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Abstract
Background: Patient safety is fundamental to upholding the quality of health care. Health-care workers in neonatal 
intensive care units (NICUs) face daily challenges to sustain safe care for their patients and to counteract medical errors. 
Aims: The objectives were to develop the Egyptian Neonatal Safety Training Network (ENSTN) to promote safe health 
care practices in NICUs through training of Health-care workers on PtS and dissemination of a culture for patient safety. 
Methods: The ENSTN project accomplishments were completed through 8 work packages. The first package activities 
were intended to establish standards of knowledge and skills for safe practices in the NICU, develop the course specifi-
cations for PtS and develop standards. The remaining packages included: a professional patient safety reporting system 
and database; cohesive shared education and training in patient safety leadership and research; development of protocols 
and guidelines to enhance and ensure sustainability of safe practice; dissemination of ENSTN messages; confirmation of 
quality measures and adequate performance; sustainability of patient safety practices in the NICU; and structuring the 
management plan and facilitating project activities. 
Results: Project outputs included: patient safety standards for NICUs in Arabic and English; 3 patient safety courses for 
physicians, nurses and other health-care workers the ENSTN electronic reporting system for medical errors and guide-
lines; and a parent’s booklet. 
Conclusions: Continuous organized training for health-care workers on patient safety and implementation of ENSTN 
standards to reduce medical errors in the NICU are needed. We implemented the first confidential patient safety report-
ing system for NICU. 
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Introduction
Patient safety (PtS) is core of quality of health care. Health 
care workers (HCWs) in neonatal intensive care units 
(NICUs) are facing a daily challenges to sustain safe care 
for their patients and to counteract medical errors while 
they are performing complex health care. They act very 
hard to avoid any level of harm that may affect quality 
of life in newborn infants. Unfortunately, these attempts 
are not sufficient to conserve appropriate PtS culture in 
NICUs and medical errors do occur. 

Medical interventions are high risk procedures. 
Errors are inevitable, but most are preventable. (1,2). The 
publication of the famous report “To err is human” by the 
Institute of Medicine of United States of America (USA) 
was the first to direct attention to the role of the health 
care system in medical errors. (3). Although the report data 
seemed to be disappointing due to the number of deaths 
from medical errors, it considered the groundwork for 
change in health care systems and in initiating quality 
improvement. It helped the move to a system-based 
approach instead of blaming persons. 

Patient safety is a serious global public health concern. 
There is a 1 in 300 chance of a patient being harmed 

during health care. Patient harm is the 14th leading cause 
of the global disease burden, comparable to diseases such 
as TB and malaria (4). 

While in hospital, 1 in ten patients is harmed in high-
income countries; the harm is caused by a wide range 
of incidents or adverse events, with nearly 50% of them 
being preventable. In 26 studies in low- and middle-
income countries, the adverse event rate was around 8%, 
of which 83% could have been prevented and 30% lead to 
death (4). Approximately 2/3 of all adverse events occur 
in low-income countries (4). Research in the USA has 
shown that 251 454 inpatients (9.5%) die annually as a 
result of medical error. “If medical error was a disease,” 
they concluded, “it would rank as the third leading cause 
of death in the United States” (5,6). 

European data, mostly from European Union 
Member States, consistently show that medical errors 
and health care-related adverse events occur in 8–12% 
of hospitalizations. Evidence on medical errors shows 
that 50%–70.2% of such harm can be prevented through 
comprehensive systematic approaches to PtS (7) 

There are few sources of data available in Egypt on 
type, rate or magnitude of medical error in Egyptian 
NICUs. Our observations from clinical case reports 
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and academic theses provided evidence of harm in our 
NICUs, but the fear of blame and punishment has led to 
concealing reporting the adverse events. Additionally, 
there was no incident reporting system or safety culture 
to encourage reporting (8). 

Quality in health care begins with ensuring safety 
(9–10). In Europe, PtS depends on effective, sustained 
policies, programmes and standardized training of 
health professionals to prevent adverse events, creating 
networks and information systems focusing on exchange 
of experience and best practice (11–13). 

Our concern is with PtS in NICUs as lack of safety 
practices has a direct influence on morbidity, mortality, 
and long-term quality of life. Medical errors are common 
in NICUs, and frequently result in sentinel and adverse 
events with harm to patients. These cause ethical and 
financial burden on the society. 

There is lack of training programmes on PtS 
science. The undergraduate and postgraduate medical 
programmes do not include PtS courses. Also lack of 
on-the-job training for physicians, neonatologists, 
paediatricians and nurses is another the problem 
hindering the implementation of quality safety standards. 
There is no leadership or seamless communication which 
reduces the problems of PtS. Other important problems 
of concern include the absence of a culture for event 
recording, root cause analysis and risk management. 

The broad objective of the ENSTN was to develop and 
support the establishment of the Network to promote safe 
health care practices in NICUs and prevent inadvertent 
harm to patients as a result of their care. This would be 
achieved through contribution to learning and training 
of HCWs such as neonatologists, paediatricians, nurses 
and medical students on PtS and the dissemination and 
promotion of a PtS culture. 

The specific objectives were: 
	· to establish clearly defined standards of knowledge 

and skills required for safety practice in the NICU in 
line with international PtS standards; 

	· to develop course specifications for PtS in the NICU 
that can be included in the training of health profes-
sionals; 

	· to foster development of a safety culture in NICUs 
that depends on a system approach, promotes report-
ing of adverse events and is focused on prevention 
and learning; 

	· to modernize the NICU workforce through devel-
opment of shared education ands training with Eu-
ropean partners in scope of PtS by first year and 
development of protocols, pathways and guidelines; 

	· to provide effective leadership and team work train-
ing in PtS; 

	· to encourage research into PtS improvement; 

	· to communicate with parents and relevant stakehold-
ers regarding PtS through regular meetings; 

	· to develop national standards for NICU safe practice. 

Methods
In order to modernize PtS culture in Egyptian NICUs 
and promote leadership to oversee changes in the cur-
rent PtS culture and implement database for medical 
errors, a grant was submitted to Tempus. Five Egyptian 
and 3 European universities participated in the project. Al 
Azhar University was the grant holder and co-beneficiary 
universities were Liverpool, Tartu, Constanta, Mansou-
ra, Tanta, Suez Canal and Zagazig. The project began in 
December 2013 and was technically completed in August 
2017. It is the expected that the activities will carry on in 
order to maintain the safety culture. 

Nonpartner universities; health ministry physicians 
and officials; neonatal societies; and private, insurance 
and teaching hospital staff were invited to attend and 
share in founding workshops, launching meetings, 
organizing training workshops and preparation of 
guidelines. 

Our outputs documents were peer reviewed by our 
European partners and project experts. They was also 
benchmarked with the international qualifications and 
standards. 

Target groups 

The target groups were: HCWs (physicians, neonatol-
ogist, paediatricians, nurses, pharmacists, residents, 
house officers); students; workers affiliated to partner 
and nonpartner universities; relevant stakeholders such 
as the Ministry of Health and Population, nongovern-
mental organizations; the public, insurance and private 
hospitals; medical syndicates; and parents who wanted to 
make a difference in providing PtS culture. 

The technical design and steps of the project followed 
the Tempus guidelines and grant template. This was 
done by distributing the project activities and tasks into 
work packages then determining the major deliverables 
from each work package as well as assigning the roles of 
the grant holder and beneficiaries in each work package. 
There was plan for the work, with contingency and non-
conformance plans included in the grant agreement. 

The project was accomplished through 8 work 
packages that were designed to achieve the project 
objectives. 

The first work package activities covered establishing 
standards of knowledge and skills for safety practice in 
NICU, developing course specifications for PtS in the 
NICU to be used for training of Egyptian HCWs and de-
veloping the PtS standards for the NICU. 

The second work package tasks were constructed to 
develop the first professional NICU PtS reporting system 
and database to report medical errors and to interact with 
the reporters. Additionally they aimed to provide educa-
tional support through an educational forum in English 
and Arabic. 

The third work package was planned to ensure develop-
ment of cohesive shared education and training in scope 
of PtS, leadership and research according to international 



1305

Report EMHJ – Vol. 26 No. 10 – 2020

standards. Training considered different learning styles 
and use interactive learning with feedback to guaran-
tee safety skills acquisitions strengthen knowledge and 
skills of HCWs. It included case based approach, hand on 
exercises on simulators. The effect of training was meas-
ured by pre- post test and evaluation by the contact sites 
in their NICU. 

The workshops training involved the introduction 
of PtS science, human factor engineering PtS, basic PtS 
knowledge and skills, using safety tools in root cause 
analysis, incident reporting and PtS interventions. 
Training was organized through integrated workshops 
in Egypt shared by EU and Egyptian partners as well 
as training visits in corresponding NICUs of European 
partners. 

Patient safety leadership and research courses were 
developed. Leadership workshops were conducted to 
expand the capacity of HCWs to conduct change in PtS 
culture and included training on clinical and managerial 
safety leadership as well as communication, time 
and change management. Research workshops were 
conducted to expand capacity of HCWs to conduct PtS 
research. 

The fourth work package related to the development 
of protocols and guidelines to enhance the provision of 
safety practice in Egyptian partners and to ensure sus-
tainability of safe practice in NICUs. These guidelines 
were directed towards specific safety problems in the 
NICU which occur due to lack of knowledge or skills and 
were prepared by the Egyptian and EU partners with the 
involvement of stakeholder representatives to ensure 
their use and sustainability. 

The aim of the fifth work package was to disseminate 
ENSTN messages and to communicate with relevant 
stakeholders and parents in Egypt. It included activities 
to approach stakeholders, non-partners, parents of pa-
tients and the public in order to develop national NICU 
PtS standards and to modernize current PtS practices, 
and to ensure more contributions from parents of pa-
tients, stakeholders and the public. 

The sixth work package included activities to confirm 
quality measures and adequate performance and guaran-
tee the achievement of our objectives. 

The seventh work package activities were directed at 
ensuring the sustainability of PtS practice in the NICUs 
of Egyptian partners after the project was completed. 

The eight Work package was established to structure 
the management plan and to facilitate project activities. 

Operational design and the tools used in the project 
were included in the grant template. We used the 
Tempus-designed Gantt chart template and logical 
framework. 

All planned activities relating to each work package 
were listed in the Gantt chart. For each activity, we 
entered the start date, estimated duration and the end 
date. We scheduled the activities successively to ensure 
that dependent activities did not start until the activities 

they depended on had been completed. The required 
resources were determined in the most economic way 
for each activity according to the output and to the target 
group. 

In the logical framework, we included the project 
objectives set against the activities and outcome/output 
as well as the evidence for execution of these activities 
and their relation to the required resources. The expected 
threats and how to deal with each one were also included. 

Although we conducted the survey regarding 
knowledge and practices before implementation of the 
project, we did not have data from all partners regarding 
the effects after the project. 

Regarding to the administrative design and ethical 
consideration of the project, there was a written 
agreement between Tempus and the grant holder, Al-
Azhar University, then a mandate and agreements 
between the grant holder and the beneficiaries. These 
agreements included the responsibilities, duties, time 
frame, finances and the role of each body as determined 
by the grant rules of the European Commission/Tempus. 

The grant holder was responsible for all the financial 
and legal aspects of the project and contact with Tempus. 
It was also responsible for communicating all the 
progress as well as arranging for the audit visits during 
the project life time as well as sustainability activities. 
The grant holders and the beneficiaries were responsible 
for executing the project tasks in accordance with the 
agreement. There was also a managerial committee 
and an executive committee for the higher project 
management and executive and working groups at the 
beneficiary level. 

We followed the ethical and confidentiality rules as 
in the agreements. Also, we implemented the ENSTN 
policy (one of the project outcomes) regarding the duties, 
responsibilities and rights of the partners as well as 
ownership of the database and confidentiality regarding 
the reporting system. 

Results
Document on patient safety standards for 
NICU patients in Arabic and English 
This is the required standard of care for safe practice. 
This document was the aspiration of all neonatologists 
and HCWs participating in the care of newborn infants. 
It illustrates the rationale for the needs of medical safety 
standards and was based on the initial survey. The aim 
for the standards proposed by the ENSTN was to embrace 
nearly all health care disciplines and actors in NICUs and 
endorse a comprehensive, multifaceted approach to pre-
venting and managing the actual and potential risks to 
PtS in the NICU, and to propose national standards to be 
adopted by the Ministry of Health and Population, uni-
versities and other health care facilities. It describes what 
is meant by safety and by standards. These standards can 
be applied to various health care facilities that provide 
neonatal care. It is important to locate where and why ad-
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verse events occur; starting from delivery rooms, outpa-
tient clinics, private or general hospital NICUs, a variety 
of events may occur. General PtS standards and specific 
PtS standards for the neonatal population are available in 
both Arabic and English versions. These specific stand-
ards are exclusive to newborn infants, and are needed to 
apply safe care in NICUs. 

Document for necessary knowledge, skills 
behaviour and attitude for safety practice in 
neonatal intensive care units for all health care 
workers 
This document covers the attributes and qualities needed 
regarding the knowledge and the intellectual, profession-
al and behavioural skills that are needed for safe practice 
in NICU for physicians, nurses, pharmacists and other 
workers. 

Egyptian Neonatal Safety Training Network 
policy documents 
This document covers the policy and regulations for the 
ENSTN. There are 2 types of rules for the database. The 
document also demonstrates the eligibility criteria and 
establishes the structure and responsibilities of the EN-
STN. It displays regulations for the categories of: mem-
bership, job descriptions and research, authorship of 
publications, data ownership, the confidentiality policy 
and the policy for reporting clinical adverse events. The 
following were developed:

	· 3 PtS courses specifications for NICU HCWs one for 
physician, one for nurse and one for other HCWs; 

	· neonatal PtS course specifications for medical staff/
physicians, scientific content, manual of trainers and 
manual of trainees and power points /presentation 
for the neonatal PtS course specifications for medical 
staff to be used during workshops; 

	· PtS course specifications (Arabic English) for 
non-medical staff, manual of trainers and trainee and 
power point presentations; 

	· PtS course specifications for nurses (English and Ara-
bic) scientific content, manual of trainers and manual 
of trainees and power points/presentation. 

It covers PtS course specifications for medical staff/
physicians, scientific content, the trainers’ and trainees’ 
manuals, and the PowerPoint presentations for the 
neonatal PtS course specifications for medical staff to be 
used during training workshops. 

The PtS course specifications for nurses, other HCWs 
and non-medical staff were developed in both Arabic 
and English for the trainers’ and trainees’ manuals and 
PowerPoint presentations. 

For each course there is scientific content, trainer 
and trainee manuals and PowerPoint presentations. These 
include the teaching methods and the curriculum.

The courses concentrate on basic training in safety-
related issues; an introduction to the science of PtS; 
basic PtS concepts (e.g. explain adverse events, close 
calls, systems approach, high reliability organizations), 
understanding of the human factors engineering PtS and 
key methods for more effective PtS programmes. The 
courses also provide more in depth studies on the safety 
tools: systematic reporting, identifying how to respond 
to an adverse event and conduct an investigation using 
root cause analysis and health care failure mode and 
effect analysis and risk management. 

Also included is the concept of PtS interventions and 
how to implement solutions to improve quality of care 
and PtS in the NICU. The presenters explain the role 
of both individuals and systems in improving PtS. The 
course is structured in 3 modules for the physicians 
who were instructed to train in the knowledge and skills 
needed for safe medical practice. 

Patient safety leadership course developed; 
also a manual for trainers and trainees and 
PowerPoint presentations on scientific 
content
This course is composed of 5 modules. The NICU HCWs 
should understand the communications principles and 
how these can affect PtS, They need to be competent in 
managing change and facing conflicts and stress. The 
aim is to allow neonatologists to modernize the current 
blaming culture in PtS and promote a culture that facili-
tates training and the reporting of errors, and implements 
solutions to prevent errors. The trainee will recognise 
and have training on the related communication proce-
dures, time and stress management, basic skills for deal-
ing with conflict and reducing resistance to change. They 
also need to acquire knowledge and skills for motivation 
and negotiation while understanding true meaning of 
leadership. They will gain the necessary management 
skills, audit and ethical issues pertaining to PtS. They 
should also have knowledge of preventative strategies 
and prevention of stress in the NICU: thus, trainees will 
be able to recognize the extent of problems originating 
from inability to manage the daily work. This training 
course is also intended to improve the level of care in the 
NICU regarding safety issues and to harmonize training 
between participating universities and other stakehold-
ers. It will prepare HCWs to modernize the PtS culture 
and improve the quality of health care. 
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Developed a patient safety research course, 
and manual of trainers and trainees and 
PowerPoint presentations on scientific 
content 
This covers the research methodology course prepared 
by the ENSTN team. The emergence of new NICU PtS 
standards suggested by the ENSTN will need effective 
practice of knowledge, and the ability to conduct root 
cause analysis and study the solutions in a safe, effective 
and efficient way before implementation. 

It is important for the dissemination of a new PtS 
culture among HCWs. It comprises 2 modules. 
The course concentrates on:

	· how to conduct a research paper, 

	· formulation of research objectives and questions, 

	· how to write a research paper/manuscript prepara-
tion, 

	· how to review a scientific article, 

	· how to evaluate articles for publication, 

	· how to prepare a scientific presentation, 

	· documents for the incident/event reporting manual.
The booklet helps the HCWs to report data to 

the ENSTN reporting system and to ensure uniform 
understanding and operational definitions of the 
terminology related to medical errors, PtS and degree 
of harm and severity. It explains incident report data 
definitions. It shows the basic data that will be reported, 
how to describe the incidents, staff members, impressions 
about the incidents and patient details.

Established a patient safety network webpage, 
reporting system and database for NICU in 
Arabic and English (www.egyneosafety.net)
The project webpage covers the incident reporting sys-
tem in English and Arabic and an educational forum to 
train on safe practice and encourage participants to ex-
change experiences. It also disseminates alerts and indi-
cators. It has a parents section and shows the project ac-
tivities such as workshops and meetings, dissemination 
activities, project news and a photo gallery. It links to the 
ENSTN Facebook page and also the YouTube link where 
educational videos for the project can be accessed. An 
electronic data entry form has been developed in Arabic 
and English and a phone application download is availa-
ble through Google Play. 

Developed 15 guidelines with three translated 
into Arabic 
We developed 15 guidelines in the English language. We 
translated 3 guidelines into Arabic: to prevent delayed 
and wrong diagnosis, to prevent falls and dropping of 
newborn infants in the neonatal nursery, and hearing 
screening of newborns and infants in the NICU. These 

can be used by nurses and other HCWs. The developed 
guidelines comprise:

	· to prevent delayed and wrong diagnosis in the NICU; 

	· for the management of late treatment and how to deal 
with errors and subsequent events; 

	· for the prevention of medication errors on the neo-
natal unit; 

	· policy for: the identification of a baby (tagging), 
prevention of baby abduction, action if abduction is 
suspected; 

	· hearing screening of newborns and infants in the 
NICU; 

	· follow-up of retinopathy of prematurity; 

	· management of adverse transfusion reactions; 

	· use of instruments and how to deal with subsequent 
events; 

	· guideline on the use of oxygen in the newborn; 

	· guideline for heel stick (capillary blood sampling); 

	· guideline for transport and retrieval; 

	· guideline for exchange transfusion; 

	· preventing falls and dropping of newborn infants in 
the neonatal nursery; 

	· guideline/policy to achieve maximum safety during 
preparation, processing and administration of paren-
teral nutrition in newborn infants;

	· infection control policies in the NICU. 

Developed 6 educational videos for health care 
workers and parents 
The videos show clinical and procedural skills as well as 
instruction to physicians and nurses on how to admit 
cases to the NICU and how to perform necessary invasive 
clinical procedures that may interfere with safe patient 
care. They also show how to do perform manoeuvres on 
newborn infants, e.g. intubation, insertion of chest tube, 
resuscitation and insertion of long central venous cathe-
ter. There are 2 videos showing how errors occur. There is 
one educational video aimed at the parents to help them 
prepare for infant discharge from the NICU and to carry 
out safe care at home. Advertising materials (films) were 
released aimed at increasing public awareness regarding 
patient safety culture; we also produced a documentary 
on the project.

	· production of awareness and educational film for the 
public to improve PtS culture; a project documentary 
film was also produced; 

	· dissemination tools: presentation in conferences, 
brochures, leaflets, 6 newsletters, and media; TV and 
newspapers; 

	· document of parents’ educational booklet (the doc-
ument is in Arabic and used mainly for parents. It 
explains the nature of the NICU, steps for admission 
and type of care and how to communicate with doc-

http://www.egyneosafety.net/
http://www.egyneosafety.net/
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tors and responsible physicians in the hospital and 
safe medication use);

	· PtS team in majority of participating units; 

	· agreement with related stakeholders; 

	· sustainability of ENSTN project was attained through 
a grant from the Research and Technology Academy; 

	· 34 NICU PtS workshops, 11 NICU PtS leadership work-
shops, 14 NICU PtS scientific research workshops, 14 
NICU incident report workshops were conducted; 

	· 7 Masters theses and one MD thesis were completed. 

Discussion
The ENSTN addressed the knowledge triangle of edu-
cation, research and innovation. It is linked to educa-
tion and has developed partnerships with related stake-
holders. The ENSTN project provided a full package of 
complementary courses and training workshops that 
increased capacity-building of HCWs in regard to their 
knowledge and skills in PtS science and incident report-
ing. Correspondingly, the package increased competence 
and professional practice in how to act as a team with ef-
fective, seamless communication; it led to change in PtS 
culture and enabled HCWs to investigate the root causes 
of medical errors and to implement changes that will pre-
vent errors from recurring. 

The project is one phase towards filling the gaps in PtS 
culture in Egyptian NICUs and towards modernizing PtS 
culture in NICUs. The activities fit within the Egyptian 
strategy of education as PtS is one of the important 
priorities of the health care system. 

The ENSTN project objectives have been realized. The 
first work package outputs helped to achieve the wide 
objective, and specific objectives 1, 2, 3, 4 and 8. The NICU 
safety standard is one of the important outputs: to our 
knowledge it is first safety standard in Egypt directed 
at the neonatal age group. The PtS standards document 
included the clear, defined, safety standards that are 
required for proper safe practice in NICUs. It covered the 
essential knowledge and skills required for safe practice 
in the NICU. The need for such safety standards has been 
illustrated in different parts in the world (14–16). 

Three PtS course specifications with their related 
trainer and trainee manuals were established. This 
supported the needs of different health workers, e.g. 
physicians/nurses/non-medical staff. The educational 
tools as scientific content, videos and simulations were 
provided to improve the skills in neonatal care. The 
courses will help the sustainability of NICU PtS training 
and modernization of PtS culture after the lifetime of the 
project. The need for standardized training and courses 
was alerted by the World Health Organization (WHO) 
through medical student curricula (17). 

The second work packages output achieved project’s 
wide objective and specific objectives numbers 3 and 8. 
We succeeded in developing the ENSTN webpage and 
incident reporting system in Arabic and English. The 

online electronic network boosts event recording. The 
Network guarantees anonymity to NICUs and persons 
who report events. This helped to overcome some of 
the factors that contributed to the culture of silence and 
fear that prevented reporting of adverse events. As far 
as we know, there has been no professional PtS network 
database for NICU in Egypt till now, and our database is 
the first. 

The success of the incident report system is 
encouraging and enables us to move on and stand up 
against the traditional resistance to reporting. We still 
need national support to generalize the reporting system 
throughout the country. The role of incident reporting in 
improving PtS and patient culture had been described by 
several authors (18–19). 

Regular alerts and indicators were extrapolated from 
issues that endanger safe practice. Developing indicators 
for PtS in the NICU is important for measurement of 
quality of practice (20). 

The educational interactive forum was implemented 
to expand important items related to safety issues, 
it allows discussion and analysis by participants and 
experts; learning from shared experience is one of the 
methods that will lead to a reduction in medical errors. 

The third work packages outputs achieved objectives 
4, 5 and 6. Using our courses, we conducted 34 PtS 
workshops, 11 PtS leadership workshops, 14 PtS scientific 
research workshops and 14 incident reporting workshops. 
To ensure the quality of the courses and manuals and 
the workshops, they were appraised by peer review and 
experts. 

There has been a positive impact on staff behaviours, 
with improvement in attitudes and capacity-building 
professional skills among HCWs. They understand 
the nature of adverse events, medical errors, types of 
errors and triggers of errors, and this has enabled them 
to understand the safety issue and to value safe care. 
They act with more confidence to use the guidelines 
and the reporting system to apply a non-punitive safety 
culture and stop pointing fingers at others. Through the 
research courses, they built new, positive motivation 
to investigate root cause analysis of medical errors and 
consider solutions and improvement in care. 

Health care workers are now more accurately writing 
and reading medical orders and double checking for drug 
dose, and are convinced by the directive for hand washing. 
The effect of training has been studied previously and 
was shown to be effective in reducing medical errors (21) 
and improving quality of health care (22). 

The fourth work package achieved objective 4. We 
developed 15 neonatal guidelines; the Arabic translation 
was completed for 3 of these to help nurses and other 
HCWs. The lack of guidelines has been among the 
leading causes of medical errors; WHO has introduced 
several guidelines for global health problems (23). 

Project activities allowed excellent dissemination of 
the project objectives and outputs to our stakeholders. 
The ENSTN has a strong link with society and aids parent 
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education through education sessions and the webpage. 
Patient involvement in health care is important evidence 
of quality (24). 

Several agreements were signed with related bodies to 
maintain the project activities. the Network has allowed 
cooperation between universities and the nonacademic 
sector, and nongovernmental societies and associations 
through founding and training workshops and the 
preparation of safety standards and guidelines. 

There were unexpected outcomes with spin-off effects 
such as the development of a safety module for the fifth 
year paediatrics undergraduate students and introduction 
of a PtS module in the first year of undergraduate 
medical school in 2 of the partner universities. Similarly, 
PtS was implemented in the introduction course for the 
Egyptian neonatal fellowship programme; these fellows 
will be the specialized neonatologists of the future. 
The development of academic and practical hands-on 
training using simulators provided the opportunity to 
learn skills without committing errors. Furthermore, we 
ensured capacity-building of the trainers who are able to 
conduct courses in their work places; this overcame the 
lack of safety trainers and experts. Additionally, research 
related to PtS was conducted in form of 7 master’s theses 
and one doctorate thesis. 

We succeeded in obtaining a new grant to support 
the training and data incident reporting system from the 

Academy of Science and Technology, and this has had a 
positive effect on the sustainability of the training and 
reporting activities. 

Conclusions
Our achievements include NICU PtS standards for qual-
ity of care in neonatal units, 3 safety courses that suit 
different HCWs, the first national incident reporting 
system, a parent education booklet, safety training work-
shops and neonatal safety guidelines to aid in improve-
ment of the PtS culture in our NICUs. 

Finally we would like to report that improvements 
in PtS do not just happen. They need the right culture, 
good leadership, well trained HCWs and the right 
health systems. A strong safety culture requires: strong 
leadership, teamwork, accountability, understanding 
and moving from blaming individuals to recognizing 
the role of system factors in PtS, with the consideration 
that “no blame” is appropriate for many errors, however, 
certain errors demand accountability. 

Efforts to sustain the project outcomes and outputs 
are highly appreciated by HCWs and the Ministry of 
Health and Population. They need to adopt the ENSTN 
safety standards, implement the incident reporting 
system, provide continuous regular training, update the 
guidelines and involve parents in the care of their babies. 

Acknowledgment
Professor Dr Safaa ELMeneza, Al Azhar University; Professor Dr Michael Weindling, University of Liverpool; Professor 
Dr Tuuli Metsvaht, Professor Dr Heili Varendi, Tartu University; Professor Dr Mariam Abu Shady, Al Azhar University; 
Professor Dr Mohamed ELkalioby, Suez Canal University; Professor Dr Reda Bassiouny, Mansoura University; Profes-
sor Dr Mohamed Rewisha, Dr Ashraf Abu Hamama, Tanta University; Professor Dr Ehab ELbanna, Zagazig University; 
Dr Monika Surdu, Constanta University. 

Funding: Five Egyptian and 3 European universities participated in the ENSTN project funded by Tempus grant 
543823-TEMPUS-1-2013-1EG-TEMPUS-JPHES.

Competing interests: None declared. 

Réseau égyptien de formation en sécurité néonatale :  un rêve, améliorer la culture de 
la sécurité des patients dans les unités néonatales de soins intensifs 
Résumé
Contexte : La sécurité des patients est essentielle pour fournir des soins de santé de qualité. Les agents de santé qui 
travaillent en unités néonatales de soins intensifs doivent relever des défis quotidiens pour garantir la sécurité des 
soins offerts à leurs patients et prévenir les erreurs médicales. 
Objectifs : Développer le Réseau égyptien de formation en sécurité néonatale (ENSTN) pour promouvoir des pratiques 
médicales sûres dans les unités néonatales de soins intensifs en formant les agents de santé à la sécurité des patients 
et en favorisant une culture de la sécurité des patients. 
Méthodes : Les réalisations du projet ENSTN ont été menées à bien dans le cadre de huit programmes d’activités. 
Le premier programme visait à établir des normes sur les connaissances et les compétences requises pour assurer 
la sécurité des pratiques en unités néonatales de soins intensifs, à définir le contenu des formations sur la sécurité 
des patients et à élaborer des normes. Les autres programmes portaient sur les domaines suivants : système de 
communication de l’information et base de données professionnels sur la sécurité des patients ; cohérence des 
programmes de formation et d’apprentissage partagés sur la sécurité des patients ; encadrement et recherche ; 
élaboration de protocoles et de directives afin de mettre en place des pratiques plus sûres et d’assurer leur pérennité ; 
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زة  الشبكة المصرية للتدريب على سلامة حديثي الولادة: حلم لتعزيز ثقافة سلامة المرضى في وحدات الرعاية المركَّ
لحديثي الولادة في مصر 

صفاء المنزه

الخلاصة
زة لحديثي  الخلفية: تُعد سلامة المرضى أمراً أساسياً لتعزيز جودة الرعاية الصحية. ويواجه العاملون في مجال الرعاية الصحية في وحدات الرعاية المركَّ

الولادة تحديات يومية في سعيهم إلى استدامة الرعاية المأمونة لمرضاهم، والتغلب على الأخطاء الطبية. 
الأهداف: هدفت هذه الدراسة إلى إنشاء "الشبكة المصرية للتدريب على سلامة حديثي الولادة" من أجل تعزيز ممارسات الرعاية الصحية المأمونة 
في وحدات العناية المركّزة لحديثي الولادة من خلال تدريب العاملين في مجال الرعاية الصحية على الحفاظ على سلامة المرضى، ونشر ثقافة سلامة 

المرضى. 
للمعرفة  أنشطة المجموعة الأولى وضع معايير  الغرض من  الشبكة من خلال 8 مجموعات عمل. وكان  إنجازات مشروع  قت  البحث: تحقَّ طرق 
والمهارات اللازمة للممارسات المأمونة في وحدات العناية المركّزة لحديثي الولادة، وإعداد مواصفات الدورات التدريبية الخاصة بسلامة المرضى 
للتعليم  مُكم  مشترك  ونظام  المرضى،  سلامة  عن  للإبلاغ  مهني  ونظام  بيانات  قاعدة  إنشاء  يلي:  ما  المتبقية  المجموعات  وتشمل  المعايير.  ووضع 
والتدريب على سلامة المرضى، والقيادة والبحث، ووضع بروتوكولات ومبادئ توجيهية لتعزيز وضمان استدامة الممارسات المأمونة، ونشر رسائل 
الشبكة، وتأكيد تدابير الجودة والأداء الملائم، واستدامة ممارسات سلامة المرضى في وحدات العناية المركّزة لحديثي الولادة، وهيكلة خطة الإدارة 

وتيسير أنشطة المشروع. 
النتائج: شملت مخرجات المشروع ما يلي: معايير سلامة المرضى لوحدات العناية المركّزة لحديثي الولادة باللغتين العربية والإنجليزية، و3 دورات 
تدريبية حول سلامة المرضى للأطباء وطواقم التمريض وغيرهم من العاملين في مجال الرعاية الصحية، ونظام خاص بالشبكة للإبلاغ الإلكتروني 

عن الأخطاء الطبية والمبادئ التوجيهية، وكتيب لأولياء الأمور. 
م ومستمر للعاملين في مجال الرعاية الصحية حول سلامة المرضى، وتنفيذ معايير "الشبكة المصرية  ة حاجة إلى تقديم تدريب مُنظَّ الاستنتاجات: ثَمَّ
ذنا أول نظام سري للإبلاغ عن سلامة  للتدريب على سلامة حديثي الولادة" للحدِّ من الأخطاء الطبية في وحدات العناية المركّزة لحديثي الولادة. ونفَّ

المرضى في وحدات العناية المركّزة لحديثي الولادة. 

diffusion de messages du ENSTN ; confirmation des mesures de qualité et obtention de résultats satisfaisants ;  
viabilité des pratiques relatives à la sécurité des patients dans les unités néonatales de soins intensifs ; structuration du 
plan de gestion et facilitation des activités menées au titre des projets. 
Résultats : Les activités suivantes ont été menées dans le cadre du projet : normes en anglais et en arabe sur la 
sécurité des patients dans les unités néonatales de soins intensifs ; trois formations sur la sécurité des patients à 
l’intention des médecins, des personnels infirmiers et des autres agents de santé ; système électronique de 
communication de l’information et directives de l’ENSTN sur les erreurs médicales ; brochure destinée aux parents. 
Conclusions : Il est essentiel d’organiser régulièrement des formations sur la sécurité des patients pour les agents 
de santé et d’appliquer les normes de l’ENSTN afin de réduire les erreurs médicales dans les unités néonatales de 
soins intensifs. Nous avons créé le premier système d’information confidentiel sur la sécurité des patients pour les 
unités néonatales de soins intensifs.  
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