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ABSTRACT
Objective: Analyzing incidents reported in a public hospital in the Federal District, 
Brasilia, according to the characteristics and outcomes involving patients. Method: 
A descriptive and retrospective study of incidents reported between January 2011 
and September 2014. Results: 209 reported incidents were categorized as reportable 
occurrences (n = 22, 10.5%), near misses (n = 16, 7.7%); incident without injury (n = 
4, 1.9%) and incident with injury (adverse events) (n = 167, 79.9%). The average age of 
patients was 44 years and the hospitalization time until the moment of the incident was 
on average 38.5 days. Nurses were the healthcare professionals who most reported the 
incidents (n = 55, 67%). No outcomes resulted in death. Conclusion: Incidents related 
to blood/hemoderivatives, medical devices/equipment, patient injuries and intravenous 
medication/fluids were the most frequent. Standardizing the reporting processes and 
enhancing participation by professionals in managing incidents is recommended.

DESCRIPTORS
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INTRODUCTION
The Incident Reporting System (IRS) is a fundamen-

tal tool for improving patient safety(1-2). Although IRS 
implementation in health services is relatively recent, its 
importance is well demonstrated through successful ex-
periences in industries operating in environments that can 
generate high-risk incidents, such as aviation and nuclear 
power plants(1-4). In the health area, the concept underlying 
the IRS is relatively simple because obtaining information 
about risky situations to which patients are exposed during 
care provision enables understanding/knowledge of how 
and why they could be injured at an organizational level, al-
lowing for causal factors to be identified and avoided. Thus, 
this information may provide improvement in services and 
reduce the likelihood of further incidents occurring(1-2,4).

In the context of the IRS in healthcare, incidents that 
must be reported are understood as any circumstance or 
event that resulted or could have resulted in unnecessary 
injury/harm to the patient’s health. It may be a result of 
intentional or unintentional acts, including mistakes being 
unintentional incidents by definition(5-6). Damage to health 
is understood as any impairment of structure or function of 
the body and/or any effect arising from it, including illness, 
injury, suffering, disability, impairment or death; it can be 
physical, social or psychological(6).

The International Classification for Patient Safety is de-
scribed in 10 classes that provide a comprehensive under-
standing of the patient safety domain. It aims to represent a 
continuous learning and improvement cycle, enhancing risk 
identification, prevention, detection, risk reduction, recovery 
from the incident and resilience of the system(6).

In this sense, the first two classes (type of incident and 
consequences for the patient), together are intended to group 
the incidents of patient safety into categories with clinical 
significance. The incident type class is a descriptive term for 
a category that consists of similar natured incidents, and 
grouped due to shared characteristics in which there is con-
sensus, such as an incident from “medical process/procedure” 
or “intravenous medication/fluid”. The class consequences 
for the patient contains concepts that relate to the impact on 
the patient and which are totally or partially attributed to an 
incident. The consequences for the patient can be classified 
according to the type of injury/damage, the degree of injury/
damage and the social and/or economic impact(6).

The degree of damage can be classified into: none (the 
consequence to the patient is asymptomatic or without de-
tected symptoms and does not require treatment); slight 
(the consequence to the patient is symptomatic, with mild 
symptoms, loss of function or minimum or intermediate 
damage of short duration without intervention or with a 
minimum intervention required); moderate (the conse-
quence to the patient is symptomatic, requiring interven-
tion, increase in hospitalization, causing permanent or long-
term injury, or loss of function); severe (the consequence to 
the patient is symptomatic, requiring intervention to save 
the life or major medical/surgical intervention, shorten-
ing life expectancy or causing major permanent damage or 

long-term or loss of function); death (death was caused or 
was shortly anticipated by the incident)(6).

An incident can be a reportable occurrence, a near miss, 
an incident without injury or an incident with injury (ad-
verse event). A reportable occurrence is a situation with 
significant potential to cause injury, but in which there 
has been no incident (e.g. a defibrillator in the emergency 
room that is not working); a near miss is an incident that 
did not reach the patient, but had potential health damage 
intercepted before it occurred (error in the prescription cor-
rected before the product is administered to the patient); 
incident without injury is an incident that the patient ex-
perienced, but resulted in no discernible injury (transfused 
unit of blood, but the blood was not incompatible with the 
patient); incident with injury (adverse event) is an incident 
resulting in damage arising from health care, unintentional 
and not related to the natural evolution of the underlying 
disease, which results in prolonged hospitalization and/or 
death (transfusion of a wrong unit of blood and eventual 
death by hemolytic reaction)(6-7).

Adverse events (AE) have an important impact on the 
Unified Health System (Sistema Único de Saúde – SUS) 
which result in increased morbidity, mortality, patient treat-
ment time and care costs, and are reflected in other fields 
of social and economic life in all countries(8-10). Notifying 
and acknowledging the existence of AE facilitate investiga-
tion of care quality, because failures do happen and are im-
portant for evaluating health services(4,7,11-13). Furthermore, 
the occurrence of AE constitutes an important factor for 
evaluating patient safety, which can be understood as re-
ducing the associated risk of unnecessary damage to health 
care down to a minimum acceptable level(6). Several current 
studies report a strong link between safety and quality in 
health(9,11). In this perspective, safety is one of the dimen-
sions of health service quality, being an inseparable attri-
bute(9). Thus, health systems that reduce the risk of injury to 
the patient to a minimum are undoubtedly increasing the 
quality of their services(5,9,11).

The aim of this study was to analyze the incidents re-
ported in a public hospital in the Federal District, the char-
acteristics of patients involved, and the outcomes for the 
patient in the period of 2011 to 2014.

METHOD
A descriptive and retrospective study of reported in-

cidents was carried out from January, 2011 to September, 
2014, in a large public hospital of the Federal District of 
Brasilia, part of the sentinel hospital network. The research 
protocol was approved by the Ethics Committee of the 
Research and Education Foundation in Health Sciences 
of the Federal District State Department of Health under 
number 144.024, without the need for signing Clear and 
Informed Consent Forms given the retrospective nature 
and non-interventional study.

All incidents reported in sectors of Risk Management 
and Transfusion Committee during the study period were 
included, as identified through documental analysis of vari-
ous reports of notification instruments used by the hospital: 
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incident reporting forms, memos and medical notes, AE 
investigation files, and spreadsheets with summarized in-
formation online. After identifying the reported incident, 
additional information was checked for in the medical re-
cords of patients when there was something observed in 
the notification. Access to this material was obtained at 
the Hospital Risk Management by the researchers who are 
nurses and working in the hospital, and by a student of the 
last period of the nursing course. Data collection was con-
ducted from September, 2014 to October, 2014.

In this set of documents the following data were 
checked: (1) Patient characteristics: gender, age and hos-
pital stay in days; (2) Incident characteristics: category of 
the incident (Reportable occurrence, near miss, incident 
without injury and incident with injury – adverse event), 
degree of injury (none, mild, moderate, severe, and death), 
and type of incident (clinical management, clinical process/
procedure, documentation, infections associated to health 
care, intravenous medication/fluids, blood/hemoderiva-
tives, nutrition, oxygen/gas/vapour, medical devices/medi-
cal equipment, behavior, patient accident, infrastructure/
buildings/facilities and resources/organizational manage-
ment) in accordance with the criteria described and estab-
lished by the International Classification for Patient Safety 
of WHO(7); (3) Professional category of whom notified and 
(4) Place of occurrence.

We stress that the notification form had an option for 
the notifier/healthcare professional to indicate whether 
there was injury to the patient. The degree of injury was 
classified by the research team (a hospital nurse, a student 
in their last year of the nursing program, a teaching nurse 
and researcher at the Universidade Católica de Brasília) at 
the time of the investigating the patient records.

The descriptive statistical analysis was carried out us-
ing the Statistical Package for the Social Sciences (SPSS) 
software version 21.0.

RESULTS
209 incidents were reported at the Risk Management 

unit (n = 104, 49.8%) and the Transfusion Committee 
(n = 105, 50.2%) in the period between January, 2011 to 
September, 2014, which are presented according to the cat-
egory and degree of injury in Table 1.

In AE with a slight degree of injury, there was a higher 
incidence of mild transfusion reactions (n = 91, 69.5%), falls 
(n = 20, 15.3%) and unscheduled enteral feeding withdrawal 
(n = 8, 6.1%). In AE with a moderate degree of injury, there 
were 10 transfusion reactions (33.3%), and eight pressure 
ulcers (2.7%). In relation to AE degree of severe injury, there 
were four cases of anaphylactic shock due to transfusion 
reactions (66.6%), one fall that resulted in bilateral femur 
fracture requiring major surgical correction which resulted 
in increased hospital stay (16.7%), and one cardiac arrest 
that occurred after central venous access withdrawal and 
applying dressing (16.7%). No AE had death as outcome.

Reported incidents according to the professional cat-
egory of who reported the incident and the place/site of 
occurrence are in Table 2.

Table 1 – Incidents occurred according to the category and de-
gree of injury – Brasilia, Distrito Federal, Brazil, 2015.

Incidents N %

Category

Reportable occurrence 22 10.5

Near Miss 16 7.7

Incident without injury 4 1.9

Incident with injury (adverse event) 167 79.9

Degree of damage

None 42 20.1

Slight 131 62.7

Moderate 30 14.3

Severe 6 2.9

Death 0 0

Total 209 100

Table 2 – Incidents according to the professional category of who 
notified the incident and place/site of occurrence – Brasília, Dis-
trito Federal, Brazil, 2015.

Variable N %

Professional category

Nurse 55 26.3

Doctor 12 5.7

Professional ombudsman 5 2.4

Nursing technician 5 2.4

Physiotherapist 3 1.4

Pharmacist 2 1

Not informed* 127 60.8

Place/site of occurrence

Admission 23 11

Psychiatry 14 6.7

Intensive care unit 14 6.7

Emergency Room stalls 5 2.4

Pharmacy 4 1.9

Neurocardiovascular center 4 1.9

Outpatient clinic 3 1.4

Core of the Surgical Center 3 1.4

Emergency 3 1.4

Hemodynamics 3 1.4

Neurosurgery 2 1

Others 7 3.5

Not informed* 124 59.3

Total 209 100

*Data could not be obtained due to incomplete or incorrect completion of notification.

As shown in Table 2, for 60.8% (n = 127) of the cases 
there was no record of the professional category responsible 
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for the notification, and 59.3% (n = 124) did not register 
the location of occurrence of the reported incident. These 
incidents were collected at the Transfusion Committee, 
which uses a spreadsheet with different data on the report-
ing forms used by the Risk Management.

Nurses were responsible for most of the notifications 
(26.3%; n = 55), followed by doctors (5.7%; n = 12), and 
the site of the occurrence most cited were the inpatient 
units (11%; n = 23).

The profile of the patients involved in the incidents 
without damage or AE is described in Table 3. Blank data 
were observed across all variables (gender, age, time elapsed 
from hospital admission to the time of the incident, origin).

Of the 209 cases of incidents studied, 38 were related 
to reportable occurrences (22) and near misses (16). These 
are incidents that do not involve patients, thus they do not 
appear in the tables concerning the patients’ profile.

In relation to the types of reported incidents accord-
ing to the WHO International Classification for Patient 
Safety(6), there was a higher frequency of incidents related 
to blood/hemoderivatives (n = 105; 50.2%), followed by 
medical devices/medical equipment (n = 34; 16.3%), pa-
tient accident (n = 31; 14.8%) and medication/intravenous 
fluids (n = 21; 10%). In the category of reportable occur-
rences, the most common incidents were related to medical 
devices/medical equipment (n = 19; 86.4%). Regarding a 
near miss, there was a higher frequency of incidents related 
to medication/intravenous fluids (n = 14; 87.6%). In the 
category incident without injury, the most frequent notifi-
cations were related to intravenous medications/fluids (n = 
2, 50%). In relation to AE, the majority were related to infu-
sion of blood/hemoderivatives (n = 105; 62.9%), followed 
by a patient accident (n = 31; 18.6%) and medical devices/
medical equipment (n = 14; 8.4%) as shown in Table 4.

Table 3 – Profile of the patients involved in the incidents without 
injury and adverse events – Brasilia, Distrito Federal, Brazil, 2015.

Profile of patients N %

Gender

Female 82 47.9

Male 67 39.2

Not informed* 22 12.9

Age group

Less than 1 year of age 4 2.4

1 to 15 9 5.2

16 to 25 21 12.3

26 to 35 14 8.2

36 a 45 23 13.4

46 to 60 26 15.2

Over 60 40 23.4

Not informed* 34 19.9

Length of hospital stay until the time of the incident

0 to 5 days 10 5.9

6 to 15 days 8 4.6

16 to 30 days 11 6.4

31 to 40 days 11 6.4

41 to 50 days 10 5.9

51 to 60 days 7 4.1

More than 60 days 10 5.9

Not informed* 104 60.8

Origin

Federal District 74 43.3

Other federal units 23 13.4

Not informed* 74 43.3

Total 171 100
* Data could not be obtained due to incomplete or incorrect completion of notification.

Table 4 – Classification of incidents by type and category according to the WHO International Classification for Patient Safety – Brasil-
ia, Distrito Federal, Brazil, 2015.

Types of incidents
Reportable 
occurrence Near miss Incident without 

injury
Incident with injury 

(adverse event ) Total

n % n % n % n % n %

Clinical management 0 - 1 6.2 0 - 1 0.6 2 1.0

Clinical process/procedure 0 - 0 - 1 25 10 5.9 11 5.3

Documentation 0 - 0 - 0 - 0 - 0 -

Infections associated to health care 0 - 0 - 0 - 1 0.6 1 0.5

Intravenous medication/fluid 0 - 14 87.6 2 50 5 3.0 21 10.0

Blood/hemoderivative 0 - 0 - 0 - 105 62.9 105 50.2

Nutrition 0 - 0 - 0 - 0 - 0 -

Oxygen/gas/vapor 0 - 0 - 0 - 0 - 0 -

Medical devices/medical equipment 19 86.4 1 6.2 0 - 14 8.4 34 16.3

Behavior 0 - 0 - 1 25 0 - 1 0.5

Patient accident 0 - 0 - 0 - 31 18.6 31 14.8

Infrastructure/buildings/facilities 0 - 0 - 0 - 0 - 0 -

Resources/organizational management 0 - 0 - 0 - 0 - 0 -

Total 22 100 16 100 4 100 167 100 209 100
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DISCUSSION
High AE rates worldwide, the rise in health care costs 

related to such events and the need to offer quality health 
services have led to discussions about the need for changes 
in the organization of health services in order to reduce 
avoidable injuries, and consequently, health costs(4-5,8-10).

In Brazil, the concern with the quality of processes, 
practices and technologies used in health care has been a 
matter of high government priority in recent years, and has 
led to instituting a gradual and orderly sequence of actions 
for patient safety. The amount of reported incidents (209) 
in the analyzed period (three years) considering that the 
hospital size (650 beds) was below the quantity shown in 
the literature is worth noting, where rates range between 7% 
and 16% in developed countries(5).

It is also important to emphasize that most studies cal-
culate AE rates through an active search, which features a 
proactive method to recognize the incidents. In this study, 
voluntary notifications were analyzed; meaning a reactive 
method of recognizing incidents and which tends to find 
numbers below the actual quantity, since it depends on pro-
fessionals to inform the occurrences so that they become 
known. This communication method is considered more 
useful for inducing behavioral changes, and it allows learn-
ing from mistakes; however, it also has limitations due to 
the time needed, lack of appropriate information systems, 
fear of litigation, the reluctance of people to report their 
mistakes, lack of knowledge about the importance of events 
and a lack of adjustment after the notification(12).

There was a predominance of AE among the reported 
incidents, followed by reportable occurrences. In this re-
gard, the literature is divergent as there is a predominance of 
some type of event over another, depending on the intrinsic 
characteristics of the studied organization(13-15). Studies in 
Brazil show a predominance of near miss cases, followed 
by adverse events and incidents without injury(14); incidents 
without injury followed by reportable occurrence, adverse 
events and near misses(15). At the hospital of this study, the 
higher number of AE in relation to other types of incidents 
can be justified for being a teaching hospital with major in-
vestment in professional and student awareness activities(15).

Regarding the degree of injury, there was a predomi-
nance of moderate and slight injury, with the occurrence 
of a few cases of severe injury, a finding that is in line with 
other studies(14-15). No incidents analyzed in this study re-
sulted in death. It is worth emphasizing that this classifica-
tion refers to AE, as reportable occurrences, near misses and 
incidents without injury do not cause any damage(6).

Nurses were responsible for most of the notifications, 
followed by doctors, which is in accordance with a study in 
Brazil(16). Similarly, the higher occurrence of incidents in 
inpatient units is in accordance with previous studies(12,17). 
A study performed in hospitals of Rio de Janeiro showed 
that 86.2% of the incidents occurred in inpatient units. 
Also, a study in a hospital in southern Brazil had 64.8% 
of incidents occur in inpatient units out of a total of 755 
cases analyzed(12,17).

The types of incidents with higher incidence were re-
lated to blood/hemoderivatives, patient accidents, problems 
with medical equipment and intravenous medications/flu-
ids. Transfusion of hemoderivatives is a complex procedure 
that is associated with a significant risk of complications, 
including transfusion reactions such as febrile non-hemo-
lytic and allergic reactions(18-19).

In this study, the incidents related to intravenous medi-
cations/fluids had the fourth highest notification frequency. 
Events related to medications are among the most frequent 
failures in health care, and the probability of an individual 
surviving a hospital stay free of these events occurring may 
vary according to the hospitalization length(16,20). However, 
in most cases, their occurrences can be avoided in the three 
main stages of the medication process – prescription, dis-
pense and administration. Thus, updated operating proce-
dures should be developed and made available for dispensing 
drugs, with special emphasis on the potentially dangerous 
drugs or of high surveillance; in addition, it is necessary 
to invest in continuing education proposals for teams to 
strengthen the safety and non-punitive culture(5,20-21).

The existence of AE that compromise patient safety is 
currently a major challenge to improve healthcare quality(10). 
In this respect, it is important to educate health profession-
als regarding notification of such events, as well as establish 
non-punitive management practices, stimulate critical and 
investigative looks at the flaws in the system, and promote 
corrections by the service itself through actions aimed at 
patient safety(5,9,11-14).

One of the limitations of this study refers to the difficulty 
in retrieving information, especially data relating to notifica-
tions in the Transfusion Committee due to the characteris-
tics and differential treatment in relation to the notification 
mode in this sector. It is recommended to carry out stud-
ies in relation to transfusion reactions and other incidents 
separately in order to better understand its features and the 
actual notification rate in relation to the expected rate.

The IRS of this hospital enabled obtaining information 
to support an evaluation of services, development of preven-
tive strategies and strengthening safety culture with conse-
quent prevention of damage to patients’ health. However, it 
was observed that there is still a need to standardize service 
methods with preparation, dissemination, protocols and 
standard operating procedure updates, as well as training 
teams from different care sectors.

CONCLUSION
The study showed that the hospital in this study still 

presents a reduced number of notifications in relation to 
the rates found in the literature. The most frequent inci-
dent category was adverse events, with a predominance of 
slight injury, followed by reportable occurrences, near misses 
and incidents without injury. The most common type of 
incidents were related to blood/hemoderivatives, followed 
by patient accident, which mainly occurred in the hospi-
tal’s inpatient units. Most of the incidents were reported 
by nurses and doctors. No incidents analyzed in this study 
resulted in death.
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It is noted that the IRS of this studied hospital uses 
more than one instrument for reporting, with differences in 
information that must be filled out. Improving this system 
can improve the quality of data that are reported. We suggest 
disseminating actions, as well as awareness-raising strategies 

and continuing education of the professionals be strength-
ened in order to increase the number of notifications, and 
thus the recognition of potential risks in the studied hospi-
tal. Adopting organizational learning strategies about inci-
dent occurrence has been widely used for this purpose.

RESUMO
Objetivo: Analisar os incidentes notificados em um hospital público do Distrito Federal, segundo as características e os desfechos 
quando envolveram pacientes. Método: Estudo descritivo e retrospectivo dos incidentes notificados entre janeiro de 2011 e setembro 
de 2014. Resultados: Notificados 209 incidentes categorizados em ocorrência comunicável (n = 22, 10,5%), quase evento (n = 16, 7,7%), 
incidente sem dano (n = 4, 1,9%) e incidente com dano (eventos adversos) (n = 167, 79,9%). A idade média dos pacientes foi de 44 
anos e o tempo da internação até o momento do incidente teve média de 38,5 dias. Os enfermeiros foram os que mais notificaram 
(n = 55, 67%). Nenhum desfecho resultou em morte. Conclusão: Os incidentes relacionados a sangue/hemoderivados, dispositivos/
equipamento médico, acidentes do doente e medicação/fluidos endovenosos foram os mais frequentes. Recomenda-se padronizar os 
processos de notificação e potencializar a participação dos profissionais no manejo dos incidentes.

DESCRITORES
Segurança do Paciente; Gestão de Riscos; Qualidade da Assistência à Saúde; Avaliação de Serviços de Saúde.

RESUMEN
Objetivo: Analizar los incidentes notificados en un hospital público del Distrito Federal, según las características y los resultados 
cuando involucraron a pacientes. Método: Estudio descriptivo y retrospectivo de los incidentes notificados entre enero de 2011 y 
septiembre de 2014. Resultados: Notificados 209 incidentes categorizados en consecuencia comunicable (n = 22, 10,5%), casi evento (n 
= 16, 7,7%), incidente sin daño (n = 4, 1,9%) e incidente con daño (eventos adversos) (n = 167, 79,9%). La edad media de los pacientes 
fue de 44 años y el tiempo de la estancia hospitalaria hasta el momento del incidente tuvo promedio de 38,5 días. Los enfermeros 
fueron los que más notificaron (n = 55, 67%). Ningún resultado causó muerte. Conclusión: Los incidentes relacionados con sangre/
hemoderivados, dispositivos/equipo médico, accidentes del enfermo y medicación/fluidos endovenosos fueron los más frecuentes. Se 
recomienda estandarizar los procesos de notificación y potenciar la participación de los profesionales en el manejo de los incidentes.

DESCRIPTORES
Seguridad del Paciente; Gestión de Riesgos; Calidad de la Atención de Salud; Evaluación de Servicios de Salud.
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