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ABSTRACT: This quantitative descriptive-exploratory study aimed to evaluate the perception of nursing professionals regarding the
patient safety culture and to identify differences in perception in the hospital’s units. A total of 301 nursing professionals participated.
The collection instrument was the Agency for Healthcare Research and Quality questionnaire, titled ‘Hospital Survey on Patient
Safety Culture’. Data analysis was undertaken through descriptive and analytical statistics. As a result, it was observed that there
were significant differences between the units, emphasis being placed on the pediatric units, which had better perceptions of safety
(mean: 3.43 and median: 3.44). These findings make it possible to outline models for quality improvement which are more specific for
each department, and the analysis of the contexts makes it possible to build good practices in health which are directed towards each
work process performed in the institution.

DESCRIPTORS: Quality of health care. Evaluation of health services. Patient safety. Nursing.

CULTURA DE SEGURANCA DO PACIENTE EM UM HOSPITAL DE
ENSINO: DIFERENCAS DE PERCEPCAO EXISTENTES NOS DIFERENTES
CENARIOS DESSA INSTITUICAO

RESUMO: Estudo quantitativo descritivo-exploratério que teve como objetivos avaliar a percep¢ao de profissionais de enfermagem
acerca da cultura de seguranca do paciente e identificar diferencas de percepcao nas unidades do hospital. Participaram 301 profissionais
de enfermagem. O instrumento de coleta foi o questionario da Agency for Healthcare Research and Quality, intitulado Hospital Survey
on Patient Safety Culture. A andlise dos dados se deu por estatisticas descritivas e analiticas. Como resultado constatou-se que havia
diferengas significativas entre as unidades, destacando-se as unidades pediatricas que tiveram melhores percepcdes de seguranca (média:
3,43 e mediana: 3,44). Esses achados possibilitam tracar modelos de melhoria da qualidade mais especificos para cada setor e a anélise
dos contextos permite arquitetar boas praticas em satide direcionadas para cada processo de trabalho desempenhado na instituicao.

DESCRITORES: Qualidade da assisténcia a satide. Avaliagao de servigos de satide. Seguranca do paciente. Enfermagem.

CULTURA DE LA SEGURIDAD DEL PACIENTE EN UN HOSPITAL
UNIVERSITARIO: LA PERCEPCION DE PROFESIONALES EN
DIFERENTES ESCENARIOS DE ESA INSTITUCION

RESUMEN: Este estudio cuantitativo tuvo como objetivo evaluar la percepcién de las enfermeras sobre la cultura de seguridad del
paciente, y para identificar las diferencias en la percepcién de las unidades hospitalarias. Participaron de este estudio 301 profesionales de
enfermeria. El instrumento de recoleccion de datos fue un cuestionario de la Agencia de Investigacion y Calidad de la Salud, entitulado
Encuesta Hospitalaria sobre la Cultura de Seguridad de Pacientes. El andlisis de datos se realiz6 mediante estadistica descriptiva
y analitica. Como resultado se encontré que no habifa diferencias significativas entre las unidades, especialmente en las unidades
pediatricas que tuvieron una mejor percepcién sobre la seguridad de los pacientes (media: 3,43 y la mediana: 3,44). Estos resultados
hacen posible rastrear modelos mas especificos de mejoria de la calidad para cada sector y el anédlisis de los contextos permiti6 planear
buenas practicas de salud dirigidas a cada proceso de trabajo desempefiado en la institucién.

DESCRIPTORES: Calidad de la atencién de salud. Evaluacion de servicios de salud. Seguridad del paciente. Enfermeria.
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INTRODUCTION

Quality and evaluation in the health services

Quality emerges as a crucial factor for suc-
cess in the health services. In this approach, quality
and health can be understood as the obtaining of
greater benefits over fewer risks for the patient/
client, which benefits are defined in terms of what
is achievable in accordance with the resources
available and the existing social values.'?

Quality, furthermore, is understood as
meeting the needs of the service users, who must
be heard, as much in relation to the systematic
evaluation of the health professionals” attitudes,
as regarding the impact of the processes offered to
them. In this way, their evaluation can be under-
taken through the technical performance which
is configured as the application of the knowledge
and technology in healthcare; and through the
interpersonal relationship with the patient, in such
a way as to meet ethical precepts, social norms,
and these patients’ legitimate expectations and
needs.”?

In this context, quality criteria can be adopt-
ed which serve as support for its checking, such as
the Donabedian Model, which uses the following
as its premises: Structure: that which involves the
human, physical, material and financial resources,
equipment, continuing education policies, and the
establishing of care protocols; Process: that which
corresponds to the set of activities in the produc-
tion, in the health sector and in the relationships
established between the professionals and the
service users, including the search for diagnosis
and the therapy used; and Result: this consists
of the obtaining of the desirable characteristics
of the products or services, depicting the effects
of the care for the health of the patient and of the
population, the cost measured, and whether this
is compatible with the sustainability of the orga-
nization.*

Itis in all these dimensions and, more specifi-
cally, in the process to mention, that the care per se
is established; it is in this interaction that the care,
the improvement and the recovery occur. Never-
theless, shortcomings can appear, and, therefore,
adverse events (AE) can occur. AEs can lead to
unwanted complications, which compromise
patient safety and which currently represent one
of the biggest challenges for the improvement of
quality in the health sector.

Patient safety and safety culture

The consolidation of patient safety is config-
ured as support for proposals to improve quality,
as its constructs allow the remodeling of the work
processes, causing safe strategies to improve the
health care.

Patient safety may be understood as the
reduction, to an acceptable minimum, of the risk
of unnecessary harm associated with healthcare.®

Inserted in this context is the safety culture,
which is a critical component of quality in the
health services. It may be understood as: “The
safety culture of an organization is the product of
individual and group values, attitudes, percep-
tions, competencies, and patterns of behavior that
determine the commitment to, and the style and
proficiency of, an organization’s health and safety
management. Organizations with a positive safety
culture are characterized by communications
founded on mutual trust, by shared perceptions
of the importance of safety and by confidence in
the efficacy of preventive measures” .

Moreover, “The Safety Culture is configured
based on five characteristics, operationalized by
the organization’s safety management: a) a cul-
ture in which all workers, including professionals
involved in the care and managers, take respon-
sibility for their own safety and for the safety of
their colleagues, patients and family members; b)
a culture which prioritizes safety above financial
and operational goals; c) a culture which encour-
ages and rewards the identification, notification
and resolution of problems related to safety; d) a
culture which, following the occurrence of inci-
dents, promotes organizational learning; and e) a
culture which provides resources, structure and
responsibilization for the effective maintenance

” 5

of safety”.

In the light of these considerations, studying
the safety culture in the hospital raises the possi-
bility of identifying the intervenient factors in the
work process which impact on the patients’ safety.
The undertaking of research in the area makes it
possible to discuss this culture, and the grasping of
this knowledge leads to strengthening the effective
communication of scientific evidence, techniques
and recommendations aimed at ensuring patient
safety in healthcare.

It is in this reflection that this study was
undertaken, aiming to evaluate the perception
of nursing professionals in a teaching hospital
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regarding the dimensions of patient safety cul-
ture, and to identify differences in perception of
patient safety culture in the hospital’s different
units.

METHOD

This is a descriptive-exploratory study with
a quantitative approach. It was undertaken in a
hospital with 900 operational bed spaces, located
in the municipality of Sdo Paulo, in the state of Sdo
Paulo (SP), Brazil. It is characterized as a teaching
hospital, as it has a Medical Residency and place-
ments of students from secondary education an
undergraduate and postgraduate levels, from
various areas of healthcare.

The study population was made up of
staff nurses, nursing technicians, and auxiliary
nurses who work in the following units: Internal
Medicine, Clinical Surgery, the Surgical Center,
Pediatrics, Adult and Child Emergency Room,
and the Adult and Pediatric Intensive Care Units.
The following were adopted as exclusion criteria:
professionals who had worked in the institution
for less than one year; and those who were on
leave, sick leave, and/or away from work when
data collection took place. A total of 435 data col-
lection instruments were distributed, of which 305
were returned.

The study followed the ethical precepts of
National Health Council Resolution N. 196/96. It
was approved by the Research Ethics Committee
(REC) of the School of Nursing of the University
of Sao Paulo and by the REC of the above-men-
tioned hospital, under protocols: (REC-EEUSP:
N. 1070/2011) and (REC-Hospital: N. 083/11-V).
The subjects” authorization occurred through the
terms of free and informed consent.

The data were collected in February - June
2012, through the application of a questionnaire of
the Agency for Healthcare Research and Quality
(AHRQ), titled Hospital Survey on Patient Safety
Culture (HSOPSC), translated into Portuguese
and adapted from the original version in English.

In accordance with the AHRQ,” safety cul-
ture, in all, has a total of 10 dimensions (Dimen-
sions 1 to 10), although the AHRQ questionnaire
presents two variables of results, which in this
study were termed Dimensions 11 and 12. The
results section presents the dimensions and their
definition.

The data collection instrument was con-
stituted in two parts, the first with the sociode-
mographic variables, and the second made up
of items which encompassed the dimensions of
patient safety culture, the frequency of reports of
adverse events, the degree of patient safety, and
the number of events reported in the last year.
This instrument can be answered by the multi-
professional healthcare team, the nursing team
being selected in this study.

The instrument incorporates a Likert-type
sociopsychological-technical scale, with a varia-
tion of 5 degrees of perception, ranging from
“Strongly disagree” to “Strongly agree”, and from
“Never” to “Always”.

After receiving the answered questionnaires,
exclusion criteria were adopted in order to remove
the invalid questionnaires. The criteria were
similar to those instituted by the researchers”’ who
composed the original instrument: questionnaires
which did not have at least one complete section;
which had fewer than half of the items filled out;
and which had the same response for all the items.
A total of 301 (n=301) questionnaires was selected
as containing valid data for proceeding to a process
of statistical analysis.

In order to test the questionnaire’s reliability
in relation to its internal consistency, the multi-
variate analysis alpha Cronbach statistical test was
applied. Descriptive statistics were undertaken in
relation to the analysis of the sociodemographic
variables; the safety culture dimensions; and the
degree of safety. Evaluations which were marked
as agree/strongly agree or nearly always/always
for the statements re-written in the affirmative
form, and those marked as disagree/strongly
disagree or rarely /never for the statements which
were re-written negatively, were adopted as
positive evaluations. For analysis purposes, scores
from 1 to 5 were adopted, with 1 being the worst
evaluation, and 5 the best.

In order to compare the means of the patient
safety culture dimensions between the units, so
as to identify whether there were statistically
relevant differences, the ANOVA analysis of vari-
ance was applied. Complementing the ANOVA,
the Tukey multiple comparison test was applied
in order to identify pair-by-pair differences be-
tween the units. The level of significance adopted
was 5%. The R Program was used for calculating
these statistics.®
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RESULTS

Regarding the characterization of the re-
search participants, the predominant age range
was from 26 to 35 years old (57.2%), and the major-
ity were female (74.5%). The majority educational
level was senior high school completed (37.5%).
In relation to the participants” distribution in the
units, the majority belonged to the Adult Intensive
Care Unit (19.3%), and the minority to the Child
Emergency Room (3.3%). The predominant role

was auxiliary nurses (54.5%), followed by nursing
technicians (26.6%) and nurses (18.9%). Regarding
time since graduation, the majority of participants
(55%) had graduated between 1 and 10 years
previously, and in relation to time of work in the
institution, the majority (82.3%) had been working
there for between 1 and 10 years.

Table 1 presents the questionnaire’s dimen-
sions; their definition; and the Cronbach a found
in each one of the dimensions.

Table 1 - Distribution of the dimensions; their definition; and the results obtained through the
application of the Alpha Cronbach test. Sio Paulo-SP, 2012

Dimensions Definition a
e . The workers support one another in the units, treat each other with re- | 0.68
1 Teamwork within units
spect and work together as a team.
2 Supervisor/manager expecta- | Supervisors/managers consider the team’s suggestions for improving 0.77
tions and actions promoting pa- | patient safety, praise the worker or team which follows procedures cor- |
tient safety rectly, and do not neglect patient safety problems.
3 Organizational learning - con- | There is a culture of learning, in which errors lead to positive changes, | 0.60
tinuous improvement and the changes’ efficacy is evaluated.
4 Hospital management support | Hospital management offers a work climate which promotes patient | 0.72
for patient safety safety and demonstrates that patient safety is the highest priority.
5 Feedback and communication Staff are informed . about errors which occur, fee(%back is prov1d.ed 0.67
regarding changes implanted, and ways of preventing errors are dis-
about error >
cussed with the team.
Staff can engage in discussion freely if they observe something which
- ; . . ; 0.63
6 Communication openness could negatively affect the patient, and feel free to question their supe-
riors.
7 Teamwork across hospital | The hospital’s units cooperate and coordinate their activities so as to of- | 0.56
units fer the best care to the patient.
There are sufficient numbers of staff for the effective undertaking of the 0.66
8 Staffing work, and the number of hours worked is appropriate for offering the | ™
best care to the patient.
9 Hospital handoffs and transi- | Important information regarding patient care is transmitted between | 0.70
tions the hospital’s units and during shift changes.
10 Nonpunitive response to er- | Staff feel that their mistakes and the events reported are not used against | 0.40
ror them, and that mistakes they make are not kept in their personnel files.
. The procedures and systems existent in the organization are effective in | 0.47
11 Overall perceptions of safety . . . .
presenting mistakes and there are no problems regarding patient safety.
. The frequency with which mistakes are notified in the various catego- | 0.87
12 Frequency of event reporting ries

Figure 1 shows the distributions of the scores

ture dimensions.

given by the participants to the patient safety cul-
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B Dimensions
CI for mean
Standard 1st 3rd
. . . : . 959
Score N Minimum Maximum Mean deviation Median Quartile Quartile (95%)
Inf Sup
Dimension 1 301 1.00 4.75 3.21 0.78 333 2.75 3.75 3.12 3.30
Dimension 2 296 1.00 5.00 332 0.89 3.50 2.75 4.00 3.22 3.43
Dimension 3 300 1.00 5.00 3.19 0.85 3.33 2.67 4.00 3.09 3.28
Dimension 4 299 1.00 5.00 2.73 0.92 2.67 2.00 333 263 2.84
Dimension 5 301 1.00 5.00 3.09 0.96 3.00 2.33 3.67 298 3.20
Dimension 6 301 1.00 5.00 332 0.92 333 2.67 4.00 3.21 342
Dimension 7 300 1.00 4.75 2.94 0.68 3.00 2.50 3.50 2.86 3.02
Dimension 8 301 1.00 5.00 2.70 0.90 2.50 2.00 3.50 2.60 2.80
Dimension 9 300 1.00 5.00 3.10 0.80 3.25 2.50 3.75 EXI] 319
Dimension 10 301 1.00 433 2.29 0.71 2,00 2.00 2.67 2.21 2.37
Dimension 11 301 1.00 5.00 2.97 0.74 3.00 2.50 3.50 2.89 3.06
Dimension 12 298 1.00 5.00 3.06 1.25 3.00 2.00 4.00 2.92 3.20
General 301 1.52 4.17 3.00 0.54 3.02 2.64 3.36 2.94 3.06

Figure1- (A) Box Plot and (B) descriptive statistics representing the distribution of the dimensions’
scores and general distribution of the questionnaire. Dimensions as explained in table 1. Sao Paulo-
SP, 2012

Figure 2 presents the general score of the parisons between the units researched with Tukey
grouping of the dimensions by units of the hos-  correction.
pital, and Figure 3 evidences the multiple com-
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PCHPICU 43 2,55 417 343 038 344 34 AT i 3.55
AER 55 1.64 i .82 046 2.RR 255 4 270 294
CER 10 2.57 364 324 038 337 303 354 206 351
AlCU 58 1.57 405 312 0.51 318 286 342 2599 326

Figure 2 - (A) Box plot and (B) descriptive statistics representing the distribution of the scores of the
patient safety culture among the units studied. Surgical Center (SC); Surgical Ward (SW); General
Ward (GW); Pediatric Clinic and Pediatric Intensive Care Unit (PC+PICU); Adult Emergency Room
(AER); Child Emergency Room (CER) and Adult Intensive Care Unit (AICU). Sao Paulo-SP, 2012

AICU-CER
AICU-AER
CER-AER
AICU-PC+PICU
CER-PC+PICU
AER-PC+PICU
AICU-GW
CER-GW
AER-GW
PC+PICU-GW
AICU-8W
CER-SW
AER-SW
PC+PICU-3W
GW-SW
AICU-5C
CER-5C
AER-SC
PC+PICU-SC
GW-8C
SW-SC

Multiple comparisons with Tukey correction - CI (95%)

4i_
-

-1.0

-0.5 0.

0

Differences between the factor levels

1.0

Figure 3 - Multiple comparisons between the units studied with Tukey correction. Surgical Center
(SC); Surgical Ward (SW); General Ward (GW); Pediatric Clinic (PC) and Pediatric Intensive Care
Unit (PC+PICU); Adult Emergency Room (AER); Child Emergency Room (CER) and the Adult
Intensive Care Unit (AICU). Sao Paulo-SP, 2012
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Figure 4 describes the distribution of the
frequency of the degree of patient safety (DPS)

by hospital unit.

AICU - 105
CER= 10
AER- o i Question F1
Excellent
\ery good
PC+PICU = 143
Acceptable
Poor
Failing
GW - 24 122
SW- 73
SC= a4
T T T T T
0 25 50 75 100
%

Figure 4 - Distribution of the Degree of Patient Safety (DPS) by unit studied. Surgical Center
(SC); Surgical Ward (SW); General Ward (GW); Pediatric Clinic and Pediatric Intensive Care Unit
(PC+PICU); Adult Emergency Room (AER); Child Emergency Room (CER) and Adult Intensive Care

Unit (AICU). Sao Paulo-SP, 2012

DISCUSSION

Reliability of the instrument

In this study, the total Alpha Cronbach (a)
was 0.90, which confers high reliability on the
questionnaire. The a varied from 0.40 to 0.87 for
the dimensions. The questionnaire used has been
widely used in studies in different countries,”*!°
in these studies, the a of the dimensions varied
from 0.32 to 0.88.

Analysis of the distributions of the results
by patient safety culture dimensions and
general

Based on Figure 1, it was observed that the
dimensions with the best distributions were (2)
Expectations and safety promotion actions of
supervisors and managers, followed by (3) Or-
ganizational learning - continuing improvement
and (6) Openness to communication. These data

indicated that the majority of the participants be-
lieved that the supervisor/manager considered the
team’s suggestions for improving quality and did
not neglect the problems related to patient safety.
Moreover, they revealed that there was a culture
of learning related to the adverse events and that
the staff were able to engage in discussions if they
observed something which was capable of nega-
tively affecting the patient.

The worst distributions were in the following
dimensions: (4) Support from hospital management
for patient safety; (8) Staff and (10) Non-punitive
responses to mistakes. These findings demonstrated
that the majority of the staff perceived that the
hospital management did not offer a work climate
which promoted patient safety. They also revealed
shortcomings in the dimensioning of staff and that
the staff felt that their mistakes and the events re-
ported could be used against them.

In relation to the general score, the mean was
3.00; the standard deviation was 0.54; the median
was 3.02, with the 3" quartile corresponding to 3.36.
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These data reveal a reasonable evaluation of the
patient safety culture when the questionnaire is ana-
lyzed as a whole, revealing the general panorama of
patient safety culture in the hospital’s units.

General score of the grouping of the
dimensions by hospital unit

Figure 2 represents the distribution of the
scores of the dimensions of patient safety in the
hospital’s different units, based on which it was
evidenced that the best evaluation was in the
PC+PICU followed by the CER. The AICU pre-
sented a slightly better distribution than the GW
and the AER. In addition to this, the GW, AER, SC
and SW and SW had similar distributions.

In order to deepen the understanding in
the distribution of the data, the ANOVA test of
analysis of variance was applied. Based on this, it
was possible to identify the existence of differences
between the means of the units. After evidencing
these differences, Tukey’s correction was applied,
which implemented multiple comparisons be-
tween means of the units.

Based on Tukey’s Test, (Figure 3), it was pos-
sible to observe that the AICU presented scores
which were better than those of the AER and
GW - and, also, that the PC+PICU obtained better
evaluations than the AICU, AER, GW, SW and SC.
The test indicated that the units which worked
with pediatric patients in the hospital had the best
evaluations in relation to patient safety.

The differences evidenced may be multi-
causal. One of the inferences for explaining them
may be in the work process undertaken in each
scenario researched, as each unit has its specific
character in relation to the dynamic of the work
and they present the need for distinct decision-
making, in addition to other factors which make
up the work process, such as the number and
quality of the staff and the patients, the workload,
the continuing education, and the profile of each
unit’s management and leadership.

The work process in healthcare is constituted
by work objects, which result from technical-social
reductions in the reading of the health needs,
which the different professionals” actions focus
on, mediated by material and non-material instru-
ments. The same integrates the specific processes
of each area which makes up the health field, as
each one constitutes, historically and socially, ob-
jects of intervention and instruments, in particular
the knowledges, agents and specific aims."!

The evaluation in the various units made it
possible to evidence that within a macro-context,
such as in the large-size institution which was
the scenario of this study, the various processes
are outlined, and each service offered may be dif-
ferent, being based upon the quality evaluation
constructs of the Donabedian Model, in which
the units have different structures and specific
processes and, therefore, results which are also
differentiated.

These data make it possible to emphasize
that programs and strategies aiming to improve
quality in health institutions may have general
proposals, but that they need to be suited to each
work context and undertake changes in loco, with
a view to responding to the specific characteristics
of each department.

Moreover, the staff must take ownership of
this knowledge in order to demand improvements
which are specific to their unit; they must improve
their practices; and seek to overcome their weak
points. The professionals can reproduce and mod-
ify the work processes in which they are inserted
through questioning the context they experience
and through undertaking actions which transform
the care provided.'

In relation to the pediatric units which pre-
sented the best results and which were shown to
be the safest, it is reflected that the care in this de-
partment is influenced by a different work process
and by the major impulse to changes in the care
for the child admitted to hospital. As a result, the
pediatric patient is seen as more than a biological
Being. Pediatric care leads to the understanding of
the impact of the process of hospitalization for the
child/adolescent and her family, and the team ex-
erts itself to provide more humanized and safe care.

In one study on pediatric patient care, the
authors found recommendations addressing
technical-scientific aspects such as: undertaking
procedures with precision, responsibility and sci-
entific knowledge; attention to the administration
of drugs; the use of systematized protocols; and the
notification of adverse events; they also, however,
found aspects which emphasize interpersonal
communication between the professional, patient
and family; and provided evidence regarding the
importance of play activities and the use of toys
during the care.”

The data revealed a better evaluation of the
safety culture in pediatric care. In the light of this
result, it is reiterated that this care must be broadly
discussed so as to consolidate still more advances,
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as pediatric patients are a high risk population,
with specific physical and morphological charac-
teristics differing from those of adults, and with
complex cognitive, emotional and social develop-
ment which can increase the chances of suffering
some adverse event in the process of inpatient
treatment.™

The AICU was shown to be slightly better
than other departments. In relation to this depart-
ment, it is understood that it is a complex unit,
with intense dynamism. These patients’ serious-
ness and the constant oscillations in their state of
health reinforce the importance of the existence of
support structures for decision-making directed
towards promoting safe care.” This leads to an
intense mobilization for the maximization of the
safety of critically-ill patients and to varying ini-
tiatives which guide improvement; the study also
reveals recommendations from the nursing staff to
improve the safety culture in adult intensive care.'®

In the above-mentioned research,'® the
recommendations are based in the dimensions
of safety culture. Suggestions were listed for
improving procedures and work processes, such
as: definition of protocols, risk barriers, patient
identification, single dose medications and double
checking. They also emphasized recommendations
involving professional conduct, such as dedica-
tion, commitment and awareness at work, and
respect and tenderness. In addition to this, sug-
gestions emerged such as the creation of safety
committees and encouragement to report mistakes
and adverse events.

The AER, GW, SC and SW units obtained
lower evaluative scores, and did not present
significant differences between each other. The
improvement of the quality of the care provided
in these units is fundamental for the patients and
for the maintaining of the appropriate functioning
of the institution; emphasis is therefore placed on
the need to support the mobilization with propos-
als aiming to change these scores and attack the
intervening factors which reduce safety in these
departments.

Moreover, the communication regarding
aspects of patient safety culture which were evalu-
ated better in the other units, in particular the pe-
diatric units, must be shared interdepartmentally
in the hospital. Understanding patient safety to
be an aspect which must permeate the profession-
als” actions in all the institution’s scenarios, from
admission through to discharge, transfer or death,
one must not lose sight of the fact that the success-

ful experiences must be disseminated, divulging
examples to be followed. The recommendations
made clear in pediatric units and intensive care
units can be adopted for the institution’s other
scenarios, respecting their specific characteristics
and socializing the safe practices.

The degree of patient safety by hospital unit

Figure 4 evidences that the highest frequency
of the classification of DPS as ‘excellent” was in
PC+PICU (14.3%), and the lowest in GW (2.4%).
Classification as ‘“very good’, also, was greater in
PC+PICU (47.6%), and lower in CER (10%). In the
majority of units, DPS was classified as “Accept-
able’, which reveals a satisfactory DPS, although
with potential for improvement. Regarding DPS
classified as ‘Poor’, the units with the highest
percentages were AER (28%), GW (22%) and SW
(19.5%), demonstrating that measures for strength-
ening patient safety must be implemented mainly
in these areas. The GW, SW and SC were units with
the highest percentages in the classification of DPS
as Failing, with 22%, 19.5% and 17% respectively,
demonstrating that, in these departments, the
measures which aim for patient safety have not
been efficacious.

CONCLUSIONS

The results in the dimensions and in the
degree of patient safety evidenced that there were
differences in the evaluations made by the institu-
tion’s units. Emphasis is mainly placed on the units
which treat pediatric patients, which presented
the best scores. The importance of these findings
is that they make it possible to outline more spe-
cific and fruitful models for improving quality.
The evaluation of the contexts makes it possible
to build good practices in health directed towards
each work process performed in the institution.

We also reiterate that nursing, as a work
practice, consolidated as an applied science, must
encourage the interdepartmental exchanging of
information, and conversation regarding the strat-
egies which worked in the departments, in order to
make the experience accessible to the other units.

Finally, taking the premises of the Donabe-
dian Model as a basis, the aspects evidenced allow
the improvement of the work process and the
improvement of the safety of the care provided,
to the extent that aspects related to the culture, to
the process and consequently to the result can be
remodeled.
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For the patient safety culture to be imple-

mented positively, engagement is necessary on the
political level, the strategic level, and the hospital’s
operational level, in an integrated mobilization,
which involves the hospital management and the
other staff.
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