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Safety culture in a maternal intensive care unit
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ABSTRACT

Objective: to identify the patient safety culture in a maternal intensive care unit as seen by the healthcare team. Method: in
this survey study approved by the research ethics committee, data were collected using the Hospital Survey on Patient Safety
Culture and analyzed using descriptive statistics. The culture dimensions were classified as strong, neutral or weak. Results: one
dimension was found to be strong, four neutral, and six weak. "Unit teamwork" returned the highest percentage of positive
responses, while the lowest-scoring dimension was "Event notification frequency". Conclusion: the patient safety culture in the
maternal intensive care unit was considered weak, pointing to the need to provide safer care to pregnant and postpartum
women requiring intensive care.

Descriptors: Intensive Care Units; Hospitals, Maternity; Nursing; Patient Safety; Organizational Culture.

RESUMO

Objetivo: identificar a cultura de seguranca do paciente em uma unidade de terapia intensiva materna, na perspectiva da equipe
de satde. Método: estudo do tipo survey, aprovado pelo Comité de Etica em Pesquisa, que utilizou o instrumento Hospital
Survey on Patient Safety Culture para coleta de dados. Os dados foram analisados mediante estatistica descritiva e as dimensdes
da cultura foram classificadas em forte, neutra e fragil. Resultados: identificou-se uma dimensao forte, quatro neutras e seis
frageis. A dimensdo com maior percentual de respostas positivas foi “Trabalho em equipe dentro da unidade”, ja a com menor
percentual foi “Frequéncia de notificagdes de eventos”. Conclusdo: a cultura de seguranga do paciente na unidade de terapia
intensiva materna foi considerada fragil, apontando para necessidade de presta¢do de cuidados com maior seguranga as
gestantes e puérperas que necessitam de cuidados intensivos.

Descritores: Unidades de Terapia Intensiva; Maternidades; Enfermagem; Seguranca do Paciente; Cultura Organizacional.

RESUMEN

Objetivo: identificar la cultura de seguridad del paciente en una unidad de cuidados intensivos maternos, desde la perspectiva
del equipo sanitario. Método: estudio por encuesta de opinién (Survey), aprobado por el Comité de Etica de la Investigacion,
que utilizé el instrumento Hospital Survey on Patient Safety Culture para la recoleccién de datos. Los datos se analizaron por
medio de una estadistica descriptiva y las dimensiones de la cultura se clasificaron en fuerte, neutra y fragil. Resultados: se
identificaron una dimensidn fuerte, cuatro neutras y seis fragiles. La dimension cuyo porcentaje de respuestas positivas fue mas
alto: "Trabajo en equipo dentro de la unidad"; mientras que la dimensidn cuyo porcentaje fue mas bajo fue: "Frecuencia de las
notificaciones de eventos". Conclusidn: la cultura de seguridad del paciente en la unidad de cuidados intensivos maternos se
considero fragil, lo que apunta hacia la necesidad de proporcionar una atencién con mayor seguridad a las mujeres embarazadas
y puérperas que requieren cuidados intensivos.

Descriptores: Unidades de Cuidados Intensivos; Maternidades; Enfermeria; Seguridad del Paciente; Cultura Organizacional.

INTRODUCTION

It is known that the period encompassing the pregnancy-puerperal cycle carries with it a combination of
expectations and consolidation of dreams and joys and, although not uncommon, it can even cause sadness in the family
and health professionals, as undesirable situations generated by the professionals' performance, whether due to
malpractice, imprudence and/or negligence, expose the mother-child dyad to health impacts®.

In an attempt to ease this process, Patient Safety (PS) has been widely debated in various health scenarios, with
the objective of institutionalizing best practices in patient care environments?, aiming at reducing the risk in obstetrics,
a complex issue that deserves attention, in addition to allocation of significant resources, including development of
effective PS and quality improvement programs in relation to the assistance provided>.
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It is in this context that the Patient Safety Culture (PSC) emerges, characterized by open communication,
teamwork, recognition of reciprocity, continuous learning from notifications/reports of events and primacy of safety as
a priority at all levels of an organization®. It is noted that promoting the PSC is an important step to improve safety in
maternity hospitals and in other environments, as it can serve both for situational diagnosis and as an instrument to
measure the effects of the interventions performed?.

Currently, there are two instruments validated in the Brazilian hospital context to assess the PSC, namely: the Hospital
Survey on Patient Safety Culture (HSOPSC) and the Safety Attitudes Questionnaire (SAQ)®. SAQ assesses six PSC dimensions,
while HSOPSC evaluates 12 dimensions, which was the reason for choosing this instrument in the current study.

Considering the obstetric hospital context, several complications are indicative for ICU admission, the main ones
being those related to hypertensive and hemorrhagic syndromes, as well as heart diseases, sepsis and puerperal
infections”®. In addition, in the face of such situations, at the emergence of any irregular change that characterizes an
obstetric complication during the pregnancy-puerperal cycle, it becomes necessary to recognize the warning signs and
to provide adequate and timely care, pillars that are fundamental for PS°®.

Given the above, the following research question emerged for the study: Which is the PSC level in a Maternal
Intensive Care Unit (MICU) from the perspective of the multiprofessional health team? And the following objective was
outlined to answer this question: to identify the PSC level in an MICU, from the perspective of the multiprofessional
health team.

METHOD

This is a study of the Survey type, conducted in the MICU of a teaching maternity hospital from the state of Alagoas.
This maternity hospital provides exclusive care through the Unified Health System, has five beds, and is the only
maternity hospital in the state with an exclusive Intensive Care Unit for pregnant and puerperal women. It is noted that
the maternity hospital has a Patient Safety Center comprised by two female professionals: a nurse and a nursing
technician.

The population consisted in 50 professionals from the multidisciplinary health team, namely: nurses,
physiotherapists, physicians and nursing assistants/technicians. The sample was intentional and non-probabilistic, and
the following inclusion criteria were used: professionals who provided direct care to the patients, admitted and
allocated to the sector for at least three months, and who worked at least 12 hours a week. Professionals on sick leave
and those who were working in the Home Office modality due to the COVID-19 pandemic were excluded, as well as
those on vacation during the data collection period and residents of the aforementioned professional categories, for
having worked less than three months in the sector. After analyzing the inclusion criteria, ten professionals were
excluded and the final study sample consisted of 40 professionals.

The instrument used for data collection was HSOPSC, Brazilian version, which is self-administered and contains
61 items distributed in 12 PSC dimensions, in addition to items that assess the sociodemographic and professional
characteristics'®. Such dimensions can be seen in Figure 1.

HSOPSC dimensions

D1- Teamwork within units

D2- Supervisor expectations and actions promoting safety
D3- Organizational learning - Continuous improvement
D4- Feedback and communication about errors

D5- Communication openness

D6- Staffing

D7- Non-punitive response to errors

D8- Management support for patient safety

D9- Teamwork across units

D10- Handoffs and transitions

D11- Overall perception of patient safety

D12- Frequency of events reported

Figure 1: Patient safety culture dimensions from Hospital Survey on
Patient Safety Culture (HSOPSC). Adapted by the researchers?®,
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Each of the HSOPSC dimensions includes three or four items, evaluated on a five-point Likert-type answer scale,
in order to assign numerical values to the answers given by the study subjects, with answer categories in terms of
agreement level or based on a frequency scale.

The instrument also includes two outcome variables: the first, “Patient Safety Score”, which is characterized as
excellent, very good, fair, poor and extremely poor; and “Number of adverse events reported/notified in the last
12 months”.

The sociodemographic and professional variables evaluated were as follows: gender, age, professional category,
direct contact with the patient, working time in the hospital, working time in the unit, weekly hour load, working time
in the current profession/specialty and instruction/schooling level. It is also noted that the instrument has a section,
which is an optional item, where space is provided for the participants to leave their comments about patient safety,
which was not considered in this study.

Data collection took place in April 2021 in the professionals' workplace and by means of the printed instrument.
After explaining the research objectives and the participation modality, the professionals were invited to take part in
the study, handing them in an envelope containing one copy of the HSOPSC instrument and two copies of the FICF.

After collecting the data, they were double-typed into a Microsoft Excel® spreadsheet and, subsequently, the
relative frequency of each dimension was calculated and classified. The AHRQ guidelines were followed, which include
a combination of the two highest answer categories (I strongly agree/l agree and Almost always/Always) for the
positively worded items and the two lowest answer categories (I strongly disagree/I disagree and Never/Rarely) for the
negatively worded or reversed items. Subsequently, the percentage of each item was calculated and analyzed as follows:
the dimensions in which at least 75% of the participants gave positive answers were considered strong areas for the
PSC. The areas with potential for improvement (weak) were identified as those with less than 50% of positive answers;
and the neutral areas, as those with answer percentages from 50% to 75%*.

In turn, the sociodemographic and professional data were analyzed using descriptive statistics, with determination
of the absolute and relative frequencies.

Resolution No. 466/2012 of the National Health Council was respected and the research protocol of this study was
evaluated and approved by a Research Ethics Committee. The professionals who agreed to participate in the research
signed the Free and Informed Consent Form, which contained all the necessary information about the research.

RESULTS

The study participants were 40 professionals that work in the multiprofessional health team. There was
predominance of female participants (92.5%) and of individuals aged between 40 and 49 years old (67.5%) and 50 years
old or more (25.0%), respectively. Regarding the professional categories, 47.5% were nursing assistants and technicians,
followed by physicians (20%), physiotherapists (17.5%) and nurses (15%). When analyzing the instruction level, it was
observed that 47.5% were graduates at the specialization level and that 25.0% had completed the Master's and PhD
graduate levels.

In relation to the working time in the maternity hospital, 67.5% had between 16 and 20 years of experience; in
turn, regarding the working time in the MICU, 60% had worked in it from 16 to 20 years. It was also noticed that 90%
worked nearly from 20 to 39 weekly hours in the sector under study, with a regime of 12-hour shifts for every 36 hours
of rest. In relation to the working time in the specialty, it is from 16 to 20 years in 47.5% of the participants, followed by
35% with 21 years or more.

The data related to the negative, neutral and positive answers to all 12 safety culture dimensions are presented
in Table 1.

When analyzing the positive, neutral and negative answers to the 12 PSC dimensions, it was observed that one
dimension was classified as a strong area, four as with potential for improvement, and six as weak.

The dimensions with the highest percentages of answers were the following: Teamwork within the unit (80.0%),
Supervisor expectations and actions promoting patient safety (73.7%) and Organizational learning (65%), despite the
last two having been classified as with potential for improvement. The dimensions with the lowest percentages were as
follows: Frequency of events reported (29.9%), Management support for patient safety (30.9%) and Teamwork across
units (32.5%).
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Table 1: Percentage values of the negative, neutral and positive answers to all 12 Patient Safety Culture dimensions
in a Maternal Intensive Care Unit, from the perspective of the multiprofessional health team (n=40).
Maceid, AL, Brazil, 2021.

Negative Neutral Positive
Dimension (%) (%) (%)
Teamwork within the unit 10.6 9.4 80.0
Supervisor expectations and actions promoting safety 13.8 12.5 73.7
Organizational learning - Continuous improvement 14.1 20.9 65.0
Feedback and communication about errors 325 34.2 333
Communication openness 16.7 19.2 64.1
Staffing 29.4 11.3 59.3
Non-punitive response to error 40.0 25.0 35.0
Management support for patient safety 42.5 26.6 30.9
Teamwork across units 43.1 24.4 32.5
Handoffs and transitions 29.4 16.9 53.7
Overall perception of patient safety 38.1 16.9 45.0
Frequency of events reported 50.5 19.6 29.9

The patient safety score can be assigned according to a Likert-type scale, as per the data presented in Figure 2.

45
40
35
30
25
20
15
10

Excellent/Very good Fair Poor/Extremely poor

Figure 2: Patient safety culture score in a Maternal Intensive Care Unit, from the perspective of
the multiprofessional health team (n=38). Maceid, AL, Brazil, 2021.

It was verified that 42.1% and 39.5% of the participants assessed patient safety in their unit as excellent/very good
and as fair, respectively.

Regarding the number of adverse events reported in the last 12 months, most of the participants answered “no
notification” (77.5%), followed by 22.5% that reported notifying “from one to five” events.

DISCUSSION

The results found in this study revealed a weak PSC in most of the dimensions, as only the “Teamwork within the
unit” dimension obtained >75% of positive answers. Similarly, a national survey carried out with the health team of a
General Intensive Care Unit from southern Brazil identified weaknesses in most of the PSC dimensions®2. This denotes
the extent to which the PSC, despite being recognized as fundamental for care quality and currently constituting a
National Policy instituted through Ordinance No. 529 of April 1%, 2013, is not yet incorporated in the institutions that
provide health services!3.

It is worth noting that, even if most of the dimensions were considered weak, the team evaluates patient safety in the
unit as excellent/very good. This can be an indication that the team is unaware of the weaknesses in their work processes.

At the same time, it was noticed that that the team has ample experience and academic qualifications. It is noticed that
this does not guarantee appropriation of the PSC, although it can be considered as a strength for its development, linked to
actions that may be developed by the supervisors and the senior management, such as permanent education for the team.
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The “Teamwork within the unit” dimension was evaluated as strong in the MICU, revealing good cooperation
for working together, contributing to providing care with shared responsibility and corroborating a study carried
out at a teaching hospital in the city of Porto, Portugal, which presented teamwork as a strong dimension for
PSCP4,

Following the order of the best evaluated dimensions, “Supervisor expectations and actions promoting patient
safety” and “Organizational learning” obtained 73.7% and 65% of positive answers, respectively. The first one analyzes
whether supervisors and managers consider the professionals' suggestions to improve safety, recognizing and
encouraging their participation in the improvements; and the second evaluates whether there is learning from errors
that lead to positive changes and the effectiveness of the changes implemented?®, as it is known that the learning
process can make professionals act with more security and confidence, mainly when providing care to critically-ill and
unstable patients?®,

The “Communication openness” dimension obtained 64.1% of positive answers, being characterized as in the
midst of an improvement process. Effective communication among professionals is a topic that should be widely
discussed, mainly in a critical care environment, which is characterized as complex both due to severity of the patients
and to the use of light and hard technologies'’. An institutional organization with accessible communication for dialog
on safety offers freedom to the professionals to identify and prevent problems that could result in missed or delayed
care. It is believed that a management committed to promoting safety facilitates communication between the team
members?8, providing greater interaction and response to the contexts presented.

The “Staffing” dimension obtained 59.3% of positive answers, indicating that the institution has been seeking
strategies to improve the professional staff within the MICU, which becomes important for providing safe care to the
patients, consequently reducing the workload of the professional categories that may be overloaded and can interfere
in the PSC process®®.

The “Handoffs and transitions” dimension obtained 53.7% of positive answers. The diverse information about the
patients' history, as well as their clinical status, support the professional in the elaboration of a specific care plan for
each patient's needs, which enhances care quality?°. The patients admitted to an ICU are more prone to possible hospital
complications, which can be linked to their critical condition or to errors during care assistance. Some situations, such
as handoffs, can generate errors and even AEs, due to inattention when sharing diverse information necessary for
patient care; in addition to that, it is known that adequate transfer of the information related to the patients in intensive
care is essential in continuity of safe assistance??.,

Regarding the “General perception about patient safety” dimension, which involves the institutional work
processes in effective error prevention, it proved to be a weak area, corroborating a study carried out in a medium-
sized philanthropic hospital, where it was evidenced that this dimension was one of the weakest among the
12 dimensions evaluated by HOSPSC?2.

The “Non-punitive response to error” obtained 35% of positive answers, being characterized as weak in the MICU.
This weakness discourages error reporting and ends up not providing relevant information, which precludes analyzing
the causes of the adverse events and/or errors, preventing or delaying the implementation of strategies to avoid new
failures, thus compromising patient safety in the institution?3.

It is known that, in its nuance, the PSC topic imposes the need to change the model for managing errors and
adverse events in health services since, in addition to being ineffective for growth and development of the
organizations, the premise of punishment used in the institutions refers to places with a weak safety culture that
can make the care provided to the patients more prone to error?4, in addition to providing disservice to the users
of the system.

Another dimension that proved to be weak in the study locus was “Feedback and communication about errors”,
leading to the belief that the different professionals working in the unit receive limited feedback on the process for
handling the reported errors, which are not duly discussed, as well as about the changes implemented as strategies to
avoid them.

The “Teamwork across units” dimension was considered weak for the PSC, denoting that the MICU professionals
believe that the maternity units are not coordinated with each other to offer safe care, a result also evidenced in other
studies that found low percentages of positive answers in this dimension?>2,

The “Management support for patient safety” dimension was considered weak, as it obtained less than 50% of

positive answers, which shows that the managers and leaders of health organizations and obstetric services need to
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commit to creating favorable conditions for the development of safe practices, with transparency and accountability to
benefit the patient safety perception, appropriating the theoretical and conceptual framework of quality in health,
incorporating methods in their organizations to know and monitor the existing reality and subsequently implementing
measures to prevent incidents, as well as development of training sessions for the teams, thus creating an environment
aimed at improving care quality?>?.

The “Frequency of events reported” dimension only obtained 29.9% of positive answers, and it can be noticed
that most of the MICU professionals reported not having notified any AE. When considering the complexity of factors
surrounding delivery and its care, identification of AEs contributes to dimensioning the problems arising from the
assistance-related processes. It is necessary to encourage health professionals to report the AEs, taking into account
the importance of such attitude in the improvement of patient safety. In addition to that, it is considered strategic to
promote training sessions so that the team is clarified about the importance of reporting since, in this way, strategies
can be devised aimed at improvements and quality of the care provided, thus emphasizing that notifications do not
have a punitive character?®?,

Regarding the assessment of the patient safety level, the vast majority classified it as excellent/very good and as
fair, as the safety level evaluated has a positive answer, as well as to ensure improvements in the safety culture.

Study limitations

It is noted that the study limitation was the fact that it was conducted in a single research locus. Even so, it is
believed that the results of this study may contribute to the basis of and, consequently, to grounding of the decision-
making process by the managers and team professionals working in the MICU, who should seek strategies to improve
the PSC and provide safe care to pregnant women, parturients and newborns.

CONCLUSION

From the professionals' perspective, the PSC in the MICU was considered weak in most of its dimensions, with
emphasis on “Frequency of events reported”, “Management support for patient safety” and “Teamwork across units”,
pointing to the need to implement care quality improvement strategies. The results also indicate that teamwork within
the MICU is a strong area, which must be considered crucial in health care provision.

In addition to that, five dimensions were analyzed as neutral/in the midst of an improvement process, with
emphasis on “Supervisor expectations and actions promoting patient safety”.

The results indicate that reporting is carried out in an incipient way in the MICU, recommending that training
sessions be implemented, in order to improve this dimension, which will later allow for an analysis of the notifications
and for the implementation of strategies to improve safe care quality, thus strengthening the PSC.

It is worth noting that, although the maternity hospital has PSC identification, some contexts present weaknesses
that can have implications for care quality, as well as management of the care processes, and which directly interfere
in the care and monitoring of pregnant and puerperal women. It is hoped that, with the presentation of the results of
this study, useful actions may be directed, enabling appropriation of a strong safety culture in the unit, thus providing
safer care to the pregnant and puerperal women that need intensive care.

REFERENCES

1. Carmo JMA, Mendoza IYQ, Goveia VR, Souza KV, Manzo BR, Guimardes GL. Culture of patient safety in hospital units of gynecology
and obstetrics: a cross-sectional study. Rev Bras Enferm. [Internet]. 2020 [cited 2021 Jul 28]; 73(5):e20190576. DOI:
https://doi.org/10.1590/0034-7167-2019-0576.

2. Cauduro GMR, Magnago TSBS, Andolhe R, Lanes TC, Ongaro JD. Patient safety in the understanding of health care students. Rev
Galcha Enferm. [Internet]. 2017 [cited 2021 Jul 23]; 38(2):€64818. DOI: http://dx.doi.org/10.1590/1983- 1447.2017.02.64818.

3. O'Neill L, Miller LA. JD, Rohan Al. Threats to patient safety in the inpatient maternity setting. MCN Am J Matern Child Nurs [Internet].
2020 [cited 2021 Jul 28]: 45(2):74-81. DOI: https://doi.org/10.1097/nmc.0000000000000603.

4, World Health Organization (WHO), World Alliance for Patient Safety, Taxonomy: the conceptual framework for the international
classification for patient safety. Final Technical Report. Geneva: WHO; 2009 Jan [cited 2021 Jul 28]. Available from:
http://www.who.int/patientsafety/taxonomy/icps_full_report.pdf.

5. Nadabi WA, McIntosh B, McClelland T, Mohammed M. Patient safety culture in maternity units: a review. Int J Health Care Qual
Assur [Internet]. 2019 [cited 2021 Jul 28): 32(4):662-76. https://doi.org/10.1108/1JHCQA-01-2018-0005.

6. Pietro MMN, Fonseca REP, Zem-Mascarenhas SH. Assessment of patient safety culture in Brazilian hospitals through HSOPSC: a
scoping review. Rev Bras Enferm [Internet]. 2021 [Cited 2021 Jul 28]; 74(6):€20201315. DOI: https://doi.org/10.1590/0034-7167-
2020-1315.

Rev enferm UERJ, Rio de Janeiro, 2022; 30:e62230

DoCe "


http://dx.doi.org/10.12957/reuerj.2022.62230
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1590/0034-7167-2019-0576
https://doi.org/10.1097/nmc.0000000000000603
http://www.who.int/patientsafety/taxonomy/icps_full_report.pdf
https://doi.org/10.1108/IJHCQA-01-2018-0005
https://doi.org/10.1590/0034-7167-2020-1315
https://doi.org/10.1590/0034-7167-2020-1315

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

Santos JAM, Santos AAP, Bernardo THL, Gaedke MA, Santos WB, Oliveira JCS
Safety in maternal intensive care
Research Article
Artigo de Pesquisa DOI: http://dx.doi.org/10.12957/reuerj.2022.62230
Articulo de Investigacion

Araujo ST, Sanches METL, Nascimento WS. Analysis of epidemiological profile of hospitalizations in a maternal intensive care UNIT.
Rev. Enferm. Foco [Internet]. 2018 [cited 2021 Ago 12]: 9(2):73-8. DOI: https://doi.org/10.21675/2357-707X.2018.v9.n2.1094.
Medeiros TMC, Visgueira AF, Moraes HMPL, Araujo KRS, Ribeiro JF, Crizéstomo CD. Profile of patients admitted to the obstetric
intensive care unit of a public maternity. Rev enferm UFPE on line. [Internet]. 2016 [cited 2021 Jul 23]; 10(10):3876-82. DOI:
https://doi.org/10.5205/reuol.9667-87805-1-ED1010201620.

Franchi JVO, Pelloso SM, Ferrari RAP, Cardelli AACM. Access to care during labor and delivery and safety to maternal health. Rev.
Latino-Am. Enferm. [Internet]. 2020 [cited 2021 Jul 20]; 28:e3292. DOI: https://doi.org/10.1590%2F1518-8345.3470.3292.

Reis CT, Laguardia J, Vasconcelos AGG, Martins M. Reliability and validity of the Brazilian version of the Hospital Survey on Patient
Safety Culture (HSOPSC): a pilot study. Cad Saude Publica [Internet]. 2016 [cited 2021 Jul 23]; 32:e00115614.

DOI: https://doi.org/10.1590/0102-311X00115614.

Sorra J, Gray L, Streagle S, et al. AHRQ Hospital Survey on Patient Safety Culture: User’s Guide. AHRQ Publication n. 18-0036-EF.
Rockville, Maryland (USA): Agency for Healthcare Research and Quality [Internet]. 2018 [cited 2021 Jul 28]. Available from:
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-
patientsafety/patientsafetyculture/hospital/userguide/hospitalusersguide.pdf.

Minuzzi AP, Salum NC, Locks MOH. Assessment of patient safety culture in intensive care from the health team’s perspective. Texto
Contexto Enferm [Internet]. 2016 [cited 2021 Jul 28]; 25(2):e1610015. DOI: https://doi.org/10.1590/0104-07072016001610015.
Ministério da Saude (BR). Portaria N. 529, de 12 de abril de 2013: institui o Programa Nacional de Seguranca do Paciente (PNSP).
Brasilia (DF): Didrio Oficial da Unido; 2013 [cited 2021 Ago 12] . Available from:
https://bvsms.saude.gov.br/bvs/saudelegis/gm/2013/prt0529_01_04_2013.html.

Fassarella CS, Silva LD, Camerini FG, Barbieri-Figueiredo MC. Organizational indicator of safety culture in a university hospital. Rev
enferm UERJ [Internet]. 2019 [cited 2021 Ago 12]: 27:e34073. DOI: http://dx.doi.org/10.12957/reuerj.2019.34073.

Reis CT, Laguardia J, Martins M. Translation and cross-cultural adaptation of the Brazilian version of the Hospital Survey on Patient
Safety Culture: initial stage. Cad Saude Publica [Internet]. 2012 [cited 2021 Jul 23]; 28(11):2199-210. DOI:
http://dx.doi.org/10.1590/50102-311X2012001100019.

Pereira FS, Silveira MS, Hoffmann LM, Peres MA, Breigeiron MK, Wegner W. Perception of the multi-professional team regarding the
safety of pediatric patients in critical areas. Rev. Enferm. UFSM — REUFSM [Internet]. 2021 [cited 2021 Ago 12]: 11(e42):1-20. DOI:
https://doi.org/10.5902/2179769255250.

Oliveira JGAD, Almeida LF, Hirabae LFA, Andrade KBS, S8 CMS, Paula VG. Interruptions in intensive care nursing shift handovers:
patient safety implications. Rev enferm UERJ [Internet]. 2018 [cited Jul 23]: 26:e33877. DOI:
http://dx.doi.org/10.12957/reuerj.2018.33877.

Silva SC, Morais BX, Munhoz OL, Ongaro JD, Urbanetto JS, Magnago TSBS. Patient safety culture, missed nursing care and its reasons
in obstetrics. Rev. Latino-Am. Enfermagem. [Internet]. 2021 [cited 2021 Jul 2021]: 29:e3461. DOI: http://dx.doi.org/10.1590/1518-
8345.4855.3461.

Nicdcio MC, Pereira ALF, Oliveira Neto M, Almeida LF, Penna LHG. Women's safety culture in childbirth and related institutional
factors. Texto Contexto Enferm [Internet]. 2020 [cited 2021 Ago 12]; 29:€20190264. Available from: https://doi.org/10.1590/1980-
265X-TCE-2019-0264.

Telles VG, Fassarela CS, Silva RC, Almeida PC, Camerini FG. Nursing shift handover in surgical clinics: the interface between
communication and patient Safety. Rev enferm UERJ [Internet]. 2020 [cited 2021 Jul 23]; 28:e48402. DOI:
http://dx.doi.org/10.12957/reuerj.2020.48402.

Barbosa IEB, Fonseca AR, Andrade ENM, Maklouf DC, Ribeiro MCS, Rodrigues JPS, et al. Patient safety: main adverse events in the
Intensive Therapy Unit. Rev. Eletron. Acerv. Saude [Internet]. 2021 [cited 2021 Jul 23]: 13(2):1-9. DOI:
https://doi.org/9.25248/REAS.€6454.2021.

Serrano ACFF, Santos DF, Matos SS, Goveia VR, Mendoza IYQ, Lessa AC. Evaluating patient safety culture in a philathropic hospital.
REME — Rev Min Enferm. [Internet]. 2019 [cited 2021 Ago 12]; 23:e-1183. DOI: https://dx.doi.org/10.5935/1415-2762.20190031.
Félix RS, Filippin NT. Patient Safety Culture in a maternity. Rev. Enferm. UFSM —REUFSM [Internet]. 2020 [cited 2021 Ago 12]:
10(e73):1-18. DOI: https://dx.doi.org/10.5902/2179769240280.

Ferreira ECS, Melo NS. Patient safety culture diagnosis. Rev enferm UFPE on line [Internet]. 2019 [cited 2021 Ago 12]: 13:e242490.
DOI: https://dx.doi.org/10.5205/1981-8963.2019.242490.

Sanchis DZ, Haddad MCFL, Giratto E, Silva AMR. Patient safety culture: perception of nursing professionals in high complexity
institutions. Rev Bras Enferm. [Internet]. 2020 [cited 2021 Jul 23]: 73(5):e20190174. DOI: http://dx.doi.org/10.1590/0034-7167-
2019-0174.

Mello JF, Barbosa SFF. Patient safety culture in an intensive care unit: the perspective of the nursing team. Rev Eletronica Enferm.
[Internet]. 2017 [cited 2017 Ago 12]; 19:a07. DOI: http://dx.doi.org/10.5216/ree.v19.38760.

Reis GAX, Oliveira JLC, Ferreira AMD, Vituri DW, Marcon SS, Matsuda LM. Difficulties to implement patient safety strategies:
perspectives of nurses. Rev Galicha Enferm. [Internet]. 2019 [cited 2021 Jul 28]: 40(esp):e20180366. DOI:
https://doi.org/10.1590/1983-1447.2019.20180366.

Oliveira TC, Silva JMO, Nagliate PC, Verissimo RCSS, Sales MLH, Lucena TS. Adverse events and associated factors in high risk
maternities. Enferm. Foco [Internet]. 2020 [cited 2021 Ago 12]; 11(5):179-86. DOI: https://doi.org/10.21675/2357-
707X.2020.v11.n5.3200.

Pedroni VS, Gouveia HG, Vieira LB, Wegner W, Oliveira ACS, Santos MC, Carlotto FD. Patient safety culture in the maternal-child area
of a university hospital. Rev Gaticha Enferm. [Internet]. 2020 [cited 2021 Jul 23]; 41(esp):€20190171. DOI:
https://doi.org/10.1590/1983-1447.2020.20190171.

Rev enferm UERJ, Rio de Janeiro, 2022; 30:e62230

DoCe "


http://dx.doi.org/10.12957/reuerj.2022.62230
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.21675/2357-707X.2018.v9.n2.1094
https://doi.org/10.5205/reuol.9667-87805-1-ED1010201620
https://doi.org/10.1590%2F1518-8345.3470.3292
https://doi.org/10.1590/0102-311X00115614
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patientsafety/patientsafetyculture/hospital/userguide/hospitalusersguide.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patientsafety/patientsafetyculture/hospital/userguide/hospitalusersguide.pdf
https://bvsms.saude.gov.br/bvs/saudelegis/gm/2013/prt0529_01_04_2013.html
http://dx.doi.org/10.12957/reuerj.2019.34073
http://dx.doi.org/10.1590/S0102-311X2012001100019
https://doi.org/10.5902/2179769255250
http://dx.doi.org/10.12957/reuerj.2018.33877
http://dx.doi.org/10.1590/1518-8345.4855.3461
http://dx.doi.org/10.1590/1518-8345.4855.3461
https://doi.org/10.1590/1980-265X-TCE-2019-0264
https://doi.org/10.1590/1980-265X-TCE-2019-0264
http://dx.doi.org/10.12957/reuerj.2020.48402
https://doi.org/9.25248/REAS.e6454.2021
https://dx.doi.org/10.5935/1415-2762.20190031
https://dx.doi.org/10.5902/2179769240280
https://dx.doi.org/10.5205/1981-8963.2019.242490
http://dx.doi.org/10.1590/0034-7167-2019-0174
http://dx.doi.org/10.1590/0034-7167-2019-0174
http://dx.doi.org/10.5216/ree.v19.38760
https://doi.org/10.1590/1983-1447.2019.20180366
https://doi.org/10.21675/2357-707X.2020.v11.n5.3200
https://doi.org/10.21675/2357-707X.2020.v11.n5.3200
https://doi.org/10.1590/1983-1447.2020.20190171

