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Percepgdes e saberes sobre a seguranca do Paciente Pedidtrico

Percepciones y saber sobre la seguridad del paciente pedidtrico

ABSTRACT

Objectives: To investigate students' conceptions of technical courses on pediatric patient safety; to investigate situations that
favour the insecure care in pediatric units and to elaborate a booklet, in order to contribute to the teaching of the safety in the
nursing care to the hospitalized child and to the health education to the workers of pediatric units. Method: Qualitative study
based on symbolic interactionism. The data were collected in 2015, through a questionnaire to students from technical schools,
complemented by systematic observation in two hospital units, located in the northwest of Rio Grande do Sul and treated by the
thematic analysis. Results: Failures were reported in drug administration and hand hygiene, among others. To improve safety
was suggested adequate organization of the work and higher workload of clinical practice. Conclusion and implications for
the practice: Continuing education and more practical classes can help in the construction of knowledge to safe attendance.

Keywords: Patient Safety; Protection Systems for Children; Nursing; Teaching; Learning.

Resumo

Objetivos: Investigar concepgdes de discentes de cursos técnicos, acerca da seguranga do paciente pediatrico; averiguar
situagbes que favorecem o cuidado inseguro em unidades pediatricas e elaborar uma cartilha, de modo a contribuir para o
ensino da seguranga no cuidado de enfermagem a crianga hospitalizada e para a educagdo em saude aos trabalhadores de
unidades pediatricas. Método: Estudo qualitativo alicergado no interacionismo simbdlico. Os dados foram coletados em 2015,
mediante um questionario a discentes de escolas técnicas, complementado pela observagao sistematica em duas unidades
hospitalares, localizadas ao Noroeste do Rio Grande do Sul e tratados pela andlise tematica. Resultados: Foram apontadas
falhas na administragdo de medicamentos e na higienizacdo das méos, entre outras. Para melhorar a seguranga, foi sugerido
organizagao adequada do trabalho e maior carga horaria de pratica clinica. Conclusao e implicagdes para a pratica: Educagao

permanente e mais aulas praticas podem auxiliar na construgdo de saberes a assisténcia segura.

Palavras-chave: Seguranca do Paciente; Sistemas de Protecgéo para Criangas; Enfermagem; Ensino; Aprendizagem.

RESUMEN

Objetivos: Investigar concepciones de discentes de cursos técnicos, acerca de la seguridad del paciente pediatrico; averiguar
situaciones que favorecen el cuidado inseguro en unidades pediatricas y elaborar una cartilla, de modo a contribuir a la
ensefianza de la seguridad en el cuidado de enfermeria al nifio hospitalizado ya la educacion en salud a los trabajadores de
unidades pediatricas. Método: Estudio cualitativo basado en el interacionismo simbdlico. Los datos fueron recolectados en 2015,
mediante un cuestionario a discentes de escuelas técnicas, complementado por la observacién sistematica en dos unidades
hospitalarias, localizadas al noroeste de Rio Grande do Sul y tratados por el andlisis tematico. Resultados: Se sefialaron fallas
en la administracion de medicamentos y en la higienizacion de las manos, entre otras. Para mejorar la seguridad se sugirié
una organizacion adecuada del trabajo y una mayor carga horaria de practica clinica. Conclusién e implicaciones para la
practica: Educacion permanente y mas clases practicas pueden auxiliar en la construccioén de saberes a la asistencia segura.

Palabras clave: Seguridad del Paciente; Sistemas de Proteccion para Nifios; Enfermeria; Ensefiando; Aprendizage.

EscoLA ANNA NERY 22(4) 2018

1


http://orcid.org/0000-0001-6480-9624

Pediatric Patient Safety
Gaita MC, Fontana RT

INTRODUCTION

The concern with patient safety is historic. Hippocrates (460
to 370 b.C.), father of medicine, already mentioned Primum non
nocere, which means 'first don't cause harm', demonstrating
the notion, since that time, that caring could cause some kind
of harm." Florence Nightingale, on the 19th century, wove the
following reflection: "it may seem that maybe a strange principal
enunciate as the first obligation of a hospital is not to cause harm
to the patient"#¥ and structured the care model, when acted in the
Crimean War/England, attentive to the separation of soldiers by
the type of disease, improvements in the place where they were
housed and care for their hygiene and comfort.®

As Patient Safety, it's understood the reduction, to a
minimum acceptable, to the harm risk needed associated to
health care. The Ordinance n. 529 from April 1st 2013,* that
instituted the National Program of Patient Safety (PNSP),
legislates that the Security Culture is configurated under the
assumption that all workers assume responsibility for their own
safety, by the safety of collegues, patients and family members.
It highlights the priority of safety over financial and operational
goals and the promotion of organizational learning in the face
of incidents, among others.

According to the Implementation comittee for the National
Program of Patient's Safety* actions that aim safe care involve
proposing and validating protocols, guidelines and manuals
about patient safety in infections related to health care; surgical
and anesthesiology procedures; prescription, transition,
dispensation and administration of medication, blood and blood
products; identification processes of patients; communication in
the health care envirornment; prevention of falls and pressure
ulcers; patient transfers among care points and safety use of
equipments and materials.

Unsafe care processes derive from gaps in planning,
collaboration, implementation, evaluation and monitoring of
interventions.5 According to World Health Organization, it's
estimated that one in each ten patients in the world is the victim
of erros and adverse events that could be avoided in their care.
A recent inquiry developed in 2016, based on modifications
made in the country's National Health Surveillance System,
reports 53.997 incidents related to health care, being most of
incidents (50.735) occured in hospitals, sectors of hospitalization
(26.977).

A study sought to profile notifications made in pediatric
units of a public university hospital of the south of the country,
identified 40 notifications a year, being 32% of light category,
55% moderated, 5% serious and 8% due to factors not related
to care. As for type, data showed that 40% of incidents were
associated to medication, 22% to allergy caused by identification
bracelets/risk of falls, 13% to conduct of unnecessarily fasting
the child, 10% to other complaints, 5% to venous access and

conducts, 3% to failures in patient identification and 2% to
administrative factors, denoting that the envirornment of pediatric
hospitalization presents risk situations and incidents of safety
being more recurrent those related to medication and allergy
on bracelet use.”

To minimize incidents that can occur adverse events, it's
necessary the awareness of caretakers, that should being the
process of formation. On nursing technician, undergraduate and
graduate Program, the apporach of knowledge and skills about
the patient's safety culture, turned to technical knowledge and/or
as management tool, it is a potential for the individual's engage-
ment in this culture. The same way, institution's Permanent
Education in Health processes, this theme must to mainstream
all areas of care, and, the use of Information and Communica-
tion Technologies and of active methodologies favour, both the
apprehension of these knowledge, and its democratization,
considering that the workers' participation in this movement,
as the protagonist of his/her activity, makes him/her legitimate
to expose his/her difficulties related to the theme and to be a
co-manager in the search for solutions.

Since teaching in patient safety a new science, it is
necessary to transform Pedagogical Projects (PP), to adequate
contents and contribute to a formation that corresponds to the
contemporary needs that express themselves in the sector. Still
it's fragmented the teaching of the theme on screen and, in many
scenarios, it lacks deepening and conceptual amplitude. World
Health Organization® recommends an incisive approach and
provides the Patient safety curriculum guide: multi-professional
edition, that brings updates and exemples of insitutions that
included in their curriculum and interconnected to different
disciplines and areas of knowledge.

According to National Curricular References of Technician
Level Professional Education, patient safety is legislated on the
function of 'Protection and Prevention', conceptualized as a "set
of actions that aim to protect and preserve health, prevent disease
and eliminate or minimize risks to the client/patient/community”.
And among underfunctions that compose the referential are
‘Biosafery in health actions", implicated with Work's Health and
Safety, involving the infection control and prevention, the proper
disposal of fluids and wastes, the processing of articles and the
cleaning and disinfection of environments and equipment, as well
as the 'Health Work Process Organization', whose competences
include 'assessing iatrogenic risks in the execution of technical
procedures, in order to eliminate or reduce damages to the
client/community".°3®

Thus, from empirical observations about fragilities of safety
care in a pediatric unit during teaching practice of one of the
researchers, emerged the motivation to discuss it. Considering
that contribute with facilitator models of teaching and health
education, about patient safery, can aggregate value to nursing

EscoLA ANNA NERY 22(4) 2018

2



and that, training institutions have great responsibility on
constructing and acculturation of theme, it is understood that
the research has significative relevance. The research aims to
give elements for reflection, development of competences and
skills and/or change of teacher's behaviors to qualify child's care.

The theme evokes the need of nursing to train scientifically,
with ethical commitment and systemic actions of evaluation and
prevention, making possible the reduction of unwanted outcomes,
as well as the analysis on the quality of care. Up this, the study had
the following questions: how students from the nursing technician
program perceive and conceive pediatric patient safety? What
situations of the pediatri care scenario favour unsafe care?

This study's aim were to investigate theoretical conceptions
of nursing technician students, about pediatric patient safety; to
investigate situations that favor the insecure care in pediatric units
and to elaborate a booklet, in order to contribute to the teaching
of the safety in the nursing care to the hospitalized child and to
the health education to the workers of pediatric units.

METHOD

Study is grounded on the theoretical methodological
referential simbolic interacionism, considering this focus enables
comprehension of the meaning that the subject attributes to
the study's object. Meanings are constructed on social actors'
daily life, such as actions and words that produce meaning
for those involved and are shared by language. The proposal
of simbolic interacionism, is "[...]; that meanings, symbols and
language that gear social life are sought and that interactions and
interconnections are investigated, because this is the best vision
that one can have of the invidual, that is always interacting"1%:183,
Based on the aims the study is characterized as descriptive and
may be considered, also, as applied, considering the aim of
contributting for pratical ends.

Data collection, developed on the second semester of
2015, was developed by one of the researchers, through
self-administered questionnaire to students of two nursing
technician programs and of systematic observation of two
pediatric units of two general hospitals. Semistructed questions
created by the researchers, versed about knowledge about
the patient safety six goals, delimitated by six based protocols
from Ministry of Health (BR): patient identification; effective
communication; safety in prescription, use and administration
of medications; safe surgery; practice of hand hygiene in health
services; and prevention of falls and pressure ulcer, that are part
of Patient Safety National Program, which aims to prevent and
reduce the incidence of adverse events on public and private
health services.*

For systematic observation, a structured script, adapted from
Lob&do and Menezes instrument was used.' The script versed
about (un)safe situations/conditions to pediatric patient care.

Pediatric Patient Safety
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Through previous contact with the management of nursing
technician program and hospitals, data collection was started.
The choice of places and subjects followed the criterion of
accessibility. The research scenarios are located in the northwest
region of the state of Rio Grande do Sul.

In order to facilitate the interaction with research patients'
in the begining of data collection and before delivering the
questionaire to students, the research was presented, explaining
the aims and the training interface with safety culture. Contact
with the students was done during the night shift for two days
and the application of the questionnaire was given in the first
period of class, with the consent of the teacher who was in the
room at the time of collection. The duration of the questionnaire
involved about 30 min. To carry out the observation, two visits
were made in each hospital, in view of the demand and agitation
of the pediatric unit. The observation was made in an approximate
time of 30 minutes at each visit.

The data were analyzed through content analysis of the
speeches, in the thematic modality. From the analysis of the
questionnaire, answers emerged that allowed the construction of
a single thematic category: 'The safety of the hospitalized child in
the perception of students of nursing technician program'.

After this stage, an educational booklet was elaborated,
considering the requirement of the Professional Master's Program
in Scientific and Technological Teaching. There was no intention
to validate the booklet, using a specific methodology, which can
be done in a later study, considering that it is not required in the
said Program. In accordance with its Rules of Procedure, the
product is validated by the examining board. The booklet focused
on the six international patient safety goals and was based on
the available and updated literature of the National Sanitary
Surveillance Agency.

In compliance with the ethical requirements, the research
project was sent to the Ethics Committee of the Integrated
Regional University of Alto Uruguai and Missées, Santo Angelo/
RS campus and approved, under the feedback n® 1.227.226.
Institution managers were offered a Statement of Coparticipant
Institution and the subjects who agreed to participate were invited
to sign the Free and Informed Consent Term. The subjects were
identified by letters and numbers.

RESULTS AND DISCUSSION

Twenty two out of 47 sudents of nursing technician program
participated in the study. There was no intention to separate
the analysis by course, but to know the meanings of a group of
students about the pediatric patient safety. Of these, 15 (68,1%)
had some experience caring for children.

Data analysis stage followed recommendations of qualitative
approach, in the perspective of symbolic interacionism. Faced
with the perceptions of the study participants, the meanings
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attributed by them to the safety of the pediatric patient were
identified and interpreted; These meanings are constituted
from the microinteractions of each one with his world of objects,
throughout his social life journey. These meanings were grouped
into one category.

Hospitalized child safety in the perception of
students from nursing technician program

Of the participants, the great majority considers the hospital
a safe environment for the care of the child and the reasons they
have mentioned involve being in environments with medical and
nursing resources and having adequate physical environment. It
is observed that these meanings arise from previous concepts
that are related to the function of a hospital institution that
surround the life history and the interactions of the students and
that are reinterpreted. The concept of adverse event manifested
by the subjects included carelessness, unsafe act and error. The
conceptualization was considered correct, since adverse events
are related to incidents that result in harm to the patient.

Are the side effects or carelessness in the administration
of medication or in the care. (E5)

Adverse events may be medications that are given
in the wrong way, either the route of administration or
inadequate dilutions. (E7)

Wrong use of gloves, lack of hand hygiene, improper
disposal of gloves, and very rapid infusion medications were
incidents observed by students in child care that could cause
harm. According to the current paradigm that involves the
prevention and control of infections related to health care, the
symbology attributed to the hygiene of the hands materializes the
importance of cleanliness, tidiness, asepsis and the preservation
of the well-being and health of the human body. The student
learns in the course of the course and experiences in the
microssocial space of clinical teaching practice.

Regarding hand hygiene, it was observed that the indications
"before contact with the patient" and "before aseptic procedure”
showed the lowest adhesion to hand hygiene, showing that
it is the most fragile point in the care, and similar to a study
carried out in southern Brazil."”? The same study suggests
that it's necessary to promote change of attitude and work
among infection control service, health professionals and other
services, in an interdisciplinary and intersectorial way. This will
only be possible with the union between managers, heads of
areas and professional categories, to seek better results in
hand hygiene. Even though the knowledge and awareness by
developed campaigns, adherence to hand hygiene practice by
health professionals is a challenge,' especially in view of the
multiresistance scenario of microorganisms, a worldwide risk to
the safety of users of health services and workers.

On this practice the literature is vast, but it is important to
emphasize the scarcity of studies on the hygiene of the hands by
the parents of hospitalized children. A research’® that reviewed
the scientific evidence on parental involvement in promoting
hand hygiene in pediatric settings, identified that most have poor
knowledge about hand hygiene indications but have recognized
the practice as a relevant strategy for infection prevention
associated with health care. In the same way, the practice of
parents to remind health workers about hygiene is still low.

A systematic review' that sought to evaluate the efficiency of
interventions to prevent infections related to health care (IRHC)
of developing countries, identified that most of studies were in
South America and Asia and that, hand hygiene campagins
integrated to other interventions show higher efficiency to
reduce rates of IRHC. Of 34 studies of this review, only three
demonstrated that hand hygiene campaigns alone reduced
such rates. Multi-faceted interventions, including hand hygiene
campaigns, rational administration of antibiotics and other
elementary infection control practices are effective in developing
countries.

As to the consequences of the observed adverse events,
the study students on screen cited work accidents and patient
reactions. It should be noted that mistakes concerning the
administration of medications were cited by the majority as
unsafe practices. Failures in drug administration reported by
students were also observed by the researchers, especially
regarding neglect of the use of the right nine in medication
administration; lack of double checking protocol, insulin therapy
and drug dilution. Observou-se, ainda, o uso de seringas sem
dispositivos de seguranca. Unsafe drug administration was the
prevalent adverse event in media records, according to a study
that aimed to analyze the adverse events occurring in nursing
practice registered in the written media, between 2007 and
2012."

Other actions that represented unsafe care, such as incor-
rect patient identification, inefficient communication, specially
characterized by the lack of discusion of clinical condition of
those hospitalized and incorrect notification of adverse events
were identified, among other situations that denote institutional
weakness to safety culture.

About the communication, hospitals have been discussed
about the patient information transfer process from a professional
to the other that, if ineffective is recognized as a serious risk in
patient safety and one of the main causes of error. The same
way, unsuccessful communications have been cited as one of
the main factors that lead to errors in health scenarios. It is noted
that communication is not only effective as the listener clearly
understands the message the speaker sends.'®

Implementation of educational programs is a fundamental
element to excelence of a health institution and favours
communication to discuss clinical cases and rational use of
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antimicrobials. The development of a remote telemedicine
consulting program was a strategy used by a highly specialized
pediatric cardiac hospital, which involved consultations for
strategies for antibiotic use and biweekly discussion of all
clinical cases, demonstrating a positive impact identified
through a comparative study. There was a reduction in the rate
of infection; in the general antibiotic cost and on the average
used per admission. Significant decrease in the rate of isolation
was observed in antimicrobial resistant patients. Strategies of
this type have been an effective mechanism for economic and
professional development in the multidisciplinary management
of complex patients.'”

Also during observation, some non conformities related to
physical structure, to exposure of agents of physical, biological
and accidentds risk were identified, specially that can focus
on adverse events and/or harms. Observing these units had
special significance for one of the researchers, considering their
experience for more than a decade in child care settings and
their concern for the safety of these small patients. Excessive
heat and noise were observed in the rooms (from the power
generator, since at one of the hospitals the unit is on the floor
above the laundry). In addition, the unit serves as access to
other sectors; children with different diseases in the same room,
including transmissible; furniture not suitable for children, small
space; lack of accommodation for mothers; lack of protection
in outlets; screen protection grids replaced with screens; some
unglazed beds and some protective grids of defective beds and
disregarding the minimum requirements of functionality and
safety (dimensions 1.40 to 1.90m wide).™®

It was identified that the quantitative and qualitative of
workers was insufficient; in moments of great demand in the
clinical unit, there was hospitalization of adults in the same area
of care for children. Some of these nonconformities may include
falls and other accidents, exposure to communicable diseases,
dehydration, irritability to the child, and others may facilitate errors,
resulting in unsafe care.

Among other recommendations from RDC 50/2002,8:38:3
and not observed in hospitalization units of adult and child
patients must enable conditions for such, being in individual and
collective envirornments, according the age, pathology, genre and
intensivity of care; and if child, must "[...] develop activities of child
recreation and occupational therapy; and have child pegagogical
care (elementary school) when the time of hospitalization are
more than 30 days".

Itis understood that, when avoiding agitation of many children
in the same room at the time of care, or the hodgepodge of adult
and child patients, the better the concentration and the lower the
possibility of errors of the health team. Having individual beds or
infirmaries with few beds is a conformation that favors comfort
and safety, the team's interaction with the family, as well as
contributes to the physical, psychological, social and pedagogical
needs of the child.

Pediatric Patient Safety
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Aiming to reduce incidence of falls in pediatric patients, using
multilanguage poster about prevention of falls, that was strategic
positioned low all cribs in a pediatric uit, served as an effective
reminder and a communication method between the care team
and family members. Awareness of caretakes and knowledge of
preventive methods contributed to decrease of 50% of incidence
of fall in patients up to 3 years old, in comparison with incidence
rate in 2010."°

As for the strategies to guarantee the safety of the hospital-
ized child, the participants of the study on screen mentioned, with
regard to training, more practices and stages and, in the hospital
practice, they quoted more frequently: constant updating, a team
of professionals with a profile to care for of children, strict adher-
ence to prescription and safety in the unit both in physical area
and in working conditions. The guidance of parents was cited by
some as central to the safety of hospitalized children.

Security screens on windows and security in the unit, not
only in the concierge. (E7)

Guidance for mothers and professionals trained for
pediatrics. (E9)

A review study?® showed that contribution of parents in patient
safety associated to the need to survaillance their children care,
to guarantee that errors wouldn't occur. In general, parents are
motivated to report on the safety of care provided and can provide
key data. Collaborative work among the team, the patient, and the
family has the potential to reduce the child's anxiety and to favor
the satisfaction of both the patient and the family.

In order to improve teaching for the safety of hospitalized
children, all participants expressed curricular weaknesses
and the need for more practical classes aimed at the safety of
hospitalized children. A discipline focused on patient safety has
also been suggested by some. It should be noted that the variable
'more practical classes' was doubly quoted, either to guarantee
the safety of the hospitalized child or to qualify teaching.

More practical classes can mean more social interaction,
characterized by the process of exchanging messages between
colleagues and teachers, of experiences for the learning process,
of the relationships that occur within groups and institutions.
The symbolic interaction, in this case, is directly linked to the
pedagogical act that makes sense to them, in a kind of reaction
to the social stimuli required as a future professional. Here the
practical classes constitute a social dynamic that functions as a
strategy for empowerment and autonomy.

Following some quotes:

Children are always patients of immediate attention: in my
opinion the focus should be bigger [in classes] in relation
to the practice of medication administration. (E6)
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Beyond illnesses that can occur during that phase that
were studied, it would be interesting if subjects related
to child safety while hospitalized were approached [in
classes] with more practical classes. (E8)

Itis necessary to advance teaching in the theme, on formal
spaces. A research using documents, interviews, focus groups
with educators, students, health professionals, patients and
stake holder and observation of students of eight university
courses of health, identified that, in general, patient safety
theme was implied in curricula and, in only a restrict number
of areas was identified explicitly. Learning about these issues
predominantly in isolation, generating scarce opportunities
for interprofessional learning and for the relationship between
educational, practical and political contexts. Professionals who
serve as models for students in the area of patient safety and
who are fundamental to learning, according to the participants,
exist in limited numbers.?!

Proposals for Permanent Education in Health (PEH) with
professionals from the services, professors and studetns can
aggregate value to safe care as the power can be a facilitator
to incorporate structure change of work and teaching. It is
emphasized that traditional courses that disregard work-learning,
nor the context of the place, have no effect in the daily life of
the services. PEH processes fundamented in problematizing
practices based on learnings articulated with the work
envirornment, conceiving the action-reflection-action focused
on guiding are essential to learning and work relationships. The
main benefit of these practices in services is associated with
open dialogue in conversation circles, consituted by "discussion
groups with positive affirmations related to work commitment,
strenghtening teaching-service integration, preparing the
professional through the development of critical, creative
capacity and pro-active posture".?%180

Asked about their beliefs about the importance of an
educational booklet as a safe child support, all participants
referred to it as a positive initiative. They believe that the
primer will serve as a problem-solving supply to support nurse
management and as a 'standardized protocol' for safe care.

It informs all; it's like a protocol to child care where all
would have access and bosses could charge their team,
because they would have support the material has. (T7).

After analyzing the questionnaire and systematic observation
data, an educational product was developed since it is a
requirement of the Master's program. The product in question
is a booklet, based on the scientific literature. This proposal
emerged from the contribution of the students and systematic
observation. We chose to explore the six goals for patient

safety'* stabilished by the Ministry of Health. Thus, the booklet
deals with the safety of the hospitalized child, regarding the
identification of the child, effective communication, adequate
use of medicines, safe surgery, hand hygiene, reduction of risk of
falls and pressure ulcers, according to Ministry of Health targets.

Printed educational materials are widely used for the dis-
semination of information and to facilitate the teaching-learning
process. We sought to comply with the recommendations for the
elaboration of these materials, such as research on the subject,
transform the language of the information found in the literature,
making it accessible to the target audience; select important
and meaningful information on the subject; make the material
attractive, objective, not very extensive and easy to understand
and qualify the material, which presupposes the evaluation
of the material built. lllustrating the guidelines is an important
recommendation, considering that it relaxes, encourages and
fosters understanding.2®

The preliminary version of the booklet was submitted to the
students' evaluation of one of the nursing technician program, by
invitation to all the students who participated in the initial stage
of data collection, whose meanings attributed to teaching about
pediatric patient safety contributed to the construction from the
booklet.

In the day and hour agreed with the participants were
presented the results of the analysis and the booklet for
discussions and possible changes, by means of a conversation
wheel next to the subjects, who opined, through a form, on
concordances, disagreements, positive points and points to
improve in layout, content, language, illustrations, format or
other. It was decided not to systematize the evaluation, so
that, freely the students could demonstrate the meaning of
this material to them, the meaning represented. Subjects were
offered a printed version so that they could handle the material.
The impressions expressed were very positive and, in view of its
recommendations, some items were altered in order to qualify
the educational material. In order to record the activity, a report
was prepared.

All attributed positive meanings to content and language,
classifying them as clear, comprehensible. The contents were
highly praised by the participants, who considered them practical
and of the size/extension necessary for quick consultations or for
permanent education. lllustrations and format were considered
to be.

Some suggestions for qualifying the booklet were pointed
out, such as including, on the identification bracelet, item
on allergy to medication or food; review repeated words;
replace some words; reviewing the source of a set of general
recommendations, among others, which have taken into account
adjustments to the suggested recommendations.

Here is the Booklet Archetype, divided into Figure 1; Figure
2; Figure 3; Figure 4 and Figure 5.
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Figure 1. Booklet Archetype. Source: the authors, 2016.

Figure 2. Booklet Archetype. Source: the authors, 2016.
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Figure 3. Booklet Archetype. Source: the authors, 2016.

Figure 4. Booklet Archetype. Source: the authors, 2016.
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Figure 5. Booklet Archetype. Source: the authors, 2016.

FINAL CONSIDERATIONS

Results showed observations, conceptions, feedback and
knowledge from studetns that are, in general, compatible with
what is reported in the literature on the subject. For some, the
adverse event and/or unsafe care was associated with precarious
working conditions, a situation that may be attached more to the
cause of the error than to the consequence. Incorrect medication
administration was one of the significant points pointed out by
the study as an incident capable of causing damages, followed
by risk of falls and accidents, due to the poor arrangement in the
windows and bars of the cribs/beds, unsuitable for the safety of
the child, among others. One negative factor identified and of
considerable importance for the safety of the infantile patient was
the lack of exclusive unit for the care of the hospitalized child in
one of the units.

Many students have cited the lack of a specific discipline
that addresses the issue and the lack of continuous practices
on drug dilution. Drug administration, patient identification, hand
hygiene, the possibility of falls and communication were therefore
the main weaknesses in the units investigated. There is a need
to construct a new physical space and to resize the nursing
team and processes of permanent education in health, with
emphasis on team management and macrogestion, focusing
on the guidelines on patient safety and the implementation of
nuclei, safety culture.

Pediatric Patient Safety
Gaita MC, Fontana RT

As for the booklet is believed in its potential to promote
education. During the talk round, positive statements were made
about the importance of the booklet as a tool that can help in
updating knowledge to the safety of hospitalized children. It is
worth emphasizing that the construction of learning objects does
not replace the role of students and teachers in the teaching and
learning process, but they can stimulate and lead the processina
collaborative way, develop and compose classes in a structured
and organized way, besides contributing for student autonomy
and for meaningful learning. The creation and use of these tools
in nursing teaching should be encouraged, transforming them
into active and innovative methodologies.

Training institutions and class organs should unite to build
a safer nursing, both regarding the working conditions of the
team, as well as the training of workers, focusing on both the
quality and the healthy environment of the work place of the work
scenarios. health, and in constitutive actions of teaching and
learning focused on methodologies that ratify the importance of
the theme. It should be emphasized in studies of this nature that
labor institutions should offer their workers decent pay, so as to
minimize a common phenomenon in nursing that is a double
work day, a fact that leaves the worker vulnerable to errors with
consequences, often fatal. The training of workers for the safety
culture, together with adequate working conditions and attention
to the health of the worker in the health environments, can qualify
the care to the user of the services.
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tion

The limitations found for the study were related to observa-
by the demand for work, a situation that contributed to the

need to change the schedule regarding data collection, but
without prejudice to the study.

Further studies on the safety of the hospitalized child, as

well as on the care of the child in the basic health care space,
still scarce in the national literature, are suggested. Studies on
pediatric unit physical area compatible with safe care is also a
gap to be studied.
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