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ABSTRACT

Objective: evaluating the safety culture in a neonatal intensive care unit of a teaching hospital. 
Method: this was a cross-sectional, observational study carried out in the neonatal intensive care unit of a 
teaching hospital in Brazil’s Northeast region, using the Hospital Survey on Patient Safety Culture version 1.0. 
Data was collected in June and July 2023.
Results: a total of 72 professionals from the multi-professional team were included. Of the twelve dimensions 
assessed, nine showed points of weakness in the safety culture, and these were the most critical: “non-punitive 
response to error”, “frequency of reporting events” and “general perception of patient safety”. Teamwork also 
stood out as an area of weakness, with 48% positive responses. In relation to the safety culture assessment, 
the study obtained a final percentage of 41% positive responses among the 12 dimensions. When analyzed by 
professional category, the lowest percentage of positive responses was from residents with 34%.
Conclusion: the neonatal intensive care unit is a highly complex environment, requiring adherence to protocols 
and management strategies to ensure safe care for patients, families and professionals. The findings of this 
study point to the need for ongoing education on the subject, institutional support to strengthen the dimensions 
considered weak and to prioritize the provision of qualified health care that includes a culture of safety.

DESCRIPTORS: Patient safety. Risk management. Patient assistance team. Neonatal Intensive Care Units. 
Near miss.
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CULTURA DE SEGURANÇA EM UTI NEONATAL DE UM HOSPITAL ESCOLA SOB 
O OLHAR MULTIPROFISSIONAL

RESUMO

Objetivo: avaliar a cultura de segurança em uma unidade de terapia intensiva neonatal de um hospital de 
ensino. 
Método: estudo transversal, observacional, realizado na unidade de terapia intensiva neonatal, de hospital 
de ensino na região Nordeste do Brasil, com a utilização do questionário Hospital Survey on Patient Safety 
Culture versão 1.0. A coleta de dados foi realizada em junho e julho de 2023.
Resultados: foram incluídos 72 profissionais da equipe multiprofissional. Dentre as doze dimensões avaliadas, 
nove demonstraram pontos de fragilidade da cultura de segurança, sendo as mais críticas: “resposta não 
punitiva ao erro”, “frequência de relato de eventos” e “percepção geral de segurança do paciente”. O trabalho 
em equipe também se destacou como área de fragilidade, com 48% de positividade nas respostas. Quanto à 
avaliação da cultura de segurança, o estudo obteve um percentual final de 41% em respostas positivas entre 
as 12 dimensões. Quando analisado por categoria profissional, o menor percentual de respostas positivas foi 
o dos residentes com 34%.
Conclusão: A unidade de terapia intensiva neonatal é um ambiente de alta complexidade, requerendo adesão 
a protocolos e estratégias gerenciais para garantir cuidado seguro aos pacientes, familiares e profissionais. 
Os achados deste estudo alertam para a necessidade de educação permanente sobre a temática, de suporte 
institucional para o fortalecimento das dimensões consideradas frágeis e de priorizar o provimento de 
assistência qualificada em saúde, que contemple a cultura de segurança.

DESCRITORES: Segurança do paciente. Gestão de risco. Equipe de assistência ao paciente. Unidades de 
Terapia Intensiva neonatal. Near miss.

CULTURA DE SEGURIDAD EN UCI NEONATAL DE UN HOSPITAL 
UNIVERSITARIO DESDE UNA PERSPECTIVA MULTIPROFESIONAL

RESUMEN

Objetivo: evaluar la cultura de seguridad en una unidad de cuidados intensivos neonatales de un hospital 
universitario. 
Método: estudio observacional transversal, realizado en la unidad de cuidados intensivos neonatales de un 
hospital universitario de la región Nordeste de Brasil, utilizando el cuestionario Hospital Survey on Patient 
Safety Culture versión 1.0. La recolección de datos se realizó en junio y julio de 2023.
Resultados: se incluyeron 72 profesionales del equipo multidisciplinario. Entre las doce dimensiones 
evaluadas, nueve demostraron puntos débiles en la cultura de seguridad, siendo los más críticos: “respuesta 
no punitiva al error”, “frecuencia de notificación de eventos” y “percepción general de seguridad del paciente”. 
El trabajo en equipo también se destacó como un área de debilidad, con 48% de respuestas positivas. En 
cuanto a la valoración de la cultura de seguridad, el estudio obtuvo un porcentaje final del 41% en respuestas 
positivas entre las 12 dimensiones. Al analizar por categoría profesional, el menor porcentaje de respuestas 
positivas fue el de los residentes con un 34%.
Conclusión: la unidad de cuidados intensivos neonatales es un entorno altamente complejo, que requiere 
el cumplimiento de protocolos y estrategias de manejo para garantizar una atención segura a los pacientes, 
familiares y profesionales. Los hallazgos de este estudio resaltan la necesidad de educación continua sobre 
el tema, como así también de apoyo institucional para el fortalecer de dimensiones consideradas frágiles y 
priorizar la prestación de atención de salud calificada, que abarque una cultura de seguridad.

DESCRIPTORES: Seguridad del paciente. Gestión de riesgo. Equipo de asistencia al paciente. Unidades 
de Cuidados Intensivos Neonatales. Near miss.
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INTRODUCTION

Care in a neonatal intensive care unit (NICU) requires qualified management in order to ensure 
protection from harm, given the immaturity and instability of newborns, who require multi-professional 
care, with pharmacological measures and invasive procedures1. To this end, it is essential that all 
NICU professionals (doctors, nurses, nutritionists, physiotherapists, psychologists, social workers 
and occupational therapists) share a culture of safety, working as a team to promote a therapeutic 
environment2 and reduce the occurrence of care-related harm3–5.

The most frequent errors are related to medication, healthcare-associated infections, skin 
lesions, intravascular catheters and mechanical ventilation4. These events are directly related to deaths 
and other negative outcomes for newborns, and neonatal infection is among the leading causes of 
preventable death among newborns in Brazil6. While skin lesions in premature newborns have been 
associated with alterations in thalamic and microstructural development and have an independent 
impact on childhood cognitive outcomes7.

Teamwork has an even broader meaning in the care of premature infants, given the need to 
provide care, preferably in pairs and groups, in order to reduce handling of the newborn and minimize 
care failures8. Failures in teamwork have been one of the main factors contributing to the occurrence 
of errors and adverse events9.

Studies on evaluating safety culture and its impact on healthcare management are important 
for developing safe care and monitoring its development in healthcare institutions10–11. They provide 
a clear view of the aspects of safety that need to be adapted and paid more attention to, prioritizing 
the exploration of the origin of unsafe acts, without being merely punitive2,10.

Although the first studies on safety culture date back to the 2000s12, there is a pressing need 
for services to invest in systematic evaluations and implement effective actions11. In Brazil, safety 
culture gained prominence in 2013 with the National Patient Safety Program (Programa Nacional 
de Segurança do Paciente, PNSP)13, and since then studies have been conducted on the subject, 
using the Hospital Survey on Patient Safety Culture (HSOPSC) questionnaire14–17. Assessing safety 
culture makes it possible to monitor the effects of internal interventions and public policies14. Few 
studies have focused on neonatal units, environments that can pose greater risks to patient safety, 
due to the particularities of neonates, intense care, technological devices and the specific knowledge 
and skills of professionals18. 

In view of the above, the aim of this study was to assess the safety culture in a NICU at a 
teaching hospital.

METHOD

A cross-sectional, descriptive, observational study, supported by the STROBE®19 checklist in 
the preparation of the research report, carried out in a type II NICU of a government-run (federal) 
university hospital in Brazil’s Northeast region, between June and July 2023. The NICU has ten beds, 
with a high occupancy rate and frequent overcrowding. The unit’s main demand comes from the 
hospital’s own high-risk maternity ward, which, in addition to the capital, is a reference for high-risk 
pregnant women from 27 other municipalities in the interior. 

The study population consisted of professionals from the multi-professional team working in 
the NICU, made up of 22 care doctors and one physician in management, 18 physiotherapists, 32 
nursing technicians, 14 care nurses, two nurses in management, as well as just one representative 
from the following professional categories: speech therapist, psychologist, nutritionist and social 
worker. Most of the workers who work as nursing technicians are trained as nurses. The NICU also 
receives pediatric residents.
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Inclusion criteria were: working in the NICU for six months or more, attending the service on 
any of the three shifts or working daily between the months of data collection. Professionals who are 
unique in any professional category were not included, as a way of preventing the participant from 
being identified, professionals on vacation or sick leave during the period of the study, and first-year 
pediatric residents, due to their short time working in the sector. Questionnaires with a response rate 
of less than 50% were excluded.

All eligible participants were invited to take part. To characterize the study population, the 
variables used were age, gender, professional category, education level, length of time working at 
the hospital and in the sector, as well as working hours per week, as available in the instrument used. 
And for the safety culture assessment, the variables were made up of the 12 dimensions analyzed 
through the HSOPSC questionnaire: teamwork within units/areas, expectations and actions to promote 
patient safety by the supervisor/manager, organizational learning and continuous improvement, 
hospital management support for patient safety, general perception of patient safety, feedback and 
communication regarding errors, openness of communication, frequency of reported events, teamwork 
between hospital units/areas, adequacy of personnel, internal transfers and duty shifts, and non-
punitive response to error.

We chose to use the HSOPSC questionnaire, version 1.0, produced by the Agency for Healthcare 
Research and Quality (AHRQ), as it comprehensively assesses safety culture and is available in a 
translated and validated version for Brazil20. Among the various validated instruments for measuring 
safety culture, version 1.0 (HSOPSC version 1.0), developed by the AHRQ in 2004, is the instrument 
that has allowed international comparisons for some time17. Version 2.0 of the HSOPSC-AHRQ 
questionnaire for Brazilian Portuguese showed low factor loadings for ten items17 in its validation and 
has not been used in other studies to robustly assess safety culture. For this reason, we opted for 
version 1.0, which obtained permission from AHRQ.

The collection instrument analyzes 12 dimensions of patient safety culture, based on 42 items, 
in the form of a scale graded in five levels, from 1 (strongly disagree or never) to 5 (strongly agree or 
always)21. Positive answers refer to the options: “I agree” and “I totally agree” or “almost always” and 
“always” for positively worded sentences, or “I disagree” and “I totally disagree” or “never” and “rarely” 
for negatively worded questions. It also asked the subjects to rate the general view of patient safety 
in their work unit (excellent, very good, acceptable, poor and very poor) and the number of adverse 
event notifications made by the professional in the last 12 months21.

Participants were approached and data collected in their workplaces, after signing an informed 
consent form. The completed questionnaires were deposited in a ballot box placed in the unit itself, 
ensuring the forms’ anonymity.

To analyze the data, we followed the methodology proposed in the HSOPSC questionnaire 
user guide prepared by the AHRQ - Hospital Survey on Patient Safety Culture: User’s Guide and the 
survey data was prepared for analysis using the Hospital Survey 1.0 Data Entry and Analysis Tool. 
Initially, the percentages of positive responses to the 42 items in the instrument were calculated. 
Next, the percentage of positive responses for each dimension. Finally, the percentage of positive 
responses among the 12 dimensions evaluated was also obtained21.

The classification of the dimensions in terms of patient safety culture followed the definitions in 
the HSOPSC user guide21: strong areas of patient safety culture for those with 75% positive responses 
and weak areas of patient safety culture for those with 50% or less positive responses.

Ethical issues followed Resolution 466/2012 of the National Health Council of the Ministry of 
Health. Data collection only began after approval from the Research Ethics Committee.
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RESULTS

A total of 78 questionnaires were distributed among the participants who met the inclusion criteria. 
A response rate of 92% was obtained, and six of these questionnaires were excluded for analysis due 
to the high percentage of unanswered questions. The study included 72 NICU health professionals, 
the majority of whom were female, with a mean age of 40.6 years (±7.4). The professional category 
with the highest percentage was nursing technician (31%), followed by doctors (26%). There was 
a predominance of professionals with postgraduate degrees (specialization, master’s or doctorate), 
most of whom had worked at the hospital for between six and 15 years, between six and 10 years in 
the NICU, and a weekly workload of between 20 and 39 hours (Table 1). 

Table 1 – Characterization of the professional respondents at the study 
hospital, in Brazil’s Northeast region, Maceió-AL, 2023. (n=72)

Characteristics of the participants Number %
Gender
Male 6 8
Female 66 92

Professional category
Nursing technician 22 31
Nurse 13 18
Physician 19 26
Resident doctors 7 10
Physiotherapist 11 15

Schooling Level
High School 3 4
Higher Education 18 25
Specialization 39 54
Master’s degree/PhD 12 17

Length of time working at the hospital
Less than 1 year 6 8
1 - 5 years 12 17
6 - 15 years 46 64
15+ years 8 11

Length of time working in the Neonatal ICU
Less than 1 year 5 7
1 - 5 years 15 21
6 - 10 years 38 53
10+ years 14 19

Weekly hour load
Less than 20 hours 2 3
20 - 39 hours 59 82
40 - 59 hours 8 11
More than 60 hours 3 4
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Table 2 shows the distribution of the percentages of positive responses to the safety culture 
dimensions in the overall study and by professional category. It can be seen that no dimension achieved 
a percentage greater than or equal to 75% of positive responses. And nine had a percentage of 
positive responses below 50%, thus being considered points of weakness in the safety culture. The 
most critical dimensions were: “non-punitive response to error”, “frequency of reporting events” and 
“general perception of patient safety”, which respectively showed only 20%, 23% and 30% positive 
responses, and “teamwork” also stood out as an area of weakness (48%). The percentage of positive 
responses to the 12 dimensions in the evaluation of the NICU’s safety culture was 41%.

Table 2 – Positive responses percentages distribution to the 12 dimensions of the study’s safety culture 
by professional category, in a university hospital in Brazil’s Northeast region, Maceió-AL, 2023. (n=72) 

Dimensions

Positive responses percentage by category

All
(n: 72)

Nursing 
technician 

(n: 22)

Nurses
(n:13)

Doctors
(n:19)

Physiotherapists
(n:11)

Residents
(n:7)

1. Teamwork within units/areas 48% 43% 42% 51% 39% 50%

2. Supervisor/manager’s 
expectations and actions to 
promote patient safety

67% 66% 63% 74% 52% 68%

3. Organizational learning and 
continuous improvement 66% 74% 59% 67% 73% 67%

4. Hospital management 
support for patient safety 31% 36% 46% 28% 28% 19%

5. General perception of patient 
safety 30% 35% 38% 31% 18% 25%

6. Feedback and 
communication about 
mistakes

39% 49% 33% 45% 30% 19%

7. Opening up communication 54% 52% 56% 68% 30% 33%

8. Frequency of events reported 23% 45% 15% 26% 22% 5%

9. Teamwork between hospital 
units/areas 31% 27% 35% 32% 23% 39%

10. Adequate staffing 35% 40% 33% 32% 48% 32%

11. Internal transfers and duty 
shifts 49% 49% 54% 48% 43% 32%

12. Non-punitive response to 
error 20% 21% 15% 22% 27% 14%

Percentage of positive 
responses to the 12 
dimensions in the safety 
culture assessment

41% 45% 41% 44% 36% 34%
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Among the categories, the dimension that showed the highest percentages among the 
categories of professionals was “expectations and actions to promote patient safety by the managing 
supervisor” (values between 52% for physiotherapists and 74% for nursing technicians), followed 
by “organizational learning and continuous improvement” (values between 59% for nurses and 74% 
for nursing technicians). The lowest percentage of positive responses among the professionals 
corresponded to the dimension “non-punitive response to error” (values between 14% for resident 
doctors and 27% for physiotherapists). 

In the professionals’ perception of the variables in the scope of results (Tables 3 and 4), it was 
found that the nursing technician category had the highest percentages of ratings for the “patient safety’s 
general view” (excellent or very good 43%). And for the variable “percentage of event notifications” 
there was a high number of nursing technicians and residents who did not notify (61% and 82% 
respectively) in the last 12 months, with higher percentages than all the categories combined. Nurses, 
however, were the professionals who reported the most events, followed by physiotherapists.

Each of the dimensions is made up of three or four questionnaire items. Dimension 10 “adequacy 
of professionals” contains the item with the lowest rate of positive responses out of the 42 items in 
the questionnaire. Item A2 states “we have enough staff to cope with the workload” and only 4% of 
professionals agreed with this statement (Figure 1). 

Table 3 – Classification of the patients safety’s general view, overall and by professional 
category, in a university hospital in Brazil’s Northeast region, Maceió-AL, 2023. (n=69)

Classification of 
the patient safety 
overview

All
(n: 69)

Nursing 
technician (n: 21)

Nurses
(n:12)

Doctors
(n:18)

Physiotherapists
(n:11)

Residents
(n:7)

Excellent 1% 0% 0% 0% 0% 14%
Very good 26% 43% 17% 32% 18% 14%
Acceptable 53% 33% 67% 58% 45% 57%
Bad 19% 24% 8% 10% 36% 14%
Very bad 1% 0% 8% 0% 0% 0%

Table 4 – Number of notifications made by professionals in the last 12 months, overall and by 
professional category, in a university hospital in Brazil’s Northeast region, Maceió-AL, 2023. (n=72)

Number of 
notifications in 
the last 12 months

All
(n: 72)

Nursing 
technician (n: 22)

Nurses
(n:13)

Doctors
(n:19)

Physiotherapists
(n:11)

Residents
(n:7)

0 62% 82% 23% 75% 36% 86%
1-2 19% 9% 23% 19% 36% 0%
3-5 11% 9% 31% 3% 18% 0%
6-10 7% 0% 15% 3% 9% 14%
11-20 1% 0% 8% 0% 0% 0%
21+ 0% 0% 0% 0% 0% 0%
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Figure 1 – Responses to the items of the “adequacy of professionals” dimension, 
university hospital in Brazil’s Northeast region, Maceió-AL, 2023. (n=72)

Source: HSOPSC Hospital Survey 1.0 Data Entry and Analysis Tool AHRQ 2021 database.

DISCUSSION

The evaluation carried out in the study’s NICU showed a weak safety culture, with the exception 
of the dimensions: “expectations and actions to promote patient safety by the supervisor/manager”; 
“organizational learning and continuous improvement” and “openness to communication”, which 
obtained percentages between 50% and 75%, constituting an intermediate classification between 
the areas considered weak and strong in a safety culture.

In Brazil, other studies in neonatal NICUs have obtained similar results. In a study carried 
out in three NICUs of large public hospitals in Belo Horizonte, of the 12 dimensions evaluated, 
11 were characterized as weaknesses or opportunities for improvement, and none as strong areas 
of safety culture10. The study carried out in four NICUs of public hospitals located in Florianópolis did 
not identify any dimension as a strong area and seven dimensions were classified as weak18. Finally, 
in a neonatal ICU in a public hospital in Fortaleza, they identified four weakened dimensions and two 
strong dimensions16. In all the studies, the “non-punitive response to error” dimension was the most 
fragile, similar to our study10,16,18.

It can be seen that this “non-punitive response to error” dimension is not just a weakness in 
neonatal units, but a reality in health services in general. In a meta-analysis of 59 studies, including 
4 continents (America, Europe, Asia and Africa) and a total of 755,415 professionals surveyed, it was 
observed that the culture of guilt is present in the majority of hospitals that measured safety culture 
using the HSOPSC11. This article also discussed the importance of the “culture of safety” theme in 
the undergraduate and specialization courses for health professionals in general, with the aim of 
training professionals who are more committed to patient safety, teamwork and the importance of 
reporting events.

In this study, it is an additional concern that the lowest rate of positivity in the “non-punitive 
response to error” dimension was identified among resident doctors. This raises concerns because 
they are doctors in training and are in a teaching hospital. The non-punitive approach, but one of 
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identification and proactive action for prevention, should be encouraged in the training of resident 
doctors, across the board, at all stages of their training, especially in sectors such as the NICU, which 
is still incipient at the hospital. Resident doctors in this sector perform under supervision clinical and 
invasive procedures that can lead to adverse events, and this should be emphasized in order to make 
them aware of prevention and, at the same time, to report the occurrence of harm22. 

The culture of blame inhibits professionals from reporting errors, causing these events to be 
underreported. The “frequency of events” reported in the study hospital was the second dimension 
with the lowest percentage of positive responses. However, it’s not just the culture of punishment 
that reduces reporting. Several aspects play a part: few improvements have been instituted based 
on reported incidents, a lack of awareness of the occurrence of adverse events, ignorance of the 
reporting process, forgetfulness, the insufficient number of health professionals and work overload, 
and a lack of appreciation of adverse health events22. 

Studies based on an analysis of medical records have identified a high percentage of adverse 
events in newborns admitted to the neonatal ICU, but these injuries are not reported in hospital 
systems. In Brazil, it has been shown that between 70% and 84% of newborns admitted to the NICU 
suffered care-related injuries3–5. This data needs to be discussed in hospital management, because 
errors are happening and the lack of knowledge of these events, together with the damage caused, 
makes it difficult to implement policies and plans to deal with them. 

Among the professional categories participating in the study, nurses were the most likely to 
report incidents. Consistent with these findings is a study in which doctors gave the following reasons 
for not reporting: time constraints, uncertainty about what to report, expectation of punishment or 
blame, and the perception that reporting incidents is not linked to improvements23.

The pillars of the safety culture and routine in neonatal units are teamwork and communication. 
It is already well documented that multi-professional teams with an interdisciplinary work process are 
better prepared to protect patients from risks and achieve better clinical results24. A study identified a 
correlation between NICU teamwork and the absence of healthcare-associated infections24. Weakness 
in these domains is among the main factors contributing to errors and adverse events8, which makes 
the low percentage of positive responses worrying, especially in the dimension of teamwork in the 
unit. However, the dimension of openness to communication was the most highly rated. 

In an assessment of the safety culture in 44 NICUs participating in the California Perinatal 
Quality Care Collaborative, teamwork within the units was the scale with the highest scores, with 
three-quarters of respondents reporting good teamwork. Around half of the interviewees reported 
good “openness of communication” and “feedback and error communication”25. In Brazil, studies that 
evaluated the safety culture in the NICU, teamwork did not stand out as an area of weakness10,16,18. 
This demands more attention for the study unit, in order to understand the local gaps that may be 
causing this assessment. 

One of the causes of the reduction in satisfactory teamwork is burnout among health professionals 
working in the NICU26. In this study, one element that demonstrates the existence of work overload 
within the unit was the team’s low recognition of having “enough staff to do the job”.

Nurses’ reports highlight how fatigue and exhaustion affect the quality of patient care15. 
Management needs to be sensitive to the benefits of the right number of professionals on the team in 
terms of safety culture. There has already been evidence of a reduction in various negative outcomes, 
such as mortality, medication errors, ulcers, the use of restraints, infections and pneumonia, associated 
with the greater number of professionals in the hospital team27. 

Work overload can also jeopardize the shift handover, when vital information about the patient’s 
clinical condition and treatment is passed on to the team that will be responsible for the patient. 
Communication failures at these times can interfere with continuity of care and patient safety28. 
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In the neonatal environment, communication between professionals and transfer processes to other 
sectors or other health institutions are even more complex as they require the integration of maternal 
and neonatal information and the involvement of several professionals, increasing the risk of errors29. 

Health services in general need to implement strategies capable of minimizing miscommunication 
at shift handovers and transfers, such as the use of standardized and computerized forms and reports 
in line with the patients’ complexity level28, as well as providing conditions that facilitate the transfer 
of information, free from distractions or interruptions29.

The perception of patient safety was one of the weakest dimensions of this study, with 
repercussions on the classification of the general view of patient safety, which in this study obtained 
27% of responses between excellent and very good, a lower percentage than that found in other 
neonatal units in Brazil: 44%11, 41%20 and 44%16. 

The findings of the study suggest that the culture of safety still needs to be strengthened 
within neonatal units and more studies need to be carried out on this subject in neonatology. Despite 
more than two decades of encouraging a culture of safety in the scientific literature, it can be seen 
that developing countries are still far behind in the number of studies and research into monitoring 
a culture of safety when compared to developed countries, especially when it comes to evaluating 
neonatal units. In Brazil, despite progress17, there are still gaps in its implementation, despite current 
government regulations13.

The culture of blame is still very strong in health services in general, even 25 years after the 
publication of the US Institute of Medicine’s report “To err is human”. Strengthening the importance 
of reporting events is perhaps the first step towards management understanding the gaps in each 
service and drawing up action plans to be implemented. Mistakes happen and, consequently, so 
does damage to patients. The big issue is that they are going unnoticed, and we may only see the 
tip of the iceberg. 

Limitations

The limitation is that only one work sector was studied, which may not correspond to the 
reality of the safety culture in other sectors of the neonatal unit. However, it is an interesting way of 
locating the safety culture of the unit (NICU), comparing it with the reference standard of hospitals 
with experience in patient safety culture, using a validated instrument in use in international literature. 
Another limitation was not including professionals from other categories (speech therapist, psychologist, 
nutritionist and social worker) in order to avoid embarrassment and, as a result, the reliability of the 
answers, as there was only one representative from each category.

CONCLUSION

The NICU is a critical environment that deals with highly vulnerable patients and is expected 
to be a safe environment for patients, their families and healthcare professionals. In this study, we 
observed that none of the dimensions assessed was characterized as a strong area of safety culture, 
and nine of the twelve dimensions were classified as areas of weakness. In addition, only 27% of 
those interviewed rated patient safety in the unit as ‘very good’ or ‘excellent’. 

These findings point to the need for institutional support for the health team in designing, 
implementing and monitoring strategies to strengthen the dimensions considered weak, as well 
as training in the unit. This enhances engagement and adherence to voluntary notifications in the 
collective search for solutions to prevent the risks identified and establishes a robust safety culture 
aimed at strengthening multi-professional teamwork and management.
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Finally, technological advances and the complexity of care in the hospital context reaffirm 
the priority of providing qualified health care that includes a culture of safety, based on systematic 
evaluation processes to understand the impact of the strategies implemented and identify new weak 
points that will be the focus of future investment. This study opens up possibilities to identify demands 
for future research, by using a validated instrument with international recognition to compare data 
between countries, thus encouraging this culture in our country and promoting greater visibility of our 
research on the subject.
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