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A BSTRACT
High rates of patient safety events led to media attention and litigation that sparked the patient safety movement. Gaining
awareness of nursing students’ confidence levels on patient safety will reveal their perceptions of their competency. A quantitative
descriptive cross-sectional method was employed. The Health Professional Education in Patient Safety Survey was used to
determine how 458 baccalaureate nursing students from two nursing programs in Ontario, Canada rate their confidence levels on
patient safety. Nursing students are the most confident on Clinical Safety topics and least confident on topics related to Human
and Environmental Factors and Culture of Safety. Overall, they are more confident in the classroom than in the clinical settings
with fourth year students expressing lower degrees of confidence on many of the areas. Education programs need to reinforce
patient safety and educate students on their responsibilities to protect patients/clients. Programs need to target strategies to reduce
student fears, promote error reporting, and system improvements.
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1. I NTRODUCTION

education is the foundation for knowledge, understanding
the way that knowledge transitions into practice is of the
Patient safety has become a global concern within the healthupmost importance.
care system due to the high occurrence of patient safety
events and near misses across all sectors of care.[1–7] As Although all health care providers are responsible for prodefined by the Canadian Patient Safety Institute (CPSI), pa- viding safe care, nurses are the largest group of healthcare
tient safety is “the pursuit of the reduction and mitigation providers in direct contact with patients and have the greatof unsafe acts within the healthcare system, as well as the est potential to affect the quality of care.[9–11] Historically,
use of best practices shown to lead to optimal patient out- nursing has always been a patient focused profession that
comes”.[6] In recognition of high error rates the Institute has placed great emphasis on patient care and outcomes.[12]
of Medicine (IOM) mandated that there be improvements The nursing regulatory body in Ontario is the College of
to health education programs by increasing the amount of Nurses of Ontario (CNO) and it has developed professional
content related to safety.[8] Incorporating changes to health standards that encompass entry-to-practice competencies to
education follows the assumption that education is a viable ensure that nurses that enter the practice domain are compestrategy for improving the quality of patient care. While tent to provide safe care.[12, 13] Registered Nurses (RNs) in
∗ Correspondence: June M. Raymond; Email: June.raymond@cambriancollege.ca; Address: Cambrian College, 1400 Barrydowne Road, Sudbury,
Ontario, P3A 3V8, Canada.
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Ontario have undertaken a four-year university baccalaureate Objective
degree, are accountable for their actions, and are required to The purpose of this study was to explore nursing students’
perspectives on their levels of confidence related to safety
provide care in a safe manner.[13]
topics. Scant research describes students’ safety confidence.
The IOM in the United States (US) mandated changes to
Nursing students have high rates of direct patient contact
health education however it is unclear the degree to which
and students need to gain confidence to practice safely. This
this has happened. Globally, there are few studies that have
research can provide valuable insight that can assist nursing
explored patient safety integration within educational cureducation in developing educational initiatives that target this
ricula. In the United Kingdom, Japan, and United States,
area.
researchers have found little to no patient safety integration
within nursing curricula and found little to no patient safety
2. M ETHODS
integration within the educational materials.[14–19] This does
not necessarily mean that the content is absent from these 2.1 Sample
programs but rather that there is very minimal documenta- A quantitative cross-sectional descriptive study was contion of its existence. There is no published evidence on the ducted with students from all four years of the Bachelor
state of integration of patient safety topics within Canadian of Science in Nursing programs from two university settings
nursing curricula. While enhancing educational curricula is in Ontario, Canada during the 2014/15 academic year. All
important, it does not necessarily translate into student knowl- students had to be enrolled in one of the identified programs,
edge and confidence at the bedside. Although there is no have access to a computer and the Internet. All students
evidence to substantiate the quantity of patient safety within indicated that they had participated in a minimum of one
nursing education in Canada the premise is that there is some clinical placement.
degree of integration due to the patient safety movement
2.2 Study instrument
and the previously stated mandate from the IOM. IntegraThe data was collected using an adapted web based version
tion of knowledge into practice or knowledge translation is a
of the Health Professional Education in Patient Safety Surlengthy process and often takes one or two decades before
vey (H-PEPSS), a tool originally created to ask recent health
research knowledge is actively incorporated into practice,
practitioner graduates for their perspectives on broad areas
a phenomenon referred to as the theory to practice gap.[20]
of patient safety competencies.[20] Duhn and colleagues
Knowledge translation and bridging the theory to practice
(2012) adapted the original survey tool to use with nursing
gap is vital to improving patient outcomes, the health care
students.[21] The original tool was developed following the
system, and the practice of health care providers.
Canadian Patient Safety Framework (CPSF)[6] and has three
Gaining an understanding of nursing students’ perspectives sections with 38 items in total. The first section has 27 queson their confidence levels of patient safety topics will help tions assessing seven patient safety subscales (Clinical Safety,
to provide a more accurate representation of their percep- Working in Teams, Communicating Effectively, Managing
tion of their practice in the clinical setting. It could also Safety Risks, Human and Environmental Factors, Adverse
provide some insight into the extent of the current ‘theory to Events, and Culture of Safety). The students were asked
practice gap’ in patient safety. Furthermore, it can identify to rate their confidence separately for both classroom and
areas where additional educational emphasis and training are clinical settings using a five point Likert scale (1= strongly
needed.
disagree, 2 = disagree, 3 = neutral, 4 = agree, 5 = strongly
The literature that explores the topic of nursing student con- agree, and a ‘don’t know’ option). The second section of
fidence about patient safety is limited. The purpose of this the tool has seven questions about broader patient safety isstudy was to describe baccalaureate nursing students’ per- sues in their education and students were asked to rate their
spectives of their confidence levels on various patient safety answers using the same five point Likert scale as above extopics. Students from two university settings in Ontario, cept without the ‘don’t know’ option. The third section has
Canada were included in this study. Baccalaureate nursing four questions asking students to rate their comfort levels
students were recruited to gain an understanding of what the speaking up about patient safety using the five point Likert
current nursing student populations’ confidence levels are on scale, again the ‘don’t know’ response was not an option.
patient safety topics. The research question that guided this The original H-PEPSS was validated with a sample of interstudy was: How confident are baccalaureate nursing students professional new healthcare graduates using a Confirmatory
in what they are learning about patient safety within their Factor Analysis (CFA) and revealed an internal consistency
reliability of 0.80 or greater for all six factors and the vernursing education?
sion adapted for use in students was validated with medical
Published by Sciedu Press
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students where a good model of fit was attained using acceptable indices of fit (Confirmatory Fit Index > 0.95, Root
Mean Square Error of Approximation < 0.06).[22] Approval
to use the H-PEPSS in this research study was received from
its developers. Demographic characteristics, including age,
gender, year in the program, and educational institution were
also collected.
2.3 Ethics and data collection procedure
After the ethics review board approvals were obtained from
each institution, an administrative member from each nursing
department was sought to assist with recruitment of participants. On behalf of the researchers, the administrative staff
member from each institution forwarded an email invitation to all students enrolled in their baccalaureate nursing
program. This email invitation included a description of
the study with a web link to the survey. The questionnaire
was administered electronically via FluidSurveyT M and was
open to participants for a 15 consecutive week period during
the fall and winter terms of the 2014/15 academic year for
both sites. The students who accessed the link and completed
the survey were deemed to have provided consent to participate. To ensure participant anonymity and confidentiality
unique identification codes were assigned to each participant
questionnaire. Two reminder emails were forwarded to all
students at two-week intervals. The researcher also arranged
a date and time to meet students at each institution or through
virtual means to present a brief outline of the study to any
students who had any questions. There were small numbers
of students (less than 5) who opted to participate at each site
and there were minimal questions asked by students. The
administrative staff reported that 1,400 students were eligible
in total and invited to participate (University A-600 participants; University B-800 participants). Four hundred and
fifty-eight responses were received.
2.4 Analysis
Data was analyzed using IBM SPSS Statistics for Macintosh,
Version 22.0 c . The questions for each of the patient safety
subscales were averaged to create seven subscales with a
score ranging from 1 to 5. Univariate descriptive statistics for
each of the seven subscales in both the classroom and clinical
settings were calculated. Percentages were calculated and
are presented for categorical data. Means and standard deviations are presented for continuous data. Pearson’s correlation
tests were calculated to determine if there were relationships
between classroom and clinical perceptions in patient safety
subscales. A Pearson’s Correlation coefficient in the 0 to 0.2
range is considered very weak, a 0.2 to 0.4 coefficient signifies a weak relationship, a 0.4 to 0.6 indicates a moderate
strength, and 0.6 to 0.8 translates to a strong relation, and
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lastly a very strong relationship would reveal a 0.8 to 1.0
correlation coefficient. To determine practical or educational
significance/relevance raw effect sizes were calculated.[23]
In education research, an effect size of greater than 0.5 is
seen as having a medium effect and thus educationally significant.[24] To test for statistically significant differences across
academic years in each of the seven subscales unpaired oneway analysis of variances and Tukey’s post-hoc tests were
conducted.

3. R ESULTS
3.1 Demographic details
Ninety-four percent (n = 432/459) of the participants were
female. Eighty-eight percent of participants were 27 years
of age or younger (see Table 1).
Table 1. Demographic data of participants (n = 458)
Characteristic
Gender
Female
Male
Age
18-22
23-27
28-32
33-40
Institution
University A
University B
Response Rate
University A
University B
Year in Program
Year 1
Year 2
Year 3
Year 4

n (%)
432 (94)
26 (6)
160 (35)
244 (53)
50 (20)
4 (2)
208 (45)
250 (55)
34.7%
31.3%
138 (30)
102 (22)
88 (19)
130 (29)

Patient safety topic content area (Section One of HPEPSS)
The means and standard deviations for each of the seven
subscales for both the classroom and clinical settings are
presented in Table 2. The students expressed the highest
level of confidence (classroom mean of 4.7, clinical mean
of 4.4) on the topics of hand hygiene, infection control, and
medication practices, which were subtopics included in the
Clinical Safety subscale. In the classroom setting, the students were the least confident (mean of 4.3 on the 5-point
scale) on topics related to the Working in Teams, Human
and Environmental Factors, Adverse Events, and Culture of
Safety, however, this rate is still within the agreement rating
of the scale so the majority of students did feel confident. In
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the clinical setting, the students were least confident (mean
of 4.0 on the 5-point scale) on topics related to Working in
Teams and the Culture of Safety such as the nature of systems, impact of having a supportive environment, and the
complexity of the environment. It is also important to note
that within all of the seven subscales, the students expressed
more confidence in their knowledge within the classroom
than clinical settings.

room and clinical settings the correlation between these learnings was assessed. Table 2 summarizes this data. For each
of the seven subscales, a positive correlation was noted with
the Pearson’s Correlation coefficients in the 0.3 to 0.5 range,
with 0.3 signifying weak strength relationships and 0.5 translating to a moderate strength relationship between classroom
and clinical settings. Based on raw effect sizes, there are
no educationally significant differences (> 0.5) found between the classroom and clinical means for any of the patient
Since students are provided with education within the classsubscales (see Table 2).

Table 2. Relationship between perspectives of classroom and clinical learning on patient safety subscales
Subscale

University A
(n = 208)

University B
(n = 250)

Clinical Safety
Working in Teams
Communicate Effectively
Manage Safety Risks
Human and Environmental Factors
Adverse Events
Culture of Safety

4.5 (.4)
4.2 (.5)
4.4 (.4)
4.2 (.5)
4.1 (.5)
4.2 (.4)
4.1 (.4)

4.6 (.4)
4.2 (.5)
4.4 (.5)
4.3 (.5)
4.3 (.5)
4.3 (.5)
4.2 (.5)

University A and
B Classroom
Mean (SD)
4.7 (.5)
4.3 (.6)
4.5 (.5)
4.4 (.6)
4.3 (.6)
4.3 (.6)
4.3 (.5)

University A
and B Clinical
Mean (SD)
4.4 (.5)
4.0 (.6)
4.2 (.5)
4.2 (.5)
4.1 (.5)
4.1 (.5)
4.0 (.5)

Pearson
r

Effect
Size

.5
.4
.4
.4
.3
.3
.3

.28
.24
.29
.19
.18
.18
.29

* p Value < .01 for all subscales.

In addition to assessing the relationship between classroom
and clinical learning, the differences between perceptions
in the academic years were explored. Table 3 includes the
means by academic year for all the seven subscales for both
classroom and clinical settings. Those that indicate a p value
of less than .05 were noted as statistically significant. Tukey’s
post hoc was conducted to discover where the differences
were located and to allow effect sizes to be calculated to determine educational significance. Raw effect sizes revealed that
there were no educationally significant differences between
classroom and clinical means (> 0.5).

91% of first year students expressed that they have sufficient
opportunities. High percentages of students (86% to 97%)
perceived that they were gaining a solid understanding of
reporting adverse events and near misses with the fourth year
students again being the lowest response at 86%. For the two
questions related to overall patient safety integration in their
program and clinical aspects of safety, between 94% and
100% of the students agreed that these concepts were well
covered within their programs with the fourth year students
expressing the least confidence in both of these questions at
94%. The last question in this section was whether the students perceived that ‘systems’ aspects were well covered in
their education and the agreement with this question ranged
3.2 Broader patient safety (Section Two of H-PEPSS)
from 91% and 92% for first and second year students respecDichotomized data was calculated (agree/strongly agree vertively, 84% of third years were in agreement and 78% of the
sus neutral/disagree/strongly disagree) of the students’ perfourth year students expressed agreement.
spectives on broader patient safety issues addressed within
their educational program by academic years in the program.
In summary, 83% to 94% of all students felt that their scope 3.3 Comfort speaking up (Section Three of H-PEPSS)
of practice was clear to them with year one students express- The questions in this section of the survey are particularly
ing the highest mean at 4.1 on a 5-point scale. Between interesting because students may have knowledge but are
51% and 61% of students expressed that there is consistency afraid to speak up on issues that could affect the safety of
demonstrated by preceptors in dealing with patient safety their patients. Seventy-four percent of first year students
issues. In response to the question asking whether the stu- stated they could approach someone they see practicing undents agree that they “have sufficient opportunity to learn safely compared to 69% of second years, 73% of third years,
and interact with interdisciplinary team members”, only 74% and 63% of fourth years. The second question was whether
of the fourth year students believed they did whereas 93% the students feared disciplinary actions when they make erof third year students, 84% of second year students, and rors and 46% of first year students, 53% of second years,
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55% of third years, and 68% of the fourth year students
feared punitive repercussions. Sixty-five percent of fourth
year students stated it is difficult to question actions by those
in authoritative positions whereas 74% of first year students,
75% of second year students, and 80% of third years reported
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difficulty with this task. Between 55% and 70% of students
agreed that the focus is on systems when an error is made
rather than the individual most responsible with the fourth
years expressing the lowest percentage of agreement.

Table 3. Students’ perspectives of confidence in patient safety in classroom and clinical learning
Subscale

Means (SD)
Year One

Year Two

Year Three

Year Four

ANOVA F test

p Value

Clinical Safety
Classroom
Clinical

4.7 (.5)
4.4 (.5)

4.6 (.5)
4.4 (.5)

4.8 (.4)
4.6 (.5)

4.6 (.5)
4.4 (.6)

4.46
2.23

.00
.08

Working in Teams
Classroom
Clinical

4.4 (.5)
4.1 (.5)

4.3 (.5)
4.1 (.6)

4.4 (.5)
4.1 (.6)

4.2 (.6)
3.9 (.6)

2.83
7.10

.38
.00

4.6 (.5)
4.3 (.5)

4.5 (.5)
4.2 (.5)

4.6 (.5)
4.4 (.5)

4.5 (.6)
4.1 (.6)

1.70
7.16

.17
.00

4.4 (.5)
4.2 (.4)

4.4 (.7)
4.2 (.6)

4.4 (.6)
4.1 (.5)

4.3 (.6)
4.0 (.5)

2.03
3.58

.11
.01

4.4 (.6)
4.1 (.5)

4.4 (.6)
4.2 (.5)

4.4 (.6)
4.0 (.5)

4.2 (.6)
4.0 (.6)

3.57
1.95

.01
.12

4.4 (.5)
4.1 (.4)

4.3 (.7)
4.1 (.4)

4.3 (.6)
4.1 (.5)

4.2 (.7)
4.0 (.5)

2.26
1.14

.08
.33

4.3 (.5)
4.1 (.4)

4.3 (.5)
4.1 (.4)

4.3 (.6)
4.1 (.4)

4.2 (.5)
3.8 (.6)

1.29
7.46

.28
.00

Communicate Effectively
Classroom
Clinical
Managing Safety Risks
Classroom
Clinical
Human and Environmental Factors
Classroom
Clinical
Adverse Events
Classroom
Clinical
Culture of Safety
Classroom
Clinical

4. D ISCUSSION
The students in the current research study expressed the highest confidence in the Clinical Safety subscale followed by
the Communicating Effectively subscale within both classroom and clinical settings which are consistent with previous
research on this topic.[16, 20] As well, positive correlations between the classroom and clinical learnings were noted. The
first year students in the current study expressed high rates
of confidence in the classroom (mean = 4.7) second only to
third years (classroom mean = 4.8) which was not found in
the previous literature.[21, 25] The current students expressed
higher rates of confidence on all patient safety topics compared to the students in the previous studies. Consistently,
the fourth year students express a lower confidence level than
other years for multiple areas.
For all of the specific broader patient safety questions, the
students in the current study expressed more agreement than
the students in previous research by Lukewich and colleagues
(2015) with the biggest difference in students’ perceptions
60

related to the statement asking if students agree that ‘system
aspects of patient safety are well covered in their program’
with approximately 40% more students in the current study
agreeing with the statement than in the previous study.[25]
These differences may suggest that the students that were
included in the current study may be enrolled in programs
where there have been curriculum changes that have emphasized systems issues and approaches.
Both the current and previous research exploring this topic
had approximately 50% of students expressing that ‘there
is consistency in how patient safety issues are dealt with
by preceptors in the clinical setting’. This suggests that
consistency in preceptor actions continues to be an ongoing
concern. Consistency has been identified as a strategy for
enhancing student accountability and confidence in recognizing and reporting errors so the greater proportion of students
who feel their preceptors act consistently, the greater likelihood students are practicing in a manner that is reflective of
professionally accountable practice. This comparison sugISSN 1925-4040
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gests that preceptor consistency is a real issue across multiple
programs in Ontario and is an area that requires further investigation. Greater proportions of students from the current
study expressed that they feel comfortable to approach someone practicing unsafely than in the Lukewich et al.’s (2015)
study. Speaking up is a requirement for nurses as per their
Code of Ethics.[12] Nurses are responsible for speaking up
on their patient’s behalf and protecting their patients from
harm.[12] This could suggest that students are becoming more
confident in their questioning attitudes, which demonstrates
professional practice growth and awareness of its importance
in providing safe practice.

2017, Vol. 7, No. 6

dence is linked to their individual sense of competence.[27, 28]
It would be interesting to explore the reasons why fourth
year students have expressed lower levels of confidence as
one would have expected the fourth year students to have
higher confidence levels simply due to their position in the
educational process and their soon to be graduate status,
although this phenomenon has also been noted by other researchers.[20, 25]

Nurses are responsible for the total care of their patients including advocating for them when the need arises. A higher
degree of confidence is required to speak up on a patient’s
behalf. The low confidence rates of fourth year students and
The sample of students in the current study reported less fear the findings that 63% to 65% of these students expressed
of disciplinary repercussions than the students in previous they have difficulty speaking up/advocating on topics related
research, which could indicate that students are seeing the to patient safety identifies an area that needs further improvebenefit and importance of reporting errors. It could also ment within nursing education. Incorporating a higher level
suggest that the educational environments are changing or of assertiveness training into the current curriculum could
perhaps that teachers are encouraging them to report errors help improve students’ confidence rates.
and concerns and they are supporting students in this. As
Fear of repercussions has been documented throughout the
well, higher proportions of students in the current study reyears as a major reason for low error reporting rates and this
ported that the focus of errors is on systems issues rather than
study found similar feelings of fear amongst students.[29–31]
individual issues compared to the students in the Lukewich
Sixty-eight percent of fourth year students in this study exet al., 2015 study.[25] This could indicate that students are
pressed that they fear repercussions. It is imperative that we
becoming more aware of the influence of systems on safe
create and sustain a healthcare culture in which errors and
practice and perhaps recognizing the value of reporting from
harmful incidents as the end point of multiple factors are reca safety perspective.
ognized (environmental, system, provider) and these events
are seen as learning opportunities to improve our systems of
4.1 Implications for education/practice
care. This culture would support and encourage the reporting
Strategies to assist with knowledge transfer into the clinical of errors by all healthcare providers. In particular, it would
setting need to be creative and student focused and perhaps reduce the fears of the most inexperienced members of the
even student driven. The students consistently ranked their healthcare teams – the students – modeling for them care that
confidence rates higher in the classroom settings, which sug- is safe and patient focused. Although this culture has been
gests difficulty translating this knowledge to the practice recognized within many studies, it is slow to transition to
setting. Although these differences were not found to be the clinical environment. Creating a reporting system that is
educationally significant this is a pattern that is worth not- not punitive and more constructive could help facilitate this
ing. Creating more opportunities for reflection-in-action is a transition. Emphasizing the errors as systems related would
strategy that could be used to help facilitate this process.[26] also help with improving students’ confidence in a number
Creating stronger relationships between clinical and theory of the areas that demonstrated a low percentage of student
instructors could help to bridge this theory to practice gap confidence particularly with fourth years (55%).
and create a more consistent response to patient safety events,
which was identified as a problem area across all years of the Students place high value on consistency in preceptor behaviour.[32–35] Since this was an issue that yielded concern
programs.
it is important to address development of policies and proThe fourth year students seemed to have lower levels of con- cedures for dealing with issues. Processes need to be transfidence across the majority of the topics within the survey. parent and implemented on a consistent basis by classroom
Although lower levels of confidence were expressed this and clinical faculty/preceptors as consistency and effective
does not mean that the fourth years are less competent than communication are qualities of leadership that are highly
other years. Barnsley and colleagues (2004) found that there valued.[32, 36] This may require more and/or stronger partnerwas no relationship between expressed self-confidence and ships between full-time faculty and clinical preceptors.[37]
observed competence in clinical skills although Sulosaari Students need to be knowledgeable about their education,
and colleagues (2012) stated that students’ expressed confiPublished by Sciedu Press
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system vulnerabilities, consequences of actions, and learning
in all phases of their education and practice.[38]
Since patient care and patient safety events occur in clinical,
it is imperative that initiatives are brought into the clinical
placements that include the elements of patient safety and
educators need to stress the importance of safety. With this
research finding that students are more confident in the classroom than in the clinical settings, strategies that focus on
enhancing knowledge, skills, and attitudes in the clinical
setting would help to enhance students’ confidence in these
settings. Simulation has gained popularity and could provide
students with opportunities to perform skills, make errors,
and study errors without harming patients.[39] This practice could build needed confidence and bridge the transition
into the clinical setting. Employing learning opportunities
through simulation that help students to develop thinking
patterns that are rooted in early detection, recognition, and
intervention would help to improve their self-confidence.[40]
Including a reporting system that can be employed when
errors are made in simulation could help to increase student’s
familiarity with the reporting process. This familiarity could
lead to increased confidence to report errors.

2017, Vol. 7, No. 6

courses within nursing education.
Providing junior level nursing students with a senior level
nursing peer mentor could be a strategy to help build confidence that would encourage both students to feel more
confident and less fearful when making an error thereby making speaking up a more manageable task.[42, 43] Furthermore,
ensuring that students are given ample opportunity to report,
educated on the importance of it, and shifting to a culture
of accountability can reduce some of the known fears that
nursing students, and even practicing nurses, experience.[38]

Within the classroom setting, further educational initiatives
that aim to reduce fears are needed. Nurse educators need
to ensure that students are prepared for the environment
by reinforcing the systems aspects of errors, as opposed to
individual blaming, while stressing the importance of reporting errors to improving the flawed systems. Use of clinical
simulation will help to build student skills and confidence,
which could reduce students’ fears. Providing students with
checklists for assessments could help students to feel more
prepared which could also reduce student fears. Having a
clear and accessible policy on management of student errors
will help to ensure transparency and reduce students’ fears
Emphasis on the system aspects of safety needs to be further of unknown repercussions.
integrated into curriculum and emphasized in both classroom
Within the clinical settings, some strategies to reduce stuand clinical settings. Incorporating this systems approach
dents’ fears of repercussions could include a blameless recould also be an effective way of reducing individual fears
porting system, debriefing following events, and using erwhen an error is made by enhancing student knowledge of
rors as teachable moments without identifying the student
the culture of safety, his/her responsibilities, vulnerabilities
and as a group reflection. Nurse educators should employ
of systems, and the importance of safe practice.[38] The emconstructive teaching methods to foster a positive learning
phasis on the systems approach to errors could be a further
environment such as through the use of anecdotes, stories, or
element in the suggestion above regarding including formal
having a warm attitude toward clinical content.[44]
reporting during simulation. If reporting is incorporated in
simulation, root cause analyses could be conducted by faculty
and students collaboratively with a focus on what systems 4.2 Study strengths and limitations
issues influenced the error. This would result in students The large sample size is a strength of this study despite the
gaining an increased understanding of systems issues and use of an online tool, which typically yields lower response
their relationship to errors.
rates than paper-based questionnaires.[45, 46] Although the
Appropriate assertiveness training and an emphasis on the sample size is large the response rate of 32.7% could sugrole of the nurse as patient advocate could be increased in gest that the sample is not representative of the population.
student education. As nurses are required to advocate for Since the researcher has no relationship with the students
their patients, it is necessary that they speak up on behalf of this would have decreased the social desirability bias but
patients. Assertiveness training could help to provide them there is no way of knowing for certain. It is likely, howwith the skillset to maximize their confidence and minimize ever, that the students who participated in the study are those
their discomfort questioning others, which could potentially that are passionate about the topic being studied. It is also
reduce the harm to patients.[41] Training that assists students important to acknowledge that while obtaining insight into
with developing professional identities could help to enhance students’ confidence on patient safety topics is valuable, it is
students’ comfort to speak up.[41] Effective use of assertive only one measure and may not be indicative of their actual
communication is a difficult skill and one that could be in- professional practice. The findings in this study are limited
cluded within communication or interpersonal relationship to the programs that were explored and to the participants
that participated and may not be generalizable to the overall
62
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nursing student population in Ontario, Canada. Lastly, the
study is cross-sectional in nature and has presented data at
one point in time.

5. C ONCLUSIONS
This study presented baccalaureate nursing students’ perspectives of patient safety subtopics, broader patient safety topics,
and comfort levels speaking up. It highlighted some areas
that require further emphasis within the current education
programs and revealed areas that are well translated to the
students. Additional research is needed with students from
nursing programs province wide to gain a clear picture of
their perspectives of their confidence on patient safety topics
and so that further comparisons can be done and generalizations can be made. Further research into factors that affect
nursing students’ comfort levels to speak up would help to
elucidate the issue. Preceptor consistency or lack thereof
in response to safety issues is an area that requires further
investigation and emphasis within research and educational
programs.
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Lukewich and colleagues (2015) were conducted in one nursing program whereas the current study collected data from
two different nursing programs. It is unclear what factors
could have contributed to differences in the baccalaureate student perceptions. It could be due to the increasing emphasis
on patient safety in nursing programs and the increased use
of patient safety terms and concepts within nursing education.
Consistently, the fourth year students are less confident than
students in other years which could be due to an increase in
self-awareness. Students may be more aware of their limited
knowledge as they near graduation and may be more cognizant of the reality that they are novice practitioners and
have rated their confidence with this in mind. This premise
is supported by Sears and colleagues (2014) who found that
novice learners tend to be overconfident and advanced learners tend to underrate their confidence.[47] The students rated
their confidence on clinical safety topics, which includes the
skill of medication administration, highly. Based on this
research study, one could suggest that nursing students are
becoming more confident on safety topics but it is too premature to make this declarative statement as it is a phenomenon
that is underexplored and requires further investigation.

This study showed differences in the current students’ confidence levels from those students studied within the research
by Duhn and colleagues (2012) and Lukewich and colleagues C ONFLICTS OF I NTEREST D ISCLOSURE
(2015). The research by Duhn and colleagues (2012) and The authors declare that there is no conflict of interest.
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