Nikoloski 
and Mossialos 2013) and the frequency of worry regarding 
medical errors and safety incidents (Burroughs et al. 2007) 
both increase with age. Schwappach et al. (Schwappach et al. 
2011) found that active participation in system transitions had 
significant benefits for older individuals, resulting in a marked 
improvement in their healthcare experience. Adverse event 

reporting rates increase with age (Gray et al. 2017), indicating 
that patient safety is more critical in older patients. However, 
Pandhi et al. (Pandhi et al. 2008) found no significant asso-
ciation between age and feelings of unsafety. According to a 
study by Wang et al. (Wang et al. 2013), volunteer support was 
found to be particularly beneficial in promoting patient safety 
measures for individuals with lower educational attainment, 

Table 5   Study summary – concept

Enablers for patient involvement and patient involvement measures (Snyder and Engstrom 2016)

(The dark fields represent the frequencies of the aspects)

Patient factors Patient

education (n=6)

(Bell et al. 2017; Bell et al. 2016;

Davis et al. 2012; Eassey et al.

2016; Schwappach et al. 2011;

Wang et al. 2013)

Empowerment

(n=14)

(Abbate et al. 2008; Adams and

Boscarino 2004; Backman et al.

2018; Burroughs et al. 2007; Clare

et al. 2013; Davis et al. 2008; Davis

et al. 2012; Eassey et al. 2016; Gray

et al. 2017; Miller et al. 2011;

Nikoloski and Mossialos 2013;

Schwappach et al. 2011; Tai-Seale

et al. 2016; Wang et al. 2013)

Staff factors Training (n=3) (Davis et al. 2012; Schwappach et

al. 2011; Wang et al. 2013)

Communication

for involvement

(n=10)

(Abbate et al. 2008; Bell et al.

2016; Burroughs et al. 2007; Clare

et al. 2013; Davis et al. 2008; Davis

et al. 2012; Eassey et al. 2016;

Miller et al. 2011; Schwappach et

al. 2011; Tai-Seale et al. 2016)

Organizational

factors

Service systems

and technology

(n=4)

(Backman et al. 2018; Bell et al.

2017; Davis et al. 2012; Tai-Seale

et al. 2016)

Patient

involvement

Decision-

making (n=4)

(Adams and Boscarino 2004; Miller

et al. 2011; Pandhi et al. 2008; Tai-

Seale et al. 2016)

Delivery (n=7) (Adams and Boscarino 2004;

Backman et al. 2018; Bell et al.

2016; Eassey et al. 2016; Gray et al.

2017; Schwappach et al. 2011;

Wang et al. 2013)

Development

and Research

NOTE: This aspect has not been evaluated
separately, as it is common to all studies, as
patients are included for research purposes,
e.g. via questionnaires.)

(Abbate et al. 2008; Adams and

Boscarino 2004; Backman et al.

2018; Bell et al. 2017; Bell et al.

2016; Burroughs et al. 2007; Clare

et al. 2013; Davis et al. 2008; Davis

et al. 2012; Eassey et al. 2016; Gray

et al. 2017; Miller et al. 2011;

Nikoloski and Mossialos 2013;

Pandhi et al. 2008; Schwappach et

al. 2011; Tai-Seale et al. 2016;

Wang et al. 2013)
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particularly elderly individuals. A study on shared decision-
making (Tai-Seale et al. 2016) revealed that older patients had 
positive experiences. According to (Clare et al. 2013), younger 
respondents were more likely than older respondents to request 
that healthcare staff wash their hands.

Gender

Gender-based differences can influence the perception of 
healthcare services and willingness to participate, which in 
turn can impact various safety measures. In most studies, 
gender was conventionally categorized as male or female. 
However, Clare et al. (Clare et al. 2013) deviated from this 
norm by surveying only women. This decision was made 
owing to the thematic focus of the study on a specific topic. 
Overall, the reviewed literature indicates that women are 
more prone to criticism and insecurity (Nikoloski and Mos-
sialos 2013), particularly when changing their doctor or 
medical facility (Pandhi et al. 2008). Additionally, women 
are more likely to report adverse events (Gray et al. 2017), 
whereas men tend to fill out medical error statistics and 

appear to be less concerned about their healthcare overall. 
Notably, no significant associations were identified between 
gender and medication reporting or concern regarding medi-
cation errors (Burroughs et al. 2007; Eassey et al. 2016). 
According to Davis et al. (2012), female patients who had 
completed a university degree were more likely to ask nurses 
factual and challenging questions. Male patients were less 
likely than female patients to ask questions of medical staff.

Level of education

Educational achievement impacts one’s comprehension of 
health and ability to process complex health information. 
Consequently, individuals with diverse educational back-
grounds may exhibit varying levels of engagement. In 82% 
(n = 14) of the studies (Abbate et al. 2008; Adams and Bos-
carino 2004; Bell et al. 2017; Clare et al. 2013; Davis et al. 
2008; Davis et al. 2012; Eassey et al. 2016; Gray et al. 2017; 
Miller et al. 2011; Nikoloski and Mossialos 2013; Pandhi 
et al. 2008; Schwappach et al. 2011; Tai-Seale et al. 2016; 
Wang et al. 2013), the level of education was considered. 

Table 5   (continued)

Patient Safety Measures (The Joint Commission 2023)

(The dark fields represent the frequencies of the aspects)

Alarm safety (n=0)

Medication safety

(n=10)

(Adams and Boscarino 2004; Backman et al. 2018; Bell

et al. 2017; Bell et al. 2016; Burroughs et al. 2007; Davis

et al. 2012; Eassey et al. 2016; Gray et al. 2017;

Schwappach et al. 2011; Wang et al. 2013)

Infection prevention

(n=5)

(Abbate et al. 2008; Clare et al. 2013; Davis et al. 2008; 

Davis et al. 2012; Schwappach et al. 2011)

Staff communication

(n=11)

(Abbate et al. 2008; Backman et al. 2018; Burroughs et

al. 2007; Clare et al. 2013; Davis et al. 2008; Davis et al.

2012; Eassey et al. 2016; Miller et al. 2011; Schwappach

et al. 2011; Tai-Seale et al. 2016; Wang et al. 2013)

Patient identification

(n=2)

(Burroughs et al. 2007; Schwappach et al. 2011)

Surgery mistake 

prevention (n=3)

(Burroughs et al. 2007; Miller et al. 2011; Schwappach et 

al. 2011)

Safety risk 

identification (n=0)

Healthcare equity (n=2) (Adams and Boscarino 2004; Nikoloski and Mossialos

2013)

Other (n=4) (Backman et al. 2018; Bell et al. 2017; Pandhi et al.

2008; Schwappach et al. 2011)
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The research covered vocational education and training 
across various categories, encompassing a broad range of 
educational qualifications. These categories included com-
monly known qualifications such as GCSE/O-Level/CSE as 
well as qualifications ranging from primary school education 
to master’s degrees or equivalent qualifications. This method 
facilitated a thorough examination of the varied educational 
backgrounds of the participants. Schwappach et al. (2011) 
divided the educational path into primary, secondary, and 
tertiary education to enable a detailed analysis of the differ-
ent stages of educational attainment. Additionally, Abbate 
et al. (2008) differentiated educational levels based on the 
number of years of education they completed, allowing for 
a more precise evaluation of educational background and 
duration. Research has demonstrated that individuals with 
higher education levels are more likely to actively participate 

in healthcare (Bell et al. 2017). For instance, Miller et al. 
(2011) reported that patients with higher education levels 
tend to ask more questions about medical procedures and 
report greater well-being after the procedure. The impor-
tance of patient education and empowerment in healthcare 
was highlighted by Davis et al. (2008) found that patients 
without university degrees were less likely to ask challeng-
ing or factual questions from physicians and nurses. Further-
more, Clare et al. (2013) indicated that individuals with a 
university degree are almost twice as likely to ask medical 
staff to wash their hands than those with less formal educa-
tion. Additionally, a study by Abbate et al. (2008) revealed 
that patients with higher education levels had a better under-
standing of the definition, risk groups, and risk factors of 
hospital-acquired infections. Individuals with lower incomes 
and education levels are at greater risk of adverse events and 

Table 6   Study summary – concept

Demographic and socioeconomic factors

(The dark fields represent the frequencies of the aspects)

Age (n=17) (Abbate et al. 2008; Adams and Boscarino 2004;

Backman et al. 2018; Bell et al. 2017; Bell et al.

2016; Burroughs et al. 2007; Clare et al. 2013;

Davis et al. 2008; Davis et al. 2012; Eassey et al.

2016; Gray et al. 2017; Miller et al. 2011;

Nikoloski and Mossialos 2013; Pandhi et al.

2008; Schwappach et al. 2011; Tai-Seale et al.

2016; Wang et al. 2013)

Gender (n=17) (Abbate et al. 2008; Adams and Boscarino 2004;

Backman et al. 2018; Bell et al. 2017; Bell et al.

2016; Burroughs et al. 2007; Clare et al. 2013;

Davis et al. 2008; Davis et al. 2012; Eassey et al.

2016; Gray et al. 2017; Miller et al. 2011;

Nikoloski and Mossialos 2013; Pandhi et al.

2008; Schwappach et al. 2011; Tai-Seale et al.

2016; Wang et al. 2013)

Ethnicity/race

(n=10)

(Adams and Boscarino 2004; Bell et al. 2017;

Bell et al. 2016; Burroughs et al. 2007; Clare et

al. 2013; Davis et al. 2008; Davis et al. 2012;

Gray et al. 2017; Miller et al. 2011; Tai-Seale et

al. 2016)

Income (n=5) (Adams and Boscarino 2004; Bell et al. 2016;

Clare et al. 2013; Gray et al. 2017; Nikoloski and

Mossialos 2013)

Level of 

education

(n=14)

(Abbate et al. 2008; Adams and Boscarino 2004;

Bell et al. 2017; Clare et al. 2013; Davis et al.

2008; Davis et al. 2012; Eassey et al. 2016; Gray

et al. 2017; Miller et al. 2011; Nikoloski and

Mossialos 2013; Pandhi et al. 2008; Schwappach

et al. 2011; Tai-Seale et al. 2016; Wang et al.

2013)

Occupational 

status (n=7)

(Abbate et al. 2008; Clare et al. 2013; Davis et al.

2008; Davis et al. 2012; Eassey et al. 2016; Gray

et al. 2017; Wang et al. 2013)
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tend to have a more negative perception of the healthcare 
system. Furthermore, those with lower health literacy levels 
and poorer health are more likely to experience medication-
related issues (Eassey et al. 2016).

Ethnicity/race

Ethnicity/race can influence access to healthcare ser-
vices and trust in the healthcare system. These factors can 
influence the degree of active participation exhibited by 
patients. In 59% (n = 10) (Adams and Boscarino 2004; Bell 
et al. 2017; Bell et al. 2016; Burroughs et al. 2007; Clare 
et al. 2013; Davis et al. 2008; Davis et al. 2012; Gray et al. 
2017; Miller et al. 2011; Tai-Seale et al. 2016) of the ana-
lyzed studies, ethnicity/race was identified as an impor-
tant factor. The studies considered various ethnic groups, 
including white people, African Americans, and Hispanics. 
Ethnicity/race data were collected using different catego-
ries that reflect the diversity of the population, such as 
Caucasian, non-Caucasian, and specific ethnic groups, such 
as Asian, people of color, Hispanic, and others. Gray et al. 
analyzed the geographical distribution of participants in 
the UK to capture regional differences in ethnic composi-
tion. Ethnicity/race may influence perceptions of inaccu-
racies and errors in patient records, according to a study 
from Bell et al. (2017). The study revealed that individuals 
who identified such errors were more likely to be white. 
Clare et al. (2013) found no statistically significant dif-
ferences in willingness to ask staff to wash their hands, 
while examining differences by ethnicity/race. However, 
the frequency of concern about medical errors and safety 
incidents differed substantially by ethnicity/race. Accord-
ing to Burroughs et al. ( 2007), people of color feel sig-
nificantly less safe and have more concerns than Asian or 
white individuals.

Occupational status

The occupational status of an individual can influence their 
access to specific healthcare services. Moreover, it may influ-
ence the amount of time available to participate in training 
or decision-making processes. In 41% (n = 7) of the analyzed 
studies (Abbate et al. 2008; Clare et al. 2013; Davis et al. 
2008; Davis et al. 2012; Eassey et al. 2016; Gray et al. 2017; 
Wang et al. 2013), participants’ occupational status was iden-
tified as an important indicator of their socioeconomic situ-
ation. A wide range of occupations were considered, from 
senior and middle management to unskilled manual work 
and unemployment. Work status was evaluated using vari-
ous categories that reflect different employment relationships, 
including casual work, part-time and full-time employment, 
sick leave, and retirement. Additionally, occupational posi-
tions, including employed, unemployed, retired, student, and 

non-specialized occupational activities, were classified. In 
one study (Clare et al. 2013), detailed questions were asked 
about the professional situation to obtain a comprehensive 
picture. For instance, participants were asked to indicate their 
primary occupation and whether they were self-employed. 
Davis et al.’s (2008) study showed that professional status 
has a significant impact on communication with patients. 
Compared with retired patients, unemployed patients were 
less likely to ask questions from doctors and nurses, whereas 
working patients were more willing to ask factual questions 
and follow medical professionals’ instructions.

Income

The financial status of an individual may influence 
the accessibility of healthcare resources. Low-income 
individuals may encounter obstacles in engaging in safety 
measures. Income data were collected for 29% (n = 5) 
(Adams and Boscarino 2004; Bell et al. 2016; Clare et al. 
2013; Gray et al. 2017; Nikoloski and Mossialos 2013) 
of the studies. Participants were categorized into income 
groups ranging from less than $25,000 to $100,000 or more. 
Notably, one study (Nikoloski and Mossialos 2013) did not 
directly measure income but instead examined participants’ 
challenges in paying their monthly bills. This study focused 
on the financial burden of monthly expenses in the past 
12 months rather than solely on income levels. Adams and 
Boscarino (2004) reported that individuals from higher-
income households experienced fewer medical errors than 
those from lower-income households. Similarly, people of 
color reported fewer medical errors than did those who did 
not identify as people of color. On the other hand, individuals 
with lower incomes and less education reported more 
adverse events (Gray et al. 2017) and negative perceptions 
of the quality of their healthcare (Nikoloski and Mossialos 
2013). These findings suggest a correlation between income 
and medical errors, as well as between adverse events and 
negative perceptions of healthcare quality. The willingness 
to ask staff to wash their hands was not significantly different 
based on income (Clare et al. 2013).

Discussion

This review identified 17 primary studies that investigated the 
correlation between demographic and socioeconomic factors 
and patient involvement in patient safety interventions. The 
studies considered were conducted between 1970 and 2023, 
and only a small number explored the effects of demographic 
and socioeconomic factors on patient safety. The findings of 
this scoping review underscore the consequences of inequali-
ties in the healthcare system and highlight the pressing need 
for action to bridge gaps in quality and equity.
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Age is a crucial factor in the overall health and well-
being of patients. Our findings suggest that older adults 
have greater resilience despite potential health problems, 
which shapes their positive attitudes. In addition, older 
patients may have greater awareness of safety concerns 
due to comorbidities and a higher risk of adverse events. 
A study by Ricci-Cabello et al. suggested that younger 
patients are more likely to express negative experiences 
regarding patient safety (Ricci-Cabello et al. 2017). This 
may indicate heightened awareness and a stronger motiva-
tion to advocate for themselves. Age-related differences in 
safety concerns and patient involvement may be explained 
by several factors. Older individuals may be more sensi-
tive to safety concerns in healthcare given their advanced 
age and potential health issues. Women generally exhibit 
greater interest in their health, leading to increased engage-
ment in seeking treatment information. This is reflected 
in their higher health literacy and awareness of their own 
health. Furthermore, this indicates that women with higher 
education levels may exhibit a more pronounced degree of 
patient involvement. Various sociocultural and biological 
factors may make women more sensitive to criticism and 
uncertainty. This sensitivity is especially noticeable when 
changes occur, such as those occurring in the treating phy-
sician or medical facility (Pandhi et al. 2008). In contrast, 
men tend to ask fewer questions, suggesting a potential 
gender gap in patient communication with healthcare pro-
fessionals (Davis et al. 2012). The impact of demographic 
and socioeconomic status on health experiences and out-
comes is profound. Individuals with higher incomes have 
greater access to healthcare resources and receive more 
comprehensive care, which can reduce the risk of medical 
errors (Adams and Boscarino 2004). Additionally, those 
with higher education levels possess a better understand-
ing of health information, enabling them to make informed 
decisions and actively participate in their healthcare (Wil-
lems et al. 2005). This leads to improved communication 
with healthcare providers and reduces misunderstandings. 
Furthermore, individuals from higher socioeconomic 
backgrounds often feel empowered to advocate for their 
healthcare needs and receive support from a wider social 
network. These factors collectively impact health experi-
ences and outcomes by influencing access to resources, 
comprehension of health information, self-advocacy, and 
social support. Patients may lack confidence in their abil-
ity to make medical decisions, which could result in their 
reluctance to ask questions or voice safety concerns.

Overall, the study suggested that there are disparities in 
patient safety and the quality of healthcare interactions. The 
outcomes of these disparities may be attributable to struc-
tural inequalities within the healthcare system and poten-
tial bias or discrimination against specific groups within 
the healthcare sector. Other studies have demonstrated that 

individuals belonging to racial and ethnic minority groups 
and their caregivers receive less information from physicians 
and make fewer statements about active participation than 
white patients (Gordon et al. 2006). Furthermore, patients 
rated a participatory decision-making style more highly 
when they saw physicians of their own race (Cooper-Patrick 
et al. 1999).

To ensure that all patients receive adequate care, it is 
important to consider the needs and experiences of all 
patients, regardless of ethnicity/race. Targeted interventions 
are recommended to address healthcare disparities experi-
enced by patients of different ethnic backgrounds. Imple-
menting such interventions is crucial for addressing these 
disparities. To enhance healthcare equity and quality for all, 
interventions such as increasing healthcare providers’ aware-
ness of cultural differences, implementing policies to combat 
biases and discrimination within the healthcare system, and 
improving access to healthcare resources and services for 
disadvantaged ethnic groups can be implemented. The data 
suggest that a person’s employment status may influence their 
level of interaction with medical staff (Davis et al. 2008). 
Specifically, employed patients tend to be more communica-
tive and engaged in their healthcare, which may be indica-
tive of greater self-confidence and a sense of control over 
their health. In contrast, unemployed patients are less likely 
to actively participate or ask questions. This could be due to 
challenges such as financial difficulties or social isolation, 
which can affect self-confidence and empowerment when 
making health decisions. Occupational status may have an 
impact on not only financial but also health behaviors and 
interactions with the healthcare system. It is important to 
consider these factors when evaluating this relationship.

Several factors, such as patient-related issues and the atti-
tudes, skills, and training of healthcare professionals, can cre-
ate barriers to safe healthcare. Maintaining a balanced and 
objective healthcare approach is important. It is crucial to 
recognize each patient as an active partner in their healthcare 
to promote better outcomes. Doctor–patient relationships can 
encourage patients’ willingness to participate in their health-
care, whereas patients who feel subordinate can hinder this 
willingness (Berger et al. 2014). Promoting patient engage-
ment is crucial for healthcare (Trier et al. 2015). Outdated 
practices must be abandoned, and healthcare providers must 
improve their attitudes and communication. It is concern-
ing that paternalistic attitudes still exist in healthcare. The 
medical community must proactively distance itself from 
outdated perspectives. To achieve the best outcomes, educa-
tional approaches should improve students’ self-confidence 
and understanding of the effectiveness of recommended inter-
ventions (Hibbard et al. 2005). The success of this approach 
depends on patient willingness and ability to report clinical 
errors and communicate with healthcare professionals. It is 
imperative to maintain an objective stance and refrain from 
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making subjective evaluations. Moreover, in the periopera-
tive setting, the implementation of health literacy-based tech-
niques, such as the teach-back method, can promote patient 
participation. Numerous studies have highlighted the teach-
back method as highly beneficial in collaborative healthcare 
(Miller et al. 2011; Tai-Seale et al. 2016).

Incorporating patient safety into health professional train-
ing curricula and promoting professional engagement are 
two approaches to overcoming these barriers. Additionally, 
education and health initiatives that provide targeted support 
for people with lower levels of education are important for 
promoting healthcare participation and improving patient 
safety. Measures are necessary to overcome barriers at dif-
ferent levels to promote active patient participation. This can 
improve health outcomes and patient safety.

Limitations

This scoping review covers a wide range of studies. How-
ever, limitations may arise owing to the focus on published 
research, which could exclude relevant unpublished data. 
The included studies varied in quality, methodology, and 
reporting, which may have affected the comparability and 
interpretability of the results. The aim of this scoping review 
is to provide a comprehensive overview of a broad field of 
research, but it does not include meta-analyses. The pur-
pose of assessing the level of evidence is to offer guidance 
rather than make conclusive statements. It is possible that 
there may be variations in the effectiveness of the search 
strategies and coverage of the research field, which could 
result in the exclusion of relevant studies and affect the com-
prehensiveness of the review. In addition, the results may 
have been influenced by subjective assessments made by the 
authors and differences in interpretation. Efforts were made 
to reduce limitations by agreeing to the search strategy and 
continuously updating the assessment. The review focused 
only on published studies and did not include a systematic 
search of gray literature (unpublished or nontraditionally 
published sources), which may have resulted in the omis-
sion of important information.

Conclusion

This study provides insights into the impact of demographic 
and socioeconomic factors on patient involvement and 
patient safety in healthcare. Although patient-centered care 
is a top priority, barriers related to demographic and socio-
economic factors continue to impede equal access to infor-
mation and decision-making. Research has highlighted the 
importance of clear and accessible communication between 

healthcare providers and patients. Providing quality infor-
mation can increase the likelihood that patients will report 
medical errors. Unbiased information is essential to ensure 
fair access to healthcare for all individuals, regardless of 
demographic and socioeconomic factors. The implementa-
tion of tailored educational initiatives can enhance the acces-
sibility of information to individuals from disadvantaged 
backgrounds.

Implications of the findings

•	 Gender-Specific Approaches: It is of the utmost impor-
tance to recognize gender-specific differences in health-
care and adjust treatments and information accordingly.

•	 Active Engagement of Elderly Patients: It is of particu-
lar importance to engage actively with elderly patients 
because they are a resilient population that values par-
ticipation in healthcare decision-making processes.

•	 Awareness of Ethnic Differences: It is of paramount 
importance to acknowledge and address ethnic disparities 
that can influence healthcare perceptions. It is of para-
mount importance to provide tailored support to enhance 
patient safety and well-being.

•	 Education and Income as Healthcare Indicators: Educa-
tion and income are two key indicators of healthcare sta-
tus. Education and income can be used as indicators of 
an individual’s healthcare status. Higher education levels 
and income are correlated with a reduced incidence of 
medical errors. Therefore, improving access to education 
and health information is of utmost importance.

•	 Promoting Health Literacy: Health literacy techniques, 
such as the teach-back approach, can enhance patient 
engagement and should be increasingly employed in 
healthcare.

•	 Enhancing Health Literacy: Healthcare institutions 
should develop personalized educational and support 
programs for individuals with low health literacy or poor 
health, including medication management.

•	 Building Partnership Relationships: It is of the utmost 
importance for open communication and partnerships 
between patients and healthcare providers to enhance 
patient safety.

•	 Incorporating Social Factors into Healthcare Policies: 
Social factors must be incorporated into healthcare pol-
icies. It is of utmost importance for policy makers to 
acknowledge the pivotal role of social determinants in 
healthcare and allocate resources to programs designed 
to enhance care for diverse population groups.

•	 Updating and Development of Practice: It is of the utmost 
importance to conduct regular reviews and updates of 
policies and practices to ensure their relevance in the 
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context of evolving social dynamics and healthcare 
requirements within the population.
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