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Introduction

Improving patient safety requires a transformation in how we currently care for patients. Not only
healthcare organizations must adopt a new paradigm of care that holds patient safety as a core value
and practice, also healthcare personnel has to change their believes and knowledge regarding this topic.
To be able to learn from errors it is important to consider all adverse events, including those that do not
cause patient injury. Medication errors are an important problem in pediatrics and effective strategies for
preventing them are needed. In the process of medication, nursing work has a critical and direct impact
on patient safety. The administration has almost no barriers to avoid harm. Experts in risk management
explain system failures and system-driven errors over direct human error and accentuate the crucial role
that organizational systematization has in ensuring safety.

At our institution, during 2005-2006, we have conducted a survey of global safety climate and culture.
Based on these results we design a program specially oriented towards training nurses and young
pediatric doctors in this area.

The aim of our project is training on patient safety issues. Preventable adverse events and near misses
can only be found if they are sought out.

Pilot study

We conducted 2 workshops

53 voluntary participants

(33 nurses; 17 pediatric residents and 3 technicians &
pharmacists)
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Conclusion

After the pilot study was ended we concluded: a) We have a lack of adherence to the workshop, and b)
the rate of Post-test correct answers was less than expected. For the future we plan to promote more
participation and improve the learning situations to increase performance. We are also working on
redesigning our evaluation tools, extending the questionnaires and conduct a survey of events adverse
detection

Discussion

No single method can be universally applied to avoid errors in practice. Medical knowledge and
technology are expanding at an incredible rate, making it difficult for the healthcare providers to keep pace
with advancing knowledge. Hospitals and other health-care providers today are being pressed more than
ever to use technologies for reducing medical errors The implementation of theses strategies have a
limited success not only by the economic costs but also because even in the best case scenario errors are
sometimes inevitable. Simplification and standardization are desirable design principles, since they can
significantly contribute to the prevention of adverse events. We hypothesize that the knowledge skills
learned during this program spill over into emergencies practice. Out of this course, we hope to be able to
propose an institutional auditing of patient safety by design rules and procedures within the hospital. We
envision coping with adverse event on the healthcare process. We designed a plan focus in work on
environment and integration of information, improving professional knowledge.



