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ABSTRACT

Aim: to reveal the typical ideal of members of a research group in nursing regarding patient safety.
Method: this is a descriptive study, using a qualitative approach that follows, as a theoretical reference, the
comprehensive approach of the Social Phenomenology. Data collection took place in March 2015, using the
focal group technique. Nine members of a research group from a Public University in North Eastern Brazil
participated. Data were analyzed from Schutz's comprehensive approach. Result: the characterization of
the members of the research group is discussed from the reasons-to consolidate patient safety; the reasons-
why patient safety is not yet consolidated and actions in the world and in everyday life in search of security.
Conclusion: the members of the research group point out typical actions to consolidate patient safety
resulting from multi-professional teamwork and effective patient participation.

Descriptors: Patient Safety; Nursing; Nursing Research.
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INTRODUCTION

Patient safety, which is understood as the
basic axis of health service quality, has been
discussed as a cross-cutting theme that must
be understood from a systemic perspective that
integrates the training of health professionals,
assistance at all levels and research3.

Thus, the aim is to ensure patient safety in
the world health landscape as a priority health
policy, understanding that the guarantee of
safe care is related to a multifaceted context
that goes beyond isolated structuring factors
regarding the problem of human error>,

In this way, it is recognized worldwide that
the first step in promoting health service security
is to improve the safety culture, a finding already
made in 2003 by the National Quality Forum
(NQF) in the United States®. Therefore, what
is obvious is that the quality of health services
should be the result of an overlapping practice
of health professionals with regard to safe care.

In other words, it is necessary to foster
a safety culture based on the understand-
ing of the multifactorial character underly-
ing the flaws, in the light of the human error
theory proposed by James Reason, as well as
in the systemic understanding of the quality of
health services, based on the elements of the
triad structure — process-result, proposed by
Donabedian®, thus carrying out actions that
overcome the punitive culture against adverse
events, which, in turn, promote effective and
safe health practices.

In order to foster a safety culture, it is vital
to highlight the training aspect of profession-
als. The literature shows that, when presented
with patient safety at university, future health
professionals recognize the relevance of the
content for their training. They are encouraged
and, as a consequence, a greatimpact is identi-
fied on the care provided to the patient?.

In this sense, the training of health profes-
sionals is considered a key factor to contribute
to the promotion of patient safety. For this rea-
son, training institutions should therefore rely
on a pedagogical approach that incorporates
the theme of quality and safety transversally,
so that the professionals in training know their
contribution and their responsibility regarding
the prevention of adverse occurrences!',

The training of nursing professionals is
highlighted in this process because it is un-
derstood that the nursing team needs to be
represented within the scope of safe care due
to their continuous stay with patients and the
characteristics of their actions, which generate
a potential for both the risk of error and for the
promotion of patient safety®.

Thus, the participation of the nursing
team in all the care processes, as well as their
involvement with the entire health team,
requires training that guarantees competen-
cies to develop actions in favor of quality and
patient safety®.

The discussion, in terms of patient safety,
should therefore be inserted at all levels of
education - from vocational courses to post-
graduate courses - in order to contribute to the
training of health professionals who are com-
mitted to the practice of health services and
also disseminators of a quality culture.

In this sense, it is necessary to reveal
subjective human experiences in order to
understand a phenomenon better, seeking
to systematize the typical ideal of the sub-
jects investigated®. Given the importance
of understanding how the subject of patient
safety has been discussed in the context of
research groups linked to graduate nursing
programs, the following research question is
presented: what is the typical ideal of mem-
bers of a nursing research group regarding
patient safety?
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The objective is, therefore, to unveil the
typical ideal of members of a nursing research
group regarding patient safety.

METHOD

This is a descriptive study, using a quali-
tative approach, according to the theoretical
framework of the comprehensive approach
of Alfred Schutz’s Social Phenomenology®.
Ethical precepts established by Resolution No.
466/2012 of the National Health Council were
followed and the study was assessed and ap-
proved by the Ethics and Research Committee
of the Federal University of Rio Grande do
Norte, by means of Opinion No. 972.905 of
02/27/2015, CAAE No. 41871915.7.0000.5537.
Thus, the consent was obtained from the
voluntary participants, whose anonymity was
preserved.

Data collection took place in March
2015, using the focal group technique. The
research team was composed of a mediator,
a rapporteur and a collaborator. Participants,
as research subjects, were members of the
Research Group of Care, Safety, Technologies
in Health and Nursing (LABTEC), linked to the
Post-Graduation Program in Nursing of the Fed-
eral University of Rio Grande do Norte (UFRN).

The inclusion criteria were: to be a mem-
ber of the LABTEC research group. In addition,
it was decided that focus groups should have
between six and fifteen people, following a
literary recommendation, ®'? in order to en-
sure their effectiveness. Nine members of the
research group, identified by the letter P for
participant, followed by a sequential number
(P1, P2, P3 up to P9) took part in the meeting.

Assuming that the use of projective
techniques contributes to an investigation of
unconscious contents, fosters dialogue and

creates a favorable environment for the inves-
tigation of subjective aspects not revealed in
the verbalization", the Pedagogia Vivencial
Humanescente (PVH — Humanistic Experiential
Pedagogy) was used to facilitate the expression
of the subjectivities of the participants.

PVH is understood as a pedagogical ap-
proach that stimulates the subjects’subjective
expression, using creativity as a work method
through the “assemble-write-speak” triad to
stimulate the expression of participants’ per-
ceptions from the following guiding activities:
1) set up a scenario using the available materi-
als (thumbnails and modeling mass); 2) write
the description of the constructed scenario in
a research instrument that contributes to the
analysis of what has been said by the subjects
surveyed; and 3) talk about their representa-
tions, sharing ideas and opinions. The sandplay
technique was used, and its key question was
“What is patient safety for you?”.

The words were transcribed and, for the
unveiling of the phenomenon, the analysis of
the data was based on the proposal of guiding
principles of a research methodology based on
Schutz’s work, carried out by Zeferino!'?.

RESULTS

The typical ideal is the key concept that
guides the study. It is about how men interpret
their attitudes and the attitudes of others accor-
ding to their histories and their relevance, hel-
ping the subjects to situate themselves within
the social world and to maintain the various
relations with their peers and cultural objects®.

To trace the typical ideal, it is necessary
to reveal the biographical situation of the
subjects investigated. It is understood by the
accumulation of all previous experiences of the
subject, organized according to their “stock of
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knowledge at hand,” determining how each
person thinks and acts in a social space®'?,
which influences and is influenced by the mo-
tivations of the subjects, encompassing their
reasons-for and their reasons-because, and,
finally, denoting their typical actions.

The reasons-for are essentially subjective,
because they constitute the goals to be achie-
ved and, therefore, have a temporal structure
turned to the future, forming a subjective cate-
gory of action. On the other hand, the reasons-
-because are based on objectivity, evidenced in
the events already completed, thus having a
temporal direction turned to the past, and can
be understood in retrospect. That is, they are
unawareduring the action®.

The classification of the members of the re-
search group on patient safety is discussed from
the following thematic pillars: 1) reasons-to
consolidate patient safety; 2) reasons-because
patient safety is still not consolidated; and 3)
actions in the world and in everyday life which
impinge on the search for patient safety.

DISCUSSION
Reasons-to consolidate patient safety

On the basis that the reasons-to refer to
the state of things to be established, the project
to be carried out and the willingness to do it®,
the members of the research group reflected
on the reasons for seeking the consolidation
of patient safety, which are synthesized in the
possibility of effecting a safe, harmless care, as
evidenced in the statements of P5, P3 and P4.

[..]in order to achieve the assistance
that we have idealized, what we wan-
ted, what we thought about, which is

to provide a safe care, to safely care for

patients, without causing problems, so
that they leave with as little damage

as possible or none. (P5)

[...] patient safety is a set of techniques
and actions with the purpose of pro-
moting a safe and effective nursing

care to the patient. (P3)

[...] Patient safety, which would be
the minimization of acceptable risks,
right?! (P4)

It is known that the problem of human
error and patient safety in the health system
have been the subject of several studies. His-
torically, the publication of the Institute of
Medicine (IOM) in the United States of America
stands out, showing that the number of deaths
due to errors during health care is greater than
those related to auto accidents, breast cancer
and immunodeficiency syndrome combined. In
the country concerned, some 98,000 people die
each year from health care failures™.

The publication of the IOM - To Err is Hu-
man: Building a better health system - and the
creation of the World Alliance for Patient Safety
by the World Health Organization has contribu-
ted to the issue of patient safety so that it can
be addressed and considered a challenge in
the health system, influencing other countries
and considerably increasing the importance
of presenting the concepts and principles of
the theme in training courses for health pro-
fessionals.

Recognizing that patient safety is an old
goal, P5 reflected on the contributions of Flo-
rence Nightingale in the search for safe care in
the early days of nursing.

[..]ltis not a current situation [...] this

is very old stuff. Since the days when
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Florence had already been talking
about patient safety... she was the one
who introduced it. (P5)

Since the 2000s, patient safety has en-
tered the agenda of researchers around the
world and has become internationally recog-
nized as a fundamental dimension of health
quality. The United States and several other
countries with distinct health system confi-
gurations, such as England, Ireland, Australia,
Canada, Spain, France, New Zealand and Swe-
den, carry out initiatives such as the creation
of institutes, associations and organizations
to tackle the issue of patient safety®.

Therefore, the objective of patient safety
actions coincides with the concepts of the
members of the research group: The objective
is to seek health quality, which is defined as
the degree to which patient services reduce
the likelihood of unfavorable outcomes and
increase the likelihood of favorable outcomes,
with unfavorable outcomes being understood
as adverse situations'?.

In Europe, studies on hospital care revea-
led that about one in ten inpatients is a victim of
adverse events due to the health care received
and that more than 50% of these events are
classified as preventable™,

In Brazil, the incidence of adverse occur-
rences was estimated at 7.6%. The authors ob-
served that, of this total, 67% were classified as
avoidable and the most frequent were related
to surgery, followed by those associated with
clinical procedures".

In addition to the damage and harm done
to patients and their families, adverse events
constitute a considerable financial burden on
health systems. In 1999, the total annual cost of
avoidable incidents in the US was estimated at
between $17 billion and $29 billion®?.

Actions related to patient safety therefore
seek to modify this scenario by promoting safe
and harmless care. However, health professio-
nals still experience organizational barriers
in their work environment, which have been
given by members of the research group as
reasons-because patient safety actions are not
yet consolidated.

Reasons-why patient safety is not yet conso-
lidated

The reasons-because are evidenced in the
actions already completed, having a temporal
direction turned to the past, and can be unders-
tood in retrospect. That is, they are unaware
during the action®. In this sense, the members
of the research group reflected and came to the
conclusion that precarious working conditions
of health professionals, work overload, multi-
-employment and health practices based on
unsafe actions are reasons-because patient
safety is still not consolidated. The words of P4
and P9 reveal such aspects.

[...] professionals have little time, often
related to the workload because they
already have two jobs, as it has already
been mentioned, or even the accu-
mulation of activities that they have,
and this really impairs the assistance
progress, right? They often make the
assistance in haste, without being

careful about what they can do. (P4)

In relation to time, not only the time
administration of care that we promo-
te to patients, but also the time that
administer for our lives, so that we do
not become too overwhelmed, worn
outand, consequently, do not promo-

te patient safety. (P9)
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Problems such as limitation or scarcity
of resources, work overload due to a lack of
enough professionals and lack of qualification
in training are pointed out in the literature as
factors that negatively influence patient safety.

In the nursing field, this problem becomes
even more evident because professionals de-
velop activities of direct care to the patientina
frequent or uninterrupted way and, due to the
unsatisfactory remuneration that leads them to
multiple employment, fatigue and stress, this
can induce errors during care®,

Studies show that the working conditions
of nursing professionals, sometimes characte-
rized by work overload and day shift, are risk
factors for patient safety®.

A Brazilian study, that aimed to analyze
the workload of the nursing team and its po-
tential relationship to patient safety in the units
of clinical and surgical areas of a university
hospital, showed that, for each unit in which
the number of patients is increased compared
to the number of nurses, the incidence of falls
from bed increases by 0.189, infections asso-
ciated with central venous catheters increase
by 0.157, turnover increases by 0.171, and ab-
senteeism increases by 0.268. Likewise, for each
unit increase in the ratio of patient to nursing
assistant and technician, there was a decrease
of 10,799 in patient satisfaction in relation to
the nursing team""”

A survey conducted in Uruguay, that sou-
ght to know the aspects involved in the nurses’
experiences of having been responsible for an
adverse incident, revealed that the absence of
rest was a common factor in the interviewees'’
speeches, and, in most cases, the adverse event
occurred with overworked professionals®.

The organizational aspects of health care
were also highlighted by a study in two African
countries, which talked about obstacles to ensu-
ring safe care in three main areas: material context

(including physical infrastructure and equipment);
staff (including questions on staff numbers and
training) and relational contexts (inter-professional
relationships, including teamwork)".

It should be emphasized that patient safety
isinserted in an expanded context, denoting the
main obstacles to its implementation: health
care organization and infrastructure; lack of pro-
tocol and leadership; scarce material resources;
inadequacy in terms of the proportion of pro-
fessionals and the lack of teamwork; pressure of
care and time; lack of incentives and motivation
and the absence of reliable safety indicators®.

With regard to unsafe practices, such as
actions that need to be modified, P1 reflected
on the existence of training barriers for health
professionals.

[...JWe know that we still have to chan-
ge the mentality of many professionals

who are in the service. (P1)

A prospective study at a public university
in the city of Sdo Paulo, that aimed to identify
the understanding of undergraduate students
in nursing and medicine on human error and
patient safety, resulted in the fact that one
hundred students (91.6%) agreed that thereis a
big difference between what the professionals
know in terms of what is right and what is seen
in the day-to-day health care®.

Similar to the concern highlighted by P1,
this research reveals that trained health profes-
sionals produce better results in patient care,
increasing patient satisfaction and confidence
in terms of the care delivery system, but, above
all, reducing morbidity and mortality. This is not
yet areality lived by the students in the Brazilian
context, and this is an aspect that may leadto a
disadvantage regarding the assimilation of the
theoretical contents presented by the lack of
existence of correlation with practice®.
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It stands out, still, as a reason-because
patient safety is not yet consolidated, a concern
highlighted by P4: distractions in the work
environment.

[...] distraction inside the work envi-
ronment, where | mentioned drinking,
but which can also be represented
by sound, parallel conversations and
other types of situations that may
occur and that may generate difficul-
ties... This happens very often... So it
ends up leading professionals to lose
their way. (P4).

A survey conducted in Colombia, that
sought to identify the distractions of nursing
professionals during the medication admin-
istration process, revealed that, of the one
hundred and ninety-two processes observed,
there were, on average, eighteen distractions
by processes performed. The most frequent
distractions were: other members of the multi-
professional team and students (34.9%), con-
versations (32%), telephone calls and doctors
(10.5%)12".

Therefore, prevention of unsafe actions
involves multiple factors: from a trained health
professional, under adequate working conditions,
to structural and organizational aspects, mainly
related to the existence of human resources and
appropriate materials. Faced with the highlighted
obstacles, the members of the research group
pointed out typical actions that can contribute
to the effectiveness of patient safety.

Actions in the world and everyday life: in search
of patient safety

The world and everyday life is the place
where men interact with their peers, not only
integrating a natural world but also a social,

historical and cultural world®'?. It is a space
where the origins of the subjects’ experiences
echo, and, in this sense, it constitutes the pos-
sibility of understanding the strategies in the
micro space of the investigation in question to
make patient safety effective. Figure 1 depicts
the typical actions evidenced by the subjects
and their speeches.

It was emphasized that the prevention of
adverse health situations should come from
a systemic view, surpassing the minimalist,
individual and punitive view of the problem.
This systemic view is characterized by the
promotion of a patient safety culture, defined
as the product of values, attitudes, skills and
individual and group behavior patterns, which
determine the commitment, style and profi-
ciency of the management of a healthy and
safe organization®.

Therefore, the use of priority strategies
underlies the protocols and programs globally,
defined as guiding patient safety actions, inclu-
ding the Global Alliance for Patient Safety at
the global level and the National Patient Safety
Program in the Brazilian context, which defines
as priority actions: 1) patient identification;
2) effective communication; 3) prescription,
use and administration of medication; 4) safe
surgery; 5) hand hygiene; and 6) prevention of
falls and pressure ulcers®?,

The use of priority protocols and actions
is understood as a fundamental strategy and,
therefore, planning is a priority step. To this
end, identifying incidents is a challenge, but it
is known that it is critical for improving patient
safety, which means that efforts to overcome
the underreporting problem have resulted in
the development of computerized systems as
a means of improving the reality®.

In addition, the application of a checklist
and the implementation of protocols, besides
the Systematization of Nursing Assistance, are

Salvador PTCA, Alves KYA, Rodrigues CCFM, Assis YMS, Virgilio LA, Santos VEP. Patient safety: a phenomenological investigation
of a research group. Online braz j nurs [internet] 2017 Mar [cited year month day]; 16 (1):37-47. Available from: http://www.

objnursing.uff.br/index.php/nursing/article/view/5521

43



44

highlighted as important and effective tools.
A study in India, that sought to assess the ap-
plication of a safe surgical checklist, observed
that the implementation of a modified WHO
checklist on surgical safety was associated
with a decrease in mortality and the number
of complications. Mortality was significantly
lower in the group where this list was used, in
comparison to the group in which it was not
used (10 vs 5.7%; p=0.04)*%,

An investigation carried out in Taiwan, on
the administration of chemotherapeutic drugs,
alsorevealed that the lack of protocols and the
underlying poor knowledge of the professio-
nals were the main causes of adverse incidents,
and the intervention, with the implantation of
protocols, brought a significant decrease in
medication errors®,

The technological resources are thus sho-
whn as elements that promote patient safety and
it is essential that health professionals are trai-
ned so that the resources are used effectively.

The educational aspect was, therefore,
highlighted as a fundamental action to conso-
lidate patients’safety, which is also evidenced
by the literature®>29. A study in Nigeria, that
aimed to evaluate educational intervention
on hand hygiene, showed an increase in the
practice of handwashing after the educational
action®), proving that the training aspect is
a basic action to promote patient safety, not
only in the academic environment but also
in the scope of continuing education and in
service.

Finally, the safety of the patient is hi-
ghlighted as a result of multi-professional
teamwork and patient involvement. A study
on the active participation of hospital patients
in their therapy found a positive relationship
between the involvement of hospital patients
in their own care, their favorable judgment in
terms of the quality of the care received, and

the reduction of the risk of suffering adversely
during hospitalization®”,

Promoting safe care means encouraging
patients’ participation through their empo-
werment, which translates into the need to
contribute to patients’ understanding of their
role in promoting, monitoring and restoring
their health, meaning that the promotion of a
facilitating environment is of the utmost im-
portance?®, so that patients are the last barrier
to the interception of an incident, as well as
important evaluators of the safety and quality
of the care they receive.

CONCLUSION

In this study, the identification of the mem-
bers of the research group on patient safety was
revealed: they point out the reasons-to con-
solidate patient safety as a way to deliver safe
care, but recognize that there are still reasons-
-because they explain the non-why effect of such
actions, which translate into a world in which life
is still permeated by poor working conditions;
defend the transformation of this life through
typical actions that contribute to the realization
of safe care, resulting from multi-professional
teamwork and effective patient participation.

It is emphasized, therefore, that the
presented results represent a specific reali-
ty, influenced by the training curriculum of
the members of the research group, aspects
enough to justify the limitation of the study.
From this perspective, it is suggested that the
reflections be reproduced in other training
institutions for nursing professionals.

It is hoped to contribute to the issue of
patient safety being discussed within the scope
of the training of health professionals, in order
to clarify typical actions that may guide the
implementation of safe practices in health care.
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Figure 1 - Typical actions to achieve patient safety. Natal, 2015.

Typical Action

Speeches

Use of priority strategies

HIGHLIGHTS: patient identification, correct
medication administration, pressure ulcer
prevention, hand hygiene and the use of PPE,
effective communication, prevention of falls

[...] we still need to take steps to make it effective in our environment,
especially here in Brazil. (P5)

[...] I have tried to identify [...] some steps [...] that, of course, make up
patient’s safety. (P3)

[...] it represents the steps for patient safety: measures related to me-
dication administration, hand hygiene, involving patients, awareness...
(P4)

Correct use of technologies

[...] the correct use of technologies, because it's no use having a new...
the best and the newest technology if you don't know how to use it.
(P3)

[...] today we have more and more advances in resources that will
facilitate the patient’s safety [...] | thought about the technology of te-
chnological resources that we may implement to facilitate the delivery
of care. (P6)

Health Professional Training

[...] to prevent it, you must have a scientific basis, for the assistance that
you are going to provide, so you have to be well-grounded to apply
quality care and improve patient safety. (P2)

[...] representing the knowledge that they have and also in relation

to the direction they have to follow to perform care, always thinking
about how they will act, that is, what will be the first action. (P9)

Effective patient participation

[...] as well as the patient, family and professional involvement, because
it is not enough for the professional to work there if the patients do not
participate. We have to transfer the responsibility of care to the patients
so they can take care of themselves. (P6)

[...] patients and professionals must walk together; the professionals
must explain the procedures, [...] the educational issue of explaining to
the patient so they can take care of themselves, for their recovery. (P7)

Use of Systematization of Nursing Care

[...] the stages of the nursing process are a way for us to promote safe
care because, from the moment you systematize care, you systematize
your practice, you can carry it out step by step, carefully, reviewing
each situation, being able to judge the priority needs of that patient
and, consequently, to carry out an effective intervention, you know...
always doing the reevaluation. (P6)

Multiprofessional teamwork

[...] the question of multi-professional teamwork, where several profes-
sionals come together to provide them with safe care. (P6)

[...] and also the multi-professional team, which is very important, since
they must also stick together for better assistance. (P7)

Source: research data
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