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Barriers to patient safety incident reporting by Brazilian health 
professionals: an integrative review

Abstract  An integrative review was performed 
to identify and analyze national studies on bar-
riers to patient safety incident reporting by health 
professionals within Brazilian health services. A 
search in the Virtual Health Library (BVS) Por-
tal, PubMed and Web of Science was performed 
in January 2017 for papers published in the last 
ten years. One thousand and seven publications 
were identified and, following application of in-
clusion and exclusion criteria, eight papers were 
analyzed, five of which were qualitative and three 
quantitative. All research was conducted in hos-
pitals, exclusively with nursing professionals, and 
75% was conducted in Southeast Brazil. Most 
studies showed an under-reporting of incidents, 
and the main reasons were fear about reporting, 
reporting focused on more severe incidents, lack of 
knowledge about the subject or how to report and, 
registered nurse-centered reporting. While study 
of this theme is still incipient in Brazil, this review 
found important weaknesses in the process and 
barriers to incident reporting by professionals, 
revealing a need for encouraging their participa-
tion, eliminating or reducing such barriers with a 
view to strengthening patient safety.
Key words  Patient safety, Adverse event, Repor-
ting, Health information system, Risk manage-
ment
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Introduction

Since the publication of the To err is human re-
port of the US Institute of Medicine1 in 1999, 
the issue of patient safety has gained prominence 
worldwide, as it revealed the death of approxi-
mately 100,000 patients per year due to adverse 
events (AE) in US hospitals, with a higher mor-
tality than that attributed to HIV, breast cancer 
and trampling. After this publication, other stu-
dies were added, pointing out that 1 in 8 to 10 
hospitalized patients suffered some unnecessary 
harm2,3. In Brazil, the reality is similar, since a 
7.6% incidence of AE was found in hospitalized 
patients4.

Data on the occurrence of healthcare-related 
AEs do not suggest that the professionals inten-
ded to cause harm to patients, but that they work 
in a system that does not prioritize their safety5,6. 
Currently, it is known that AEs’ main contribu-
ting factors are failures and weaknesses in the 
health care system and processes7,8, which must 
be improved.

In this context, the occurrence of AEs or pa-
tient safety incidents should lead to learning and 
implementation of measures aimed at avoiding 
similar events and consequently increasing the 
safety of patients1,7,9-12, as well as that of heal-
th professionals. According to the International 
Classification for Patient Safety, the incident is 
conceptualized as an event or circumstance that 
could result, or resulted in unnecessary harm to 
the patient, while AE is an incident that results in 
harm to a patient13.

One of the strategies considered by various 
countries and health organizations to improve 
patient safety is the reporting of AEs by health 
professionals or, more broadly, patient safe-
ty incidents using incident reporting systems 
(IRS)14. These systems can be computerized or 
not5,15, and local system consists of recording or 
reporting the occurrence of these events to the 
department responsible in the health service, ge-
nerally to risk management or to the quality de-
partment10. In Brazil, as of 2013, this notification 
by professionals has occurred to patient safety 
core16. Such reporting can contribute to learning 
from weaknesses and to systemic changes in the 
prevention of similar incidents1,5,7,11. In this set-
ting, health professionals are the best sources of 
knowledge for understanding the risks related to 
health care and true errors5.

	 In Brazil, incident reporting is indicated 
by Brazilian health regulation as an important 
patient safety tool16 and promoted by the Natio-

nal Patient Safety Program, which emphasizes 
that professionals, in a context of patient safety 
culture, are encouraged to identify and report se-
curity-related issues17.

However, the underreporting of incidents 
by professionals is an important limitation to 
IRSs5,10,18,19. Besides being high, underreporting 
is pointed out because of several barriers per-
ceived by health professionals. International stu-
dies point out as main barriers: time required to 
report, fear of the consequences of their repor-
ting6,10,12; lack of feedback, uncertainty about 
what to report6,12,18 and because reports often 
do not lead to positive changes6,7,18,20. Although 
underreporting of incidents is well described in 
the literature, knowing the factors or reasons that 
cause Brazilian professionals not to do so is po-
orly explored and is important for the adoption 
of specific strategies that improve the reporting 
process. Thus, the following objective was de-
fined: to identify and analyze national studies on 
barriers to patient safety incident reporting by 
professionals in the context of Brazilian health 
services.

Methods

An integrative review of the literature was car-
ried out from national studies that addressed the 
theme ‘barriers to patient safety incident repor-
ting by health professionals’ in Brazilian health 
services.

This research method is focused on a broad 
literature review21 and allows the inclusion of 
primary studies of several methodologies that 
are both quantitative and qualitative22, and is 
structured in six steps for its accomplishment: 1. 
Identifying the theme and defining the guiding 
question; 2. Establishing inclusion and exclusion 
criteria; 3. Defining the information to be extrac-
ted from the studies and categorizing the studies; 
4. Evaluating included studies; 5. Interpreting the 
results; 6. Showing the review and the synthesis 
of the content obtained21. These steps were adop-
ted in this study.

The question that guided this review was: 
what are the reasons pointed out by Brazilian 
health professionals for non-reporting patient 
safety incidents?

The search was performed in October 2016 
and was reviewed in January 2017, in the data-
bases of the Virtual Health Library Portal (BVS), 
PubMed and Web of Science, using the search 
strategy shown in Table 1. Initially, all identi-
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fied studies were evaluated through the analysis 
of titles and abstracts. In studies where title and 
abstract reading was not sufficient for the appli-
cation of the inclusion and exclusion criteria, the 
entire publication was read.

Inclusion criteria were publications that ad-
dressed barriers to patient safety incidents repor-
ting by health professionals in Brazilian health 
services from the perspective of these professio-
nals; published in the last ten years, i.e. from 2007 
to 2016; and in Portuguese, English or Spanish. 
We excluded studies that did not meet the pre-
vious requirements, were performed in health 
services outside Brazil, those that did not address 
the research topic and duplicated papers. The 
flowchart for selecting the studies of this integra-
tive review is shown in Figure 1.

A data collection tool was prepared and in-
cluded the following selected information for 
analysis of the papers included: 1) authors, 2) 
year of publication, 3) title, 4) type of incident 
and its definition, 5) city or state of services se-
arched 6) context or type of service, 7) partici-
pating professionals, 8) database in which the 
publication was identified, 9) methods, 10) ob-
jective, 11) Main results regarding the barriers 
to incident reporting, and 12) authors’ proposals 
or recommendations. The selected papers were 
double-read in their entirety and extracted the 
information cited above, which were organized 

in the respective categories shown in Charts 2 
and 3, by realm of analysis, in ascending order of 
publication.

The analysis and interpretation of the infor-
mation collected in each paper were carried out, 
which was then shown and discussed in seven 
main themes: Characterization of papers inclu-
ded in the integrative review; Context in which 
the studies were carried out; Objectives of the 
studies; Concept of patient safety incident; Un-
derreporting in the context of the hospitals stu-
died; Barriers to patient safety incident repor-
ting; Fear and punitive culture in the context of 
health services; and Recommendations of papers 
regarding incident reporting.

Results and discussion

In all, 1,007 publications were identified in the 
electronic databases, including duplications and, 
after reading titles, abstracts and exclusion of du-
plications, 41 were selected for full-text reading. 
Of these, eight papers that met the inclusion and 
exclusion criteria previously established were in-
cluded in this review. Table 1 shows the number 
of papers identified in each database, and Figure 
1 shows the selection flowchart of the integrative 
review studies.

Table 1. Search strategy.

Base Terms
Number of 

publications
Studies 

included

BVS  (((“incident#” OR err# OR “adverse event#” OR “patient safety” OR 
“segurança do paciente” OR “evento adverso” OR “eventos adversos” OR 
“err#”) AND (notifica# OR registro OR comunic# OR communic# OR 
inform# OR report# OR subnotificação OR underreport# OR under-
report# OR “gerenciamento de risco” OR “risk management”))) AND 
País de afiliação: Brasil

357 7

Pubmed ((“adverse events” OR “adverse event” OR “incident” OR error OR 
“Medication Errors”[Mesh]) AND (report OR reporting OR notification 
OR underreporting OR under-reporting OR “incident reporting 
system” OR “incident reporting” OR “communication”[MeSH Terms] 
OR “communication”)) AND ((“brazil”[MeSH Terms] OR “brazil” OR 
brazilian OR brasil))

467 3

Web of 
Science

((“adverse events” OR “adverse event” OR “incident” OR error OR 
“Medication Errors”) AND (report OR reporting OR notification OR 
underreporting OR under-reporting OR “incident reporting system” OR 
“incident reporting” OR “communication”)) AND ((“brazil”OR “brazil” 
OR brazilian OR brasil))

183 1

Source: Authors (2017).
Caption: BVS - Virtual Health Library Portal.
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Characterization of papers included 
in the integrative review

Only eight papers on this topic have been 
identified in the last 10 years, revealing that pu-
blishing studies on barriers to incident reporting, 
from the point of view of health professionals is 
still incipient in Brazil. In the period studied, the 
publications occurred between 2007 and 2015, 
with the highest concentration found in 2011 
and 2013.

Regarding the methodology of the study, 
most (n = 5) adopted a qualitative methodo-
logical approach, performing semi-structured 
interviews23-27. Three studies used quantitative 
methodology through the application of ques-
tionnaires28-30. Both approaches, namely, the qua-
litative, studying the complexity of phenomena, 
facts and processes, and the quantitative, with the 
objectivity of data, indicators and trends, should 
be perceived as complementary methodolo-
gies31,32 and capable of bringing better knowledge 
about reality. In the context of incident reporting, 

qualitative and quantitative research should be 
encouraged as it contributes to a better unders-
tanding of this process relevant to patient safety.

Context in which the studies were 
carried out

Six (75%) studies were carried out in the 
Southeast region,23,26-30 and the other studies con-
ducted in the Northeast24 and Southern Brazil25. 
This result may be a reflection of the greater con-
centration of hospital services in this region33, 
and that the large centers still concentrate most 
of research investments and, consequently, most 
of the publications.

All studies were performed in hospitals, and 
three had more than one hospital in their sam-
ple27,29,30. The reviewed studies included public 
and private hospitals and one university hospital.

In general, patient safety investigations are 
hospital-centered8, although most health care is 
conducted in primary health care. This setting 
is expected, since hospital care is more complex 
and high-risk34. Another aspect is that incident 
reporting is still a practice most common in hos-
pitals, and therefore, there is little experience out-
side this level of health care, which may explain 
the fact that no studies were found to analyze the 
barriers to incident reporting outside the hos-
pital environment. Marchon et al.35 studied the 
occurrence of AE in primary health care of the 
State of Rio de Janeiro, but the research aimed to 
identify the profile of these occurrences and their 
contributing factors, not the possible barriers to 
their reporting.

The eight papers studied the subject exclu-
sively with nurses or nursing staff, and in all, 346 
nursing professionals composed the participants 
of the surveys included in this review, five of 
which included only nurses in their sample. In 
Brazil and in other countries, incident report-
ing is nurse-centered and, consequently, these 
professionals report more incidents than other 
categories5,15,29,36-38. These results express the need 
to include other categories of health profession-
als in research on the subject, among them the 
Brazilian physicians, who are an important por-
tion of professionals in this area. In addition, all 
professionals working in health services must 
be reached through awareness-raising strategies 
on the importance of their participation in the 
incident reporting process, favoring reduced un-
derreporting and the involvement of the various 
hierarchical levels and professional categories in 
the movement for patient safety.

Figure 1. Flowchart of selection of studies of 
integrative literature review.

Source: Authors (2017).
Caption: BVS - Virtual Health Library Portal.
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Study objectives

The objectives of the included studies fo-
cused on evaluating the knowledge of the nurs-
ing team about the subject of AE, error or AEs 
reporting28,30, to know the conduct or opinion of 
professionals in the event of an AE23,28, while oth-
ers sought to understand or analyze the incident 
reporting process or system24,29 or in a broad-
er scope, risk management25,27. Although Paiva 
et al.26 sought to understand the nursing team’s 
motivation for reporting AEs, and this process 
was reportedly positive among participants, re-
searchers also identified possible hindrance to 
reporting, such as nurse-centered reporting, seen 
as making it difficult for other professionals to 
assume this responsibility, as well as the fear of 
reporting, cited by some participants.

Concept of patient safety incident
	
Two papers addressed the term “error”, one 

specifically about medication error28, while the 
other used the terms “error” and “AE” as syn-
onyms23. Among the six papers that quoted AE 
in the approach with participating professionals, 
only three defined it as an incident or event that 
caused harm to the patient23,24,26, similar to the 
definition of the Conceptual Framework for the 
International Classification for Patient Safety13, 
published in 2009 by the World Health Orga-
nization (WHO) and encouraged for the stan-
dardization of taxonomy in this area. Only the 
most recently published study approached with 
professionals the term patient safety incident, in 
the context of risk management27, considered a 
broader concept, since it includes, in addition 
to AEs, incidents that did not cause harm to pa-
tients, but which show important opportunities 
for improvement and patient safety5.

Underreporting in the context of the 
hospitals studied

In most studies (87.5%), participating pro-
fessionals expressed the existence of underre-
porting of AEs or errors in the hospitals in which 
they worked23-25,27-30. Analyzing together the re-
sults of the two quantitative studies, 70.2% of the 
159 participating professionals reported under-
reporting at their institution28,29. These results are 
compatible with several publications on the sub-
ject, both national and international5,6,12,18-20,39,40, 
reinforcing the need to know the main reasons 
that contribute to this fact.

Barriers to patient safety incident reporting

The fear in report incidents and AEs was 
reported by participants in five (62.5%) of the 
eight studies included in this review25-29, in agree-
ment with other national and international pub-
lications6,10,12,40. Although fear was reported in the 
study by Paiva et al.26, authors realized that the 
punishment culture was in transition and profes-
sionals believed in the non-punitive purpose of 
the reporting. In the study by Bohomol and Ra-
mos28, 70.1% of professionals reported that some 
medication errors are not reported because the 
nursing professional fears of the reaction by re-
sponsible nurses or other work colleagues. Leitão 
et al.24 do not explicitly report the fear among 
the results found, but the identification of un-
derreporting and punitive culture in force in the 
occurrence of errors or events allowed authors 
to infer that fear can permeate the decision of 
whether to report the incidents or not.

In the study by Claro et al.29, 115 reasons were 
identified for the occurrence of underreporting, 
with an average of 2.3 reasons per participant. 
The most cited were work overload (25.2%), 
forgetfulness (22.6%) and non-valuation of AEs 
(20%) and 27% reported a feeling of fear or 
shame among professionals, also found in the lit-
erature review conducted by Pfeiffer et al.18.

Incidents considered by professionals to be 
less serious, or which have non-immediate or 
milder consequences to patients are less report-
ed, according to three studies23,24,28. While oc-
curring more frequently in health care, no harm 
incidents or less severe are cited as less reported 
by researchers in the area,5,41 evidencing that the 
rationale of reporting is inverse to the occurrence 
of incidents. However, reporting no harm inci-
dents or those with milder harm is relevant to in-
creasing patient safety5 and must be encouraged.

The lack of knowledge about AE or how to 
make reports was also identified in three studies 
(37.5%)24,25,30, a similar situation similar to that 
found in an international literature review18, 
showing the need to make clear to professionals 
what, how and where to report. However, it is 
even more crucial that these professionals believe 
in the importance of this action, which depends 
on the evidence of efforts made for improve-
ments from the reporting.

Hierarchization of the reporting process 
was identified in four studies (50%), in which 
nurses were designated as responsible for re-
porting25,26,29,30, while one study found that nurs-
es reported AEs to the nursing coordination or 
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management, although a form for reporting to 
risk management24 was available. Authors see this 
as a hindrance that hampers the nursing team 
and other professionals’ active participation in 
the reporting process26.

The lack of time to report and work overload 
were also cited in studies by Claro et al.29 and 
Siqueira et al.27, as well as by other authors and 
research in this area6,18,19,39,42.

These results point to the importance of 
making reporting easy43, unbureaucratized and 
hierarchy-free, otherwise professionals tend to 
omit the occurrence of incidents5,12. Not least 
important, but little explored, the under-dimen-
sioning of the care team must be evaluated and 
solved, since it contributes to underreporting27,29 
and can negatively impact patient safety27,44.

In addition to the reasons found in this inte-
grative review, the lack of feedback to the report-
ers12,18,20, the lack of incentive to professionals to 
make them report12, and also because the report-
ing does not often lead to positive changes5-7,18,20 
are also shown by international studies as hurdles 
to professionals reporting incidents which ulti-
mately result in underreporting.

Punitive culture in the context 
of health services

The punitive culture regarding the occur-
rence of the error or incident in the hospital 
context, in addition to the fear reported by the 
professionals about reporting safety incidents 
was found in four studies (50%)24,25,27,29. Paiva et 
al.26 referred to the punitive culture as being in 
the transition stage. In the study by Claro et al.29, 
74.3% of professionals reported that punishment 
occurs for the occurrence of AEs. Leitão et al.24 
shows as a worrying result the observation that 
punitive culture still prevails in the presence of 
errors and AEs.

A Brazilian study carried out in three hospi-
tals, which aimed to analyze the reporting of AEs 
from the perspective of nursing professionals, 
found that, for 45.5% of the participating pro-
fessionals, the reporting of AEs led to punitive 
measures for professionals involved in the occur-
rence42, agreeing with the findings of this review 
that punitive culture still permeates the incident 
reporting process. It is important to emphasize 
that the history of punishment of professionals 
for these events only contributes to the consoli-
dation of punitive culture, besides favoring feel-
ings of guilt and shame thereof45.

Initially, Patient Safety pledged its efforts to 

improve care processes and generate a culture of 
not blaming professionals. There is now a greater 
understanding of the need to balance “non-ac-
countability” in cases of slips and failures, with 
an accountability approach to careless, inconve-
nient and failing professionals regarding basic 
rules of safety and quality5.

Unfortunately, the academic training of phy-
sicians and nurses, which, according to Carvalho 
and Vieira46, reinforces the imaginary that the 
work done by these professionals is error-free, 
conveys a message that such errors are unaccept-
able. In this setting, errors are seen as lack of care, 
attention or knowledge. If the culture of services 
is based on blame for the occurrence of an AE, 
this may result in the lack of knowledge of im-
portant information about these events, thus not 
allowing the construction of a culture that pri-
oritizes safety24,40. It is important to emphasize 
that the search for guilty people and the punish-
ment of these professionals have no impact on 
the reduction of AEs and the implementation of 
strategies to prevent them26. Wachter5 states that 
the fundamental foundation of patient safety re-
mains the confidence that professionals can have 
in communicating errors and that this leads to 
improvements. The same author advocates the 
need for a just culture, defined as an atmosphere 
of trust in which people are encouraged to com-
municate information essential to patient safety, 
but, on the other hand, affirms that professionals 
must clearly know the limit between an accept-
able and unacceptable behavior. James Reason47 
stresses that less should be focused on trying to 
perfect human behavior and invest efforts in 
making the organization safer. Assuming that 
professionals err and will continue to do so, it is 
necessary to improve the organization of systems 
to reduce the likelihood of errors and incidents1 
and to promote learning when they occur.

Papers’ recommendations for incident 
reporting

A contour in the recommendations made by 
the authors of the papers, to emphasize those 
related to the reporting process of patient safety 
incidents, point out that overcoming the punitive 
culture29,30, encouraging reporting24,28, investing 
in professional training and awareness on the 
subject28,29 and implementing actions to reduce 
the occurrence of AEs24,30 were prevalent among 
the authors. It was also recommended expand-
ing studies on this theme24,29 which, according to 
Leitão et al.24, must be disseminated in order to 
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contribute to the promotion of “reflections and 
workers behavioral changes, structural changes 
in services and new health policies geared to pa-
tient safety”, including during professional train-
ing30.

Conclusion

This is the first integrative review of Brazilian 
published literature on barriers to patient safety 
incident reporting by health professionals. Due 
to the small number of studies produced and 
published during the review period, the overview 
on the main barriers that contribute to the un-
derreporting of AEs or patient safety incidents 
in Brazil is limited. However, if this review does 
not make it possible to generalize study findings 
across the country, they are in line with the inter-
national literature on the subject.

The study of this subject in Brazil is restricted 
to the nursing area, evidencing the need to ex-
tend it, including other professional categories, 
because patient safety is a multi-professional 
theme and requires an integrated effort.

In summary, fear or worry are an important 
barrier to reporting, confirming the findings of 
other studies and publications of organizations 
and researchers of references in the area. We 
highlight the importance of working with a just 
culture in the face of the occurrence of incidents, 
which considers professional accountability, but 
which aims to identify weaknesses or failures in 
the system and not in the performance of pro-

fessionals, to strengthen the safety of patients 
attended in health services. In addition, it is nec-
essary to make clear to professionals important 
aspects related to the reporting, such as: what, 
how and where to report incidents; and making 
efforts to make reporting easier and less bureau-
cratic, encouraging them to participate in this 
important process.

There are few published studies on the topic 
at the national level, evidencing a gap to be filled 
with studies in other regions of the country, since 
most of the included studies were carried out in 
health services in the Southeast of the country. 
This reveals the need and importance of encour-
aging and supporting research on this theme in 
other regions of the country, allowing a broader 
and more representative diagnosis, since the de-
velopment of research in this area has the poten-
tial to promote greater discussion about the rel-
evance of incident reporting, with the objective 
of strengthening patient safety in health services. 
The expectation is that this more in-depth and 
comprehensive understanding will lead to the 
implementation of strategies to encourage re-
porting and participation of professionals in this 
process. In the face of barriers and the reasons 
given by professionals for non-reporting, all ef-
forts should be undertaken by the health services 
organization to sensitize professionals to report 
incidents and, more importantly, they should 
feel safe and be recognized in this participation 
and realize that reporting is worthwhile, since 
this information should provide and contribute 
to strengthening patient safety in health services.
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ipated in the design, methods and final writing 
of the paper.
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