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Development of a Patient Safety Simulation Program for
New Nurses in the Intensive Care Unit

Jung, Su Jin" - Park, Jin-Hee?

1) Assistant Professor, Department of Nursing, Semyung University, Jecheon, Korea
2) Professor, College of Nursing, Ajou University, Suwon, Korea

Purpose: Intensive care units (ICUs) are departments that use high-risk drugs and medical devices. Therefore,
patient safety is especially important in ICUs. However, new nurses in ICUs often lack patient safety competencies.
Thus, it is necessary to improve patient safety competencies for new nurses working in ICUs. Methods: This
methodological study was designed to develop a simulation program to improve patient-safety competencies
among new nurses working in ICUs. To develop a patient-safety simulation program, we conducted a survey on
educational needs and reviewed the core competencies of patient safety applicable to healthcare providers.
Additionally, we conducted an expert validation process and a pilot test. Results: A simulation-based patient safety
program was developed that spanned 4 weeks (240 minutes). Conclusion: The patient safety simulation program,
which considered the characteristics and competence levels of new nurses working in ICUs, was found to be
appropriate. This program is expected to improve the patient safety competencies of new intensive care nurses,
thereby contributing to the creation of a safer ICU environment.
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Table 1. Process of Developing the Patient Safety Simulation Program

Stage

Contents

Selection of scenarios and pre-learning topics

- Review of patient safety competencies and patient safety goals

- Investigating patient safety education needs

Scenario design

- Scenario introduction

- Scenario running (scenario flow chart)
- Debriefing

Validation of contents

- Validation by experts

- Pilot test with clinical experts
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Table 2. Results for Education Needs

. Importance  Performance  [mportance- . The locus Enhancement time
Variables Borich for focus
M+SD M+SD performance —— (sessions included)
Patient safety competencies 3.46£0.39 3.241+0.29
Evidence-based nursing 3.52+0.55 3.15+0.46 0.37 1.28 1 3(1,34)
Patient-centered care 3.37+0.53 3.10+0.43 0.27 0.93 2 3(1,34)
Teamwork 3.56£0.50 3.31£0.51 0.25 0.86 1 3(1,34)
Safety 3.71£0.50 3.54£0.50 0.17 0.59 4 1(1)
Patient safety incident reports 3.48+0.62 3.31+0.51 0.17 0.59 4 1(1)
Quality improvement 3.10£0.59 3.04+0.46 0.06 0.21 3 -
Patient safety management activities ~ 3.84+0.24 3.79+0.28
Patient identification 3.92+0.28 3.81+0.39 0.11 0.42 1 3(234)
Medication 3.94+0.26 3.85+0.36 0.09 0.35 1 3(234)
Alarm 3.90£0.32 3.81£0.39 0.09 0.35 1 3(234)
Communication 3.73£0.45 3.67+0.48 0.06 0.23 2 3(234)
Transfusion 3.92+0.28 3.87+0.33 0.05 0.19 1 2(23)
Hand hygiene/infection 3.92£0.28 3.90£0.31 0.02 0.08 4 3(234)
Time-out 3.851+0.51 3.83£0.38 0.02 0.08 4 12
Falls 3.71£0.46 3.71£0.46 0.00 0.00 3 1(4)
Pressure ulcers 3.65+0.48 3.67+£0.48 -0.02 -0.08 8 =
M=mean; SD=standard deviation.
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Figure 1. Results of the locus for focus model.
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Table 3. Scenario Introduction

Item

Scenario 1

Scenario 2

Operations of
the scenario

Overview of

the case

Setting error

Learning
objectives

Pre-learning

- Instructor/Operator: Researcher

- Educational target: New nurses in the Intensive Care
Unit (ICU)

- Orientation/ pre-group activity: 25 minutes

- Time of the scenario running: 15 minutes

- Time of the debriefing: 20 minutes

#53 y/F (Kim Na-Ri)

#Diagnosis: Endometrial stromal sarcoma (20.04)

#History: After chemotherapy, there was recurrence of
low-grade endometrial stromal sarcoma with excision
of the abdominal wall mass (22.06)

#Chief complaint: Admission to the emergency room
due to hematochezia. Subsequent MICU admission
was necessary due to unstable posttransfusional vital
signs. The patient’s condition improved, and the
patient was scheduled to be transferred to the ward.
However, a significant episode of hematochezia
recurred at 5 am.

1. ID Band error (wrong patient)
2. O, flow error (overdose)

Primary objectives: Understand patient safety and
patient safety culture, and conduct patient safety
management activities in the ICU

Secondary objectives:

- Effectively communicate the condition of the patient

- Check patient’s identification before providing
nursing care

- Sanitize hands at the appropriate time and with the
appropriate method

- Safely administer medication according to the
prescription

- Identify and resolve the cause of alarm from high-risk
medical devices

- Prevent central line-associated bloodstream infections

- Adhere to blood transfusion guidelines

- Check the inspection items before the examination
using the checklist

- Time out before transferring the patient

- Foster teamwork with colleagues

- For zero harm
- Conducting patient safety nursing care activities

- Instructor/Operator: Researcher

- Educational target: New nurses in the ICU
- Orientation/ pre-group activity: 25 minutes
- Time of the scenario running: 15 minutes

- Time of the debriefing: 20 minutes

#53 y/F (Kim Na-Ri)

#Diagnosis: Endometrial stromal sarcoma (20.04)

#Chief complaint: Initially showing improvement
after MICU admission for hematochezia, the
patient experienced recurrence. She was
administered inotropics and received a transfusion.
Emergency surgery was performed, and the
possibility of proximal-site bleeding was identified
during colonoscopy. Postoperatively, two
Jackson—Pratt catheters were inserted, and the
patient was readmitted to the ICU with
endotracheal intubation.

1. Risk of falling (damaged railing, missing wheel
lock)
2. Sedative flow error (incorrect calculation)

Primary objectives: Understand patient safety and
patient safety culture, and conduct patient safety
management activities in the ICU

Secondary objectives:

- Effectively communicate the condition of the
patient

- Check patient’s identification before providing
nursing care

- Sanitize hands at the appropriate time and with
the appropriate method

- Safely administer medication according to the
prescription

- Identify and resolve the cause of alarm from
high-risk medical devices

- Prevent central line-associated bloodstream
infections

- Prevent ventilator-associated infections

- Foster teamwork with colleagues

- For zero harm
- Conducting patient safety nursing care activities

ICU=intensive care unit; MICU=medical intensive care unit.
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o] AlEEo)d g EEUY AR RF A& o] 8 (Human
Patient Simulator) AU 2. S 2= 922 &85}
A (A7) B AL B, 271 0llA AlukE
2 FTAHA R Yol A H, sh5AHY] 713 &g Aol
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(Table 4, Figure 1). A7t LA ol BA £ 5 U= VT SFS A HORE
Table 4. Structure of the Simulation-based Patient Safety Management Training Program
S Topic Content Method Tm}e Material
(min)
1 For zero - Definition of patient safety Lecture 60  PowerPoint,
harm - Key concepts related to patient safety Video
- Occurrence and factors of patient safety incidents Booklet
- Patient safety culture and patient safety
2 Conducting - Accurate patient identification Lecture 60  PowerPoint,
patient - Safe medication administration Video
safety - Blood transfusion nursing according to the guidelines Booklet
nursing care - High-risk medical device alarm management -Ventilator
activities - Prevention of infections related to medical institutions -VAP
- Prevention of infections related to medical institutions-CLABSI
- Preoperative and pre-procedural identification
3 Nursing - Accurate patient identification Simulation- 60  Booklet
hemody- - Hand hygiene based training
namically - Prevention of infections related to medical institution -CLABSI Pre-activities/ 25
unstable - Safe medication administration briefing
patients - Blood transfusion nursing according to the guidelines Scenario-based 15
withrectal - Pretest identification simulation
bleeding - Nursing before transfer Debriefing 20
- Effective communication
- Teamwork with coworkers
4 Nursing post- - Accurate patient identification Simulation- 60  Booklet

operative
patients on
a ventilator

- Hand hygiene

- Safe medication administration
- Effective communication
- Teamwork with coworkers

- Prevention of infections related to medical institutions -VAP/CLABSI
- High-risk medical device alarm management -Ventilator

based training
Pre-activities/ 25

briefing
Scenario-based 15

simulation
Debriefing 20

CLABSI=Central line-associated bloodstream infection; S=Session; VAP=Ventilator-associated pneumonia.
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