
THERE IS NO SUCH THING 
AS INFALLIBILITY. Accept that 
mistakes are going to be made.

CCREATE A CULTURE OF SAFETY
where mistakes are not hidden and 
tasks are carried out in an open 
space.

STIMULATE MOTIVATION to 
learn from mistakes by 
cultivating a critical attitude.

ENGAGE LEADERS of the 
institutions in the changes 
needed to create a culture 
of security

CREATING A CULTURE OF
PATIENT SAFETY at all
levels of care. 

PROMOTE ADEQUATE 
COMMUNICATION among 
team members and with 
other teams.

ADDRESS SAFETY from the 
perspective of system failures 
and not focus on individual error.

CREATE BARRIERS that 
prevent the error from 
reaching the patient. 

ANALYSE the causes of the 
error, how it occurred and 
recommend strategies to avoid 
recurrence.

Generalising institutional 
error and adverse event 
REPORTING SYSTEMS.

Generalise special REPORTING 
SYSTEMS for sentinel event 
reporting.

PROMOTE COMMUNICATION 
OF ERROR to patients/parents.

REDUCE HUMAN ERROR. 
Detect weak cognitive 
functions, and prolonged 
vigilance and attention.

RECOGNISE EMOTIONAL 
PROBLEMS of professionals 
caring for patients and have 
tools to address them.

AVOID FATIGUE for doctors 
and nurses, especially in 
Intensive Care Units and 
Emergencies.

GENERATE EDUCATIONAL 
PROGRAMMES on patient 
safety in all cycles of 
undergraduate study.

GENERATE EDUCATIONAL 
PROGRAMMES for professionals 
in their training stage.

ELETRONIC RECORDING SYSTEM 
for data recording, test results, 
prescription and medical 
administration.

BE HONEST AND CONSIDER 
that avoiding harm to patients 
is an unavoidable ethical imperative.
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STANDARDISE PROCEDURES 
and provide proper training 
to new professionals until 
they are ready.


