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Introduction

When a person becomes ill, the desire is to receive safe

treatment and return home in better health. However,

some patients do not achieve this goal because they are

victims of adverse events (AEs) in the health care sys-

tem. AE refers to the occurrence of failures in nursing

care that have the potential to cause harm to patients.

An AE is defined as �any occurrence leading to iatro-

genic injury� (Wakefield et al. 2005).

A systematic review of the assessment of AEs has

shown an incidence rate of between 2.0% and 16.6% in
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Brazilian registered nurses� perceptions and attitudes towards adverse events in
nursing care: a phenomenological study

Aim To describe the perceptions and attitudes of registered nurses (RNs) towards
adverse events (AEs) in nursing care.

Background The professionals� subjective perspectives should be taken into account

for the prevention of AEs in care settings.

Method Schütz�s social phenomenology was developed. Interviews were conducted

with nine Intensive Care Unit RNs.

Results The following five descriptive categories emerged: (1) the occurrence of AEs

is inherent to the human condition but provokes a feeling of insecurity, (2) the

occurrence of AEs indicates the existence of failures in health care systematization,

(3) the professionals� attitudes towards AEs should be permeated by ethical prin-

ciples; (4) the priority regarding AEs should be the mitigation of harm to patients,

and (5) decisions regarding the communication of AEs were determined by the

severity of the error.

Conclusions The various subjective perspectives related to the occurrence of AEs

requires a health care systematization with a focus on prevention. Ethical behaviour

is essential for the patients� safety.

Implications for nursing management Activities aimed at the prevention of AEs

should be integrated jointly with both the professionals and the health care insti-

tution. A culture of safety, not punishment, and improvement in the quality of care

provided to patients should be priorities.
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Brazilian hospitals (Mendes et al. 2005). The incidence

of AEs among hospitalizations is between 2.5% and

3.7% in the United States (Brennan et al. 1991, Thomas

et al. 2000), 10.8% in the United Kingdom (Vincent

et al. 2001),and 16.8% in Australia (Wilson et al.

1995). In Canada, is estimated that an AE occurs in

7.5% of all hospitalizations (Baker et al. 2004). A 4.6%

incidence of AEs was reported in a study conducted in

Colombia (Gaitán-Duarte et al. 2008). To our knowl-

edge, no study that focuses on rates of AEs in a repre-

sentative sample has been conducted in Brazil.

Patient safety is recognized globally as a health care

priority (World Health Organization 2006). Direct

intervention by professionals and exposure of patients to

unnecessary or potentially harmful risks are factors that

can compromise the integrity of health care (Moullin

2002). An improvement in patient safety is considered an

ethical imperative (Terry & Kaplan 2007, Wlody 2007,

Chen et al. 2007) and constitutes one of the main pre-

occupations of health service managers (Moullin 2002).

Acceptance of the presupposition that AEs are inevi-

table is the main philosophical aspect in this issue

(Armitage 2001). The occurrence of AEs involves many

factors, and studies that aim to achieve a deep and

comprehensive understanding of this issue are required

(Wlody 2007). This recommendation makes sense for

the health care institution, a complex adaptive system in

which individuals are able to make decisions and take

actions based largely on their own values and beliefs

(Chen et al. 2007). Thus, the social, subjective and

contextual underpinnings should be taken into account

for an understanding and description of AEs in the

health care process (Mayo & Duncan 2004, Hoff &

Sutcliffe 2006).

The present study was conducted considering the

need for clarification and answers to the following

questions: What are the perceptions of RNs towards

AEs in nursing care? What are the expectations of RNs

regarding the attitudes toward AEs in nursing care? AEs

in this study were considered to be harm caused to an

individual while he or she was a patient (Moullin 2002).

An understanding of nurses� perceptions and expec-

tations regarding AEs is essential for the implementa-

tion of appropriate strategies to manage nursing care. In

this sense, registered nurses� (RNs�) beliefs and values as

well as the organizational culture are important aspects

to be considered (Cassiani 2000).

Aim of the research

The present study aimed to explore the perceptions and

attitudes of RNs towards AEs in nursing care.

Theoretical background

Schütz�s theory of motivation was the study�s theoretical

background. Human action is considered a product of

intersubjectivity. Each person shares life experiences

with other members of his or her social group. People

act as a function of their motivations related to the

future. In this way, these are �in-order-to motives�.
Human actions are rooted in life experiences and in the

personality type developed during their life, i.e. their

�because motives�. Personal action originates in the

conscious mind, is voluntary and is directed towards the

future (Schütz 1972, Capalbo 1998).

Social phenomenology is not oriented towards single

acts or individual behaviours, nor is it restricted to the

self-consciousness. Rather, it is oriented towards the

understanding of what constitutes a determined social

group that experiences a typical situation. Thus, the

daily world is not individual but intersubjective, and

this one common world is what we share with our

peers (Capalbo 1998). Intersubjectivity reveals itself in

the reciprocity of motives and perspectives. Thus, the

reaction of one individual provokes the reaction of

another in view of a given situation in which one expe-

riences the common situation from the perspective of

the other and vice versa. This �we-relation� emerges by

capturing the other person�s existence in face-to-face

interactions (Schütz 1972).

In the present study, the exploration of professionals�
perceptions and attitudes towards AEs, a complex

phenomenon encountered in the daily work setting, is

based on Schütz�s theory of motivation. It was utilized

in this study because the impulses that lead RNs to act

in the way they do can be better understood within this

background (Schütz 1974).

Methods

Research approach

An investigation of the actions and motivations of RNs

facing the phenomenon of AEs requires a qualitative

approach. Schütz�s (1974) social phenomenology,

which permits an understanding of the decisions taken

by members of a social group living in a typical situa-

tion, was the methodological approach of this research.

Within this study, there was no attempt to predict or

control RNs� behaviours because the research priorities

involved the search, interpretation, and illumination of

meaning of what was happening, being done, being

understood or being interpreted by RNs. This study was

conducted in consideration of the importance of better
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understanding the perceptions and background sup-

porting the attitudes towards AEs in nursing care from

the perspectives of RNs.

Schütz�s theory of motivation was used to analyse the

impulses that led the RNs to act in the way they did.

According to Schütz, actions are a function of human

motivation. Human actions are guided by past experi-

ences and the personality type developed during life, i.e.

their �because motives�. The conscious mind is the origin

of the individual�s actions. Human or social action is a

behaviour directed to the realization of a specific action

or act and can only be interpreted subjectively.

Ethical considerations

The research project was presented and approved by an

ethics committee authorized by the Brazilian National

Research Ethics Committee. Written informed consent

explaining the purpose, intent and nature of participa-

tion as a guarantee of the preservation of personal data

and authorization for the use of data for scientific

purposes was obtained and signed by all research par-

ticipants. Participation was entirely voluntary, and no

attempts were made to coerce participants to become

involved. Personal data were obtained and registered

before the beginning of the interviews. To protect the

participants� confidentiality, the number corresponding

to the RN who has expressed the experience is pre-

sented after each quotation. This practice provides a

way to preserve the personal perspective of the experi-

ence.

Setting

RNs working in the Intensive Care Unit (ICU) of the

University Hospital of the University of São Paulo, lo-

cated in southwest Brazil, participated in the present

study. The ICU nurses were elected as the focus of this

investigation because they work in a setting that in-

volves critically ill patients.

The nursing staff of this ICU is composed of 23 RNs

and 43 auxiliary nurses. The inclusion criteria included

the following: at least 5 years experience in an ICU as a

RN, experience with AEs in the ICU setting involving

nursing staff and an interest in discussing this issue. Five

years was considered a sufficient time to experience the

phenomena of interest (Oguisso & Schmidt 2007). The

names of all RNs who met the inclusion criteria were

put in a small box and drawn consecutively.

Permission to hold an interview was requested, and

none declined the interview. When asked about their

preferences as to the place, time and date for the

interviews, all chose their own work setting. The indi-

vidual interviews were held in a private room in the

hospital.

Data collection

In-depth interviews were conducted and an open-ended

introductory question was used (Kvale 1996). The

researchers focused on personal expectations to under-

stand the plans and actions of the RNs, i.e. their �in-

order-to motives� (Schütz 1974).

Nurses were asked to describe their experiences re-

lated to AEs while working in the ICU and the decisions

made after the occurrence of AEs. When appropriate,

additional questions were asked to obtain a deeper

understanding of the experiences. An active listening

behaviour was maintained to preserve the spontaneous

nature of the narratives (Kvale 1996).

The criterion adopted to end the inclusion of new

participants was theoretical saturation. The number of

participants was not determined in advance. Continu-

ous data repetition was perceived by the seventh inter-

view. The interviews were stopped when we perceived

repetitiveness of the motives that reflected the subjects�
perceptions and attitudes regarding AEs. In total, nine

RNs were interviewed to guarantee the occurrence of

saturation (Morse et al. 2001). The interviews were

conducted by the first author of this manuscript be-

tween July and August 2008 and lasted between 20 and

60 minutes each. At the time, the interviewer was a

faculty member and not a member of the hospital staff.

Data analysis

The audio tape-recorded interviews were fully tran-

scribed verbatim. The study findings were analysed

according to Schütz�s phenomenological approach. An

understanding of the RNs� �because motives� was at-

tempted to place their actions into context.

During the comprehensive analysis of the interviews,

which was the first phase of the interpretation process,

each narrative was read in an attentive and detailed

manner to identify the whole meaning of the experi-

ence. This reading required an open-minded attitude. In

the second phase, the structural analysis, the text was

divided into meanings units, i.e. a sentence or several

sentences that had a similar meaning were grouped

considering the aims of the study.

A code manual, which included the identification of

the name of the code and the definition of what it

concerns, was done. After this step, the reliability of the

codes or the relationship between the codes and the raw
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information was verified. During this phase, the initial

themes were identified and summarized. When mean-

ingful units of the narratives were identified, we applied

the template of codes, and additional coding was per-

formed (Fereday & Muir-Cochrane 2006).

The formulated categories or meanings were then

related to each other, reflected upon and organized into

five descriptive categories. The categories were ex-

pressed in the deepest, most comprehensive and most

trustworthy way possible, the RNs� meanings related to

their experiences.

In the present study, the content and meaning of the

descriptive categories are illustrated by short quotes.

The clearest and most meaningful example was quoted

to represent the lived experience. Numerals are used to

identify RNs who had expressed similar experiences.

Rigour

A colleague who was not involved in the research

guaranteed a rigorous data analysis process. She read all

the interviews and the contents of the five descriptive

categories. She was satisfied with the final product of

the data analysis.

Findings

Brief personal and professional characterization of the

RNs

The RNs were between 30 and 45 years of age, with

between 5 and 15 years of experience as a nurse in the

ICU setting; all of the RNs were specialists in intensive

care nursing.

Descriptive categories and their components

Table 1 shows a summary of the descriptive categories

and their components.

1. The occurrence of AEs is inherent to the human

condition but provokes a feeling of insecurity

The occurrence of AEs was reported as an unavoid-

able event, an event inherent in the human condition,

because no professional commits an AE intentionally.

Nobody makes mistakes with the intention of

causing harm (1); We are humans and are prone to

making mistakes (5).

The occurrence of an AE causes feelings of discomfort

and insecurity. Therefore, guilt and distress permeated

the feelings of the professionals who made mistakes.

The experience of failure is traumatic and causes

discomfort and insecurity (1, 4, 9).

2. The occurrence of AEs indicates the existence of

failures in health care systematization

The occurrence of an AE should not be seen as an

isolated event because it indicates the existence of

trouble in care systematization. Therefore, we analysed

the possible factors leading to the occurrence of an AE.

This comprehensive assessment was considered essen-

tial to enable the identification of potential problems.

An error cannot be seen as an isolated event be-

cause it is a consequence of troubles (4); The error

Table 1
Descriptive categories and its components

1. The occurrence of AEs is inherent to the human condition but provokes a feeling
It is not provoked intentionally
The occurrence provokes a feeling of insecurity to the professional

2. The occurrence of AEs indicates the existence of failures in health care systematization
It is not an isolated occurrence
Its occurrence is an alert
The reflection about the occurrence is essential for the comprehensive understanding of the factors involved
Its comprehensive understanding is essential for the identification of the failures in health care
The identification of the failures in health care is essential to avoid its recurrence

3. The professionals� attitudes toward AEs should be permeated by ethical principles
The personal values incorporated over life should be respected
The ethical values learned from family members and professors should be respected
Peace of mind is essential for the professional

4. The priority regarding AEs should be the mitigation of harm to patients
Adoption of measures to diminish the negative repercussions
No omission is essential for the adoption of immediate measures
Immediate measures are essential to avoid major damages

5. Decisions regarding the communication of AEs were determined by the severity of the error
Communication to professionals aimed at the adoption of necessary measures to mitigate damages or in the case of fatal errors
Communication to patients and their family members in case of damage to health and fatal errors

AE, adverse advent.
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is a kind of warning indicating that the trouble

needs to be identified and corrected (2, 5).

The comprehensive analysis of an AE was performed

with the intent of finding opportunities for change and

action. The most appropriate strategy was adopted

according to the aspects involved in each situation.

The possible causes of errors are analysed with

other members of the nursing team. Together we

see the possible ways that these errors can be

prevented in the future (1, 4, 6, 9).

The occurrence of an AE was followed by deep

reflection. The main expectations of the RNs were re-

lated to the identification of the causes of AEs, evalua-

tion of the consequences and the identification of

measures aimed at preventing harm to patients.

I hope the team members reflect on the error to

identify its causes, evaluate the consequences, and

avoid further harm to the patient (3, 7).

Establishing a dialogue with the professional

responsible for the occurrence of a mistake was one of

the measures taken. The main issues addressed in this

dialogue were the analysis of the situation and the

adoption of measures to avoid its recurrence.

I talk about the mistake with the nursing team in

order to prevent its recurrence (4); I talk about the

AE, analyze the situation, and give suggestions (3,

4, 5, 6, 8, 9); I take measures to prevent a recur-

rence of the error (3, 8).

The existence of any personal trouble that could

interfere with professional performance was determined

when an AE occurred in nursing care.

I verify whether the professional who committed

the mistake has any ongoing personal troubles (4).

Some institutional measures were taken to prevent the

occurrence of AEs. The training of the professionals and

the provision of adequate human and material resources

were the main measures adopted.

The prevention of an error requires continuing

education based on dialogue and institutional

arrangements related to human resources and

materials. These measures are essential for the

prevention of failures (8, 9).

3. The professionals� attitudes towards AEs should be

permeated by ethical principles

The attitudes toward AEs were based on ethical

principles.

My own ethical values are the bases of my atti-

tudes toward errors (2).

The coherence among their own values, the other

people involved and the decisions made were essential

aspects of RNs� behaviours.

The consistency between my own ethical values

and respect for the perspectives of other people

involved is what guides my behavior (5); My

personal values are the basis for my actions, the

peace with my conscience guides my beliefs

regarding the error (5).

The main expectation of RNs was non-collusion with

the error.

I hope that professionals do not collude with the

error because this attitude is in opposition to the

commitment (3); The professional behavior to-

ward AEs should be based on ethical principles

(1).

4. The priority regarding AEs should be the mitigation

of harm to patients

The main concern of RNs was the mitigation of the

negative effects on the patients� health conditions.

My actions are aimed at reducing negative im-

pacts on the patient (1); I take measures aimed at

mitigating the consequences of AEs on the nursing

team and patient (1, 2).

Non-omission of errors was an expectation of the

RNs. This attitude was considered vital for the adoption

of necessary measures.

One mistake should not be omitted because ac-

tions aimed at mitigating harm need to be taken

(4); The omission of a mistake is a new error (2).

5. Decisions regarding the communication of AEs were

determined by the severity of the error

The decisions regarding the communication of AEs to

other members of the professional staff, the patients and

their family members were based on an evaluation of

the situation and consideration of the possible harm to

the patients� health conditions.

Avoiding further severe injury was the main factor

considered when the decision was made regarding

communicating the error to the professional staff.

The error should be reported in order to permit

the immediate adoption of measures (1, 4).

The manager was the first person to be informed

about the occurrence of AEs.

Brazilian nurses� attitudes towards adverse events
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When an AE occurs, the first person I tell is my

boss (2).

Communication of the error to the patients and their

family members was carried out only when the possi-

bility of some harm was identified.

I evaluate the impact of an error on the patient.

The patient and his family are told about the AE

only when there is the possibility of harm (1, 2, 3,

6, 9).

When the absence of harm was guaranteed, the pa-

tient and family members were not informed. This

measure was taken to avoid losing the patients� confi-

dence. The loss of confidence can cause interferences in

the relationship between the patient and the profes-

sional and may worsen the situation.

If the error does not affect the patient, I do not

communicate it so as not to lose the confidence of

the patient (5).

When the AE resulted in a patient�s death, the deci-

sion regarding communication of the AE to the family

members was made with consensus after a compre-

hensive analysis of the situation. These analyses were

conducted with the participation of the RN, the nursing

staff manager and the physician.

In the case of fatal errors, I must inform the head

nurse and the doctor, and together we decide

whether or not to communicate the error to the

patient�s family (4).

Discussion

The RNs� perceptions and actions, characterized by

continuous interactions and exchanges, were permeated

with meanings and motivations emerging from their

own beliefs and values. These findings confirmed

Schütz�s (1972) presupposition that human actions re-

sult from their own intentionalities, occur in daily life

and are loaded with subjective meanings.

AEs are considered an attribute of the human con-

dition. The premise has been confirmed that an error is

intrinsically related to human failure (Armitage &

Flanagan 2001). The occurrence of an error is an

opportunity to learn and make changes in health care

systematization that are aimed at improving patient

safety (Armitage & Flanagan 2001). Professional action

in this manner promotes the recognition of weaknesses

and incompetencies, and the professionals� abilities and

potential may be discovered. Personal and professional

development can be promoted because the learning is

acquired from one�s own experiences (Freitas &

Oguisso 2010).

An error can be considered a misconception of real-

ity. The establishment of a clear distinction between

errors resulting from a misconception of reality and

errors resulting from a complete lack of knowledge is

considered essential (Gonçalves 2007, Oguisso &

Schmidt 2010). The Code of Ethics for Nurses deter-

mines that all nursing professionals should be respon-

sible for the implementation of safety health care

actions (International Council of Nurses 2006).

AEs were considered signs of the existence of failure

in nursing care systematization. In a complex adaptive

system, several factors involving the occurrence of AE

must be considered (Chen et al. 2007). Offering equi-

table social and economic working conditions for the

nursing staff as well as developing and monitoring the

environmental safety in the care setting are considered

essential aspects of nursing care (International Council

of Nurses 2006).

Promoting a non-punitive environment in health care

institutions is required. This requirement does not imply

a lack of measures in relation to the professional who

caused the AE. Recognizing the institutional responsi-

bility related to an AE provoked by one professional is

essential. The possibility that social factors induce the

occurrence or recurrence of AEs must be considered

(Cassiani 2000). In this sense, the present study�s find-

ings suggest the importance of non-punitive actions

regarding AEs because educative attitudes seem to be

wiser and more effective actions in management prac-

tice related to these phenomena.

Precarious working conditions, an overload of activ-

ities, professional fatigue or stress and a lack of training

and continuous education are the main social factors

associated with the occurrence of AEs (Freitas &

Oguisso 2010). Health institutions must provide suffi-

cient human and material resources to ensure nursing

care to patients without harming them (Lisson 1987,

Stolley et al. 1991, Morray 1995, Kelly 1997, Bueno

et al. 1998, Mendes & Caldas-Junior 1999, Carvalho

& Cassiani 2000, Kohn et al. 2000, Quinn 2000, Elder

et al. 2003, Freitas et al. 2006).

The aspects related to ethos were the fundamental

actions toward AEs. Ethical principles are manifested in

the �ways of being and acting� of professionals toward

AEs. The attitudes of RNs were based on personal

principles and ethics. The nursing identity, shared by

members of this profession, is integrated into these is-

sues (Reale 2002, Boff 2003, Vásquez 2003, Pessini &

Barchifontaine 2004).
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One of the main ethical aspects guiding the actions of

RNs was non-connivance with the error. This behav-

iour required transparency in relation to the error. An

orientation regarding the importance of communicating

committed failures was considered a priority in nursing

education (Vermoch 2000, Gundogmus et al. 2004,

Mayo & Duncan 2004, Preston 2005, Fakih et al.

2009). Dialogue about non-connivance is important for

preventing AE recurrence (Lisson 1987, Stolley et al.

1991, Morray 1995, Kelly 1997, Bueno et al. 1998,

Baumann 1999, Mendes & Caldas-Junior 1999, Carv-

alho & Cassiani 2000, Kroll 2000, Quinn 2000, Elder

et al. 2003, Freitas et al. 2006).

The patients must be also oriented to the benefits,

risks and consequences of an action. Although RNs

have recognized patient rights in relation to an AE,

some research findings have shown that the decisions

related to the communication of an AE to patients are

made exclusively by the professionals. The culture of

non-punishment should be built in at health care insti-

tutions (Freitas et al. 2006) because most professionals

do not report errors, fearing punishment or accusations

of negligence (Mayo & Duncan 2004). Instead of

punishment, strategies aimed at preventing AE occur-

rence and recurrence should be adopted (Vermoch

2000, Freitas et al. 2006).

Limitations of the study

As a result of the subjective nature of this research, the

interviewed RNs may have omitted strong experiences

involving AEs in nursing care to preserve their own

reputations or the reputations of other members of the

professional staff. The interviews were stopped at the

ninth interview when we perceived the repetitiveness of

the motives that reflected RNs� perceptions and atti-

tudes regarding AEs. Therefore, the data revealed by the

RNs may be incomplete. The findings were not checked

with participants because the phenomenology method

does not require this procedure.

Implications for nursing managers

A deep and comprehensive understanding of AEs re-

quires a good ethical structure and an excellent ethical

climate in the health care organization. Health care

institutions must develop strategies to address organi-

zational ethical issues so that questions can be ad-

dressed at both the unit and organizational levels.

Addressing this growing need requires formalized

strategies with operational plans, policies and proce-

dures. Although organizations may have mechanisms in

place, the mechanisms tend not to be cohesive, com-

prehensive or known to most of the health care staff.

This reality indicates the need for an organizational

assessment and cataloguing of current ethical mecha-

nisms existing in the care settings (Wlody 2007).

The results of the present study underscore the

importance of the understanding the experiences of

RNs regarding AEs. The human factor was the element

that prevailed in the four dimensions involved in this

issue: the patient, the professional, the family and the

health care institution.

Action should be taken to involve the multidisci-

plinary staff and aim for the identification and adoption

of strategies related to the prevention of the AEs. Edu-

cational activities must be held continuously and should

be integrated with the goals of both the professionals

and the health care institution. A culture of safety, a

culture of non-punishment and improvement in the

quality of care provided to patients should be the pri-

orities of nursing care managers.

The present study�s findings gave us a closer look at

the experiences lived and depicted by the subjects of

social action. Our results indicated the need to eliminate

the fear of punishment for reporting AEs. This recom-

mendation was given by Freitas et al. (2006), who de-

scribed that the RNs felt a fear of punishment regarding

the occurrence of AEs in nursing care. Our study�s
participants expected and aimed for the goals of nursing

services and health care institutions to contemplate and

allow for the construction of a participatory, dialogue-

based and supportive process based on reflection and

the responsibility of the professional who may have

been involved in an ethically complex event. In this

sense, the educative and management actions proposed

in relation to the problematic occurrences should be

meaningful for the professionals. Safe and efficient

nursing care, free from foreseeable risks, should be the

main purpose of institutional policy and should also

guide the RNs� and nurse managers� actions.
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