
ABSTRACT: This integrative review aimed to identify the main patient safety issues addressed in the hospital 
context. The search occurred in three electronic databases, covering the period 2009 to 2015, with the following 
descriptors: “Patient safety”, “Risk control” and “Hospitalization”. The study sample consisted of 34 articles. 
There was a significant increase in the number of publications on the subject in 2013, more than 100% compared 
to the year 2009. Of the studies, 22.22% dealt with adverse events and 18.52% with errors in the administration 
of medication. Among preventive measures, 37.93% highlighted continuing education and 13.79% handwashing 
and the correct identification of the patient. The strategic option for safety has been included in the agendas 
of health institutions, organizations and systems as a priority. Therefore, it is suggested to expand the focus of 
research to improve the quality of care.
DESCRIPTORS: Patient safety; Risk control; Hospitalization.

PATIENT SAFETY IN THE HOSPITAL CONTEXT: AN INTEGRATIVE LITERATURE 
REVIEW

A SEGURANÇA DO PACIENTE EM ÂMBITO HOSPITALAR: REVISÃO INTEGRATIVA DA LITERATURA

RESUMO: Revisão integrativa com o objetivo de identificar as principais temáticas abordadas em ambiente hospitalar para a 
segurança do paciente. A busca ocorreu em três bases de dados eletrônicas, abrangendo o período de 2009 a 2015, com os descritores: 

“Segurança do Paciente”, “Controle de risco” e “Hospitalização”. A amostra do estudo constituiu-se de 34 artigos. Houve aumento 
significativo no número de publicações sobre a temática em 2013, mais de 100% comparando-se ao ano de 2009. Dos estudos, 22,22% 
tratavam sobre eventos adversos e 18,52% sobre erros na administração de medicamentos. Dentre as medidas preventivas, 37,93% 
destacam a educação continuada e 13,79% a lavagem das mãos e a identificação correta do paciente. A opção estratégica pela 
segurança tem sido incluída nas agendas das instituições, organizações e sistemas de saúde como prioridade. Logo, sugere-se 
ampliar o foco da pesquisa para a melhoria na qualidade do cuidado.
DESCRITORES: Segurança do paciente; Controle de risco; Hospitalização.
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LA SEGURIDAD DEL PACIENTE EN ÁMBITO HOSPITALAR: REVISIÓN INTEGRATIVA DE LA LITERATURA

RESUMEN: Revisión integrativa cuyo objetivo fue identificar las principales temáticas abarcadas por el ambiente hospitalar para la 
seguridad del paciente. La búsqueda ocurrió en tres bases de datos electrónicas, en el periodo de 2009 a 2015, con los siguientes 
descriptores: “Seguridad del Paciente”, “Control de Riesgo” y “Hospitalización”. La muestra del estudio fue constituida por 34 
artículos. Hubo aumento significativo en el número de publicaciones acerca de la temática en 2013, más de 100% comparándose al 
año de 2009. De los estudios, 22,22% tenían como tema eventos adversos y 18,52%, errores en la administración de medicamentos. 
Entre las medidas preventivas, 37,93% destacan la educación continuada y 13,79%, la higiene de las manos y la identificación correcta 
del paciente. La opción estratégica por la seguridad viene siendo incluida en las agendas de las instituciones, organizaciones e 
sistemas de salud como prioridad. Así, se sugiere ampliar el foco de la investigación para perfeccionar la cualidad del cuidado.
DESCRIPTORES: Seguridad del paciente; Control de riesgo; Hospitalización.



     INTRODUCTION

The issues associated with patient safety constitute a worldwide health problem. Accordingly, the 
risks and the occurrence of events that cause harm to the patient have increased in all environments, 
especially in the hospital context. In recent decades, there has been increasing concern regarding the 
policies to improve the quality of care, and the problems that involve risks to patient safety, being the 
subject of various studies within the health system.

Patient safety is defined as the act of avoiding, preventing or improving the adverse outcomes or 
injuries arising in the process of medical-hospital care and home care(1). The issue is a serious global 
public health problem. Data indicate that in developed countries, one in 10 patients is harmed while 
receiving hospital care. The risk of infection associated with healthcare in some developing countries 
is up to 20 times higher than in developed countries(2).

Although healthcare provides enormous benefits for all involved, the occurrence of errors is 
possible, with the patients potentially suffering serious consequences. Florence Nightingale noted 
that “It may seem a strange principle to enunciate as the very first requirement in a hospital that it 
should do the sick no harm”(3:34). Florence was a pioneer in the prevention of adverse events. Such 
prevention is a principle that is becoming more relevant and current(2). This issue became the focus 
of attention at the end of the 1990s, through successive publications, among them the book “To err 
is human: building a safer health system”, developed by the Committee on Quality of Health Care 
in America of the: Institute of Medicine of the National Academies (IOM), completed in 1999 and 
published in 2000(2). Since then, in 2002, the World Health Organization (WHO), with the support of 
member countries, launched the initiative to discuss the issue. In 2004, through the World Alliance for 
Patient Safety program, guidelines and strategies were created to promote and disseminate practices 
that ensure the safety of the patient. This program defined as a priority the development of studies 
based on scientific evidence with best practices, as well as research initiatives with the greatest impact, 
aiming to establish measures to increase patient safety and the quality of the health services, supported 
by political commitment from the signatory states(4).

In Brazil, for the realization of the established goals, adverse events started to be monitored in 192 
hospitals of the Sentinel Network, a strategy created by the Health Surveillance Agency, which now 
operates as an observatory in the services for the management of health risks. Furthermore, in 2013, 
the National Program of Patient Safety (PNSP) was instituted, aiming to contribute to the improvement 
of healthcare in all health facilities in the country to implement protocols, centers of patient safety 
and the reporting of adverse events(2,4). The program offers six patient safety protocols focusing on the 
problems of higher incidence: safe surgery, falls, pressure ulcers, safe administration of medication, 
hand hygiene and patient identification(2). 

Although programs have been implemented to improve the quality of care, a study that would address 
the main practices used in the hospital environment was necessary because of the need to highlight 
their effectiveness for patient safety. Therefore, being a extremely relevant and current theme to be 
studied from the perspective of improving the quality of care, this study aimed to identify the main 
themes explored, in the years 2009 to 2015, as well as preventive measures in the hospital environment 
for patient safety, in order to promote strategies, actions and awareness of the professionals working 
in care.
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     METHOD

This is an integrative literature review based on the bibliographic search, a method that brings 
together the scientific literature relevant to a particular topic, providing quick and synthesized access 
to scientific results of more importance for the area of study, with published articles on the practices 
used for patient safety(5-6).

A literature review was conducted, between October and December 2015, at the Federal University 
of Piauí, which offers free access to several journals that are indexed in the electronic databases: LILACS 
(Latin American and Caribbean Center on Health Sciences Information), SciELO (Scientific Electronic 
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Library Online) and BDENF (Nursing Database). The following integrated descriptors were used: 
Segurança do Paciente/Patient Safety/Seguridad del Paciente, Controle de Risco/Risk Management/ 
Control de Riesgo, Hospitalização/Hospitalization/Hospitalización. 

The inclusion criteria were based on access to articles published in full, in national and international 
journals, in Portuguese, English and Spanish, according to the descriptors, which presented a full 
and/or partial approach to the object of study and were published between 2009 and 2015. Literature 
review articles, experience reports, reflective articles, editorials, case studies and duplicate articles 
were excluded.

A total of 558 articles were recovered from the databases, with 310 in LILACS, 180 in SciELO and 
68 in BDENF. After the application of the above exclusion criteria, 76 articles were pre-selected. From 
the analysis of the abstracts, results and conclusions, 34 articles were selected that met the research 
objectives, according to a pre-established form. The data were processed, organized and stored in 
an Excel® spreadsheet (Office 2010®), separated by year, author and subject. For the data analysis, 
percentages were used for frequency distribution by year, main authors and themes addressed. The 
data were then discussed considering the pertinent literature and demonstrated as bar and sector 
graphs. The study covers the analysis of the main themes addressed in the databases on patient safety, 
preventive measures for patient safety and the number of articles published per year. 
     

     RESULTS

The results showed statistically that there was a significant increase in publications on the themes: 
patient safety and preventive measures found to improve the perspective of safety.

Figure 1 shows the number of articles found per year, and demonstrates a growing number of 
articles published in recent years, as can be seen in 2013, which included 10 items of the selection, 
when compared to 2009, which showed only four studies.

Figure 2 highlights the main themes in the selected articles on patient safety, with adverse events 
being the most discussed topic, followed by errors in medication administration, handwashing and 
education of the professional. The others, though little mentioned, were shown to be relevant to 
patient safety.

Figure 3 highlights that, in the prevention of adverse events for patient safety, continuing education 
of professionals had a prominent place in the articles selected. Subsequently, “Handwashing”, “Correct 
identification of patients”, “Notification of adverse events” and “Effective communication” also appear 
as preventive measures.

Figure 1 – Number of articles found per year n=34. Teresina - PI, Brazil 2015
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Figure 2 - Main themes addressed regarding patient safety. Teresina-PI, Brazil, 2015

Figure 3 - Prevention of adverse events for patient safety. Teresina-PI, Brazil, 2015

     

     DISCUSSION

The data showed a significant increase in scientific production on the subject since 2009, which is 
directly related to increased emphasis by national and international bodies on the policies of quality 
of care provided to the user in the last decade. In the global context, the movement for patient safety 
began in the final decade of the twentieth century, after the publication of the report by the Institute 
of Medicine of the USA, which presented results of several studies revealing the critical situation of 
healthcare in that country. Data indicated that, of 33.6 million hospitalizations, approximately 44,000 to 
98,000 patients died as a result of adverse events(7). Since then, the WHO has demonstrated its concern 
for patient safety and adopted this issue as a matter of high priority in the policy agenda of its member 
countries. In May 2007, the nine solutions for adverse event prevention in healthcare were published, 
which explains the greater number of publications in 2009, given that it was a new subject for research.

The data allowed the analysis of the main themes addressed in order to define the magnitude of 
the problem. Among the findings, adverse events were the most mentioned, with a percentage of 
22.22%. In this context, despite the advances in the health area, patient safety is still influenced by 
health professionals through the occurrence of errors that directly reflect on the quality of life of the 
patients. These errors, called “adverse events”, are characterized as undesirable, however, preventable 
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occurrences of a prejudicial nature, which jeopardize the safety of the patient that is under the care of 
health professionals(7-9). 

Among the adverse events most cited in the studies, dose errors were one of the most frequent 
problems related to medication administration (18.52%), affecting the quality of the care provided 
to hospitalized patients. This risk is increased when health professionals are unable to read the 
prescriptions correctly, resulting in confusion during dispensing, distribution, preparation and 
administration. Therefore, one of the factors that can help prevent these events is the correct 
identification of the patient, since clients with similar names in the same ward or receiving the same 
drug, but with different doses, can be easily confused and end up receiving an dose inappropriate for 
the treatment(10-14).

A study on risk factors for the occurrence of errors in the preparation of intravenous medications 
pointed out that the most common errors are related to the preparation of medicines, with this being 
due to work overload and lack of attention. It also highlighted that advance preparation, inadequate 
reconstitution and dilution, lack of disinfection of ampoules and benches and the omission of the 
stage of hand hygiene were the main risk factors identified in this category(15).

Another study related to the administration of intravenous medications in a hospital within the 
Sentinel Network emphasized the need for health professionals to check the identification of 
patients before performing any procedure. The use of wristbands and identification cards in locations 
visible to the team also constitutes an important error prevention measure in the administration of 
medications(15-16). Considering the other literature studied, the importance of the establishment of 
criteria to standardize the data and language printed on the identification tags was confirmed(17), with 
13.79% of the sample mentioning correct identification of the patient as a preventive measure.

Another issue addressed in the articles was the question of professional education, which appeared 
in 14.81% of the articles, being indicated as the best way to prevent adverse events (37.93%). This is 
easily understood, since the management of risks is complex work and incorporates different aspects 
of the professional practice, making the qualification of the multidisciplinary care relevant(18-20).

The researchers highlighted the following challenges for patient safety in health institutions: the 
great care pressure that professionals suffer, the intense demand and the high workload, hampering 
the search for scientific evidence and new technologies, which become inaccessible for many 
professionals, preventing the detection of complications. If used, these resources can optimize the 
time and produce a consequent improvement in quality of care(21-22). 

Handwashing, discussed in 14.81% of the articles, is seen to be parallel to other adverse events, 
as its practice mainly depends on factors such as professional education and directly operates to 
decrease hospital infections. As an isolated preventive factor, it was considered a relevant factor, with 
13.79%. In the everyday care, it contributes to the simplification of steps, to streamline the work and to 
promote the development of regular opportunities for hand hygiene, a practice often neglected in the 
priority of care activities(17,23). Different strategies can be employed in the drive to promote adherence 
to hand hygiene, such as feedback from professionals, encouraging the use of alcohol solutions and 
the establishment of a plan of goals, with the participation of leaders and staff(19).

Although discreet, the reporting of adverse events and incidents was discussed in 1.85% of the 
sample studied. As a prevention factor, it was observed in 10.34% that, besides contributing to the 
construction of a database on risks and problem situations, reporting also allows the implementation 
of necessary changes in the care process, which promotes a safer working process and prevents future 
adverse events(13,20-21).

Faced with the reporting of adverse events and technical complaints made by health professionals 
and considering the results in the literature regarding occurrences that affect the patient, it is believed 
that the study and analysis of these occurrences will enable the development of continuing education 
programs that encourage an increase in notifications. This would ensure the safety of patients and 
result in continuous improvement in the quality of the health services(8,21).

The current literature supports the continued need for research, reporting and analysis of 
occurrences that assist in the planning of proactive interventions by constructing defensive barriers 
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for the prevention of adverse events, aiming to provide quality care that does not cause harm to the 
patients(22-24). Regarding this safety culture and communication of errors, the lack of reporting clearly 
appears in 6.90% of the studies, with this described as being due to difficulty in confessing the error. 
While error is inherent to people there is a fear of punishment and, therefore, underreporting occurs. 
Therefore, the need arises to adapt to legal norms, working intensely for the clinical safety of health 
organizations, use of appropriate records and knowing current errors, which requires changes in the 
thinking and culture itself(23-25).

The risk of falls from the bed of patients admitted to the hospital environment was also highlighted 
in 1.85% of the articles found. This risk, in the majority of cases, is associated with older male patients 
with neurological diseases, being directly related to the quantity of professionals in the health service 
and companions uninformed about the condition of the patient. In this regard, the studies showed the 
use of raised guards and guidance for the companions (9.26%) to be effective preventive measures(13,25-26).

Of the articles selected, 1.85% did not address specific issues on preventive measures for patient 
safety. These articles did, however, address the need to work with the teams in relation to the error and 
guilt as an alternative to modify and transform the event into an opportunity to discuss and develop 
critical thinking about the care actions and attitudes to their own errors and those of colleagues. This 
aims to perceive the error as a learning opportunity to avoid new events related to the same cause(26). 
Thus, it is essential to know the reality of the work, to encourage the participation of people and to 
employ tools to manage risk, aiming to minimize the occurrence of adverse events and injuries to 
health service users(15,17).

The analysis shows a fragmented view of patient safety in this environment, being seen as the 
responsibility of a professional category (medical or nursing). Therefore, these statements indicate 
some empowerment of the nursing team, while simultaneously revealing that the responsibility for 
safety is not equally shared by all the teams(27). 

The articles deal with, or at least cite, the International Accreditation Program of the Joint Commission 
International (JCI), founded in 1998, which that has accredited more than 70 hospitals in 15 countries. 
International accreditation is one of the tools available for the evaluation and standardization of 
the quality of care provided by health organizers. This program works with six goals: the correct 
identification of patients; improved effective communication; safety of high-risk medicines; guarantee 
of surgeries with the correct location of intervention, correct procedure, and correct patient; reduction 
of the risk of healthcare associated infections; and reduction of the risk of patient injury resulting from 
falls, collaborating the results of the present study(28-32).

From this perspective, the concern of national and international institutions with the patient safety 
policy was verified, a fact confirmed by the increasing number of publications on the subject of 
prevention of events or hazards for patient safety. This problem suggests standards to be applied in 
health institutions to improve the care provided to the client, which will, in many Brazilian hospitals, 
require a long journey that will not be quick or easy to fulfill all the goals proposed by the accreditation 
program. This fact makes it imperative to establish a coherent and enforceable plan of action, with 
options for the correction of “non-conformities”, planning how many of these options will be 
implemented each year and the expected rates of progress in the evaluation(28-34).
     

     CONCLUSION

In recent years, there has been the full development of global policies and strategies in countries with 
different levels of development, implemented by the World Health Organization. Thus, the strategic 
option for safety has been included in the agendas of health institutions, organizations and systems as 
a priority. The results presented in this study reveal the growing concern of health institutions with the 
well-being of patients and with improving the quality of care. However, in the studies, the evaluation 
of this improvement is accomplished by collecting data from medical records through a retrospective 
cohort design. The analysis highlights that, despite being a currently discussed theme, it is necessary 
to search for a way to meet the aspirations of professionals regarding appropriate methods to drive 
and improve the quality of care provided through the control and prevention of adverse events, aiming 
to achieve a better evaluation of the quality of care.
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