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Background 

 Up to 98,000 patients die each year due to medical 

errors (Institute of Medicine; Coorigan et al., 2000) 
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Safety Events 

 Sentinel event is “an unexpected occurrence 

involving death or serious physical or psychological 

injury or risk thereof” (The Joint Commission, 2008) 

 Between 1995-2000, 2/3 of sentinel events were 

attributed to communication failures 

 75% resulted in patient death (Leonard et al., 2004) 
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Examples of Communication 

Problems 

 Transplant of an incompatible blood type 

 Hydraulic elevator fluid mistaken for sterilization 

detergent 

 Common errors result from communication 

breakdowns 

 Problems with handoffs 

 Delays in care 

 Transitions in Care 
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Training Future Healthcare 

Providers 
 Care to be delivered in interprofessional teams (Institute of 

Medicine Reports, 2003) 

 

 Benefits of IPE 

 Prevent fragmentation 

 Improve communication among health professionals 

 Enhances quality of care 

 

 Driving Forces of IPE 

 Patient Safety 

 Patient Protection and Affordable Care Act of 2010 (Kaiser Family Foundation, 

2010) 

 Impossible for one provider to do it all 

 Teams bring together experience and knowledge (Collaborative, 2011) 
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West Michigan Interprofessional 

Education Initiative 
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Safety Culture Transformation 

Study 

 Tests effectiveness of a patient safety education 

program 

 Students 

 Staff 
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Goal 

 The overall goal of this study is to: 

 

Evaluate the effectiveness of a patient safety 
education program for staff and health professions 
students in a children’s hospital 
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Specific Aims 

 Evaluate the effectiveness of simulation and safety 
rounding on. Basic safety behavior knowledge and 
satisfaction of students and staff 

 

 To determine the effect of the safety program on 
the pilot unit using a safety dashboard 
 24 bed Unit 

 206 bed Children’s Hospital 
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Research Questions 

 Does didactic safety training increase safety 

behavior knowledge? 

 

 Do simulation and safety rounding increase safety 

behavior knowledge? 

 

 Do simulation and safety rounding correlate to 

changes in the patient safety measures? 
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Research Objective #1 

 To evaluate the effectiveness of the patient safety 

curriculum 
 

a. A 2-hour patient safety didactic session 
 

b. A 2-hour simulated experience: 

i. Viewing six video clips with discussion 

ii. One interactive live simulation followed by debriefing 
 

c. A safety rounding experience with a unit safety coach 
using a safety behavior observation tool 
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Research Objective #2 

 To assess the knowledge and the satisfaction of 

students and staff with the safety curriculum 
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Assessment Tools 

 Knowledge Test 

 

 METI Tool 

 

 Behavioral Observation Tool 

 

 Satisfaction Surveys 
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Research Objective #3 

 To measure differences between the pilot unit  

 (7 Children’s) and the other units in the hospital  on 

a safety dashboard 

14 



Methodology 

 Participants 
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STAFF 

RN 36 (58%)  

 

Total = 62 Nurse Technicians 13 (21%) 

Residents 13 (21%) 

 

 

STUDENTS 

Nursing Students 49 (66.2%)  

 

 

Total = 74 
PA Students 3 (4.1%) 

Medical Students 22 (29.7%) 



Methodology 

 Study-Phases 
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Phase I: Didactic 

     Create a Safe Day 

 2-Hour Didactic safety session 

 Attended by students  assigned a clinical rotation on 7 

Childrens’ unit 

 Hospital-wide for residents and hospital staff  

   Learning Objectives 

1. Describe what is meant by “building and sustaining our 

patient safety culture” 

2. Understand human errors in complex systems 

3. Learn patient safety behaviors and error prevention tools 
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Didactic Content 

 Introduction to the IOM reports and other National 

Organization’s Reports on Patient Safety 

 

 Discuss building a culture of patient safety at Helen DeVos 

Children’s Hospital 

 

 Describe how and why patient safety errors occur 

 

 Types of Errors 
 The Anatomy of Errors 

 

 Safety Behaviors and error prevention tools 
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Safety Behaviors and Error 

Prevention Tools  

 Expectations 
 Support the Team 

 ARCC (Ask a question, make a Request, voice a Concern, use Chain of 

command) 
 

 Pay Attention to Detail 

 STAR (Stop, Think, Act, Review) 
 

 Use a Questioning Attitude  
 Validation and Verification 

 Red Rules (Highest standard for exact compliance) 
 

 Clear and Complete Communications 
 3-Way Repeat Back (Initiate, Repeat, Acknowledge) 

 SBAR (Situation, Background, Assessment, Recommendation) 

 Clarify with Phonetics/Numerics (A=alpha, 15=one-five) 
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Phase I Measures and Tools:  

Pre/Post Tests 

 Administered: 
 Before/After Didactic safety session for students 

 

 Purpose 
 To evaluate the changes in knowledge 

 

 Developed by a health professions faculty 
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Sample Knowledge Test 

Questions 

21 

3. Use a questioning attitude 
a. During time of uncertainty 
b. When a drug or dose is different than what you expect 
c. A sign says “no IVs in left arm” and the hospitalist is inserting 

a line in the left arm 
d. All of the above 
 

6. A clarifying question is used when 
a. Discussing vacation time 
b. In high risk situations 
c. When information is incomplete or not clear 
d. b and c 

 



Didactic Safety Content 

Evaluation Tool Sample 

Indicators 

22 

Please rate your achievement of this presentation’s objectives by circling 
the appropriate number. 
 

1 = Fully Met  2 = Somewhat Met        3 = Not Met 
 

1. Share with you what we mean by: “building and sustaining our 
patient safety culture  

  
2. Give you an understanding of why people experience errors in 

complex system   
  



Phase II: Simulations –  

Video Clips  

1. Transitions in Care 
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Phase II: Simulations – 

Video Clips  

2. Delay in Care 
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Phase II: Simulations –  

Video Clips  

3. Breakdown in Communication 
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Phase II: Simulation 

 Student Expectations 

 Perform Exam / Safety Checklist 

 Validate/Verify findings with nursing student 

 Score PEWS 

 Organize report in SBAR format – independently 

 Exit room and give SBAR - independently 
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Phase II: Simulation Scenerio 

 You are just coming on the morning shift 
 

 Patient Background 
 2 month old Sarah Swift 

 Born at 35 weeks gestation 

 Parents indicate she is: 
 “Breathing too fast and has had bad coughing spells” 

  “turning blue” 
 

 Discovered that her IV Fluid was running at 53 ml/hr 

instead of 23 ml/hr 
 Physical exam reported as stable and unchanged since 

admission 
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Phase II Measures and Tools 

 Knowledge Test 

 Students – post simulation 

 Staff – pre and post simulation 
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 METI Simulation Effectiveness Tool 

29 

Please rate the following statements on the scale provided. Mark NA if you have no 
experience with the statement. 
 

0 = Do Not Agree      1 = Somewhat Agree     2 = Strongly Agree     NA 
 

I am more confident in determining what to tell the healthcare provider   0   1   2   NA 
 

Completing the Simulated Clinical Experience helped me understand      0   1   2   NA 
classroom information better 
 
 



Phase III: Safety Coach 

 Safety rounding experience with safety coach 

 Students 

 Undergraduate Nursing  

 Physician Assistant 

 3rd Year Medical  
 

 Helen DeVos 7 Children’s Hospital Staff 

 Registered Nurses 

 Nurse Technicians 

 Residents 
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Phase III: Measures and Tools 

 Behavioral observation tool 

 Assesses expected safety behaviors 

 

 

 

31 



Safety Behavior Observation 

Tool 
 Students are observing expected safety 

behaviors 

 Observing change of shift with report, 

handoffs and communication among staff 

members 
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Behavioral Observation Tool 

33 

1. Personally Commit to Safety 
Staff member demonstrates a personal and team (200%) 

commitment to safety 
• Staff member used peer checking   

  Y   N   NA 
 

2.  Communicate Clearly 
Staff members used clear communication techniques 

• SBAR – when communicating patient concerns 
    Y   N   NA 
 

 
 

 



Phase III 

 Knowledge Test 

 Students post safety rounding 

 Staff post safety rounding 
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Overall Program Evaluation 

Safety Program Evaluation 
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On a scale of 1-5, please rate the following: 
 

1 = Strongly Disagree      2 = Disagree      3 = Neutral      4 = Agree      5 = Strongly Agree 
 

3.  The Patient safety program experience enabled me to use the patient safety behaviors and error    
  prevention tools in practice 

 
 
 11. Rounding with the patient safety coach helped me understand how to use peer checking and 

 coaching to support interprofessional team members 
 



Safety Dashboard 

 Used to trend the identified safety metrics 
 

 Serious Safety event-an event that reaches the patient 

and results in death, life-threatening consequences or 

serious physical or psychological injury 
 

 Precursor event to Serious Safety event-an event that 

reaches the patient and results in minimal to no harm 
 

 Near Miss to Precursor event-an incident or event that 

does not reach the patient 
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Preliminary Results and 

Analysis 
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Demographic Charts: Staff 

Simulation Education 
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RNs Nursing 

Techs 

Residents Total Tool 

Complete 

2/14/11 3-9pm 

([4] 2hr sessions) 

6 2 0 8 100% 

2/15/11 3-9pm 

([4] 2hr sessions) 

7 5 0 12 100% 

2/16/11 6-9pm 

([2] 2hr sessions) 

13 3 0 16 100% 

2/17/11 3-9pm 

([5] 2hr sessions) 

10 3 0 13 100% 

3/7/11 12-2pm 0 6 6 100% 

3/14/11  

12-2pm 

0 7 7 100% 

17 sessions 62 participants 



Demographic Charts: Student 

Didactic Education 
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Didactic Date  Nursing PA  Medical  Total  Tool 

Complete  

1/26/11  

5-7pm 

16 1 4 21 100 % 

5/04/11 

5:30-7:30pm 

0 1 7 8 100% 

5/10/11 

5:30-7:30pm   

15 0 0 15 100% 

6/14/11 

5:00-7:00pm 

16 0 0 16 100% 

4 sessions 60 participants 



Demographic Charts: Student 

Simulation Education 
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Simulation Date  Nursing PA  Medical  Total  Tool Complete  

2/9/11  

3-5pm 

4 1 0 5 100% 

2/16/11  

5-7pm 

4 0 0 4 100% 

2/23/11  

3-5pm 

4 0 0 4 100% 

2/23/11 

 5-7pm 

4 0 4 8 100% 

5/11/11 

 5:30-7:30pm 

7 7 100% 

5/12/11 

3-5pm 

16 1 17 100% 

6/22/11 

3-5pm 

8 8 100% 

6/23/11 

3-5pm 

7 7 100% 

8 sessions 60 participants 



Demographic Charts: Student 

Safety Rounding 1 
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Date  Nursing PA  Medical  Total  Tool 

Complete  

3/25/11 

11am-3pm 

2 0 0 2 100% 

3/30/11 

1pm-5pm 

3 0 0 3  

100% 

3/30/11 

5pm-7pm 

3 0 0 3 100% 

3/31/11 

2pm-6pm 

2 0 0 2 100% 

4/1/11 

10am-2pm 

2 0 0 2 100% 

4/6/11 

1pm-5pm 

2 0 0 2 100% 

4/7/11 

4pm-7:30pm 

2 0 0 2 100% 

7 sessions 16 participants 



Demographic Charts: Student 

Safety Rounding 2 
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Date  Nursing PA  Medical  Total  Tool 

Complete  

5/18/11 

6-8pm 

4 4 100% 

5/20/11 

7-9am 

3 3    

100% 

5/25/11 

6-8pm 

2 2 100% 

6/01/11 

6-8pm 

3 3 100% 

6/03/11 

6-8pm 

3 1 4 100% 

6/08/11 

6-8pm 

3 3 100% 

6/10/11 

7-9am 

3 3 100% 

TOTAL:  14 sessions TOTAL:  41 participants 



Knowledge Evaluation Scores: 

All Participants 
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Knowledge Evaluation Scores: 

Nursing Students 
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Knowledge Evaluation Scores: 

Medical Students 
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Knowledge Evaluation Scores: 

Nursing Technician  
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Knowledge Evaluation Scores: 

PA Students 
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Knowledge Evaluation Scores: 

Residents 
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Knowledge Evaluation Scores: 

Registered Nurses 
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Knowledge Evaluation: 

Students vs. Staff 
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Didactic Evaluation 

51 

N Mean  

Building/Sustain 72 1.19 

Error Causes 72 1.24 

Error Prevention 72 1.24 

Style 72 1.22 

Teaching Strategies  72 1.25 

Facilities 72 1.35 

1 = Strongly Met 

2 = Slightly Met 

3 = Not Met 



METI Simulation Effectiveness: 

All Participants (N=135) 
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METI Simulation Effectiveness: 

All Participants (N=135) 
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METI Simulation Effectiveness: 

All Participants (N=135) 
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METI Simulation Effectiveness: 

All Participants (N=135) 
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METI Simulation Effectiveness: 

Think Clearly 
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METI Simulation Effectiveness: 

Better Prepared 
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METI Simulation Effectiveness: 

Pathophysiology 
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METI Simulation Effectiveness: 

Medications 
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METI Simulation Effectiveness: 

Decision Skills 
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METI Simulation Effectiveness: 

Tell Care Provider 
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METI Simulation Effectiveness: 

Assessment Skills 
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METI Simulation Effectiveness: 

Change in Patient Conditions 
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METI Simulation Effectiveness: 

Predict Changes 
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METI Simulation Effectiveness: 

Classroom Understanding 
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METI Simulation Effectiveness: 

Challenged Skills 
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METI Simulation Effectiveness: 

Learning from Peers 
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METI Simulation Effectiveness: 

Debriefing/Discussion 
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Safety Dashboard 

 Top 3 Diagnosis are: 

1. Bronchitis 

2. Pneumonia 

3. Esophagitis / Gastritis 

 

 Average Length of Stay: 3.88 days 
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Final Program Evaluation 

 Students and staff value didactic 

 Valuable comments about simulation 

 Safety coaches reported that students observed 

appropriate safety behaviors and messages 
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Conclusions 

• Limitations 

• Student Learning Experiences 

• Future Research 
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