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Abstract

participants to identify LSTs. Findings were shared with

Background: Latent safety threats (LSTs) are sys-

site educators and managers to facilitate institutional

tem-based issues that threaten patient safety that can

follow up. For reporting, LSTs were categorized themat-

materialize at any time and were previously unrecog-

ically and coded as either (i) resolved, (ii) ongoing, or

nized. While LSTs such as system deficiencies, equip-

(iii) not managed. Site follow-ups were completed at six

ment failures, training, or conditions predisposing

months, one, and two years following the simulation.

medical errors are frequently reported in the literature,
a paucity was noted their management and mitigation.

Results: A total n = 158 LSTs were identified. The number

The purpose of this quality improvement project was to

and percentage by theme were: staff 48 (30.4%), equip-

utilize translational simulations to identify, manage, and

ment 41 (25.9%), medications 33 (20.9%), resuscitation

mitigate future latent safety threats in our EDs.

resources 24 (15.2%), and information technology (IT)
issues 12 (7.6%). Twelve-month follow-up identified 149

Methods: In 2017, 18 in-situ inter-professional simula-

LSTs resolved and nine required ongoing work to manage.

tion sessions were conducted at 11 EDs. Following each

Two-year follow-up identified all but two LSTs resolved. No

session, a survey assessment tool was completed by

occurrences of an LST ‘not managed’ were identified.
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Conclusions: Translation simulation effectively identified LSTs. Through the creation of a structured plan and
systematic long-term follow-up, all identified threats
were addressed while a limited number required ongoing management.
Keywords: latent safety threat, in-situ simulation, translational simulation, quality improvement, resuscitation.

Introduction/Background
mergency departments (ED) have a great potential for
adverse events. Errors in care result from the increased
acuity, complexity, and high-pressure environment. In
the United States, yearly approximately 400,000 hospitalized
patients suffer from some form of preventable harm including
and around 100,000 patients who die in hospitals and clinics.
(Rodziewicz et al., 2021). Many adverse events result from
flaws in design, organization, or equipment. These types of
preventable errors are referred to as latent safety threats, and
may not be apparent to the healthcare team until the adverse
event occurs (Patterson et al., 2013). Translational simulation
describes healthcare simulation focused directly on improving patient care and healthcare systems, through diagnosing
safety and performance issues and delivering simulation-based
intervention, irrespective of the location, modality or content
(Brazil, 2017). Previous studies conducted in ED and ICU settings have demonstrated the effectiveness of translational simulation in proactively identifying latent safety threats thereby
creating an opportunity for teams to prevent negative effects
before patient care is compromised (Patterson et al., 2013;
Petronsoniak et al., 2013; Knight et al., 2018; Lang et al., 2013).
In addition, a comprehensive process has been proposed to
test new departments through simulation (Alder et al., 2018;
Barlow et al., 2017). However, despite these efforts highlighting that latent safety threats are common and identifiable
through simulation, there is limited evidence on how latent
safety threats are effectively managed. The primary objective of
this project was to improve quality of care and patient safety by
utilizing translational in-situ inter-professional simulation to
identify, manage, and mitigate latent safety threats in the ED.
Secondary objectives included identification of common latent
safety threats between EDs, and determination of standardized
quality improvement activities for implementation across the
local hospital network.

E

Methods
Simulation
In 2017, as part of an Edmonton Zone Quality improvement
Initiative (QI), a translational in-situ multidisciplinary simulation strategy was employed using cross-sectional qualitative
QI study methodology. The cumulative patient census of the
departments was over 500,000 per year. Prior to commencement of the program, a needs assessment was distributed to participating sites, and data collected aided in content development.
A standardized library of simulations was developed and peer
reviewed. A total of 18 simulations were completed in 11 EDs.
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Each simulation consisted of three scenarios and was conducted
over four hours, with an adult or pediatric focus.
The simulations were facilitated by a clinical nurse specialist, an
adult or pediatric emergency physician, and a simulation consultant. The sessions were open to all site-based ED staff including
nurses, physicians, pharmacists, nurse practitioners, and respiratory therapists. Trainees were not included in these simulations.
The scenarios were conducted in-situ, similar to previous work
(Couto et al., 2018) allowing the inter-professional teams to
interact in their own environment, affording the assessment of
systemic competence, and detection of latent safety threats.
Prior to engaging in the simulation scenario, participant groups
received a pre-brief highlighting the purpose of translational
simulation and the intent of identifying latent safety threats in
their clinical space. Following each of the three scenarios, facilitators guided a group debrief with particular attention to elicit
any latent safety threats. The debriefs were modelled after the
PEARLS framework (promoting excellence and reflective learning in simulation) approach, a blended approach that consists
of self-assessment, focused discussion, and directed feedback
(Eppich & Cheng, 2015). After each simulation, the participants
received a QI survey to provide anonymous feedback on the simulations themselves, as well as any system, medical, equipment,
or safety threats that they identified. (Appendix A) This survey
was created apriori by the research team and based on face validity from expert level consultation with key stakeholders.
Simulation follow-up and latent safety threat mitigation
Within a week of the simulation, the facilitators and the local
participating nurse educator completed a separate feedback form
(Appendix B) and a copy submitted to the unit manager. This
form collated participant, facilitator and nurse educator perspectives on latent safety threats, identified barriers to change and
proposed a plan to improve quality care and mitigate the identified LSTs. The clinical nurse specialist conducted follow-up with
the site educator and manager at 6, 12, and 24 months following
the simulation. Sites self-reported LSTs mitigation status. The
purpose of this follow-up was to determine if a risk reduction
strategy was successfully implemented for each identified issue,
and if particular latent safety threats had been resolved, required
ongoing work to manage, or were not managed. Outcome consensus between the three staff was required.
In addition to the site-specific reduction of latent safety threats,
an analysis of all latent safety threats across sites was conducted,
identifying a saturation of common themes. Identified themes,
directly impacting patient safety were brought up at zone
quality meetings to assess for common mitigation strategies.
Organizational learnings were shared with provincial groups.
Following this successful pilot, the initiative has been mandated
and supported by local quality leads and directors and has continued as previously described.
Data analysis
Twelve-month site follow up of latent safety threats are reported.
Simulation participant survey results were described and categorized thematically. Results were compiled and independently
analyzed by two researchers (MC, DOD). Participant comments
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regarding specific latent safety threats were independently coded
into themes in an emergent fashion by two researchers (MC,
DOD). Any disagreements were resolved by a third researcher
(WM). Results from the site-specific follow-up surveys were
reported as frequency data of whether latent safety threats were
managed or not. The examination for common latent safety
threats are reported both descriptively and numerically.
Ethics
A Research Ethics Community Consensus Initiative Screening
Tool was utilized and determined this work was quality improvement and program evaluation contexts, and was of minimal risk
to participants (https://arecci.albertainnovates.ca/). Review by
the University of Alberta Ethics Board agreed with this assessment and waived ethics. SQUIRE reporting guidelines (Ogrinc
et al. 2015) were followed for manuscript preparation (see
Appendix C for reviewer checklist).

Results
A total of 158 latent safety threats were identified using translational in-situ simulations. The number and percentage by theme
were: staff 48 (30.4%), equipment 41 (25.9%), medications 33
(20.9%), resuscitation resources 24 (15.2%), and IT issues 12
(7.6%). Six- and twelve-month site follow up revealed all identified latent safety threats were addressed with 149 latent safety
threats resolved (Table 1) and the remaining nine required
ongoing efforts to manage after this 12-month review (Table 2).
All outcomes were unanimously agreed upon by the site educator, manager, and the clinical nurse specialist. There were no
cases of unmanaged latent safety threats. Common threats were
identified in multiple EDs that benefited from common quality
improvement measures. See Table 3 for description of common
specific latent safety threats and the mitigating quality improvement measure that took place at the organizational level.

Table 1
Numbers of Identified latent safety threats and 12-month resolution

Table 2
Description of ongoing threats at 12-month follow-up by theme
Resuscitation resources

• Code cart only used in one third of the scenarios
• Resuscitation room too small

IT issues

• Lack of Website access to resources such as UptoDate

Staff

•
•
•
•

Medications

• Missing medications in crash cart to assist with intubation
• Parental manual had different administration times between
pediatric and adult patients

Ineffective adenosine administration with stopcock flush
Blood hung by gravity rather than under pressure bag
No fluid warmer used
No respiratory therapist during the night or on shift
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Table 3
Common identified latent safety threats in multiple EDs and mitigating QI measure
Latent safety
threat theme

Latent safety threat details

Quality improvement measure

Medication

Medication cart far from room and difficulty finding medications and supplies within it

Resuscitation room medication cart created
with medications and supplies re-organized

Medication

Particular medications or concentrations missing

Created standardized ED medication list

Medication

Difficulty with pediatric medication calculation during
resuscitation

Pediatric calculator uploaded onto resuscitation computers and website

Equipment

Lacking easily accessible procedural equipment like central line Created dedicated procedural kits/boxes
& chest tube

Equipment

Equipment failure including laryngoscopy light not working,
overhead infant warmer broken, transvenous pacer balloon
failed

Supply carts checked and malfunctioning
equipment replaced

Equipment

Unnecessary supplies in room taking up space (e.g. eye cart,
suturing cart)

Cleared out resuscitation rooms

Equipment

Non-appropriate equipment identified (e.g. pentastarch IV
fluid, trochanter chest tubes, out-of-date Broselow tapes)

Removed and replaced where appropriate

Staff /equipment

No 24/7 respiratory therapist (RT) for BIPAP starts

Ordered Heated Humidified High Flow
Nasal Cannula (Airvo) units and trained
RNs to utilize to temporize prior to transfer

Staff

Intraosseous placement training lacking

Nursing educational sessions set up for
supporting competency and currency

Resuscitation
resource

Pediatric cart lacked key supplies, difficult to navigate & find
items.

Instituted standardized pediatric resuscitation cart and monthly checks

Resuscitation
resource

Computer in the room continuously logs out, and the printer
doesn’t work.

Checked all the computers in the room, and
fixed printing issue

Resuscitation
resource

Delay accessing clinical resources (parental manual, procedural Created and maintained a site and zone
reference, & physician specific resources such as order sets)
website as a single point of reference

Resuscitation
resource

Delay in mixing infusions (multiple medications and occasions) due in part to not having equipment located together,
having to look up mixing and admin instructions

Following the 12-month follow up and prior to manuscript
preparation a subsequent two-year review was conducted in an
identical fashion to the previous reviews to assess the ongoing
threats. Eight threats (including one present at multiple sites)
from Table 2 were reported to be resolved and two remained due
to operational, system, and organizational limitations: building a
larger resuscitation room, and increased staffing of a respiratory
therapist.
Discussion
The translational simulation quality improvement project successfully identified latent safety threats and supports the recommendation that interdisciplinary simulations should occur
e4

Created a standardized resuscitation focused
cart where medications and supplies are
grouped together including medication
labels with mixing and administration
instructions

across ED teams on a regular basis to support skill retention,
improved performance, while promoting high-quality and
collaborative care (Heart & Stroke, 2020; Kaba et al., 2018).
Translational in-situ simulation allows inter-professional teams
to identify and mitigate potential errors before reaching patients
(Halamek, 2013). When system errors are addressed through a
team, the burden on the single provider is lessened and assists
in negating individual blame (Van Beuzekom et al., 2010).
Exposing and discussing latent risk factors utilizing facilitated
debrief following simulated events helps define organizational,
management, and environmental factors and facilitates the identification of effective interventions (Van Beuzekom et al., 2010;
Zimmerman, 2015).
Vol. 45, No. 2, Summer 2022 · Canadian Journal of Emergency Nursing

To ensure lasting change in improving patient safety, our work
highlights the importance of continuous follow-up to achieve
successful threat mitigation. We noted that on 12-month follow-up, 10 threats remained but required ongoing management
to alleviate. Previous work identifies that remaining latent safety
threats after this time period are not unexpected (Dadiz, et al.
2020). However, at two-year follow-up, eight of the remaining
10 threats were mitigated. For the two remaining latent safety
threats, a) lack of resuscitation space, and b) missing an RRT
or key staff, both have been reduced as best as possible given
the organizational context and resources. In the case of limited
resuscitation space, this has been improved by removing non-resuscitation equipment from the room to maximize the available
space. For the decreased number of available RRT, the EDs have
provided additional training and support to RN staff.
Our translational simulation quality improvement project
integrated a systematic framework. This has been recently well
described by Nickson et al. (2021) as an operational approach
to implementing translation simulation into practice by exploring environments and targeting interventions focused on clinical
performance and quality outcomes. The approach of the systematic framework is based on an input-process-output approach.
Our quality improvement project focused significantly on what
Nickson et al. (2021) describe as the output stage and our threat
mitigation practice practices appeared similar to their described
practice of assigning ownership of the identified to the operational decision maker/site leadership, and using focused follow
up to ensure resolution. This appeared aligned with the emerging
literature (Dadiz et al., 2020; Petrosoniak et al., 2019). Without
diligent attention to this phase, we do not feel we would have
been able to achieve the lasting change in mitigating threats to
patient safety.
An unintended consequence of this work was the realization that
our findings of common themes are generalizable to the wider
province and potentially nationally and internationally. This
work was shared provincially to help inform a process improvement plan for all EDs within Alberta. A number of latent safety
threats were able to be managed by a broad organizational learning strategy where one threat found in a single ED elucidated
change for all the sites. For example, the identification that an
inappropriate volume expander (pentastarch) was being stocked
in local EDs led to a province-wide process to remove this fluid
from all EDs.
Limitations
Our work has limitations, including the nature of our cross-sectional qualitative QI study methodology. We included a convenience sample, which may have resulted in sampling and
selection bias of participants.
We did not specifically assess interconnection of threats, though
we did find that during the threat mitigation process following the simulation, multiple intervention strategies were often
required to address a threat such as equipment layout, process
change, and staff training (Dadiz et al., 2020). We feel the interconnectedness of common latent safety threats within the ED is
an area of interest for future study.
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Conclusions
Translational simulation effectively and consistently identified
latent safety threats in all EDs studied with common themes
emerging. The systematic creation of a structured plan involving
a threat mitigation strategy and follow-up resolved most latent
safety threats, with a small number requiring ongoing work to
manage. Using translational in-situ inter-professional simulation to identify system issues allows staff to anticipate barriers
to care in the actual clinical environment prior to them happening. Once identified, these latent safety threats can be addressed,
which directly impacts patient safety.
Takeaways for bedside emergency nurses
• Latent safety threats are common in emergency departments
and translational in-situ inter-professional simulation can
effectively identify them.
• Using a structured debrief and sustained follow up process
resulted in all latent safety threats being identified, mitigated,
resolved, or effectively managed.
• Latent safety threat themes were identified and generalizable to the multiple EDs allowing for a collaborative quality
improved approach.
Acknowledgments
We acknowledge that we conducted this work on Treaty 6 territory,
a traditional meeting grounds, gathering place, and travelling
route to the Cree, Saulteaux, Blackfoot, Métis, Dene, and Nakota
Sioux. We acknowledge all the many First Nations, Métis, and Inuit
whose footsteps have marked these lands for centuries. We would
also like to thank all our simulation participants for their feedback
and contributions, AHS eSim program for in-kind resources and
equipment for conducting the simulations, and our EDs and
zone operational leaders in supporting this initiative. The views
expressed in this document are solely those of the authors and do not
necessarily represent those of their respective employers.
Conflict(s) of interest
We, the authors, declare no conflicts of interest.
CRediT author statement

Domhnall O’Dochartaigh Investigation, data curation, formal analysis,
writing- reviewing and editing; Lisa TL Ying writing- reviewing and editing;
Kristin Simard investigation, writing- reviewing and editing; Christina
Eichorst investigation, writing- review and editing; Alyshah Kaba writingreviewing and editing, Lorissa Mews conceptualization, methodology,
investigation, writing- Review and Editing; Melissa Chan supervision,
conceptualization, methodology, investigation, data curation, formal
analysis, writing- review and editing; Taryn Brown conceptualization,
investigation, methodology, writing- review and editing; Allison Kirkham
investigation, writing- reviewing and editing; Warren Ma supervision,
investigation, formal analysis, writing- review and editing.

Funding

Simulation sessions and site follow-ups were conducted as part of staff’s
routine work and supported through staff salaries. We declare no other
funding of this project.

e5

REFERENCES
Adler, M. D., Mobley, B. L., Eppich, W. J., Lappe, M., Green, M.,
Mangold, K. (2018). Use of simulation to test systems and
prepare staff for a new hospital transition. J Patient Safety, 14(3),
143–7. http://www.ncbi.nlm.nih.gov/pubmed/26076076
Barlow, M., Dickie, R., Morse, C., Bonney, D., Simon, R. (2017).
Documentation framework for healthcare simulation quality
improvement activities. Adv Simul, 2, 19. http://www.ncbi.nlm.
nih.gov/pubmed/29450020
Brazil, V. (2017). Translational simulation: Not ‘where?’ but ‘why?’
A functional view of in situ simulation. Advances in Simulation,
2(1), 20. http://advancesinsimulation.biomedcentral.com/
articles/10.1186/s41077-017-0052-3
Couto, T., Barreto, J., Marcon, F., Mafra, A., Accorsi, T. (2018)
Detecting latent safety threats in an interprofessional training that
combines in situ simulation with task training in an emergency
department. Advances in Simulation 3(23). https://link.springer.
com/article/10.1186/s41077-018-0083-4
Dadiz, R., Riccio, J., Brown, K. Emrich P, Robin B, & Bender J. (2020).
Qualitative analysis of latent safety threats uncovered by in situ
simulation-based operations testing before moving into a singlefamily-room neonatal intensive care unit. J Perinatol, 40, 29–35.
https://doi.org/10.1038/s41372-020-0749-3
Eppich, W., & Cheng, A. (2015). Promoting Excellence and Reflective
Learning in Simulation (PEARLS): Development and rationale
for a blended approach to health care simulation debriefing.
Simulation in Healthcare, 10(2), 106-115.
Heart and Stroke (2020). Highlights of the 2020 American Heart
Association Guidelines for CPR and ECC. Heart and Stroke
Foundation of Canada edition. https://heartandstroke.
my.salesforce.com/sfc/p/#A0000000BYzI/a/2K000003BAno/8
.4yscv4fAnC2teMm3Y8fnNZljICUf_W6pD1b.RKNyk
Gaba, D. M. (2007). The future vision of simulation in healthcare.
Simulation in Healthcare: Journal of the Society for Simulation in
Healthcare, 2(2).
Issenberg, S. B., McGaghie, W. C., Petrusa, E.R. et al. (2005). Features
and uses of high-ﬁdelity medical simulations that lead to effective
learning: A BEME systematic review. Med Teach, 27(1), 10–28.
James, J. T. (2013). A new, evidence-based estimate of patient harms
associated with hospital care. Journal of Patient Safety, 9(3),
122-128.
Kaba, A., Dube, M., Charania, I., Donahue, M. (2018). Collaborative
practice in action: Building interprofessional competencies
through simulation-based education and novel approaches to
team training. Health Education and Care, 3(2), 1-9.
Knight, P., MacGloin, H., Lane, M., Lofton, L., Desai, A., Haxby, E., et al.
(2018). Mitigating latent threats identified through an embedded
in situ simulation program and their comparison to patient safety
incidents: A retrospective review. Front Pediatr, 5(281). http://
www.ncbi.nlm.nih.gov/pubmed/29473026

e6

Nickson, C., Petrosoniak, A., Barwick, S., & Brazil, V. (2021).
Translational simulation: From description to action. Adv Simul,
6(1), 6. https://doi.org/10.1186/s41077-021-00160-6
Ogrinc, G., Davies, L., Goodman, D., Batalden, P., Davidoff, F.,
& Stevens, D. (2015). SQUIRE 2.0 (Standards for QUality
Improvement Reporting Excellence): Revised publication
guidelines from a detailed consensus process. Journal of
Continuing Education in Nursing, 46(11). https://doi.
org/10.3928/00220124-20151020-02
Patterson, M. D., Geis, G. L., Falcone, R. A., LeMaster, T., Wears,
R. L. (2013). In situ simulation: Detection of safety threats
and teamwork training in a high-risk emergency department.
BMJ Qual Saf, 22(6), 468–77. http://www.ncbi.nlm.nih.gov/
pubmed/23258390
Petrosoniak, A., Auerbach, M., Wong, A. H., Hicks, C. M. (2017).
In situ simulation in emergency medicine: Moving beyond
the simulation lab. Emerg Med Australas. https://doi.
org/10.1111/1742-6723.12705
Petrosoniak. A., Almeida, R., Pozzobon, L. D., Hicks, C., Fan, M.,
White, K., McGowan, M., & Trbovich, P. (2019). Tracking
workflow during high-stakes resuscitation: The application of
a novel clinician movement tracing tool during in situ trauma
simulation. BMJ Simulation and Technology Enhanced Learning, 5,
78-84. http://dx.doi.org/10.1136/bmjstel-2017-000300
Reason,
J.
(2000).
Human
error:
Models
and
management. BMJ, 320, 768. https://www.bmj.com/
content/320/7237/768?ath_user=efschouston002&ath_
ttok=%253CTPEEDaMygDfSrj8WwQ%253E
Rodziewicz, T., Houseman, B., & Hipskind, J. (2021). Medical error
reduction and prevention. StatPearls Publishing. PMID: 29763131
Bookshelf ID: NBK499956
Salas, E. et al. (2009). What are the critical success factors for team training
in health care? https://www.jointcommissionjournal.com/article/
S1553-7250(09)35056-4/pdf
Stang, A. S., Wingert, A. S., Hartling, L., & Plint, A. C. (2013). Adverse
events related to emergency department care: A systematic review.
PloS one, 8(9).
Van Beuzekom, M., Boer, F., Akerboom, S., & Hudson, P. (2010).
Patient safety: Latent risk factors. https://bjanaesthesia.org/
article/S0007-0912(17)33566-3/pdf
Wetzel, E. A., Lang, T. R., Pendergrass, T. L., Taylor, R. G., Geis, G. L.
(2013). Identification of latent safety threats using high-fidelity
simulation-based training with multidisciplinary neonatology
teams. Jt Comm J Qual patient Saf, 39(6), 268–73. http://www.
ncbi.nlm.nih.gov/pubmed/23789165
Zimmerman, K. (2015). Inter-professional in-situ simulated team and
resuscitation training for patient safety: Description and impact of
a programmatic approach. https://bmcmededuc.biomedcentral.
com/articles/10.1186/s12909-015-0472-5

Vol. 45, No. 2, Summer 2022 · Canadian Journal of Emergency Nursing

Appendix A
GENERAL POST-SIMULATION FEEDBACK FORM
Date/ED Site: ______________________________________________________________________
Please list the simulation topic(s) covered: ______________________________________________
Please list your role in the simulation (ex MD, nurse, RRT, etc):________________________________
Please rate your agreement with the following statements:
The simulation achieved the stated learning objectives.
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

Agree

Strongly Agree

Neutral

Agree

Strongly Agree

Neutral

Agree

Strongly Agree

Agree

Strongly Agree

Agree

Strongly Agree

The simulation scenario(s) represented a real-life situation.
Strongly Disagree

Disagree

Neutral

I was able to suspend belief during the simulation scenario(s).
Strongly Disagree

Disagree

I felt that the learning environment was safe
Strongly Disagree

Disagree

The debriefing session(s) generated useful discussion amongst the group.
Strongly Disagree

Disagree

Neutral

The knowledge gained from the scenario(s) will be helpful to me in practice.
Strongly Disagree

Disagree

Neutral

The crisis resource management experience gained from the scenario(s) will be helpful in practice.
Strongly Disagree

Disagree

Neutral

Agree

Strongly Agree

Please select which CanMeds Roles you feel were covered in the simulation today.
Professional

Communicator

Collaborator

Scholar

Health Advocate

Leader

Was there any bias you identified today?
Yes

No

If you selected “Yes”, can you please describe the bias you identified:

				______________________________________________________________
				______________________________________________________________
1.

What did you like most about this session? Any suggestions for improvement?

_______________________________________________________________________________
_______________________________________________________________________________
2.

What systems issues were identified during the simulation (e.g., unable to find/don’t know how to use equipment, dosing
information not available, etc…)? PLEASE BE SPECIFIC

______________________________________________________________________________
______________________________________________________________________________
3.

Any suggestions on ways to improve system issues?

______________________________________________________________________________
______________________________________________________________________________
Canadian Journal of Emergency Nursing · Vol. 45, No. 2, Summer 2022
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Appendix B
GENERAL POST-SIMULATION FEEDBACK FORM – CNEs
Please list the simulation topic(s) covered: ______________________________________________
Please list your site:
1) What systems issues, or latent safety threats were identified during the simulation (eg. unable to find/unfamiliar with
equipment, dosing information not available, etc…)?
______________________________________________________________________________
______________________________________________________________________________
2) What suggestions do you have for ways to improve these system issues? (ie. Training, relocating things in the room,
obtaining equipment, Access to protocols)
______________________________________________________________________________
______________________________________________________________________________
3) What barriers do you predict may make it difficult for your site to improve these system issues?
______________________________________________________________________________
______________________________________________________________________________
4) Please list some specific things you could implement within the next 3- 6 months to improve this system issue:
______________________________________________________________________________
______________________________________________________________________________
5) What things can the Edmonton Emergency Zone Quality Council do to help you make changes?
______________________________________________________________________________
______________________________________________________________________________
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Appendix C
Revised Standards for Quality Improvement Reporting Excellence (SQUIRE 2.0) September 15, 2015
Text Section and Item Name

Section or Item Description		

Notes to authors
• The SQUIRE guidelines provide a framework for reporting new knowledge about how to improve healthcare
• The SQUIRE guidelines are intended for reports that describe system level work to improve the quality, safety, and value of healthcare, and used methods to establish that observed outcomes were due to the intervention(s).
• A range of approaches exists for improving healthcare. SQUIRE may be adapted for reporting any of these.
• Authors should consider every SQUIRE item, but it may be inappropriate or unnecessary to include every SQUIRE element in a
particular manuscript.
• The SQUIRE Glossary contains definitions of many of the key words in SQUIRE.
• The Explanation and Elaboration document provides specific examples of well-written SQUIRE items, and an in-depth explanation
of each item.
Please cite SQUIRE when it is used to write a manuscript.
As you review the manuscript, place a checkmark in this column for each SQUIRE item that is appropriately addressed in the
manuscript. Remember that not every item is necessary in every manuscript.
Title and Abstract
1. Title Indicate that the manuscript concerns an initiative to improve healthcare (broadly defined to include the quality, safety,
effectiveness, patient-centeredness, timeliness, cost, efficiency, and equity of healthcare)
2. Abstract

a. Provide adequate information to aid in searching and indexing
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