
Melo CL, Delfim LVV, Dantas RB et al.                                                             Risk and adverse events management in an… 

English/Portuguese 
J Nurs UFPE on line., Recife, 7(spe):6146-55, Oct., 2013 6146 

DOI: 10.5205/reuol.4397-36888-6-ED.0710esp201312 ISSN: 1981-8963 

 
 

 
 

RISK AND ADVERSE EVENTS MANAGEMENT IN AN EMERGENCY UNIT: 
PERCEPTION OF THE NURSING TEAM 

GERENCIAMENTO DE RISCOS E EVENTOS ADVERSOS EM UNIDADE DE EMERGÊNCIA: 
PERCEPÇÃO DA EQUIPE DE ENFERMAGEM 

GERENCIAMIENTO DE RIESGOS Y EVENTOS ADVERSOS EN UNIDAD DE EMERGENCIA: PERCEPCIÓN 
DEL EQUIPO DE ENFERMERÍA 

Clayton Lima Melo1, Luciana Valverde Vieira Delfim2, Raquel Batista Dantas3, Ricardo Américo Ribeiro de Sá4 

ABSTRACT 

Objective: to analyze the perception of the nursing team of the emergency unit on risk management and 
adherence to the system of reporting adverse events. Method: descriptive and exploratory study with a 
qualitative approach, with 34 nursing technicians. The data were constructed from interviews with a semi-
structured guide, audio-recorded, transcribed verbatim and analyzed by the Content Analysis technique. The 
project was approved by the Ethics in Research Committee, CAAE 02054212.7.0000.5098. Results: the 
analyses revealed that 97% of respondents considered that patients are exposed to adverse events especially 
in emergency units; the majority affirmed that was touched on the theme; 35% reported having used the 
system of event notification. Conclusion: the majority of respondents correctly identified the adverse events, 
however, the adherence to the electronic system of event notification was still unsatisfactory, which led to 

underreporting. Descriptors: Safety Management; Emergency Nursing; Iatrogenic Disease; Nursing Team. 

RESUMO  

Objetivo: analisar a percepção da equipe de enfermagem da unidade de emergência sobre o gerenciamento 
de risco e adesão ao sistema de notificação de eventos adversos. Método: estudo descritivo, exploratório, 
com abordagem qualitativa, com 34 técnicos de enfermagem. Os dados foram construídos a partir de 
entrevistas com roteiro semiestruturado, gravadas em áudio, transcritas na íntegra e analisadas pela Técnica 
de Análise de conteúdo. O projeto foi aprovada pelo Comitê de Ética em Pesquisa, CAAE 
02054212.7.0000.5098. Resultados: as análises revelaram que 97% dos entrevistados consideraram que 
pacientes estão expostos a eventos adversos principalmente nas unidades de emergência; a maioria afirmou 
que foi sensibilizada sobre tema; 35% referiram terem utilizado o sistema de notificação de eventos. 
Conclusão: a maioria dos entrevistados identificou corretamente os eventos adversos, porém a adesão ao 
sistema eletrônico de notificação de eventos ainda foi insatisfatória, o que gerou subnotificação. Descritores: 

Gerenciamento de Segurança; Enfermagem em Emergência; Doença Iatrogênica; Equipe de Enfermagem. 

RESUMEN 

Objetivo: analizar la percepción del equipo de enfermería de la unidad de emergencia sobre la gerencia de 
riesgo y adhesión al sistema de notificación de eventos adversos. Método: estudio descriptivo, exploratorio, 
con abordaje cualitativo, con 34 técnicos de enfermería. Los datos fueron construidos a partir de entrevistas 
con guía semi-estruturada, grabadas en audio, transcriptas en la íntegra y analizadas por la Técnica de 
Análisis de contenido. El proyecto fue aprobado por el Comité de Ética en Investigación, CAAE 
02054212.7.0000.5098. Resultados: los análisis rebelaron que 97% de los entrevistados consideraron que 
pacientes están expuestos a eventos adversos principalmente en las unidades de emergencia; la mayoría 
afirmó que fue sensibilizada sobre el tema; 35% dijeron haber utilizado el sistema de notificación de eventos. 
Conclusión: la mayoría de los entrevistados identificó correctamente los eventos adversos, sin embargo la 
adhesión al sistema electrónico de notificación de eventos aún fue insatisfactoria, lo que generó sub-
notificación. Descriptores: Gerenciamiento de Seguridad; Enfermería en Emergencia; Enfermedad 

Iatrogénica; Equipo de Enfermería. 
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Risk management is one of the most 

discussed topics in the hospital escope in 

recent years, which linked to the processes of 

continuous improvement has contributed to 

quality and service excellence in the services 

provided. The nurse has an important role in 

this scenario, since management activities 

related to nursing are its responsibility, as 

well as training and permanent education 

processes.1-2 

The care should be practiced with quality, 

risk and flaw-free, committed to customer 

safety, promoting health without causing 

damage. According to some authors, 

incidents, adverse events, or iatrogeny or 

assistance errors are undesirable occurrences, 

harmful and damaging that compromise 

patient safety. In addition to physical and 

emotional damage, an increase in the length 

of hospitalization, suffering from the client, 

temporary or permanent disability and even 

death can also occur. The consequences are 

not limited to the patient, and can even reach 

its family. 1,3-4 

Despite prevention mechanisms, the first 

measure to be adopted must be to admit that 

the error can happen, understanding and 

looking for its solution. One should remember 

that the error is characteristic of "human 

beings" and occurs independent of personal 

will, professional ability and attention given 

to the procedure, given that other factors 

such as the environment, the psychological 

and physiological contribute to its occurrence. 

5 

Thus, the notification of adverse events 

allows actions to be implemented, given the 

failures presented, and can be used as 

indicators, establishing targets to be 

accomplished. The faults are present in all 

hospital units and are maximized in services 

that absorb large number of patients with 

varying levels of complexity, among which 

may be cited the intensive care, urgency and 

emergency services.1 

Among the health services, the emergency 

sector, because of its turnover, assistance 

dynamic and performance of activities, 

aggregates factors such as stress and lack of 

professionals, which can trigger undesirable 

occurrences, with consequences for patients 

and professionals involved. The causes of the 

errors identified are related to work overload, 

diversion of attention, lack of knowledge, 

among others. The errors are considered a 

multidisciplinary problem, that require 

awareness of the professionals for the 

planning of goals to be implemented in the 

short, medium and long term for prevention 

and reduction of potential errors in the 

sector.6 

The adverse event is an unintended injury 

or damage that resulted in disability, 

temporary or permanent impairment, or 

prolonged hospitalization as a result of the 

care provided. As a consequence, these 

grievances may require medical intervention, 

hospitalization or its prolongation, besides the 

rise in health costs and the risk of death for 

the patient.7 

Thus, the highlight presented by iatrogenic 

processes in the setting of current health, 

means that there is a need to map, monitor 

and minimize these events, arising in this 

panorama the risk management. It is defined 

as risk management the culture, structures 

and processes aimed at recognizing potential 

opportunities and concurrently manage their 

adverse effects.8 

During patient care errors and adverse 

events are poorly explored and studied. Every 

event that involves damage or even one that 

represents potential harm to the client, must 

be communicated and reported through the 

appropriate tool, since in situations where 

there is an error but no correspondent 

damage, adverse events go unreported. This 

fact leads us to believe that adverse events 

are identified by health professionals as 

something unusual, thus generalizing its 

occurrence. When the error is trivialized or 

not recognized, the direct result is the 

underreporting. Consequently, cases that 

become of public knowledge correspond only 

to the edge of an immense iceberg.3 

Patient safety is a fundamental principle of 

care and a critical component of quality 

management. Studies involving the subject 

are focused on the flaws in the system of 

care, i.e., failures attributed to hospital 

organization. Unintentional failures occur due 

to the complex nature of care, which involves 

a large number of interventions and aspects of 

which no health professional can control. This 

risk context requires that potential failures 

are anticipated and preventive procedures are 

implemented.9-10 

In Brazil it is still not possible to effectively 

measure the occurrence of adverse events due 

to the absence of a single database to show 

the number and the analysis of the facts, 

though, there are some initiatives such as the 

Sentinel Network of ANVISA in partnership 

with Brazilian health services, that aim to 

build a prepared systematization for the 

reporting of adverse events in three 

categories: technovigilance, hemovigilance 

and pharmacovigilance.11 

INTRODUCTION 
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In this perspective, one can cite research 

conducted in the state of Rio de Janeiro 

where three hospitals were analyzed, showing 

that 8 out of 100 inpatients suffer one or more 

adverse events. But the most serious is that 

67% of these events could be avoided through 

management actions.9 

As a result of the imminent need to prevent 

the occurrence of adverse events in 2004, the 

World Health Organization (WHO) created the 

project "World Alliance for Patient Safety" 

which aims to prevent damage, with one of its 

central themes being the action called "Global 

Challenge", which every two years takes a 

priority issue to be adopted.12 

Managing risk is important because it 

reduces the incidence of disease and injury, 

shortens the treatment and/or 

hospitalization, improves or maintains the 

functional status of the patient, and increases 

its sense of well-being. Through risk 

management, financial resources employed in 

risk control are applied rationally, since the 

steps in this management enable the selection 

of what is essential and a priority in the 

execution of risk control procedures.13-14 

The interest of this research came, after 

conducting awareness workshops on risk 

management and the implementation of an 

electronic system used for reporting adverse 

events in the emergency unit of a general 

hospital in the city of Belo Horizonte, in 2010, 

had nurses as multipliers and as target 

audience, all professionals related directly 

and indirectly to assistance. 

From the foregoing, the problem in this 

study emerged, guided by the following 

questions: What is the perception of the 

nursing team of an emergency unit on risk 

management? What is the level of their 

knowledge about this subject? How is the 

adherence of this team to the electronic 

system for reporting adverse events? 

When considering that the risk 

management and the reporting of adverse 

events are key pieces for the care and safety 

of the client, it is important to understand the 

perceptions of professionals in this process, 

thus contributing to the institution's 

assessment of the impact of the workshops, 

level of staff knowledge and attitudes towards 

adverse events and the implemented 

reporting system. The present study aimed to 

understand the perception of the nursing staff 

of an emergency unit on risk management in 

healthcare, as well as the adherence of this 

team to the electronic system of reporting 

adverse events. 

 

 

A descriptive and exploratory field research 

with a qualitative approach. This approach 

was used in order to allow a broader 

assessment of the results, the possibilities of 

description, the explanation and 

understanding of the object of study.15-16 

The qualitative method applies to the study 

of the history, relationships, representations, 

beliefs and perceptions; products of the 

interpretations of people regarding their 

experiences, their way of feeling and 

thinking. 17 

The field studied was the emergency unit 

of a large hospital in Belo Horizonte - MG, a 

reference in admission of urgencies and 

emergencies in the municipality. 

The subjects of the study were 34 nursing 

technicians working in the referred unit, 

accounting for 42.5% of the total. Exclusion 

criteria adopted: workers who were on 

vacation and sick leave and two technicians 

who refused to participate in the survey. 

The construction of the data was carried 

out in September 2011. Participants were 

approached by appointment, with orientation 

about the study and voluntary participation. 

To preserve anonymity it was chosen to 

identify individuals by the letter E, followed 

by the number corresponding to the 

interview. Data collection was carried out 

after signing the Free and Informed Consent 

Term (IC), through semi-structured 

interviews, audio-recorded, transcribed 

verbatim and subsequently stored in a 

database. 

The interviews were interrupted when data 

saturation was noticed, which was 

characterized as sampling closure by 

theoretical saturation operationally defined as 

suspension of the inclusion of new participants 

when the data obtained begin to present, in 

the investigator assessment, some redundancy 

or repetition, not being considered relevant to 

persist in collecting relevant data.18 

For the treatment of data the technique of 

content analysis of Bardin was used followed 

by the three steps proposed by the author: 

pre analysis, which consists in organizing the 

data; material exploration, determined by 

coding, classification of speeches and 

elaboration of relevant categories for the 

research objective and the third stage of the 

processing of results, inference and 

interpretation of data seeking its significance 

and validation.20 Moreover, simple statistical 

analysis was used through frequency 

calculation, which is a possibility within the 

content analysis. 

METHOD 
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Through the analysis of relevant fragments 

of the discourses four categories of analysis 

emerged: The team's knowledge of risk 

management in health; The occurrence of 

adverse events in the emergency unit; The 

reporting of adverse events; Interventions 

that promote the prevention of adverse 

events. 

The study complies with ethical and legal 

precepts, in accordance with Resolution 

196/96 of the National Health Council (CNS)19 

and had the research project approved by the 

Ethics and Research Committee of the 

selected hospital, by CEAC number 

02054212.7.0000.5098 and report number 

0060.0.391.216. 

 

● Characterization of study subjects  

The subjects had mean age of 34 years, 

with a female predominance (59%). Regarding 

the employment relationship, 91% were 

admitted through public competition and 9% 

by administrative contract regimen. As for the 

work shift, 59% belong to the daytime period 

and 41% night time and 53% had a workload of 

30 hours per week and 47% a workload of 40 

hours per week. The average working time in 

the emergency department was 3 years and 5 

months. 

 Category 1: Knowledge of the team on 

the management of health risks 

In this category, we identified the 

knowledge that individuals have about 

managing risks. Most respondents (97%) stated 

that patients are subject to some kind of risk 

during assistance in hospitals, especially in 

emergency units, according to the speeches 

below: 

There is always a possibility of some error, 

especially since the assistance must be 

performed relatively quickly and dexterity, 

something sure could happen, medication 

errors, wrong dose and route. (E21) 

The demand is very large, we are likely to 

make mistakes, due to the large number of 

patients in relation to the number of 

employees. (E22) 

The assistance risks are more intensified in 

emergency units, since they absorb large 

number of patients with varying degrees of 

severity, besides; they coexist with 

quantitative and qualitative deficiency of 

human resources and materials.1 

Studies by the Oswaldo Cruz Foundation in 

Brazilian hospitals, show that during the 

period of hospitalization, 7.6% of patients 

suffer some damage due to care, this 

percentage is similar to that observed in other 

countries such as Canada, Denmark and 

Spain.7 

Regarding the knowledge of professionals 

about managing risks and adverse events, 

more than half of respondents (56%) 

presented conceptual difficulties, despite 

claiming to have participated in awareness 

programs on the issue, including by the 

institution itself. 

Risk management is like SOP, it creates 

rules to manage the urgency, should be 

performed by a person appointed to create 

a spreadsheet to identify the risks in the 

sector. (E29) 

What occurs and can cause damage to the 

employee or to the patient. The employee 

may be contaminated through a sharp 

pierce. (E17) 

The registration of the speeches above, 

inconsistent under the conceptual point of 

view on the intrinsic definitions related to the 

topic of risk management and patient safety, 

subsidize the need for the development of 

educational programs that contribute to 

improving the quality of nursing care, in order 

to train professionals so that they contribute 

to the institution and society in relation to 

prevention of adverse events.21 

Despite presenting conceptual difficulties, 

53% of respondents state that all professionals 

involved in the care are responsible for 

managing risks in the assistance. Strategic 

actions should be implemented so that all 

staff is trained technically and ethically and 

feel co-responsible for quality care in order to 

minimize the occurrence of adverse events.22 

Some speeches point to this: 

The entire team, both the coordinator, the 

nurse and technician are responsible for 

managing the risk, because if we make a 

mistake, we have to report to the nurse who 

reports to the coordination, it is a team 

effort then, there is no  A, B or C. (E24) 

 Category 2: the occurrence of adverse 

events in emergency units 

The most frequent adverse events were 

recognized by the participants: error in 

medication administration (62%) and falls from 

bed (56%). Other events such as: errors in 

prescription, withdrawal of tubes by the 

patients themselves, burn, accidental 

extubation and mechanical restraint injuries 

were reported less frequently. 

Sometimes we have patients with the same 

names, so the medications can be 

exchanged. (E9) 

Falls from the bed, medication errors are 

more common. (E28) 

Restraint in bed causes injury, but if the 

patient is not restrained it may fall from 

the bed. (E30) 

RESULTS AND DISCUSSION 
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According to research conducted at 

Harvard University, 38% of adverse events in 

hospitals are related to medication error and 

studies in the UK showed the occurrence of 

more than 200,000 falls within one year.13 A 

similar Brazilian study conducted in an 

university hospital in São Paulo, also showed 

that error in the administration of 

medications and falls are the most common 

events in the hospital environment.2 

In a study conducted in the Intensive Care 

Unit (ICU) of a general hospital in Rio Grande 

do Sul, the authors make reference to the 

emergence of adverse events of assistance to 

human error resulting in medication errors as 

the most common in ICU daily routine.23 

Faced with such evidences, and based on 

the statements of the subjects, there is a 

clear need for mechanisms that are able to 

minimize or stop the occurrence of these 

events, because prevention is crucial for those 

who want to provide quality and lower risk 

care.3 

When asked about adverse events related 

to the emergency unit, the fall of the bed 

(42%) and errors in medication administration 

(27%) were also the most cited, but in 

different proportions, which may be related 

to a greater retention of patients on 

stretchers and the absence of accompanying 

in these units. 

Although the entire team is focused, the 

adverse event can happen because nobody is 

perfect, we see more falls of the bed, 

agitated patients really falls. (E9) 

There are patients that turn with the 

stretcher and all, I think the right thing 

would be to keep them in bed. There are 

patients that remain in the stretcher for 

many days waiting for a vacancy. (E33) 

Most respondents (55%) recognize that they 

have already committed an adverse event, but 

argue that they were induced by other 

professional to make the mistake: 

The other day I made a furosemide in the 

patient thinking it was dipyrone, I was 

supposed to administer to the other 

patient, but the resident doctor led me to 

do this. I am not justifying my mistake, but 

he led me to doing this. (E9) 

Authors of studies that follow this subject 

show that, errors can be influenced by several 

factors. Adverse events rarely occur by a 

single mistake, but by a break in the barrier of 

defense against the occurrence of events. 

They also affirm the existence of other factors 

that favor the occurrence of adverse events 

such as: technological advancement with 

incompatibility of the necessary personal 

improvement, distancing of own actions of 

each professional, lack of motivation, absence 

or limitation of the systematization and 

documentation of nursing care, delegation of 

care without proper supervision and overload 

of services. 22,24 

Regarding the practice of drug 

administration, it is worth mentioning that 

this is one of the major responsibilities of 

the nursing team, since such practice 

determines that the care provided is 

exercised in an appropriate and safe way 

for the patient and, in this sense, it is 

essential that the errors are avoided. 

Therefore, it is necessary to standardize 

the knowledge among the team of nurses 

and their followers, with regard to the 

ethical-legal aspects involving quality 

deviations in providing assistance, 

particularly in the medication 

administration process and its implications. 

Within the perspective presented, the code 

of ethics of Nursing, reworked by Resolution 

number 311/2007 of the Federal Board of 

Nursing (COFEN) establishes criteria for rights, 

duties and prohibitions for these 

professionals, and as fundamental principles 

assigns the following duties:25 

"Chapter I, Responsibilities and Duties". 25:58 

"Art. 5 - Exercising the profession with 

fairness, commitment, equity, resoluteness, 

dignity, competence, responsibility, honesty 

and loyalty”. 25:58 

Art. 12 - Ensure the person, family and 

community nursing care free of damages 

resulting from malpractice, negligence or 

recklessness.25:59 

Considered unlawful action, therefore of 

prohibitive character to the professional, "to 

administer medications without knowing the 

action of the drug and without making sure of the 

possibility of risk (article number 30) and to 

execute any kind of prescriptions that compromise 

the security of the person (article number 

32)".25:61 

Relating to the duties, article number 37 in 

its sole paragraph states: 

Nursing professionals can refuse to perform 

therapeutic drug prescriptions in case of 

identification of error or illegibility, or in the lack 

of signature and registration number of the 

prescriber, except in urgency and emergency 

situations (...) 25:61 

Despite the management of the type of 

adverse event in question, it is clear that the 

culture of most health professionals still 

remains tied to the process of 

responsibilization of "guilty" and identification 

of flaws, although studies in this area suggest 

the need for broad discussions involving a 

systemic and not individual view of the error 

and that Brazil (for almost a decade) already 

has a national policy for managing risks and 

adverse events, encouraging the 
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implementation of identification systems of 

these occurrences so that prevention is 

effective. 

This assumption is justified by the results 

of this research showing that 56% of 

respondents claim to have witnessed the 

occurrence of adverse events caused by 

coworkers. In this regard, it is clear that the 

subjects feel more comfortable to report the 

error of a fellow rather than the actual error, 

as reported below: 

I witnessed the administration of a 

medication that was not prescribed, the 

patient had a fever and my colleague 

administered dipyrone and the patient was 

allergic. (E16) 

The administration of drugs without 

medical prescription demonstrates 

recklessness on the part of professionals, 

according to the Code of Ethics of Professional 

Nursing it is the professional's responsibility to 

ensure to the customer assistance free of 

damages resulting from malpractice, 

negligence or imprudence.25 

In the emergency room, the access to 

various classes of medications is free, which 

increases the risk for the occurrence of the 

error in the administration of medications 

during the critical phase of assistance.6 

When asked about adverse events related 

to other professionals, 24% of subjects did not 

opine on the matter and 21% indicate the 

error in medical prescription as a facilitating 

factor for the occurrence of adverse events 

related to medication. Events such as 

pneumothorax, loss of venous access and 

accidental removal of the tube were also 

cited. The reports below point to this: 

What is very common to happen is the error 

in the medical prescription, if the nursing 

professional is not experienced and careful, 

it can cause harm to the patient. (E17) 

As prescriptions are typed and printed, 

many medications that were supposed to be 

suspended continue to be prescribed. (E11) 

The research institution uses electronic 

prescribing, which should be a way to 

minimize errors, but according to the 

subjects, the errors are more likely to occur 

due to the common practice of doctors in 

copying previous prescriptions.26 

Some factors were characterized as 

facilitators for the occurrence of adverse 

events according to the interviewees such as: 

work overload (15%), overcrowding of units 

(12%) and lack of communication between the 

multidisciplinary team (12%). Other factors 

showed less relevant percentages: shortage of 

staff, carelessness, recklessness, 

inexperience, lack of training, prescription 

error, inadequate identification of patients, 

customer turnover, neglect of professional 

who provides care, absences of routines, 

reduced physical space and excess of 

administrative activities. The data are 

affirmed as the speeches presented: 

The error in assistance actually happens, 

due to the work overload, it happens not 

only by the nursing staff, but by the entire 

multidisciplinary team. (E32) 

I think is the demand, there are a lot of 

patients, short staff, lack of 

communication. (E12) 

Human error, in the various healthcare 

professions, can happen as a result of single or 

multiple factors, whether inherent to patient, 

physical plant, materials, equipment and 

human factors.27 

 Category 3: the reporting of adverse 

events 

Most respondents (68%) recognize the 

existence of an electronic program for 

reporting of adverse events in the unit and 

41% reported having received training to use 

it. It is noteworthy; however, that 18% of 

respondents recognize that bed checklist, 

administrative book and Standard Operating 

Procedure are instruments of notification, 

which again denotes ignorance on their part, 

regarding the appropriate way to make this 

record. 

Regarding the act of notifying, 68% of 

subjects did not feel able to carry out 

electronic notification, recognizing that this is 

a nurse’s assignment, as they consider it 

administrative routines. When questioned if 

they have ever reported some adverse event, 

only 35% affirmed positively. 

Once, the patient fell from the stretcher 

and got hurt, I didn’t notify, because 

everyone was there, a doctor and the 

nursing supervision. (E8) 

The event is something that I had to notify, 

but I didn’t, I did not have time, I 

communicated only to the nursing 

supervision. (E3) 

Of the subjects who performed 

notification, 50% report having notified its 

own events and 50% adverse events produced 

by coworkers. The data are affirmed 

according to the speeches presented: 

If the adverse event happen with me I will 

notify, but if it happened with my colleague 

it is up to him, I would not report, I would 

leave it to him, following each one’s 

conscience. (E9) 

I even communicated the event committed 

by my colleague to supervision, because I 

found it very serious. (E10) 
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Até comuniquei o evento cometido pelo meu 

colega para supervisão, pois achei muito 

grave. (E10) 

Failure in notifying prevents events from 

being evaluated, making it difficult to 

implement preventive actions. The reporting 

of adverse events is an assignment of all 

professionals, being indispensable that they 

know the tool and feel safe and able to do so. 

To understand the act of notification is an 

important step to stipulate policies that 

ensure the safety of patients seeking 

assistance in hospitals.25, 28 

 Subcategory 3.1: Factors that 

influence the act of notifying 

When asked about the factors that 

influence the reporting of adverse events, 30% 

of respondents say they are afraid of 

repression from colleagues and 27% said they 

are afraid of punishment. 

I think it would be the fear of punishment, 

it should be clear to all staff, that 

notification is made so that the error no 

longer occurs and not for punishment. (E16) 

The feeling built in the past around 

punitive acts, where the warnings from the 

head of nursing were used as strategies to 

reduce the amount of errors, evidenced the 

error as an individual cause and not as a 

systemic failure.2 This fact is complemented 

by Carvalho and Cassiani when they affirm 

that the numbers of reported errors in 

hospitals refer only to the tip of the iceberg, 

since the reported errors are often only those 

who cause damage to the patient.29 

Of the staff that carried out the 

notification in the electronic system, only 8% 

reported a feedback of the institution, a fact 

that discourages staff and encourages 

underreporting. 

I never received a feedback from the 

institution, I think that's why nobody 

notifies, we do not have a feedback. (E5) 

There was no feedback, I hoped there would 

be an answer, this is what discourages us. 

(E20) 

The notification of adverse events 

facilitates the investigation of the quality of 

care, it should foster communication between 

the team and the institution, and however, 

according to reports of the subjects this 

communication has not been reliable, since 

they have not received feedback regarding 

notified adverse events.22 

Another factor that makes it worth 

regarding the notification is the stimulus from 

the superiors. This directly affects the 

interest of the employee to report the 

occurrence of adverse events: 53% of the 

subjects claim to have received 

encouragement from supervisors, which is 

exposed in the report below: 

The supervisors are well aware of and 

advise professionals, stimulating to do the 

notifications. (E15) 

On the other hand, 47% report that the 

stimulus exists, but is not constant, this 

occurs upon the occurrence of the adverse 

event, which is beyond the conception of 

prevention. This is evidenced in the speeches: 

There is not much talk, we are only 

stimulated when an adverse event occurs. 

(E1) 

I think it's because there is no routine, 

obligation to notify, if it were equal to an 

evolution, which is mandatory, we would. 

(E2) 

The motivation for the work is an aspect 

that interferes with the process of human 

relations, productivity and quality of life. 

Accordingly, the stimulation of supervisors is 

of paramount importance for the 

implementation of every and any tool 

associated to the working process.30 

 Category 4: interventions that 

promote the prevention of adverse 

events 

Participants were asked to suggest 

interventions for the continuous process of 

improvement of the work focused on the 

prevention of assistance adverse events. 

Factors such as adequacy of the number of 

employees, reduced absenteeism and 

continuing education are cited as measures to 

prevent the occurrence of adverse events, as 

reported below: 

In the emergency room, the staff are 

overloaded, stressed, some take some leave, 

this favors adverse events, this should be 

considered to reduce the chance of errors. 

(E9) 

If you did not work with reduced shifts 

errors would happen less. When some 

employees are absent you take on more 

patients and need to pay attention to more 

serious ones, there may come an adverse 

event. (E6) 

The professionals working in emergency 

units face conflicts, daily, by acting in 

crowded environment, with human resources, 

technological and physical structure not 

always adequate, not offering adequate 

conditions to accommodate users safely and 

with quality.31 

One of the measures to prevent 

emergence adverse events would be 

training, continuing education for 

employees. (E17) 

I think training, to provide conditions 

for everyone to work properly. (E20) 
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Constant training in an educational way. 

(E15) 

Note that continuing education is essential 

for the development of people and ensures 

the quality of care for customers, should also 

be focused on the reality of the institution 

and the staff needs. Faced with the new 

requirements of health organizations, nursing 

faces continuous transformations, which 

shows that people need to seek the best way 

to expand their knowledge, and one way is 

the education and continuous learning.32 

 

Health institutions should have as a basic 

principle to offer the customer a safe and 

qualified care. The present study showed that 

the majority of respondents correctly 

identified the adverse events and was aware 

of the subject, however, the adherence to the 

electronic system for reporting adverse events 

is still small, which leads to underreporting. 

Risk management should be part of the 

routine of health institutions, especially the 

emergency units, in which the high volume of 

patients, the unpredictability, the 

requirement for continuous monitoring and 

rapid and specialized care increase exposure 

to assistance risks and the likelihood of 

adverse events. 

For these services to have greater efficacy 

in addressing adverse events and therefore 

minimize their impact on the costs and 

damage to patients, the practice of 

educational interventions for the 

multidisciplinary team involved in the care 

becomes essential, in order to better identify 

and to better prevent the occurrence of 

adverse events. Continuing education is 

necessary for construction of new health 

practices and service organization, given the 

challenges of the current scenario. 

From this perspective, the awareness of 

the collaborators regarding the recognition 

and reporting of error is of paramount 

importance. Undoubtedly, this will only occur 

with the change of culture coined in the 

"guilt" and identification of "guilty" to a 

systemic view of the error process, which 

higher level focus on the proper identification 

of the causes that led to the failure to 

effectively correct them and prevent new 

events. Thus, more effective training, 

systematic and regular become necessary for 

the team to internalize concepts and attitudes 

essential for the risk management and 

handling of the notification system so that 

there is, therefore, a change in practice. 

The research shows, however, some 

limitations. The method used in this research, 

of a qualitative approach with content 

analysis, evaluated the perception of the 

nursing staff of the emergency unit of a 

specific hospital in the city of Belo Horizonte, 

Minas Gerais, not allowing generalizations to 

other institutions. The data analyzed show the 

subjective perception of these nursing 

professionals and that is related to their work 

process and prior knowledge. It is essential to 

emphasize that, although the categories 

surveyed are significant, according to the 

theoretical framework presented, they do not 

exhaust the possibilities of the themes under 

study. 

Undoubtedly, it is expected that the results 

may contribute to the strengthening of the 

organizational culture focused on patient 

safety, and contribute to the creation of new 

research related to the theme. 

 

1. Santos AE, Padilha KG. Eventos adversos 

com medicação em Serviços de Emergência: 

condutas profissionais e sentimentos 

vivenciados por enfermeiros. Rev bras enferm 

[Internet]. 2005 July/Aug [cited 2012 Feb 

15];58(4):429-33. Available from: 

http://www.scielo.br/pdf/reben/v58n4/a09v

58n4.pdf  

2. Paiva SAR, Paiva CMS, Berti HW. Eventos 

adversos: análise de um instrumento de 

notificação utilizado no gerenciamento de 

enfermagem. Rev esc enferm USP [Internet]. 

2010 June [cited 2012 Feb 15];44(2):287-94. 

Available from: 

http://www.scielo.br/pdf/reeusp/v44n2/07.p

df 

3. Roque KE. Avaliação dos eventos adversos 

relacionados à medicação no contexto 

hospitalar [Tese]. Universidade Federal do Rio 

de Janeiro. Rio de Janeiro (RJ); 2009. 

Available from: 

http://www.unirio.br/propg/posgrad/ 

strictopaginas/site%20Enfermagem/SiteENFv3

/dissertacoes/dissertacoes%202009/avaliacao

%20dos%20eventos%20adversos%20relacionados

%20a%20medicacao%20no%20contexto%20hospi

talar.pdf. 

4. Nascimento CCP, Toffoletto MC, Gonçalves 

LA, Freitas WG, Padilha KG. Indicadores de 

resultados da assistência: análise dos eventos 

adversos durante a internação hospitalar. Rev 

Latinoam enferm [Internet]. 2008 Aug [cited 

2012 Feb 15];16(4):746-51. Available from: 

http://www.scielo.br/pdf/rlae/v16n4/pt_15.

pdf.  

5. Coimbra JAH. Prevenção e detecção de 

erros de medicação. Ciência, cuidado e saúde. 

Maringá, 2006; supl. 5:142-8. 

CONCLUSION 

REFERENCES 

http://www.scielo.br/pdf/reben/v58n4/a09v58n4.pdf
http://www.scielo.br/pdf/reben/v58n4/a09v58n4.pdf
http://www.scielo.br/pdf/reeusp/v44n2/07.pdf
http://www.scielo.br/pdf/reeusp/v44n2/07.pdf
http://www.unirio.br/propg/posgrad/%20strictopaginas/site%20Enfermagem/SiteENFv3/dissertacoes/dissertacoes%202009/avaliacao%20dos%20eventos%20adversos%20relacionados%20a%20medicacao%20no%20contexto%20hospitalar.pdf.
http://www.unirio.br/propg/posgrad/%20strictopaginas/site%20Enfermagem/SiteENFv3/dissertacoes/dissertacoes%202009/avaliacao%20dos%20eventos%20adversos%20relacionados%20a%20medicacao%20no%20contexto%20hospitalar.pdf.
http://www.unirio.br/propg/posgrad/%20strictopaginas/site%20Enfermagem/SiteENFv3/dissertacoes/dissertacoes%202009/avaliacao%20dos%20eventos%20adversos%20relacionados%20a%20medicacao%20no%20contexto%20hospitalar.pdf.
http://www.unirio.br/propg/posgrad/%20strictopaginas/site%20Enfermagem/SiteENFv3/dissertacoes/dissertacoes%202009/avaliacao%20dos%20eventos%20adversos%20relacionados%20a%20medicacao%20no%20contexto%20hospitalar.pdf.
http://www.unirio.br/propg/posgrad/%20strictopaginas/site%20Enfermagem/SiteENFv3/dissertacoes/dissertacoes%202009/avaliacao%20dos%20eventos%20adversos%20relacionados%20a%20medicacao%20no%20contexto%20hospitalar.pdf.
http://www.unirio.br/propg/posgrad/%20strictopaginas/site%20Enfermagem/SiteENFv3/dissertacoes/dissertacoes%202009/avaliacao%20dos%20eventos%20adversos%20relacionados%20a%20medicacao%20no%20contexto%20hospitalar.pdf.
http://www.scielo.br/pdf/rlae/v16n4/pt_15.pdf.
http://www.scielo.br/pdf/rlae/v16n4/pt_15.pdf.


Melo CL, Delfim LVV, Dantas RB et al.                                                             Risk and adverse events management in an… 

English/Portuguese 
J Nurs UFPE on line., Recife, 7(spe):6146-55, Oct., 2013 6154 

DOI: 10.5205/reuol.4397-36888-6-ED.0710esp201312 ISSN: 1981-8963 

6. Oliveira CR, Camargo AEB, Cassiani SH. 

Estratégias para prevenção de erros na 

medicação no setor de emergência. Rev bras 

enferm [Internet]. 2005 July/Aug [cited 2012 

Feb 15];58(4):399-404. Available from: 

http://www.scielo.br/scielo.php?Script=sci_ar

ttext&pid= S0034-71672005000400004 

7. Mendes W. Avaliação da ocorrência de 

eventos adversos em hospital no Brasil [Tese]. 

Rio de Janeiro (RJ): Escola Nacional de Saúde 

Pública Sérgio Arouca, Fundação Oswaldo 

Cruz; 2007. Available from:  

http://www.bvssp.icict.fiocruz.br/lildbi/docs

online/get.php?id=1080 

8. Det Norske Veritas (DNV) – Managing Risk. 

Gestão de Riscos na Área da Saúde; 2011. 

9. Fundação Oswaldo Cruz. É possível um 

cuidado seguro para os pacientes. Rio de 

Janeiro; 2009. [cited 2011 June 14]. Available 

from:  

http://www.fiocruz.br/bibsmc/cgi/cgilua.exe 

/sys/ start.htm?infoid=121&sid=46.  

10. Runciman WB. Lessons from the Australian 

Patient Safety Foundation: setting up a 

national patient safety surveillance system--is 

this the right model? Qual Saf Health Care. 

2002; 11: 246-251. 

11. Brasil. Ministério da Saúde. Agência 

Nacional de Vigilância Epidemiológica. 

Brasília: Ministério da Saúde; 2002 [cited 2011 

June 14]. Available from: 

http://www.anvisa.gov.br/farmacovigilancia/

index.  

12. Zambon LS. Primum Non Nocere. Rev 

Medicina Net [online]. 2009 [cited 2011 June 

14] Available from: 

http://www.medicinanet.com.br/conteudos/

gerenciamento/901/introdução__primum_nn_

nocere 

13. Quinto Neto A. Segurança dos pacientes, 

profissionais e organizações: um novo padrão 

de assistência à saúde. Rev Adm Saúde 

[Internet]. 2006 Oct/Dec [cited 2012 Feb 

15];8 (33):153-58. Available from: 

http://www.cqh.org.br/files/RAS33_seguranc

a.pdf 

14. Ralston JD, Larson EB. Crossing to safety: 

transforming healthcare organizations for 

patient safety. J Postgrad Med; 2005. 

15. Gil AC. Como elaborar Projetos de 

Pesquisa. 4. ed. São Paulo: Atlas; 2006. 

16. Turato ER. Qualitative and quantitative 

methods in health: definitions, differences 

and research subjects. Rev Saude Pública 

[Internet]. 2005 [cited 2011 Feb 

15];39(3):507-14. Available from: 

http://www.scielo.br/pdf/rsp/v39n3/en_2480

8.pdf  

17. Minayo, MCS. O desafio do conhecimento: 

Pesquisa qualitativa em saúde. 11th ed. São 

Paulo: Hucitec; 2008. 

18. Fontanella BJB; Ricas J; Turato ER. 

Amostragem por saturação em pesquisas 

qualitativas em saúde: contribuições teóricas. 

Cad saúde pública [Internet]. 2008 Jan [cited 

2011 Feb 15];24(1):17- Available from: 

http://www.scielo.br/pdf/csp/v24n1/02.pdf 

19. Brasil. Ministério da Saúde. Conselho 

Nacional de Saúde. Resolução Nº 196, de 10 de 

outubro de 1996: diretrizes e normas 

reguladoras de pesquisas envolvendo seres 

humanos. Brasília: Ministério da Saúde; 1996. 

20. Bardin L. Análise de conteúdo. São Paulo: 

Martins Fontes; 2004. 

21. Darvim RMB, Torres GV, Santos SR. 

Educação continuada em enfermagem: 

conhecimentos, atividades e barreiras 

encontradas em uma maternidade escola. Rev 

latinoam enferm [Internet]. 1999 dec [cited 

2011 Feb 15];7(5):43-49. Available from: 

http://www.scielo.br/scielo.php?script=sci_ar

ttext&pid=S010411691999000500006&lng=pt&

nrm=iso.  

22. Beccaria LM, Pereira RAM, Contrin LM, 

Lobo SMA, Trajano DHL. Eventos adversos na 

assistência de enfermagem em uma unidade 

de terapia intensiva. Rev brasileira de terapia 

intensiva [Internet]. 2009 July/Aug [cited 

2011 Feb 15];21(3):276-282. Available from: 

http://www.scielo.br/pdf/rbti/v21n3/a07v21

n3.pdf  

23. Cecchetto FH, Fachinelli TS, Souza EN. 

Iatrogenic or adverse event: perception of 

nursing staff. Rev enferm UFPE on line 

[Internet]. 2010 July/Sept [cited 2012 July 

01]; 4(3):1377-383. Available from: 

http://www.ufpe.br/revistaenfermagem/inde

x.php/revista/article/view/985/pdf_137  

24. Carvalho VT, Cassiani SHB, Chiericato C, 

Miasso AI. Erros mais comuns e fatores de 

risco na administração de medicamentos em 

unidades básicas de saúde. Rev latinoam 

enferm [Internet]. 1999 dec [cited 2012 July 

01];7(5):67-75. Available from: 

http://www.scielo.br/scielo.php?script=sci_ar

ttext&pid=S0104-116919990005000 

09&lng=es&nrm=isso 

25.  COFEN. Conselho Federal de Enfermagem. 

Resolução Cofen 311/2007. Aprova a 

Reformulação do Código de Ética dos 

profissionais de Enfermagem. COREN-MG 

Legislação e Normas; Ano 12 – n° 01; 2010. 56-

71. 

26.   Bohomol E, Ramos LH. Erros de 

medicações: causas e fatores desencadeantes 

sob a ótica da equipe de enfermagem. Acta 

paul enferm [Internet]. 2003 Apr/June [cited 

2012 July 01];16(2):41-8. Available from:  

http://www.scielo.br/scielo.php?Script=sci_arttext&pid=%20S0034-71672005000400004
http://www.scielo.br/scielo.php?Script=sci_arttext&pid=%20S0034-71672005000400004
http://www.bvssp.icict.fiocruz.br/lildbi/docsonline/get.php?id=1080
http://www.bvssp.icict.fiocruz.br/lildbi/docsonline/get.php?id=1080
http://www.bvssp.icict.fiocruz.br/lildbi/docsonline/get.php?id=1080
http://www.fiocruz.br/bibsmc/cgi/cgilua.exe%20/sys/%20start.htm?infoid=121&sid=46.%20
http://www.fiocruz.br/bibsmc/cgi/cgilua.exe%20/sys/%20start.htm?infoid=121&sid=46.%20
http://www.anvisa.gov.br/farmacovigilancia/index.
http://www.anvisa.gov.br/farmacovigilancia/index.
http://
http://
http://portal.revistas.bvs.br/transf.php?xsl=xsl/titles.xsl&xml=http://catserver.bireme.br/cgi-bin/wxis1660.exe/?IsisScript=../cgi-bin/catrevistas/catrevistas.xis%7Cdatabase_name=TITLES%7Clist_type=title%7Ccat_name=ALL%7Cfrom=1%7Ccount=50&lang=pt&comefrom=home&home=false&task=show_magazines&request_made_adv_search=false&lang=pt&show_adv_search=false&help_file=/help_pt.htm&connector=ET&search_exp=Rev.%20adm.%20saúde
http://portal.revistas.bvs.br/transf.php?xsl=xsl/titles.xsl&xml=http://catserver.bireme.br/cgi-bin/wxis1660.exe/?IsisScript=../cgi-bin/catrevistas/catrevistas.xis%7Cdatabase_name=TITLES%7Clist_type=title%7Ccat_name=ALL%7Cfrom=1%7Ccount=50&lang=pt&comefrom=home&home=false&task=show_magazines&request_made_adv_search=false&lang=pt&show_adv_search=false&help_file=/help_pt.htm&connector=ET&search_exp=Rev.%20adm.%20saúde
http://www.cqh.org.br/files/RAS33_seguranca.pdf
http://www.cqh.org.br/files/RAS33_seguranca.pdf
http://www.scielo.br/pdf/rsp/v39n3/en_24808.pdf
http://www.scielo.br/pdf/rsp/v39n3/en_24808.pdf
http://www.scielo.br/pdf/csp/v24n1/02.pdf
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S010411691999000500006&lng=pt&nrm=iso.
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S010411691999000500006&lng=pt&nrm=iso.
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S010411691999000500006&lng=pt&nrm=iso.
http://www.scielo.br/pdf/rbti/v21n3/a07v21n3.pdf
http://www.scielo.br/pdf/rbti/v21n3/a07v21n3.pdf
http://www.ufpe.br/revistaenfermagem/index.php/revista/article/view/985/pdf_137
http://www.ufpe.br/revistaenfermagem/index.php/revista/article/view/985/pdf_137


Melo CL, Delfim LVV, Dantas RB et al.                                                             Risk and adverse events management in an… 

English/Portuguese 
J Nurs UFPE on line., Recife, 7(spe):6146-55, Oct., 2013 6155 

DOI: 10.5205/reuol.4397-36888-6-ED.0710esp201312 ISSN: 1981-8963 

http://www.unifesp.br/denf/acta/2003/162/

pdf/ art5.pdf 

27. Harada MJCS, Pedreira LGM, Peterline 

MAS, Pereira SR. O erro humano e a segurança 

do paciente. São Paulo: Atheneu; 2006. 

28. Miasso AI, Grol RC, Cassiani SHB, Silva 

AEBC,Fakih FT.  Erros de medicação: tipos, 

fatores causais e providências tomadas em 

quatro hospitais brasileiros. Rev escola 

enfermagem USP [online]. 2006 Dec [cited 

2012 July 01];40(4):524-32. Available from: 

http://www.scielo.br/scielo.php?script=sci_ar

ttext&pid=S0080-623420060004 00011  

29. Carvalho VT, Cassiani SHB. Análise dos 

comportamentos dos profissionais de 

enfermagem frente aos erros na administração 

de medicamentos. Acta paul Enferm [online]. 

2002 Apr/June [cited 2012 July 01];15(2):45-

54. Available from: 

http://www.unifesp.br/denf/acta 

/2002/15_2/pdf/art5.pdf   

30. Costenaro AC, Stecca JP. Motivação 

profissional: um indicador de qualidade de 

vida. Rev Eletrônica de Contabilidade da UFSM 

[Internet]. 2004 [cited 2012 July 01];1(1): 

226-49. Available from: 

http://w3.ufsm.br/revistacontabeis/anterior/

artigos/ vIn01/a13vIn01.pdf.  

31. Garlet, ER, Lima, MADS, Santos, JLG, 

Marques, GQ. Work objective in emergency 

wards: professionals' conceptions. Rev Latino-

Am Enfermagem [Internet]. 2009 July/Aug 

[cited 2012 July 01];17(4):535-40. Available 

from: 

http://www.scielo.br/scielo.php?pid=S010411

692009000400016&amp;script=sci_arttext&am

p;tlng=pt   

32. Silva MF, Conceição FA, Leite MMJ. 

Educação continuada: um levantamento de 

necessidades da equipe de enfermagem. Arq 

bras ciên saúde [Internet]. 2009 Jan/Apr 

[cited 2012 July 01];34(1):15-21. Available 

from: 

http://www.nepas.org.br/abcs/v34n1/34abcs

15.pdf 

 

 

 
 
 
 
 
Submission: 2012/08/20 
Accepted: 2013/09/06 
Publishing: 2013/10/15 

Corresponding Address 

Clayton Lima Melo 
Rua Célia de Souza, 661 / Ap. 301 
Bairro Sagrada Família 

CEP 3103 0500  Belo Horizonte (MG), Brazil 

http://www.unifesp.br/denf/acta/2003/162/pdf/%20art5.pdf
http://www.unifesp.br/denf/acta/2003/162/pdf/%20art5.pdf
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0080-623420060004%2000011
http://www.scielo.br/scielo.php?script=sci_arttext&pid=S0080-623420060004%2000011
http://www.unifesp.br/denf/acta%20/2002/15_2/pdf/art5.pdf
http://www.unifesp.br/denf/acta%20/2002/15_2/pdf/art5.pdf
http://w3.ufsm.br/revistacontabeis/anterior/artigos/%20vIn01/a13vIn01.pdf.
http://w3.ufsm.br/revistacontabeis/anterior/artigos/%20vIn01/a13vIn01.pdf.
http://www.scielo.br/scielo.php?pid=S010411692009000400016&amp;script=sci_arttext&amp;tlng=pt
http://www.scielo.br/scielo.php?pid=S010411692009000400016&amp;script=sci_arttext&amp;tlng=pt
http://www.scielo.br/scielo.php?pid=S010411692009000400016&amp;script=sci_arttext&amp;tlng=pt
http://www.nepas.org.br/abcs/v34n1/34abcs15.pdf
http://www.nepas.org.br/abcs/v34n1/34abcs15.pdf

