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ABSTRACT

'Federal University of Piaui. Teresina, Piaui, Brasil. Introduction: The occurrence of adverse events remains a challenge in Brazilian
hospitals, even after the implementation of the six international patient safety
goals since 2009. In this context, University Outreach serves as a pedagogical
tool by integrating teaching, service, and community, promoting engagement
with a culture of safety. To describe the actions of healthcare students on
patient safety in a university outreach program. Method: This experience report
was developed between June 2022 and June 2023 by nursing, medicine,
nutrition, and pharmacy students from the Federal University of Piaui,
participating in the project "Good Practices for Patient Safety and Quality of
Care.” The actions were organized into three stages: planning (training and
institutional integration), execution (educational activities, assessments, and
reporting), and evaluation (supervision and critical analysis). Results: The
outreach program enabled actions focused on patient safety and quality of care,
with activities such as practical training, protocol monitoring, bedside health
education, and strategies for preventing adverse events. Implications: The
experience contributed to the development of clinical, ethical, and
collaborative skills, strengthening student education and raising awareness of
safe practices focused on quality care.
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INTRODUCTION

Patient safety has become one of the main pillars of quality care in healthcare institutions. In Brazil,
this agenda gained momentum with the creation of the National Patient Safety Program (NPSP), established
in 2013 by Ordinance number 529/2013 of the Ministry of Health and regulated by Resolution of the
Collegiate Board (RDC) number 36/2013. The program aims to prevent and mitigate adverse events (AEs)
that compromise the quality of care and healthcare outcomes in health services'?.

The NPSP is operationalized through the implementation of care protocols, the work of Patient
Safety Centers (PSC), and the use of incident reporting systems, such as Notivisa, which became mandatory
in 2014**. However, challenges remain: in addition to the high incidence of AEs in the country, there is a
significant problem of underreporting of these events, which compromises the monitoring and improvement
of care practices”.

Globally, the World Health Organization (WHO) also highlights the importance of active
participation by patients, family members, and the community as a strategy for safe care. Since 2013,
through the Patients for Patient Safety initiative, the WHO has promoted partnerships between healthcare
professionals and users, recognizing that many incidents are not identified by professionals and that
listening to patients can improve the detection and prevention of risks®.

Given this scenario, it is essential that the training of health professionals includes educational
strategies that encourage engagement with the culture of safety. In this context, University Outreach is a
powerful pedagogical tool, promoting integration between teaching, service, and community. As an
inseparable dimension of higher education, it contributes to critical, ethical training committed to the real
needs of society. Outreach projects focused on patient safety promote meaningful learning, allowing
students to develop technical and reflective skills based on concrete experiences in health services®.
Practical work in sectors such as Quality Management and Patient Safety enhances the construction of
knowledge aimed at consolidating safe and humanized practices in care.

In addition, the Patient Safety Curriculum Guide highlights the importance of incorporating skills
that promote a culture of safety and the prevention of adverse events into the training of healthcare
professionals, guiding evidence-based practices and the continuous improvement of the quality of care.
However, the issues surrounding this guide highlight challenges in effectively integrating these guidelines
into academic curricula, which may compromise the adequate preparation of future professionals to work
in contexts that demand rigorous safety standards’.

The project “Good practices for patient safety and quality of care” should be linked to the
guidelines of the Patient Safety Curriculum Guide, a fundamental document that guides professional
training for the development of skills and attitudes aimed at promoting a culture of safety and preventing
adverse events. This approach can enhance student engagement and promote broader training that is
connected to the real needs of the healthcare system, favoring the effective impact of patient safety
practices.

Furthermore, this study contributes directly to the Sustainable Development Goals (SDGs),
especially SDG 3 - Good Health and Well-Being, by promoting actions aimed at patient safety and quality
of care, which are fundamental aspects for reducing harm and improving the quality of care in health
services. It also reinforces SDG 4 - Quality Education, by highlighting the role of university outreach as a
training strategy that combines theory and practice, developing professional skills committed to a culture
of safety. Finally, it also aligns with SDG 17 - Partnerships and Means of Implementation, by integrating
universities, health services, and the community in a collaborative effort that strengthens the impact of
educational and care actions®.

Thus, this article aims to describe the actions of health students on patient safety in a university
outreach program.

METHOD

This is a descriptive study, in the form of an experience report, on the outreach activities carried
out by nursing, medicine, nutrition, and pharmacy students at the Federal University of Piaui (UFPI), who
are members of the university outreach project entitled: “Good practices for patient safety and quality of
care.” The project runs for one year, from June 2022 to June 2023.
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This outreach project aims to promote actions that ensure safe and quality care for patients
admitted to a hospital through the implementation of actions provided for in NPSP’. In addition, it aims to
train health students to work in patient safety services through educational activities and surveillance for
reporting incidents and adverse events in the hospital, supervised by nurses, physicians, biologists, and
pharmacists in that sector.

The institution where the study was conducted is a university hospital located in the Northeast
region of Brazil. It has a large physical structure, with a built area of over 20,000 square meters, more
than 180 hospital beds, including intensive care unit beds. It has outpatient clinics and operating rooms,
covering care in various specialties, including outpatient and oral and maxillofacial surgeries. The unit also
has a diagnostic and therapeutic center equipped with technologies such as magnetic resonance imaging,
computed tomography, x-ray, ultrasonography, hemodynamics, video endoscopy, electrocardiography,
electroencephalography, and ergometer testing.

This report describes the tasks performed during the activities carried out in person as part of the
outreach program within the hospital. Thus, after the outreach activities began in June 2022, a schedule
was drawn up to divide the tasks among the professionals in the sector, assigned to the four inpatient
wards and the Intensive Care Unit (ICU). In total, there were 12 outreach workers, divided into pairs during
the week from Monday to Friday, in the morning and afternoon shifts.

The activities were based on patient safety goals and included: active search using standardized
hospital instruments for correct patient identification, feeding the collection system, active search for
falls and pressure injuries, verification of safe surgery, verification of prescription and administration of
medications, and participation in educational activities within the health centers. In addition, the students
observed hand sanitize specifically in the Intensive Care Unit (ICU) by health professionals, filling out the
protocol of the National Health Surveillance Agency (ANVISA)? in order to assess the adherence of
professionals to hand sanitize protocols and identify opportunities for improvement.

The systematization and evaluation of observational data occurred through continuous records of
the actions developed, based on the six international patient safety goals. Activities such as verifying the
correct identification of patients, prescribing and administering medications, preventing falls and pressure
injuries, safe surgery, and participation in educational activities were described in reports organized by
the students and monitored by supervisors. In the specific case of hand sanitize observation in the ICU, the
ANVISA protocol was used, which enabled systematic and standardized data collection, focusing on
professionals’ adherence to recommended practices. These records allowed for the identification of
compliance, failures, and opportunities for improvement, contributing to critical analysis and the proposal
of actions aimed at improving patient safety in the service.

As this is an experience report study related to the activities carried out by outreach workers in
patient safety and quality of care services, approval from a Human Research Ethics Committee (REC) was
not required, and the confidentiality of those involved was respected. However, this study complies with
Resolution number 466/2012 of the National Health Council (NHC)™.

RESULTS

The project involved students from the Nursing, Medicine, Nutrition, and Pharmacy courses at the
Federal University of Piaui (UFPl), forming a multidisciplinary team in training, coming from different
socioeconomic backgrounds. Most of the outreach workers were regularly enrolled between the 4™ and 9"
semesters of their respective courses and involved in teaching and research activities, which favored the
integration of theory and practice.

Box 1 shows the categorization of the activities developed by the students during the university
outreach program on patient safety according to each of the six International Patient Safety Goals,
presented below:

Box 1. Activity in accordance with the Patient Safety Goals developed, Teresina, Piaui, Brazil, 2025.

GOAL ACTIONS DEVELOPED
Goal 1: Correctly identify the e Monitoring the use of identification bracelets;
patient e Strategic inspections in imaging and outpatient departments;
e Educational activities with patients about identification bracelets;
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Application of an assessment tool with a comprehensive checklist.

Monitoring training and protocol updates;

Participation in trade shows and multiprofessional meetings;

Promoting a culture of safety and interprofessional dialogue.

Goal 3: To improve safety in Participation in pharmacovigilance activities;

prescribing, using, and administering Reporting adverse reactions to the Health Surveillance and

medications Hospital Risk Management System (VIGIHOSP) and the Health

Surveillance Notification and Investigation System (VIGIMED);

Promoting the 9 rights of medication administration;

Providing patient health education about medications.

Analysis of checklist completion;

Recording of surgical data and presence of infections;

Reporting cases to VIGIHOSP;

Indirect care with support from the nursing team.

Goal 5: To perform hand sanitize to Assessment of hand sanitize at the 5 moments recommended by

prevent infections ANVISA;

e Application of observation forms by professional category;

e Specific guidance on the correct sanitize technique.

Goal 6: To reduce the risk of falls e Active screening of hospitalized patients for falls and PI;

and pressure injuries e Verification of notifications and Braden and Morse scales;

e Health education with patients and companions on the concept of
falls and the importance of the yellow fall risk bracelet;

e Raising staff awareness of the importance of reporting.

Source: Prepared by the authors themselves, Teresina, Piaui, Brazil, 2025.

Goal 2: To improve communication
among professionals

Goal 4: Safe surgery

EXPERIENCE REPORT

The outreach project focuses on patient safety and quality of care, seeking to promote continuous
improvement in health services, reducing risks and harm to patients. Specific objectives may vary according
to the context and needs of the community, but some of the main ones are: Raising awareness among
health professionals, managers, and the community about the importance of patient safety and quality of
care; Train professionals to identify, prevent, and manage risks in health services; Promote a culture of
safety in health institutions, encouraging the reporting of adverse events and the analysis of causes;
Disseminate knowledge and best practices in patient safety and quality of care; Strengthen the partnership
between the university and health services for the development of joint actions.

The activities began with the “Introduction to Patient Safety Course”, taught by the coordinating
professors and presented with research conducted by the students, with a presentation of the six
international patient safety goals, each goal presented by a pair of students and then discussed and
commented on by the project's supervising professor with the participation of graduate students. All
outreach workers undergo an initial adaptation period at the hospital, receiving protocols related to the
goals by e-mail and being registered in the hospital system. They are then divided between the Quality and
Patient Safety Management Unit (QPSMU) and the Health Surveillance Unit (HSU).

Goal 1: Correctly identify the patient

Correct patient identification is considered one of the pillars for preventing adverse events in
healthcare institutions, representing the first of six international patient safety goals proposed by the
WHO. Evidence shows that failures in this process are among the main factors contributing to medication
errors, procedures performed on the wrong patients, and other preventable events'".

A recent study reinforces that the systematic use of identification bracelets with at least two
identifiers—usually the full name and date of birth—is an effective practice for reducing risks, provided
that it is accompanied by active checking by healthcare professionals before any procedure. In addition,
patient involvement in the identification process has proven to be a relevant complementary strategy, as
it improves the accuracy of identification and strengthens the culture of safety'>'3.

The students, in the outreach activities, went to the stations carrying the hospital's own assessment
instrument on professional conduct in each ward of the inpatient sector, regarding the use of identification
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bracelets. The instrument listed questions involving not only the presence of the bracelet, but also what
identifiers were present, whether the letter was legible, whether the patient was aware of why the
bracelet was being used, whether they understood the importance of their identification through this
technology for preventing adverse events, and whether the professionals who attended to them checked
their bracelet and how often.

Correct identification is the first stage in preventing adverse events and effects, and this goal is
achieved by checking the white bracelet, which must be worn on an upper or lower limb of the patient.
Thus, the check is performed by confirming at least two identifiers, such as asking for his full name and
date of birth.

It is important to note that if the client was unaware of the importance of the identification
bracelet, it was the responsibility of the students/preceptors of the outreach project to provide health
education at the bedside. There was also space for observations by those applying the instrument, noting
any non-conformities that might be present, such as: illegible bracelets, bracelets removed by patients,
too loose, and in some cases too tight, especially when the patient was edematous.

A nurse initially accompanied each student from QPSMU for this practical evaluation activity at the
stations, where the professionals applied the instrument with the students in a ward and then supervised
the students’ first use of the questionnaire. In addition, the students conducted a strategic inspection of
professional adherence to goal 1 in the imaging and outpatient sector of the hospital. The outreach workers
positioned themselves at a strategic point that allowed them to approach patients who had just undergone
an examination or consultation in progress, regarding their correct identification.

In this sense, this assessment seeks to reduce the occurrence of incidents to ensure the care
provided to the client, and should be performed upon admission to the hospital service and remain in place
for as long as the patient is under care, with the need for regular inspections of the integrity of the
bracelet, associated with its visibility and the accuracy of the information present on the object, the
purpose of which, in addition to the objective of the goal, is to observe the need for replacement’.

Furthermore, the literature reinforces that the effectiveness of this goal depends not only on the
presence of the bracelet, but also on its legibility, adherence to the patient's body, and the awareness of
all those involved regarding its function. Studies show that health education aimed at patients on the
importance of wearing the bracelet, combined with continuous verification by quality and safety teams,
contributes to the reduction of non-conformities'. Systematic inspections and educational approaches at
the bedside, such as those promoted by outreach projects, have been valued as training strategies that
combine teaching with safe practice and the promotion of patient-centered care™.

Thus, the observations made resulted in relevant outcomes, such as the identification of non-
compliance in the use of identification bracelets and improved adherence by professionals to actively
checking at least two identifiers. Educational activities were carried out at the bedside whenever it was
identified that the patient did not understand the function of the bracelet, strengthening the culture of
safety and patient-centered care. In addition, the non-conformities observed were reported to the Quality
and Patient Safety Management Unit (QPSMU), feeding into the internal surveillance systems.

Goal 2: To improve communication between professionals

In goal 2, activities aimed at improving care were carried out, in which the participation of outreach
workers was focused on monitoring professionals in the sector participating in interventions, such as:
presentation of changes in hospital protocols; on-site training on incident and disease reporting; use or
training for the implementation of a new protocol for the hospital; and fairs and/or meetings, with the
purpose of discussing topics in a multidisciplinary manner with hospital employees.

It is clear that communication is the main tool within a work environment for maintaining the
organizational structure. Thus, in this goal, it was possible to perceive the importance of communication
within the work environment, since professionals are truly receptive to training and participate actively.

Recent studies show that communication failures are among the main factors contributing to
adverse events, such as medication errors, delays in diagnosis, and inappropriate treatments'. The
implementation of face-to-face training and updates to institutional protocols, as promoted by outreach
workers at the university hospital, directly contributes to aligning the flow of information among team
members, reinforcing safe conduct and reducing fragmentation of care. In addition, educational actions in
the workplace encourage multidisciplinary involvement and strengthen the culture of patient safety'®".
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Studies indicate that ineffective communication is one of the main outcomes that interfere with
the occurrence of adverse events in the provision of care. Failure to communicate can directly influence
the team's decision-making, which may be related to decisions that can influence diagnosis or treatment?.

Research shows that investing in spaces for dialogue, such as interdisciplinary meetings, alignment
meetings, and ongoing training, is essential for strengthening communication within teams and promoting
a collaborative learning environment. From this perspective, the presence of university outreach students
working alongside hospital professionals allows for a practical approach to teaching-service, in addition to
enabling enriching exchanges that impact both student training and the quality of care provided. Thus,
Goal 2, by prioritizing effective communication, expands the capacity of services to anticipate risks,
respond to critical situations with greater precision, and, consequently, prevent harm to patients'® 2!,

Goal 3: To improve safety in prescribing, using, and administering medications.

In Goal 3, medication use is one of the most critical areas in healthcare, accounting for a portion
of preventable AEs in hospital settings. Pharmacy students participated most heavily in outreach activities,
developing activities such as antimicrobial control, investigation of generalized infections, and
pharmacovigilance, with students being directly monitored by a pharmacist.

In pharmacovigilance, one of the most frequently performed activities was adverse reaction
investigation, with most reports focusing on antineoplastics in the High Complexity Oncology Unit
(UNACON). Outreach workers were also responsible for recording reports in the Health Surveillance and
Risk Management Application (VIGIHOSP). In addition to this system, the ANVISA platform for reporting
adverse drug events (VIGIMED) was also used.

The students’ involvement in pharmacovigilance not only allows for the early detection of adverse
reactions but also contributes to the development of a culture of reporting and traceability of medications
used, especially high-risk ones, such as antineoplastic drugs. Studies show that computerized reporting
systems, such as VIGIHOSP and VIGIMED, facilitate the collection, analysis, and dissemination of data on
AEs, promoting continuous process improvement and reducing harm to patients?.

Furthermore, we also sought to observe the client's understanding of medications. Therefore,
attention is focused on professionals, because errors associated with the therapeutic use of medications
can occur, such as prescription errors, administration errors, and medication mix-ups due to similar
spelling. Therefore, it is recommended to minimize these occurrences by reading the medication label,
checking the patient's name, medication name, and route of administration, time of administration,
prescribed dose, registration, form, and correct response of the medication.

These prevention methods are important to prevent errors. Patients should always be informed
about the medication, its prevention, and potential adverse effects before administration, thus providing
health education. Additionally, legible prescriptions and uniform drug graphics are important for improving
medication administration safety.

Educational practices and double-checking strategies for medication administration have been
strongly recommended to prevent errors related to prescribing, dispensing, and use. Patient education and
reinforcement of the "nine rights" of medication administration—right patient, right medication, right dose,
right route, right time, right record, right reason, right response, and right form—are essential actions to
ensure therapeutic safety?. Involving students in validation and guidance processes, with the support of
clinical pharmacy professionals, strengthens not only multidisciplinary practice but also the development
of safe, focused care?.

Goal 4: Safe surgery

Goal 4 involved completing a form developed by the hospital for each procedure to verify the
procedure being performed. This form was completed by a nurse from the Surgical Center (SC). Students
then analyze this data, which is entered daily into a spreadsheet and shared with the patient safety
department.

At this point, data analysis involves verifying the completion of the form, recording the data, and
checking the online medical record for any post-surgical infections. This report allows for monitoring any
errors in the surgical process or procedures that may not be in accordance with the plan. This stage is not
performed solely by the student; a nurse from the department is responsible for verifying the students’
analysis.
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Furthermore, indirect patient care is provided by observing the surgical center staff completing the
sign-in, time-out, and sign-out checklists. From this perspective, sign-in refers to the moment before
anesthetic induction, and should ensure correct identification of the patient, the surgical site, the
procedure to be performed, the completion of the informed consent form, and the verification of allergies
and possible ventilation difficulties and risk of aspiration.

The systematic adoption of surgical checklists, such as sign-in, time-out, and sign-out, is
internationally recognized as an essential measure for patient safety during invasive procedures. The
literature shows that the proper use of these instruments is associated with the reduction of preventable
errors, such as incorrectly sited surgeries, unplanned procedures, and retention of surgical materials, in
addition to contributing to a decrease in surgical infection rates?. However, for these checklists to have a
real impact, it is essential that their application is not limited to mechanical completion, but involves the
engagement of the multidisciplinary team and periodic training that reinforces the culture of safety and
the importance of effective communication in the surgical environment®.

Regarding the timeout, the moment before the skin incision, it seeks to verify team members'
confirmation, confirmation of the patient, surgical site, and type of procedure, verification of critical
points of the surgery, anesthesia, and nursing during care, in addition to administering antibiotic therapy.

Before the patient leaves the operating room, sign-out, the procedure performed must be
confirmed, instruments, compresses, and needles removed from the surgical wound, biological material
must be checked, identified, and properly stored for laboratory analysis, and necessary care during the
anesthetic recovery period must be planned. After completing each surgical timeout, the actions
performed must be recorded to demonstrate the patient care actions performed. Therefore, providing
training for the surgical team on the importance of completing and implementing checklists is crucial for
teams performing invasive procedures.

Goal 5: To sanitize the hands to prevent infections

Goal 5 was consolidated primarily through hand sanitize observation. Students went to the stations
(especially the ICU) with the hand sanitize observation sheet and conducted direct inspections of the
professionals’ work spaces. They assessed whether hand sanitize was performed at five different times
(before touching the patient; before performing aseptic procedures; after exposure to patient fluids; after
touching the patient; and after touching surfaces near the patient), as well as the method of hand sanitize
(whether with alcohol-based hand rub or soap and water).

It is important to note that the sheet used is from ANVISA, which allows for assessment of whether
hand sanitize was not performed and at which of the five times it was not performed. It also divided each
evaluation column into a distinct professional category, thus facilitating subsequent assessment by HSU
professionals. With this goal, students were able to perform infection prevention actions within an
institution as large as a university hospital through actions aimed at monitoring hand sanitize among
professionals. Hand sanitize adherence is one of the simplest and most effective practices for preventing
healthcare-associated infections. However, healthcare worker adherence is still considered unsatisfactory
in many settings, which reinforces the importance of educational strategies, systematic assessments, and
continuous feedback. The participation of outreach students as auditors strengthens the culture of active
surveillance and promotes practical learning about biosafety protocols?.

In addition to monitoring, students were also able to act as knowledge disseminators, providing
specific guidance in the workplace on correct technique and appropriate times for hand sanitize. This
educational and participatory approach helps correct errors in real time and reinforces the institution’s
commitment to patient safety. Studies indicate that interventions based on direct observation and
individualized feedback, such as those implemented in this project, can increase adherence to the practice
and reduce rates of Healthcare-Associated Infections (HAls)?.

Goal 6: To reduce the risk of falls and pressure injuries

For goal 6, an active search was conducted, defining which station the students would visit weekly
to determine whether the patient had a pressure injury (reviewed in the medical record and confirmed
with the nurse responsible for the patient on the day of the assessment) and whether the patient had
suffered a fall (asked verbally after defining the occurrence so that the patient understood the concept of
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a fall).

If a fall was identified/reported, the students checked whether it had been reported in the
VIGIHOSP notification system, through the hospital's internal system. Any professional could do this. After
assessing the incident, if it had not been reported, the students would report it. Furthermore, during the
searches, the completion of the Braden and Morse scales was also verified, serving as guidance for the
outreach workers regarding the patient's condition and whether they were correctly identified in the
medical record and by their bracelet. If there were discrepancies between the students' observations and
what was documented on the bracelet or medical record, the situation was reported to the nurse
responsible for the patient or the department, and an assessment was made for changes if necessary.

Although many attributed falls to something with extreme potential for harm, especially among the
most critically ill and fragile patients, falls were only understood in their full magnitude if damage and
injury occurred. Because the outreach workers went through a thorough process of reading theoretical
references before the practical activities, they recognized the need to educate patients on the range of
events that characterize a fall and its importance, even if the victim did not fall to the ground.

It is important to emphasize that students were often the first to learn of incidents involving no
injuries, such as falls, because the patients themselves did not understand the reportable circumstance as
relevant. All this reflection, stemming from direct immersion in the hospital environment, alongside the
target audience for patient safety initiatives, solidified an extremely enriching experience, beyond
academic certifications: critical thinking in care delivery.

Preventing falls and pressure injuries in hospital settings requires the integration of active
surveillance, continuous risk assessment, and health education aimed at both professionals and patients.
Studies highlight that the use of standardized scales, such as Braden and Morse, combined with targeted
interventions based on identified risk factors, results in a reduction in these AEs?.

In this sense, the students' active participation in the active detection and reporting of falls, even
those without injuries, helped raise awareness among healthcare staff about the importance of early
detection and accurate reporting of these events, fostering the improvement of the institutional safety
culture. Furthermore, the educational approach delivered directly to patients on the broader concept of
falls proved essential for increasing the public's understanding of their vulnerability, also making them
active agents in prevention®.

Implications

This study's limitations include its experience in a single hospital, which limits the generalizability
of the results, and its descriptive nature, based on student perceptions, which may involve subjectivity.
Another limitation was the lack of a precise estimate of the number of individuals directly reached.
Although it was not possible to accurately measure this reach, the records and observations made
demonstrated the active involvement of participants and the positive impacts on patient safety practices.
This experience reinforces the importance of adopting more systematic monitoring strategies in future
editions of the project to expand the evaluation of results and improve the planning of outreach activities.

Nevertheless, the findings demonstrate important contributions to healthcare education,
highlighting that student participation in outreach projects focused on patient safety contributes to the
development of critical competencies and practices aligned with quality of care. The experiences reported
reinforce the potential of outreach projects as a strategy for integrating teaching and service, encouraging
the consolidation of a safety culture from undergraduate level onward.

CONCLUSION

The students' participation in the outreach project enabled the development of patient safety-
focused initiatives, such as educational activities, training support, participation in institutional
campaigns, and collaboration in internal assessments. These initiatives were integrated into the routines
of the Quality Management and Patient Safety department, fostering the connection between teaching and
service. The practical experience allowed students to understand the application of safety protocols in the
hospital setting and recognize the challenges of care management. From a training perspective, the
outreach program contributed to the development of ethical, technical, and collaborative skills. For the
service, the presence of the students fostered integration with professionals and management, fostering
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an exchange of knowledge and experiences in line with the principles of safety culture and quality of
healthcare.

Furthermore, the activities carried out contributed to the implementation of health education
within the hospital, enriching the outreach workers' experience and expanding their perspective on the
professionals’ work in integrating with other areas, not only for patient care but also for prevention
practices. It is clear that the outreach workers demonstrated their skills during the process of working in
the sectors described. The work provided not only aptitude, but also knowledge and autonomy, in line with
integration with professionals from a wide range of areas. It is clear that the outreach project in patient
safety and quality of care is essential to ensuring the quality and safety of patient care. By promoting
education, research, innovation, and collaboration, this project contributes to building a safer and more
efficient healthcare system.
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