How Prepared Are Medical and Nursing Students to Identify Com... https://www.atsjournals.org/doi/epdf/10.1513/AnnalsATS.201610-...

How Prepared Are Medical and Nursing Students to Identify Common
Hazards in the Intensive Care Unit?

Alison S. Clay', Saumil M. Chudgar?, Kathleen M. Turner®, Jacqueline Vaughn®, Nancy W. Knudsen®*,
Jeanne M. Farnan®, Vineet M. Arora®, and Margory A. Molloy®
"Department of Surgery, School of Medicine, 2Department of Medicine, School of Medicine, 3School of Nursing, and “Department of

Anesthesiology, School of Medicine, Duke University, Durham, North Carolina; ®Department of Medicine, University of Chicago Pritkzer
School of Medicine, Chicago, llinois; and ®Center for Nursing Discovery, School of Nursing, Duke University, Durham, North Carolina

Abstract

Rationale: Care in the hospital is hazardous. Harm in the hospital may
prolong hospitalization, increase suffering, result in death, and increase
costs of care. Although the interprofessional team is critical to eliminating
hazards that may result in adverse events to patients, professional students’
formal education may not prepare them adequately for this role.

Objectives: To determine if medical and nursing students can
identify hazards of hospitalization that could result in harm to
patients and to detect differences between professions in the types of
hazards identified.

Methods: Mixed-methods observational study of graduating
nursing (n = 51) and medical (n = 93) students who completed two
“Room of Horrors” simulations to identify patient safety hazards.
Qualitative analysis was used to extract themes from students’ written
hazard descriptions. Fisher’s exact test was used to determine
differences in frequency of hazards identified between groups.

Results: Identification of hazards by students was low: 66% did not
identify missing personal protective equipment for a patient on contact
isolation, and 58% did not identify a medication administration error
(medication hanging for a patient with similar name). Interprofessional
differences existed in how hazards were identified: medical students

noted that restraints were not indicated (73 vs. 2%, P < 0.001), whereas
nursing students noted that there was no order for the restraints

(58.5 vs. 0%, P < 0.0001). Nursing students discovered more issues
with malfunctioning or incorrectly used equipment than medical
students. Teams performed better than individuals, especially for
hazards in the second simulation that were similar to those in the first:
need to replace a central line with erythema (73% teams identified)
versus need to replace a peripheral intravenous line (10% individuals,
P < 0.0001). Nevertheless, teams of students missed many intensive
care unit-specific hazards: 54% failed to identify the presence of
pressure ulcers; 85% did not notice high tidal volumes on the ventilator;
and 90% did not identify the absence of missing spontaneous
awakening/breathing trials and absent stress ulcer prophylaxis.

Conclusions: Graduating nursing and medical students missed
several hazards of hospitalization, especially those related to the
intensive care unit. Orientation for residents and new nurses should
include education on hospitalization hazards. Ideally, this orientation
should be interprofessional to allow appreciation for each other’s
roles and responsibilities.
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Hospitalization is dangerous, and
hazards of hospitalization can potentially
cause harm to patients during their
stay. Actions that are not performed
correctly place patients at risk for

harm. Patients are potentially victims to
processes of care that result in physical
or psychological harm, called adverse
events. For example, a patient may

fall, experience a medication

administration error, or acquire an
infection not present when the patient
was admitted (Figure 1). Adverse

events may be serious enough to result in
death.
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Hazards of Hospitalization

AE

Figure 1. Hazards occurring during
hospitalization and their relationships to each
other. AE = adverse event, HAC = hospital-
acquired condition; HAI = hospital-acquired
infections; SE = sentinel event.

Adverse events are not only costly to
patients, but also to society. Adverse events
increase lengths of hospitalization and
complexity of patient care, resulting in
increased charges to insurers, including
our federal government. The Institute
of Medicine acknowledged the frequency
and seriousness of adverse events in 2000
(1). Several regulatory and governmental
agencies define, monitor, and try to
reduce these events, including the Joint
Commission (2) and the Centers for
Medicare and Medicaid Services (3).

Hospitals must report sentinel
events, defined serious adverse events
that result in death, permanent injury,
or serious temporary injury, to the
Joint Commission (2). The Centers for
Medicare and Medicaid Services will
not reimburse hospitals for patient
care complicated by hospital-acquired
conditions, specifically 14 categories
of preventable, high-volume, and/or
high-cost events, including falls, pressure
ulcers, deep vein thrombosis or pulmonary
embolus, and hospital-acquired infections,
such as vascular-catheter-associated
infections (3).

Given the seriousness, financial
implications, and regulatory scrutiny
of adverse events, best practices to
reduce the risks of these events are
prevalent and defined both locally by
health systems and nationally by
professional societies, research groups, et
cetera. For example, to prevent central
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line-associated blood stream infections,
processes of care are defined from the
moment the device is inserted (central
line bundles) to the moment it is
removed (through maintenance
bundles) (4).

As care complexity increases, so do the
number of potential hazards, adverse events,
and so forth. Patients may be at greatest
risk for hazards of hospitalization in the
intensive care unit (ICU), where invasive
procedures, such as central lines and
mechanical ventilation, are common.
Ultimately, the responsibility to prevent
adverse events falls to the patient care team
and individuals on that team. They must not
only care for the patients’ primary disease
processes, but also identify any potential
hazard of hospitalization that might
ultimately lead to an adverse event. The
ICU relies on a multidisciplinary and
interprofessional approach to patient care
to reduce risks to patients (4-7). Teams
develop a culture of safety where
individuals are aware of their surroundings
(situational awareness) and help each
other with goal formation and task
completion (cross-monitoring and mutual
support) (8-10).

Nevertheless, preventing hazards of
hospitalization is challenging. ICU teams
have high workloads and high rates of
burnout, particularly for nurses (11). These
conditions may reduce vigilance toward
hazards, and may result in staff turnover
(11). Learners rotating in and out of the
ICU, particularly at academic medical
centers, may also disrupt the team. Many
learners and new staff will have had
little to no training about hazards of
hospitalization. When training occurs, it is
variable, from online modules (12) to skills
training for specific procedures (13).
Regardless of the method, patient
safety training to reduce hazards of
hospitalization is rarely team based or
interprofessional.

The “Room of Horrors” is one
method used to increase awareness of
hospitalization hazards. Functioning like an
“I Spy” game (14), the Room of Horrors is a
patient safety simulation experience where
participants enter a simulation room and
identify as many potential patient safety
issues as possible, such as medication errors
(wrong patient, medication to which
patient is allergic), risk factors for falls,
inappropriate hand hygiene/isolation
precautions, risk factors for skin breakdown

(soiled dressings, wrong mattress),
inappropriate patient monitoring, issues
with patient identifiers, and broken
equipment (15).

Ideally, the Room of Horrors could be
used to improve poor baseline knowledge
about hospitalization hazards by
professional students (16), to increase
situational awareness in the hospital,
and to understand each other’s roles,
responsibilities, and unique contributions
in preventing harm to patients—all of
which are core values of interprofessional
collaborative care and skills expected
of trainees in both nursing and medical
school (17-19).

We sought to ascertain similarities and
differences in: (I) the frequency with which
nursing students and medical students
identified hospitalization hazards or
situations that could lead to a
hospitalization hazard; and (2) the
differences in individual and
interprofessional team performance.

In addition, we wanted to determine if
learners would accept the Room of
Horrors simulation.

Methods

Setting and Participants
Graduating fourth-year medical students
(n=93) and final-semester accelerated
Bachelor of Science in Nursing students
(n=51) at Duke University (Durham, NC)
participated in both individual and team
Room of Horrors as a mandatory
component of their professional schools’
capstone courses in the Spring of 2015.
The session occurred in a high-fidelity
simulation room using a mannequin on
a hospital bed. Medical-grade supplies
(restraints, central lines, etc.) were obtained
from a program that warehouses surplus and
expired materials from our health system.

Function and Intervention

Students completed two simulations: one as
individuals and one as teams (Table 1).
The Room of Horrors simulation for
individual trainees was an adaptation from
a scenario used in the University of Chicago
transition-to-residency boot camp for
physicians (20). This simulation, for the
general hospitalized patient, includes
hazards specific to infection control,
hospital-acquired infections, skin
breakdown, and delirium. During the
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Table 1. Room of Horrors individual and team exercises

Individual Exercise*

Infection control
No soap in room

No signs indication Clostridium difficile

No personal protective equipment
(infection control cart with
gowns/gloves)

Hand sanitizer empty

Medication safety/allergies

Penicillin allergic, but
piperacillin/tazobactam
is hanging

Wrong patient/wrong medication

Latex gloves in room

Prevention HAI and skin breakdown

Crumpled bedding is a risk
for pressure ulcers

HOB < 30 degrees

Foley not indicated

No DVT prophylaxis

IV is erythematous, needs
to be changed

Delirium/restraints
Not indicated
Restraints not tied
properly, tied too tight

Other

Team Exercise

Infection control

Infection control cart is present, but no masks
for droplet precautions

No antimicrobial stewardship (despite having
cultures with an organism that is
pansensitive, antibiotic coverage has not
been narrowed)

Medication safety/allergies

Metronidazole not ordered, but hanging

Prevention of HAI and skin breakdown
Skin

Pressure ulcers present on heels/heels
not floated
Nasogastric tube pulling on nares

Line related infections, including CLABSI

IV is erythematous and needs to be changed

Central line is erythematous and should be
removed/changed

Central line without CHG dressing

Central line without negative pressure caps

VAP

HOB is <30 degrees

No insulin ordered despite high blood glucose

No spontaneous awakening or breathing
trials

Tidal volume on ventilator is high

No CHG baths or Peridex ordered

No feeding ordered

No PT/mobility ordered

DVT

No heparin in patient without contraindication

Stress ulcer

No H2 blocker or PPI
Delirium/restraints

No orders for restraints

Restraints are tied improperly, tied to bed
rails

Patient has visual impairment and
glasses are not being worn, at
risk for delirium

Posey vest should not be used

Benzodiazepines are not the sedative of
choice

Sedation not being titrated to RASS

No pain medication ordered

Other

All four bed rails are down
NG not secured
Foley not secured properly

Definition of abbreviations: CHG = chlorohexidine gluconate; CLABSI = central line-associated
bloodstream infection; DVT = deep venous thrombosis; HAI = hospital-associated infection; HOB =
head of bed; IV = intravenous; NG = nasogastric; PPl = proton pump inhibitor; PT = physical therapy;
RASS = Richmond agitation-sedation scale; VAP = ventilator-associated pneumonia.

*Adapted from the University of Chicago (20).
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individual Room of Horrors experience,
students rotated through a simulation room
(Figure 2) and recorded their observations
on paper. After exiting the room, students
transcribed their findings electronically in
open-essay form. Neither checklists nor a
multiple-choice survey were used to
prevent the bias of forcing students to pick
from predetermined choices.

After reviewing the findings from the
individual simulations, a team Room of
Horrors simulation was created by the
faculty. Faculty developed the case with four
features in mind:

1. Categories of hazards: the case included
hazards in the same categories as the
individual Room of Horrors and new
categories about emergency equipment
and the patient’s bed (see Table 1).

2. An ICU-based simulation: the team
Room of Horrors simulation was built
around a patient in the ICU, given the
importance of team-based care in the
ICU. An ICU patient simulation also
would balance the different skills of each
group of professional students.

3. Inclusion of overlap: intentional overlap
was included in the team Room of
Horrors to ascertain if students could
apply new knowledge they gained in the
first Room of Horrors.

4. Incorporation of the medical record: the
team Room of Horrors simulation
included the patient’s virtual
surroundings with a mock electronic
health record designed to add
authenticity to the patient’s complex
care.

At 1 week after the individual Room of
Horrors simulation, medical and nursing
students participated in a half-day patient
safety discussion. Data from the individual
simulations guided discussion between the
nursing and medical students as part of an
interprofessional patient safety curriculum.
Faculty also provided a very short review
of best practices to prevent adverse events,
such as central line-associated blood stream
infection, catheter-associated urinary tract
infection, and ventilator-associated
pneumonia. Immediately after this
discussion, students participated in a team
simulation.

Students rotated through the team
Room of Horrors simulation in
interprofessional teams of three to four
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Restraints not indicated and
tied incorrectly

4 Bedrails
are up

HOB is low

Figure 2. Room of Horrors individual simulation. Students rotate through a simulation room and
identify any potential safety issue, particularly those that may result in a hospital-acquired condition.

HOB =head of bed.

students who had worked together earlier in
the day on a low-fidelity simulation based on
patient-centered care. Students were given
7 minutes in the simulation room and as
much time as they desired to review the
patients’ medical record before entering the
simulation room. Students were allowed to
talk as they reviewed the simulated patient’s
electronic health record and rotated
through the simulation room. Students
completed an evaluation of the Room of
Horrors exercise within 48 hours.

Measures and Analytical Methods

This was a mixed-methods, observational
study. A total of 93 medical students and 51
nursing students completed the individual
Room of Horrors simulation. Faculty
members (A.S.C. and M.A.M.) from two
different professions reviewed student
transcriptions of hazards and used
traditional qualitative research content
analysis methods (21). Specifically, they
reviewed the phrases used by medical and
nursing students to describe the hazards
they observed in the individual Room of
Horrors. The faculty members reduced
phrases that they agreed had similar meaning.
Phrases were categorized into the original
Room of Horrors schema (infection control,
medication administration, hospital-acquired
infections, skin precautions, delirium).

Two additional categories were created,
including hazards surrounding a patient’s bed
and emergency equipment in the room.
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After extracting all of the unique
phrases, student narratives were reviewed
again to calculate the frequency of each
phrase across the group and between
professions. The differences in frequencies
of hazards reported by medical and nursing
students were calculated using Fisher’s exact
test. A total of 41 teams completed the team
Room of Horrors. The Fisher’s exact test

was used to compare the frequencies of
themes for the individual Room of Horrors
with team performance in the areas that
had either direct (the exact same problem)
or indirect (a related problem) overlap with
the individual Room of Horrors.

On the exercise evaluation, students
were asked if the session met the objective to
“identify the hazards of hospitalization, and
the role of individuals and an
interdisciplinary team in reducing these
hazards” using a four-point scale: strongly
disagree; disagree; agree; or strongly agree.
Students were also asked if the Room of
Horrors (both individual and team) should
be repeated next year, repeated with
modification, or not repeated. A total of 117
students completed the evaluation of the
Room of Horrors exercise, including 88
students who responded to the question,
“What is one thing you will take away from
this experience?”

Results

Individual Simulations

The identification of hazards related to
hospitalization was low for both medical
school and nursing students (see Table 2).
Only three hazards were identified by more
than 50% of the students: (1) empty hand
sanitizer canisters; (2) lack of contact

Table 2. Frequency with which intended hazards were identified by individual students
participating in the individual Room of Horrors simulation

Intended Hazards

Infection control related

Empty hand sanitizer

No contact isolation sign

No gowns/gloves for isolation

No soap available for Clostridium difficile
Medication related/allergy related

Latex gloves in room, with latex allergy

Medication hanging for wrong patient

Penicillin allergy with piperacillin/tazobactam hanging at

patient bedside
Prevention of HAI
Foley not indicated
Head of bed below 30°
No VTE prophylaxis or SCDs
IV is erythematous
Delirium and restraints
Restraints not needed
Restraints too tight

All Students
(n=144)

70.8 (102)
53.4 (77)
43.75 (83)
18 (26)

72.9 (105)
41.6 (60)
34.7 (50)
20.1 (29

)
11.1 (16;
10.4 (15)

48.6 (70)
9.0 (13)

Definition of abbreviations: HAI = hospital-associated infection; IV = intravenous; SCD = sudden

cardiac death; VTE = venous thromboembolism.

Data presented are percentage (number) of students who identified the hazard.
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isolation sign; and (3) the presence of latex
gloves in the room of a patient who was
allergic to latex. Less than 50% of students
identified that a medication was being
administered to a patient with a different
(albeit similar) name than the patient for
whom the medication was prescribed.

There were interprofessional
differences in hazard identification
(Table 3). These differences were first
noticed in phrases used by students
to describe a hazard. The medication
administration hazard in the individual
simulations included administration of
a medication to which the patient was
allergic. More medical students than
nursing students described this hazard. On
the other hand, nursing students noticed
that the same medication should not be
given, but for a different reason: it was not
ordered/not present on the patient’s
medication administration record.

Medical students were more likely
than nursing students to identify indications
for (or a lack of indications for) several
therapies (e.g., presence of absence of
prophylaxis for deep vein thrombosis or
clinical indications of the use of restraints),
whereas nursing students were more likely

to notice incorrect use of equipment
(e.g., incorrectly tied restraints).

Both groups of professional students
also described hazards not intentionally
staged within the simulation. Nursing
students were more likely than medical
students to recognize issues with the
availability and proper functioning of
emergency equipment. For example, more
nursing students recognized that oxygen
was not flowing or that the bag-valve mask
equipment did not have a functional mask.
Nursing students were more likely to
recognize that a bed was too high or that
all four bed rails were up.

Team Simulations

Teams performed better than individuals in
identifying several hazards (Figure 3). Most
of these hazards were hazards that were
identical to or similar to hazards presented in
the individual Room of Horrors.
Nevertheless, teams of students missed many
ICU-specific hazards: 54% failed to identify
the presence of pressure ulcers; 85% did not
notice high tidal volumes on the ventilator;
and 90% did not identify the absence of
missing spontaneous awakening/breathing
trials and absent stress ulcer prophylaxis.

Table 3. Differences in how professions identified and phrased hazards in the

individual Room of Horrors

Nursing Medical
(n=53) (n=91) P Value

Medication related

Penicillin allergy with piperacillin/tazobactam 13.2 (7) 46.2 (43) <0.0001

being administered

Pipericillin/tazobactam not ordered 43.4 (23) 3.2 (3) <0.0001
Prevention of DVT

No prophylaxis (mechanical or pharmacologic) 0(0) 17.2 (16) 0.0005
Urinary catheter

Catheter not needed 0(0) 31.2 (29) <0.0001

Catheter bag not below the level of the bladder 86.8 (44) 42.0 (39) <0.0001

Catheter not properly secured to the leg 45.3 (24) 20.5 (19) 0.0026
Delirium and restraints

Restraints not needed 1.9 (@) 73.1 (68) <0.0001

Restraints not ordered 58.5 (30) 0(0) <0.0001

Restraints too tight 18.9 (10) 3.3 @) 0.044
Bed related

All four bed rails up (“illegal imprisonment”) 39.6 (21) 5.4 (5) <0.0001

Bed height too high 45.3 (24) 17.2 (16) 0.0005

Bed not plugged in 22.6 (12) 2.2 (2) <0.0001
Emergency equipment related

Suction not working 45.3 (24) 0 (0) <0.0001

Oxygen not actually flowing in patient on NC 18.9 (10) 3.2 (3) 0.044

BVM equipment does not have mask 50.9 (27) 8.8 (8) <0.0001

Definition of abbreviations: BVM = bag valve mask; DVT = deep venous thrombosis; NC = nasal

cannula.

Data presented are percentage (number) of students who identified the hazard.
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Student Evaluations

A total of 121 students completed the Room
of Horrors exercise evaluation; of these, 98%
(n=117) agreed or strongly agreed that
we met our objective “to identify the
hazards of hospitalization, including the
role of individuals and an interdisciplinary
team in reducing these hazards.” Students
were also asked if the exercises should be
repeated, repeated with modification, offered
as an optional exercise, or not included in the
capstone course. Of the students answering
these questions, 74% (n = 87/118) of students
thought the individual simulations and 84%
(n=98/117) thought the team simulations
should be repeated without modification in
subsequent years.

Students were also asked to provide
narratives about how the team Room of
Horrors simulation was different from the
individual simultion; some sample
comments were: “Much easier and faster to
identify problems [as a team], and easier to
identify the problems with supporting
colleagues, increasing [our] confidence that
[what we saw] was actually a problem” and
“We saw stuff as a group that we wouldn’t
have seen by ourselves; for example, the
nursing student knew much more about
what the lines were supposed to look like,
while we were more comfortable with the
vent management.”

Discussion

We successfully implemented Room of
Horrors simulations to teach medical and
nursing students about hospitalization
hazards that contribute to poorer patient
outcomes. Offering the Room of Horrors
simulation to individual students and
interprofessional teams helps students
develop situational awareness of their
surroundings, learn each other’s roles and
responsibilities, and appreciate the shared
goal of reducing the risks of hospitalization.
For both medical and nursing students,
identification of hazards was low, especially
for the ICU patient simulation. Reasons
for this performance include lack of
exposure to ICU settings and lack of
education about processes of care. Nursing
students do not have a required critical care
component to their training, and very few
nursing students have critical care clinical
placements. Medical students, who deliver
less direct patient care at the bedside during
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Figure 3. Differences in team versus individual identification of hazards. Interprofessional teams (n = 41) performed better than individuals (n = 144) in
identifying patient safety risks (all shown have P < 0.05). CLABSI = central line-associated bloodstream infection; VAP = ventilator-associated penumonia.

their rotations than the nursing students,
may be less familiar with hospital policies
and practices. Finally, students may have
difficulty applying knowledge about hazards
of hospitalization to patient care settings.
For example, the medical students have a
critical care standardized curriculum and are
able to articulate risks for central line-
associated bloodstream infection and
ventilator-associated pneumonia on their
homework and end-of-course exam, but these
students may not be able to identify these
hazards during simulation or patient care.

We discovered interprofessional
differences in how each group of
professional students described the hazards
they witnessed, as well as the frequency of
those hazards. The difference in perspective
often centered around the same hazard (e.g.,
restraints), but was defined by the specific
roles and responsibilities of each profession.
For example, nurses recognized the need to
document orders every 24 hours for the use of
restraints, whereas medical students
recognized that restraints often contribute to
delirium and, therefore, should be avoided
when possible. These types of differences may
reflect pedagogical variance in the approach of
the health professions education system.
Although this difference in perspective may be
more obvious to practicing nurses and
physicians, it was surprising to professional
students.

We found that it was important to offer
Room of Horrors simulations twice: for
individuals and, after a group discussion, for
teams. Initially, students thought the
simulation was “easy”; however, when the
data were presented to the groups, both
groups of students felt vulnerable. Adding
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humor to the discussion eased students’
minds, while helping them appreciate each
person’s role in preventing adverse events.
As a result, students were willing to work
together to find the answers for the second
team-based simulations. This second
simulation gave students an opportunity to
“show and tell,” sharing their unique roles
and responsibilities. The team Room of
Horrors also helped students appreciate
the sheer number of individual tasks and
safety double-checks necessary to provide
patient care and the importance of efficient
teamwork in accomplishing these tasks.
Finally, offering the second Room of
Horrors provided an opportunity for
students to consolidate their learning,
immediately after the discussion. Because
students were best able to identify hazards
similar to or present within the first Room
of Horrors, physically finding hazards
seemed more important than discussion
about those hazards.

Given students’ low baseline
knowledge of hazards of hospitalization at
the time of graduation, our data suggest
that health systems should consider
incorporating Room of Horrors
simulations as part of employment
orientation for both newly hired nurses and
matriculating residents. Although national
recommendations for prevention of hospital-
acquired conditions exist, health systems
incorporate these recommendations differently
into their processes of care.

We recommend performing the
simulations twice, making the second
simulations interprofessional after new
employees independently fail to find all the
hazards on their own. This reinforces the

utility of the interprofessional team. Because
our students performed best with hazards
that they had physically seen before,
checklists used by teams in that health
system could be used to assist the teams and
familiarize them with the use of checklists.
Participants could be tested at a later date to
determine how much knowledge they
retained. This later testing was not
possible in our study, as the students
graduate within 1 week of completing this
exercise.

Extending Room of Horrors training to
faculty, staff nurses, pharmacists, and
respiratory therapists at academic medical
centers, potentially as part of required safety
training or Maintenance of Certification, or
as part of competition between different
hospital service units, could improve
knowledge of hazards of hospitalization
beyond just matriculating staff.

The Room of Horrors is feasible and
sustainable. Equipment used to set up the
simulations is present in every health
system, and expired equipment can be used.
Although we used a simulation space, the
Room of Horrors could easily be conducted
within a patient care area using an
unoccupied bed. A simulation mannequin is
not necessary: a hired actor with moulage
could also be employed.

Limitations

Our study has several limitations. First, this
was a single-institution study involving only
two groups of professional students. Second,
the team Room of Horrors was not
randomized to detect the difference in
learning from the patient safety discussion
versus learning from the individual
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simulation. We did not formally test the
impact of interprofessional teams by
randomizing the team Room of Horrors to
be three students from the same profession
compared with three students from
different professions. Although we
included hazards and best practices from
our ICU rounding checklists, we did not
incorporate these checklists into the
exercise. Finally, faculty observations
during the team Room of Horrors were not
formalized or recorded, as these
observations were not prospectively
included in the study design.

Conclusions

We successfully implemented both an
individual and team Room of Horrors within a
patient safety curriculum for graduating nursing
and medical students. The Room of Horrors
was engaging to students, and assisted them in
understanding the similarities and differences in
each other’s roles and responsibilities with
regard to patient care. Relatively low rates of
identifying hazards of hospitalization by
students at graduation suggests the need for
either dedicated curricula within professional
schools or at the time of staff orientation for
health system employment. Il
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