
750R. pesq.: cuid. fundam. online 2021 Jan/Dec 13: 750-756

RESEARCH

DOI: 10.9789/2175-5361.rpcfo.v13. 8669 | Barella D, Gasperi P. | PATIENT SECURITY IN ADULT...

DOI: 10.9789/2175-5361.rpcfo.v13.9009

PATIENT SECURITY IN ADULT INTENSIVE THERAPY 
UNITS: PERCEPTION OF NURSES

Segurança do paciente em unidades de terapia intensiva adulto: percepção dos 
enfermeiros

Seguridad del paciente en unidades de terapia intensiva adulto: percepción de 
los enfermeros

Daniela Barella1*; Patrícia De Gasperi2       

How to quote this article:
Barella D, Gasperi P. PATIENT SECURITY IN ADULT INTENSIVE THERAPY UNITS: PERCEPTION OF 
NURSES. Rev Fun Care Online.2021. Jan./Dec.; 13:750-756. DOI: http://dx.doi.org/10.9789/2175-5361.rpcfo.
v13.9009

ABSTRACT
Objective: Analyzing the understanding of nurses of Adult Intensive Care Units on patient safety. Methods: 
a qualitative, exploratory, descriptive and cross study. Data collection was  performed in March 2018 with 12 
nurses from intensive care units of a public-private hospital in the interior of Rio Grande do Sul. Results: nurses 
understand that patient safety is not causing harm to patients, using tools to put into practice the same. The 
increase in the number of employees was one of the strategies listed to improve patient safety, medication errors 
are the most frequent and half of the sample is favorable to punishment in the face of an error. Conclusion: The 
nurses’ understanding of the subject is adequate to the literature, however, it is necessary to develop a safety 
culture for a better understanding of the error and to promote patient safety.

Descriptors:  Patient safety, Critical care, Comprehension, Nursing, Nurse practioners.
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RESUMO
Objetivo: Analisar o entendimento dos enfermeiros de Unidades de 
Terapia Intensiva Adulto sobre segurança do paciente. Métodos: estudo de 
abordagem qualitativa, caráter exploratório, descritivo e de corte transversal. 
Realizado em março de 2018, com 12 enfermeiros de unidades de terapia 
intensiva de um hospital público-privado do interior do Rio Grande do Sul. 
Resultados: os enfermeiros entendem que segurança do paciente é não 
causar danos aos pacientes, utilizam ferramentas para colocar em prática 
a mesma. O aumento do número de funcionários foi uma das estratégias 
elencadas para melhorar a segurança do paciente, os erros de medicação 
são os mais frequentes e metade da amostra é favorável à punição diante de 
um erro. Conclusão: o entendimento dos enfermeiros sobre o assunto está 
adequado perante a literatura, porém há a necessidade do desenvolvimento 
de uma cultura de segurança para um melhor entendimento do erro e para 
a promoção da segurança do paciente. 

Descritores: Segurança do paciente, Cuidados críticos, Compreensão, 
Enfermagem, Profissionais de enfermagem.

RESUMEN
Objetivo: Analizar el entendimiento de los enfermeros de Unidades de 
Terapia Intensiva Adulto sobre seguridad del paciente. Métodos: estudio de 
abordaje cualitativo, carácter exploratorio, descriptivo y de corte transversal. 
Se realizó en marzo de 2018, con 12 enfermeros de unidades de terapia 
intensiva de un hospital público-privado del interior de Rio Grande do 
Sul. Resultados: los enfermeros entienden que la seguridad del paciente 
es no causar daños a los pacientes, utilizan herramientas para poner en 
práctica la misma. El aumento del número de empleados fue una de las 
estrategias enumeradas para mejorar la seguridad del paciente, los errores 
de medicación son los más frecuentes y la mitad de la muestra es favorable 
al castigo ante un error. Conclusión: el entendimiento de los enfermeros 
sobre el tema es adecuado ante la literatura, pero hay la necesidad del 
desarrollo de una cultura de seguridad para un mejor entendimiento del 
error y para la promoción de la seguridad del paciente.

Descriptores: Seguridad del paciente, Cuidados críticos, Comprensión, 
Enfermería, Enfermeras pacticantes.

INTRODUCTION
In 1999, the Institute of Medicine (IOM) published To 

Err is Human, which estimated that between 44,000 and 
98,000 Americans died each year due to errors in health 
care, warning of the issue of safety.1

It is considered necessary to take actions to minimize 
these failures, contributing to adequate health care. One 
way to avoid errors is to develop a culture of patient 
safety, which requires that all workers take responsibility 
for their own safety and also for the safety of the patient, 
encouraging the identification, notification and resolution 
of  these problems promote organizational learning.2

At the national level, the Ministry of Health instituted 
the National Patient Safety Program in 2013, with the 
objective of contributing to the qualification of health care, 
combining the implementation of the six patient safety 
goals.2

It is known that the hospital is a place where failures 
occur, including in intensive care units (ICUs), which 

is a critical area, with critically ill inpatients who require 
special attention and need intensive treatment to recover 
their health. 3

Studies point out high numbers of errors related to 
nursing care in the ICU.4-5 Good management of these 
errors by the nursing team and knowledge about patient 
safety is necessary in order not to cause harm to the patient.

Thus, nursing must provide safe care, identifying 
possible failures, providing a continuous search for 
solutions aimed at effective and safe care. The nurse being 
the leader of the nursing team must have knowledge and 
skills to disseminate and promote adequate and safe care.

Knowing the importance of the thematic referent, the 
objective is: to analyze the understanding of nurses in 
the Adult ICU on patient safety. Knowing what the nurse 
understands for patient safety provides a more conducive 
means for the dissemination of patient safety.

METHODS
Qualitative, exploratory, descriptive and cross-sectional 

study. Data collection was carried out in adult ICUs in a 
public-private hospital in the interior of Rio Grande do 
Sul during March 2018. The study sample consisted of 12 
nurses working in these units.

The inclusion criteria used were: being a nurse for 
at least six months in the adult ICU and accepting to 
participate in the research. Exclusion criteria were: retired 
nurses, medical certificates, leave and / or vacation. Data 
collection was based on a semi-structured interview, 
which was carried out during the work period, with prior 
appointment, in a private room.

The nurses’ statements were recorded with the aid of 
a smarthphone and the participants signed the free and 
informed consent form. The interview followed a script of 
questions: What do you understand by patient safety? How 
do you put patient safety into practice? What strategies 
could improve patient safety in your unit? What mistakes 
most happen in your unit? What is your opinion about 
punitive culture in the face of an error? The interviews 
were transcribed in full and randomly identified in order 
to maintain the anonymity of each participant. Nurses were 
identified as E1 through E12.

Data analysis was performed through Bardin’s content 
analysis, composed of three distinct phases: pre-analysis, 
material exploration and treatment of the results obtained 
and interpretation.6 For the sake of clarity of the data, the 
number of nurses from the interviews.

This study complied with the determinations of the 
Resolution of the National Health Council No. 466 of 
2012 with regard to research with human beings, having 
been approved by the Research Ethics Committee of the 
University of Caxias do Sul, under No. 2,433,350.
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RESULTS AND DISCUSSION
After finalizing the exploration of the content of the 

interviews, conducted with the 12 nurses, five categories 
were identified concerning the objective: understanding 
patient safety, patient safety developed in practice, 
strategies for improving patient safety, most frequent errors 
and punitive culture in the face of an error.

Understanding patient safety
From the analysis of this category, the following 

subcategories emerged: patient safety as care technologies 
and patient safety as technical care. For the purposes of 
understanding, care technologies are conceptualized as 
light, light, hard and hard technologies, in which light 
technology encompasses the process of communication and 
relationships; hard light technology includes knowledge 
and structured knowledge in health disciplines; and hard 
technology is represented by material, such as equipment 
and other material resources.(9)

Of the 12 nurses interviewed, seven (58.3%) 
conceptualize patient safety as care technologies. This can 
be seen in the statements:

[Patient safety] is when you interact with him and 
transmit safety. (E1)
Patient safety can be used as a tool to minimize risks and 
prevent damage. (E2)

Five (41.7%) nurses state that patient safety can be 
understood as technical care. These statements can be 
observed below:

There are all the methods, techniques [...] to guarantee 
the patient’s safety in relation to the care, medication, 
procedures, patient identification. (E7)
It goes from the medication part [...] you have to know 
what you are doing, perform the correct technique, you 
cannot do anything that can cause damage. (E8)
 

Patient safety developed in practice
From this category, three subcategories were revealed: 

auxiliary tools and actions to prevent errors for patients, 
patient identification for their safety and training for 
employees. Of the total number of nurses interviewed, 10 
(83.3%) use tools and actions when implementing patient 
safety.

We have scales [...] our headboard is already painted with 
care risks [...] these instruments help in patient safety. 
(E8)
Always reviewing access, reviewing medical prescription, 
if the bars are elevated, if the patient is well accommodated. 
(E4)

 One nurse (8.3%) uses patient identification and one 

(8.3%) applies training to employees. In addition, two 
(20%) of nurses who use actions and tools also believe that 
patient identification is an indispensable item in patient 
safety, as can be seen in the following statements:

Through the identification of the patient, who has a 
prescription on his bedside, with his name. (E7)
I always say to them: do nothing with doubt, and they are 
well oriented with that, if they have doubts they come to 
me and I explain. And I do a lot of training. (E3)

Strategies for improving patient safety
Based on this category came the subcategories related to 

the increase in the number of employees, more training for 
employees, improvement in physical structure, in addition 
to other strategies.

Of the 12 nurses, five (41.7%) believe that the increase 
in staff can improve patient safety:

I would put another nurse and nursing technicians in the 
unit. (E6)
There should be more qualified and committed nurses at 
the bedside. (E1)

Two (16.6%) nurses say that more training should 
take place, two (16.6%) say that a better physical structure 
would help improve patient safety and three (25%) believe 
that other strategies would improve patient safety in the 
units. In addition, one (50%) of the nurses who listed 
the improvement in physical structure also pointed out 
the increase in the number of employees as a strategy for 
improving patient safety:

I think technical capacitation, more frequent training, 
updates. (E7)
There is also a structural issue, there are ramps to pass, 
it should be without slopes and inclines. There is always 
the risk when transporting the patient from a grid to fall. 
(E12)

The other strategies cited by nurses to improve patient 
safety are related to the empathy that professionals should 
have at the time of care, about providing extended visits to 
the units and the security of access to the patient’s electronic 
medical record:

We should put ourselves and the technicians as if we were 
the patient. (E4)
Also placing the family in help, having extended visits. 
(E9)
On the issue of electronic medical records ... all 
professionals who work in the hospital have access to the 
system, this is a little questioning if there should not be 
another barrier that would not let everyone have access 
to this medical record. (E2)
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Most frequent errors
Among the most frequent errors, medication errors, 

pressure injuries, loss of invasives and other errors were 
revealed. Eight nurses (66.6%) say medication-related 
errors occur, two (16.7%) report pressure injury as an error 
and two (16.7%) report that loss of invasives and other 
errors happen in the units. It is noteworthy that seven 
(58.3%) nurses listed more than one of these errors. These 
errors were reported by nurses as follows:

Skin lesion due to the age of the patients. (E8)
Loss of probe mainly in neurological patient. (E2)
Medication errors, all, in general. Forgetting to turn on 
the pump, or the pump off by itself and the person does 
not see, does not pay attention, confuses ... here in the 
ICU they use the commercial name of the medication a 
lot, and the pharmacy dispenses with the generic name. 
(E12)

Among the other reported errors, bloodstream 
infection, lowered bed rails and some breakages of barriers 
stand out, as, for example, in the infection control protocol, 
when the employee stops using a necessary PPE or fails 
to perform simple actions safety measures such as hand 
hygiene. This can be seen in the statements:

We had two bloodstream infections as well. (E1)
[...] bed rails lowered in agitated patients, we always take 
one than the other. (E4)
I think there is a lot of breaking of barriers, according to 
the CCIH protocol, people forget to put on the glove, they 
do not clean with alcohol gel before medicating. (E11)

Punitive culture in the face of an error
Regarding the punitive culture, six (50%) nurses believe 

that punishment is beneficial for the professional who 
makes mistakes. This is observed by the statements:

In some moments it is beneficial, because through 
punishment it makes them aware of the process. (E10)
I think the culture could be more punitive. Sometimes 
mistakes happen and people don’t speak, they end up 
hiding, you end up not knowing, so I think that little 
punishment is made. (E1)

The remaining six (50%) nurses are against punishment:
I think that punishing an employee will not solve the 
problem. (E2)
We have to think well about the punitive culture, because 
the best way is to guide this employee, because if you 
punish him, he may not be honest in speaking next time. 
(E7)

The first category corresponds to the nurses’ 
understanding of patient safety. The concepts presented 

by nurses are in accordance with what was exposed by the 
WHO, which defines patient safety as “the reduction to an 
acceptable minimum of the risk of unnecessary damage 
associated with health care”.8: 15

It is clear that everyone understands that patient safety 
is not to cause harm to the patient. For this, it is necessary to 
apply the techniques correctly, be aware of them and have 
a communication and trust link between the professional 
and the patient. Thus, it is noted that in addition to 
technical care, care technologies are also combined with 
patient safety.

A study concluded that the union of care technologies in 
an organized manner and according to the patient’s needs 
is effective for health care and patient safety.9 When care 
is effective and brings good results to the service, it is said 
that care is of quality resulting from science, technology 
and the application of these in health practices.10 Thus, it 
is also clear that, in addition to avoiding harm to patients, 
nurses indirectly talk about quality care.

The category of patient safety developed in practice 
refers to the way nurses put it into practice. They use 
documents, check lists, bundles and care protocols to 
promote patient safety. A study analyzed the practice of 
the nursing staff in the ICU and found that nurses also 
used these tools to promote patient safety, in addition to 
standardizing health care.11

Another emerging subcategory of the patient safety 
category developed in practice in the study is related to 
patient identification. It is noticed that the implementation 
of the first patient safety goal is an item used by nurses 
to keep the patient safe. Of the responses provided by 
the interviewees, only this goal was indicated, however 
it is believed that allied with the bundles, check list and 
protocols mentioned are included the other goals.

When implemented, each goal portrays an effective 
practice related to patient safety and together they promote 
safe care preventing the occurrence of adverse events in 
patients.

Finally, the last subcategory resulting from the patient 
safety category developed in practice concerns the training 
of employees as a way of putting patient safety into practice. 
According to nurses, the employee must have knowledge of 
the techniques he performs to keep the patient safe. Studies 
prove that the training and qualification of professionals 
provide positive results in care practices in addition to 
improvements in the quality of the service provided.12

In the category of strategies for improving patient safety, 
the increase in the number of employees was a subcategory 
that emerged as an improvement proposal for patient 
safety. Associated with it, there is a need for more training 
and capacity building for employees.

It is noticed that the limitation of human resources 
creates a state of alert for patient safety. Allied to this, 
there must be qualified and committed employees with 
the patient. The same study corroborates the idea of ​​
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professionals who are up-to-date and routinely trained as a 
strategy for improving the care provided.12

Still within this subcategory, having an adequate 
physical structure and facilitating care is also a way to 
improve patient safety. A study concluded that ICUs that 
provide good physical structure reduce stressful effects 
to professionals, facilitating care and promoting patient 
safety.13

Regarding the electronic medical record, it is clear 
that through the operating system used by the institution, 
all professionals have access to the electronic medical 
record of any patient. The access granted to the electronic 
medical record favors the occurrence of breaches of patient 
confidentiality and that there is a difficulty in establishing 
criteria on the access of patient information in their 
electronic medical records.14

Concomitant to this, the employees’ empathy was listed 
as a strategy to improve patient safety and this is considered 
a virtue of the nursing professional. Nurses believe that 
when the professional puts himself in the other’s place, the 
patient feels more secure and confident in his improvement 
process. A study concluded that there is a need for nurses 
to improve their humanization, as this will provide an 
improvement in the quality of care, consequently in patient 
safety.15

Finally, extended visits are part of the strategies for 
improving patient safety, as listed by nurses. Open visits 
in the ICU are known to improve the patient’s clinical 
outcome. Extended visits favor the patient’s well-being, 
leaving them more relaxed and secure emotionally and 
psychologically. Nurses understand that a close family 
member would assist in care and keep the patient safe.16

The other category concerns the main errors that happen 
in the units. Medication errors are the most frequent in the 
studied ICUs. There are errors of dilution, administration, 
schedule and forgetting to turn on the infusion pump. 
Several studies reveal that the main errors in the ICU are 
also related to medication.4,17-18

The errors that cause pressure injuries have decreased, 
according to nurses, but they still occur due to the profile 
of the patients, and finally, the errors regarding loss of 
invasives happen frequently, especially in neurological 
patients who are in constant agitation and delirium.

One study showed that the lack or delay in changing 
the position, as well as the patient’s profile, can cause or 
accelerate the process of pressure injury formation, which 
is consistent with the report of the nurses in this study. 
Regarding the loss of invasives, some studies also point out 
these errors.4,19-20

Thus, it is noted that nurses listed care and operational 
errors and that these are also pointed out in other studies 
in ICUs. It focuses a lot on the error when it has gone 
through all the broken barriers, often forgetting to perform 
a retrospective and see where the system has failed.

It is perceived the need for permanent education 

with employees in relation to the topic, and mainly, the 
development of a safety culture in which professionals feel 
comfortable to communicate the error, providing a learning 
experience with the situation and proposing changes and 
improvements to so that the incident does not recur.

The last category refers to the punitive culture in the 
face of an error. It is noticed that half of the interviewees 
believe in a more contemporary approach, that of systemic 
thinking. This approach recognizes that making mistakes 
is human and realizes that safety depends on the creation 
of systems that anticipate errors and prevent them from 
happening, favoring learning from this.21

However, there is still a culture of punishment. In 
addition, they believe that when the employee is punished 
he is more careful not to make mistakes again. However, 
errors are often omitted for fear of being punished.

There is a need to create a culture of patient safety, 
seeking to understand the path taken by failures and not 
to punish the guilty. To err is human and professionals are 
liable to error, however the error is not in the person, but in 
the process. Punishment is not the solution to the problem, 
it is a means for the error to continue happening and it is 
intimidation for the professional who made a mistake.

CONCLUSIONS
Patient safety is a topic that deserves discussion and the 

interest of nurses in the subject is noticeable, which must be 
rethought and studied routinely by nursing teams.

ICU nurses understand what patient safety is, perform 
actions in their daily practices for patient safety, but they 
are closely linked in the operational part of care, failing 
to mention, for example, effective communication as a 
practice of safe care.

The strategies were well thought out by nurses. There 
is an engagement on their part to improve the service for 
the benefit of patient safety. As for the punitive culture, it 
is clear that many professionals still believe in punishment.

Institutions must have a careful and engaged look at the 
safety culture, as this can be an indicator of service quality. 
If there is an adequate safety culture, there is adequate care, 
the patient is benefited and there are positive results for the 
service. However, one must understand that the error is 
part of a system that fails and one must analyze the process, 
identify the moment when the failure occurred, learn from 
this error and prevent it.

The study presented as a limitation the nurses’ short 
time for the interviews, since they were very requested in 
the units, in addition to the small population under study.

REFERENCES
1.	 Kohn L, Corrigan J, Donaldson M. To err is human: building a 

safer health system. Washington, DC: National Academy Press; 
2000.



755R. pesq.: cuid. fundam. online 2021 Jan/Dec 13: 750-756

ISSN 2175-5361.
Barella D, Gasperi P.

DOI: 10.9789/2175-5361.2019.v13i2.750-756
PATIENT SECURITY IN ADULT...

2.	 World Health Organization [Internet] 2005. Geneva; [acesso 
em 05 jun 2018]. World Alliance for Patient Safety: forward 
programme. Disponível: http://www.who.int/patientsafety/en/
brochure_final.pdf.

3.	 Ministério da Saúde. Portaria n. 529, de 1º de abril de 2013: 
institui o Programa Nacional de Segurança do Paciente (PNSP). 
Diário Oficial da União, [Internet] 02 abr 2013 [acesso em 05 jun 
2018]. Disponível: http://www.jusbrasil.com.br/diarios/52582397/
dou-secao-1-02-04-2013-pg-43.

4.	 Ministério da Saúde. Resolução n. 7, de 24 de fevereiro de 
2010: Dispõe sobre os requisitos mínimos para funcionamento 
de Unidades de Terapia Intensiva e dá outras providências. 
Diário Oficial da União, [Internet] 25 fev 2010 [acesso em 05 
jun 2018]. Disponível: https://www.jusbrasil.com.br/diarios/
DOU/2010/02/25.

5.	 Duarte SCM, Bessa ATT, Buscher A, Stipp MAC. Caracterização 
de erros na assistência de enfermagem em terapia intensiva. 
Cogitare Enferm. [Internet] 2016; 21(esp):01-08 [acesso em 20 jun 
2018]. Disponível: http://dx.doi.org/10.5380/ce.v21i5.45502.

6.	 Roque KE, Tonini T, Melo ECP. Eventos adversos na unidade 
de terapia intensiva: impacto na mortalidade e no tempo de 
internação em um estudo prospectivo. Cad. Saúde Pública. 
[Internet] 2016; 32(10):e00081815 [acesso em 20 jun 2018]. 
Disponível: http://dx.doi.org/10.1590/0102-311X00081815.

7.	 Bardin L. Análise de conteúdo. 4ª ed. Lisboa: Edições 70, 2004. 
Definição e relação com as outras ciências.  p. 33-51. 

8.	 Andre, M. Etonografia da prática escolar. 17ª ed. Campinas: 
Papirus, 2011. A abordagem qualitativa. p. 24.

9.	 Merhy EE, Onocko R. Agir em saúde: um desafio para o público. 
2ª ed. São Paulo: Hucitec, 2002. 

10.	 World Health Organization [Internet] 2009. Geneva; [acesso em 
05 jun 2018]. World Alliance for Patient Safety Taxonomy: The 
Conceptual Framework for the International Classification for 
Patient Safety: final technical report. Disponível: http://www.
who.int/patientsafety/taxonomy/icps_full_report.pdf.

11.	 Gomes ATL, Assis YMS, Ferreira LL, Bezerril MS, Chiavone 
FBT, Santos VEP. Tecnologias aplicadas à segurança do paciente: 
uma revisão bibliométrica. Revista de Enfermagem do Centro-
Oeste Mineiro. [Internet] 2017; 7(1943) [acesso em 25 jun 2018]. 
Disponível: https://doi.org/10.19175/recom.v7i0.1473.

12.	 Deus, AR. Qualidade na assistência à saúde: um olhar sobre 
a literatura. Congresso Nacional de Excelência em Gestão. 
[Internet] 2016 [acesso em 25 jun 2018]. Disponível: http://www.
inovarse.org/sites/default/files/T16_M_07.pdf.

13.	 Minuzzi AP, Salum NC, Locks MOH, Amante LN, Matos E. 
Contribuições da equipe de saúde visando à promoção da 
segurança do paciente no cuidado intensivo. Esc. Anna Nery. 
[Internet] 2016; 20(1):121-129 [acesso em 20 jun 2018]. Disponível: 
http://dx.doi.org/10.5935/1414-8145.20160017.

14.	 Joint Commission International. Padrões de acreditação da joint 
commission international para hospitais. 2ª ed. Rio de Janeiro: 
CBA; 2011. Metas internacionais de segurança do paciente 
(IPSG). p.31-36.

15.	 Bastos LFL, Ciampone MHT, Mira VL. Avaliação de suporte 
à transferência e impacto de treinamento no trabalho dos 
enfermeiros. Rev Latino-Am. Enfermagem. [Internet] 2013; 
21(6):1274-81 [acesso em 20 jun 2018]. Disponível: http://dx.doi.
org/10.1590/0104-1169.2913.2364.

16.	 Costa DB, Garcia SD, Vannuchi MTO, Haddad MCL. Impacto 
do treinamento de equipe no processo de trabalho em saúde: 
revisão integrativa. Rev enferm UFPE online. [Internet] 2017; 
9(4):7439-47 [acesso em 20 jun 2018]. Disponível: https://doi.
org/10.5205/1981-8963-v9i4-2015.

17.	 Chavaglia SRR, Borges CM, Amaral SEM, Iwamoto HH, Ohl RIB. 
Ambiente do centro de terapia intensiva e o trabalho da equipe de 
enfermagem. Rev. Gaúcha Enferm.  [Internet] 2011; 32(4):654-661 
[acesso em 20 jun 2018]. Disponível: http://dx.doi.org/10.1590/
S1983-14472011000400003.

18.	 Almeira MJGG, Figueiredo BB, Salgado HC, Torturella IM. 
Discussão ética sobre o prontuário eletrônico do paciente. 
Rev. bras. educ. méd. [Internet] 2016; 40(3):521-527 [acesso 
em 20 jun 2018]. Disponível: http://dx.doi.org/10.1590/1981-
52712015v40n3e01372015.

19.	 Pires NO, Brasileiro ME. Virtudes essenciais da equipe de 
enfermagem em unidade de terapia intensiva: revisão literária. 
Revista Científica Multidisciplinar Núcleo do Conhecimento. 
[Internet] 2017;2(7):18-29 [acesso em 20 jun 2018]. Disponível: 
https://www.nucleodoconhecimento.com.br/saude/enfermagem-
unidade-de-terapia-intensiva

20.	 Eugenio CS, Souza EN. Visita aberta em uti adulto: utopia 
ou realidade? Rev Enferm UFSM. [Internet] 2017; 7(3):539-
549 [acesso em 20 jun 2018]. Disponível: http://dx.doi.
org/10.5902/2179769222692

21.	 Rodriguez EOL, Silva LSL, Menezes MO, Oliveira JKA, Currie 
LM. Assistência segura ao paciente no preparo e administração 
de medicamentos. Rev Gaúcha Enferm. [Internet] 2017; 
38(4):e2017-0029 [acesso em 20 jun 2018]. Disponível: http://
dx.doi.org/10.1590/1983-1447.2017.04.2017-0029.

22.	 Ribeiro GSR, Silva RC, Ferreira MA, Silva GR. Slips, lapses and 
mistakes in the use of equipment by nurses in an intensive care 
unit. Rev Esc Enferm USP. [Internet] 2016; 50(3):419-426 [acesso 
em 20 jun 2018]. Disponivel: http://dx.doi.org/10.1590/S0080-
623420160000400007.

23.	 Teixeira AKS, Nascimento TS, Souza ITL, Sampaio LRL, 
Pinheiro ARM. Incidência de lesões por pressão em unidade de 
terapia intensiva em hospital com acreditação. Estima. [Internet] 
2017; 15(3):152-160 [acesso em 20 jun 2018]. Disponível: http://
dx.doi.org/10.5327/Z1806-3144201700030006.

24.	 Lima CSP, Barbosa SFF. Ocorrência de eventos adversos como 
indicadores de qualidade assistencial em unidade de terapia 
intensiva. Rev enferm UERJ. [ Internet] 2015; 23(2):222-228 
[acesso em 20 jun 2018]. Disponível: http://dx.doi.org/10.12957/
reuerj.2015.6076.

25.	 Wachter RM. Compreendendo a segurança do paciente. 2ª ed. 
Porto Alegre: AMGH, 2013. Princípios básicos da segurança do 
paciente. p. 21-31.



756R. pesq.: cuid. fundam. online 2021 Jan/Dec 13: 750-756

ISSN 2175-5361.
Barella D, Gasperi P.

DOI: 10.9789/2175-5361.2019.v13i2.750-756
PATIENT SECURITY IN ADULT...

Received on: 10/05/2019
Required Reviews: 13/09/2019

Approved on: 14/10/2019
Published on: 27/04/2021

*Corresponding Author:
Daniela Barella 

Rua Francisco Getúlio Vargas, 1130
Bairro Petrópolis, Rio Grande do Sul, RS, Brasil

E-mail: dbarella@ucs.br
Telephone: +55 (54) 9 9951-1259

CEP: 95.070-560


