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Summary

Introduction. As a fundamental dimension of quality, the
patient safety and healthcare workers safety in the healthcare
environment depend on the ability of each healthcare workers
(whether administrators or technicians) to reduce the
probability of error. This review focused on nursing students.
The aim was to assess level and determinants of knowledge
about risk assessment, risk prevention and risk management of
nursing students.

Methods. A systematic review was performed according to
the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses (PRISMA) statement. Two reviewers searched
the bibliographic databases Pubmed, Scopus and Cinahl to
collect all the available articles in English and Italian issued
between 2015 and August 2019. To obtain an exhaustive query of
search, the following keywords were combined through Boolean

Introduction

The continuous search of the best for the healthcare
workers, associated with the best for the citizens,
has determined a strong acceleration towards the
continuous improvement of the quality of care. Based
on the first definition of quality in health care (by
Avedis Donabedian), the U.S. Institute of Medicine
identifies a quality service with the one that can increase
the probability of the expected health outcome, in
accordance with the best medical knowledge available.
As a fundamental dimension of quality, the patient
safety and healthcare workers safety in the healthcare
environment depend on the ability of professionals
(whether administrators or technicians) to reduce the
probability of error. If in practice the focus has long been
on preventing or containing active errors, today we tend
to emphasize the need to control risk factors.

Risk is a mathematical concept related to the possibility
of suffering a harm in relation to more or less predictable
circumstances. This concept, inherent in every human
activity, can be translated into the health sector in terms
of clinical, occupational, environmental and insurance
risk [1, 2].

operators AND and OR: Clinical Risk Assessment, Nursing
Education, Nursing Student®, Patient Safety. The authors
assessed the quality of the evidence by using the Grading of
Recommendations, Assessment, Development and Evaluations
(GRADE) method.

Results. Twelve papers are included. Although the literature on the
nursing student’s error is limited, their frequencies are worrying.
Some authors have created a model of prevention of clinical error
based on three level. However, the majority of nursing students
don’t feel confident with a patient safety. Many authors shown
that patient safety education was delivery by lecture, laboratory
or simulation sessions.

Conclusions. This review underlines the need to revise the nursing
curriculum on patient safety and the need to think what educational
methodology is the better for the student to create a safe care.

Clinical risk is closely linked to the healthcare facilities
and the “care” provided by healthcare workers. Based on
the general definition of risk, the Institute of Medicine
(US) Committee on Quality of Health Care defines
clinical risk as the probability that a patient is a victim of
an adverse event, or suffers “any damage or discomfort
attributable, even if involuntarily, to medical care
provided during the period of hospitalization, which
causes an extension of the period of hospitalization, a
worsening of health conditions or death” [3].
All the regional, national and international
organizations have as their priority objective the risk
prevention in the healthcare settings through risk
management programs [4], implementing a security
model, capable of increasing the levels of control in the
face of the impossibility of zero risk. In other words,
it is legitimate to speak of a risk management system
when strengthening analysis systems inspired by these
principles [5]. The risk management process can be
divided into four phases:
* risk identification, in which the most frequent risks
and their specific components are identified;
» risk analysis, with reactive or proactive approach;
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» risk treatment. in this phase, specific preventive
measures are identified and applied in order to avoid
a repetition of the event;

* monitoring.

In order to prevent and promote quality and safe care,

local, regional, national and international health care

organizations must identify and analyze all system failures.

This literature review aims to examine the knowledge

and behavior of the nursing student regarding risk

identification, risk prevention and risk management.

Methods

STUDY DESIGN

This systematic review was performed according
to the Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) statement [6]
(Supplementary file). The protocol for this systematic
review has not been registered or published.

SEARCH STRATEGY

According to the purpose of this review, the authors
drafted a protocol based on the Population, Intervention,
Outcome and Setting (PIOS) approach:

e P: nursing students;

* I: nursing knowledge or nursing behaviour;

* O: preventing medical error, preventing adverse drug
error, patient safety, quality of care;

* S: hospital setting.

This research aims at answering the following questions:

* what behaviours are implemented by nursing stu-
dents in order to reduce the risk of error?

» are students sensitized to the issue of clinical risk
during their education?

* can lack of knowledge or poor knowledge induce to
error?

e do athird-year student of a nursing school show more
knowledge and appropriate behaviour of clinical risk
prevention versus a first-year student?

Two reviewers searched the bibliographic databases

Pubmed, Scopus and Cinahl to collect all the available

articles in English and Italian issued between 2015 and

August 2019. To obtain an exhaustive string search, the

following keywords were combined through Boolean

operators AND and OR: Clinical Risk Assessment,

Nursing Education, Nursing Student*, Patient Safety.

INCLUSION AND EXCLUSION CRITERIA OF THE STUDY

The reviewers defined the characteristics that made up
the eligibility criteria used to rule in or out the collected
studies for this research study.

Inclusion criteria

e Studies focusing on nursing students and clinical
risk: their knowledge and behaviour.

* Studies focusing on undergraduate program of clini-
cal risk.
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» Papers reporting the adverse drug event or medica-
tion error by nursing students.

e Intervention studies, including RCTs, Controlled
Clinical Trials (CCTs) and all observational studies
(e.g. cohort analytic studies, cross-sectional studies,
case-control studies...), reviews.

* Peer-reviewed research articles published in English
and Italian.

Exclusion criteria

» Studies focusing on nursing staff.

» Studies reporting the knowledge of nursing student
on a specific pathology.

* Grey literature, such as dissertations, conference pa-
pers, proceedings etc.

STUDY SELECTION

In the very first phase, the results obtained from the
research were imported into Endnote® database, then,
duplicates were eliminated and only results in English
and Italian were considered.

In the second phase, two authors independently reviewed
each article loaded in the database. They first screened
the records by reading their titles and abstracts, then,
according to the eligibility criteria previously set, they
excluded the irrelevant articles, while read the full text
of the pertinent papers.

Thanks to this in-depth reading, they were able to
exclude those studies that did not focus on clinical risk
manager and nursing students.

QUALITY ASSESSMENT

The authors assessed the quality of the evidence by
using the Grading of Recommendations, Assessment,
Development and Evaluations (GRADE) method [7].
Table I shows the quality assessment of each study
included in the systematic literature review. For each
study was reported: title of the article, objective of the
study, design of the study, risk of bias, possible lack of
reproducibility of the results (inconsistency), possible
lack of generalizability (indirectness), imprecision
(imprecision), further considerations.

Results

Initially, 336 references were identified, then, after the
elimination duplicates, authors selected 12 relevant
studies (Fig. 1). The main information concerning the
relevant studies has been reported in a data extraction
table (Tab. II).

The results obtained from the research of the scientific
literature have been organized into three main interest
categories, as explained below.

NURSING STUDENT AND CLINICAL ERROR

Although the literature on the nursing student’s error is
limited, their frequencies are worrying.



Tab. I. Qualitive assessment, grade.
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. . Risk . . . Other "
Title of study Outcome Study design of bias Inconsistency | Indirectness | Imprecision considerations Quality
A multi-university
:;:;ssr:oenr?‘t ::g:zleegarin Assessing nursing students'
cIinic\;I trainpin amon 9 | perceived competencies during Observational Not Not serious Not serious Not serious None 000

9 ) 9 clinical education related to patient studies serious Low
baccalaureate nursing
g safety
students: a cross-sectional
study
A Understand the adverse event
Are clinical instructors N ; .

reventing or provokin prevention techniques implemented
P 9 Orprovoking | 1,y nursing students in order to assist | Observational |  Not ) ) ) 600
adverse events involving AN N N Not serious Not serious Not serious None

clinical instructors and graduate studies serious Low
students: a contemporary . - -
; programs in addressing this little-
issue X
known issue
is:':rteisr?t"seafe?”f'de"ce Describe the confidence of
kngeledge amo‘:}g Australian first-, second-, and third-
i i i YO
Australian undergraduate year nyr5|ng students with respect Observa'tlonal Serious Not serious Not serious Not serious None ®OOC
. to patient safety knowledge gained studies VERY LOW
nursing students: ; i "
a2 multi-site cross. in the classroom and clinical setting
N during the three academic years
sectional survey study
knowledgeand Describe nursing students'
competence with patient perceptions of their own knowledge
saFer as perceived by and skills in patient safety and Observa'tlonal N_Ot Not serious Not serious Not serious None 9000
nursing students: . N studies serious LOW
L describe any differences between
the findings of a cross- first, second, and third year students
sectional study ' ' v
Preregistration nursing
students'perceived Assess theoretical and practical
conﬂdencg in Iearnlng learning of sklll§ related to patlent Observa'tlonal N_ot Not serious Not serious Not serious None OO0
about patient safety in safety as perceived by nursing studies serious Low
selected Kenyan students
universities
Effects of a patient safety
Ef;ﬁ;?i#ﬁﬂ%sr?fffd Examining the effects of a course on Quasi- Not 0060
among undergraduate patient safety among nursing experimental | Lo Not serious Not serious Not serious None HIGH
ng 9 | students in south Korea study
nursing students: a quasi-
experimental study
zﬁgiltcigffﬁifft‘é°§ﬁﬁ?ng Determine how and the extent to
students’patient safety Whlc.h patient safety education was Observaf:lonal N.Ot Not serious Not serious Not serious None 9000
competency: a cross- provided and evaluate the studies serious Low
P Ve competency of nursing students
sectional study
Regulation and current
status of patient safety
content in preregistration | Establish how patient safety-related
nurse e_duczfmo_n in27 teaching is mcorporateq into Observational Not Not serious Not serious Not serious None o000
countries: findings from undergraduate courses in 27 studies serious Low
the Rationing-Missed countries
nursing care (RANCARE)
cost ACTION Project
Nursing
students'interprofessional | Explore nursing students*
educational experiences in | interprofessional educational Observational . . . . ®O00
- . N ri N ri N ri N ri Non
the clinical context: experiences and explore the factors studies serious ot serious ot serious ot serious one VERY LOW
findings from an Italian supporting them
cross-sectional study
;Cvz:_zggse::;;fisg?:mn Understand senior nursing students'
nurses’ confidence about co_nfldenceiln thelr_ patient safet_y_ Observaﬁlonal N.Ot Not serious Not serious Not serious None 9000
: . skills; examine the impact of training studies serious Low
patient safety skills: a on students' situational awareness
prospective cohort study
?r;’ir:fii;h:r';a'pj;'i!;t safety | SYnthesize available evidence
i i i ini i 9
in undergraduate nursing regarding nontechnical skills training Systematic Not Not serious Not serious Not serious None o000
. . to improve patient safety in review serious LowW
education: a systematic . .
. undergraduate nursing education
review
The attitudes of nursing
students and clinical Examine why students and nurses do
|nstruc_tor§ towards not_ rept_)n: errors and whether they Observational | o .. Not serious Not serious Not serious None ®000
reporting irregular believe internal changes may studies VERY LOW
incidents in the medical increase reporting
clinic
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Fig. 1. PRISMA 2009 flow diagram (from: Moher D, Liberati A, Tetzlaff J, Altman DG; The PRISMA Group. Preferred reporting items for system-
atic reviews and meta-analyses: the PRISMA Statement. PLoS Med 2009;6:€1000097, mod. For more information: www.prisma-statement.
org).
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In Turkey, about 39% of the students surveyed reported that
they made an error during their nursing student internship,
without harming the patient. In Italy, 29% of the students
interviewed participated in or witnessed an adverse event,
with a risk of harm to the patient in 85% of cases [8, 9].
Only a percentage between 25 and 40% of errors
committed by students are appropriately reported; the rest
remain silent due to a strongly punitive culture [8, 10].
A study conducted in 2019 estimates that the 11 and 27%
of nurses would not report error or near misses because
of the circumstances in which they occurred or because
of lack of awareness, such as “reporting is not necessary
because no harm has been caused”. A percentage between
22 and 33% of nurses, however, would not report them
because of fear of consequences, such as “I cannot report
anonymously” or “I am afraid of disciplinary action” [10].
The risk of error is increased by the students’ perception
of “unsafe” clinical environment: high workloads, lack
of nursing staff, frequent interruptions are described as
the main causes of insecurity by the students [9]. The
most reported events are represented by adverse events
related to the administration of drugs, accidental falls,
errors during blood samples.
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Based on these observations and on the conceptual model
of prevention developed by the WHO, Christensen [11]
has developed a three-level model of error prevention:

* primary prevention: constant and in-depth training
and education, creation of a culture of patient safe-
ty and quality of care; creation of a culture of safe
learning is one that treats students fairly, observes
mistakes, has accessible and acceptable leadership,
involves students in decisions, promotes teamwork
and trust, encourages questions;

* secondary prevention: replaces the “failure” of the
first level. Where the error occurs, the tutors are
responsible for guiding the student. A debriefing
between the tutor and the student is useful, during
which the latter can discuss his/her emotions, his/her
reaction to the error; then, together, one can consider
the changes that could be made to avoid the error;

* tertiary prevention: that includes first a rethinking of
the didactic systems and an orientation of the didac-
tic programs to the safety of the treatments and to the
management of the error. Educational methodologies
such as simulation are encouraged.



Tab. Il. Data extraction table.

S. DIONISI ET AL.

Author(s) .
and year of | Title a'v':;er:::'tsh ods | Main findings conclusions
pubblication
The percentage of agreement on the items
of the health professional education
in patient safety survey ranged
from 61.5-76.5%. The dimension
“understanding human and environmental ) )
factors” received the highest perceived E]aaL\jg' ; OU sré:\r/]eg Sgrjgeer?ttiz ns
A multi-university . competence, whereas the dimension towards their patient
Carety competence | DESTIBte | ot iferences | afety competencies
Alguwez, duri linical trainin cross-sectional, in students’ .at'ent safety competence from Significant differences
etal. (2019) uring clinica’ training - o, ;. yniversity | 1 o patier Y P were found in the patient
among baccalaureate different universities were reported. Male
X study . : safety competence
nursing students: students perceived their competence of nursing students

a cross-sectional study in “working in teams” higher than the female between universities
students. Students in their internship year ender and vear of s:cud
had significantly higher levels of competence 9 v v
in all the six dimensions of the health
professional education in patient safety
survey than students in the third-
and fourth-year levels
This article proposes a framework to begin
to understand nursing student error
prevention, with the aim to assist clinical
instructors, nursing faculty, and nursing Clinical instructors have
leaders in addressing an unrecognized the capacity to create

Are clinical instructors aspect of adverse events. If the three levels a safe learning culture

preventing or of disease prevention (primary, secondary, guide their students !

Christensen | provoking adverse Contemporary |and tertiary) are adapted to understand through the experience
(2018) events involving issues nursing student error prevention, then of making an error
students: the following framework emerges: and participate in ’

a contemporary issue a) primary prevention: creating a safe processes that reduce
learning culture; b) secondary prevention: them in the future
reducing the negative impact of errors
on students; c) tertiary prevention:
participating in systemic efforts to reduce
the established probelm

Patient safety voice
develops and strengthens
over nursing students’
course of study
Participants were most confident in their and clinical placements,
learning of clinical safety skills and least however it is concerning

Self-reported confident in learning about the sociocultural | that a large proportion

confidence in patient o dimensions oflworklng in tegams with o‘gher of students exprgss .

safety knowledge l\/|u|t|—5|te,l health profesmolnals, managing safety risks dlfﬂculty in quest|on|ng

among Australian cross-sectional | and undlerstandlng human the deC|s!ons or aqtlons
Usher, undergraduate nursing study and environmental factors. Only 59% of those in authority
et al. 2017) students: used of students felt confident they could positions and concerns
a multi-site aweb-based | approach someone engaging in unsafe about disciplinary action
cross-sectional survey survey pra;tme, 75% of ;tudents agrged it was . if errors are _made. _
study difficult to question the decisions or actions | The integration of patient
of those with more authority, and 78% were | safety into nursing
concerned they would face disciplinary curricula and resulting
action if they made a serious error teaching and learning
strategies to facilitate
student knowledge
and competence is still
in its infancy

Continues
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Author(s) "
and year of | Title g":éerg:'t; ods | Main findings conclusions
pubblication
A total of 573 students (response rate
92.4%) participated. Around a quarter
B °
Sxizr/io;r?(fesotlL:rjwe:(;c\slerg%oer\tliﬂthg;”glgse call Facullt|es. anq heaith- .
Kngwledge during their clinical experience. The settings CfT? mlst:tuuons offﬁrmg
an hcom_petenge where they learn were perceived as unsafe c |n|ﬁa P aﬁements .ak\)/.?
Stevanin, Wit pat!ent safety . Cross-sectional | by 46.9% of students. PS knowledge and to share the responsibility
as perceived by nursing ; of well-prepared future
et al. 2015) A study competence as perceived by students, .
students: the findings high (median = 4 in all factors and nurses, working together
of a cross-sectional é\{as I o to improve PS through
study imensions of the H-PEPSSIta tool. dialogue when issues are
High PS knowledge and competence was identified by students
reported by first-year students, moderate
by second-year students and higher
at the end of the third-year
The students reported higher confidence
about learning on the clinical aspects than
on the sociocultural issues of patient safety
with the lowest mean scores recorded
in "Understanding human and environmental .
Preregistration nursing factors" and "Recognising, responding Zgﬁcfra;c'iingh?zﬁ%cal
students’ perceived Cross-sectional and disclosing adverse events". placements sites needs
Mbuthia, confidence in learning q intive They reported significantly higher confidence to be conducive to
et al. (2019) about patient safety escrip scores in the classroom setting than )
; study - . ) S enable, and not hinder,
in selected Kenyan the clinical setting with no significant the acquisition of these
universities difference in reported confidence across competences
the years of study. They were less confident
in speaking up about patient safety issues
in the clinical areas with 52.2% feeling that
reporting a patient safety problem will result
in negative repercussions
. The flipped-classroom
Ejfzg\t/sc%ﬁsgaﬁﬁgg Pre- and post- Prg- apq poslt-test re;ults demonstrajced patient safety course was
a flipped dlassroom test quasi- a significant increase in stgdentsl' patlent' ;hpwn tolbe effgctwe
Kim. approach among experimental safety competency including attltUQe, skills, |in improving patient
et al. (2019) undergraduate nursing | design with a and knowledge. Megn SCOres oflpat|ent ;afety competgncy )
students: non-equivalent safety compgtenqy in the gxperlmental in terms of attitude, skills,
3 quasi-e'xperimental control group group were significantly higher than and knowledge amolng
study in the control group undergraduate nursing
students
This study confirm
The majority of students (81.6%) reported the need to revise
that they had received patient safety the nursing curriculum
education during coursework. Patient safety | and to use various
Patient safety education was delivered primarily by lecture | teaching methods
education and rather than during laboratory or simulation | to deliver patient
Lee, baccalaureate nursing | Cross-sectional | sessions. The degree of coverage of QSEN safety education more
et al. (2016) students’ patient safety | study competency and the students’ comprehensively
competency: self-reported competency in total and effectively.
a cross-sectional study and attitude scores showed statistical Furthermore, there
differences among nursing schools. is a need to develop
Students’ attitude score was significantly an integrated approach
higher than skill and knowledge to ensuring students’
balanced competency

NURSING CURRICULUM AND PATIENT SAFETY

Patient safety and healthcare workers safety in the
healthcare facilities is struggling to enter in educational

programs despite its obvious importance [12].

This is confirmed by a survey conducted in Australia,
according to which while on the one hand the general
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concepts of clinical safety and effective communication
were well rooted in nursing students, on the other hand

they suffered from a knowledge gap on issues such as
teamwork, risk management, knowledge of factors that

increase clinical safety [13]. In addition, 78% of the

punitive culture of error [14].

respondents highlight the difficulty of reporting due to a
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In summary, clinical safety competencies include safety
during drug preparation and administration; infection
prevention and control; surgical patient safety; and safety
in invasive procedures. In addition, socio-cultural patient
safety competencies must be implemented, including
patient-centered care, teamwork, collaboration, evidence-
based practice, improvement of quality, safety and
information technology [15].

Nevertheless, the literature is unclear about duration,
content, teacher qualification and teaching methods, as they
vary for each study; it is therefore difficult to determine
which is the best option to implement a safety course.
Through a further study conducted in South Korea in
2016 [16], nursing students from various universities
were interviewed. More than 80% of the sample said they
had experience in the field of patient safety. 85% of the
students received knowledge about this topic through
simple lessons, while 76% received it in clinical practice.
The courses that dealt most with patient safety both
in lessons and in practice were nursing, adult nursing,
and management. Nevertheless, the topic was treated
differently in different universities, showing statistically
significant differences. Students were then asked to
determine which subjects related to the skills needed to
ensure patient safety had been covered in the curriculum.
They stated that patient-centered care was the highest
competence in the programs, with 97%; followed by
evidence-based practice (90%), information technology
(90%), teamwork and collaboration (84%), safety (84%),
quality implementation (80%). These competences were
mainly dealt with during the lessons, and little through
simulations or workshops. 20% of the students stated that
these competences were not treated during the of study.
The same conclusion was reached by the study
conducted in Kenya in 2019 [15]: students learned
more about patient safety in education than in clinical
practice. This shows that there is a problem with the
application of theoretical aspects in the practical context.
In addition, the students were more confident with the
clinical aspects of safety and less confident with the
socio-cultural elements, which are key skills. Finally, the
sample interviewed reported that patient safety aspects
were not sufficiently covered in their study plan and do
not feel confident about patient safety in clinical settings.
A study carried outin 2019 aims to establish how teaching
related to patient safety is incorporated into university
courses in 27 countries [8]. This was done by examining
how much and how each key topic identified by WHO
is integrated into academic nursing education. Most of
the respondents agreed that the topics were present at
various levels in the training. Key topics such as safety
in therapy management, infection control, or even
introductory topics such as “what is patient safety” are
integrated into programs of various subjects and are not
treated as stand-alone topics in specific safety modules.
For example, on the topic “infection prevention and
control”, 98% of respondents indicated that it is present
in academic programs, however only 16 universities treat
it as an autonomous subject, while 51 reported that the
topic is integrated throughout the university curriculum.

Similar results can be observed with the topic “safety in
the management of drug therapy” [17].

NON-TECHNICAL SKILLS

An area that receives little attention is represented by non-

technical skills (e.g. situation awareness), which relate to

the way healthcare workers communicate and cooperate
with each other. Emphasizing the importance of these
skills is crucial, as estimates suggest that 70-80% of errors

are the result of a lack of non-technical skills [18].

Through a literature review conducted in 2018 [19], it

was possible to identify which non-technical skills were

most frequently evaluated to improve patient safety:

* communication: the elements of communication
skills are: sending and receiving information; clear
and concise presentation of information, including
therapeutic communication, listening, empathy, ver-
bal and nonverbal communication; identification and
elimination of barriers to effective communication;

* awareness of the situation: the elements required are:
collection, recognition and understanding of infor-
mation; anticipation of future events; awareness of
patient safety;

* decision-making process: the elements of decision-
making capacity are defined as: identification of vari-
ous possible options, risk assessment and selection of
options, re-evaluation/revision of results, definition
of problems, process for reaching a decision;

* leadership: the main elements are: establishing
and maintaining standards, supporting other team
members, using strategies to cope with stress and
pressure;

* teamwork: the main elements are: support to other
workers, exchange of information and accurate re-
porting of news, coordination of team activities; as-
sessment of roles and capabilities, conflict resolu-
tion. It has been documented that the collaboration
of other professionals and the use of care models
based on teamwork improve the quality and safety
of care. Opportunities for interprofessional experi-
ence are not included in university programs, so stu-
dent nurses reported only a few opportunities to have
meaningful contacts with other health professionals
during their education. As a result of this, students
show little competence in teamwork. Among the fac-
tors that threaten the integration of interprofessional
experiences in clinical training were: the organiza-
tional level, the management level, the practical level
such as lack of time the cultural level such as a dif-
ferent perception of teamwork or a potential risk of
superiority of one profession over the others. 40% of
Italian students interviewed reported that “never” or
“just a little” had the opportunity to learn from other
professionals during their last clinical traineeship.

Discussion and conclusions

The picture provided by the literature is very clear: in
the clinical practice, most students do not know what to
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do to deal with the clinical risk, in order to ensure the
safety and quality of care. The students are divided on
the aspects concerning the presence of topics related to
clinical risk in the university teaching modules. Even if
they come from the same university and even from the
same course, the opinions of the students appear to be
in contrast. This could be because the subjects are not
treated as autonomous subjects in the university career,
but as many small teachings that integrate with each
other over the academic years. So, it is up to the student
to join these pieces and “create a module” on the clinical
risk itself.

From here it is normal if the students of the same course
do not show the same knowledge, the same attitudes and
the same behaviours related to clinical risk and patient
safety. The situation is made worse by the absence of
practical simulations that provide for dealing with an
error, a near miss, an adverse event. This obviously
translates into the inability, in clinical practice, to
identify an error, to report it in an appropriate way, and
to implement behaviours aimed at its resolution.

From the studies analysed, it is doubtful whether
the implementation of courses, seminars or, more
generally, any educational intervention in addition
to the basic university preparation is effective.
Research shows an increase in knowledge and a
greater awareness of clinical risk between pre and
post educational interventions, and between control
groups and experimental groups. But this occurs in the
immediate post-operative period. Studies do not assess
whether this knowledge is retained by the students in
time. Therefore, it is not possible to conclude whether
educational interventions are valid or not.

Indeed, some studies evaluate the Theory of planned
behaviour related to patient safety among nursing
students [20]. “For many students reporting an error
would lead to a loss of trust in the nursing profession and
this could prevent the report. Nevertheless, some of them
affirmed to be positively judged when they did it. It was
then observed that a better education on safety raised the
level of self-confidence and the sense of responsibility
of the students, making them more inclined to the drug
therapy management” [20].

This review has limitations. One limit is the methodology
with which the studies were conducted. Most of them are
observational studies in which the survey of knowledge
and skills was carried out through a written questionnaire
given to the students, so it is not possible to assess the
truthfulness of the answers given. Consequently, even
the results derived from it do not allow to create with
certainty, but with probability, the scenario described.
Although wandering is human, the analysis of global
university contexts suggests increasing the knowledge
about clinical risk and safety of care. Studies agree to
implement these notions especially in nurses, because
it is those health professionals who are closest to the
patient, both in terms of physical proximity and in terms
of time. Nurses also approach the patient holistically, so
that care is expressed not only in the physical field, but
also psychically and socially. Therefore, the complexity
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of care is very high, and this requires extensive, solid
knowledge, supported by scientific evidence, which will
result in appropriate behaviour not only to prevent any
risk, but also to deal with it once it has occurred [21].
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Study selection 9 | State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, E2
included in the meta-analysis).
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RESULTS
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Synthesis of results 21 | Present results of each meta-analysis done, including confidence intervals and measures of consistency. E2-E7

Risk of bias across studies 22 | Present results of any assessment of risk of bias across studies (see ltem 15). E2-E7
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FUNDING
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