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ABSTRACT
This is a study which has as an objective to characterize the safety culture of the hospital institutions in
the perception of the nursing professionals in intensive care. To this end, the tool of perception of the
safety culture proposed by singer et al (2003) was adapted to the Brazilian context.
The sample is formed of 173 nursing professionals, acting in seven different intensive care units in Rio
Grande do Sul State. After the tool validation, four constructs were proposed containing different
attitudes regarding the patient safety: promoting patient safety in organizational level, patient care
safety, error prevention as an organizational priority and risk and organization errors perception.
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The results show the necessity of better management from the health services concerning patient
safety.

RESUMO
Trata-se de um estudo que teve por objetivo caracterizar a cultura de segurança de instituições
hospitalares, na percepção dos profissionais de enfermagem intensivistas. Para tal, adaptou-se o
instrumento de percepção de cultura de segurança, proposto por Singer et al. (2003), para o contexto
brasileiro.
A amostra constituiu-se de 173 profissionais de enfermagem, atuantes em sete unidades de terapia
intensiva, localizadas no Rio Grande do Sul. A partir da validação do instrumento, foram propostos
quatro construtos, contendo diferentes atitudes, em relação à segurança do paciente: promoção da
segurança do paciente em nível organizacional; segurança no cuidado ao paciente; prevenção de erros
como prioridade organizacional; e percepção de riscos e erros que ocorrem na organização.
Os resultados apontam para a necessidade de melhor condução, por parte dos serviços de saúde,
das questões que envolvem a segurança do paciente.

RESUMEN
Se trata de un estudio que tuvo por objetivo caracterizar la cultura de seguridad de las instituciones
hospitalarias, en la percepción de los profesionales de enfermería intensivista. Para ello, se adaptó el
instrumento de percepción de cultura de seguridad, propuesto por Singer et al (2003), para el contexto
brasileño.
La muestra se constituyó de 173 profesionales de enfermería, trabajadores en siete unidades de
terapia intensiva localizadas en Río Grande del Sur. A partir de la validación del instrumento, fueron
propuestos cuatro construtos conteniendo diferentes actitudes en relación a la seguridad del paciente:
promoción de la seguridad del paciente a nivel organizacional, seguridad en el cuidado al paciente,
prevención de errores como prioridad organizacional y percepción de riesgos y errores que ocurren en
la organización.
Los resultados apuntan la necesidad de conducir mejor por parte de los servicios de salud las
cuestiones que involucran la seguridad del paciente.

INTRODUCTION
Technological advances related to prevention, diagnosis and diseases treatment,
developed by the health sector, has been significant in recent years. Health
professionals, since its formation process are concerned and undertake with the
assistance provided, aiming at a quality care. However, despite efforts to upgrade the
education of professionals and in providing assistance using all available technology,
the patient may be placed in situations of risk and damage. Since the 70s, medical
record reviews studies showed high rates of adverse events (AE) related to the care
provided during hospitalization (1).
However, in the current context of studies on human error, was from the work To err is
human: building a safer health care system, published in 2000 by the Institute of
Medicine (IOM) that issues related to patient safety are highlighted. This study
describes that during the health care, mistakes happen and are frequent, promoting
thousands of deaths and irreversible consequences, being identified in that country, as
the eighth cause of death, surpassing those caused by car accidents, breast cancer
and immunodeficiency syndrome acquired (AIDS), despite the large investments made
in this area. It is estimated by the data in this publication that every day 100
hospitalized Americans die for damages related to errors and not the disease (2). Still,
WHO data show that thousands of patients worldwide suffer some kind of error related
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to health care, and some of these errors can result in injuries and deaths of patients,
estimated that out of 10 patients, one is the victim of errors during assistance (3).
Recently in Brazil, the 2013 decree # 529 of the Ministry of Health established the
National Patient Safety Program (NPSP)4 which has the overall objective to contribute
to the qualification of health care in all health services in the country. This decree
provides a conceptualization and strategies that need to be implemented around the
Safety Culture establishment which constitutes a key element for the success of the
actions surrounding the Patient Safety(4).
From a conceptual perspective, the NPSP establishes that Safety Culture sets up from
five characteristics operationalized by the organization's security management, they
are: a- culture in which all employees, both healthcare and managers, take
responsibility for their own safety, the safety of their colleagues, patients and families;
b- culture that prioritizes safety above financial and operational goals; c- culture that
encourages and rewards the identification, reporting and resolution of security issues;
d- culture that, from the occurrence of incidents, promotes organizational learning; eculture that provides resources, structure and responsibility for effective safety
maintenance. The strategies established by PMSP range from the production of
manuals, training of health teams, evaluation of indicator targets services to the
promotion of safety culture, focusing on learning and organizational improvement,
engagement professional and patients in preventing incidents with emphasis on safety
systems, avoiding the individual responsibility processes(4).
Given this context, the aim of this study was to characterize the safety culture of the
hospitals in the perception of intensive care nurses. The choice of the intensive care
environment is because of the peculiarity of these units that, due to the patient’s
severity, requires quick action, effective and risk-free.
For this to occur is required, the performance of prepared teams for this purpose, set
in an organizational context that prioritizes patient safety.
METHODS
This study is a quantitative and exploratory research with descriptive design, carried
out with 173 nursing professionals working in Intensive Care Units (ICUs) of seven
hospitals in three cities of Southern Brazil. To compose the study population, were
adopted as inclusion criteria: be professional nurses registered with the Regional
Council of State Nursing of Rio Grande do Sul (COREn / RS), have employed by one
of the institutions where the study was conducted, agree to participate and perform
direct patient care activities.
The terms contained in the National Health Council Resolution 196/96 were respected
- CONEP / MS on Research Involving Human Subjects, and the research project was
submitted to the Ethics Committee in Research in the Area of Health of the Federal
University of Rio Grande - CEPAS / FURG, having obtained a favorable opinion for its
implementation (Opinion 152/2011).
Preparation and Instrument Validation
The research instrument proposed for data collection features 13 of the sample
characterization questions and 30 closed - operationalized on a Likert scale,
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containing 5 reset intervals, ranging from strongly disagree to agree, adapted from the
study(5), representing situations involving different aspects related to safety culture in
hospitals where their agreement, point to an increased perception of safety culture.
From the original questions, 11 were reversed, that is, situations that, if were listed in
their agreement, would point to a lower perception by the informant about the safety
culture in this institution. This required recoding of these issues for interpretation,
reversing the obtained scores when grouping to the other questions.
The questionnaire was submitted to a validation process, which took place in four
stages(6-7):
a) Back translation: where the original questions were translated from English into
Portuguese by two professional Bachelor of Arts with specialization in English
language and retranslated from Portuguese to English by two other professionals with
the same training, and comparing subsequently between the two versions to assess
the possible differences(6);
b) Face validity: it was verified that the questions translated present form and
vocabulary for the purpose of measurement, performing the application and
questionnaire discussion with three researchers in the field (in this step were
suggested some adjustments expressions and words in order to make it
understandable to the local reality what was being questioned);
c) Content Validity: it was checked through a pre-test with 31 nurses graduate
students from a Specialization Course in Intensive Care Nursing at a private college of
Rio Grande do Sul, if the questionnaire items represented the content that was
intended to be analyzed;
d) Dimension validity: where we attempted after the questionnaire, to define the
dimensions characteristics interested for the research, testing the internal consistency
of each item (ie, the scale reliability) and convergent and divergent validity of the
instrument. It should be noted that this step of the validation process involved two
statistical tests: a factor analysis and Cronbach's alpha.
Factor analysis is a method which seeks to identify related items on a scale. The
procedure is used to identify and group the different measures of some underlying
attribute and to distinguish them from different measures attribute (7). This analysis
grouped questions concerning the perception of nursing professionals about the
existing safety culture in hospitals where they work in four dimensions (constructs) and
suggested the elimination of 13 of the 30 questions of the questionnaire for these
presented low correlations in their blocks or did not adhere to conceptually formed
dimensions.
The four proposed dimensions explain 54.8% of the variance of the original issues,
which is a moderate degree of synthesizing the data. Table 1 shows the factor scores
for each dimension, according to its formation on factors, which correspond to the four
dimensions discussed in the results.
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Table 1 - Exploratory factor analysis (Varimax rotation) - Rio Grande-2012
Blocks F1
Indicators
F2
F3
Patient
safety
promotion
at
the
organizational level
q-15 Compared with other institutions in the
area, this is more concerned with the quality ,696
,737
-,069 ,142
of care provided to the patient.
q-16 My department does a good risk
,640
,697
,166
,138
management work to ensure patient safety.
q-14 Professionals receive continuing
education in service, necessary for safe ,699
,649
,059
,018
patient care.
q-10 The leadership of the hospital takes
into account patient safety when institutional ,731
,638
,126
,177
changes are discussed.
q-9 The leadership of the hospital
establishes an environment that promotes ,734
,603
,318
,064
patient safety.
q-8 Decisions about patient safety are taken
at the most appropriate level and by the ,660
,568
,303
,043
most qualified people.
Safety in patient care
q-17 I saw a colleague doing something that
I thought unsafe during the care of a patient
,792
,135
,801
compared to the standards and established
,069
routines. (R)
q-18 Last year saw a co-worker doing
something that seemed unsafe for the ,870
,131
,770
,264
patient in order to save time. (R)
q-22 Last year, I did something that was not
,640
,324
,556
,300
safe for the patient. (R)
q-21 I have enough time to complete the
,663
,084
,541
,313
tasks required to attend the patient safely
Error prevention as an organizational
priority
q-26 I will suffer negative consequences if I
,697
-,045 ,044
,703
report a patient safety problem. (R)
q-20 It is common for me to ask me to find a
,741
,053
,244
,683
way and finish the work soon. (R)
q-27 Asking for help is a sign of
,644
,107
,153
,635
incompetence. (R)
q-19 Compared with other institutions in the
area, the institution where I work is more ,643
,349
-,032 ,569
concerned with increasing profits. (R)
Perception of risks and errors that occur
in the organization
q-5 The leadership of the hospital has a
clear vision of the risks associated with ,815
,170
,214
,073
patient care
q-6 The leadership of the hospital has a
clear vision of the types of errors that ,630
,137
,375
,051
actually occur in the institution
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-,189
,340

,233

,235

,151

,126

,143
-,223
,226

,107
,086
-,125
,061

,757

,682
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q-2 I am praised / recognized / valued
quickly when I identify a serious error or ,810
failure in patient care
Intitial Eigenvalue
% variance explained (54,8%)
Cronbach’s alpha (instrument 0,83)
KMO the sampling adequacy (KMO=0,794)
Bartlet’s test :chi-square=820,050

,272

-,228

,255

,595

4,72
27,79
0,79

1,80
10,58
0,74

1,53
9,04
0,61

1,25
7,39
0,62

Legend: (R) Reverse Question

The reliability of the dimensions was tested by Cronbach's alpha calculation (8).
Values for this test range from 0 to 1 and the higher the reliability coefficient, the more
accurate (internally consistent) are the measure(7). The instrument presented
Cronbach's alpha value 0.83, while the size of the coefficients were between 0.61 and
0.79. It is noted that for exploratory studies, the suggested values are between 0.60
and 0.80, which indicates the reliability of the instrument(9).
Based on the above considerations, the four dimensions proposed were conceptually
defined as: patient safety promotion at the organizational level, regarding the
expectations and actions of managers to promote patient safety (5); safety in patient
care, which refers to the non-occurrence of forgetfulness, carelessness, mistakes,
lapses and violations of procedures committed in patient care(10-11); preventing errors
as organizational priority, regarding the recovery of the patient safety as the first
priority, even at the expense of production or efficiency(5); and perception of risks and
errors that occur in the organization, which refers to the presence of a systemic view of
prevention and analysis of errors in health care(12).
For data analysis, we used the Statistical Package for Social Sciences software SPSS,
version 13.0. In addition to the validation tests, were carried out a descriptive analysis,
mean and standard deviation and using the t-test and analysis of variance, in order to
identify possible differences in perception between subgroups.
RESULTS
The study sample was composed of 173 (80%) respondents from a universe of 216
(100%) nursing professionals working in the seven studied ICUs. Other professionals
did not participate in study, because they were on holiday, on sick or maternity leave
or did not accept to participate. Among the professionals who participated in the study,
17.9% were nurses, 64.8% nursing technicians and 17.3% of nursing assistants. In
terms of gender, there was a predominance of females (85.5%). The age ranged
between 21 and 60 years, and the highest prevalence were between 31 and 40 years,
with 41%. The graduate time varied between 2 months and 39 years, with 56.6% of
respondents had been working between 2 and 10 years after graduation and 77.5%
came from private educational institutions. Regarding the time of work in intensive
care, this was between 1 month to 29 years, with the majority of professionals (56%)
worked between 2 and 10 years in this area. Regarding the type of institution, 49.1%
of them work in teaching hospital, while 50.1% work in charity hospital.
The descriptive analysis of the data allowed to identify the perception of nursing
professionals about the safety culture of attitudes present in their institutions. Each of
the four dimensions identified in the research was operationalized through a numeric
value that represents the arithmetic mean of the issues that composed individually Enfermería Global
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previously grouped in the factor analysis - reversing the reverse-scored questions. The
mean of the dimensions and the respective indicators are in Table 2.
Table 2 - Perception of nursing professionals about the safety culture attitudes - Rio
Grande-2012
Standard
Dimensions
Mean
deviation
Safety in patient care
3,72
1,11
q-22. Last year, I did something that was not safe for
1,52
1,15
the patient. (R)
q-21 I have enough time to complete the tasks required
4,01
1,46
to care the patient safely
q-18 Last year I saw a co-worker doing something that
2,54
1,60
seemed unsafe for the patient in order to save time. (R)
q-17. I saw a colleague doing something that I thought
unsafe for the patient care compared to the standards 2,69
1,56
and established routines. (R)
Error prevention as an organizational priority
3,62
0,91
q-27. Asking for help is a sign of incompetence. (R)
1,13
0,69
q-20. It is common to ask me to give a way and finish
1,83
1,36
the work soon. (R)
q-26. I will suffer negative consequences if I report a
2,84
1,56
patient safety problem. (R)
q-19. Compared to other institutions in the area, the
institution where I work is more concerned with 3,14
1,59
increasing profits. (R)
Patient safety promotion at the organizational level
3,28
0,99
q-16 . My department does a good risk management
3,66
1,30
work to guarantee patient safety.
q-8. Decisions about patient safety are taken at the
3,58
1,32
most appropriate level and by the most qualified people
pc9. The leadership of the hospital establishes an
3,43
1,31
environment that promotes patient safety.
q-10 . The leadership of the hospital takes into account
3,31
1,32
patient safety when institutional changes are discussed
q-15. Compared with other institutions in the area, this
is more concerned with the quality of care provided to 3,21
1,44
the patient.
q-14. Professionals receive continuing education in
2,53
1,56
service, necessary for safe patient care.
Perception of risks and errors that occur in the
2,62
1,10
organization
q-5. The leadership of the hospital has a clear vision of
2,83
1,50
the risks associated with patient care
q-6. The leadership of the hospital has a clear vision of
2,83
1,50
the types of errors that actually occur in the institution
q-2. I am praised / recognized / valued when I quickly
2,23
1,46
identify a serious error or failure in patient care
Legend: (R) Reverse Question

Mean perceptions of nursing professionals investigated about the attitudes around the
safety culture in the institutions they work, ranged from 3.72 to 2.62, being the safety
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in patient care dimension, the one with the highest average (3.72), with emphasis on
the issues "in the last year, I did something that was not safe for the patient" (1.52),
"last year I saw a co-worker doing something that seemed unsafe for the patient, in
order to save time "(2.54) and" I saw a colleague doing something that I thought
unsafe for the care of a patient compared to the established rules and routines "(2.69),
in which most professionals did not agree with what was being asked.
From the perception of the informants of this study, is possible to find lower means on
the statements "I am praised / recognized / valued when quickly identify an error or
serious error in patient care" which presented one of the lowest means (2.23). That is,
most of the respondents disagreed or partially doubted that this was an attitude that
occurs at the institution they work. Regarding the possibility of punishment, expressed
in question 26, "I will suffer negative consequences if I report a security problem of the
patient" (2.84), most professionals partially disagreed or doubted, can be inferred that
this attitude may be a practice that occurs the analyzed institutions, as the perception
of the professionals interviewed.
Still, the perception of the investigated professionals, constructs promotion of safety
culture at the organizational level and perception of risks and errors that occur in the
organization, both addressing the involvement and role of management bodies in
safety culture were those who received the smallest means the descriptive analysis
(3.28 and 2.62, respectively). Highlights in this direction, the questions: "professionals
receive continuing education in service, necessary for safe patient care" (2.53), "the
leadership of the hospital have a clear view of the risks associated with patient care"
(2.83) and "the leadership of the hospital has a clear vision of the types of errors that
actually occur in the institution" (2.23).
DISCUSSION
The high means in dimensions related to patient care, by the individual or his coworkers, may suggest a difficulty of the professional in its self-assess and evaluate the
attitudes of their peers that are not safe for the patient and can be related to the nonacceptance of human error, because of fear punishment and penalties(13). In this
sense, to understand how mistakes happen and how can compromise patient safety, it
is necessary to view them from two approaches: one centered on the person and
another on the system, called systems approach. The first understands the unsafe
acts as arising mainly from aberrant mental processes such that: forgetfulness,
inattention, poor motivation, carelessness, negligence and recklessness. Thus, error
prevention measures will drive up especially to reduce the undesirable variability of
human behavior and includes disciplinary actions, censure and humiliation as a
treatment. Followers of this approach tend to treat mistakes as moral issues, assuming
that bad things happen to bad people(11).
In contrast to person-centered approach, the one that focuses on the system, has as
basic premise that human beings are fallible and errors are expected, even in the best
organizations. Mistakes are viewed as the consequence and not as the cause, having
its origins not in the perversity of human nature, but on systemic factors. It is believed
that although it is not possible to change the human condition, you can modify the
conditions under which humans work(11).
Given the above, it is considered that the error verification and its prompt reporting are
fundamental to the implementation of interventions in order to restore as soon as
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possible the conditions of the patient, minimizing or eliminating the losses caused14.
Specifically in the ICU, according to the severity and instability presented by critical
patients, the communication of a mistake can be crucial for the most satisfactory
clinical outcome. Rules, regulations, sanctions and rewards can influence the definition
/ creation of a safety culture. Be rewarding for reporting a patient security problem
increases the possibilities the professionals to do it sometimes, whereas being
punished, reduces this possibility(15). In this perspective, a Brazilian study that aimed to
characterize an ICU adverse event registration system, verifying its frequency and the
existence of punishments, according to the perceptions of 70 nurses, showed that the
majority (71.4%) perceived the existence of underreporting adverse events, and when
asked about the presence of punishments at their place of work, the majority (74.3%)
reported that it is "sometimes" and "always", with a predominance of verbal warning
(49%) and writing (33%). However, 74.3% of nurses surveyed reported feeling safe,
very safe and completely safe, against 21.4% who expressed little or no security for
reporting adverse events. The results of this research allowed the authors to conclude
that the punitive culture is present also in the ICU, contrary to the worldwide
movement, focused on the need for adverse event reporting as a strategy to prevent
its occurrence(16) in order to learn from mistakes and improve the management of
safety culture in organizations.
In this conception, the data of this study suggest a more critical understanding of
workers on management and organizational issues, given that the dimensions related
to these issues received the lowest means in the descriptive analysis. Thus, it appears
that the perception of respondents, organizations lack a clear understanding of the
risks and errors to which patients are subjected, as well as investments in lifelong
learning, necessary for the training of professionals are not effective.
Thus, it is necessary for the safety culture development that all participants of a
system (in this case the hospital) understand the factors that determine patient safety
as a whole. The organization shall maintain a state of vigilance for potential problems
by acting in a timely manner to resolve them before an accident that could be avoided,
takes place (10,17), preventing possible injury to patients.
The lack of ongoing support of the administration of health services has been identified
in studies as a threat to patient safety (18-19). In this context, other actions need to be
implemented to guarantee an approach with an adequate safety culture, and to list the
promotion of internal reporting and discussion of the errors that can occur in the
institution; the patient safety approach as a team and not as an individual problem;
consistent allocation of human resources, paying attention to the working patterns can
be submitted; the promotion of shared responsibility and coordination between units
and services; and the proof of proactive attitudes on the part of management, with
respect to patient safety (18-19).
Still, it is pertinent to consider that the continuing education of professionals, especially
those involved in care is important, in view that the human factor is one of the most
relevant for the appearance of iatrogenic occurrences / adverse events during the
care, the professional knowledge may be incurred in significant barriers, able to
interrupt a trajectory of opportunities triggering a serious failure in care.
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FINAL CONSIDERATIONS
The results obtained in this study indicate that attitudes about safety culture, as
perceived by respondents, can be viewed from the perspective of four dimensions:
patient safety promotion at the organizational level; safety in patient care; error
prevention as an organizational priority; and perception of risks and errors that occur in
the organization.
In the perception of the studied professionals, the dimensions that discuss managerial
and organizational issues had lower means scores than those who listed individual
attitudes and peers, suggesting perhaps a difficulty to admit the possibility of error, for
fear to further sanctions and punishments, which could compromise the strategies
involving the implementation and consolidation of a safety culture. It also highlights the
need for greater articulation of the organization involving issues about the recognition
of risks and errors that occur in the institution, as well as the implementation of
continuing education programs that promote the professionals updating and training.
Urges the need that issues involving patient safety be further elaborated by health
services. Safety culture cannot be an external element to the individual, only a
standard or routine that needs to adapt, but something that builds in everyday life,
along with administrative provisions, at different levels of the organization. It
represents the transition from a culture of silence, of punishment, which focuses on the
individual and their failures to a culture of change that seeks to make the system safer.
The study presents as a limitation the fact that it was carried out exclusively with
nursing professionals who work in the ICU and has not been extended to other
categories active in different sectors of the hospital, which could create comparisons
about the safety culture of perception among managers and professionals involved in
patient care. Moreover, our findings deserve attention about its generalizability,
especially because the study was developed in a regional context, limited to only
seven ICUs located in three municipalities in Southern Brazil.
For nursing and other areas that have an interest in the safety patient topic, this study
has important contributions regarding the validation of an instrument for the Brazilian
context that can assess the current safety culture in healthcare institutions.
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