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Abstract

The aim of this study was to analyze the factors that interfere with patient safety in Intensive Care Units (ICU) through 
the knowledge of the multidisciplinary team. This was a descriptive study with a quantitative and qualitative approach, 
carried out with 40 health professionals, who make up the multidisciplinary team of the ICU of a regional reference 
hospital of the state. Data collection was carried out between the months of May and December 2020. It took place 
through a semi-structured interview, guided by a thematic script and a sociodemographic questionnaire. Data were 
processed using IRAMUTEQ software, through Descending Hierarchical Classification, and were analyzed using the 
collective subject discourse technique. It was demonstrated that the lack of knowledge about the concept of patient 
safety, the lack of care protocols, interpersonal problems, the occurrence of adverse events, underreporting, and 
inadequate estimations are some of the factors that interfere with patient safety in the ICU. There is a need to resolve 
existing flaws, especially regarding personnel size, issues related to the interaction of the multidisciplinary team, and 
the implementation of institutional protocols, which guide care. By strengthening the safety culture, professionals feel 
empowered to report not only AEs, but also reportable circumstances.

Keywords: Multiprofessional team. Patient safety. ICU.

INTRODUCTION

The discussion on patient safety and the 
search for quality in the provision of healthca-
re has received special attention, occupying 
a prominent position worldwide1. Despite not 
being a new subject, at no other time has the-
re been as many publications on this topic as 
in the 21st century2.

In complex health centers with highly tech-
nical resources, such as Intensive Care Units 

(ICU), this theme deserves attention, due to 
the need to adapt human resources and the 
demands of care offered to critical patients. 
Therefore, the ICUs are recognized as sec-
tors susceptible to the occurrence of adverse 
events (AE), which is an incident that results in 
harm to the patient3.

In this context, the work of the multidisci-
plinary team, in addition to meeting the he-

DOI: 10.15343/0104-7809.202246587597I

Knowledge of the multidisciplinary team on patient safety in an 
Intensive Care Unit

1 Universidade Estadual do Sudoeste da Bahia – UESB. Jequié/BA, Brasil.
2 Centro Universitário UNIFTC. Jequié/BA, Brasil.
E-mail: renaraenf@gmail.com

Renara Meira Gomes1            Gisele da Silveira Lemos1            Charles Souza Santos1           Juliana da Silva Oliveira1  
Gislene de Jesus Cruz Sanches2           Flávia Silva Sousa1           Sheylla Nayara Sales Vieira1

https://orcid.org/0000-0002-3770-6299
https://orcid.org/0000-0001-8987-0245
https://orcid.org/0000-0001-5071-0359
https://orcid.org/0000-0002-8233-5802
https://orcid.org/0000-0002-0726-7416
https://orcid.org/0000-0002-8994-4117
https://orcid.org/0000-0003-0761-2512


588

O Mundo da Saúde 2022,46:587-597, e12812022

alth needs of users, must be developed in an 
clear, comprehensive, and coordinated manner. 
In other words, they work in an interdiscipli-
nary and holistic manner, associated with good 
working conditions, seeking to organize servi-
ces that favor the quality of care and minimize 
the occurrence of risk, that is, the probability of 
an AE occurring4.

Considering that the quality of healthcare is 
directly related to patient safety, it is believed 
that not only the training of the professionals 
involved, but also the severity of the patient, the 
workload, length of stay, and the active partici-
pation of the patient safety center, directly or 
indirectly, influence the occurrence of an AE5.

The frequency of incidents represents a se-
rious problem in the health care provided in the 

intensive care environment and has an impact 
on the increase in length of stay and mortality 
rates5. Understanding potential risk factors can 
provide the multidisciplinary team, the patient 
safety center, and managers with important 
information to improve the quality of care, un-
derstanding the risks, their causes, as well as 
planning improvement strategies2.

Greater attention to these aspects contribu-
tes to harm-free care for patients. The focus of 
this study was based on the following guiding 
question: What are the factors that interfere 
with the safety of patients in the ICU? Therefo-
re, this study aimed to analyze the factors that 
interfere with patient safety in Intensive Care 
Units (ICU) through the knowledge of the multi-
disciplinary team.

METHODOLOGY

This was a descriptive study with a quantita-
tive and qualitative approach, carried out with 
forty health professionals who were on the multi-
professional teams of the ICU of a large regional 
public hospital, located in the interior of the state 
of Bahia, Brazil. In that hospital there is a team 
that makes up a Patient Safety Center, but none 
of these professionals were part of the ICU team.

At the time the study was carried out, the 
hospital had 39 beds for intensive care, distri-
buted among 4 ICUs, three with 10 beds each 
and one with 9 beds installed. Of these, 20 beds 
were allocated for the treatment of patients with 
COVID-19, 10 for surgical patients, 9 for patients 
with other comorbidities, and one rotating, for 
performing conventional dialysis therapy for pa-
tients admitted to the hospital. The ICU teams 
were composed of physicians, nurses, physical 
therapists, nutritionists, nursing technicians, psy-
chologists, administrative professionals, and ge-
neral services.

The research participants were nurses, nur-
sing technicians, physicians, physical therapists, 
nutritionists, psychologists, and pharmacists. Ac-
cording to inclusion criteria, only professionals 
who were part of the ICU teams, with at least 
two months of work in the unit, and who pro-
vided care to patients in this hospital, participa-
ted in the study; professionals who did not feel 
comfortable and thus resisted participation and 
those who were away from the work for personal 
reasons did not participate.

Data collection was carried out between May 
and December 2020, at a previously established 
time and in a reserved place in the ICU. It took 
place through a semi-structured interview consis-
ting of a thematic script with triggering questions 
on the subject, seeking to identify their unders-
tanding of the term patient safety, the interferen-
ce of the multidisciplinary work, factors that favor 
and hinder guaranteeing patient safety in ICU, 
and the practice of reporting adverse events; in 
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addition to a questionnaire containing sociode-
mographic questions. The interviews were recor-
ded on an electronic device, later transcribed in 
full and grouped into a textual corpus.

The study was based on saturation research, 
a conceptual tool often used in qualitative rese-
arch studies in different areas, used to establish 
or close the final size of a study sample, interrup-
ting any additional components that have already 
been mentioned6.

The sociodemographic data obtained were 
processed according to absolute and relative fre-
quency by the IBM Statistical Backlog for the So-
cial Sciences (SPSS) software, version 25.0, 2017 
(IBM Corp, Armonk, United States of America) 
and presented in a table.

The processing of data from the interviews 
took place using the IRAMUTEQ software (Inter-
face de R pour les Analyses Multidimensionnelles 
de Textes et de Questionnaires), through Des-
cending Hierarchical Classification (DHC). The 
software was developed in the Python language 
and uses functionalities provided by the R statisti-

cal software, allowing different forms of statistical 
analysis of texts, produced from interviews, docu-
ments, among others.

The processing allowed the classification of 2 
thematic axes and 5 hierarchical classes. To crea-
te the word class, the software uses the chi-squa-
re test (χ2), which infers the association between 
the words and their respective class7.

Continuing with the data analysis, we used 
the Collective Subject Discourse (CSD) method. 
The technique basically consists of analyzing the 
verbal material collected in surveys that have 
testimonials as their raw material, with central/
anchoring ideas and similar key expressions com-
posed of one or several synthesized discourses 
that are the Collective Subject Discourses8.

In compliance with ethical aspects, the pro-
visions of Resolution 466/12 of the Ministry of 
Health in Brazil were followed. The research is 
part of a larger project, entitled Patient Safety Nu-
cleus, approved by the Research Ethics Commit-
tee – REC, of the State University of Southwest 
Bahia, under opinion No. 2.392.241.

RESULTS

The data presented in Table 1 correspond to 
the sociodemographic variables, with absolute 
and relative frequency distribution.

Among the research participants, it was pos-
sible to observe that the highest percentage 
was female 30 (75.0%), in comparison with the 
males. It is worth mentioning that the working 
experience of these professionals in the ICU va-
ried, with 21 (52.0%) between 1 and 5 years of 
work in the ICU. The employment relationship 
was divided into full-time and third-party con-
tracts, with a frequency of 5 (12.5%) and 35 
(87.5%), respectively; 23 (57.5%) had more 
than one job and 17 (42.5%) had only one job.

From the content of the interviews, a textual 

corpus was generated and submitted to DHC 
processing in the IRAMUTEQ software, consis-
ting of 39 texts, separated by 353 text segments. 
12,329 events (words) emerged, with 1,755 dis-
tinct words and 926 with a single event. Two 
thematic axes emerged. Axis 1 comprises clas-
ses 6, 2, 4, and 3; and axis 2 branched into clas-
ses 1 and 5. The dendrogram is shown below 
with the presentation of the axes and their res-
pective classes (Figure 1).

The classes are strategically presented for a 
better compression of the theme, resulting from 
DHC, after processing in IRAMUTEQ. Figure 2 
follows, which demonstrates the distribution of 
axes and thematic classes.
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590 Table 1 – Percentage distribution of sociodemographic variables referring to research participants, Bahia, 
Brazil, 2021.

Variables n %

Sex
Female 30 75.0%
Male 10 25.0%

Age Group (Years)
21-30 18 45.0%
31-40 20 50.0%
45-55 2 5.0%

Profession

Nurse 13 32.5%
Doctor 3 7.5%
Physical therapist 7 17.5%
Psychologist 2 5.0%
Nutritionist 2 5.0%
Nursing technician 11 27.5%
Pharmacist 2 5.0%

Graduate School

Specialization 26 65.0%
Master's degree 1 2.5%
Doctorate degree 0 0.0%
Does not have or does not apply 13 32.5%

Time working in the ICU

Less than 1 year 12 30.0%
Between 1 and 5 years 21 52.5%
More than 5 years 7 17.5%

Job type
Full-time 5 12.5%
Third-party contract 35 87.5%

More than one Job

Yes 23 57.5%
No 17 42.5%



 

O Mundo da Saúde 2022,46:587-597, e12812022

591

Figure 1 – Dendrogram representing the thematic axes on Patient Safety in the ICU, Bahia, Brazil. 2021.

Figure 2 – Distribution of axes and thematic classes, from DHC, IRAMUTEQ, Bahia, Brazil. 2021.
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Axis 1: Concept of Patient Safety, interwea-
ving of the work developed by the multidiscipli-
nary team through difficulties and possibilities

Class 3: Patient Safety
Class 3 consisted of the following words and 

their respective chi-square values (x2): safety (x2 = 
55.41), health (x2 = 29.19), physical (x2 = 27.33), 
medication (x2 = 17.64), patient (x2 = 16.98), con-
tamination (x2 = 14.32), ratio (x2 = 14.27). The 
concordances of the textual corpus related to 
class 3 were submitted to the analysis of the Col-
lective Subject Discourse, emerging two discour-
ses that express the collective thought.

CSD I – “Patient safety, even according to the 
term, is to reduce the harm to the patient, it is 
everything that involves the well-being of the pa-
tient during their hospitalization, it is to provide 
safe assistance, to provide this patient with a lower 
rate of risk of accidents”.

CSD I represents the thinking of the commu-
nity when questioning the understanding of the 
term patient safety, thus describing the percep-
tion of the multidisciplinary team.

Classes 4 and 6: Relevance of the Multidis-
ciplinary Team in the context of Patient Safety

Classes 4 and 6 are related to the work of 
the multidisciplinary team, due to the similarity 
they were grouped. They consist of the following 
words: interfere (x2 = 59.13), assistance (x2 = 
50.86), multidisciplinary (x2 = 22.0), process (x2 
= 20.33), continuity (x2 = 19.95), secure (x2 = 
19.86), integral (x2 = 15.67), work (x2 = 10.87). 
The synthesis of the concordances of these clas-
ses allowed for the construction of CSD II and III.

CSD II – “We work together for the benefit of 
the patient, our interaction is the apex for this pa-
tient to be treated correctly, and thus, the multidis-
ciplinary team interferes in every way, we have to 
work as a team for the work to flow”.

CSD III – “The multidisciplinary team negati-
vely interferes when health professionals work 
only with a view to their field of action, and thus 
does not construct a therapeutic form encompas-
sing all areas of the patient. It cannot be the job of 
the physical therapist, the nurse, or the doctor, it 
has to be everyone’s job together”.

CSD II demonstrates that professionals reali-
ze the importance of teamwork and how signi-
ficant it is for patient safety. It also mentions the 
relevance of this work in the healthcare process, 
based on the premise that the union of the mem-
bers reflects on positive and primordial results for 
patient safety, and is a reflection of the work de-
veloped by the team in an interprofessional way.

  On the other hand, CSD III reveals a nega-
tive perception when work is carried out in a 
fragmented way, as it negatively interferes with 
health care, and consequently with patient safe-
ty. It states that professionals should not work in 
a dissociated way.

Class 2: Difficult and facilitating factors inhe-
rent in the work process that interfere with pa-
tient safety in the ICU

The difficulties and facilitating factors related 
to the care process interfere with the achieve-
ment of quality in care, since the facilitating fac-
tors can provide a decrease in the AE occurrence 
rate. Thus, class 2 is composed of the main words: 
hinder (x2 = 74.62), lack (x2 = 44.63), communi-
cation (x2 = 41.61), attention (x2 = 34.88), favor 
(x2 = 32.07), estimation (x2 = 18.41), care (x2 = 
16.85), sector (x2 = 13.93), reduce (x2 = 8.82), 
decubitus (x2 = 8.72). It is possible to observe the 
various factors that hinder and interfere with the 
safety of patients in the ICU, as well as the faci-
litating factors experienced, which favor safety.

CSD IV follows, as a collective thought of the 
multidisciplinary team, which explains factors 
that harm and those that favor patient safety in 
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DISCUSSION

the ICU. It mentions factors that have histori-
cally had a negative impact on the provision of 
care, but which are still neglected.

CSD IV – “What ends up making patient sa-
fety difficult is the overload, the estimation, lack 
of material, the unprepared team, the lack of at-
tention to care. Communication failures in some 
situations. The lack of a protocol, an instrument. 
What favors it is when the team interacts in a 
cohesive way and is able to discuss the patients. 
The beds are electronic, the issue of identifying 
the beds, and the visit of day laborers”.

Axis 2: Adverse events, relevance of repor-
ting and evidenced underreporting

Axis 2 mentions the practice of AE notifica-
tion, as well as revealing the existing underre-
porting in the service. It is composed of classes 
1 and 5, which follow.

Class 1: Adverse event notification
The words notification (x2 = 96.81), adverse 

(x2 = 82.87), event (x2 = 68.87), fill (x2 = 15.88), 
culture (x2 = 11.87), core (x2 = 11.17), are some 
of those that make up class 1, which are related 
to the notification context. From these occur-
rences, two CSDs emerged. The first describes 
the practice of notification and its significance, 
while the second presents a speech that infers 
the lack of knowledge and non-adherence to 

this practice.
CSD V – “Notification of the adverse event 

is important, because then we will solve some 
problems. Everything that happens should be 
notified on the adverse event sheet, such as the 
administration of a blood component to the 
wrong patient, whether it is a patient falling, a 
tube being lost, all of that, the issues of adverse 
events in the unit”.

CSD VI - “I never done a notification; in fact, 
I don't know much. I hardly hear about it or ob-
serve people performing this practice here in the 
ICU”.

Class 5 mentions the underreporting of AE 
by the multidisciplinary team, it is composed of 
the main words: notify (x2 = 59.18), error (x2 = 
30.04), never (x2 = 27.52), serious (x2 = 19.47), 
underreporting (x2  = 19.47).

CSD VII – “The notification only happens in 
the case of something serious, or a very extensive 
problem. I think there is underreporting, because 
if you were to catch everything that happens and 
everything that is reported, there will be a big 
difference. It is not a culture to notify”

CSD VII reaffirms what was reported in CSD 
VI and demonstrates underreporting as a daily 
fact, with only serious cases being reported, 
which makes it impossible to track errors, un-
derstood as resulting from a process.

It was shown that several factors potentiate 
the occurrence of adverse events in the ICU, 
weakening patient safety, and such factors are 
correlated with the work processes experien-
ced. Therefore, the understanding of patient sa-
fety by the multidisciplinary team is of great rele-
vance for carrying out the recommended good 

practices09,10,11. During data collection, it was no-
ted that the overall group presented adequate 
knowledge concerning the theme, as corrobora-
ted by the Ministry of Health, which states that 
this topic is the search for the reduction of risks 
linked to care, to an acceptable minimum. This 
understanding is essential for achieving quality 
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in healthcare services12.
It is known that the potential damages inhe-

rent in the provision of care are undeniable, 
care practice based on safety in service does 
not guarantee harm-free care, but it is one of 
the pillars for achieving quality in healthcare, in 
seeking to reduce risks that are directly associa-
ted with the daily practices of healthcare profes-
sionals13.

When referring to the work of the team 
working in the ICU, the CSD II reaffirms its im-
portance by the professionals who composed it, 
demonstrating that there is some benefit when 
the team acts in an interprofessional way. The 
interaction between the team is a fundamental 
aspect for the resolution of healthcare, as such 
practices that promote safe and effective care 
are essential in more complex units, such as the 
ICU14.

However, the collectivity that make up CSD 
III describes the team's perception of the work 
done in a disjointed manner, thus, it is far from 
the perspective of interprofessional work; the 
occurrence of such a process is a failure. The ef-
fect of this perception on achieving quality care 
for critically ill patients is indisputable4.

From the speeches of the participants, the 
need to differentiate the terms multidisciplinary 
and interprofessional was observed. The multi-
disciplinary term points to the work carried out 
by several professionals with a unique approach 
based on different perceptions, and in an indi-
vidual way. Meanwhile, interprofessionality per-
meates the health care process in an articulated 
and complementary way, in which the sciences 
merge strategically in the provision of care4.

With regards to the work processes descri-
bed in CSD IV, such as work overload, inade-
quate estimations, lack of material, and others, 
it is observed that such failures have repercus-
sions on the occurrence of AE15. Factors like the-
se interfere negatively in healthcare and are a 
consequence of the incorrect estimation of per-

sonnel and the lack of preparation of the team3.
Communication failures and the lack of pro-

tocol in the unit were also mentioned. Moreo-
ver, noise in communication, whether written 
or verbal, negatively interferes with care, as 
well as the lack of Standard Operating Proto-
cols (SOP's), which are synonymous with safety 
barriers in services, understood as guidelines in 
care practices, and which aim to assist the con-
duct taken when offering certain types of care16.

Regarding the facilitating factors for guaran-
teeing safety, emphasis is placed on the relevan-
ce of good health practices, dialogue between 
professionals involved in the care process, and 
the availability of technologies in ICU beds. Still, 
the presence of the daily medical professional 
is reaffirmed, who monitors the evolution of the 
patient in the ICU on a daily basis. These profes-
sionals act to promote the continuity of care in 
a longitudinal way17.

In the context of AEs, it is observed that is-
sues related to professional errors during heal-
thcare can also affect the worker's health; thus, 
such problems must be considered due to the 
frequency, intensity, and proximity in which 
they occur and the existing interrelationship be-
tween workers and patients. It is necessary to 
reflect on the barriers present in the work pro-
cess, which bring risks to the health and safety 
of the worker and make patient safety suscep-
tible18.

Faced with such a problem, the relevance of 
notifications is emphasized, as a way of iden-
tifying events that have occurred and poten-
tial ones, as a form of organizational learning. 
However, it is observed that the multidiscipli-
nary team does not carry out the notification. 
The importance of notifications is reaffirmed, 
due to its low cost, and due to the policy of 
continuous improvement, centered on the pa-
tient. It is also necessary for managers to give 
feedback to the team, in the search for improve-
ments and minimization of AEs19. In this service, 
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the notification process was carried out through 
forms, filled out by the team, and delivered to 
the professionals who make up the patient sa-
fety center.

In this regard, in CSD VI, the overall group 
mentions that notifications were given in se-
rious cases. On the contrary to this thought, it is 
known that not only serious AEs should be noti-
fied, but less complex ones, as well as the risks, 
their respective causes, processes involved, ima-
gining possible strategies to be implemented in 
the search for the resolution of the problem that 
permeates the service2.

Furthermore, there are notifiable circumstan-
ces, considered as events, specific or inherent 
situations in the care process, which predispose 
patients to AE, several were mentioned in he-
rein, such as: inadequate staffing, lack of neces-
sary materials or equipment, among others. The-
se are circumstances that interfere with patient 
safety and that need to be notified20.

Underreporting of AE is perceived as a real 
circumstance through the perception presented 
by CSD VII. The problem of underreporting so-
metimes stems from not knowing the circums-
tances that need to be notified, and also from 
the lack of recognition of the records, which is 
essential to prevent AE recurrence, promote le-
arning, and generate useful information for ef-
fective strategies19.

In the past, the punitive culture present in 
healthcare services was a prevalent fact asso-
ciated with underreporting. The error is directly 
associated with the professional in an isolated 
way, linked to a punitive character, thus, fear 

prevents the actors involved from reporting the 
AE or a notifiable circumstance19,20.

The occurrence of AE should be worked on 
with the aim of creating a non-punitive, anony-
mous, and efficient safety practice, with a view 
to understanding the work processes, reformu-
lating them, in the search for the elimination of 
organizational failures21,22. The prevalence of the 
safety culture is necessary, in which the focus is 
on the correction of the work processes, throu-
gh the adoption of a proper care model based 
on a non-punitive principle, with the intention 
of preventing the recurrence of undesirable 
events. Most of the time, errors are consequen-
ces of a sequence of events and not of a single 
isolated act, especially in critical units, such as 
the ICU, which may be due to the composition 
of teams, the severity of the patient, and pre-es-
tablished routines2,23.

The information presented by this study 
points to the need to strengthen actions on pa-
tient safety, focusing on the healthcare needs 
experienced; especially in relation to the factors 
that interfere with the safety of patients hospi-
talized in the ICU. Therefore, the foundation of 
the safety culture is essential, with the frequent 
practice of notifications, a primordial tool for he-
alth management.

Understanding the magnitude of this topic, 
this study contributes to scientific production as 
well as providing subsidies for the Patient Safety 
Center, hospital management and coordination 
teams, in order to direct the care provided to 
patients, based on good health practices recom-
mended.

CONCLUSION

From this study, we believed that it is es-
sential to institute continuous actions related 
to patient safety as a cultural process in health 
institutions, with an emphasis on ICUs, in order 

to promote greater awareness of the multidis-
ciplinary team concerning the culture of safety 
and understanding of factors experienced daily 
in healthcare practice, which interfere in patient 
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safety.
There is a need to resolve existing flaws, es-

pecially regarding inadequate staffing, issues re-
lated to the interaction of the multidisciplinary 
team, and the implementation of institutional 
protocols, which guide the care provided. This 
may strengthen the safety culture, where profes-
sionals feel empowered to report not only AEs, 
but also reportable circumstances.

It is necessary to institutionalize the practice 
of continuing education, promoting discussions 
among the team, developing a learning moment 
among them, since the multidisciplinary team 
needs to be constantly informed in order to 
properly carryout the work process, with critical 
reasoning and thinking, thus, resulting in appro-
priate patient safety practices and ensuring safe 
and quality care.
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