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ABSTRACT
Objectives: to analyze the perception of nursing professionals about patient safety culture in 
three highly complex hospital institutions. Methods: descriptive and quantitative study with 
professionals working in care. The Hospital Survey on Patient Safety Culture questionnaire 
was applied, classifying its dimensions according to the percentage of positive responses 
(strengthened: ≥75.0%; potential for improvement: <75.0% to> 50.0%; weakened: ≤50.0%). 
Results: four hundred sixty-seven professionals (79.6%), mostly women (88.4%), nursing 
technicians/assistants (57.2%), 20 to 39 years (60.8%), less than five years in the institution 
(57.8%) and exclusive bond (79.2%) participated in the study. Safety culture was considered 
fragile, seven dimensions assessed as such, highlighting “Openness to communication” and 
“Non-punitive responses to errors” with <30.0% positive responses. Conclusions: evidence of 
the need for discussion of the subject and strategies for change that promote quality and safety 
of care.
Descriptors: Patient Safety; Organization Culture; Nurse Practitioners; Perception; Hospitals.

RESUMO
Objetivos: analisar a percepção de profissionais de enfermagem sobre a cultura de segurança 
do paciente em três instituições hospitalares de alta complexidade. Métodos: estudo descritivo 
e quantitativo com profissionais atuantes no cuidado. Aplicou-se o questionário Hospital Survey 
on Patient Safety Culture, classificando-se suas dimensões segundo percentual de respostas 
positivas (fortalecidas: ≥75,0%; potencial de melhoria: <75,0% a >50,0%; enfraquecidas/
fragilizadas: ≤50,0%). Resultados: participaram do estudo 467 profissionais (79,6%), a maioria 
mulheres (88,4%), técnicos/auxiliares de enfermagem (57,2%), 20 a 39 anos (60,8%), menos 
de cinco anos na instituição (57,8%) e vínculo exclusivo (79,2%). A cultura de segurança foi 
considerada fragilizada, e as sete dimensões foram avaliadas como tal, destacando-se “Abertura 
para as comunicações” e “Respostas não punitivas aos erros” com <30,0% de respostas positivas. 
Conclusões: evidencia-se a necessidade de discussão do assunto e estratégias de mudanças 
que promovam a qualidade e a segurança do cuidado.
Descritores: Segurança do Paciente; Cultura Organizacional; Profissionais de Enfermagem; 
Percepção; Hospitais.

RESUMEN
Objetivos: analizar la percepción de los profesionales de enfermería sobre la cultura de 
seguridad del paciente en tres instituciones hospitalarias de alta complejidad. Métodos: 
estudio descriptivo y cuantitativo con profesionales que trabajan en el cuidado. Se aplicó el 
cuestionario Hospital Survey on Patient Safety Culture, clasificando sus dimensiones de acuerdo 
con el porcentaje de respuestas positivas (fortalecido: ≥75.0%; potencial de mejora: <75.0% 
a> 50.0%; debilitado: ≤50.0%). Resultados: 467 profesionales (79.6%), en su mayoría mujeres 
(88.4%), técnicos/asistentes de enfermería (57.2%), 20 a 39 años (60.8%), menos de cinco 
años en el estudio, participaron en el estudio. institución (57.8%) y bonos exclusivos (79.2%). 
Cultura de seguridad fue considerada frágil, siete dimensiones fueron evaluadas como tales, 
destacando “Apertura a las comunicaciones” y “Respuestas no punitivas a los errores” con 
<30.0% de respuestas positivas. Conclusiones: evidencia de la necesidad de discutir el tema y 
estrategias de cambio que promuevan la calidad y la seguridad de la atención.
Descriptores: Seguridad del Paciente; Cultura Organizacional; Enfermeras Practicantes; 
Percepción; Hospitales.
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INTRODUCTION

In recent years, patient safety has gained visibility in Brazil. 
Thus, professionals have usually been trained and the mistake, 
despite the punitive culture still in force, has been identified, 
notified and discussed more frequently.  According to the report 
published by the Brazilian National Health Surveillance Agency 
(ANVISA - Agência Nacional de Vigilância Sanitária), from March 
to December 2018, 272,689 incidents were reported. Of the total 
number of reported incidents, almost two thirds caused harm to 
the patient and the vast majority (93.7%) occurred in hospitals(1). 
Patient safety incidents are defined as circumstances that may 
or may not result in harm and, when it occurs, is characterized 
as an adverse event. Patient safety is related to reducing the 
risk of unnecessary healthcare-related harm to an acceptable 
minimum(2).

The Brazilian National Patient Safety Program (PNSP - Programa 
Nacional de Segurança do Paciente) was established in 2013 with 
the purpose of qualifying health care, and has as one of its imple-
mentation strategies the promotion of safety culture(3). In the same 
year, RDC 36 was established, which obliges the constitution of 
Patient Safety Centers (NSP - Núcleos de Segurança do Paciente) 
in health institutions, which should support and promote the 
systematic dissemination of the patient safety culture(4).

Safety culture is considered a component of organizational 
culture and can be described as a set of individual or group 
values, attitudes, perceptions, competencies and behaviors. 
They will determine an organization’s style and commitment 
to patient safety management(5). Organizations with a strength-
ened safety culture are characterized by good communication 
between professionals, mutual trust and shared perceptions 
about the importance and effectiveness of preventive actions(5). 
Organizations with a strengthened safety culture are found to 
have lower rates of surgical site(6), bloodstream(7), and morbid-
ity infections(8).

Safety culture is an important service management strategy 
that favors the implementation of safe practices and the mitiga-
tion of adverse events(9). Therefore, safety culture assessment is 
required by international and national hospital accreditation 
organizations to identify and manage patient safety issues, to 
monitor changes and outcomes related to the issue(10).

Studies that assessed the safety culture(11), identified nationally, 
include hospital units(9-10,12-15), teaching or public hospitals(16-23), 
and less frequently hospitals with different management types(24).

Assessing the patient safety culture is important for the 
extraction of information related to health institutions, making 
a situational diagnosis, and thus providing means for establish-
ing improvement and strengthening actions. Thus, the present 
study may contribute to the assessment related to three highly 
complex hospitals, diverging in their particularities of care and 
perceptions of nursing team professionals who provide direct 
patient care.

OBJECTIVES

To analyze the perception of nursing professionals about pa-
tient safety culture in three highly complex hospital institutions.

METODS

Ethical aspects

The study was conducted after authorization by the board and 
the Research Ethics Committee responsible for the researched 
institutions. All participants were informed about the research 
objective and, after agreement, signed the Informed Consent Form.

Design, period and place of study

This is a descriptive, quantitative study with cross-sectional 
analysis axis. In order to ensure the quality of the study, the 
Scientific Writing Checklist called Strengthening the Reporting 
of Observational Studies in Epidemiology (STROBE) was used(25).

The research was conducted from February to April 2017, in three 
highly complex hospital institutions located in a large municipality 
in the northern state of Paraná. Hospital 1 is philanthropic, affili-
ated to the Brazilian Unified Health System (SUS – Sistema Único de 
Saúde) and has 191 beds. Supervision is carried out by four nurses, 
who are responsible for 141 nurses and 202 technicians/assistants. 
Hospital 2 is also philanthropic and affiliated to the SUS, and has 76 
beds that exclusively serve pediatrics and neonatology. The nursing 
service is coordinated by a nurse, being responsible for 53 nurses, 
60 technicians/assistants and a nurse supervising the operating 
room. Hospital 3 serves only private and private patients in its 65 
beds. The nursing team is coordinated by a nurse, and they are 
responsible for 48 nurses, 83 technicians/assistants and a supervis-
ing nurse of the operating room. The general coordination of the 
nursing staff of the three hospitals is performed by a single nurse.

The NSP was established in 2013 and is headquartered at 
Hospital 1, consisting of a nurse and an administrative assistant 
under the responsibility of a multidisciplinary manager. Patient 
safety culture has been worked through the implementation of 
protocols that involve the patient safety goals. The NSP conducts 
incident analysis activities, training related to patient safety goals 
for nursing workers on admission and monthly for active staff. The 
three hospitals do not yet have a hospital accreditation certificate.

The three hospital institutions develop teaching activities in 
partnership with mid-level and undergraduate nursing techni-
cal courses, as well as internship for medical residency courses 
in 11 specialties and multidisciplinary in the areas of nursing, 
psychology, pharmacy, physiotherapy and nutrition.

Study population

The study population consisted of all nurses, technicians and 
nursing assistants belonging to the workforce of the three insti-
tutions, allocated to the medical and surgical clinics, pediatric, 
operating room, intensive care units (neonatal, pediatric and 
adult), and emergency units (adult and child). These profession-
als totaled 587 participants, 242 nurses, 251 nursing technicians 
and 94 nursing assistants.

Inclusion and exclusion criteria

All nursing professionals who worked for at least six months in 
the institution and performed direct patient care were included. 
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Losses were considered to be professionals who were on vacation 
or leave/absence from work during the data collection period.

Study protocol

For data collection we used the self-completed questionnaire 
entitled Hospital Survey on Patient Safety Culture (HSPSC), developed 
by the US Agency for Healthcare Research and Quality (AHRQ) in 
2004(11). The tool makes it possible to measure the dimensions of 
the patient safety culture through the perception of respondents 
individually and by hospital unit, as well as providing the opportunity 
to identify areas that need improvement and assess actions imple-
mented(26). It was translated and validated in Brazil by Reis (2013)(27).

The HSPSC is subdivided into nine sections, totaling 55 ques-
tions, 44 related to security culture and 9 questions related to 
personal information. For the present study, two questions related 
to the characteristics of work in the institution were included: 
“Do you have other work relationships?” And “Usually, how many 
hours per week do you work on other work relationships,” totaling 
11 characterization questions. The last item of the questionnaire 
asks the respondent to make a recommendation on patient safety 
aspects, data not analyzed in this study.

The HSPSC tool is made up of 12 dimensions, and each dimen-
sion consists of three to four questions that integrate the various 
sections of the questionnaire. Among the dimensions, seven are 
related to the scope of the unit/sector organization, three are 
related to the hospital organization and two outcome dimensions.

The dimensions “Teamwork within hospital units”, “Organi-
zational learning”, “Adequacy of professionals”, “Non-punitive 
responses to errors”, “Widespread perceptions of patient safety”, 
“Supervisory/manager safety promotion expectations and actions”, 
“Hospital management support for patient safety”, “Teamwork 
within hospital units “and” Internal transfers and shifts “were an-
swered on a Likert scale, grouped as follows: I strongly disagree/I 
disagree; I do not agree nor disagree; I totally agree/I agree.

The dimensions “Return of information and reporting on 
errors”, “Openness to communication”, “Frequency of adverse 
event reports that are reported in the various modalities” had the 
never-always-scale response option, grouped as follows: never/
rarely; sometimes; almost always/always.

Thus, positive answers were those that were marked “I totally/
partially agree” or “almost always/always” and for the negative 
questions: “I totally/partially disagree” or “never/rarely”. For both 
formulations, the answers “I neither disagree nor agree” or “some-
times” were considered neutral.

Regarding the outcome variables, the questionnaire includes: 
“Patient safety degree”, categorized as excellent/very good; regu-
lar; bad/very bad and the “Number of reported/notified adverse 
events in the last 12 months” categorized as “no reports”; “From 
1 to 10 reports”; and “≥ 11 reports”.

The characterization variables used were: gender (female; 
male); age group (from 20 to 39; from 40 to 61); professional 
category (nurse, nursing technician, nursing assistant); nurses’ 
education level (complete superior; Graduate - specialization 
level); educational level of nursing technicians and assistants 
(complete high school, incomplete higher education, complete 
higher education); length of service in the hospital (≤ 5 years;> 

6 years); working time in the unit (≤ 5 years;> 6 years); other 
employment (yes; no), weekly workload at the institution (<42 
hours; ≥ 42 hours) and another employment relationship (≤ 20 
hours;> 20 hours).

Prior to data collection, the tool was pre-tested with 12 nurses 
from the administrative staff of one of the assessed hospitals, to 
verify its adequacy regarding the font size and layout. No changes 
suggested by respondents.

After this step, the researcher contacted the coordinators of 
the units in each of the three hospitals to establish the dynamics 
of data collection, as well as request the number of employees, 
allowing the identification of those absent on the day or period 
between the delivery of the questionnaires. and its gathering. 
Up to four visits were made in each unit for each work shift. At 
the first meeting the professional was approached to explain 
the research objectives and invite him to participate. After ac-
ceptance, a sealed envelope with two copies of the informed 
consent form and the questionnaire was delivered, which could 
be answered at the time of delivery or at a more opportune time. 
For participants who did not answer the questionnaire at the time 
of delivery (day 1), up to three returns were made to collect the 
envelopes on days 2, 3 and 4.

Analysis of results, and statistics

Data were double entered into a database using Microsoft 
Excel 2016 with inconsistency correction. Descriptive analyzes 
were performed using the Statistical Package for Social Sciences 
(SPSS), version 19.0.

For analysis of patient safety culture in general, the following 
formula was used: [(Sum of the results of the 12 dimensions/12) x 
100]. For analysis of each dimension of the safety culture the formula: 
[(Number of dimension positive responses/total number of valid 
responses to dimension items) x 100].

From the calculation of the percentages, the following categories 
were assigned: areas considered strengthened (≥ 75.0% positive re-
sponses), areas with potential for improvement (< 75.0% to > 50.0%), 
and areas (≤ 50.0%), as proposed by the AHQR(26).

To assess the reliability of the answers of the items and dimen-
sions of the questionnaire, the internal consistency analysis was 
performed using Cronbach’s alpha coefficient, the results vary from 
0 to 1, and the closer to number 1, the greater the reliability; results 
below 0.7 indicate that the questionnaire does not measure the 
proposed factors(28).

RESULTS

Five hundred eighty-seven questionnaires were distributed to 
nursing workers. Of these, 101 questionnaires did not return and 
19 were discarded because they had the same answer option in 
all questions, which corresponded to a response rate of 79.6% 
(82.6% nurses and 77.4% nursing technicians and assistants).

The internal consistency of the tool, tested by Cronbach’s 
alpha coefficient, was 0.84.

Regarding sociodemographic and work characteristics, there 
was a predominance of female participants (88.4%), between 20 
and 39 years of age (60.8%) and nursing technicians and assistants 
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(57.2%). Most nurses reported Graduate degree (76.0%) and nursing 
technicians and assistants had completed high school (83.9%).

Regarding length of work, there was a higher frequency of 
participants with five years or less in hospitals (57.8%) and in 
units (82.0%). All participants worked 42 hours per week and 
20.8% had another work relationship.

Of the seven dimensions that make up the patient safety cul-
ture within the unit/sector organization (Table 1), four presented 
average percentages of positive responses, classified as culture 
with potential for improvement: “Teamwork within hospital 
units” (72.6%), “Expectations and actions to promote the safety 
of supervisors and managers” (66.5%), “Organizational learning” 
(66.3%) and “Return of information and communication about 
errors” (58.8%). The dimension “Teamwork within hospital units” 
differed between the responses of nurses and nursing technicians/
assistants, as only among nurses was classified as strengthened. 
The other dimensions presented average percentages of posi-
tive responses considered weak: “Openness to communication” 
(28.5%), “Adequacy of professionals” (37.0%), and “Non-punitive 
responses to errors” (21.9%).

Of the two outcome dimensions (Table 1), the “Frequency 
of Reporting Adverse Events That Are Reported” presented a 
culture with potential for improvement (59.1%). The dimension 
“Generalized perceptions about patient safety” presented a weak 
culture (46.5%).

The average percentage of positive responses for the 12 dimen-
sions of the patient safety culture was 49.2%, being considered 
a fragile safety culture.

Regarding the patient safety culture (Patient safety degree) 
assessment (Figure 1), a higher frequency of assessments con-
sidered “Excellent/Very Good” was observed”. 

Regarding the number of adverse events reported in the last 
12 months, only nurses have this function in the institutions sur-
veyed; most responded “no reports” (58.5%), followed by 37.5% 
who reported notifying “1 to 10 reports”.

Table 1 - Frequency of positive responses of patient safety culture dimen-
sions in high complexity institutions, according to professional category, 
Londrina, Paraná, Brazil, 2017

DIMENSIONS ENF 
%

TEC/
AUX 

%
TOTAL 

%

Patient safety culture within the unit/sector 
organization

Teamwork within hospital units 77.3 67.9 72.6
Supervisory/manager safety promotion 
expectations and actions

65.9 67.1 66.5

Organizational learning 66.2 66.4 66.3
Return of information and communication about 
errors

63.2 54.4 58.8

Openness to communication 29.0 27.9 28.5
Professional suitability 40.7 33.3 37.0
Non-punitive responses to errors 22.5 21.3 21.9

Patient safety culture within the hospital 
organization

Hospital management support for patient safety 45.1 51.8 48.5
Teamwork within hospital units 39.5 42.9 41.2
Internal transfers and shift changes 43.6 43.6 43.6

Result dimensions
Generalized perceptions of patient safety 45.0 47.9 46.5
Frequency of adverse event reports that are 
reported

54.4 63.7 59.1

Total 49.4 49.0 49.2

Note: Dimension classification according to percentage of positive responses: (strengthened: 
≥75.0%, improvement potential: <75.0% to> 50.0%, weakened: ≤50.0%.

Excellent/very good

Regular

Bad/very bad

53.6%

51.5%

36.7%

43.0%

9.7%

5.5%

Nursing technician              Nurse

Figure 1 - Patient safety culture assessment in high complexity institutions, 
according to professional category, Londrina, Paraná, Brazil, 2017

Regarding patient safety culture within the hospital organization 
(Table 1), the three dimensions presented average percentages 
of positive responses considered weak: “Hospital management 
support for patient safety” (48.5%) “Teamwork within hospital 
units” (41.2%), and “Internal transfers and shift changes” (43.6%).

The answers of nursing technicians/assistants differed from 
nurses in the dimension “Hospital management support for 
patient safety”, classified as weakened only by nurses (Table 1).

DISCUSSION

The average percentage of positive responses to the dimen-
sions of patient safety culture in the three hospital institutions 
was classified as weak (49.2%). This result corroborates most 
studies found in Brazil(9-10,12,14-17,20,24). Recognizing the strengths 
and weaknesses of the patient safety culture can be considered 
to provide opportunities for growth and increasingly positive 
outcomes for patients and healthcare institutions(20). Later on, 
the dimensions considered weakened will be discussed.

The profile of nursing professionals who participated in this 
research is similar to that observed in the Brazilian reality, most 
often female(14,16-23), aged between 20 and 39 years(17,19-20), techni-
cians or assistants(9-10,12,15-22,24), working for up to five years in the 
institution(9,12,14-17,20,24) and workload of 42 hours per week(24). Human 
resources factors interfere with safe care and the appreciation of 
nursing professionals is considered essential for patient safety(9,14,23)

The “Openness to communication” dimension considered 
weakened according to the respondents resembles other surveys 
conducted in Brazil(14,17,20) and worldwide, according to a systematic 
review study(29). Ineffective communication has been one of the 
main factors related to unsafe care and the occurrence of incidents 
in hospital institutions(30). Thus, it is essential that workers have 
the perception of discussing freely when observing something 
that could affect the patient(11).

To establish effective communication, it is necessary to in-
volve management in everyday situations, aiming to reduce the 
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hierarchy gradient(20,22). As a form of improvement, the following 
stand out: adherence to human resources management improve-
ment programs, involving the hierarchical levels; self-correction to 
avoid errors through incident assessment; the meetings between 
the teams; creating structured communication protocols and 
standardizing important patient information(30).

The dimension “Adequacy of professionals”, classified as weak-
ened according to the respondents, was also assessed in other 
investigations on patient safety culture(16-17,20,24,29,31-35). This result is 
probably due to the professionals’ perception about the workload 
in the unit and the insufficient human resources for the effec-
tive performance of activities. Among the characteristics of the 
interviewed professionals that may have influenced this weak-
ened assessment are the 42-hour weekly workload and the fact 
that 20% have a double bond. According to Amaral, Ribeiro and 
Paixão(36), nursing professionals work in conditions considered 
inappropriate due to the work environment and the activities 
performed. Factors such as psychological and physical exhaus-
tion, lack of professional recognition, lack of materials, low pay, 
the need for double working hours, the incorrect dimensioning 
of professionals and night work reflect the dissatisfaction of the 
nursing worker(36). These factors may reflect the quality of care 
provided to patients(37) and the increase in adverse event and 
mortality rates(38). The improvement of the working conditions of 
the nursing staff is considered fundamental to the strengthening 
of the patient safety culture(37-38).

The dimension “Non-punitive responses to errors” was consid-
ered fragile, suggesting that professionals are apprehensive about 
experiencing or reporting an adverse event, possibly for fear of 
being blamed for the errors, through warnings, verbal punishments, 
dismissals and prosecutions, which leads to underreporting(32). 

Event notification is considered an information tool that favors 
communication between professionals and senior management, 
as well as ensuring the improvement of institutional security(39). 
The culture of guilt gives the professional responsibility for the 
error and prevents the identification of problems in the work 
processes, which contribute to its occurrence. A punitive culture 
discourages incident reporting and hinders organizational learn-
ing(40). Healthcare organizations need a non-punitive culture that 
addresses errors in a systemic rather than individual manner and 
promotes learning from incidents(2).

The low frequency of adverse event reporting by nurses 
suggests a punitive culture. It is noteworthy that the reporting 
of adverse events should not be restricted to nurses, although 
this category remains for 24 hours in the context of professional 
practice, cases of underreporting due to work overload may oc-
cur(41). In addition, all professional categories are authorized to 
report adverse events(41-42) and reporting forms must be easily 
accessible, allowing for anonymous and voluntary filing(42).

The dimension “Hospital management support for patient 
safety”, classified as weakened by nurses, probably indicates the 
lack of management actions regarding the patient safety culture(11). 
Nurses’ autonomy is based on the support and involvement of 
their leaders, who in turn must know the difficulties that profes-
sionals face in daily life, in addition to establishing relationships of 
trust for the resolution of problems related to the work process, 
providing support for the planning of institutional changes(18). 

The development of the safety culture involves management, 
which must provide a working climate that prioritizes patient 
safety through investment of resources, development of effective 
communication and openness to discussion of errors to ensure 
continuous improvement(43).

The fact that the dimension “Teamwork within hospital units” 
was classified as weakened may indicate that workers consider that 
inpatient units are not coordinated with each other to provide safe 
care(11), a result also evidenced in other studies(9-10,14,16-17,20,23-24,29). 
The constitution of teamwork requires interaction between 
professionals, communication, empathy and support, and it is 
important to understand comprehensiveness and the exchange 
of knowledge in pursuit of the same goal. This is not done in 
isolation, it should be built through interaction between profes-
sionals, exposure of their feelings, skills, abilities and difficulties(44). 
Developing a safety culture requires effective communication, 
coordination, cooperation and the development of educational 
interventions involving the multidisciplinary team, as teamwork 
is fundamental for quality assurance(45).

The dimension “Internal transfers and shifts” was weak, a situa-
tion that has also been verified in other studies(9,12,14,16-17,21,23-24,29,33,35). 
Shift change is an important moment, as it provides informa-
tion on specific care and patient evolution, in order to maintain 
continuity of care and ensure patient safety. For the develop-
ment of the security culture, the existence of standardization 
of information through protocols and checklist is fundamental, 
as well as other tools that assist in the transfer of information. 
In addition, the availability of professionals for the transmission 
of the necessary information and the recording of the relevant 
care items is important(46). It is noteworthy that in the hospitals 
studied the shift change and the notification of adverse events 
are performed by means of a computerized tool, which depends 
on factors that help shift change, such as time, concentration 
and absence of noise.

Among the outcome dimensions, “Generalized perceptions 
of patient safety” was considered weakened by all professional 
categories, possibly explained by the vulnerability in the ef-
fectiveness of error prevention procedures and systems. It has 
been shown that there are weaknesses in the inpatient units, 
which can impair patient safety(11), which corroborates with other 
studies(9-10,12,14,16-17,20,23-24,29,35).

Systems considered reliable are those that work with risk 
management mechanisms and reduce the occurrence of errors, 
because risks are expected in organizations. Thus, it is believed 
that the joint action with the other hierarchical levels in search 
of strategies aimed at the prevention or mitigation of risks, as a 
way to reduce the occurrence of adverse events, makes health 
organizations safer(47).

Researchers(48) suggest three changes for health care organiza-
tions to become highly reliable. The first is the involvement of 
“leadership” to prioritize patient safety at the organizational level. 
The second is the development of the “safety culture” so that errors 
are prevented before they pose major risks to the patient. Last 
but not least, “robust process improvement” is suggested through 
the use of quality tools that develop continuous improvement.

Even considering the result exposed about the fragile dimen-
sions, most professionals of the institutions rated the patient 
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safety as excellent or very good, a result observed in other stud-
ies(9,16-17,20,24,35). In countries where safety culture is best ranked, 
assessments are more judicious(9). It is believed that the result 
observed in this research shows that the patient safety culture 
was not fully developed in the institutions under study and gives 
evidence of a culture of professional culpability.

To strengthen patient safety culture, it is necessary for man-
agement to act in a participatory manner and to realize that 
communication is the link between the needs of professionals, 
staff and patients. In addition, they need to ensure that teams are 
correctly sized so that their work is collaborative, coordinated, 
effective and safe. It is necessary to develop preventive actions 
that involve the whole health organization to aim for a culture 
of notification, non-punitive and organizational learning. Profes-
sionals need to be involved in patient safety issues for hospital 
management to change processes and routines(20-22).

Study limitations

Among the weaknesses of this study, one of them was the 
restriction of the research to the nursing team, which made it 
impossible to identify the perception of other health profession-
als. However, the study has results that provoke reflections from 
a class that stays with the patient most of the time and represent 
the largest category of professionals in the hospital context.

It is still possible to consider as strength of this study the high 
return rate of the answered questionnaires compared to other 
similar studies(10,24).

Contributions to nursing and health

The study represents health contributions in view of the pa-
tient safety culture, as it provides identification of fragile areas. 
It enables the planning, development and testing of educational 
strategies to ensure safe nursing care, and allows reflections on 
hypotheses that can be answered in future studies.

CONCLUSIONS

Patient safety culture - according to the perception of nursing 
professionals in the hospital institutions under study - was considered 
weakened. The most negative perceptions for the “Openness to com-
munication” and “Non-punitive responses to errors” dimensions were 
highlighted. There was need for discussion on the subject and changes 
in strategies to improve the quality of care and promote safe care.

This brings us to the importance for the error not to be punished 
by managers, as it leads to the fear of notification by professionals. 
Thus, it is recommended to perform incident analysis using the 
quality tools to visualize the barriers that are being “damaged” dur-
ing the process, enabling the proper handling of the incident in an 
educational and non-punitive manner. So, the safety culture will be 
built or modified safely.

It is suggested to carry out qualitative studies at national level 
on the culture of patient safety. It should seek to deepen the theme 
among the various health professionals, as well as research involving 
the development of educational interventions in order to strengthen 
patient safety culture.
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