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Objective: to identify the available evidence in the scientific literature about factors that interfere in patient safety in 
urgency and emergency services. Method: integrative literature review performed according to the following steps: 
identification of the theme and guiding question; establishment of inclusion and exclusion criteria for the study; 
search in the literature for primary studies; evaluation of the sample of studies included in the review, with data 
extraction; interpretation of results and presentation. Results: 1,449 publications were selected, which, after applying 
the inclusion criteria and detailed reading, comprised a set of eight publications. The texts revealed different 
aspects that influence patient safety in urgency and emergency services, categorized according to the content 
analysis technique: organizational factors; team communication failures and weaknesses in the medication process. 
Conclusion: multiple factors interfere in patient safety in the emergency environment, highlighting the moderate 
number of patients and work overload.

Descriptors: Patient Safety. Emergency Service, Hospital. Nursing.

Objetivo: identificar evidências disponíveis na literatura científica acerca de fatores que interferem na segurança 
do paciente em serviços de urgência e emergência. Método: revisão integrativa da literatura realizada conforme 
as etapas: identificação do tema e questão norteadora; estabelecimento de critérios de inclusão e exclusão para 
os estudos; busca na literatura de estudos primários; avaliação da amostra de estudos incluídos na revisão, com 
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extração de dados; interpretação dos resultados e apresentação. Resultados: foram selecionadas 1.449 publicações 
que, após aplicação dos critérios de inclusão e leitura detalhada, compuseram um conjunto de oito publicações. Nos 
textos foram identificados diferentes aspectos que influenciam a segurança do paciente nos serviços de urgência e 
emergência, os quais foram categorizados de acordo com a técnica análise de conteúdo: fatores organizacionais; 
falhas na comunicação da equipe e fragilidades no processo de medicação. Conclusão: múltiplos fatores interferem 
na segurança do paciente no ambiente emergencial, destacando-se o moderado número de pacientes e a sobrecarga 
de trabalho.

Descritores: Segurança do Paciente. Serviço Hospitalar de Emergência. Enfermagem.

Objetivo: identificar la evidencia disponible en la literatura científica acerca de los factores que interfieren en la 
seguridad del paciente en los servicios de urgencia y emergencia. Método: revisión integradora de la literatura 
realizada de acuerdo con los siguientes pasos: identificación del tema y de la pregunta orientadora; establecimiento 
de los criterios de inclusión y exclusión para el estudio; búsqueda en la literatura de los estudios primarios; 
evaluación de la muestra de los estudios incluidos en la revisión, con extracción de datos; interpretación de los 
resultados y presentación. Resultados: se seleccionaron 1.449 publicaciones que, después de aplicar los criterios de 
inclusión y lectura detallada, compusieron un conjunto de ocho publicaciones. En los textos, fueron identificados 
diferentes aspectos que influyen en la seguridad del paciente en los servicios de urgencia y emergencia, que fueron 
clasificados de acuerdo con la técnica de análisis de contenido: factores organizativos; comunicación falla del 
equipo y debilidades en el proceso de medicación. Conclusión: múltiples factores interfieren en la seguridad de los 
pacientes en situación de urgencia, destacando el número moderado de pacientes y la sobrecarga de trabajo.

Descriptores: Seguridad del Paciente. Servicio de Urgencia en Hospital. Enfermería.

Introduction

Patient safety is currently considered by 

professionals in the area as a topic relevant to 

health practices, in order to avoid, prevent and/or 

mitigate risks and adverse events (AE) in patients 

at all care levels(1). In this way, healthcare world 

organizations have approached safety as a direct 

component of care quality(2).

According to the World Health Organization 

(WHO), millions of patients suffer annually 

disabling injuries that result from errors in during 

health care(3). In developed countries, one in 

every ten patients suffer some type of adverse 

event (AE) in hospital environments(3-4). In Brazil, 

the Ministry of Health (MH) mentions that in 10% 

of recorded AE, 50% would be avoidable. Some 

of the most frequently reported events include 

clinical and surgical complications, falls from 

bed, medication errors and infections(5).

Adverse events are often associated with 

the individual human error(6). However, in the 

scenario of urgencies/emergencies, working 

conditions, such as overcrowding of patients, 

high work load, interruptions in the care process 

and simultaneous management of multiple tasks 

should also be considered as error-triggering 

factors(7-9), which increase the complexity of the 

activities whose situations predispose to risks of 

adverse events(10).

Aiming to contribute to actions for patient 

safety promotion in Brazil, in 2013, the 

National Program for Patient Safety (PNSP) was 

established through Decree n. 529/2013 of MH 

and Resolution of the Board (DRC) n. 36/2013, 

which established actions for patient safety in 

health services, through the deployment of 

protocols, Centers for Patient Safety (NSP) and 

systems of notifications of AE(3).

In urgency and emergency services, there are 

situations that require professionals’ fast clinical 

reasoning and safe decision-making(11). These 

events, coupled to the rigidity of care protocols, 

expose professionals to stressful situations that 

can result in deficits in the quality of emergency 

care(12). In this aspect, the literature indicates 

that 50% of adverse events would be avoidable. 

Those most frequently occurring in emergency 

units can be prevented(13).

Considering the importance of systematic 

review studies, which are important instruments 

in the health area, once they synthesize the 
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researches on certain topic and are a method 

relevant to evidence-based practice(14), the 

guiding question was: “What factors influence 

patient safety in urgency and emergency services?”

This study aims to identify the scientific 

evidence available in the literature about factors 

that interfere in patient safety in urgency and 

emergency services.

Method

Integrative literature review (ILR) performed 

according to the steps proposed by a study(15) 

presenting research method to incorporate 

evidence in health and nursing, which are: 

identification of the theme and the guiding 

question, establishment of inclusion and 

exclusion criteria for studies, literature search 

for primary studies, evaluation of the sample of 

studies included in the review with data extraction, 

interpretation of results and presentation of the 

ILR. For the elaboration of the guiding question, 

the PCC strategy was used, an acronym for the 

terms “population”, “concept” and “context”(16).

The searches for publications were conducted 

at the databases Scientific Electronic Library 

Online (SciELO), Latin-American and Caribbean 

Literature in Health Sciences (LILACS), Library of 

Medicine National Institute of Health (PubMed), 

SciVerse Scopus (Scopus), Cumulative Index to 

Nursing and Allied Health Literature (CINAHL) 

and Web of Science, through the combination 

of the controlled descriptors, selected from the 

database of Health Sciences Descriptors (DeCS), 

Medical Subject Headings (MeSH Database) and 

Cumulative Index to Nursing and Allied Health 

Literature (CINAHL), namely: “segurança do 

paciente”, “serviço hospitalar de emergência”, 

“patient safety” and “emergency service”. At all 

bases, the descriptors were combined with the 

Boolean operator “AND”.

The inclusion criteria were: primary study, 

addressing factors that influence patient safety 

in healthcare context of urgency and emergency 

services, published in Portuguese, Spanish or 

English, in the period from 2013 to 2017 (five 

years). There was exclusion of primary studies 

with less than 80% of statements in the checklist 

proposed by Caldwell, Henshaw and Taylor, 

used to assess the quantitative and qualitative 

work in terms of produced structure, which uses 

resources that are common to both the research 

methodologies and those that differ them(17).

Articles from the following modalities were 

excluded: literature review articles, experience 

reports, reflective articles, editorial, case study 

and repeated articles. After reading titles and 

abstracts, publications that did not address the 

study theme and/or duplicated were excluded. 

Furthermore, the selected articles were analyzed 

through a checklist(17). Primary studies were 

excluded if they had less than 80% of affirmative 

answers in the instrument.

Data extraction used an instrument adapted 

and validated for Brazil(18). Then, the data were 

categorized according to the thematic content 

analysis technique(19), which consists of the 

following stages: pre-analysis, consisting of the 

floating reading and familiarization with the 

selected texts; exploration of the material, with 

identification of meaning and categorization 

cores, as similarities in the findings; and treatment 

and inference/interpretation of the results, in 

order to answer the research question and the 

study objective.

In relation to ethical aspects, there was no 

need for submission to the Permanent Human 

Research Ethics Committee (PHREC).

Results

The search returned 1,449 publications, 

which, after the application of inclusion and 

exclusion criteria, detailed reading of the titles, 

abstracts and full texts, comprised a set of eight 

publications, as seen in Figure 1.
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Figure 1 – Flowchart of selection of primary studies according to the databases

Source: Created by the authors.

Regarding the language, most articles (n=5) 

were published in countries with predominance 

of English language, a fact that denotes the 

scarcity of publications concerning the topic in 

the Latin American context. Another important 

fact is that, among the selected articles, five 

were at the CINAHL database.

Concerning the type of research, six 

used quantitative approach, four used 

qualitative approach and none used quali-

quantitative approach or mixed methods. 

Chart 1 shows the main information 

extracted from articles.
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Chart 1 – Synthesis of primary studies included in the ILR (n=8)

Year/
Country/
Database

Title of the 
article

Objective Main results Conclusions

2014

Belgium

CINAHL

The number 
of patients 
simultaneously 
present at the 
emergency 
department as 
an indicator 
of unsafe 
waiting times: 
a receiver 
operated 
curve-based 
evaluation(20)

To investigate 
whether 
the number 
of patients 
simultaneously 
present at the 
ED might be 
an indicator of 
unsafe waiting 
and at what 
threshold 
hospital-wide 
measures to 
improve patient 
outflow could 
be justified

The results were evaluated 
according to the Emergency 
Severity Index (ESI), which 
indicates the maximum 
waiting time for patients 
classified with scores ESI 1 
and ESI 2, respectively, 
10 minutes and 30 minutes. 
The average waiting time 
was 5 minutes for more 
severe patients and 12 
minutes for less severe 
patients.

The number of 
patients in the 
emergency units is a 
moderate indicator 
of unsafety; 
Future initiatives 
to improve safe 
waiting times 
should not focus on 
the occupancy rate, 
but include other 
factors that affect 
waiting times.

2015

Swiss

CINAHL

Contributing 
factors to errors 
in Swedish 
emergency 
departments(21)

To describe 
factors that 
contribute to 
the occurrence 
of errors in 
emergency 
services in 
Sweden.

There were errors in 
the care planning and/
or accomplishment, lack 
of supervision, failures 
in the work routine, 
errors in communication 
between professionals, 
lack of teamwork, high 
workload and difficulty in 
communicating with the 
patient. In addition, due to 
the lack of decision support 
and poor routine, there 
are errors in the screening, 
difficulty in flow with 
external systems, access and 
administration.

Errors in emergency 
services are 
multifactorial, 
including 
organizational 
and teamwork 
failures. Human 
factors were mainly 
related to diagnostic 
procedures and 
human behavior.

2014

Canada

CINAHL

Detection and 
correction of 
prescription 
errors by an 
emergency 
department 
pharmacy 
service(22)

To describe 
the frequency 
and type of 
prescription 
errors detected 
by pharmacists 
in emergency 
services; and 
to determine 
the proportion 
of avoidable 
errors and 
the factors 
associated with 
prescription 
errors.

There were errors in 3.2% 
of the prescriptions. Among 
the types of errors, the 
following stand out: errors in 
dosage (28.3%), incomplete 
prescription (27.3%); wrong 
frequency (15.2%); wrong 
drug (11.1%); wrong route 
(1.0%) and others (17.2%). 
Pharmacists corrected most 
prescriptions with errors.

Errors are more 
likely to be 
identified in 
prescriptions for 
older patients, 
those with multiple 
medications  
and/or prescribed 
by emergency 
residents.

(continued)
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Chart 1 – Synthesis of primary studies included in the ILR (n=8)

Year/
Country/
Database

Title of the 
article

Objective Main results Conclusions

2014

Australia

CINAHL

Complexities 
of medicines 
safety: 
communicating 
about 
managing 
medicines 
at transition 
points of 
care across 
emergency 
departments 
and medical 
wards(23)

To explore 
how healthcare 
professionals, 
patients and 
family members 
communicate 
about drug 
management at 
care transition 
points in two 
Australian 
public hospitals.

Four categories: (1) Contextual 
Care Environment: disorganized 
environment and constant 
interruptions in the Emergency 
Unit affected communication 
between patient/family and 
team; (2) Care responsibilities: 
little attention to patients due 
to emergency care, delay 
and/or non-administration 
of medications or self-
administration without the 
team’s knowledge; (3) 
Awareness of responsibility 
for safety: lack of information 
on the use of medicines 
during assistance moments; 
(4) Interprofessional 
communication: in care 
transition, information was not 
transmitted accurately.

Drug errors are 
common at care 
transition points. 
Drug management 
at transition 
points involves a 
complex interaction 
of resources. 
This interaction 
infiltrated different 
environments 
and affected both 
patient care and 
the communication 
ability between 
health professionals.

2014

Brazil

PubMed

Incidents: 
instrument 
management 
assistance for 
patient safety 
in emergency 
room(24)

To characterize 
health care 
incidents that 
occurred in 
the Emergency 
Room of a 
university 
hospital 
belonging to 
the Network 
of Sentinel 
Hospitals.

75 incidents were detected, 
of which, 38.7% (29) related 
to the organization of the 
service (failures in notes, 
prospect and provision 
of materials and patient 
evasion) and 61.3% (46) 
referred to care (care 
omission, medication 
error, lack of humanization, 
infections, falls and failures 
in procedures/techniques).

There was a 
deficiency in the 
records regarding the 
consequences of the 
incidents for patients, 
professionals and 
the institution, 
which, added to 
underreporting, 
hindered decision-
making and the 
development of 
preventive and 
control strategies.

2015

Spain

SciELO

Regional Study 
of Patient 
Safety Incidents 
(ERIDA) in the 
Emergency 
Services(25)

To assess 
patient safety 
incidents 
in urgency 
services in the 
region

There was at least one 
incident in 47 (11.95%) 
patients and, in 3, two 
incidents occurred. Some 
causal factors were: 
medication errors (adverse 
reactions, wrong medication, 
incorrect frequency and lack 
of adherence to treatment), 
communication failures 
(doctor-patient, nurse-
patient and nurse-doctor), 
management failures (wrong 
patient identification and 
prolonged waiting), failures 
in diagnosis (diagnostic error 
and delay), failures in care 
(inadequate technique and 
inadequate maintenance of 
catheters).

Most errors were 
not potentially fatal, 
but the causes that 
supported these 
errors varied.

(continued)
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Chart 1 – Synthesis of primary studies included in the ILR (n=8)

Year/
Country/
Database

Title of the 
article

Objective Main results Conclusions

2016

Australia

Scopus

Associations 
of work 
characteristics, 
employee 
strain and 
self-perceived 
quality of care 
in Emergency 
Departments: A 
cross-sectional 
study(26)

To investigate 
simultaneously 
the associations 
between 
multiple 
contextual 
characteristics 
of the work 
of emergency 
units, well-
being of 
employees and 
quality of care.

Emotional exhaustion 
and professional irritation 
showed a high correlation 
with the quality of self-
perceived care. After 
adjusting for the type of 
contract, the increased 
exhaustion correlated with 
lower evaluations of the 
quality of care [B = 0.30 
(95% CI 0.57; 0.03)]; high 
level of irritation was related 
to decreased perception 
of quality of care [B = 
0.37 (95% CI 0.63; 0.11)]. 
Adverse work conditions 
were associated with low 
perception of the quality of 
care.

Reliable care in the 
emergency unit 
depends on the 
team’s perception 
of the work 
environment and 
the mental well-
being. Supervisory 
support, adequate 
staffing and stress 
reduction are 
important starting 
points for efforts to 
improve the quality 
of care.

2017
Sweden
Web of 
Science

Physicians’ 
and nurses’ 
perceptions of 
patient safety 
risks in the 
emergency 
department(27)

To describe 
the perception 
of doctors 
and nurses 
in emergency 
units regarding 
risks to patient 
safety.

Categories: (1) high 
workload – excessive 
demand from patients 
and simultaneous care of 
more than one seriously 
ill patient; (2) lack of 
control – multitasking 
and interruptions while 
performing the care, 
professionals with little 
experience in emergency; 
(3) communication failures 
– lack of information on 
patient admission and 
transmission of cases; (4) 
organizational failures – lack 
of beds, inadequate human 
resources, delimitation 
of responsibilities in the 
assistance process and 
record failures on electronic 
medical records.

Safety depends 
on a complex and 
multifactorial system 
that provides risks 
for the patient in 
the emergency units. 
The relationship 
between risk factors 
is little known 
and needs to be 
explored in research 
focusing on the 
interaction between 
clinical processes, 
especially with a 
high workload.

Source: Created by the authors.

(conclusion)
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Discussion

There emerged three categories: Organizational 

Factors, Team Communication Failures and 

Weaknesses in the Medication Process.

Organizational Factors

This category originated from six 

studies(19-20,23,25-27) addressing the interference of 

the working environment in care safety, expressed 

by the hectic dynamics of labor and scarcity of 

institutional/care regulations, which hinder the 

management of emergency services. One of 

the studies highlights the need for optimization 

of research methodologies to elucidate other 

work characteristics of Emergency Units (EU), 

such as high work load and interruptions 

during the implementation of care, which affect 

patient safety(20). It also highlights strategies for 

understanding human behavior in organizational 

systems and the development of methods that 

reveal latent conditions of errors(20).

The study carried out in Australia(26) found 

a high level of emotional exhaustion in 

EU professionals related to the contextual 

environment of care and excessive demand of 

patients. This is a reality experienced in studies 

from other countries, which also point to the lack 

of specialists in emergency shifts, diversity and 

complex clinical conditions of patients, shortage 

of beds for hospitalization and occupational 

stress of the team(28). In an analyzed study(27), 

organizational failures showed a relationship 

with the lack of beds for hospitalization and 

insufficient level of personnel, factors that 

resulted, respectively, in poor care provision, 

discharge delays and increased waiting time for 

the first evaluation.

Also regarding the factors present in the EU 

environment, a research conducted in Belgium 

pointed to the high number of patients present 

in the ward as an indicator of moderate unsafety 

in assistance. Overcrowding resulted in unsafe 

waiting time, i.e., delays in the definition and 

implementation of therapeutic procedures(20). 

According to the Emergency Severity Index (ESI), 

the unsafe waiting time occurs when patients 

requiring immediate interventions wait for 

more than 10 minutes for the call in the EU or 

30 minutes for patients in high-risk conditions, 

such as, active thoracic pain, suspicion of 

acute coronary artery disease, signs of cerebral 

vascular accident, immunosuppressed with fever 

or severe pain/difficulty.

A literature review portrayed that the 

unsafe waiting time causes problems such as 

unfavorable results to the treatment and to 

the evolution of the patient, greater suffering 

for the family, high tension in the care team 

and work environment prone to stress. This 

is a problem that requires urgency, because it 

generates a delay in diagnosis and treatment, 

factors that may lead to increased mortality(29). 

Also in relation to organization, a national 

survey on the nursing work organization 

cites some instruments that can be used by 

the service to keep the organization of the 

ward, such as: regulations, organization 

chart, systematization of techniques, routines 

and control systems, as well as permanent 

educational activities for the team(30).

The intense work pace in the emergency 

services makes the professionals susceptible to 

excessive failures while performing their tasks, 

a circumstance that might negatively affect the 

assistance results(11). Other studies(19,31) indicate 

the absence of organizational planning and 

exchange of information on the patient during 

care implementation as factors that deviate the 

professional’s attention at work. Considering 

these factors, one of the articles analyzed in this 

review(25) suggests that unnecessary disruptions 

hinder the organization of assistance, as they 

facilitate the occurrence of incidents in the 

process of drug administration, such as errors in 

administration and adverse reactions.

In the Brazilian scenario, a cross-sectional 

survey carried out in the region of the Federal 

District, focused on medication errors, also 

revealed that interruptions during care 

implementation and high number of patients 
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during the work shift are factors that contribute 

to the increased risk of error(32). To minimize 

disruptions, the authors suggest the identification 

of work constraints and the need to develop 

interventions to manage interruptions, which 

essentially must have a minimum negative 

impact on the performance(33).

Team Communication Failures

In this category, four studies(21,23,26-27) 

portrayed the failures of communication 

between professionals as one of the factors that 

interfered negatively in patient safety, because 

they commonly contribute to errors in health 

care. When generating gaps in the sharing of 

information, care continuity can be compromised, 

especially in care transitional stages, considering 

that, if relevant information for care provision 

are unknown to the team, the patient may be 

exposed to risk situations, such as allergy drug 

administration.

Evidence from the literature indicates a lack 

of communication or improper communication 

between the multiprofessional team as aspects 

that interfere with the fluidity of the labor process 

and hamper the construction of common goals 

and objectives(6).

One of the studies analyzed(23) aimed to 

explore how health professionals, patients 

and family members communicate. It found 

that the effective communication between 

professional, patient and/or companion is also 

indispensable in the care process in urgency 

and emergency, since information on the health 

history contributes to the clinical management, 

in addition to enabling pro-active actions in 

patients and/or companions.

This finding confirms a research performed 

in Brazil, whose goal was to know the opinion 

of doctors working in EU, which discussed the 

importance of doctor-patient communication. 

The authors stated that lack of information 

on the patient negatively affected the clinical 

decision-making process due to lack of access 

to important data on the patient’s health and 

disease(34).

Also concerning communication as an 

element of patient safety, the transitional stages 

of health care need managerial routines related 

to the transmission of information, such as shift 

change. In the EU, the routine shift changes 

also suffer the influence of peculiarities of this 

work environment and, even with the flexibility 

shown by a team adapted to the routines, the 

process of dynamic and inconstant work and the 

high demand of patients hinder the quality of the 

process known as handoff(35).

The handoff, which consists of the moment 

of the work process when clinical information 

is transferred between professionals of different 

functions and/or wards, is an important tool 

in the management of care risks, because it 

provides professionals the opportunity of directly 

transmitting information on the patient that will 

ensure care quality and safety(33). Nevertheless, 

the literature(27) indicates procedural failures in the 

handoff characterized by frequent interruptions 

that imply the loss and/or misinterpretation of 

information.

A recent literature review(36) summarized data 

on managerial and assistance actions for the 

promotion of patient safety in hospital services 

and showed a predominance of strategies for 

error notification and scarcity of actions aimed 

at improving communication between the 

members of the health team.

Therefore, although the health work is 

essentially relational, communication is still 

fragile. Furthermore, this study identified the 

medication process as a potential determinant for 

the occurrence of adverse events to the patient.

Weaknesses in the Medication Process

The category appeared in three studies of 

the sample(21,24,26) characterized by improper 

prescription, absence of notes, incorrect records 

and inadequate checking of medicines. In this 

aspect, a study of this review(26) warns that 

medication errors tend to be more frequent in 

EU due to the hectic work dynamic and to the 

ineffectiveness of information systems, which 

have incomplete data on the patient. Nonetheless, 
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in health care, the errors identified do not occur 

in isolation. With this, both the institution and 

professionals must be directly involved in the 

discovery of latent conditions that favor the 

occurrence of adverse events in care(14).

The results obtained in one of the analyzed 

studies(22) emphasize the errors related to 

the drug administration and absent checking 

of medications by nursing. In another 

publication(37), the most frequent types of 

errors in the measurement process refer to 

prescription and administration, such as wrong/

unauthorized drug, wrong dosage, extra dose, 

drug prepared incorrectly, wrong administration 

technique, wrong patient and wrong route. 

According to the authors, such errors result from 

a deficit of performance, procedure or protocol 

not adequately followed, knowledge deficit, 

ineffective communication, verbal prescription, 

calculation errors and inadequate monitoring.

Also in relation to the causes that generate 

medication errors, one of the articles selected in 

this review(22) states that the patient’s age, more 

than one prescribed medication and prescription 

held by residents are factors associated with 

errors in medical prescriptions. In the same 

direction, a research carried out in the year 

1998(38) in a tertiary hospital in the United States 

had already observed that first-year medical 

residents had higher rates of prescription errors 

than the residents with longer experience 

did. These findings suggest that the presence 

of trainees and/or little experience in service 

explain, in part, the higher rate of errors in the 

Emergency Department.

The literature inserted in this category(22) 

outlines that the age, in particular the elderly, 

tends to have more comorbidities and greater 

number of medications, which may result 

in contraindications and interactions, which 

complicate the process of prescription. In 

situations of more than one prescribed 

medication, the complexity of the prescription 

increases as the number of medications increases, 

thus raising the potential for error. Another 

cross-sectional and descriptive analysis held in 

a University Hospital mentions that the largest 

number of errors were found in prescriptions of 

residents in emergency medicine, because they 

have less experience with the breadth of EU 

services and are less familiar with medications, 

dosages, dosing regimens and treatments(39).

In addition to errors in the prescription of 

medicines, the administration and the records 

related to this step can also pose a risk to 

the patient, when not performed properly. A 

descriptive, retrospective study developed 

in the emergency department of a University 

Hospital in Brazil(24), which is part of the sample 

included in this review, indicates the absence 

of annotations and the inadequate checking of 

drugs as care omission. Moreover, exploratory 

descriptive study, performed in Australia, reports 

that medication failures occur more frequently 

in the EU, due to the high number and/or the 

lack of identification of patients, allergy status 

and omission errors, allied to a deficit of nursing 

workers(14).

In two studies analyzed(20,24), for mitigation of 

risks related to medication errors, the authors 

recommended the systemic error approach, 

because it may reveal failures in the process. 

They add that the pharmacists can play an 

important role in the identification and reduction 

of prescription errors. Another study(20) mentions 

that the interdisciplinary work with the services 

available in the pharmacy ward reduces the 

damage associated with errors. Therefore, the 

process of medication in the emergency ward 

involves peculiarities that may lead to the 

occurrence of errors. These, in turn, tend affect 

patient safety and quality of care(40).

The reduced number of publications focused 

on urgency and emergency services was a 

limitation presented by the study. In this way, 

the research performed constituted an important 

gap identified and exploited.

Conclusion

The communication between the team 

and the management of medicines are factors 

that induce the errors in the EU. In this way, 

there is need to develop strategies aimed at 
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understanding human behavior in organizational 

systems, as well as methods and/or tools that 

reveal the latent conditions of errors in these 

spaces.

The results of this integrative review contribute 

to health care practice, once they indicate factors 

that interfere in the safe care provision, which 

can sensitize managers from health institutions 

regarding patient safety in an urgency and 

emergency environment, and subsidize the 

planning of risk mitigation strategies and safety 

promotion in these spaces. In the research 

context, this study highlights the unsafety factors 

present in the literature and indicates the need 

to expand the research on this topic given its 

complexity and the particularities of the EU 

environment. Furthermore, regarding education, 

this study contributes to the debate on patient 

safety since college, considering that the theme is 

of great importance to the panorama of national 

and international health.
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