Original Article

Korean Medical Education Review 2013; 15(3): 151-158

| PISSN 2092-5603

eISSN 2005-8160

A Pilot Study on Developing a Patient Safety Curriculum Using the

Consensus Workshop Method

Seung-Hee Lee' - Jwa-Seop Shin' - Nam-Hee Huh? - Hyun Bae Yoon'

'Department of Medical Education and *National Teacher Training Center, Seoul National University College of Medicine, Seoul, Korea

Patient safety is achieved through systematic improvement based on the knowledge and willingness of medi-
cal professionals. A systematic longitudinal curriculum for patient safety is essential to prepare medical students
and professionals. The purpose of this article is to introduce our experience with a ‘workshop for developing a
patient safety curriculum’and to compare the results with previous studies. The workshop comprising 15 medi-
cal professors and patient safety experts met for 2 days. The Consensus Workshop method was applied, collect-
ing opinions from all of the members and reaching consensus through the following stages: context, brain-
storm, cluster, name, and resolve. The patient safety curriculum was developed by this method, covering patient
safety topics and issues, and teaching and assessment methods. A total of 7 topics were extracted, ‘activities for
patient safety, concepts of patient safety, leadership and teamwork, error disclosure, self-management, patient
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education, policies! Issues, teaching methods, and assessment methods were developed for each topic. The pa-
tient safety curriculum developed from the workshop was similar to previous curricula developed by other insti-
tutions and medical schools. The Consensus Workshop method proved to be an effective approach to develop-

ing a patient safety curriculum.
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Figure 1. Main steps of the consensus workshop method.
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Table 1. Patient safety curriculum topics

Zeskio] E2E|QIT) 75 gl B S B o) /\ET’;‘ ‘:‘EE role play
o} Zro] Sh5Ate] AFARI FolE Aok il
gk
3792) H7h oA CWME Mo}@l geisgion, TN,
E2A, AL,

cloltloli 4716l -LAck B4 18

A, F

EETL 5 TRt o] AlAlE]

Curriculum topic

|deas

Vloting tally

Activities for patient safety

Concepts of patient safety

Leadership and teamwork

Error disclosure
Self-management

Patient education
Policies

Analysis of adverse events

Understanding resolutions to adverse events
Developing protocols for adverse events
Reporting and managing adverse events
Preventing adverse events

31

Understanding and applying tools to resolve adverse events (RCA,? PDCA " error report, standardization)

Using information technology
Evidence-based decision making

Understanding the concepts and the epidemiology of patient safety
Understanding the importance of patient safety and reporting systems

Acquiring communication skills
Leadership

Teamwork

Understanding the roles of team members

Error disclosure techniques

Stress and time management
Self-protection

Patient and family education
Patient safety policies

30

29

“Root cause analysis: a method of problem solving that tries to identify the root causes of faults or problems that cause operating events. *Plan-do-check-act: a systematic ap-

proach to implementing changes.

ucation Review 2013
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Table 2. Patient safety curriculum issues

olstu =t M153 35

Curriculum topic Issues

Recommended phase

Activities for patient safety \Web-based reporting system

Case-based study of activities for patient safety

Discussion after touring the operating room
Case analysis of adverse events

During clinical clerkship

Root cause analysis
FOCUS-PDCA?
CQP statistical analysis

Understanding reporting systems

Sharing medical information
Epidemiology of adverse events

Concepts of patient safety
Human factor engineering
Building a safety culture
Concepts of patient safety

From the beginning of medical school

Legal and ethical issues of adverse events

Case study

Team culture
Leadership skills
Communication skills
Team leadership

Leadership and teamwork

During clinical clerkship

Understanding the roles of team members

Before clinical clerkship

Before clinical clerkship

During clinical clerkship

Error disclosure Communication skills for error disclosure
Case study
Training for reporting errors
Self management Leisure and hobbies
Washing hands
Prevention of needle injury
Concept and application of time management
Concept and application of stress management
Patient education Speaking up
Education for immune-compromised patients
Informed consent
Policies Patient safety policies

Social communication

After clinical clerkship

“Find-organize-clarify-understand-select-plan-do-check-act: a process improvement model that is used to identify improvement opportunities and a systematic approach to im-
plementing changes. "Continuous quality improvement: an approach to quality management that emphasizes the system and focuses on the process.
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tronic medical records, and health care technology, ‘error science,
error management, and human factor science, ‘communication
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Table 3. Teaching method and assessment in patient safety curriculum

SR W53 P AL A - 0l8) o

Curriculum topic Teaching methods Assessment
Activities for patient safety Case study: think pair/fish bow! OSCE?
Journal review MEQ”
Group project CPX?
Study design Portfolio
Problem-based learning Project evaluation
Simulation Report
Meetings for quality improvement
Root cause analysis
Group discussion
Concepts of patient safety Case study and presentation Case presentation
Jigsaw discussion MCQ, MEQ
Lecture Oral exam
Reading articles Portfolio
Video review

Panel discussion

Leadership and teamwork Simulation Report/presentation of team project
Forum theatre CPX
Role play 360° evaluation”
Invited speaker
Video
Group discussion
Team project
Error disclosure Lecture 360° evaluation
Video MEQ
Role play Mini-CEX®!
Case discussion CPX
Portfolio
Self-management Lecture 360° evaluation
Sharing experience Portfolio
Self-assessment
Case study
Patient education Video Check-list
Interactive lecture Mini-CEX
Informed consent CPX
Role play 360° evaluation
Case study
Standardized patient
Policies Interactive lecture/group discussion MEQ
Invited speaker Evaluation of role play
Role play SWOT analysis”

Writing articles: think-pair-share

Presentation of proposal

“I0bjective structured clinical examination: a type of examination to test clinical performance and competence in skills such as communication, clinical examination, and medi-
cal procedures. "Modified essay questions: a compromise between the multiple-choice question and the essay to assess clinical competence and problem-solving ability. “Clini-
cal performance examination: a practical test of basic and professional skills usually using standardized patients. “360-degree evaluation: an evaluation that comes from mem-
bers of an examinee’s immediate work circle, including peers and supervisors. ®Mini clinical evaluation exercise: an evaluation of an observed clinical encounter where devel-
opmental feedback is provided immediately. "Strengths-weaknesses-opportunities-threats analysis: a structured planning method used to evaluate the strengths, weaknesses,

opportunities, and threats involved in a project.
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Table 4. Comparison of curriculum topics
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The Annual Telluride Interdisciplinary Roundtable

The Consensus Workshop

Curriculum topics History of the medical error crisis

Interdisciplinary teamwork skills
Communication skills

Time and stress management
Health care microsystems

Informatics, electronic medical records, and health care technology
Error science, error management, and human factor science

Risk management and root cause analysis

Outcome measures and continuous quality improvement

Medication errors and reconciliation
Full-disclosure applications

Concepts of patient safety
Leadership and teamwork

Self management
Policies

Activities for patient safety
Patient education

Error disclosure
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Table 5. Learning objectives of patient safety curriculum in Johns Hopkins Uni-
versity School of Medicine

Learning objectives

1) Provide a practical framework to identify systems based defects and
improve patient safety

2)  Identify hazards in patient care that pose risks to patient safety
3)  Learn how to investigate an adverse event
4)  Understand the value of incident reporting for improving patient safety

5 Understand how culture, including teamwork and communication,
contributes to patient safety

6)  Acquire specific tools to improve teamwork and assertive communication
7)  Learn how to disclose mistakes to patients and their families
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Table 6. Safety elective class schedule of Johns Hopkins University School of Medicine

Module Topic Educational methods

Module 1 The science of safety Reading, lecture, video review

Module 2 Investigating a defect Lecture, discussion, learning projects

Module 3 Measuring safety and teamwork culture Lecture, discussion, reading

Module 4 Teamwork and communication: situational awareness, structured Lecture, discussion, reading, simulated experience,
communication problem-based learning

Module 5 Medical and surgical briefings and debriefings improvements in Demonstration, lecture, discussion, role play
process of care and patient outcomes

Module 6 Measuring patient safety and quality improvement Lecture, discussion, problem-based learning, readings

Module 7 A systems perspective on medication errors Lecture, discussion

Module 8 Disclosing adverse events to patients and families Lecture, role play, discussion
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