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ABSTRACT

Objective: to characterize what the current literature states about nursing errors, with a specific review on how these errors are communicated
to society by the media.

Method: a qualitative documental research, characterized as an integrative literature review, performed using four databases and guided
by a formal protocol, in the period from 2011 to 2015, by two independent collaborators. The analysis of the studies occurred through the
analysis of thematic content articulated with the resources of the Atlas.ti software.

Results: 32 studies were analyzed and organized into two macro categories: main errors practiced by the nursing team; reported forms of
prevention to avoid errors. Such categories reveal that most of the errors are made with medication, the main causes are related to work
overload and management problems, and the main sources of prevention are to improve working conditions, continuing education and
safety culture.

Conclusion: nursing errors are determined by multiple factors and their coping requires professional and institutional measures.

DESCRIPTORS: Nursing team. Medication errors. Patient safety. Media. News.

ERROS DE ENFERMAGEM: O QUE ESTA EM ESTUDO!

RESUMO
Objetivo: caracterizar o que a literatura atual versa a respeito dos erros de enfermagem, em especial de como esses erros sao comunicados
a sociedade pela imprensa.

Meétodo: pesquisa qualitativa, documental, caracterizada como revisao integrativa de literatura, realizada em quatro bases de dados e
orientada por um protocolo formal, no periodo de 2011 a 2015, por duas colaboradoras independentes. A anélise dos estudos encontrados
se deu por meio da andlise de contetido tematica articulada com os recursos do software Atlas.ti.

Resultados: foram analisados 32 estudos e organizados em duas macrocategorias: principais erros praticados pela equipe de enfermagem;
e causas relatadas e formas de prevencao para evitar os erros. Tais categorias revelam que a maioria dos erros é de medicacao, as principais
causas estdo relacionadas a sobrecarga de trabalho e a problemas do ambito da gestédo, e as principais fontes de prevencédo sao a melhoria
das condi¢des de trabalho, a educacado continuada e a cultura de seguranca.

Conclusao: os erros de enfermagem sao multideterminados e seu enfrentamento requer medidas no &mbito profissional e institucional.

DESCRITORES: Equipe de enfermagem. Erro de medicacao. Seguranca do paciente. Meios de comunicacao. Noticias.
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Objetivo: caracterizar lo que la literatura actual versa sobre los errores de enfermeria, en especial de como estos errores son comunicados
ala sociedad por la prensa.

Meétodo: investigacion cualitativa, documental, caracterizada como revisién integrativa de literatura, realizada en cuatro bases de datos
y orientada por un protocolo formal, en el periodo de 2011 a 2015, por dos colaboradoras independientes. El analisis de los estudios
encontrados se dio por medio del andlisis de contenido tematico articulado con los recursos del software Atlas.ti.

Resultados: se analizaron 32 estudios y organizados en dos macrocategorias: principales errores cometidos por el equipo de enfermeria; Y
las causas relatadas y formas de prevencion para evitar los errores. Estas categorias revelan que la mayoria de los errores son de medicacion,
las principales causas estan relacionadas con la sobrecarga de trabajo y los problemas del ambito de la gestién, y las principales fuentes
de prevencién son la mejora de las condiciones de trabajo, la educacién continuada y la cultura de Seguridad.

Conclusion: los errores de enfermeria son multideterminados y su enfrentamiento requiere medidas en el ambito profesional e institucional.

DESCRIPTORES: Grupo de enfermeria. Errores de medicacion. Seguridad del paciente. Medios de comunicacién. Noticias.

INTRODUCTION

The issue of health care quality and patient
safety has assumed significant relevance in recent
years. In this context, nursing has been prominent
in hospital accreditation processes and in programs
aimed at improving the quality of health services.!

Although patient safety and quality health
care quality are at the center of current discussions,
errors in health care are being communicated to
society as they are increasingly reported in the
newspapers, television, and on the internet. This
is explained by the outcome of the incident (deaths
and / or severe sequelae) which cause many reper-
cussions. In addition, when litigation is involved,
the repercussion is much greater, especially be-
cause of the way they are reported and because of
the consequences, such as length of hospital stay
extended beyond what is necessary, complications
in the general patient’s condition, and even death
of the patient.*

Nursing errors can be defined as an episode
that resulted in unnecessary harm to the patient. In-
cidents during care, when the patient is not harmed
or the errors are detected early, are called near miss
incidents; when these incidents happen with the pa-
tient without causing harm, they are called incidents
without harm; and when there is harm done to the
patient, it is called the adverse event.®

Nursing errors are derived from adverse
events (incidents that cause some harm to the pa-
tient) and iatrogenic errors (situations occurring
as a result of treatment performed by these profes-
sionals) which occur during care and may be caused
by incorrectly performed procedures, problems in
prescribing care, inadequate management of the
drug preparation process, and inadequate, dam-
aged, or inadequate equipment.®The errors, injuries,
and adverse events associated with nursing profes-
sional care are diverse and should be at the top of the

profession’s concerns, as well as the health services
and public policies.

In a study titled Estudo Ibero-Americano de
Eventos Adversos (Ibero-American Study of Adverse
Events) conducted between 2007 and 2009 in 58
hospitals in Latin America, 11,379 inpatients were
observed. Among them, 1,191 patients had at least
one adverse event related to care and, from this
total, incapacity was caused in more than 28% of
the patients and another 6% were associated with
the death of the patient. The causes identified by the
Latin American study were related to hospital infec-
tions (37.13%), therapeutic and diagnostic proce-
dures (28.5%), general care (13.4%), administration
of medications (8.32%) and diagnosis (6.15%), with
6.5% of the events not being specified.” These num-
bers are alarming and deserve attention in order
to reduce the possibilities of these adverse events.

Among the adverse events resulting from
nursing care, medication errors have been high-
lighted in the literature and in patient safety manu-
als.® These are defined as any preventable events
that may cause or induce the inappropriate use of
medications, and these events may be related to a
number of factors.® According to the Food and Drug
Administration, medication errors cause, on average,
one death per day in the United States, which makes
this problem even more frightening.’

Nursing is the health profession which works
in the hospital 24-hour hours a day by the patient’s
bedside, and all the activities nurses perform require
special care in order to maintain quality care and pre-
vent errors during care. The mistakes made by nurs-
ing professionals have great repercussion especially
when they are treated in a wrong way by the media.
Thus, the present study aims to identify and char-
acterize what is available in the current literature
regarding errors involving the nursing team, in
particular to literature which deals with how these
errors are communicated to society by the media.

Texto Contexto Enferm, 2017; 26(2):e01400016
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METHOD

A bibliographical study conducted by two
independent collaborators, using the assumptions
of integrative literature review based on a protocol
where all followed steps are identified.'*!! The in-
consistencies found were analyzed by an external
collaborator.

The search took place in July 2015 and was
carried out in the databases: Banco de Teses e
Dissertacoes da Coordenagio de Aperfeicoamento de
Pessoal de Nivel Superior (Capes); Virtual Health
Library (BVS Enfermagem); Scientific Electronic
Library Online - (SciELO); and the US National
Library of Medicine National Institutes of Health
(PubMed) of the National Center for Biotechnol-
ogy Information (NCBI). The choice of databases
was based on the following criteria: open access
bases (to increase the possibility of online access of
complete texts); and databases which were more
appropriate to capture the publications made in
Brazil and international literature dealing with
the phenomenon in nursing,.

The descriptors used were: Nursing, Nursing
team, Medication errors, Patient Safety, Media and
News. In order to meet the proposed goal of as-
sociating “nursing error and way in which it was
communicated to the press the following Boolean
operators were used descriptors articulated by
Boolean operators:

Enfermagem/Nursing OR Equipe de enfer-
magem/ Nursing team AND Erros de medicacdo/
Medication erros AND Meios de comunicac¢do/ com-
munications media OR Noticias/ News.

Enfermagem/ Nursing OR Equipe de enferma-
gem/ Nursing team AND Gerenciamento de riscos/
Risk management AND Meios de comunicacdo/ com-
munications media OR Noticias/ News.

Enfermagem/ Nursing OR Equipe de enferma-
gem/Nursing team AND Seguranca do paciente/
Patient safety AND Meios de comunicacao/ commu-
nications media OR Noticias/ News.

Studies published in the format of complete
scientific articles, theses and dissertations, con-
taining the key words listed in the protocol in the
abstract and / or title, published in English and
Portuguese, from 2011 to 2015, and whose general
objective and / or specific reference was made ex-
plicitly to the object of study, were included.

The following were defined as exclu-
sion criteria: publications in the form of let-
ters, reviews and editorials, integrative and
systematized reviews, books, book chapters,

government documents and newsletters, as well
as studies that are not available on-line in full
for analysis, and publications outside of the
period of interest or duplicated publications.
In a first search, there were 254 studies which
when the inclusion and exclusion criteria were
applied, 96 were excluded because they did not
meet the objective of this study; 72 were dupli-
cated studies and 54 were not available in full by
online access.

The selected studies were organized into
a qualitative data analysis software, Atlas.ti 7.0,
articulating the resources of the software with
the precepts of thematic analysis, respecting the
steps of pre-analysis, material exploration, and
treatment and interpretation of the results.'> All
ethical care was taken in the analysis of the docu-
ments, respecting the ideas of the authors and the
analyzed content.

Each study included in the review was in-
serted as a primary document (Atlas.ti language) ina
hermeneutical unit created in the software. During
the exhaustive reading of the studies the registration
units (quotations) were selected and according to the
core meaning each one received distinct code (coding
process). The combination of similar codes formed
large categories of meanings (families), which are
arranged in the figures (networks) generated by the
software itself. The organization and analysis of the
data gave rise to two macro categories: The main
errors practiced by the nursing team and reported
causes; and ways to avoid errors.

RESULTS

The corpus of the research was composed of
32 studies, which were analyzed based on codes
assigned to the quotations, selected from the docu-
ments inserted in the Atlas.ti software. Afterwards,
the profile of the studies was described and the main
findings were organized into two macro categories.

Profile of the studies

The studies that were part of this review are
presented in Table 1. At a later stage, the main
findings was described regarding the nature of the
study, language, country of publication, method
of data collection, incidence of errors and the main
drugs involved with medication errors.

Texto Contexto Enferm, 2017; 26(2):e01400016
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Table 1 - Presentation of publications on nursing errors, second year of publication, type, periodical

and authors. Florianépolis-SC, 2015

Year Type Periodical Author (s)

2012 Thesis - Teixeira TCA.?

2015 Article Rev Enferm UFPE Fontana RT, et al.™

2011 Article Rev Bras Enferm Belela ASC, Pedreira MLG, Peterlini MAS."
2011 Article Rev Bras Enferm Corbellini VL, et al.’®

2015 Article Acta Paul Enferm Yamamoto MS, Peterlini MAS, Bohomol E."”
2014 Article Rev Esc Enferm USP Paranagua TTB, et al.™®

2013 Article Rev Latino-am Enfermagem Silva AEBC, Cassiani SHB."

2013 Article Enferm Foco Lopes BC, et al.®

2011 Article Rev Min Enferm Praxedes MFS, Telles Filho PCP.*

2013 Article J Res Pharm Pract Shahrokhi A, Ebrahimpour F, Ghodousi A.%
2013 Article Intensive Care Med Valentin A, et al.®

2011 Article Nurs Res Chang Y, Mark B.*

2013 Article Worldviews Evid Based Nurs Hartnell N, et al.®

2012 Article Am ] Nurs West G, Patrician APA, Loan L.?

2012 Article Critical Care Nurs Mattox EA.¥

2014 Article Rev Enferm Esc Anna Nery Bohomol E.*

2011 Article Rev Gaucha Enferm Veloso IR, Telles Filho PCP, Durdao AMS.”
2011 Article Texto Contexto Enferm Camerini FG, Silva LD.%°

2012 Article Texto Contexto Enferm Silva LD, Camerini FG.*

2011 Article Rev Latino-am Enfermagem Silva AEBC, et al.*

2014 Article Rev Pesqui Cuid Fundam Ferreira PC, et al.*

2012 Article Health Service Res Lawton R, et al.**

2015 Article Crit Care Med Marquet K, et al.®

2012 Article Rev Enferm Esc Anna Nery Roque KE, Melo ECP.%

2014 Article Rev Gaucha Enferm Lorenzini E, Santi JAR. Bao ACP.%”

2014 Article Acta Paul Enferm Teixeira TCA, Cassiani SHB.?

2013 Article Rev Saude Publica Rozenfeld S, Giordani F, Coelho S.*

2012  Dissertation - Dalmolin GR.%

2012 Article Acta Paul Enferm Harada MJCS, et al.*!

2012 Article Rev Min Enfermagem Lemos NREF, Silva VR, Martinez MR.#
2014 Article Cad Saude Coletiva Pichler RF, et al.*#

2012 Article Rev Assoc Med Bras Lopes DMA, et al.*

Regarding the nature of the studies, 21 are
quantitative, seven qualitative and four theo-
retical essays. The predominant language was
Portuguese, with 23 studies and 9 publications in
English. The country with the highest number of
publications was Brazil with 22 studies, followed
by the United States with nine and New Zealand
with one study.

Most of the studies used documentary research
to collect data (14 studies) in medical records, and
reports; nine studies used non-participant observa-
tion, ten studies used interviews or questionnaires,
two used photographic analysis and one used case
study.The incidence in studies which observed drug
administration and those who evaluated the report-
ing of errors ranged from 14.3% to 56%.

Texto Contexto Enferm, 2017; 26(2):e01400016
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The most common types of medication with
errors were intravenous anesthetics (43.3%), fol-
lowed by antineoplastic and immunomodulators
(24.3%), antibiotics and analgesics (25.2%) and
gastric acidity reducers (19%).

EmorofOmsson| . -~/

| Medication Dispensing Ermr |

’Inadwe:lent errom-l;;lls ] ,.*"';/

y,
A

lErmr in arrwulal.‘rm.':;rgery site I

Main errors made by the nursing team and
related causes

The types of errors described in the studies
and the reported causes are presented in Figures
1 and 2.
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.
.
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",
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Figure 1 - Types of errors, Florianépolis-SC, 2015
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Figure 2 - Causes of errors, Florianépolis-SC, 2015

Prevention and methods to avoid errors

All the studies analyzed present contributions
related to the prevention of errors, one of them had
these contributions as the objective, the others sug-
gest means to reduce or avoid errors.

Relatedfo  Related te

pd to

Among the various ways to avoid errors, the
following were highlighted:

- Improvements in the nursing work pro-

cess, understanding it as complex, hampered by
working conditions, especially due to the high

Texto Contexto Enferm, 2017; 26(2):e01400016
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demand for care, work overload and insufficient
remuneration;*%

- Continuing education at work as an effective
method to prevent adverse events; 13-1416:17,19-21,2428-35

- Importance of notifying adverse events in
order to understand them and to devise strategies
to avoid them; 2834363

- Development of a patient safety culture by
professionals; 2243738

- Institutions should avoid punitive attitudes,
stimulating an educative culture for their profes-
sionals. 161923

DISCUSSION

Among all the studies analyzed, the
greatest emphasis was given to medication er-
rors,3-20.22-23,29-35,37-384042-43 thig is due to the choice
of studies that recommended analyzing the er-
rors done by the nursing team, who are mainly
responsible for this activity. Falls were reported
in four studies, but with less incidences.!33038-3
The rate of medication infusion'*** and time
errors (anticipating or delaying the prepara-
tion or administration of the drug) have greater
prominence in the literature, especially, for the
outcome of this type of error, which ranges from
the failure in the patient’s therapy to the possible
death of a patient.

The physical structure was analyzed from the
point of view of ergonomics.* It was found that
structural issues, such as medication storage, trans-
portation of medication by trays and the identifica-
tion of materials can be considered error inducers if
they are not well organized.

In 2013, the Centro Colaborador para Qualidade
do Cuidado e Seguranga do Paciente (Proqualis Col-
laborating Center for Quality of Care and Patient
Safety) translated and subtitled a video conducted
by the World Health Organization regarding the ad-
ministration error of the drug Vincristina. The video
shows how an adverse event related to medication
can be triggered by describing a sequence of events
within a hospital that culminates in a serious error
in the administration of the chemotherapeutic drug
Vincristine. It is important to highlight that when we
are faced with a medication error, we must evaluate
the whole process involved in this practice, in which
the result may be only the tip of the iceberg, in the
sense that the greater base remain submerged, or
rather, the issues that determine the errors are not
properly exposed or analyzed.

The empirical evidence shows that health
professionals are prone to make mistakes in the
preparation and administration of medications,
however, these errors are strongly induced by work-
ing conditions in health institutions.*

The highest frequency of errors was detected
in the Hospitalization Units,'>!819262730323743 jn the
Intensive Care Units (ICU) #2342 and in pediat-
rics.’>7#4 This can be explained by several factors
related to the characteristics of users and the speci-
ficities of these units.

In the ICU, as the denomination itself suggests,
patients are in a critical state of health and require
increased levels of care, and the quantity and variety
of medications and procedures used are great. In the
hospitalization units, the picture is often not very
different from the ICU, because the health situation
is also critical and the number of hospitalized pa-
tients is much higher. Inpatient units are considered
to be areas of major concern for patient safety, and
the care provided directly interferes with the results
of hospital-based health care.*

As for the children, they present greater vul-
nerability due to many factors, among them includes
their anatomical and physiological condition itself,
with emphasis on the use of offlabel (when the medi-
cation is used without its approved use for that age
group, or rather, when the indication for that specific
clientele is not yet included in the medication label),
since the pharmaceutical industry is not yet focused
on serving this specific public.

Medication errors, as well as adverse drug
reactions in the pediatric clientele, are closely related
to drug interaction and the absence of drugs directed
exclusively to the needs of children.*

Other adverse events resulting from nursing
care, such as falls and injuries, were less discussed.
However, falls are one of the main adverse events
which occur during nursing care, **and falls preven-
tion is one of the six goals of patient safety estab-
lished by the WHO.

The causes of errors reported in the studies are
diverse and attributed to the entire health care system.
Thus, the category of organizational processes man-
agement had the greatest prominence,'317-19222634-353840
because management can contribute to the appear-
ance of other causes, such as: deficiencies in the
physical infrastructure,’*7192234 shortages in the
workforce!>1416:171921:2224:2634 and the work overload
Of the professionals‘l?)-lél,w ,19.21-23.25-26,34,37-38,44

In the study that analyzed medicine labeling,*
there was a surprising result which showed that 43 %

Texto Contexto Enferm, 2017; 26(2):e01400016
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of medicines were considered “possibly similar”,
44% had the “same color label or packaging” and the
“same word order”, being that 50.7% of the medi-
cines were identified as having “same color of the
words”. The results have identified that these labeling
similarities can greatly contribute to errors in storage,
dispensing and administering of medications.

The staff shortages as well as work overload
seem to be strongly linked to incidents involving
nursing errors, and both are related to health service
management decisions.*** This problem does not
only affect the patient’s safety, but also the safety
of the professionals themselves, and are seem as
important predictors of dissatisfaction and demo-
tivation at work. Therefore, in the great majority of
the studies found, the improvement of the work-
ing conditions is a determinant factor to patient
safe. Sufficient professionals with a fair workload
and adequate structure can guarantee quality care
without adding harmful effects to patients” health.

The human factor, i.e., the nursing profes-
sionals themselves, also carry the burden of the
causes of errors, and the most frequent causes
attributed to the individual staff and profes-
sional are: distraction 6192222738424 communi-
cation failures!* 41724323435 and lack of knowl-
edge.!4171921.2930323438 44 Djstractions and communica-
tion failures are reported in other studies as factors
that may predispose the occurrence of errors during
care, since distractions take the professional from
the focus, which at that moment is the patient, and
efficient communication between the team can
minimize and even prevent errors.*>>

The other professionals are attributed to
the causes of errors of prescription and dispensa-
tion, 621384044 being that they become the start for the
sequence of processes that will culminate in the error.

The only study that analyzed the nursing er-
rors portrayed in the media' offers an important
contribution to the theme. When analyzing the
adverse events in nursing practice portrayed in the
newspapers between 2007 and 2012, it was found
that the errors related to medication administration
were prominent, corroborating with the previous
findings of this review. In the study in question,
there were 29 news reports about the subject, which
were defined by the authors as records without
explicit, though controversial, judgment. Nursing
professionals such as nurse technicians were pres-
ent in the vast majority of the reports. The study
highlights the importance of clarifying the condi-
tions of nursing training and the work of the nurse
to society, understood as conditions for error, and

the value given to discussions on this theme in order
to strengthen initiatives to improve the quality of
care in nursing and health.

Similarly, other studies also stress the impor-
tance of reporting adverse events, which should be
perceived by professionals as essential for the safety
culture, since it values the goal of minimizing the
damages caused and values learning. Institutions
should therefore be aware that the merely punitive
culture is not effective because management must
strive to promote the education of its workers>
Thus, continuing education is an effective way for
both prevention and for minimization and must be
encouraged by institutions.™

Finally, developing a patient safety culture
within health institutions is critical to ensure that
quality care is expected in all health settings, “in
which all workers, including caregivers and man-
agers, take responsibility for their own safety,
and for the safety of their colleagues, patients
and family.”%%2

To err is human, however, no health profes-
sional wants or intends to err (with the exception
of intentional cases, which is not the subject of this
study), so the importance of understanding all inci-
dents in order to reduce recurrence, done so through
protocols, continuing education and structural
changes become the barriers to further errors.®

Nursing errors are made up of tangles of
possible failures that are not detected in time to
prevent them, formulating a complex network of
cause and effect. The improvement of nursing work
conditions and the need for continuing education
have stood out as factors capable of preventing
errors from materializing.

The limitations of this study refer to: the choice
of pre-established descriptors and the association
with Boolean operators, established in the previous
protocol, in particular the association with the de-
scriptor that associated the nursing error and com-
munication by the media, present in all the search
keys; the limitation of the search to the English and
Portuguese languages; and the issue of the unavail-
ability of the full text of some studies. These limita-
tions may have reduced the corpus of the research.

CONCLUSION

This review has shown that nursing errors
have been studied in many ways, in the context of
patient safety, risk management and, in particular,
medication errors. Many types of errors are de-
scribed and multiple causes are tied to these events.

Texto Contexto Enferm, 2017; 26(2):e01400016
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It is worth mentioning the fact that the stud-
ies aimed not only to identify these events in a su-
perficial way, but to deepen the knowledge about
their possible causes and prevention factors. The
contributions, although diversified, guide nursing
professionals to provide safe care with responsibility
and ethics, and direct health institutions in adjusting
working conditions and favor the education of their
professionals, contributing to the quality of health
care. This perspective allowed everybody to benefit:
the institutions for providing a qualified service free
of litigation, the professionals for being recognized
for their competences and mainly, the users of the
services, who will be adequately taken care of.

However, it should be noted that only one
study dealt with how these errors are communicated
by the media, which instigates further investigations
on this phenomenon, since the media repeatedly
draws attention to medical and nursing errors and
plays an important role in the relationship of health
services, professionals and society.
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