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Abstract:  
Background: Fostering nursing students to begin assessing potential errors, in addition to recognizing and 

prioritizing concerns regarding identified errors upon entering a patient’s room. This active learning strategy 

promoted nursing students to identify and correct these preventable errors, therefore, increasing patient safety 

and outcomes.  

Materials and Methods: Each group of students was read a script and were given five minutes to identify and 

write down as many errors as observed. Next, students prioritized the top three errors that cause concern, the 

rationale for each concern, and three potential findings that could result in a medication error.  

Results: Students were able to identify forty of the forty-two possible errors, The lowest number of errors that a 

nursing student recognized was eight and the highest number of errors discovered was twenty-two. 
Conclusion: The Room of Errors is a fun and exciting way to actively engage nursing students while allowing 

the students to identify and prioritize errors thus applying critical thinking skills in a safe learning environment. 

Moreover, this activity can assist nursing faculty to identify specific patient safety interventions that need to be 

reinforced and evaluate student knowledge regarding patient safety and their prospective role in it.   
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I. Introduction  
Creating a safer healthcare system will depend on the ability of nurses to fully use their knowledge and 

skills to identify, interrupt, and correct medical errors to prevent patient harm1. The healthcare environment 

requires that nurses practice to the full extent of their education, experience, and role to keep patients safe and 

avoid errors2. The ability to recognize common and preventable errors is important to improve patient outcomes 

and improve safety. 

Errors are actions that fail to meet their desired outcome3. Errors include actions that cause physical or 

psychological harm and may also be referred to as adverse events4. Errors can range from medication errors to 

falls to acquiring an infection or pressure ulcer. Errors may prolong hospitalization, result in death, increase cost 
of care, and increase suffering4. Nurses should link nursing practice to fundamental improvements in patient 

safety and quality care5. Nursing faculty at a rural Midwestern university wanted to help students become aware 

of the types of errors that can occur in practice and implemented a Room of Errors activity. This teaching 

project was chosen to help students recognize errors in the clinical setting. Many errors are preventable, and 

increased awareness may decrease errors in practice. 

A Room of Errors is an activity where students assess a patient setting and determine what is incorrect 

and could contribute to patient safety concerns. A Room of Errors is also called a room of horrors in some 

literature.  The first identified use of a Room of Errors was an activity on Quality and Safety Education for 

Nurses (QSEN) in 2009 by an instructor at South Dakota University6. A Room of Errors is a way to educate 

students about the hidden dangers commonly found in a clinical setting and allows students an opportunity to 

investigate a clinical environment with multiple errors that may cause patient harm7.  Errors can include 
medication errors (wrong patient, allergies to medication), risk factors for falls, inappropriate hand hygiene, 

inappropriate isolation precautions, risk factors for skin breakdown, broken equipment, inappropriate patient 

monitoring, and more4. 

A Room of Errors is flexible and practical, making it easily adapted to different learning goals and 

settings8. This teaching activity has been used in a variety of settings with different environmental focuses that 

all have the same goal of bringing awareness to potential safety hazards in the healthcare setting.  Examples 

ranged from pediatric patients9 to a focus in the operating room10 to a ‘Crib of Horrors’11 in an emergency 

room12. 

Many examples in the literature include activities designed for interprofessional collaboration of 

healthcare disciplines.  This included nursing students, medical students, faculty, staff nurses, pharmacists, and 
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respiratory therapists4. Nurses and nursing students interact with patients, families, providers, respiratory 

therapy, physical and occupational therapy, case management, lab technicians, nursing aides and more. Each 

group can contribute to patient safety or cause patient harm.  A “Room of Horrors” at a healthcare system found 
that participants stated the activity was both educational and beneficial8. The activity is a feasible and effective 

way to introduce and reinforce safety-focused content
13

.  

Many studies used the same room for all students, but another study set up three rooms with identical 

errors13. Faculty could also design an activity using a group of rooms that each have different errors.  For 

example, one activity utilized four patient rooms that each had a different focus such as risks for the patient care, 

fall risks, and environmental risks14. A Room of Errors activity is flexible depending on the needs of the 

participants and the limitations of the setting.  

Students take both didactic and clinical courses.  Clinical courses include simulation which has positive 

feedback from students and is an active learning strategy. It is possible to lecture about errors, give examples or 

errors or show videos to provide this information. However, this teaching strategy allowed students to be active 

learners and identify the errors they see. There is also a competition to see which student in each cohort 
identifies the most errors which is often motivating. 

 

II. Material And Methods  
All nursing students in a small midwestern university Bachelor of Science in Nursing (BSN) program 

participated in the Room of Errors as part of their practicum courses.  The students were asked to identify errors 

that put patient safety at risk.  Furthermore, they were instructed to prioritize the top three errors. Students were 

then debriefed in the corresponding theory courses on the errors in the room.  For this activity, the instructor 

leads a discussion on the errors and the potential impact on the patient. In the literature, a review of the missed 

hazards was often done in subsequent lectures, while some debriefed immediately after the activity7.  Student 
grades were not based on the number of errors identified, but rather on a post-activity reflection. The students 

reflected on how the activity affected their awareness of errors.   

As with all activities conducted in the simulation lab, strict confidentiality about the experience was 

maintained.  Students were instructed not to discuss the activities with peers as this would be considered 

academic dishonesty. The number of errors each student identified were reviewed, and the student in each 

cohort who identified the most errors was awarded a prize. This provided an incentive for the student to do their 

best and maintain confidentiality.   

There are many variables that may impact a student’s ability to recognize errors. These include where 

they are in their nursing education and previous experiences in healthcare. Therefore, the current semester in the 

program, if they work as a certified nurse’s aide (CNA), and how long they’ve worked as a CNA was collected 

as demographic information on the worksheet to record the errors identified.  This helped determine if prior 

knowledge and experience played a role in the identification of errors]. 
The Room of Errors took place in the skills lab. The skills lab is a large classroom that has one side 

divided into five small rooms separated by curtains.  Each area is set up as a patient room. The room includes a 

bed with a mannequin, bedside table, nightstand, IV pump and pole, oxygen, sharps container, hand sanitizer, 

and gloves. The skills lab also has a classroom area that has tables and chairs. This set-up allowed five students 

to complete the activity simultaneously which decreased the instructor’s workload.   

The individual rooms were set up with the exact same errors and separated by curtains. Errors will 

include medication errors, room safety for the caregiver, fall risks, safety hazards for the patient, patient safety 

issues, and more.    

Study Design: Mixed methods 

Study Location: A small, rural midwestern university in the United States  

Study Duration: The study was conducted over one day during the fall semester of 2021 
Sample size: 89 students 

 

Procedure methodology  

IRB approval was obtained from the university. Informed consent was obtained by the students. The 

instructor read a script to each group of students to ensure that the same information was given to all students. 

The students had five minutes to identify as many potential errors as they could. Students recorded errors on a 

provided piece of paper. Students then identified and justified their top three errors.  

 

Statistical analysis  

Quantitative data was analyzed using descriptive statistics. Qualitative data was assessed from the 

rationales of the top three errors from each student as well as gathered using the open-ended question: “How did 

this activity increase your awareness of patient safety as you enter the room?”. To accomplish this, students’ 
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answers were put in a spreadsheet and examined by reviewers. Themes were identified including increased 

awareness of small details, the effect on patient safety, and development of critical thinking skills. 

 

III. Results  
A total of 89 students completed the room of errors.  The lowest number of errors was identified as 8 

and the highest number was 22.  There was a total of 42 possible errors and 40 of those errors were identified at 

least once.  

Quantitative Data 

Table 1: Descriptive statistics of the number of errors found by each cohort 

Cohort Lowest number of errors found Highest number of errors found Average for cohort 

First Semester 9 21 15.08 

Second Semester 8 21 14.96 

Third Semester 12 22 15.82 

Fourth Semester 12 20 16.6 

 

Table 2: Descriptive statistics of the top five errors identified 

Top Five Errors  Number of Students Identified Percent of Students Identified 

Cigarettes on bedside table 75 84% 

BP cuff on left arm (nothing on left) 69 78% 

NPO with food at besides 68 76% 

Open pills at bedside  62 70% 

IV needle at bedside 59 66% 

 

Qualitative Data 

In addition to identifying errors, students were asked to explain the top three errors that could cause the 

most harm and why as well as explain how the activity helped increase awareness of patient safety when 

entering the room. Students justified top errors with explanations that they could cause patient injury or death.  

This included discussion on medication errors such as orders for medication that the patient is allergic to and 

basic patient rights not being addressed such as missing allergy band and having a do not resuscitate band on 

when a full code. 

Students were overwhelmingly positive of the experience. Students frequently mentioned how the 
activity increased their awareness of the small details. Students remarked that they used critical thinking skills in 

not just identifying the error but how it could potentially affect the patient. Students also often focused on the 

patient and this activity increased the awareness of the environment around the patient. It also showed the ease 

at which a small error could impact the patient and the importance of slowing down and double-checking the 

environment before leaving a patient’s room.   

 

IV. Discussion  
Students enjoyed the activity. It was unique and a fun learning experience that included a bit of 

competition. Students asked to do it again and immediately wanted to know the errors involved. The timing 
worked well in that students had five minutes in the room to evaluate the errors and five minutes to reflect. 

Groups did not run over and that was a concern that may have occurred.  The time in the room to identify errors 

could be increased. Students felt like they ran out of time and students may have maxed out how many errors 

they could find in the time allotted. The pre-briefing was read to the students prior to the activity but this could 

also be possibly sent out in advance, so students are familiar with the patient and scenario. 

Participation from cohorts varied. All the first semester and second-semester students participated.  

These cohorts were awarded points for completion of the assignment. This activity was discussed in the 

classroom on how it increased awareness of patient safety. Students also utilized the activity when they attended 
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clinical and evaluated patient rooms for safety. Participation was optional for the senior-level student. These 

third and fourth-semester students had about half of the students in the course complete the activity.  

 

V. Conclusion  
This activity is not a traditional experience of lecture in the classroom or a typical simulation. It is 

applying information learned throughout the program in the classroom, labs, simulations, and clinical. The 

activity itself may highlight deficiencies in the curriculum that may need to be reinforced. The identification of 

specific errors or lack of identification of errors for a cohort may help the instructor lead a discussion that can 

reinforce these errors. It may also help instructors evaluate teaching and if the content is not being taught. 

Students are asked to reflect on this activity and if it impacted their awareness of patient safety. The 

feedback from students may help improve the activity in future semesters or give faculty other ideas on how to 

bring focus to patient safety. If students are not able to identify the minimum number of errors, the curriculum 
or the focus of the fundamentals course may need reevaluation. If students can identify all the errors, the activity 

may not have been needed. This type of activity has not been done previously in the nursing program. The 

Room of Errors is feasible, sustainable, and affordable.  Faculty can use equipment set up in a variety of 

learning environments and use expired equipment4. This makes it easy for any hospital or school to do.  
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