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Executive Summary
Background
The Blueprint Project aims to develop a framework for patient safety education in Alberta that
will identify consistent key messages about patient safety based on a systems approach that
should be incorporated into educational programs at all levels for all health care workers. It is
not known to what extent healthcare provider education programs have embraced the systems
approach to patient safety. This requires an attitudinal change and paradigm shift from the
traditional model of individual provider responsibility for safe patient care that is taught in most
undergraduate programs.
Purpose
The purpose of the environmental scan was to:
• Determine the extent to which a systems approach to patient safety is integrated into
education programs for regulated health professions in Alberta’s post-secondary sector
• Determine what kinds of resources would be helpful in supporting integration of a systems
approach to patient safety into post-secondary health disciplines curricula
• Gather feedback about the utility and content of a draft Patient Safety Education SelfAssessment Tool
Method
Based on a literature review, a draft Patient Safety Education Self-Assessment Tool (PSESAT)
was developed to assist post-secondary healthcare provider education programs in determining
to what extent a systems approach to patient safety has been integrated into their curriculum.
The three themes explored through the tool items are:
1. Patient safety-related concepts taught in the program with a focus on a systems
orientation to safety
2. Leadership and organizational factors that support a systems approach to patient safety
3. Responding to close calls and adverse events involving students
A guided self-assessment interview process based on the PSESAT was used to gather data for
the environmental scan. Open-ended questions were added to gather respondents’ opinions on
the importance and completeness of the tool items and their overall impression of the selfassessment process. Respondents were asked for suggestions about the kinds of resources
that would help them incorporate a systems approach to patient safety into their curriculum.
A sample of eighteen post-secondary education programs across Alberta were invited to
participate in the environmental scan based on the following criteria: programs training
regulated health professionals with representation from a broad scope of health disciplines, and
representation from universities, technical institutes and colleges in both large and small urban
centres. Because a single individual cannot know everything about how patient safety is
integrated throughout the program’s curriculum, a team interview format was suggested, with
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representation if possible from a senior administrator, curriculum developer, classroom teacher
and clinical teacher. During a telephone interview, the group was led through the PSESAT
items and additional questions. The interviewer recorded the consensus score for each item on
the self-assessment tool as well as discussion among respondents about each item and the
open response questions.
Key Findings
Key findings are summarized according to the three objectives of the environmental scan. They
are based on analysis of data provided by 60 respondents from the 18 post-secondary health
disciplines programs who participated in the interviews. Groups typically consisted of three
participants and the majority of interviews lasted between 90 and 140 minutes. Participants
typically held multiple roles in their programs with most reporting that they are involved in
classroom instruction.
Objective 1) Determine the extent to which a systems approach to patient safety is
integrated into post-secondary health care provider education programs
Overall, the scale ratings were high suggesting that patient safety is well-integrated into most
programs, however it is not clear to what extent this reflects a systems oriented view of safety.
Patient safety was of significant interest to participants and many commented that it is an
integral component of their educational programs. However respondents often explicitly stated
that they did not completely understand the terms or concepts related to a systems approach to
patient safety that were embedded in the tool items. As a result, it appears that most
respondents rated their programs based on their own perspective of what patient safety means.
A disconnect between educational programs and clinical settings was evident which may hinder
student practice of newly learned patient safety concepts. The programs clearly indicated they
do not have control over the clinical setting and by extension, students’ experiences and
learning related to patient safety that occurs there.
Objective 2) Determine what kinds of resources post-secondary education programs for
health care providers would find helpful in supporting integration of a systems approach
to patient safety into their curricula.
Programs expressed interest in user-friendly resources to help them learn about the concepts of
a systems approach to patient safety. Most respondents recommended case studies, interactive
technology-based resources and networking opportunities to learn from others who are
successfully incorporating a systems orientation to patient safety into their programs.
Objective 3) Gather feedback about the utility and content of the draft Patient Safety
Education Self-Assessment Tool
Respondents recognized that the process of completing the self-assessment tool may be its
most important function. Critically reflecting on the tool items as a group raises awareness of a
systems oriented approach to patient safety education and the components required for
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successful integration of this approach into a program. It helps programs move beyond an
assumption that it is sufficient to teach students about their individual responsibility to provide
safe patient care, to deeper reflection on other factors that can affect patient safety outcomes.
Suggestions to improve the tool mainly concerned improving the clarity of wording and
grammatical consistency, and developing a consistent rating scale applicable to all three
themes. Providing definitions of terms, particularly those related to a systems approach to
patient safety, will improve interpretation of tool items.
Conclusion
The feedback from eighteen diverse education programs that prepare healthcare professionals
for practice suggest that while concepts related to safe patient care are an integral component
of most programs, it appears that few programs are teaching a systems approach to patient
safety. Programs would welcome user-friendly resources to help them learn about the concepts
of a systems oriented approach to patient safety and how they apply across settings so that
they could then incorporate these ideas into their teaching. With revisions, the Patient Safety
Education Self-Assessment Tool will be a useful tool to stimulate thinking about how a systems
approach to patient safety is taught in healthcare provider education programs.
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Background
In the spring of 2009, the Health Quality Council of Alberta (HQCA) began a multi-year project
(the “Blueprint Project”) to develop a framework for patient safety education in Alberta that will
identify consistent key messages related to patient safety that should be incorporated into
educational programs at all levels (undergraduate, post-graduate, workplace learning) for all
health care workers (support staff, front-line care providers, managers, senior executives and
board members). Major themes and learning topics for the framework have been identified
based on the Healthcare Encounter Safety & Quality Model (Appendix 1) which presents an
integrated systems-focused, principles-based view of patient safety that is centred on the
healthcare encounter. Six principles provide a foundation for the model supporting the premise
that safe healthcare requires:
• Patient engagement at all levels of healthcare delivery
• Respectful, transparent relationships between and among those who deliver and those
who receive healthcare
• Recognition that health workers function within complex systems to deliver care
• A just and trusting culture
• Appropriate responsibility / accountability at all levels of a healthcare system
• Continuous learning and improvement
In May 2009 the project Steering Committee recommended that an environmental scan be
undertaken to determine the extent to which a systems approach to patient safety is currently
being addressed in undergraduate education programs for healthcare providers in Alberta. A
literature scan was done to determine if there are promising practices in implementing patient
safety and quality content into health sciences curriculum that should be reflected in the
environmental scan questions. The literature suggested that effectively preparing new health
care workers to practice with a systems view of patient safety requires more than presenting
patient safety as a stand-alone topic (lecture or course) in the curriculum. Instead, a systems
approach to patient safety is most effectively taught when integrated throughout a program’s
curriculum with appropriate leadership and organizational supports in place, and should be
reinforced by the way in which close calls and adverse events involving students are handled.
It is not known to what extent healthcare provider education programs have embraced the
systems approach to patient safety. This requires an attitudinal change and paradigm shift from
the traditional model of individual provider responsibility for safe patient care that is taught in
most undergraduate programs.

Purpose
The purpose of the environmental scan was to:
• Determine the extent to which a systems approach to patient safety is integrated into
education programs for regulated health professions in Alberta’s post-secondary sector
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•
•

Determine what kinds of resources post-secondary health disciplines programs would find
helpful in supporting integration of a systems approach to patient safety into their curricula
Gather feedback about the utility and content of a draft Patient Safety Education SelfAssessment Tool

Method
1. Patient Safety Education Self-Assessment Tool (PSESAT)
Based on the literature review, a draft self-assessment tool (Appendix 2) was developed to
assist post-secondary healthcare provider education programs in determining where they are at
in the process of integrating a systems approach to patient safety into their curriculum. The
three themes explored through the tool items are:
1. Patient safety-related concepts taught in the program with a focus on a systems
orientation to safety
2. Leadership and organizational factors that support a systems approach to patient safety
3. Responding to close calls and adverse events involving students
Items for theme 1 were constructed based on the topics identified through the Healthcare
Encounter Safety & Quality Model. Items for themes 2 and 3 were identified through the
literature review. The draft tool was reviewed and pilot-tested for face validity by three postsecondary education programs familiar with a systems approach to patient safety and revised
based on feedback received.
The draft PSESAT was used in a guided self-assessment interview process (see below) to
gather data for the environmental scan. Additional open-ended questions were added to the
end of each section to gather respondents’ opinions on the importance and completeness of the
tool items. Respondents also were asked for their overall impression of the process of
completing the tool. Finally, they were asked for suggestions about the kinds of resources that
would help them incorporate a systems approach to patient safety into their curriculum.
2. Sampling Strategy and Invitation to Participate
Eighteen post-secondary education programs across Alberta (Table 1) were selected to be
invited to participate in the environmental scan based on the following criteria:
• Focus on programs training regulated health professionals. Graduates of these
programs are more likely to have significant responsibility for patient safety and quality
improvement in their jobs.
• Representation from a broad scope of regulated health professions with an emphasis on
engaging key stakeholders. Programs from the following disciplines were invited to
participate (number invited/number of programs of that discipline in the province):
o Nursing: BN/RN – 6/10; LPN – 3/10
o Medicine – 2/2
o Pharmacy – 1/1
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•

•

o Rehabilitation medicine – 1/1
o Paramedic/EMT – 2/5
o Medical laboratory technology – 1/2
o Radiology technology – 1/2
o Respiratory therapy – 1/2
Representation from universities, technical institutes and colleges. All universities (5)
and technical institutes (2), and 5 of 11 colleges with health disciplines education
programs in Alberta were represented in the initial sample.
Representation from educational institutions in both large and small urban centres

Programs were approached by the HQCA to participate in the project. The initial e-mail request
provided information about the Blueprint Project, environmental scan process and confidentiality
(see Appendix 3). All invited programs agreed to participate.
Table 1: Programs to be invited to participate in the environmental scan
University or College
Program
University of Alberta
Nursing (BN)
Medicine
Pharmacy
Rehab (OT, PT, Speech)
University of Calgary
Nursing (BN)
Medicine
University of Lethbridge
Nursing (BN) – shared program with Lethbridge College
Mount Royal University
Nursing (BN)
Grant McEwan University
Nursing (BN)
Red Deer College
Practical Nurse (LPN)
Grand Prairie Regional College Nursing (BN) - collaborative degree program with U of A
Portage College (Lac La Biche) EMT-Paramedic
Northern Lakes College (Slave
Practical Nurse (LPN)
Lake)
Lethbridge College
Practice Nurse (LPN)
SAIT (Calgary)
EMT-Paramedic
Medical laboratory technology
NAIT (Edmonton)
Medical radiologic technology
Respiratory technology
3. Guided Self-assessment Interview Process
Programs were asked to identify a contact person as well as a small group of individuals to
participate in a telephone group interview based on the draft PSESAT. Because a single
individual cannot know everything about how patient safety is integrated throughout the
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program’s curriculum, it was suggested that the interview team include if possible a senior
administrator, curriculum developer, classroom teacher and clinical teacher. The PSESAT was
sent to the contact person, who was encouraged to complete the self-assessment tool with their
team prior to the group interview.
During the interview, the group was led through the PSESAT items and additional questions.
The consensus score for each item on the self-assessment tool was recorded. Discussion
among respondents about how their program addressed that item and comments about the
clarity of each item were also recorded. A transcription of the interview notes was returned to
the program contact person after the interview to confirm the accuracy of the notes. Programs
were encouraged to keep a copy of their completed self-assessment tool for future reference.
4. Data Analysis and Interpretation
Both quantitative and qualitative methods were used in the analysis. The PSESAT items and
responses to open-ended questions were used as an analytic template to guide data analysis.
This facilitated a consistent analytic process between the two consultants who conducted the
interviews.
Tool Items
Frequency distributions were calculated for each of the tool items. Since the responses on each
item reflected the team’s consensus, the data were analyzed at the program level. Frequencies
were not calculated across specified categories (i.e. college vs. university programs, health
discipline, etc.) because the small sample size limited the generalizability of the results and
made it difficult to maintain participant confidentiality.
Scale Comments and Open-Ended Questions
Narrative responses to scale items and open-ended questions were analyzed qualitatively with
a constant comparison coding process (1,2,3). First, the data in each item were coded for initial
themes. These initial themes were compared for similarities and differences, and the codes
were refined to reflect a deeper understanding of patient safety education in the curricula, as
well as tool feedback. The evaluators independently completed the initial coding and then
reviewed each other’s work for consistency and completeness. There were no discrepancies in
interpretation. Finally, they collaboratively reviewed each item across all three themes to ensure
completeness and clarity in reporting.

Results
1. Description of Participating Programs
Each of the 18 programs that were initially contacted about the environmental scan agreed to
participate. A total of 60 people participated in 18 group interviews. The most common group
size was three respondents with a range of one to five respondents per team. Most of the
interviews were between 90 minutes and two hours long (range 50 to 140 minutes).
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Respondents reported holding multiple roles in their programs, with most being involved in
classroom instruction. Only half of the respondents held an administrator role in their program
(Figure 1).
Figure 1: Respondents’ Roles in Program

2. Response to Items on the Patient Safety Education Self-Assessment Tool
The frequency distribution of scale rankings (quantitative data) and aggregated narrative
comments (qualitative data) for each item of the PSESAT are reported in Appendix 5.
Paraphrased quotations from respondents’ comments are included in italics as appropriate.
3. Comments on the Self-Assessment Process
How should the tool be used?
Nearly all of the respondents perceived the tool to be valuable for facilitating deliberate
consideration of how patient safety is addressed in the curriculum. A few programs believed it
would be especially helpful in the curriculum development or planning stage. Some respondents
noted that there should be more discussion or explanation of the purpose for completing the
self-assessment. For example, is it intended to raise awareness, improve legislation, enhance
curriculum development, or some other purpose?
Many respondents suggested that a regular review with the tool would not be useful. Instead
they believed that a periodic review every three or four years would help to ensure that the
program is on track. Further, it was suggested that the tool might duplicate accreditation
processes that already thoroughly cover patient safety issues.
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Who should complete the tool?
Most respondents believed that a team or group with representation from across the program
(i.e., administrators, managers, curriculum, classroom, and practicum) should complete the tool.
For the most part, respondents recognized that no single person would have knowledge in all
the areas required to complete the tool. A couple of programs suggested the tool also would be
relevant to external clinical sites in order to raise their awareness of a collaborative approach to
patient safety issues involving students.
How should the group complete the tool?
For the purposes of the environmental scan, it was suggested that respondents complete and
discuss the tool as a group prior to the telephone group interview. In many of the programs,
individual respondents completed the tool on their own then met as a group to discuss their
answers and formulate a group response. In other cases, individuals completed the tool ahead
of time but the group did not discuss their answers prior to the telephone interview.
Most of the respondents reported that the tool could be completed in about 30 minutes. Group
discussion of the responses required more time, typically about 45 to 60 minutes. Given that the
group interviews also lasted about two hours, the participating programs invested a
considerable amount of time in the environmental scan.
4. Comments on the Self-Assessment Tool
Respondents provided feedback about the conceptual relevance of the tool, its clarity and in
particular, the rating scales (Appendix 4).
How relevant are the concepts covered in the tool to the programs?
All of the respondents indicated that patient safety is integral to their curricula. For the most part,
patient safety concepts are implicitly and/or explicitly included in all courses across different
years of the program. A couple of programs reported that they have a module or course
specifically focused on patient safety in their curricula, but noted that patient safety is still
considered throughout the program.
Some respondents commented that the tool content was not congruent with certain aspects of
the program. This was particularly evident in programs where student practical experiences
often occur in community or international settings. These programs reported, for example, that
‘close calls and adverse events’ are not terms used in community settings, but acknowledged
that risks to patient safety still exist. It is worth noting that nearly every program reported some
community settings where the tool was not directly applicable, as it was considered “acute-care
centric”. Further, programs that do not routinely provide direct patient/client care found that
many of the concepts and statements were not completely relevant.
How clear is the tool?
Overall, respondents stated that they understood and interpreted the tool items with little
difficulty. The following areas for improvement were identified:
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•

•
•
•

•

Improve the clarity of terms in tool. Respondents overwhelmingly called for definitions and
examples of key terms. A possible format for the tool could be an electronic version with the
information embedded as hyperlinks from highlighted text. Particularly problematic terms
identified from discussion of tool items were:
o Systems-oriented approach to patient safety education
o Patient
o Fair and just
o Just and trusting culture
o Health literacy
o Shared decision making
o Standardized care protocols
o Data
o Close calls and adverse events
Increase clarity of wording of some items (e.g. programs don’t purposefully seek “hazardous
situations” for students – more clear wording could be “learn about or identify hazardous
situations”; other terms open to interpretation include “explicit”, “expert”).
Ensure that items are worded in a way that they can be answered using the rating scale.
Some items as currently worded suggest a yes/no answer rather than a rating.
Reword tool items to strengthen grammatical consistency and accuracy across the items.
Ensure the use of terms that are meaningful to the programs and accurately reflect the
context and reality of different health disciplines. Several programs indicated they do not use
the term “patient”, but refer to “clients” or “residents”. Others commented that the tool
seems to be very acute-care focused.
Identify items that are potentially double-barreled and create separate questions (i.e., clinical
instructors and clinical preceptors have different roles and should be in separate items).

How was the rating scale perceived?
Applying the rating scale to some of the items proved difficult for most teams. In fact, many
respondents provided suggestions for improving the scales.
• Repeat the scale across the top of each page to make recording responses easier and more
accurate.
• Create a consistent scale for all three themes to reduce confusion and potential for errors.
The reversal of the ranking structure between themes one and two was particularly
problematic for respondents.
• A positive feature of the rating scales was that they acknowledged progressive movement
towards integrating the concepts into a program, which helped respondents find the “right”
rating. However the ranking scale in themes two and three was perceived by some
respondents as too limited. The ranking system used in theme one was preferred.
• Ensure that the scale items are conceptually distinct to reduce variations in interpretation.
Some respondents thought there was little distinction between the scale items in themes two
and three (i.e., #2 planning underway and #3 plan in place were perceived as too similar).
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Similarly, depending on how respondents interpreted the ranking statements in theme one,
they could potentially answer three responses (1a, 1b, and/or 2)

Key Findings by Objective
Objective 1. Determine the extent to which a systems approach to patient safety is
integrated into health care provider education programs in the post-secondary education
sector in Alberta
Patient safety appears to be well-integrated into most programs, but it is not clear to
what extent this reflects a systems oriented view of safety.
Overall, the scale ratings were high suggesting that patient safety is well-integrated into most
programs. Respondents invested considerable time and human resources in the selfassessment process and overall the groups were engaged and committed to critical reflection
on the integration of patient safety concepts into their curricula. Clearly, patient safety is of
significant interest to them and many commented that it is an integral component of their
educational programs.
However discussion of the tool items by respondents revealed that when there was confusion
about what a term or concept meant, they chose a rating for that item based their own
interpretation of what each item meant, which was not necessarily congruent with a systems
approach to patient safety. In fact, respondents often explicitly stated that they did not
completely understand the terms or concepts related to a systems approach to patient safety
that were embedded in the tool items. As a result, it appears that most respondents rated their
programs based on their own perspective of what patient safety means. This acknowledged gap
in understanding could explain the incongruity between the overall high scale ratings, which
suggest a systems approach to patient safety is being taught, and considerable questioning and
reflection about what each tool item meant.
A disconnect between educational programs and clinical settings was evident.
Post-secondary educational programs teach patient safety concepts, but students’ application of
the concepts depends on their clinical experiences. The programs clearly indicated they do not
have control over the clinical setting and by extension, students’ experiences and learning
related to patient safety that occurs there. At times, respondents conveyed a sense of
helplessness about student learning in the clinical setting being beyond their influence.
This disconnect between the post-secondary institutions and clinical settings may hinder student
practice of newly learned patient safety concepts. For example, many respondents interpreted
the questions in Theme 1 within an ethics framework. There was a perception that students are
taught “right and wrong” in theory, but do not always feel confident to speak up in clinical
settings. Respondents recognized that improved continuity and communication between the
educational program and clinical setting would enable students to practice what they learn,
particularly with regard to a systems approach to patient safety. In addition, response to and
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discussion around items in Theme 3 on the tool (handling of close calls and adverse events
involving students) clearly showed the lack of communication and collaboration between
education programs and clinical settings regarding close calls and adverse events in which
students may be involved.
Objective 2. Determine what kinds of resources post-secondary education programs for
health care providers would find helpful in supporting integration of a systems approach
to patient safety into their curricula
Programs want user-friendly resources to help them learn about the concepts of a
systems oriented approach to patient safety
Respondents suggested they could use resources that teach about concepts and terms integral
to a systems oriented approach to patient safety. They noted that resources for students and
faculty would “need clarity and overarching concepts that apply across settings”. Furthermore,
the resources should be evidence-informed, user-friendly and make integration of the concepts
easy by outlining “what are the key things we need to know” to ensure a systems approach in
their teachings. Examples of user-friendly resources were easy-to-use tools and guidelines for
how to incorporate the systems concepts/terms. Finally, respondents proposed that they would
like to be able to access user-friendly resources through a central clearinghouse or “repository
of tools, information”.
Specific types of resources were recommended by respondents.
The preferred type of resource is case studies that are rooted in real examples of a systemsoriented approach to patient safety across a variety of clinical contexts. Most respondents
described the usefulness of interactive case studies that can be applied in a lab setting or that
students can work through as a group.
Respondents also expressed interest in interactive, technology-based resources. Overall, the
internet was perceived as an accessible source of reliable information for faculty and students.
Respondents specifically noted that links to credible websites on a systems oriented approach
to patient safety would be especially valuable. Another interactive technology suggested was
the online educational simulation which enables students to apply their learning to a specific
situation created in a simulated or virtual world. Several respondents noted that students prefer
web-based resources that can be accessed when it is convenient for the student.
There was limited interest in traditional “teaching” materials. A few respondents, however,
believed that written materials would be helpful, such as a “how-to binder”, worksheets for
students, PowerPoint presentations, and readings/textbooks. They did not believe a standalone
report on a systems-oriented approach to patient safety education would be helpful.
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Personal interaction to support learning about and incorporating a systems approach
Respondents believed there is benefit in facilitating peer-learning among the post-secondary
educational institutions. They would like information on how a systems approach to patient
safety is incorporated in other programs and institutions, basically “who’s doing it, and how are
they delivering material?” Development of an interdisciplinary network would help connect
people and institutions who are integrating systems thinking about patient safety into their
programs. Technology such as SharePoint® was suggested as a method for creating an
interdisciplinary forum.
Some teams suggested that in-person mentoring from experts in a systems-oriented approach
to patient safety to support programs reviewing their curriculum and integrating concepts would
be helpful. Examples included a traveling “road show”, building mentor relationships, and being
able to access an external resource person.
Influence regulators and accrediting organizations
Finally, it was suggested that HQCA should work with the professions’ regulatory bodies and
organizations that accredit post-secondary education programs to raise awareness of the
systems-oriented approach to patient safety. Post-secondary programs develop their curricula
to prepare graduates to meet entry-to-practice level standards set by the professions and to
meet educational program accreditation requirements where they exist. If a systems approach
to patient safety is required by one or both of these influential groups, then programs will strive
to increase both their understanding of a systems-oriented approach and how this could be
integrated into their curricula.
Objective 3. Gather feedback about the utility and content of the draft Patient Safety
Education Self-Assessment Tool
Respondents recognized the value of the self-assessment process and the need to shift to a
systems oriented view of patient safety. They provided ample feedback on the tool items (see
Appendix 4 for specific comments on each item) with the intent of improving its utility.
The process as the product
Despite flaws in the draft PSESAT, respondents recognized that the process of completing the
self-assessment tool may be its most important function. Critically reflecting on the items across
the three themes in a group setting raises awareness of a systems oriented approach to patient
safety education and the components required for successful integration of this approach into a
program. The process of completing the tool also helps programs move beyond an assumption
that it is sufficient to teach students about their individual responsibility to provide safe patient
care, to deeper reflection on other factors that can affect patient outcomes and safety.
Ultimately the tool is a vehicle for bringing the message about a systems view of safety to health
disciplines education programs.
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Discussion
The main goal of this project was to determine the extent to which a systems approach to
patient safety is currently integrated into pre-professional education programs for regulated
health professionals in Alberta. Healthcare provider education programs have an obligation to
ensure that their graduates will be competent in activities they undertake to provide safe and
effective care. Programs who participated in this project were clearly committed to this goal and
many explicitly stated that patient safety is a priority that is integrated throughout the curriculum.
However, increasingly it is recognized that individuals practice within systems that influence
their ability to provide safe care for patients, and even the most competent practitioners can be
involved in adverse events in which patients are harmed despite the best efforts of their care
team. To create safe systems in which both patients and healthcare providers are protected
from the consequences of adverse events, a paradigm shift in education is required. Students
need to be taught not only how to practice competently, the traditional individual provider
responsibility for safe patient care paradigm, but also how the system within which they work
can affect their ability to provide safe care. The systems orientation to patient safety paradigm
recognizes both the contribution of individuals and the system within which they work to
ensuring patient safety.
At the outset of the environmental scan project it was unclear to what extent the concept of a
systems approach to patient safety was understood by educators in the post-secondary sector.
In designing the tool items it was decided to deliberately word them to incorporate terminology
reflecting a systems approach to patient safety, rather than trying to explain the concept in the
wording of the tool item. Based only on scaled responses to tool items it appears that a systems
approach to patient safety is well-entrenched in health disciplines education programs in
Alberta. However, discussion among respondents about tool items revealed uncertainty about
much of the terminology that was used, which suggests an incomplete understanding about the
concept of a systems approach to patient safety and how it differs from what is currently being
taught. Programs appeared to provide a rating for many tool items that was based on their
interpretation of the concept of patient safety and how it is taught in their programs. While it is
evident that many patient safety concepts are covered in most healthcare provider education
programs, it is unlikely that a systems approach is being taught in most.
Respondents recognized that they need more information about a systems approach to patient
safety and how it differs from what they currently teach students. Programs identified that they
could benefit most from user-friendly resources to help them learn about the concepts of a
systems-oriented approach to patient safety and how they apply across settings so that they
could then incorporate these ideas into their teaching. There is little interest in pre-packaged
teaching materials other than case scenarios rooted in real examples of a systems-oriented
approach to patient safety across a variety of clinical contexts that could be used to illustrate
concepts.

17

Despite limitations of the draft self-assessment tool (e.g. use of terminology that was not clearly
understood by respondents, incorporating two concepts into some questions, rating scale that
was difficult to apply, limited applicability of some topics to pre-professional education and
training, unclear distinction between some items), it appears that the self-assessment process
served an important purpose of stimulating discussion in participating programs about how
concepts that support patient safety are integrated into the curriculum and what a systems
approach to patient safety is. With some revisions, this could become a useful tool to stimulate
thinking about how concepts supporting a systems approach to patient safety are integrated into
healthcare provider curricula.

Conclusion
The feedback from eighteen diverse education programs that prepare healthcare professionals
for practice suggest that while many patient safety concepts are an integral component of most
programs, it appears that few programs are teaching a systems approach to patient safety.
Programs would welcome user-friendly resources to help them learn about the concepts of a
systems oriented approach to patient safety and how they apply across settings so that they
could then incorporate these ideas into their teaching. With revisions, the Patient Safety
Education Self-Assessment Tool will be a useful tool to stimulate thinking about how a systems
approach to patient safety is taught in health disciplines education programs.

18

References
1. Bryson, A. (2004). Social research methods. New York, NY: Oxford
2. Creswell, J.W. (1998). Qualitative inquiry and research design: Choosing among five
traditions. Thousand Oaks, CA: Sage.
3. Strauss, A., & Corbin, J. (1990). Basics of qualitative analysis: Grounded theory procedures
and techniques. Newbury Park, CA: Sage.

Citation
Wright D, Wolbeck-Minke S, Larsson B, Flemons W. Environmental scan of patient safety
education in Alberta’s post-secondary education sector. Calgary: Health Quality Council of
Alberta; 2010.

Copyright
This document is licensed under a Creative Commons “Attribution-Noncommercial-No
Derivative Works 2.5 Canada” license. For details see:
http://creativecommons.org/licenses/by-nc-nd/2.5/ca/

Permission is granted to copy, distribute or transmit only unaltered copies of the document for
non-commercial purposes. Please contact Dale Wright of the Health Quality Council of Alberta
for more information at 403.355.4439 or dale.wright@hqca.ca.

19

Appendix 1: The Healthcare Encounter Safety & Quality Model
The Healthcare Encounter Safety & Quality Model is centered on the healthcare encounter – a
representation of the provision of healthcare, in which the people/teams providing healthcare (in
association with the organizations/regulatory/funding agencies that provide infrastructure)
interact with the recipients of healthcare - patients, their families and/or supporters, the broader
community and populations, as well as society.1 The model places the healthcare encounter in
the context of three broad objectives: keeping people healthy, diagnosing and/or treating
conditions when they arise, and providing care at the end of life. This triad of objectives was
adapted from the Health Quality Council of Alberta’s Quality Matrix.2

Embedded within the model is a human factors based approach, described by Davies,3.4 for
understanding why failures of healthcare delivery occur. The approach is based on
Donabedian’s triad of structure, process, and outcome,5 as well as an adaptation of Reason’s
model of the dynamics of accident causation6,7 and Helmreich’s concept of simultaneously
operating factors that influence behaviour.8
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The model highlights the critical importance that interaction between providers and recipients
involved in the healthcare encounter plays in the safe, effective, and efficient delivery of
healthcare. It reflects three key functions that the healthcare system must continually perform to
improve the safety and quality of care delivered to patients:
1. design of healthcare encounters for populations/communities of patients to ensure
the reliable delivery of optimal (evidence-based) care
2. delivery of optimal care to individual patients
3. response to patients by managing events when the delivery of healthcare and the
outcomes of that care are not optimal.
The HES&Q model also highlights two foundational elements that healthcare systems require to
support the stakeholders and the key healthcare system functions:
1. leadership (that must occur at all levels of the healthcare system)
2. principles of patient safety and quality
Although the model was designed to support patient safety education, it could also be used to
support an organization’s strategic vision for improving the quality and safety of healthcare
delivered to its patients.
References
1. Patient Safety Curriculum Project Working Group (University of Calgary and Alberta Health
Services – Calgary Zone, Calgary, AB). The Patient Safety Curriculum Project: Defining a
comprehensive educational framework. Calgary (AB): March 2009. 14 p. Report of an
invitational symposium held in November 2008.
2. Health Quality Council of Alberta. Alberta Quality Matrix for Health [Internet]. Calgary: Health
Quality Council of Alberta; 2004. Available from:
http://www.hqca.ca/assets/pdf/Matrix%20.pdf (accessed March 2010).
3. Davies JM. Application of the Winnipeg model to obstetric and neonatal audit. Top Health Inf
Manage. 2000;20:12-22.
4. Davies JM, Lange IR. Investigating adverse outcomes in obstetrics. J Obstet Gynaecol Can.
2003;25:505-15.
5. Donabedian A. Team communication in the operating room. Milbank Mem Fund Q.
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6. Reason J. The contribution of latent human failures to the breakdown of complex systems.
Phil Trans R Soc Lon B 1990;327:475-84.
7. Reason J. Human error. Cambridge: Cambridge University Press; 1990.
8. Helmreich R. Human factors aspects of the Air Ontario crash at Dryden, Ontario: analysis and
recommendations to the Commission of Inquiry into the Air Ontario crash at Dryden, Ontario.
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Appendix 2: Draft Patient Safety Education Self-Assessment Tool
Introduction
This tool has been developed by the HQCA in collaboration with educators across Alberta for
two reasons:
1) To assist post-secondary health care provider education programs in assessing where
they are at in the process of integrating a systems-oriented approach to patient safety
into their curriculum.
2) To provide a means for collecting aggregate data on how the integration of a systemsoriented approach to patient safety is progressing across post-secondary education
programs in Alberta.
Education programs involved in piloting this self-assessment tool told us that going through this
tool would benefit their programs, both because of the educational nature of the tool and the
process of bringing people together to discuss and answer the questions.
In a systems-oriented approach, when patient safety is compromised the primary focus for
improvement is on how to improve the system factors that contributed to the adverse event, not
on how to improve individual care providers. The systems view of patient safety recognizes that
while individual health care providers have a responsibility to provide safe patient care, many
risks to patients (and therefore the greatest opportunities to improve safety) are related to the
systems of care within which individuals work. This is evident in the majority of adverse events
where the answer to the question: “Could someone else have made this same error?” is yes,
meaning that it is probably a systems issue(s) that needs to be addressed to prevent the error
from happening again.
This self-assessment tool is divided into three broad sections:
1) Patient safety-related concepts taught in the program
2) Leadership and organizational factors that support a systems-oriented approach to
patient safety within an education program
3) Responding to close calls and adverse events involving students
These three sections, and the promising practice statements included within each, were
identified through a literature review and discussions with leaders in the field. Because a
systems-oriented approach to patient safety is a relatively new approach, these practices may
not yet be widely implemented. However many administrators, faculty and/or clinical teachers
may have begun to think about or are actively beginning to integrate a systems-oriented
approach to patient safety into their education programs.
Who should complete this self-assessment tool?
Because there is no one person who knows everything about how patient safety is taught in a
given program, it is best that this tool be completed by a team consisting of at least:
•
•
•

An administrator or manager in the program
Someone responsible for curriculum development in the program
Someone who teaches in the “classroom” (clinical content, not basic sciences)
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•

Someone who precepts students in clinical learning activities (if possible)

The value in a self-assessment process typically lies in the discussion that takes place around
the questions and it is useful to bring a number of different perspectives to the table.
Theme 1. Patient safety-related concepts taught in the program
Education that promotes a systems-oriented approach to patient safety will include content
related to patient safety principles, design and implementation of safe systems, delivery of safe
care, and responding when things go wrong. The following concepts have been identified as
important to developing a systems-oriented approach to patient safety in post-secondary
education programs that prepare health care providers for practice.
The rating scale for this section acknowledges that these concepts may be taught explicitly as
an identified learning topic or implicitly, embedded in a related topic. For concepts that are
taught explicitly, a distinction is made between learning about something conceptually (theory
and principles), and skill development to enable transfer of theory and principles into practice.
Rating Scale:
1 - We include his concept explicitly as an identified learning topic
a) – we teach theory and principles related to this concept
b) – we provide opportunities for students to develop the necessary skills
2 – We include this concept implicitly as part of another topic
3 – We do not include this concept
4 – Don’t know/need more information about this concept to decide
Check as many as apply:
Theme 1: Patient safety-related concepts taught in the program
Item
#

Current status
1
a

1

Principles of health literacy (patient knowledge of and ability to
understand and use health information) as a strategy for improving
communication with patients and families

2

Shared decision making with patients

3

The role of evidence-informed standardized care protocols in
delivering optimal care

4

Working effectively in an inter-disciplinary team for the provision of
safe patient care

5

Responsibility of all team members, including students, to let other
team members know about of concerns they have about a patient’s
safety
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1
b

2

3

4

6

Hazards and hazardous situations that can affect patient safety

7

Responsibility to intervene in situations where a patient’s safety
could be compromised

8

Reporting systems for close calls and adverse events

9

Communicating information about close calls and adverse events to
patients and others

10

Support mechanisms for those involved in an adverse event,
including patients and healthcare providers

11

Principles and practices of a just and trusting culture

12

The contribution of both system and individual factors to occurrence
of adverse events

13

Methods of investigating system factors contributing to an adverse
event

14

How to use learning from adverse events to influence change in
systems that support delivery of safe and effective care

15

Quality improvement methods to support delivery of safe and
effective care (e.g., PDSA, Six Sigma, Lean)

16

The role of data to improve systems and support delivery of safe and
effective care

17

Change management strategies to improve systems and support
delivery of safe and effective care
Total:
Specify any other patient safety concepts included in your program
that are not listed above and rate them using the same scale
Do you offer a specific course or module in your program that is focused on the topic of
patient safety and/or quality improvement?  Yes  No
If yes, what is it/are they called?
Would you be willing to share it/them with others?  Yes
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Theme 2. Leadership and organizational factors that support a systems-oriented
approach to patient safety
The following statements represent promising practices that can help ensure that a systemsoriented approach to patient safety is integrated into post-secondary education programs for
healthcare providers.
The rating scale for this section acknowledges that programs may be in various stages of
implementation of these practices. Because a systems-oriented approach to patient safety is a
relatively new concept, it is expected that many programs will be in the very early stages of
integrating a systems-oriented approach into their programs.
Rating Scale (Select only one):
1 = Not doing anything in this area at the moment (i.e. aware but no action taken)
2 = Starting to consider this (i.e., information gathering and/or discussion/planning underway)
3 = In the process of implementing (i.e., plan in place and taking some action)
4 = Implemented or integrated into the program (i.e. doing this in our program)
5 = Don’t know/need more information to decide
Theme 2: Leadership and organizational factors that support a systems-oriented approach to
patient safety
Item
#

Implementation
Status
1

1

A clear distinction is made between a systems-oriented approach to
patient safety and an individual practitioner responsibility for safe
patient care.

2

Patient safety is included as an explicit priority in the education
program

3

A senior administrative leader in the program demonstrates vision and
commitment to a systems-oriented approach to patient safety and
quality.

4

The program has faculty member(s) with recognized expertise in
patient safety and/or quality who can serve as role models and thought
leaders.

5

Faculty members participate in faculty development programs related
to a systems-oriented approach to patient safety and quality.

6

Patient safety is viewed as a concept that should be integrated across
the curriculum rather than taught as a stand-alone topic
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2

3

4

5

7

As the curriculum is being reviewed, consideration is given to how
patient safety-related concepts and content can be integrated into the
curriculum.

8

A flexible curriculum development process allows curriculum to be
adapted or updated in a timely way in response to important
developments in healthcare practice such as patient safety.

9

Partnerships or collaborations are established with other health care
provider education programs to support interdisciplinary education.

10

Interdisciplinary learning opportunities are included in the program to
prepare students to work effectively in teams.

11

Learning opportunities are included in the program to prepare students
to work collaboratively with patients and families.

12

Clinical teachers who mentor students during their practical learning
experiences are expected to have knowledge of the systems approach
to patient safety and quality.
Total:
Specify any other leadership or organizational factors, that support a
systems-oriented approach to patient safety in your program, that not
listed above

Theme 3. Responding to close calls and adverse events involving students
Administrators of educational programs are encouraged to review their policies and practices
related to handling of adverse events and close calls involving students during clinical/practical
learning experiences to ensure that a systems-oriented approach to patient safety is modeled.
The following statements represent promising practices in this area.
The rating scale for this section acknowledges that programs may be in various stages of
implementation of these practices. Because a systems-oriented approach to patient safety is a
relatively new concept, it is expected that many programs will be in the very early stages of
integrating a systems-oriented approach into their programs.
Rating Scale (Select only one):
1 = Not doing anything in this area at the moment (i.e., may be aware but no action taken)
2 = Starting to consider this (i.e., information gathering and/or discussion/planning underway)
3 = In the process of implementing (i.e., plan in place and taking some action)
4 = Implemented or integrated into the program (i.e. doing this in our program)
5 = Don’t know/need more information to decide
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Theme 3: Responding to close calls and adverse events involving students
Item
#

Implementation
Status
1

1

There is a process in place to review close calls and adverse events in
which students are involved during clinical/practical learning
experiences, in order to determine the contribution of both systemrelated factors (health system and education program) and student
factors.

2

There is a process for remediation (e.g., clinical learning contract;
clinical or performance improvement plan) when review of a close call
or adverse event suggests that there is/are significant student
performance issue(s) that contributed to the event.

3

Information obtained through these processes is aggregated in a way
that protects anonymity, and is used to identify opportunities to
improve the education program.

4

A reporting system is in place to gather information about close calls
and/or adverse events in which students are involved while they are in
practice/clinical learning situations

5

The student data collected through any incident reporting system in
place in the clinical practice setting (5 above) is routinely shared with
the education program, and used to identify opportunities to improve
the education program.

6

A fair and just process is in place to support students who are involved
in an adverse event during a clinical/practical learning experience.

7

A fair and just process is in place to support clinical
instructors/preceptors who are involved in an adverse event with a
student during a clinical/practical learning experience.

8

Appropriate emotional support is provided to both students and their
clinical instructors/preceptors who are involved in adverse events that
result in patient harm to help them cope with the situation.
Total:
Specify any other of your program processes, related to responding to
close calls and adverse events involving students, that are not listed
above
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2

3

4

5

Appendix 3: Information Provided to Participants About the Environmental Scan
1) Information for Participants Provided with the Initial Contact
Information for Participants:
Environmental Scan of Patient Safety Education in the
Post-Secondary Sector in Alberta
Background
The environmental scan is being undertaken as part of the Blueprint for Patient Safety
Education in Alberta Project. This is a collaborative project sponsored by the Health Quality
Council of Alberta (HQCA) that is intended to identify key consistent messages related to
patient safety that can be incorporated into educational programs at all levels (undergraduate,
post-graduate, workplace) for all healthcare workers (support staff, frontline providers,
managers, senior executives and Board members).
What is the purpose of this project?
The purpose of the environmental scan is to:
• Determine the extent to which a systems approach to patient safety is integrated into
health care provider education programs in the post-secondary education sector in
Alberta
• Determine what kinds of resources post-secondary education programs for health care
providers would find helpful in supporting integration of a systems approach to patient
safety into their curricula
• Gather feedback about the utility and content of the draft Patient Safety Education SelfAssessment Tool
What are you being asked to do?
You are being asked to participate in a group interview along with some of your colleagues to
discuss how a systems approach to patient safety is integrated into your program. This
interview is expected to take no more than two hours.
What are the risks?
We do not foresee any significant risks to individuals or programs as a result of participating in
the interview. Comments collected during the interview will not be attributed to an individual or
program, and no questions of a personal nature about individuals will be asked. Data collected
from all participating programs will be presented in a way that neither individuals nor programs
can be identified.
How will you benefit from taking part?
As a participant in the project, you will have a chance to learn about ways to improve the way
future health care providers can be taught about patient safety. Information from the
environmental scan will be used to help the project team understand challenges faced by the
post-secondary sector in this area and identify the kinds of resources needed to improve the
way patient safety content is integrated into curricula. In addition, it will assist us in developing
a self-assessment tool that programs can use to assess their progress in integrating a systems
approach to patient safety into their curricula.
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Is participation voluntary? You and your program are free to accept or decline the request to
participate in the interview.
What else does participation involve?
One two-hour group interview and an opportunity to review notes from the interview to ensure
the views of you and your colleagues are accurately represented.
Is there payment for participating?
No. Programs will not be paid for participating in the project and do not have to pay to be
involved.
How will privacy be protected? We will not collect any personally identifying information about
interview participants. We will keep identifying information about the program in a separate
place from the interview data and refer to the data for your program only by code. Subgroup
analysis will be limited to a group size of at least three to maintain anonymity of programspecific data.
Who will have access to the data? Only the two evaluators who are hired to conduct the
interviews and data analysis will have access to program-specific data. Data will be aggregated
and de-identified for presentation to the project team, HQCA staff and Blueprint Project
committees and working groups.
How will the results be shared? A report summarizing the findings of the environmental scan
will be shared with Blueprint Project team members, committees, and participating programs.
Information related to the scan may be shared through poster presentations or publications
describing the Blueprint Project.
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2) HQCA Follow-Up to Expression of Interest from Invited Programs
Hello (Contact Name),
Thanks for your prompt response to our invitation to participate in the environmental scan of
how patient safety (not health care provider safety) is being integrated into health care provider
education programs in Alberta’s post-secondary sector.
The environmental scan involves a telephone interview of no more than 2 hours with a group or
3 or 4 people from your program. We ask each program to:
• Identify a primary contact person in the program who will work with us to coordinate the
interview at your site. This person will also distribute the interviewer’s notes to the team
post-interview and collate feedback about the notes to the interviewer.
• Identify 3 or 4 people to participate in the interview. Because no single individual knows
everything about how patient safety is integrated throughout the curriculum, we suggest
that individuals representing the following points of view be invited to join the interview
“team”:
o Someone with senior administrative responsibilities in the program
o Someone involved in curriculum development or planning
o An instructor
o If possible, someone who precepts students in the clinical environment – we
acknowledge that this will be difficult or impossible for some programs
o
HQCA has hired two evaluators (Sharlene Wolbeck Minke and Birgitta Larsen) to conduct the
interview and data analysis in order to keep program responses confidential. The name and
contact information for your primary contact will be sent to our evaluators and they will contact
you to give you more information about the interview process once we have set up an interview
time.
I will get back to you soon with some suggested interview times. In the meantime it would be
very helpful if you could let me know who the primary contact for your program will be. You can
also start thinking about which colleagues and staff in your program could be invited to
participate as part of the interview team.
We look forward to working with you on this important project.
(Ms) Dale Wright
Project Co-Chair – Blueprint for Patient Safety in Education in Alberta Project
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3) Consultant Correspondence - Appointments Scheduled and Key Contacts Identified
Hello (Contact Name),
Thank you for agreeing to organize your institution’s participation in the HQCA environmental
scan of integrating patient safety into post-secondary education programs. How many will
participate in the interview?
I have attached the self assessment tool that we will focus our discussion on. In order to
prepare for our discussion, please meet with the interview team (the colleagues that you have
identified) to review and discuss the self-assessment tool prior to the interview. Team members
should have their copy of the completed self-assessment tool available during our interview on
(Interview Date) so we can discuss the responses.
I suggest that each team member join the call from their own phone. I will forward the
conference number in a separate email. OR Please confirm that you have received the
conference number.
I also suggest that you record your program's final responses to the self-assessment tool during
the interview and keep the copy after the discussion. That way you can compare your
responses with the aggregated data in the HQCA's final report.
In addition to completing the self assessment tool we ask you to consider the following
questions after each of the three sections:
• Are all these questions important?
• Are there important questions missing?
•
Once we have reviewed the self assessment tool we will also be asking you:
• Based on your experience completing this tool, who would be the most suitable person to
use the tool?
• Based on your experience completing the tool - how long does it take to complete the self
assessment tool?
• Do you see yourself using this tool in the future? (is it of value to you?)
Please let me know if you have any questions about preparation for the interview.
Thanks,
Sharlene/Birgitta
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Appendix 4: Feedback on Patient Safety Education Self-Assessment Tool
Theme 1: Patient safety-related concepts taught in the program
Tool Item

Feedback on Tool Item

1. Principles of health literacy
(patient knowledge of and
ability to understand and use
health information) as a
strategy for improving
communication with patients
and families

Need definition of term ‘health literacy’; unsure of meaning

2. Shared decision making with
patients

When selecting rating, how much of curriculum to consider
(i.e., core program courses vs. mandatory electives)

3. The role of evidenceinformed standardized care
protocols in delivering optimal
care

Issues with terminology:

Unclear about how broadly/narrowly to interpret question
(i.e., focusing on actual terms used with patient or how the
student relates/discusses with patient?)
Need to consider across entire curricula – need group
discussion in order to get perspectives of different years,
courses in program – to determine if principles are used as
a strategy

What is a standardized protocol – clinical practice
guidelines, care map?
Self-defined as “knowing the standard for treating a patient”
Seemed to interpret question as having 2 parts to consider:
1) evidence informed and 2) standardized protocol
Half suggest that evidence-informed should be mentioned
distinct from standardized protocols.
i.e., Evidence is implicit in protocols, “teach evidence-based
practice”
Uncertainty about how to interpret terms – is care protocol
the same a care map?
Could increase clarity by providing examples for interpreting

4. Working effectively in an
inter-disciplinary team for the
provision of safe patient care

1a) on scale interpreted as a specific theory on
interdisciplinary work – respondent wondered what theory
this is
Two aspects to the question: 1) interdisciplinary team and
2) safe patient care
Does safe patient care = best care?
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Tool Item

Feedback on Tool Item

5. Responsibility of all team
members, including students,
to let other team members
know about of concerns they
have about a patient’s safety

Unclear about scale – does explicit subsume implicit?

6. Hazards and hazardous
situations that can affect
patient safety

Unclear about scale – does explicit subsume implicit?

“the question is grammatically incorrect” [Note: This
comment probably refers to “about of” in question
statement]
Terminology – alerting others to possible harm is part of
professional role, but don’t call this safety

Unclear about meaning of “hazards” – unsafe practice
environment? Exposure to hazardous materials?
Suggest changing wording to “learning about or identifying
hazards” because don’t purposefully seek hazards for
students to experience

7. Responsibility to intervene
in situations where a patient’s
safety could be compromised

Question is very close to #5

8. Reporting systems for close
calls and adverse events

Need terms more widely used in diverse practice settings
(i.e., Many community partners don’t use “adverse events”
and “close calls”)

Unclear about meaning of responsibility – students taught to
intervene if a medication error occurs, but is this the focus?

Increase clarity about reporting in question (reporting to
whom?)
9. Communicating information
about close calls and adverse
events to patients and others

Need clarity on who is “others” – family members?
Interdisciplinary team members?
Two concepts in single question (close calls AND adverse
events) makes it difficult to interpret
Question is applicable to direct patient care – but what if
field is not involved in direct patient care?

10. Support mechanisms for
those involved in an adverse
event, including patients and
healthcare providers

Question needs more clarity – support for whom? Formal
vs. informal?

11. Principles and practices of
a just and trusting culture

Overall, unclear about meaning of just and trusting
(therefore multiple interpretations)

Question links with Theme 3
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Tool Item

Feedback on Tool Item

12. The contribution of both
system and individual factors
to occurrence of adverse
events

Don’t know what is meant by system and individual factors,
don’t understand questions, don’t understand system
approach

13. Methods of investigating
system factors contributing to
an adverse event

Unsure how this would work, what are methods of
investigating?

14. How to use learning from
adverse events to influence
change in systems that
support delivery of safe and
effective care

Language reflects acute care context – “adverse events”
not a common term in community or international settings

15. Quality improvement
methods to support delivery of
safe and effective care (e.g.,
PDSA, Six Sigma, Lean)

Not familiar with the examples of QI methods

16. The role of data to improve
systems and support delivery
of safe and effective care

The term “data” is vague – interpreted in different ways or
not at all (i.e., not sure what it means)

17. Change management
strategies to improve systems
and support delivery of safe
and effective care

Question is broad – quite open to different interpretations

Need separate questions for system and individual

Need definition of “methods of investigating” – does this
mean root cause analysis?

Need more information on the topic to answer question

Inclusion of QI concepts varies across program area
(courses and junior vs. senior level class)

Theme 2: Leadership and organizational factors that support a systems-oriented
approach to patient safety
Tool Item
1. A clear distinction is made
between a systems-oriented
approach to patient safety and an
individual practitioner
responsibility for safe patient
care

Feedback on Tool Item
Request clarity on what is leaders’ role with regard to
distinction
Definition of terms (individual practitioner responsibility
vs. systems approach) would help with interpretation of
question
Difficulties with scale– little distinction between ratings;
preferred scale in theme 1
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Tool Item

Feedback on Tool Item

2. Patient safety is included as an
explicit priority in the education
program

The word “explicit” makes question difficult to interpret.

3. A senior administrative leader
in the program demonstrates
vision and commitment to a
systems-oriented approach to
patient safety and quality

Need definition of systems approach in order to answer
question

4. The program has faculty
member(s) with recognized
expertise in patient safety and/or
quality who can serve as role
models and thought leaders

Participants unanimous that need more clarity with
terms:

Could interpret this to mean patient safety is a course
objective or integrated throughout the program.

Too many components in question to answer with single
response

Recognized – by whom?
Expertise – what qualifications or credentials?
Thought leader – ‘is this limited to only leaders who
think?’
Faculty member – sessional, clinical educators
Role model (for whom – students, faculty?)

5. Faculty members participate in
faculty development programs
related to a systems-oriented
approach to patient safety and
quality

All unsure exactly what question is asking

6. Patient safety is viewed as a
concept that should be integrated
across the curriculum rather than
taught as a stand-alone topic

Difficult to answer question with scale – reads as an
agree/disagree statement

7. As the curriculum is being
reviewed, consideration is given
to how patient safety-related
concepts and content can be
integrated into the curriculum

Need to increase clarity - is this question explicitly asking
if patient safety is taught across the curriculum?

“Faculty development program” perceived as unclear or
not applicable to educational program (a health
organization process)
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Tool Item
8. A flexible curriculum
development process allows
curriculum to be adapted or
updated in a timely way in
response to important
developments in healthcare
practice such as patient safety

Feedback on Tool Item
Problem terms:
Timely – what is timely?
Flexible – does this mean academic freedom?
Development – or updating?
Key is how question is interpreted in context of program
– changes in clinical or class curriculum?
Reads like an agree/disagree statement

9. Partnerships or collaborations
are established with other health
care provider education programs
to support interdisciplinary
education

Clarify scope of partnerships and interdisciplinary
collaboration

10. Interdisciplinary learning
opportunities are included in the
program to prepare students to
work effectively in teams

No comments

11. Learning opportunities are
included in the program to
prepare students to work
collaboratively with patients and
families

No comments

12. Clinical teachers who mentor
students during their practical
learning experiences are
expected to have knowledge of
the systems approach to patient
safety and quality

Question has too many elements to respond to –
systems approach, patient safety and quality should be
distinct

(i.e., Is this referring to an interdisciplinary approach for
students or is it for other partnerships as well?)

Again, need definition of systems approach
2 parts to question: 1) expectations of clinical teachers,
and 2) how expectations are supported
Variety of terms used for clinical teacher: preceptor,
clinical teacher, sessional, instructors, health care
providers, faculty
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Theme 3: Responding to close calls and adverse events involving students
Tool Items

Feedback on Tool Item

1. There is a process in place
to review close calls and
adverse events in which
students are involved during
clinical/practical learning
experiences, in order to
determine the contribution of
both system-related factors
(health system and education
program) and student factors

Is the item focusing on internal processes or through the
student life and placement?

2. There is a process for
remediation (e.g., clinical
learning contract; clinical or
performance improvement
plan) when review of a close
call or adverse event suggests
that there is/are significant
student performance issue(s)
that contributed to the event

No respondents to this item

3. Information obtained
through these processes is
aggregated in a way that
protects anonymity, and is
used to identify opportunities
to improve the education
program

This is a two-stepped approach to using data. Respondents
may comply with one and not the other.

4. A reporting system is in
place to gather information
about close calls and/or
adverse events in which
students are involved while
they are in practice/clinical
learning situations

Adverse event and close calls are two different things and
can be handled differently.

Also difference between close call and adverse events.

There are two ways of interpreting this:
1) Incident reports
2) A reporting system in place in the institutional setting
using this information.
Who’s system is the item focusing on? Does it matter?
Several respondents can’t see the difference between item
1 and this item.

37

Tool Items

Feedback on Tool Item

5. The student data collected
through any incident reporting
system in place in the clinical
practice setting (5 above) is
routinely shared with the
education program, and used
to identify opportunities to
improve the education
program

As can be expected based on item 4 – there is very low
compliance with this item.

6. A fair and just process is in
place to support students who
are involved in an adverse
event during a clinical/practical
learning experience

Does this relate to the educational institution or the clinical
setting?

7. A fair and just process is in
place to support clinical
instructors/preceptors who are
involved in an adverse event
with a student during a
clinical/practical learning
experience

Clinical instructors and preceptors are 2 different groups –
should not be in same item.

8. Appropriate emotional
support is provided to both
students and their clinical
instructors/preceptors who are
involved in adverse events that
result in patient harm to help
them cope with the situation

What is appropriate?

The reference is incorrect (5 above.)

Preceptor and clinical instructors have different relationship
with the educational institution.
Should be split into two items – student and clinical
instructor.
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1. Principles of
health literacy
(patient knowledge
of and ability to
understand and use
health information)
as a strategy for
improving
communication with
patients and
families

Tool Item

9

1a
12

1b
3

2
1

3
3

4

Frequency Distribution
of Scale Responses

Teaching and educating patients
Translating health information for patients
Communicating with patients
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Finally, in a few programs, the term “health literacy” is not used or not considered
applicable.

•
•
•

The respondents to this question defined health literacy as teaching or communicating
with patients. In their programs, health literacy is:

Principles of health literacy, as defined by the programs, are included at some point in
most of the programs that elaborated on this item.
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Rating Scale (may check as many as apply):
1 - We include his concept explicitly as an identified learning topic
a) – we teach theory and principles related to this concept
b) – we provide opportunities for students to develop the necessary skills
2 – We include this concept implicitly as part of another topic
3 – We do not include this concept
4 – Don’t know/need more information about this concept to decide

Theme 1: Patient safety-related concepts taught in the program

Appendix 5: Scale Ratings and Aggregated Narrative Comments

15

13

15

3. The role of
evidence-informed
standardized care
protocols in
delivering optimal
care

4. Working
effectively in an
inter-disciplinary
team for the
provision of safe
patient care

1a

2. Shared decision
making with
patients

Tool Item

17

13

17

1b

1

3

1

2

0

1

0

3

0

1

0

4

Frequency Distribution
of Scale Responses

Shared decision making occurs within goal setting
Shared decision making occurs within informed consent
Shared decision making occurs within communication
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Some also noted that there is a difference between participating on an interdisciplinary
team and teaching about interdisciplinary approaches. In fact, it seems that
interdisciplinary opportunities in clinical settings can be limited by factors beyond
program’s control, such as the geographic location of school.

About half of the respondents to this question interpreted interdisciplinary to mean
team work and noted that it is a strong component of their program’s coursework
and/or clinical. A couple of respondents noted that although the cover interdisciplinary
team work in their curriculum, their teaching team is not interdisciplinary.

Although less than half emphasized the importance of evidence-informed best practice
in responding to question, there was a stronger emphasis on the use of evidence than
standardized protocols.

Half of the programs that responded to this question report that they cover protocols in
their curriculum, but the type or understanding of “protocol” varies. Examples of
standardized protocols included care maps and clinical practice guidelines.

The respondents to this question tended to focus their answer on either the role of
evidence or the use of protocols in their program. Few reflected on both elements.

•
•
•

Most programs believe they cover shared decision making with patients in their
curriculum. Again, the descriptions of the concept seemed to vary across the
respondents to this question:
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13

18

16

6. Hazards and
hazardous
situations that can
affect patient safety

7. Responsibility to
intervene in
situations where a
patient’s safety
could be
compromised

1a

5. Responsibility of
all team members,
including students,
to let other team
members know
about of concerns
they have about a
patient’s safety

Tool Item

17

16

13

1b

2

0

5

2

0

0

0

3

0

0

0

4

Frequency Distribution
of Scale Responses
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Of the few programs that discussed this item, the majority expected individual students
to intervene in unsafe situations. They also noted, however, that they have different
expectations of students at different stages of program (i.e., beginning students need
more help). Overall, the responses suggested a focus on individual responsibility and
accountability.

It seems that there is a perception of students as a hazard to patients and how to
protect patients from students.

The majority of programs that elaborated on this item explicitly included hazards in their
curriculum. The examples provided focus on different types of hazards and how
individuals can identify and prevent risks, such as fire safety training, medication
hazards, patient bed rail safety.

The majority of respondents to this item indicated that their programs implicitly cover
the concept of letting other team members know about patient safety concerns. It may
be incorporated in clinical evaluation tools, included in discussions of professional roles
or presented as an ethical responsibility. Very rarely, however, do the programs identify
this explicitly as “patient safety” in their curriculum.
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13

11

9

9. Communicating
information about
close calls and
adverse events to
patients and others

10. Support
mechanisms for
those involved in an
adverse event,
including patients
and healthcare
providers

1a

8. Reporting
systems for close
calls and adverse
events

Tool Item

6

13

14

1b

5

1

3

2

2

1

0

3

3

2

1

4

Frequency Distribution
of Scale Responses

Ethics, ethical responsibility
Medico-legal aspects (who communicates with patient depends on degree of
adverse event)
Patient safety and disclosure
Regulatory issues
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The responses focused on supports available to students. No programs identified
covering or providing support mechanisms for patients.

For this item, most of the respondents indicated that their programs cover or provide
support mechanisms to students on an ad hoc, informal basis. Overall, individual
students are responsible for accessing supports and using the skills they have been
taught (i.e., stress management).

A few programs noted that students would likely communicate internally (within the
team) or with other health professionals. Again, the communication was perceived as
an individual responsibility by a couple of respondents. A very small number of
respondents discussed a strong code of silence or “tendency to not tattle on partner”.

•
•

•
•

According to the respondents to this item, most programs cover the concept of
communicating information about close calls/adverse events. Considerable variation
existed with how this concept is framed in the curriculum:

Interestingly, equal numbers of participants reported covering the concepts of reporting
in three settings: clinical, lab or classroom. It was also noted by a couple of
respondents that while students may have a responsibility to note system deficiencies,
they are not expected to “speak up” until they are a team member.

For this item, the majority of respondents reported that they teach students how to
keep patients safe (avoid adverse events/close calls) and that students have a duty
“...to speak up when they notice something is done inappropriately or wrong”.
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12

12

12. The contribution
of both system and
individual factors to
occurrence of
adverse events

1a

11. Principles and
practices of a just
and trusting culture

Tool Item

11

12

1b

3

2

2

1

0

3

2

3

4

Frequency Distribution
of Scale Responses

Ethical duty, element of ethics
Individual honesty
Patient confidentiality
Cultural competence, respectful of diversity
Just societies
Honesty about own learning

Confident individual factors are covered, some consideration of system factors
(i.e., organization of clinical day)
Individual is considered within system
Individual factors contribute to system
Individual helplessness due to system factors
Individual and system discussed as mutually reinforcing in theory (i.e., staffing
levels affect individual), not sure system variables are considered in practice
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The responses also suggest that there was uncertainty about what is meant by system
factors. It seems that the programs consider the individual to be part of the system and
do not cover factors beyond or independent of individuals.

•
•
•
•

•

Less than half of the programs that elaborated on this response reported covering the
contribution of individual and system factors to adverse events in their curriculum. The
wide range of responses reveals an emphasis on individual contributions to the system:

A degree of internal inconsistency is evident in the results, however, as responses on
other items suggested a fear of reporting adverse events/close calls.

•
•
•
•
•
•

Although none of the programs specifically teach about a “just and trusting culture”, all
of the respondents cover elements that, in their interpretation, contribute to the
concept. Just and trusting was interpreted in a number of ways:
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7

8

14. How to use
learning from
adverse events to
influence change in
systems that
support delivery of
safe and effective
care

1a

13. Methods of
investigating
system factors
contributing to an
adverse event

Tool Item

4

4

1b

7

2

2

2

8

3

1

0

4

Frequency Distribution
of Scale Responses

Courses
Lab/clinical settings
Courses and lab/clinical settings
Practicum – but varies with setting
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Can we ask students to change the system when they are just learning how to work
within it?

A couple of respondents believed that using learning from adverse events to influence
systems change is not an appropriate expectation for undergraduate curriculum.

•
•
•
•

Most often this question was interpreted as “Do we use our own student practice
situations and use aggregate data to inform student teaching?” Overall, it was clear
that more than half of the programs do not cover this concept in a systematic way. If
covered, the concept may be discussed in:

“We interpreted this to mean would actually teach about the complexity of system;
these items are systems perspective of adverse event and how we translate this to
students to inform their practice... Don’t always have the opportunity to analyse the
issues and translate back to a case to use with students”

In total, more than half of the respondents to this item reported that they have a method
or system for investigating adverse events. Of these programs, most cover the concept
of investigating system factors in theory (courses). Some programs noted that actually
investigating system factors is beyond their control (i.e., part of the institutional domain,
not educational).
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5

9

7

16. The role of data
to improve systems
and support
delivery of safe and
effective care

17. Change
management
strategies to
improve systems
and support
delivery of safe and
effective care

1a

15. Quality
improvement
methods to support
delivery of safe and
effective care (e.g.,
PDSA, Six Sigma,
Lean)

Tool Item

5

6

2

1b

2

5

2

2

5

1

6

3

2

4

5

4

Frequency Distribution
of Scale Responses
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Nearly all of the respondents to this question reported that change is considered in
their program. On further reflection, they tended to “talk about change in general – but
do we discuss change directly to patient safety?” If change management is covered, it
tends to be included in senior undergraduate/masters curriculum.

All of the respondents to this item described that data is used in their programs, but
their interpretation and use of data varied greatly. “Data” included research literature,
information management systems, feedback on students’ performances and best
practice guidelines.

Only one program reported having a formalized quality improvement (QI) program in
place. The majority who responded to this item mentioned integrating QI concepts in
their curriculum. A few also noted that QI methods are not entry-to-practice level
concepts, so they are not included in their program.
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Are all these
questions
important?

Do you offer a
specific course or
module in your
program that is
focused on the topic
of patient safety
and/or quality
improvement?

Specify any other
patient safety
concepts included
in your program that
are not listed above
and rate them using
the same scale

Tool Item
1a

1b

2

3

4

Frequency Distribution
of Scale Responses

6 rights of medication administration
Environmental safety, fire safety
Practitioner health and competence

Risk management
Safety issues in workplace courses
Role of safety and reporting
Biomechanics, role of isolation
Lab safety
Infection and prevention control
How to handle material at patient interaction
Patient safety – in unit on professional issues (regulatory, legal rules,
communication)
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Most of the respondents to this item believed the questions in Theme 1 are important.
A few, however, suggested the latter questions (#13-17) were not relevant to
undergraduate curriculum.

•
•
•
•
•
•
•
•

Respondents identified the following concepts integrated into courses:

Since only a couple of programs specifically identified patient safety modules/courses,
it is reasonable to assume that most integrate patient safety concepts throughout their
curriculum.

A couple also noted that it is important to consider the psychological harm related to
physical adverse events.

•
•
•

Most of the respondents who answered this question suggested including concepts
related to individual responsibility for patient safety, such as:
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1

0

2. Patient safety is
included as an
explicit priority in
the education
program

1

1. A clear
distinction is made
between a
systems-oriented
approach to patient
safety and an
individual
practitioner
responsibility for
safe patient care

Tool Item

0

2

2

4

2

3

13

11

4

1

2

5

Frequency
Distribution of Scale
Responses

“…understand that it’s not the person’s fault if something goes wrong
– if an error keeps occurring it is a sign that the system has problems”
“In clinical, talk about systems occurring on the unit that contribute to
errors (i.e., pharmacy systems) and sociopolitical factors”
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About half of the respondents to this questions noted that patient safety is “the
ultimate goal of everything we do in the program”. Although one program
noted that a systems approach to patient safety is an accreditation
requirement, half were less certain about how explicitly the concepts are
included.

Only two programs framed their answer in terms of a leader’s role – but they
wondered: “What is a leader’s role with regard to this – understanding,
teaching?”

•

•

In the end, some self-defined a systems approach in their answer.

Respondents seemed to struggle with this question. While half were uncertain
about how much distinction is made between individual and system, just less
than half of the responses to this question didn’t know what a systems
approach is.
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Rating Scale (select only one):
1 = Not doing anything in this area at the moment (i.e. aware but no action taken)
2 = Starting to consider this (i.e., information gathering and/or discussion/planning underway)
3 = In the process of implementing (i.e., plan in place and taking some action)
4 = Implemented or integrated into the program (i.e. doing this in our program)
5 = Don’t know/need more information to decide

Theme 2: Leadership and organizational factors that support a systems-oriented approach to patient safety

1

0

4. The program has
faculty member(s)
with recognized
expertise in patient
safety and/or
quality who can
serve as role
models and
thought leaders

1

3. A senior
administrative
leader in the
program
demonstrates
vision and
commitment to a
systems-oriented
approach to patient
safety and quality

Tool Item

1

4

2

3

1

3

13

10

4

1

2

5

Frequency
Distribution of Scale
Responses

•
•
•
•

•
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Clinical instructors with “very high standards in patient safety and
quality”
Faculty – but not specified further
Sessional faculty
Instructors
Senior managers

Potential sources of leadership included:

Nearly all of the respondents reported they had faculty with expertise in
patient safety. The role of the person with expertise varied (i.e., clinical,
classroom, management) and a couple of respondents struggled with what
was recognized expertise.

It should be noted that in most cases, as requested by HQCA, a senior
administrator was participating in the interview group. This may have inhibited
other group members’ assessment of senior administrator vision and
commitment.

Overall, the answers to this question tended to focus on one of the elements
of this question or were vague.

More than half who commented on this question believed a senior
administrator in their program demonstrated vision and commitment to patient
safety. The responses were less clear about whether the commitment was to
a systems approach to patient safety and quality.
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4

0

6. Patient safety is
viewed as a
concept that
should be
integrated across
the curriculum
rather than taught
as a stand-alone
topic

1

5. Faculty members
participate in
faculty
development
programs related to
a systems-oriented
approach to patient
safety and quality

Tool Item

2

2

2

1

0

3

15

8

4

0

4

5

Frequency
Distribution of Scale
Responses
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Most of the respondents to this item reported that patient safety concepts are
integrated across the curriculum. Please note that this is consistent with
responses in theme 1, where only 2 programs reported they have a specific
module/course devoted to patient safety.

Although the respondents to this question reported that professional
development occurs in their program, they noted that it is not specific to a
systems approach or limited to patient safety. Many also reported that
professional development occurs informally, such as attending conferences
and sharing information with colleagues. Professional development related to
a systems-oriented approach to patient safety was summed up by a
respondent as follows: “There are so many competing faculty development
needs – how to prioritize?”
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1

1

8. A flexible
curriculum
development
process allows
curriculum to be
adapted or updated
in a timely way in
response to
important
developments in
healthcare practice
such as patient
safety

1

7. As the
curriculum is being
reviewed,
consideration is
given to how
patient safetyrelated concepts
and content can be
integrated into the
curriculum

Tool Item

1

4

2

1

1

3

14

11

4

1

1

5

Frequency
Distribution of Scale
Responses
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Nearly all of the respondents described their curriculum change process, but
did not comment specifically on incorporation of safety-related changes
(second half of question).

“…takes time to change a concept across collaborating programs’ curricula so
it doesn’t happen quickly”

Many noted that curriculum changes can occur more quickly in labs than in
courses. Furthermore, changes across collaborative programs take much
longer:

All who elaborated on this item indicated that their curriculum is adapted or
updated to reflect new knowledge. About half of the respondents also noted
that curriculum changes occur through a process that involves different layers
of approval and takes time.

When discussing this item, many respondents reported that curriculum review
processes are ongoing in their program, or that curriculum development is in
process. Most did not specify, however, if there was a specific patient safety
focus or mandate with the review.
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2

0

0

10. Interdisciplinary
learning
opportunities are
included in the
program to prepare
students to work
effectively in teams

11. Learning
opportunities are
included in the
program to prepare
students to work
collaboratively with
patients and
families

1

9. Partnerships or
collaborations are
established with
other health care
provider education
programs to
support
interdisciplinary
education

Tool Item

0

3

5

2

0

2

2

3

18

13

9

4

0

0

0

5

Frequency
Distribution of Scale
Responses
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Again, according to those who commented on this question, programs seem
to emphasize the clinical setting for students to learn how to work
collaboratively with patients and families. Nearly all of the nine programs that
responded described clinical experiences, while a few of these programs also
covered collaboration in class.

Respondents on this item clarified that interdisciplinary learning opportunities
are different in clinical and the classroom. More than half of the programs
have interdisciplinary opportunities in clinical. Although none reported
interdisciplinary opportunities in classroom only, a few described
interdisciplinary clinical and classroom experiences.

About half of the respondents reported that interdisciplinary courses are
offered to students, but only one respondent talked about the presence of
interdisciplinary faculty.

While just over half of the program respondents on this item indicated that
their students participate in interdisciplinary education, some also reported
that they are in the early stages of developing interdisciplinary
curriculum/programs. A couple of respondents also noted that interdisciplinary
collaboration is limited by practical challenges or barriers.
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Specify any other
leadership or
organizational
factors, that
support a systemsoriented approach
to patient safety in
your program, that
not listed above

12. Clinical
teachers who
mentor students
during their
practical learning
experiences are
expected to have
knowledge of the
systems approach
to patient safety
and quality

Tool Item

4

1
1

2
3

3
10

4
0

5

Frequency
Distribution of Scale
Responses
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Half of the respondents to the question suggested that commitment from
people at multiple levels in the program, such as classroom instructors,
faculty council members, and senior leaders, would build support for a
systems approach to patient safety in their programs. Further to this point, a
program also believed interdisciplinary champions are important for
advancing a systems approach. Others thought it would be important to
increase professional development with faculty “…prior to launch of new
safety initiative” and increase faculty understanding of systems that work
together (i.e., education programs and AHS).

While a program indicated work on a systems approach is in-progress, more
than half of the respondents did not address the systems part of the question.
Those who did answer described that they have “…an expectation that they
[instructors] understand the environment in which they are practicing…” This
interpretation of systems approach seemed to encompass knowledge of
hospital policies and procedures.

About half of the respondents to this item answered half of the question. They
expect instructors to have knowledge of patient safety and quality, but not
necessarily from a systems perspective. A few further elaborated that they
“implicitly hope our instructors have knowledge of patient safety and quality –
but it is not a purposeful focus in orientation.”
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Are there important
questions missing?

Are all these
questions
important?

Tool Item
1

2

3

4

5

Frequency
Distribution of Scale
Responses
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Asking about application of learning is missing (i.e., do opportunities for
interdisciplinary work available)

Several additional questions were proposed:

Another respondent suggested expanding consideration of safety/risk
beyond physical harm to “consider other types of safety – potential for
psychological, emotional, and cultural harm”.

“Is there a standardized approach for system approach to patient safety in
your organization?”

This question had the greatest number of responses in this theme.
Respondents’ suggestions focused on increasing the clarity of tool items in
order to make interpretation simpler. Several noted that the concept of a
systems approach is new and needs to be explained in order for the reader
to fully understand the patient safety self-assessment tool. A question could
ask:

“Some we do not agree with the meaning of… [for example] #4 – how you
look at expertise. Is that established researcher? If so, is that question
relevant? But if the question is looking at that we want to have role models
with interest in this area then it is a relevant question.”

A couple, however, did not think all of the questions were important:

A majority of respondents believed these questions are important. “They
remind leadership about what ought to be thought about in terms of things
that are key to patient safety”
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Are there important
questions
missing?
(continued)

Tool Item
1

2

3

4

5

Frequency
Distribution of Scale
Responses
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Ask about educational program’s reach and authority. May have limited
opportunities to effect change in health care organizations (i.e., can raise
issues, but have no influence over changes).

Should there be a question about simulation and incorporation of this into lab
to give students confidence of safety when they get to clinical setting?

Add a question whether the educational program’s culture supports a
systems approach to patient safety.

If really have leadership in systems orientation patient safety, might need to
have leadership across different disciplines – i.e., Deans of nursing,
medicine, pharmacy (etc.) and practice settings collaboratively plan the
systems approach to safety. Do educational program leaders collaborate to
make decision about educational programming?

Ask about interdisciplinary leadership for system approach to patient safety:

How to assess student understanding, retention and then application of
systems approach to patient safety after graduation? How to know if they
practice what is preached?

“Do you feel that your educational program collaborates with clinical
agencies or clinical agencies collaborate with educational program to ensure
patient safety?”

Add consideration of clinical agencies to ensure alignment between
educational programs and practicum.
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Tool Item
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5

Frequency Distribution
of Scale Responses
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Rating Scale (select only one):
1 = Not doing anything in this area at the moment (i.e., may be aware but no action taken)
2 = Starting to consider this (i.e., information gathering and/or discussion/planning underway)
3 = In the process of implementing (i.e., plan in place and taking some action)
4 = Implemented or integrated into the program (i.e. doing this in our program)
5 = Don’t know/need more information to decide

Theme 3: Responding to close calls and adverse events involving students

1. There is a
process in place to
review close calls
and adverse events
in which students
are involved during
clinical/practical
learning
experiences, in
order to determine
the contribution of
both system-related
factors (health
system and
education program)
and student factors

Tool Item
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1
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2
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3
8

4
2

5

Frequency Distribution
of Scale Responses
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2) Determining contribution:
The majority do not report they use the information to determine contribution. Some
state clearly they review the data and try to assess contribution effects. However, of
these a small minority say they ONLY look at the student’s role in the event. Most
describe a system similar to the “huddle”, where the student and clinical supervisor
would review the event to determine cause. The review would not go any further.

1) Process in place for close call:
The majority of respondents indicated they have some form of formal or informal
processes in place to report and find out about close calls and adverse events. But
there are huge gaps:
• Education institutions seem to rely on AHS and other clinical settings to have
systems in place.
• Half of respondents have no formal process but rely on the clinical setting to
“handle it”.
• Some report they don’t get any feedback from the clinical setting but they
assume it is handled according to placement policy.
• Less than half state clearly that they have formal process in place.

The majority of respondents indicated that they do not have a system in place to track
these events and to learn from them. They rely on the clinical setting to have policies in
place. When they have information, only a couple of sites look at it to assess if a
system factor contributed to the event. No one stated they use the data in aggregated
form and over time.
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Of those who commented on this time, the majority of institutions are not using
aggregated data to identify opportunities to improve. Most are at the stage of trying to
get the specific information and learn informally through different processes while at the
same time protecting the student’s identity. There seem to be many internal processes
when events have happened, however, where the specific information may be shared
to better understand why the event happened. These learnings do not extend to a
systematic process for learning and improving the program.
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4

3. Information
obtained through
these processes is
aggregated in a way
that protects
anonymity, and is
used to identify
opportunities to
improve the
education program

0

3

Learning contracts are used by most of the programs that elaborated on this item as a
process for remediation. Very few reported using special assignments or simply
“having policies in place”.
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2. There is a
process for
remediation (e.g.,
clinical learning
contract; clinical or
performance
improvement plan)
when review of a
close call or
adverse event
suggests that there
is/are significant
student
performance
issue(s) that
contributed to the
event

Tool Item

Frequency Distribution
of Scale Responses
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5. The student data
collected through
any incident
reporting system in
place in the clinical
practice setting (5
above) is routinely
shared with the
education program,
and used to identify
opportunities to
improve the
education program
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4. A reporting
system is in place to
gather information
about close calls
and/or adverse
events in which
students are
involved while they
are in
practice/clinical
learning situations

Tool Item
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There is evidence that some of the programs interpret the learning opportunities at the
individual level, not at a system level: “I guess, if we discover that students did
something incorrectly in the field and this was because we taught something incorrectly
we would adjust it”.

In general, there is no systematic, routine sharing of data between the clinical setting
and the educational institutions. When data is shared, it is mostly verbal
communication initiated by a clinical supervisor who decides that the education
program should be aware of a particular event or close call.

Overall, structured, systematic reporting systems for adverse events are not in place.
Most of the respondents for this item indicated that they use student evaluations,
incident reports and verbal feedback about adverse events. More than half of the
respondents indicated they do not have access to any data. Some of this is due to an
information barrier between the clinical setting and educational program.
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7. A fair and just
process is in place
to support clinical
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rs who are involved
in an adverse event
with a student
during a
clinical/practical
learning experience
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to support students
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an adverse event
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learning experience
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The same group indicated they provide support to the clinical instructors, however,
there is little evidence that the support is provided in any structured or systematic way.
It is more described as a supportive environment where clinical instructors and
preceptors can share/discuss the experience without being judged. “We would support
the supervisor of the student in any way we could – but we don’t have a structured
process to do this”.

Some of the respondents indicated that the support of preceptors and clinical staff is
really out of their control. “Our collective answer is yes it is done through AHS – but we
don’t know”.

Half of respondents to this item recognized they have a fair and just process in place to
support clinical instructors and preceptors.

Some suggested they do not look at these events as student specific, but they attempt
to address the broader aspects “We have a constructive approach to addressing these
issues; we look for patterns – not individuals”.

According to the respondents to this question, most institutions do not have a formal
process in place. They see their support being extended to the student through caring
staff and supervisors, and they trust they are just and fair in their interaction with the
student.
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Lab settings
WCB
Should identify specific resources available within institution such as
ombudsperson, OHS etc
Ask each clinical institution about the reporting system in their agency.
Clinical settings need to see this from a systems perspective. They do not
embrace the system approach – they focus on the student. “Blame and shame
culture still prevalent. Very difficult to change”.
The items should focus on preventing incidences not just responding after the
fact.
There is an assumption that it is the patient that is harmed. It is more common
that the student is harmed. Should be items related to this.

Some additional topics mentioned by respondents to this question were:

Finally, some also recognized that clinical instructors need to be supported as well.
Preceptors, on the other hand, are expected to use their own employer system for
support.

Some respondents indicated they do not have anything formal in place, but support is
available on an ad hoc basis depending on the event that has occurred. They also
suggested it is very rare that such events occur.

Overall, the programs recognized the need to provide support to students in cases of
adverse events. Support is offered through counselling, staff being available to take
calls, debriefing etc. “Students have access to debrief if anything happens. Can also
telephone and email as well as the counsellor travel to site”.
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Need to include questions related to the private programs – are they providing WCB to
their student? There are incidences each year. This would help to advocate for the
students.

Something about a person that is obstructive to this process – some question to
capture this. If this is going into a curriculum base – then there has to be some
consequences brought forward – rules and regulations. Are consequences outlined for
your students in the event of adverse event?

Some suggestions were:

Several noted how helpful the tool had been in identifying key areas for patient safety
and it allowed the program to see where they could do additional work to improve their
program.

Most found it hard to identify what, if anything, was missing.

3

Are there important
question missing?

2
All of the programs responded that these questions are important.

1
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