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Adverse events in a hospital
surgical unit: a descriptive study
Eventos adversos em uma unidade de internação cirúrgica: estudo descritivo
Eventos adversos en una unidad de internación quirúrgica: estudio descriptivo
Bruna Telemberg Sell1, Lúcia Nazareth Amante2, Tatiana Martins3,
Camilla Telemberg Sell4, Fabiana Minati de Pinho5, Renata da Silva6

ABSTRACT: Objective: Verify the occurrence of infection at surgical sites, loss, or infection of venous access and falls in patients hospitalized in the Surgical
Inpatient Unit of a Teaching Hospital. Method: Descriptive study with a quantitative approach. The period of data collection was between March 23
and April 14, 2015 on alternating days, totaling 94 patients. Results: The average hospitalization time was 8.46 days, with a standard deviation of 11.294.
A total of 20 (7.9%) adverse events were observed. There were nine (3.6%) records of venous access loss, seven records of surgical site infections (2.8%),
and four (1.6%) records of venous access infection. Conclusion: It was observed that the occurrence index of the adverse events was greater than in a
similar study, showing the need for actions that stimulate the recording of adverse events and the promotion of patient’s safety.
Keywords: Perioperative nursing. Patient Safety. Iatrogenic disease.
RESUMO: Objetivo: Verificar a ocorrência de infecção do sítio cirúrgico, perda ou infecção do acesso venoso e quedas em pacientes internados em Unidade de
Internação Cirúrgica de um Hospital de Ensino. Método: Estudo descritivo de abordagem quantitativa. O período de coleta de dados foi entre 23 de março e
14 de abril de 2015, em dias alternados, totalizando 94 pacientes. Resultado: A média do tempo de internação foi de 8,46 dias, com desvio padrão de 11,294.
Observou-se um total de 20 (7,9%) eventos adversos. Houve nove (3,6%) notificações de perda do acesso venoso, sete notificações de infecção do sítio cirúrgico (2,8%) e quatro (1,6%) notificações de infecção do acesso venoso. Conclusão: Observou‑se que o índice de ocorrência dos eventos adversos foi superior a um estudo semelhante, evidenciando a necessidade de ações que estimulem a notificação de eventos adversos e a promoção da segurança do paciente.
Palavras-chave: Enfermagem perioperatória. Segurança do paciente. Doença iatrogênica.
RESUMEN: Objetivo: Verificar la ocurrencia de infección del sitio quirúrgico, pérdida o infección del acceso venoso y caídas de pacientes internados en
Unidad de Internación Quirúrgica de un Hospital Escuela. Método: Estudio descriptivo de abordaje cuantitativo. El período de colecta de datos fue entre
el 23 de marzo y el 14 de abril de 2015, en días alternados, totalizando 94 pacientes. Resultado: El promedio del tiempo de internación fue de 8,46 días,
con desvío estándar de 11,294. Se observó un total de 20 (7,9%) eventos adversos. Hubo nueve (3,6%) notificaciones de pérdida del acceso venoso, siete
notificaciones de infección del sitio quirúrgico (2,8%) y cuatro (1,6%) notificaciones de infección del acceso venoso. Conclusión: Se observó que el índice
de ocurrencia de los eventos adversos fue superior a un estudio semejante, evidenciando la necesidad de acciones que estimulen la notificación de eventos adversos y la promoción de la seguridad del paciente.
Palabras clave: Enfermería perioperatoria. Seguridad del Paciente. Enfermedad iatrogênica
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INTRODUCTION
The health system develops curative and preventive actions
in order to promote patient safety; however, even in the
best institutions, patients present risks of being victims of
adverse events (AE).1
To foster the commitment toward the promotion of
patient safety in all of states that are a member of the
World Health Organization (WHO), the World Alliance
for Patient Safety, every two years, formulates the Global
Challenges for patient safety. In 2009, surgical assistance
was listed as a problematic area for the second global challenge for patient safety, and a Manual for Safe Surgery
was prepared, entitled Safe Surgery Saves Lives, with the
purpose of minimizing unnecessary loss of life and serious complications.2
Despite WHO announcing surgical assistance as a problematic area, the second global challenge contemplates the
operating period with little or no emphasis on the pre-operating and post-operating periods. However, other actions
are recommended and stimulated by WHO, contributing to
the surgical patient’s safety in all phases, such as avoiding the
exchanging of patients to provide any care, ensure proper
communication between the teams, and avoid bad connection tubes and catheters.3
Even with the creation of commissions, alliances, and
public policies aimed at the promotion of patient safety in
various aspects, the occurrence of incidents and AE exists
in the reality of health services. These occurrences can impact
the Single Health System (SUS) by resulting in, in some situations, the increase of mortality, morbidity, length of patient’s
treatment time, assistive costs, among others.4
As such, under this scenario, the health and nursing
teams have a fundamental role in the promotion of patient
safety and quality of services, which influences directly
in the prevention of occurrence of the incidents, errors,
and AE5. The occurrence of AE may have many causes,
among them, those related to the sizing up of professionals; the professional training and qualification; the
available materials and equipment; structural conditions;
access to new technologies and information; work process, among others.6
In relation to surgical AE, a study was performed by
means of retrospective revision of records of patients
admitted in 2003 at three general public and teaching
hospitals located in the state of Rio de Janeiro. The final

sample was composed of 1,103 patients, of which 18 had
some surgical AE, configuring an incidence of 3.5%.
Among the patients with surgical AE, three (7.9%) had
more than one AE, resulting in an average of 1.1 events per
patient, and the proportion of avoidable surgical AE was
estimated at 68.3%. The most common surgical AE were
related to surgical wounds, which occur in 46.3% of the
AE. 19.5% were because of surgical wound infection and
26.8% were because of other problem with a surgical
wound. Infection not related to surgical wounds occurred
in 14.6%, and hemorrhages in 12.2% of the AE. 7 Some
studies performed in surgical inpatient units highlighted
the occurrence of several specific AE, like, for example,
falls, removal of probes, drains, and catheters, and surgical site infection (SSI).7-9
In light of this context, and recognizing of the fact that
the actions of the nursing team can prevent the occurrence
of errors and AE promoting patient safety, this study has the
following research question: what is the occurrence of infection of the surgical site, loss or infection of the venous access,
and falls in hospitalized patients in a Surgical Inpatient Unit
of a Teaching Hospital (TH)?
Thus, the objective of the study was to verify the occurrence of surgical site infection, venous access loss or infection, and falls in patients hospitalized in the Surgical Inpatient
Unit of a TH.

METHODS
Descriptive, quantitative research, performed in a surgical
inpatient unit of a university hospital in southern Brazil.
Data collection was conducted between March 23 and April
14, 2015, on alternate days. The unit of choice attends to
head and neck surgery, gastrointestinal and biliary tract,
chest, otolaryngology, maxillofacial, liver transplantation,
and neurosurgery. In the year 2013, 1,489 patients were hospitalized in that unit, with a monthly average of approximately 730 hospitalizations. 2,259 surgeries were performed,
738 clean surgeries, 1,248 potentially contaminated surgeries, 233 contaminated surgeries, and 40 infected surgeries.10
To calculate the sample size, we considered the number
of patients admitted in this surgical unit in 2013, with data
obtained from the Epidemiological Bulletin of the Hospital
Infection Control Commission, which was from 1,489 patients.
SestatNet, the teaching and learning statistics computer

| 147 |
Rev. SOBECC, São Paulo. JUL./SET. 2016; 21(3): 146-153

Sell BT, Amante LN, Martins T, Sell CT, Pinho FM, Silva R

program was used, resulting in a sample of 94 patients, with
a 95% confidence level. This study included all patients of
both sexes, older than 15 years old, admitted to the Inpatient
Surgical Unit I (UIC I) until reaching the minimum number
of 94 patients.
Four instruments were used for data collection:
1. A guide for the characterization of patients and identification of EA;
2. A guide for assessing the occurrence of falls;
3. A guide for assessing the occurrence of SSI;
4. A guide for assessing the occurrence of venous access
loss or infection.
The instruments were validated by means of a pretest conducted with 28 patients, prior to data collection, the results
of which were not used for data analysis. These instruments
were built from the concepts and studies found in the literature review.
In the days of data collection, all hospitalized patients were
evaluated and interviewed in order to identify the occurrence
of EA. 252 assessments were made in 94 selected patients.
Data were recorded in the Statistical Package for the
Social Sciences (SPSS) statistical software. For the analysis
of categorical variables, the frequency distribution and the
χ2 test were used, and for quantitative variables the mean,
standard deviation (SD), and analysis of variance with a fixed
factor were utilized. For inferential analyses, the significance
level was 5%.
The project was submitted to the Ethics and Research
Committee with Humans Beings of the original Teaching
Institution, and received a favorable opinion - Presentation
of Certificate for Ethics Assessment 39652314.6.0000.0115.

37 (39.4%) were men. Assessing marital status, it was found
that 51 of them (54.3%) were married, 21 (22.3%) were single, 12 (12.8%) were widowed, 6 (6.4%) were divorced, and
4 (4.3%) had stable partners. Observing education, it was
found that 27 (28.7%) patients had not completed elementary
education; 26 (27.7%) had completed high school; 14 (14.9%)
had completed elementary education; 10 (10.6%) had not
completed higher education; 8 (8.5%) had not completed
high school; 7 (7.4%) had completed higher education; and
2 (2.1%) patients were illiterate.
The length of stay of patients ranged from 0 to 59 days,
with a mean of 8.46 hospital stay days, with PD of 11.294.
The reasons patients were admitted were different.
Hospitalizations for laparoscopic cholecystectomy video
(LCV) and endoscopic retrograde cholangiopancreatography (ERCP) were the most prevalent. Admissions for appendicitis, hernioplasty, gastroplasty, and thyroidectomy were
also observed. With a lower prevalence, gastric cancer and
parioectamy were observed. It is possible to view this data
in Figure 1.
Regarding the presence of infection prior to the admission date, it was observed that 76 (80.9%) patients did not
show any previous infection and 18 (19.1%) patients were
admitted with some type of previous infection.
In relation to the occurrence of EA, SSI, venous access
loss, venous access infection, and falls in 252 evaluations, a
total of 20 (7.9%) EA were observed. There were nine (3.6%)
records of venous access loss, seven (2.8%) SSI records,
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Patient Demographics
An age variation between 15 and 83 years was observed.
The average patient age was 50.04 years with SD of 16.928.
Regarding gender, 57 patients (60.6%) were women and
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The data found were analyzed and divided into three categories for analysis, which were patient demographics; occurrence of surgical site infection; occurrence venous access loss;
and occurrence venous access infection.
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LCV: laparoscopic cholecystectomy video; ERCP: endoscopic retrograde
cholangiopancreatography; CA: cancer.

Figure 1. Percentage of Reasons for Hospitalization. Florianópolis,
Santa Catarina, Brazil, 2015.
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four (1.6%) records venous access infection, and there was
no occurrence of falls (Figure 2).

Occurrence of surgical site infection
Patients who developed SSI were an average age of 46.7
years. Four of them were female and three were male. Most
of them had a low level of education. Reasons for hospitalization were heptic abscess, acute abdomen, cholecystitis,
appendicitis, exploratory laparotomy, liver cell carcinoma,
and choledocholithiasis.
The average preoperative hospital stay of seven patients
who developed SSI was 4.86 days with a DP of 7,493. The minimum preoperative hospital stay time was zero days, and the
maximum time was 21 days.
Regarding the degree of surgery contamination of the
patients who developed SSI, two performed what is considered clean surgery, three practiced surgery that was considered potentially contaminated and there were two surgeries
that were considered contaminated. Regarding the type of
surgery of patients who developed SSI, three surgeries were
chosen and four were in an emergency situation. Regarding
the size of the surgery, patients who developed SSI, two surgeries were small, three surgeries were medium-sized, and
two were large. Regarding the surgical risk all patients who
had developed SSI presented ASA II – a score for a subjective evaluation of the general health of the patient by the
American Society of Anesthesiologists (ASA).
In relation to the classification of the wounds of the
patients who developed SSI, six wounds were classified as
deep incisional infections and one as an organ/space infection.

After the first record of SSI, the wounds were accompanied and evaluated in their evolution, resulting in 24 evaluations of infected wounds. Figure 3 to follow, shows the presence of phlogistic signs during the evaluations of the infected
surgical wounds:
Pain was mentioned in 9 (37.5%) evaluations and wasn’t
mentioned in 15 (62.5%) of them; flushing was identified in
3 (12.5%) evaluations and wasn’t identified in 21 (87.5%) of
them; edema was verified in 6 (15%) evaluations and absent
in 18 (75%); and fever was absent in all of them.
In relation to the presence of suture dehiscence during
the evaluations of the infected wounds, 4 (16.6%) wounds
were observed with an absence of dehiscence and 20 (83.3%)
with dehiscence. In relation to the presence of exudate in
the infected wound, the presence of exudate in all of the
wounds was found.
With respect to the presence of drainage in the patients
with SSI, the absence of drainage was observed in 11 (45.8%)
evaluations, 10 (41.6%) with penrose drainage, and 3 (12.5%)
with tubular drainage. About the type of drainage exudate,
it was observed that in 11 (45,8%) evaluations exudate was
absent, in 5 (20,8%) the drainage was purulent, in 3 (12.5%)
the drainage was serosanguineous, in 2 (8.3%) the drainage was bilious, in 2 (8.3%) the drainage was serous, and in
1 (4.1%) the drainage was seropurulent.

Occurrence of venous access loss
It was found in this study that in the nine occurrences of venous
access loss, the type of access was peripheral, so there was no
occurrence central venous access loss in any of the observations.
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Figure 2. Occurrence frequency of the adverse events in the 252
evaluations. Florianópolis, Santa Catarina, Brazil, 2015.
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Figure 3. Presence or absence of Phlogistic Signs in Surgical
Site Infections. Florianópolis, Santa Catarina, Brazil, 2015.
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In relation to the length of time of venous puncture, in
days, in the occurrences of venous access loss, a statistical significant difference was not observed. In three occurrences, the
length of time of venous puncture was in one day; in two occurrences, the length of time was two days; in two occurrences,
the length of time was three days; and in two occurrences the
nursing team did not register the length of time of puncture.
In relation to the exchange of treatment of the venous
access, it was noted that 100% of the treatment exchanges
were performed every 72 hours, by mid-level nursing professionals, using alcoholic chlorhexidine 0.5% as an antiseptic.
And, in relation to the fixing of the catheter, five were fixed
with micropore and four with transparent film.
Regarding the site of venous puncture, in the occurrence
of venous access loss, it was observed that four punctures
were in the arm, three in the forearm, one in the antecubital
fossa, and one in the dorsum of the hand. In relation to the
coloration of the skin in the occurrence of loss of venous
access, five patients were observed with white skin color, two
patients with brown skin, and two patients with black skin.
Upon observing the occurrence environment of the loss
of venous access, it was found that in six occurrences the
serum medium was fixed on a wall and in three, the serum
medium was rotating. In relation to the type of venous infusion, it was perceived that in seven occurrences, the infusion
was continuous and in two the infusion was slow.
Concerning the solution infused in the venous access, the
presence of a physiological solution was observed in nine occurrences and antibiotics in four occurrences, and the absence of
the infusion of glucose solutions at 5, 10, and 50%; ringer; ringer
lactate; vasoactive drugs; antifungal and parenteral nutrition.
Upon observing the devices used in venous access, it was perceived that eight of them used intermediate extenders and one
used only equipment with a lateral injector. In relation to the
size of the catheter under the needle used for venipuncture,
eight were a 24 gauge and one was a 22 gauge.
In relation to the presence of the phlogistic signs, there
was a local pain in four occurrences and flushing in four occurrences. Phlebitis, fever, and purulent exudate were absent.

Occurrence of venous access of
Upon analyzing the instances of venous access infection, it was
observed that of the four instances of venous access infection,
the type of access was peripheral, and there was not an instance
of loss of central venous access in any of the observations.

In relation to the length of time of venous puncture
in days, in the instances of venous access infection, it was
observed that in two instances, the length of time of venous
puncture was one day, in one instance it was two days, and
in one instance, it was three days, showing the absence of
statistically significant difference.
Upon observing the frequency of exchange treatment of
the venous access, it was found that in 100% of the instances,
mid-level nursing professionals, using alcoholic chlorhexidine 0.5% as an antiseptic, performed the healing exchange
every 72 hours. In relation to the fixing of the catheter, one
was with micropore and three were with transparent film.
Concerning the site of venous puncture in the instance
of access infection, three punctures in the arm and one in
the forearm were observed. In relation to the skin coloring
in the instance of venous access infection, two patients were
observed with white skin, one patient with brown skin, and
one black patient.
Observing the environment where the venous access
infection occurred, it was found that in three instances the
serum medium was fixed on the wall, and in one the serum
medium was in rotation. In relation to the type of venous
infusion, it was perceived that in three instances the infusion
was continuous and in one the infusion was slow. Regarding
the solution infused in the venous access, the presence of a
physiological solution was observed in four instances and
an antibiotic solution was observed in one. And therefore
the infusion of glucose solutions at 5, 10, and 50%, ringer,
ringer lactate, vasoactive drugs, antifungal drugs, and parenteral nutrition were absent. By observing the devices used in
the venous access, it was perceived that three use intermediate extenders and only one used equipment with a lateral
injector. Concerning the catheters used in venipuncture, all
of them were of a 24 caliber.
Regarding the presence of the phlogistic signs, there was
local pain observed in four occurrences and flushing in four
occurrences. Phlebitis, fever, and purulent exudate were absent.
It was observed that there was a simultaneousness between
the loss of venous access and the occurrence of infection of
the venous access in four patients.

DISCUSSION
The average time of the patients’ hospitalization was 8.46 days.
According to the National Supplementary Health Agency
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(ANS), this data is an indicator of hospital performance, and
an average over 7.0 days of hospitalization in acute hospitals increases the risk of hospital infection. This same document indicates that some general hospitals, without teaching activities, reported an average of patient hospitalization
time between 3.5 and 6.4 days.11 However, in this TH, the
average length of hospitalization time was greater than indicated by ANS and greater than other general hospitals without teaching activities.
As such, we can consider that this prolonged hospitalization period is related to the characteristic of the
hospital being studied that develops teaching activities
and the specificity of treatment performed in clinical
surgery, in which the patients find themselves in particular moments that make up the surgical experience, like
the pre-, intra-, and post-operative periods.12 However, the
majority of patients were hospitalized for punctual and
surgical situations and a few days after surgery, patients
received discharge.
Regarding the index of occurrence of surgical AE, it
was observed that this was greater than a similar study, performed in three general public hospitals and teaching hospitals, which with the incidence of the 1,104 patients with
surgical AE was 3.5%.7
Among surgical AEs, SSI stands out in that it is contained in the scenario of hospital infections, defined as
any infection acquired after admission and manifested
during hospitalization or after discharge, when related
to hospitalization or hospital procedures.13 Even though
it was the most characteristic surgery, the incidence of
SSI in this study was small compared to another study
that obtained a prevalence index of 3.68% in a total of
2,203 patients. Nevertheless, a similarity in relation to
the classification of surgical risk was observed, and ASA
II was the most prevalent, just like in relation to the
characteristics of the patients who demonstrated low
education levels, were of the female sex, were an average age of 48 years, and were submitted to CVL and
Exploratory Laparotomy.14
The reasons for the interruption and complications
related to intravenous therapy could arise from various factors, including simultaneous occurrence, as was observed in
this study, just like in a study performed in 2011, which indicates the incidence of phlebitis in hospitalized adults were
on average five times higher than accepted by the Infusion
Nurses Society.15

In this study, the prevalent AE was the loss of the peripheral venous catheter, and it was found that of the nine losses,
four resulted from infection of the venous access. A study
performed in 2011, which involved 76 hospitalized patients
in an infirmary, observed the prevalence in the occurrence
of phlebitis in 25.8% of the patients with peripheral intravenous catheter, and of them, 40% showed clinical manifestations like pain, edema, and erythema. In this study, it was
possible to observe the clinical manifestations of pain and
erythema in four observations of venous access infection.
There were also similarities in relation to the intravenous
catheter dwell time, such that in both of the studies it was
less than or equal to 72 hours.15
There was not an occurrence of fall during the data
collection days; however, there is evidence in other studies of the frequency and relevance of this AE in the hospital and surgical sphere. A study performed in 2010 demonstrates that 10.7% of the record bulletins of AE are related
to falls, resulting in a monthly average of 2.6 falls,16 just like
in a study performed in 2014, which shows the occurrence
of 93.5% of falls in Inpatient Surgical Unit and 6.5% in the
Emergency Services.17
In this context, the nursing team has the fundamental
function in the prevention of AE in the Inpatient Surgical
Unit, highlighting the occurrence of SSI, as well as in the
reduction of complications related to peripheral venous
access, keeping in mind that this procedure is the responsibility of the nurse and affects the cutaneous integrity of
the patient, increasing the risk of infection. The prevention of infection related to the peripheral venous catheter
is, principally, the nursing team’s responsibility, reflecting
in the quality of assistance given and the security of the
patient in addition to reducing the length of hospitalization time and costs.18
One way to diminish the distance between ideal nursing
care and real nursing care is to work with health teams on
the occurrence of error and professional fault, taking this
opportunity to discuss and engage professionals in critical
thinking about the care actions and attitudes in relation to
their own errors or their colleagues errors, using the occurrences as a learning moment, and, in this way, avoiding new
errors related to the same cause.19
As such, it is essential to modify, in hospital environments, the way of accepting errors as individual mistakes
and encouraging the notification of errors. Equally important, assistance should centered on the patient, based on
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models that facilitate collaborative and interdisciplinary
work in teams.3
Concomitantly to this, it is necessary that institutions
and managers are committed to patient safety, establishing
it as guiding axis of their organization. However, its is fundamental to offer subsidies to direct care providers, looking
to understand the difficulties and challenges of assistance so
that effective communication between all levels of the hierarchy are possible, which allows for the confidence between
all of the professionals involved.19
The promotion of patient safety should be in line with
the an institutional and professional culture of security,
and it some changes must occur in hospital environments,
namely changing the idea of errors as personal failings to
understanding them as the cause of failings of the system;
changing the environment from one of punishment to a
culture in which error notification is stimulated; avoiding
secrecy, showing transparency; centralizing patient care
and not doctor care; not using care models based on individual and independent performance excellence, but rather
on care models performed by interdependent professional
teams, collaborators, and interdisciplinary workers; highlighting universal and reciprocal accountability, and not top
down accountability.3
In this way, the creation of a culture of patient safety
within health institutions allows for teams to feel more
secure in reporting the occurrence of AE incidents, because
it enables these changes.20
Still, a limitation of this study is in the data collection
period. To obtain more consistent and impactful data, the
length of time would need to be increased, resulting in
more evaluations.

CONCLUSION
It became evident that the presence of AE in the surgical
environment of this TH is relevant when compared to similar studies in which the incidence of occurrence of AE was
less than in this study. Among the events observed, the most
recurrent was venous access loss, followed by SSI and venous
access infection. It is interesting to highlight that there was
not an occurrence of falls in the data collection; however, it
is not possible to exclude the possibility of this occurrence in
a surgical inpatient unit, keeping in mind the reduced time
of data collection in this study.
The presence of AE in the Surgical Inpatient Unit demonstrates failures in the quality of assistance provided. Therefore,
after the occurrence, the EA should be analyzed to elucidate
the possible causes and allow for reflections and moments of
ongoing education for the health and nursing staff, aimed at
measures that promote the prevention and reduction of errors.
The promotion of a security culture should be established
among the professionals so that the notification of incidents,
errors, and AE, does not denote a punitive character about
the professional, but an understanding that the error is multifactorial and is not the responsibility of a single professional.
The main causes of EA occurrences should be investigated to make it possible to perform actions that are aimed
at its prevention, such as continuing education, appropriate
professional quantitative, devices and materials in excellent
condition, well-established routines, prepared clinical protocols, standard operating procedures that are easily accessible and consistent with the institutional reality, and an EA
notification tool that is available for the team.

REFERENCES
1. Pedreira MLG. Nursing interventions and outcomes to ensure
patient’s safety. Acta Paul Enferm. 2009;22(4):v-vi. [acesso
em 10 dez 2015]. Disponível em: http://www.scielo.br/
scielo.php?pid=S0103-21002009000400001&script=sci_
arttext&tlng=en
2. Organização Mundial de Saúde. Segundo desafio global para a
segurança do paciente: Cirurgias seguras salvam vidas. Rio de

Janeiro (RJ): Organização Pan-Americana da Saúde/Ministério da
Saúde/Agência Nacional de Vigilância Sanitária; 2009. [citado 2015
jun. 20]. Disponível em: http://bvsms.saude.gov.br/bvs/publicacoes/
seguranca_paciente_cirurgia_salva_manual.pdf
3. Brasil. Portaria nº 529, de 1º de abril de 2013: Institui o Programa
Nacional de Segurança do Paciente (PNSP). Diário Oficial da República
Federativa do Brasil, 02 abr. 2013. Seção 1.

| 152 |
Rev. SOBECC, São Paulo. JUL./SET. 2016; 21(3): 146-153

Adverse events in a hospital surgical unit

4. Brasil. Agência Nacional de Vigilância Sanitária. Investigação
de eventos adversos em serviços de saúde. Série Segurança do
paciente e qualidade em serviços de saúde. Brasília: ANVISA;
2013. [citado 2015 jun. 20]. Disponível em: http://www20.anvisa.
gov.br/segurancadopaciente/images/documentos/livros/Livro5InvestigacaoEventos.pdf
5. Bohomol E, Tartali JA. Adverse effects in surgical patients: knowledge
of the nursing professionals. Acta Paul Enferm. 2013;26(4):37681. [acesso em 19 set 2015]. Disponível em: http://www.scielo.
br/scielo.php?pid=S0103-21002013000400012&script=sci_arttext
&tlng=en
6.	Arboit EL, Silva LAA. Eventos adversos na enfermagem relacionados
ao dimensionamento de pessoal. Rev Enferm. 2012;8(8):128-39.
[acesso em 28 abr 2015]. Disponível em: http://www.revistas.fw.uri.
br/index.php/revistadeenfermagem/article/view/481/877
7. Moura MLO, Mendes W. Assessment of surgical adverse events in
Rio de Janeiro hospitals. Rev Bras Epidemiol. 2012;15(3):523-35.
[acesso em 20 jun 2015]. Disponível em: http://www.scielo.br/
scielo.php?pid=S1415-790X2012000300007&script=sci_arttext
&tlng=en
8. Carneiro FS. Eventos adversos na clínica cirúrgica de um hospital
universitário: instrumento de avaliação da qualidade. Rev Enferm.
2011;19(2):204-11. [acesso em 20 jun 2015]. Disponível em: http://
www.facenf.uerj.br/v19n2/v19n2a06.pdf
9. Oliveira AC, Braz NJ, Ribeiro MM. Incidência da infecção do sitio cirúrgico
em um hospital universitário. Cienc Cuid Saúde. 2007;6(4):486-93.
[acesso em 20 out 2015]. Disponível em: http://eduem.uem.br/ojs/
index.php/CiencCuidSaude/article/view/3685/2687
10. Masukawa II, Vieira GB, Klein TR. Boletim Epidemiológico – Serviço
de Controle de Infecção Hospitalar (SCIH/HU). 5º Título. Florianópolis
(SC); 2014.
11.	Agência nacional de saúde suplementar. Média de permanência
geral. Ministério da Saúde; 2013 [citado 2016 sep. 01]. Disponível
em: http://www.ans.gov.br/images/stories/prestadores/E-EFI
-05.pdf
12. Cheregatti AL. Enfermagem em clínica cirúrgica no pré e no pósoperatório. São Paulo (SP): Martinari; 2012.

13. Brasil. Portaria nº 930/MS, de 27 de agosto de 1992. Resolve expedir,
na forma de seus anexos, normas para o controle das infecções
hospitalares. Diário Oficial da República Federativa do Brasil, 04 set.
1992. Seção 1.
14.	Aguiar APL, Prado PR, Opitz SP, Vasconcelos SP, Faro ARMC. Fatores
associados à infecção do sitio cirúrgico em um hospital na Amazônia
ocidental brasileira. Rev SOBECC. 2012;17(3):60-70. [acesso em 20 jun
2015]. Disponível em: http://itpack31.itarget.com.br/uploads/snf/arquivos/
Ano17_n3_%20jul_set2012_(Fatores_associados_infeccao_de_sitio_
cirurgico_em_um_hospital_na_amazonia_ocidental_brasileira).pdf
15. Magerote NP, Lima MHM, Silva JB, Correia MDL, Secoli SR.
Associação entre flebite e retirada de cateteres intravenosos
periféricos. Texto Contexto - Enferm. 2011;20(3):486-92. [acesso
em 21 ago 2015]. Disponível em: http://www.scielo.br/scielo.
php?script=sci_arttext&pid=S0104-07072011000300009
16. Paiva MCMS, Paiva SAR, Barti HW, Campana AO. Caracterização das
quedas de pacientes segundo notificação em boletins de eventos
adversos. Rev Esc Enferm. 2010;44(1):134-8. [acesso em 21 ago 2015].
Disponível em: http://www.scielo.br/pdf/reeusp/v44n1/a19v44n1.pdf
17. Prates CG, Luzia MF, Ortolan MR, Neves CM, Bueno ALM, Guimarães
F. Quedas em adultos hospitalizados: incidência e características
desses eventos. Cienc Cuid Saúde. 2014;13(1):74-81. [acesso em 10
dez 2015]. Disponível em: http://www.periodicos.uem.br/ojs/index.
php/CiencCuidSaude/article/view/20728/pdf_115
18. Mendonça KM, Neves HCC, Barbosa DFS, Souza ACS, Tipple AFV,
Prado MA. Atuação da enfermagem na prevenção e controle de
infecção de corrente sanguínea relacionada ao cateter. Rev Enferm.
2011;19(2):330-33. [acesso em 20 jun 2015]. Disponível em: http://
www.facenf.uerj.br/v19n2/v19n2a26.pdf
19. Paese F, Dal Sasso GTM. Patient safety culture in primary health
care. Texto Contexto - Enferm. 2013;22(2):302-10. [acesso
em 21 ago 2015]. Disponível em: http://www.scielo.br/scielo.
php?pid=S0104-07072013000200005&script=sci_arttext&tlng=en
20.	Nascimento CCP, Toffoletto MC, Gonçalves LA, Freitas WG, Padilha
KG. Indicators of healthcare results: analysis of adverse events
during hospital stays. Rev Latino-am Enfermagem. 2008;16(4):74651. [acesso em 21 ago 2015]. Disponível em: http://www.scielo.br/
scielo.php?script=sci_arttext&pid=S0104-11692008000400015

| 153 |
Rev. SOBECC, São Paulo. JUL./SET. 2016; 21(3): 146-153

