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Patient safety in primary health care: a theoretical
reflection

Seguridad del paciente em la atencion primaria de salud: uma reflexion teérica
Seguranca do paciente na atencao primaria a sadde: uma reflexao teérica

ABSTRACT

Objective: To analyze, from a theoretical reflection, the main adverse events and the context of patient safety in primary heal-
th care. Method: This is a qualitative, descriptive study of the theoretical-reflective type developed from the narrative review
approach with national and international scientific articles available in the LILACS, BDENF, SciELO and MEDLINE databases.
Results: It was found that research related to patient safety is predominantly directed towards hospital care. However, the main
adverse events that occurred in primary care are related to delayed diagnosis, medication, dental treatment, injections, vacci-
nes, communication between doctor and patients, documentation and administrative processes. Conclusion: There is a need
to expand discussions on patient safety in primary care in order to enable patients and professionals to recognize and manage
adverse events and be sensitive to their shared capacity for change, reducing errors and tensions.

ESCRIPTORS: Patient safety; Primary health care; Quality of health care.

RESUMEN

Objetivo: Analizar, desde una reflexion tedrica, los principales eventos adversos v el contexto de la seguridad del paciente en la
atencion primaria de salud. Método: Se trata de un estudio cualitativo, descriptivo de tipo tedrico-reflexivo desarrollado a partir
del enfoque de revision narrativa con articulos cientificos nacionales e internacionales disponibles en las bases de datos LILACS,
BDENF, SciELO y MEDLINE. Resultados: Se encontré que la investigacion relacionada con la seguridad del paciente se dirige
predominantemente hacia la atencion hospitalaria. Sin embargo, los principales eventos adversos que ocurrieron en atencion
primaria estan relacionados con el retraso en el diagnéstico, medicacion, tratamiento odontolégico, inyecciones, vacunas, co-
municacion entre médico y pacientes, documentacion y procesos administrativos. Conclusion: Es necesario ampliar los debates
sobre la seguridad del paciente en atencion primaria para que los pacientes y los profesionales puedan reconocer y gestionar los
eventos adversos y ser sensibles a su capacidad compartida de cambio, reduciendo errores y tensiones.

DESCRIPTORES: Seguridad del paciente; Atencion primaria de salud; Calidad de la atencion de salud.

RESUMO

Objetivo: Analisar, a partir de uma reflexao teorica, os principais eventos adversos e o contexto da seguranca do paciente na
atencao primaria a sadde. Método: Trata-se de um estudo qualitativo, descritivo do tipo tedrico-reflexivo desenvolvido a partir
da abordagem de revisao narrativa com artigos cientificos nacionais e internacionais disponiveis nas bases de dados LILACS,
BDENF, SciELO e MEDLINE. Resultados: Identificou-se que as pesquisas relacionadas a seguranca do paciente estao predomi-
nantemente direcionadas para a assisténcia hospitalar. Contudo, os principais eventos adversos ocorridos na atencao primaria
estao relacionados ao atraso diagndstico, medicacao, tratamento odontoldgico, injecdes, vacinas, comunicacao entre médico e
pacientes, documentacao e processos administrativos. Conclusao: Tem-se a necessidade de ampliar as discussoes sobre segu-
ranca do paciente na atencao primaria de modo a possibilitar que pacientes e profissionais possam reconhecer e gerenciar os
eventos adversos e serem sensiveis a sua capacidade compartilhada para a mudanca reduzindo erros e tensoes.
DESCRITORES: Seguranca do paciente; Atencao primaria a salde; Qualidade da assisténcia a sadde.
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INTRODUCTION

he quality of care is present on the
global health agenda, with patient
safety being one of its compo-
nents !, as it comprises actions aimed at
the management and prevention of risk
and exposure during health care provi-
ded to patients in different contexts and
needs. 2
To achieve this care, said to be safe,
health institutions have endeavored to
improve the care processes offered to
users, recognizing in the first instance
the need to establish a patient safety
culture as a routine in the health ser-
vice. >3
This became more present on the
agendas of the agendas of public and
private health services after the publi-
cation in 1999 of the North Ameri-
can report “To err is human: building
a safer health system” of the Institute
of Medicine (IOM). *5 The document
presents the results of the study of me-
dical records that indicated the occur-
rence ofiatrogenesis in just over 3% of
the total analyzed. In addition, 44 to
98 thousand patient deaths per year
have been documented in the United
States of America (USA). A large por-
tion of them could have been avoided
with the adoption of practices aimed at
promoting safe care. ¢
Thus, it is understood that due to the
diversity of health situations that are
solved in Primary Health Care (PHC),
there is a requirement for health profes-
sionals to have skill, technical knowled-
ge and attitudes of empathy that involve
qualified listening and personalization
of care. However, professional perfor-
mance in direct assistance is subject to
failures, whether technical, or from the
absence of attitudes of empathy. ¢
PHC is defined as a set of values,
principles and structural attributes, and

should be the basis of health systems as
it is the best strategy to produce sustai-
nable improvements and greater equity
in the health status of a population. 7*
It was proposed for the organization of
services focusing on the health needs of
the registered population and based on
a multiprofessional and interprofessio-
nal action with social participation. ’

It can be thought that PHC, as it
does not work directly with high-tech
procedures, is a protected and safe en-
vironment, but the occurrence of adver-
se events is also present at this level of
care, a fact identified in a study conduc-
ted in Brazil that showed the incidence
82% of damage that affected patients,
many of them with very high severi-
ty - permanent damage (25%) or death
(7%). Among the identified errors that
contributed to the adverse events, the
following stand out: errors in adminis-
trative assistance, in the investigation
of exams, with treatments, in commu-
nication, in the management of human
resources, in the execution of a clinical
and diagnostic task. 1!

Although PHC incidents may be
less harmful than some that occur in
hospitals, they can be of great magni-
tude, due to the high number of users
served, services and procedures perfor-
med throughout the lives of people at
this level of the network of attention. 2
PHC is considered the coordinator of
care and the preferred gateway for users
to different points of care in the heal-
th care networks (redes de atengio a
satde - RAS). ©* Despite this, the topic
of patient safety in PHC has not been
explored to the same extent as in hospi-
tal settings, and is still incipient in the
literature. 112

Thus, the use of specific actions ai-
med at the safety of care is recommen-
ded in order to standardize the work
processes, the identification of risks,

the planning of assistance, management
commitment, communication between
professionals and the implementation of
a favorable culture education and chan-
ging behaviors that focus on reducing
adverse events. 1’

Therefore, this article aims to analy-
ze, from a theoretical reflection, the
main adverse events and the context of
patient safety in primary health care.

METHODS

It is a qualitative, descriptive study of
the theoretical-reflective type developed
from the narrative review approach with
national and international scientific ar-
ticles that address patient safety and ad-
verse events in the context of PHC.

For the search for productions, the
following research question was carried
out: “What is the production, in the li-
terature, about patient safety and adver-
se events in the context of PHC?”. Thus,
articles that addressed patient safety and
adverse events in the context of PHC
were selected.

The articles were searched from Ja-
nuary to March 2020 using the data-
bases Latin American and Caribbean
Literature in Health Sciences (LILA-
CS), Medical Literature Analysis and
Retrieval System Online (MEDLI-
NE), Nursing Database ( BDENF) and
Scientific Eletronic Library Online
(SciELO), refining the search for the
period from 2008 to 2020 and using
the following inclusion criteria: arti-
cles available online; in Portuguese,
English or Spanish; and original rese-
arch or literature review.

The study was divided into stages:
searching for articles in the databases;
reading the titles and abstracts to verify
the convergence of the material to the
study theme and the inclusion criteria;
reading the entire article; search and
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reading of the original studies found
through the final references of the ar-
ticles from the search in the databases.
After all the readings, the materials were
compiled, followed by the analysis and
identification of adverse events in the
elderly for reflection and, finally, the
claboration of the study's reflective syn-
theses.

With the selected articles, narrative
synthesis was used for data analysis and
discussion.

RESULTS

12 were used in this narrative review
(Chart 1), and the results were interpre-
ted and synthesized through a compari-

son of the data evidenced in the analysis
of the articles.

DISCUSSION

The provision of health care is qui-
te complex and requires the necessary
balance between benefits and damages
that accompany the entire process, in

Chart 1 - Distribution of articles according to the journal, year of publication, author (s), title, design and results. Brasilia, Federal

District, Brazil, 2020.

PERIODICO E ANO DE
PUBLICAGCAO

AUTOR(ES)

TiTULO

DELINEAMENTO

RESULTADOS

Revista Galcha de En-
fermagem, 2019

Artigo 1

Silva APF, Backes
DS, Magnago TSBS,
Colomé JS

Seguranca do pacien-
te na atencao primaria:
concepgoes de enfer-
meiras da Estratégia
Sadde da Familia

Qualitativo

As enfermeiras relacionam a se-
guranca do paciente a atitudes que
nao provoquem maiores danos ao
usuario. Dentre as dificuldades en-
contradas, destacam-se: estrutura
fisica inadequada, falta ou deficién-
cia de material de consumo, falhas
relativas a gestao e ou organizacao
e sobrecarga de trabalho.

Journal of Nursing and
Health, 2018

Artigo 2

Souza LM, Silva
MCS, Zavalhia SR,
Coppola IS, Rocha
BP

Percepcao de enfermei-
ros da Estratégia Salde
da Familia sobre segu-
ranca do paciente

Qualitativo

Identificou-se falta de familiariza-
¢ao dos enfermeiros com o assunto.
Erros de medicacao e quedas foram
problemas a seguranca do paciente
e a comunicacao efetiva como fator
promotor. A capacitacao das equi-
pes, implementacao de instrumen-
tos proprios voltados a seguranca
do paciente e diminuicao de traba-
Iho foram apontadas enquanto es-
tratégias de melhoria.

Research, Society and
Development, 2020

Artigo 3

Alves AS, Aguiar RS

Seguranca do paciente
no ambito domiciliar:
uma revisao integrativa

Revisao integra-
tiva

A seguranca no ambito domiciliar
constitui importante objeto de es-
tudo, devendo ter sua relevancia
adequadamente compreendida
por profissionais de enfermagem,
cuidadores e familiares, visando o
desenvolvimento de praticas ade-
quadas de cuidado que possam
proporcionar a construcao de um
ambiente seguro.

Caderno de Salde Pa-
blica, 2014

Artigo 4

Marchon SG, Men-
des Janior WV

Seguranca do paciente
na atencao primaria a
salde: revisao sistema-
tica

Revisao sistema-
tica

0 método mais utilizado nos estu-
dos foi a analise de incidentes em
sistemas de naotificagao de inciden-
tes, sendo que os tipos de inciden-
tes mais encontrados na atencao
primaria estavam associados a
medicacao e diagnostico. Os fatores
contribuintes mais relevantes fo-
ram falhas de comunicacao entre os
membros da equipe de salde.
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Artigo 5

Cadernos de Salde Pa-
blica, 2015

Marchon SG, Men-
des Janior WV, Pa-
vao ALB

Caracteristicas dos
eventos adversos na
atengao primaria a satde
no Brasil

Prospectivo

A taxa de incidentes que nao atingiram
os pacientes foi de 0,11%. A taxa de
incidéncia de incidentes que atingiram
0s pacientes, mas nao causaram dano
foi de 0,09%. A taxa de incidéncia de in-
cidentes que atingiram os pacientes e
causaram evento adverso foi de 0,9%.

Artigo 6

BMJ Quality & Safety,
2011

Wallis K, Dovey S

No-fault compensation
for treatment injury in
New Zealand: identifying
threats to patient safety
in primary care

Quantitativo

Houve 6007 reclamacdes de lesoes
por tratamento de cuidados primarios;
64% foram aceitos como lesoes de tra-
tamento. A maioria das reclamagoes
foi avaliada como menor (83%), 12%
maior, 4% grave e 1% sentinela. Os me-
dicamentos causaram a maioria das
lesoes (38%) e as lesoes mais graves e
sentinela (60%).

Artigo 7

Quality Safety Health
Care, 2010

Mira JJ, Nebot C, Lo-
renzo S, Pérez-Jover
V

Patient report on infor-
mation given, consulta-
tion time and safety in
primary care

Quantitativo

O tempo de consulta, a rotatividade do
medico e informacoes sobre as pre-
caucoes de tratamento determinam
0 maior risco de reacoes adversas ao
tratamento.

Artigo 8

BMJ Quality & Safety,
2011

O'Beirne M, Sterling
PD, Zwicker K, He-
bert P, Norton PG

Safety incidents in family
medicine

Qualitativo

A grande maioria dos incidents foi
considerado como evitaveis. Danos fo-
ram associados a 50% dos incidentes.
Apenas 1% dos incidentes tiveram um
impacto severo. Os quatro principais
tipos de incidentes relatados foram
documentacdo, medicamentos, admi-
nistracao clinica e processo clinico.

Artigo 9

BMJ Quality & Safety,
2008

Kuo GM, Phillips RL,
Graham D, Hickner
M

Medication errors repor-
ted by US family phy-
sicians and their office
staff

Quantitativo

Os principais erros identificados es-
tavam relacionados a medicacao,
prescricao, administracao, documen-
tacao, dispensacao e monitoramen-
to. 72,4% dos erros nao atingiu os
pacientes e nenhuma morte foi rela-
tada. O profissional que mais impediu
que os erros chegassem aos pacien-
tes foi o farmacéutico.

Artigo 10

Revista da Escola de
Enfermagem da USP,
2014

Padoveze MC, Fi-

O papel da atencao pri-
maria na prevencao de
infeccoes relacionadas a
assisténcia a satde

Estudo tedrico

Sao indicados sete componentes es-
senciais para desenvolvimento de um
programa de prevencao de IRAS na
atencao primaria: precaucoes padrao,
precaucoes especificas, cuidado com
medicamentos e imunobiologicos,
salde ocupacional, educacao perma-
nente, auditorias e resposta rapida.

Artigo 11

Revista Latino-Ameri-
cana de Enfermagem,
2016

gueiredo RM
Paranagua, TTB,
Bezerra ALQ, Tobias
GC, Ciosak Sl

Suporte para aprendiza-
gem na perspectiva da
seguranca do paciente
na atencao primaria em
salde

Transversal

Foram evidenciados pontos favoraveis
de suporte a aprendizagem, como res-
peito matuo, autonomia para organizar
o trabalho e a valorizacao de novas
ideias. As variaveis que dificultam o
processo de aprendizagem no ambien-
te de trabalho foram a resisténcia as
mudancas e o excesso de servico.
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= Cogitare Enfermagem Mesquita KO, Silva
S 2056 M. | | cC, Lira RCM, Frei-
= tas CASL, Lira GV

Seguranca do paciente
na atencao primaria a | Revisao
salde: revisao integra- | grativa
tiva

inte- | cao da seguranca do paciente. O conte-

Observou-se que as publicacoes data-
vam de 2008 em diante, com tematica
variando entre investigacao da cultura
de seguranca, relacao da seguranca do
paciente com a prevencao de eventos
adversos e avaliacao de incidentes, e
traducao de instrumento para avalia-

Udo evidenciado pela analise permitiu
concluir sobre a importancia de discutir
sobre seguranca de modo a contribuir
na melhoria da qualidade da assistén-
cia a salde, assim como a necessidade
de novos estudos, haja vista relevancia
do tema e pouca producao cientifica na
area

Elaboration: AGUIAR; SALMAZO (2020).

order to provide the individual with
the most complete well-being. '* In this
perspective, PHC should be considered
a key component in the area of patient
safety, since it is responsible for coordi-
nating an integrated response to all le-
vels of care in the health system. ©°

However, currently, research related
to patient safety is predominantly di-
rected towards hospital care; however,
most care takes place outside this envi-
ronment due to Brazil's investment in
the implementation of the Family Heal-
th Strategy (FHS) for reorganizing and
strengthening PHC. '¢'8

The World Health Organization
(WHO), in 2012, formed a group to
study issues related to patient safety in
PHC in order to advance knowledge
about the risks for patients in primary
health care and to point out the magni-
tude and nature of adverse events due to
unsafe practices.

This group, through a systematic
review, identified that there is still no
more suitable method to investigate the
manifestation of adverse events in PHC
in developing countries. * In develo-
ped countries, the most used methods
to check adverse events in PHC were:
assessments of events in notification
systems, questionnaires, interviews and
focus groups. 12

It is estimated that in PHC the occur-
rence of adverse events varies from 0,004

4453 satdecoletiva = 2020; (10) N.59
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to 240 per thousand consultations and
preventable errors vary from 45 to 76%.
20 In a Brazilian study carried out in a
health micro-region in the state of Rio
de Janeiro, it identified an adverse event
ratio of 1.1% in a total of 11.233 consul-
tations in PHC. Of these, 0,11% of the
adverse events did not reach the patients;
0,09% reached the patients, but did not
cause harm; and 0,91% reached the pa-
tients and caused damage. '°

The greatest number of adverse
events was identified in older patients -
over 40 years old (83%) and with chro-
nic diseases (68%). Based on this, in a
study carried out in Brazilian hospitals,
it was identified that the age group abo-
ve 60 years tends to be the one that su-
ffers the most from adverse events due,
precisely, to the increase in the preva-
lence of chronic diseases and the asso-
ciation of comorbidities. 2!

Wallis and Dovey # identified in their
study that the types of adverse events in
PHC were mainly related to delayed
diagnosis (16%), medication (38%),
dental treatment (16%), injections and
vaccines (10%); Mira et al. > found er-
rors related to communication between
doctor and patients as the most frequent
contributing factor (17,3%); O’Beirne
et al. ** identified adverse events related
to documentation (41,4%) and adminis-
trative processes (29,3%); however Kuo
et al. > identified errors related to medi-



cation, 70% related to prescription, 10%
to administration, 10% to registration
and 7% to dispensing.

In the systematic review carried out
by Marchon and Mendes Junior *°, the
contributing factors to adverse events in
the PHC scope were: failures in inter-
professional communication and with
the patient, failures in management,
such as: lack of medical-surgical supplies
and medicines, professionals pressured
to be more productive in less time, failu-
res in medical records and in the recep-
tion of patients, physical plant of the
inadequate health unit, improper dispo-
sal of waste from the health unit, exces-
sive tasks and failures in care. Failures in
care involved failures in drug treatment
(mainly error in prescription), failure in
diagnosis, delay in making the diagno-
sis, delay in obtaining information and
interpretation of laboratory findings,
failures in recognizing the urgency of
the disease or its complications and de-
ficit of professional knowledge.

Marchon, Mendes Janior and Pa-
vio'? identified that the factors that
contributed to adverse events in PHC
were 34% related to failures in care;
13% to management failures; and 53%
to communication failures, with 24%
being related to failures in communi-
cation with patients, 19% in the care
network and 19% in interprofessional
communication.

The risks associated with the most
common procedures performed in PHC
are little known, with the exception of
those related to vaccination. Procedu-
res with a certain degree of invasive-
ness are commonly performed, such as

collection of Pap smear tests, insertion

1. Gama ZAS, Saturno-Hernandez PJ, Caldas ACSG, Freitas MR,
Mendonca AEO, Medeiros CAS et al. Questionario AGRASS: aval-
iacdo da gestao de riscos assistenciais em servicos de salde. Rev
Salde Pablica. 2020;54(21):1-15. doi: https:/doi.org/10.11606/

51518-8787.2020054001335
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of an intrauterine device (IUD), caute-
rization of the uterine cervix, capillary
blood glucose, inhalations, dressings,
administration of injectables, for which
an associated adverse event can be anti-
cipated. However, to date there are no
estimates in this regard. *¢

The risks
associated with

the most common
procedures
performed in PHC
are little known,
with the exception
of those related to

vaccination.

In view of the results presented and
considering that PHC is characterized
as the gateway to the health system and
that it has the premise of solving about
85% of the population's problems, its
professionals must act assertively in or-
der to prevent the occurrence of Adver-
se events. %’

It is emphasized that for the preven-
tion of risks it is necessary to identify
and analyze its origin, as well as to sys-
tematize preventive measures in a pro-
active way, and not only when errors
happen. Establishing a risk management
system is a way to seck better control
and monitoring of work processes. **

Thus, the need to expand the safety
culture in PHC is reiterated in order to
cnable patients and professionals to re-
cognize and manage adverse events and be
sensitive to their shared capacity for chan-
ge, reducing errors and tensions between
professionals and the population. !

Therefore, the importance of patient
safety in PHC in the main international
health organizations is growing. In this
sense, there is space and there is a need
for studies on the theme.

CONCLUSION

Despite the evolution in the appro-
ach on patient safety, investigations on
adverse events in PHC are still scarce
in Brazil. Thus, the adoption of strate-
gies related to patient safety needs to be
better developed at this level of care, in
order to identify what are the opportu-
nities and challenges for health profes-
sionals in providing resolutive, effective
and quality health care. The theme has
evolved among health professionals,
including senior management, which
encourages the involvement of the ins-
titution as a whole.

Therefore, the results of this study
can support discussions between PHC
managers and health professionals in or-
der to identify the needs and limitations
for promoting patient safety. m
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