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ABSTRACT

Objective: To identify the patient safety culture in pediatric emergencies from the
perspective of the nursing team. Method: A quantitative, cross-sectional survey research
study with a sample composed of 75 professionals of the nursing team. Data was
collected between September and November 2014 in three Pediatric Emergency units by
applying the Hospital Survey on Patient Safety Culture instrument. Data were submitted
to descriptive analysis. Results: Strong areas for patient safety were not found, with areas
identified having potential being: Expectations and actions from supervisors/management
to promote patient safety and teamwork. Areas identified as critical were: Non-punitive
response to error and support from hospital management for patient safety. The study found
a gap between the safety culture and pediatric emergencies, but it found possibilities
of transformation that will contribute to the safety of pediatric patients. Conclusion:
Nursing professionals need to become protagonists in the process of replacing the current
paradigm for a culture focused on safety. The replication of this study in other institutions
is suggested in order to improve the current health care scenario.
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INTRODUCTION

Concerns involving the patient safety issue have broad-
ened from the publication of the report 7o Err is Human:
Building a Safer Health Care System, in 1999, when the study
alerted health professionals and society about errors involv-
ing health care and the damage that can reach patients, mak-
ing this issue a priority on the agendas of many countries®.

Current data show that the amount of deaths resulting
from adverse events in health is alarming. It is estimated that
approximately 400,000 patients die each year due to pre-
ventable adverse events, and between 2 and 4 million adverse
events generate serious consequences to patient health with-
out leading to death. When compared to adults, hospitalized
children are three times more likely to suffer injury®.

In this sense, the World Health Organization (WHO)
sought to develop global policies that would improve the
care offered in health services, reversing this drastic situa-
tion. In 2004, The World Alliance for Patient Safety program
was created, recommending attention to the issues sur-
rounding patient safety® to its member countries.

In the national context, the Ministry of Health estab-
lished the National Policy of Patient Safety on April 1,
2013, seeking to contribute to the qualification of health
care in all establishments, and demonstrating the State’s
concern regarding this theme®.

However, in order for patient safety to truly occur, safety
culture needs to be structured within the institutions, cor-
responding to establishing a proper process of communica-
tion, trust, organizational learning, collective commitment
relating to safety aspects, leadership, the importance of this
subject, and a non-punitive approach to error®.

Identifying and evaluating safety culture are performed
through applying questionnaires to workers and managers
on their actions and perceptions of patient safety, and how
it is prioritized and managed”. In this study, the Hospital
Survey on Patient Safety Culture (HSOPSC) instrument was
used to carry out the identification of patient safety culture.

This instrument was adapted and used in an American
Pediatric Hospital, suggesting that the assessment of the
safety culture allows us to identify opportunities for im-
provement in the institution’s safety culture, thus preventing
and avoiding errors. In the national context, its application
in Neonatal Intensive Care Units has indicated the need for
cultural change in this scenario. Investigations conducted
in Pediatric Emergency units using the HSOPSC instru-
ment®? have not yet been found.

Addressing the safety culture in Pediatric Emergency
units is necessary, since these sectors are prone to errors
which may be related to the physical and organizational
structure of these units, to the specifics related to the treat-
ment of these patients, or the lack of incentive of studies
related to this area®,

Involving nursing in this approach is crucial, consider-
ing this category is the largest workforce in health institu-
tions, and discussions involving them can generate changes
in the workplace, thereby modifying the health system and

improving patient safety™?.

Considering the necessity of understanding the patient
safety culture that constitutes Pediatric Emergency units in
order to improve the current scenario, this research aims to
identify the patient safety culture in pediatric emergency
units from the perspective of the nursing team through
implementing the Hospital Survey on Patient Safety Culture
instrument (HSOPSC).

METHOD

'This is a descriptive, quantitative cross-sectional survey
study, carried out in three Pediatric Emergency units of the
Greater Florianépolis area in Santa Catarina, Brazil.

'The population was composed of 91 nursing team pro-
fessionals of the three participating units. An intentional,
non-probabilistic sample followed the following inclusion
criteria: being a nurse, nursing technician or nursing as-
sistant and exercising these functions in a pediatric emer-
gency unit during the period of data collection; admitted
professionals and having been situated in the industry for
more than two months (due to the necessary adaptation
period, where the employee may not have complete knowl-
edge concerning the unit). Exclusion criteria were: nursing
professionals on vacation, sick leave, pregnancy/maternity
leave or sabbatical during the period of data collection;
nursing professionals who were not situated in said unit;
or instruments being less than half filled out. According
to these criteria, 77 participants were invited to participate
in the study. Two individuals refused to participate in the
study from this initial total, therefore the final sample was
comprised of 75 subjects.

According to data from the National Health Facilities
Census (Cadastro Nacional de Estabelecimento de Saiide —
CNES), the pediatric emergency units participating in the
study had the following classification: Pediatric Emergency
A (PEMG A), classified as a pediatric emergency room;
Pediatric Emergency B (PEMG B), with no information of
this service in the registry; Pediatric Emergency C (PEMG
C), classified as stabilization of critical condition patients,
pediatric, orthopedic injury and trauma, cardiovascular,
neurological and neurosurgical emergency room!?.

Regarding the Internal Center of Patient Safety (Vicleos
Internos de Seguran¢a do Paciente — NISP), they began to
be structured in Hospital A in 2014; the NISP has been
instituted since 2010 in Hospital B; and the NISP was
implemented in 2013 in Hospital C. All institutions have
implemented the system for reporting adverse events.

Data collection took place between September and
November 2014 through implementation of the HSOPSC
instrument validated for the Brazilian hospital setting. Its ap-
plication was implemented after authorization from the orig-
inal authors and followed the recommendations proposed by
the Agency for Healthcare Research and Quality (AHRQ)™4.

The instrument consists of 42 questions that make up
12 dimensions of patient safety culture. It has an item in
which the subjects attribute a score to patient safety of their
institution; one item in which the participant reports the
number of reported events; and eight items in which par-
ticipants are characterized™.
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'These items are grouped into three variables; one variable
for professional characteristics of the subject, comprised of
the following items: working experience in the profession,
in the hospital and in the unit, weekly working hours and
working title/position at the hospital; safety culture vari-
ables comprised by the dimensions: teamwork in the unit,
expectations and actions of the supervisors/management for
(promoting) patient safety, organizational learning/continu-
ous improvement, feedback and communication about er-
rors, open communication, number of staft, non-punitive
response to error, hospital management support for patient
safety; teamwork (between the units), internal transfers and
shift change; outcome variables composed by the dimen-
sions of general perception of patient safety and frequency
of reported events, and also the number of reported events
and patient safety score items™?.

For data collection, the project was initially presented
to nursing managers of the participating units in order to
investigate the possibility of its development and to obtain
authorization to conduct the study. Subsequently, the study
was individually presented to each participant according
to their availability in the unit. After individuals expressed
their acceptance to participate in the survey, they were pre-
sented with the Clear and Informed Consent Form and an
opaque envelope containing the data collection instrument.
The instrument was completed by individual participants,
then inserted back in the envelope and anonymously depos-
ited in a closed box available in the unit. The envelopes that
had been filled and placed in the box were collected by the
researcher at the end of each period.

'The responses were tabulated and descriptively analyzed
in Microsoft Excel 2014, emphasizing that not all items of

the 12 dimensions were answered on all instruments, with
a difference in the overall answers for each dimension. The
obtained responses were grouped into three categories: posi-
tive responses (I totally agree, I agree, Always and Often),
negative responses (I totally disagree, I disagree, Never and
Rarely) and neutral responses (I neither agree nor disagree).
In order to ensure more consistent responses, the instrument
consists of 18 reverse questions, in which when the partici-
pant disagrees with a negative statement, they are expressing
a positive opinion®?.

According to guidelines proposed by the AHRQ, the ar-
eas of strength are the dimensions in which 75% of subjects
responded positively to positive questions and negatively to
negative questions, and critical areas are those in which the
subjects attribute 50% or more of negative responses to posi-
tive questions or positive responses to negative questions™?.

Ethical issues followed the recommendations of the
National Health Council Resolution 466/2012, and the re-
search project was submitted and approved in the Plataforma

Brasil under Protocol No. 35231514.1.0000.5361%),

RESULTS

The study included 75 professionals of the nursing
team from three Pediatric Emergency Units in the Greater
Floriané6polis region. The results show that among the study
participants, 58 (77%) have secondary education. The data
also reveals that more than half of the participants have
more than 10 years of experience in the profession, and a
significant number of professionals have worked at the units
in question for a period less than or equal to 5 years, with a

workload ranging from 20 to 79 hours per week (Table 1).

Table 1 — Professional characteristics of Patient Safety Culture research subjects at Pediatric Emergency Units of Public Hospitals in

the Greater Floriano6polis area — Florianépolis, SC, Brazil, 2014.

Professional characteristics of the Subjects N %
Nurse 17 23

Work Title/Position Nursing Technician 40 53
Nursing Assistant 18 24
1to 5 years 14 19
6 to 10 years 18 24

Working time/experience in the profession 11 to 15 years 8 11
16 to 20 years 10 11

> 20 years 24 32

<1 year 5 6

1to5 years 38 51

Working time/experience in the Unit 0o 10 years 8 !
11 to 15 years 6 8

16 to 20 years 10 13

21 years or more 8 11

Less than 20 hours 1 1
Weekly working hours Between 20 and 39 hours 44 57
Between 40 and 59 hours 24 31

Between 60 and 79 hours 6 8
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By analyzing the 12 dimensions of patient safety cul-
ture, the professionals evaluated 1,426 (45%) responses as
positive, 1,092 (35%) as negative responses and 612 (19%)

responses as neutral. After the items corresponding to each

dimension of patient safety culture were grouped, the mean
percentage of positive, negative and neutral responses for
each of the 12 dimensions of patient safety culture was de-

termined (Figure 1).
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Figure 1 — Percentage of positive, neutral and negative responses of the twelve dimensions of patient safety culture according to
HSOPSC in Pediatric Emergency Units of Public Hospitals in the Greater Florianépolis region - Florianépolis, SC, Brazil, 2014.

Thus, according to the guidelines of the AHRQ, this
study did not identify any dimension being classified as
strong for patient safety, corresponding to a positive re-
sponse with a percentage above 75%1%.

Dimensions with the highest positive rating are presented
below. The first highlight of the study is for the dimension
Expectations and actions of supervisors/management for promot-
ing patient safety, which obtained 201 (67%) positive respons-
es. This dimension is linked to the concerns and attitudes that
supervisors/management develop to promote patient safety.

It is worth mentioning that this dimension is composed
of four items of the instrument, and the item which stood
out was ‘Whenever pressure increases, my supervisor/manager
wants us to work faster, even if that means skipping steps, with
63 (84%) positive responses. This indicates that these pro-
fessionals strongly disagreed with the statement, and indi-
cated it as an item of strength for patient safety.

'The second dimension that obtained the highest number
of responses with 185 (62%) positive responses was Teamwork,
which deals with support and respect among employees and
work carried out as a team. This dimension is composed of
three items, where the item ‘When there is too much work to be
done quickly, we work together as a team in order to complete it
properly,” stood out, with 68 (91%) positive responses™.

The third outstanding dimension composed of three
items was ‘Organizational learning/continuous improvement,’

with 130 (58%) positive responses. This dimension identi-
fies the existence of a learning culture in which the errors
are evaluated and reversed into positive changes that lead to
improvements. The highlight of this dimension was the item
We are actively doing things to improve patient safety, in which
45 (60%) participants rated it positively, demonstrating its
potential to become a strength area for patient safety?.
However, two of the dimensions received negative assess-
ment by 50% or more of the responses, and so therefore are
identified as critical areas for patient safety. The first dimen-
sion that received the highest proportion of negative respons-
es was ‘Non-punitive response to errors) obtaining 138 (61%)
negative responses. This dimension assesses how professionals
observe the errors that occurred, how they are communicated
and not used against them or kept in their professional file.
'This dimension is composed of three items, and the item
‘When an event is reported, it seems that the focus lies on the person
and not the problem’received the highest number of responses
agreeing and/or totally agreeing with 48 (64%) responses!.
'The second worse dimension evaluated was Support of
hospital management for patient safety, in which 123 (55%)
professionals responded negatively. This dimension shows
how the hospital provides a suitable working environment for
the promotion of patient safety, showing that patient safety
is a priority in their actions, and is composed of three items.
The item with the highest negative rating in this dimension
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was ‘The leadership of the hospital only seems interested in patient
safety when some adverse event happens,’ with 45 (60%) partici-
pants agreeing and/or totally agreeing with the statement?.

As previously mentioned, in addition to the evaluation
of the safety culture dimensions, the instrument also evalu-
ates two items that structure the result of the safety culture
variable; the first being awarding a grade on patient safety
in their work unit in the hospital according to individual
perception, and the second is the amount of adverse events
reported by the professional in the last 12 months.

The score on patient safety can be assigned accord-
ing to a Likert scale, as presented in Figure 2. In this way,
the data show that 28 (37%) and 26 (35%) participants
evaluated patient safety in their unit as regular and very
good, respectively.

n=28

40 =26 379

35%

35
30
25
20

Excellent

Very
good

Average/ Bad Very Not
Normal bad  Applicable

Figure 2 — Mean percentage of responses about score on Patient
safety in the Pediatric Emergency Units of Public Hospitals in the
Greater Florianépolis Region - Florianépolis, SC, Brazil, 2014.

Regarding the second item of the results variable dealing
with the number of reported adverse events, the data show
that most of the participants (72 — 96%) reported less than
five adverse events in the last 12 months. Of these, 34 (45%)
reported no event at this period of time (Figure 3).
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Figure 3 — Mean percentage of responses about the number of
adverse events reported in the last 12 months in the Pediatric
Emergency Units of Public Hospitals in the Greater Florianépolis
region — Florianépolis, SC, Brazil, 2014.

DISCUSSION

In this study, none of the areas were classified as be-
ing a strength for patient safety, showing that safety culture
is not fully established in these units. However, the areas

Expectations and actions of supervisors/management for pro-
moting patient safety and Teamwork were highlighted as the
dimensions with better positive evaluation indexes, there-
fore being areas which can become strengths in the context
of patient safety culture in these Pediatric Emergency units.

The absence of strength areas for patient safety may be
tied to the recent concern about the theme, reinforced by
the establishment time of Patient Safety Centers, which
are mainly structured on services after publication of the
National Program for Patient Safety (which took place re-
cently in 2013)®).

The dimensions indicated in this study as having po-
tential to become areas of strength for safety culture were
also evaluated as areas of strength for patient safety in an
American study conducted in 680 general hospitals, with
447,584 professionals using HSOPSC in which 82%
of responses were positive for Zeamwork and 78% for
Expectations and Actions of supervisors/management for (pro-
moting) patient safety. In China, a study conducted in seven
general hospitals with 463 nurses found an 87% positive
assessment for the dimension Teamwork 419,

Despite the cultural differences in these countries, the
high percentage of positive responses attributed to the
aforementioned dimensions allow them to be recognized
as pioneering areas of safety culture within institutions
in different contexts, reinforcing concerns by supervisors/
managers to strengthen patient safety by using appropriate
procedures and team contributions.

Considering that safety culture is not strengthened in
these pediatric scenarios, there is the need to work on the
areas that have the potential to become a strength for safety
culture in order to consolidate them as highlighted areas
within the safety culture of the institutions, thus contribut-
ing to the qualification of the work in these units.

In contrast, critical areas for patient safety were pre-
dominant, namely those that received 50% or more of
negative responses and which must be overcome in the
context of the institutions. In this study, the two dimen-
sions with the highest negative evaluation indexes were
Non-punitive response to errors and Support of hospital man-
agement for patient safety, with 61% and 55% of negative
responses, respectively.

In a Brazilian study conducted in four neonatal intensive
care units with 181 professionals and using the same research
instrument, both of these dimensions were also appointed
as being critical: Non-punitive response to errors (58%) and
Support of hospital management for patient safety (51%).In the
American report cited above, the dimension Non-punitive
response to error received 65% of negative responses, also
being the worst evaluated dimension®'¥.

These results allow us to state that professionals encoun-
ter difficulties in recognizing concern on the part of the
management about the issues surrounding patient safety
and they reaffirm the presence of the traditional culture of
blame and punishment, depicting the need to change the
current culture still present in these units.

In order to modify this context/reality, it is necessary to
develop mechanisms to facilitate the reporting of adverse

Rev Esc Enferm USP - 2016;50(5):756-762
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events, and to develop specific printed and online instru-
ments in which the professional defines whether or not they
want to be identified. Safety centers need to work on their
importance for the growth of the institution and systemati-
cally address them so that improvements in patient safety
can occur.

Despite areas of strength not being evident for patient
safety and rather the critical areas were more prominent,
most professionals appointed patient safety as Average
(37%) and Very Good (35%). In the aforementioned
Brazilian study developed in Neonatal Intensive Care Units,
most subjects assessed the patient safety as Average (45%),
Very Good (38%) and Excellent (3%).

At an international level, a Dutch study conducted in
26 emergency units with 730 professionals, the participants
evaluated patient safety as Average (66%), Very good (22%),
Excellent (1%), Poor (10%), and Very Poor (1%)47.

'These discrepancies found in patient safety evaluations
by health professionals in different institutions, assistance
contexts and countries may be associated to the level of
safety culture implementation. This can stimulate reflection
and criticality by professionals, thereby influencing patient
safety evaluation in the places where they work.

In countries where the safety culture is already bet-
ter structured and present, evaluations regarding patient
safety are more insightful. In this sense, the results of this
study demonstrate how much the safety culture of pediat-
ric emergencies needs to improve, seeking to reduce hier-
archy gradients, strengthen the communication processes
and the work between the teams, with sufficient quantity
of appropriate working and professional conditions; to
discuss training environment aspects related to pediatric
patients; to replace the punitive approach with the sys-
temic approach; strengthen notification systems so that
all professionals learn from the mistakes that occur in the
institution, and then to outline strategies so that they do
not happen again.

Regarding the reported adverse events, it was found that
despite the existence of Patient Safety Centers (NISP) and
notification/report systems in all institutions participating
in the study, 45% of professionals had not reported any no-
tification in the last 12 months, and 35% had reported up
to two adverse events, reinforcing that safety culture is not
fully present in these units.

RESUMO

'This reduced number of notifications may be associated
with underreporting; a fact that generates damage to the
entire system. In this sense, a study with Brazilian nurses on
underreporting identified 115 reasons for its occurrence or
the omission of communicating adverse events, where work
overload, forgetfulness, lack of awareness of adverse events,
fear and shame were the items which received greater em-
phasis for it occurring('®).

Patient safety culture stipulates that incidents are re-
ported, allowing for analysis and enabling the institutions to
take preventive and educational measures related to them.
However, in order for error notification to happen, it is nec-
essary that the method of punishment is changed as the
fear of repression makes it difficult for workers to report
these events®.

Modifying the current paradigm, implementing and
strengthening safety culture in pediatric emergency units,
as well as throughout the health system are necessary ac-
tions to enforce the reporting systems, increase adverse
event reporting, and promote changes in institutions aimed
at reducing errors and improving patient safety, thereby
qualifying all aspects of provided care.

CONCLUSION
'This study has highlighted the gap between safety cul-

ture and pediatric emergency services, but has elucidated
dimensions as transforming possibilities that contribute to
the safety of pediatric patients.

'The results point to the need to strengthen and stimu-
late recording of errors and adverse events in the units, thus
replacing the traditional and punitive culture for safety cul-
ture, providing a work environment that values and encour-
ages patient safety.

Environments for discussion and learning involving
managers and professionals involved in the care process
must be structured to ensure moments of reflection on
patient safety as well as the particulars involving pediatric
patients, especially in the emergency context.

It is suggested that this study be replicated in other
hospitals in order to sensitize professionals about the issue
and improve the understanding of the current situation of
safety culture by providing subsidies for the qualification
of health care.

Objetivo: Identificar a cultura de seguranga do paciente em emergéncias pedidtricas, na perspectiva da equipe de enfermagem.
Método: Pesquisa quantitativa, tipo survey transversal. Amostra composta por 75 profissionais da equipe de enfermagem. Dados
coletados entre setembro e novembro de 2014, em trés Emergéncias Pedidtricas, aplicando o instrumento Hospital Survey on Patient
Safety Culture. Dados submetidos a analise descritiva. Resulta(%os: Nio foram encontradas dreas de forga para a seguranga do paciente,
sendo identificadas dreas com potencial de assim se tornarem: Expectativas e agoes do supervisor/chefia para promogio da seguranga do
paciente e Trabalho em equipe. Como drea critica identificaram-se: Resposta nio punitiva ao erro e Apoio da gestio hospitalar para seguranca
do paciente. O estudo apontou distanciamento entre a cultura de seguranga e as emergéncias pedidtricas, porém vislumbrou possibilidades
de transformagio, que contribuirdo para seguranca do paciente pedidtrico. Conclusao: (fs profissionais de enfermagem precisam se
tornar protagonistas no processo de substitui¢do do atual paradigma para uma cultura focada na seguranca. Sugere-se replicacdo deste
estudo em outras institui¢des a fim de aprimorar o atual cendrio de assisténcia a saude.

DESCRITORES

Seguranca do Paciente; Cultura Organizacional; Equipe de Enfermagem; Enfermagem Pedidtrica.
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RESUMEN

Objetivo: Identificar la cultura de seguridad del paciente en urgencias pedidtricas, en la perspectiva del equipo de enfermeria. Método:
Investigacién cuantitativa, tipo survey transversal. Muestra compuesta de 75 profesionales del equipo de enfermeria. Datos recolectados
entre septiembre y noviembre de 2014, en tres Urgencias Pedidtricas, aplicando el instrumento Hospital Survey on Patient Safety Culture.
Datos sometidos al anilisis descriptivo. Resultados: No fueron encontradas dreas de fuerza para la seguridad del paciente, siendo
identificadas dreas con potencial de convertirse asi: Expectativas y acciones del supervisor/jefatura para promocion de la seguridad del paciente
y Trabajo en equipo. Como drea critica se identificaron: Respuesta no punitiva al error'y Apoyo de la gestion hospitalaria para seguridad del
paciente. El estudio senalé alejamiento entre la cultura de seguridad y las urgencias pedidtricas; sin embargo, vislumbré posibilidades de
transformacién que contribuirdn a la seguridad del paciente pedidtrico. Conclusién: Los profesionales de enfermeria necesitan hacerse
protagonistas en el proceso de reemplazo del actual paradigma hacia una cultura enfocada en la seguridad. Se sugiere la replicacion de
este estudio en otras instituciones a fin de perfeccionar el actual escenario de asistencia sanitaria.

DESCRIPTORES
Seguridad del Paciente; Cultura Organizacional; Gupo de Enfermeria; Enfermeria Pedidtrica.
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