Student-identified
errors

Design and Impact of ‘Room of Errors' Simulation Training Results & Conclusion
to Improve Patient Safety Skills in Nursing Students
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detect and interpret potential hazards—is essential from a single university who had completed 12 Water pooling on the floor — 27E52'9;
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leading cause of harm globally. The intervention simulated a preoperative care 14 Fluid expired (error label) — : 20(39'2)
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promising approach for enhancing patient safety during the simulation and participated in structured e pe dlsso t? e ? "e 13255 The ROE  simulation
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competencies. ROE activities engage students in debriefing sessions. Measures included general i o y & rogram significantl
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reco%nl ion. (;‘spl gd growing in <Iares , tetw studies péogram satis acl'uon.d - o o 53 Usad alcohol Swabs were ot on thdlled 3G9 patient safety,  with
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simul ation program tailored for nursing stu er}ts, f[hemat|ca||y summarized to assess educational 25 [The bed wheels are not locking, 000.0) Participants reported
offering foundational data to support the integration impact. heightened awareness
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of simulation into safety education. What type of error is Items(H-PEPSS) Y R t p vigilance, and readiness
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occurring? = 5 revent errors. Th
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Allergies & 8 Medications and Treatments S Ee=. : : integra‘[ion of ROE-based
Errors related fo patient Errors in medication Communicating effectively 3.72+.67 | 4.27+61 |-3.99| <.001 training into nursing
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Patient Identificatio/Monitoring Preoperative Preparation Recognise and respond to reduce harm | 3.704.60 420+ 66 471! <001 future healthcare
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monitoring equipment in patient safety.
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