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Supplementary Results. Detailed description of the Delphi process

Round 1
Seventy-three potential checklist items developed after reviewing the literature (Supplementary Figure 1 and Supplementary Bibliography) on Emergency Department (ED) medical errors were evaluated in Round 1. The items were organized into 8 checklist sections: triage, diagnostic evaluation, treatment prescription, treatment administration, invasive procedures, patient reassessment, handoff, and discharge. The quantitative results of agreement and disagreement for the checklist items of Round 1 are summarized in Supplementary Table 1. 
Twelve items did not reach consensus for inclusion in the checklist: completing all ED notes, ordering all tests and consults, assessing the patient's weight, discussing the plan of care with the patient/family and with the ED care team, discussing goals of care and code status with the patient/family, and assessing the need for POCUS, Foley catheter placement, ABO blood type, point of care labs, blood/urine cultures, and chest x-ray. Eight of these items were rephrased and voted again in Round 2, while the remaining four items (completing all ED notes, ordering all tests and consults, assessing the need Foley catheter placement and ABO blood typing) were discarded from the next versions of the checklist.
Forty-three items achieved greater than 90% combined agreement, with two items (discussion of discharge instructions with the patient/family and discussion of follow-up plan with the patient/family) achieving 100% combined agreement. Assessment of vital signs, allergies, and patient identity were the items with the highest number of "strongly agree" responses.
A total of 179 comments were collected and analyzed in Round 1. Comments were used to modify the proposed checklist items and to develop new items that were evaluated in Round 2.
 
Round 2
Of the 80 panel members, 68 completed the second Delphi survey (response rate 85%), with 35 (51%) participants practicing in HICs. In Round 2, participants evaluated 45 new or modified checklist items that were developed based on comments collected and analyzed in the Round 1. New items mainly focused on patient clinical assessment and improved communication within the ED team and with patients. The quantitative results of agreement and disagreement for the checklist items evaluated in Round 2 are summarized in Supplementary Table 2.
Consensus for inclusion in the checklist was reached on all 45 items, with 36 items achieving greater than 90% combined agreement. Items that achieved the highest levels of agreement were items related to improving information sharing at handoff and discharge, and items related to patient reassessment and evaluation of treatment response. Verifying the availability and function of equipment before performing an invasive procedure was also considered a key clinical action by 99% of respondents.
Seventy-eight comments were collected and analyzed in Round 2 and used to create the version of the checklist that was finalized in Round 3.

Round 3
A total of 42 participants from 12 countries attended the online meeting, with 17 participants from the core study team and 25 participants from the Delphi panel. The recording of the meeting was made available to all Delphi panel members and had 30 viewers over the following 2 weeks. Quantitative and qualitative data collected and analyzed during the first two rounds were used to create the version of the checklist that was evaluated during Round 3. The final checklist evaluated in Round 3 contained a total of 86 items, organized into a general ED Safety Checklist (Figure 2) and five domain-specific Safety Checklists (Figure 3). The Delphi panel members approved the final checklist, and no further changes were suggested after the online meeting.


Supplementary Table 1. Round 1 results

	Checklist item
	Combined agreementa
	Combined disagreementb
	Undecidedc

	Triage
	
	
	

	Check patient identity 
	91%
	4%
	5%

	Assess vital signs (HR, BP, RR, SpO2)
	99%
	0%
	1%

	Assess mental status 
	98%
	0%
	3%

	Assess presence and level of pain
	93%
	1%
	6%

	Diagnostic evaluation
	
	
	

	Check patient identity 
	94%
	4%
	3%

	Review vital signs (HR, BP, RR, SpO2) 
	96%
	1%
	3%

	Review patient temperature
	93%
	3%
	5%

	Assess mental status 
	95%
	0%
	5%

	Assess presence and level of pain
	95%
	1%
	4%

	Assess allergies
	90%
	3%
	8%

	Discuss the goals of care and code status 
	74%
	8%
	19%

	Consider if a monitor is needed 
	88%
	5%
	8%

	Consider if and which type of IV access is needed 
	86%
	4%
	10%

	Consider if urinary catheter is needed 
	70%
	18%
	13%

	Consider if point of care ultrasound is needed 
	70%
	13%
	18%

	Consider if pregnancy test is needed 
	86%
	4%
	10%

	Consider if glucose finger-stick test is needed 
	88%
	1%
	11%

	Consider if point of care labs/arterial blood gas are needed 
	78%
	8%
	15%

	Consider if ECG is needed 
	93%
	3%
	5%

	Consider if chest x-ray is needed 
	80%
	4%
	16%

	Consider if blood/urinary cultures are needed 
	76%
	10%
	14%

	Consider if ABO blood typing is needed 
	71%
	10%
	19%

	Place all tests/consults orders
	73%
	10%
	18%

	Complete all notes 
	66%
	20%
	14%

	Discuss the plan of care with the ED care team 
	79%
	8%
	14%

	Discuss the plan of care with the patient/family
	76%
	5%
	19%

	Treatment prescription
	
	
	

	Check patient identity 
	95%
	1%
	4%

	Check patient weight 
	73%
	13%
	15%

	Check patient allergies 
	95%
	3%
	3%

	Check if the patient is pregnant/lactating 
	91%
	1%
	8%

	Check if there are other contraindications to therapy 
	89%
	4%
	8%

	Check if there are any drug interactions 
	85%
	1%
	14%

	Check prescribed drug name. formulation. route of administration 
	93%
	1%
	6%

	Check prescribed dosage 
	95%
	1%
	4%

	Consider if dosage correction for renal function is needed 
	86%
	3%
	11%

	Consider if oxygen/ventilatory support therapy is needed 
	86%
	8%
	6%

	Consider if IV fluids are needed 
	89%
	4%
	8%

	Consider if antibiotic therapy is needed 
	88%
	6%
	6%

	Consider if analgesia/sedation is needed 
	91%
	1%
	8%

	Consider which of the patient regular medications are needed during ED stay 
	88%
	4%
	9%

	Consider if nothing by mouth order is needed
	88%
	4%
	9%

	Treatment administration
	
	
	

	Check patient identity
	98%
	1%
	1%

	Check patient allergies 
	98%
	1%
	1%

	Check the prescribed drug name. formulation. route of administration 
	96%
	1%
	3%

	Check the prescribed drug dosage
	95%
	3%
	3%

	Checklist item
	Combined agreementa
	Combined disagreementb
	Undecidedc

	Check if the drug has already been administered
	94%
	3%
	4%

	Consider if patient monitoring is needed 
	91%
	5%
	4%

	Invasive procedures
	
	
	

	Check patient identity 
	96%
	1%
	3%

	Check contraindications 
	94%
	1%
	5%

	Obtain informed consent 
	96%
	1%
	3%

	Consider if patient monitoring is needed 
	95%
	1%
	4%

	Consider if resuscitation equipment is needed 
	96%
	1%
	3%

	Check site of procedure
	94%
	1%
	5%

	Check specimens' labels
	94%
	1%
	5%

	Patient reassessment
	
	
	

	Check patient identity and location 
	86%
	6%
	8%

	Review and interpret all diagnostic test results 
	96%
	1%
	3%

	Review all consultations
	85%
	3%
	13%

	Review the vital signs trend 
	98%
	0%
	3%

	Assess presence and level of pain
	90%
	0%
	10%

	Document all critical information
	90%
	3%
	8%

	Handoff
	
	
	

	Check patient identity and location 
	98%
	0%
	3%

	Discuss the results of the tests/procedures performed 
	98%
	0%
	3%

	Discuss the treatments administered 
	95%
	0%
	5%

	Discuss the plan of care 
	96%
	0%
	4%

	Discuss which results are still pending 
	99%
	0%
	1%

	Discuss which tasks still need to be completed 
	96%
	0%
	4%

	Discharge
	
	
	

	Check patient identity 
	90%
	5%
	5%

	Review and interpret all diagnostic test results 
	98%
	1%
	1%

	Review all consultations 
	93%
	3%
	5%

	Discuss the discharge instructions with the patient/family 
	100%
	0%
	0%

	Discuss the follow-up plan with the patient/family 
	100%
	0%
	0%

	Place all medications and tests orders 
	95%
	0%
	5%

	Complete the discharge note 
	91%
	1%
	8%


aCombined agreement: percentage of strongly agree + agree responses. Items colored in red did not reach consensus for inclusion in the checklist (combined agreement  80%).
bCombined disagreement: percentage of disagree + strongly disagree responses.
cUndecided: percentage of undecided + empty responses.
All percentages are calculated on the total number of respondents for Round 1 (n = 80).
Abbreviations: HR, heart rate; BP, blood pressure; RR, respiratory rate; SpO2, peripheral oxygen saturation; IV, intravenous; ECG, electrocardiogram; ED, emergency department.

Supplementary Table 2. Round 2 results

	Checklist item
	Combined agreementa
	Combined disagreementb
	Undecidedc

	Diagnostic evaluation
	
	
	

	Review if the patient is pregnant/lactating 
	91%
	9%
	0%

	Review presenting complaint and focused history 
	97%
	3%
	0%

	Review current medications
	97%
	3%
	0%

	Review focused physical exam findings 
	97%
	1%
	1%

	Consider if point of care US of chest or abdomen or veins is needed 
	93%
	7%
	0%

	Discuss with bedside nurse need of enhanced clinical supervision (e.g., for risk of falls) 
	91%
	9%
	0%

	Consider if arterial blood gas/venous point-of-care labs with lactate are needed 
	94%
	6%
	0%

	Consider if lab tests are needed
	97%
	3%
	0%

	Consider if microbiological studies are needed
	94%
	4%
	1%

	Consider if chest x-ray is needed
	96%
	4%
	0%

	Discuss plan of care with primary ED team
	93%
	6%
	1%

	Discuss plan of care with patient/family
	93%
	7%
	0%

	Discuss patient preferences and goals of care 
	88%
	10%
	1%

	Patient reassessment
	
	
	

	Review patient clinical condition and treatment response 
	100%
	0%
	0%

	Review differential diagnosis 
	97%
	3%
	0%

	Communicate to bedside nurse need of additional tests or treatments 
	93%
	7%
	0%

	Communicate to bedside nurse working disposition 
	96%
	4%
	0%

	For boarded patients consider prescription of maintenance dose of prescribed drugs
	87%
	12%
	1%

	Handoff
	
	
	

	Discuss illness severity (stable, unstable, "watcher") 
	100%
	0%
	0%

	Discuss patient summary (presenting complaint, history, test results, treatment effects, working diagnosis) 
	99%
	0%
	1%

	Discuss situation awareness and contingency plans (working disposition and bed status, possible scenarios and plans, safety concerns) 
	97%
	3%
	0%

	Synthesis by receiving physician and questions 
	82%
	16%
	1%

	Discuss information to relay to bedside nurse 
	82%
	18%
	0%

	Discharge
	
	
	

	Review patient clinical condition
	97%
	3%
	0%

	Review vital signs trend and most recent values
	96%
	3%
	1%

	Review differential diagnosis
	81%
	18%
	1%

	If the patient is discharged home, verify that invasive devices have been removed
	94%
	6%
	0%

	Verify that the patient is safe to be discharged home
	94%
	4%
	1%

	Discuss with patient/family the summary of ED stay and diagnosis
	99%
	0%
	1%

	Discuss with patient/family the home medication changes if the patient is discharged home
	99%
	0%
	1%

	Discuss with patient/family the warning signs for urgent re- evaluation if the patient is discharged home
	100%
	0%
	0%

	Discuss the patient/family questions
	96%
	3%
	1%

	Triage
	
	
	

	Evaluate general appearance and presenting complaint 
	97%
	3%
	0%

	Evaluate temperature
	93%
	7%
	0%

	Evaluate need of finger-stick glucose
	87%
	10%
	3%

	Checklist item
	Combined agreementa
	Combined disagreementb
	Undecidedc

	Treatment prescription
	
	
	

	Estimate patient weight
	87%
	13%
	0%

	Prescribe all the relevant symptomatic/supportive therapies
	85%
	15%
	0%

	Prescribe all the relevant disease-specific therapies
	88%
	12%
	0%

	Treatment administration
	
	
	

	Vital signs re-assessment considered 
	91%
	9%
	0%

	Invasive procedures
	
	
	

	Verify team members roles
	93%
	7%
	0%

	Verify allergies 
	96%
	4%
	0%

	Verify procedure equipment available and functioning 
	99%
	0%
	1%

	Discuss anticipated critical events
	97%
	3%
	0%

	Verify equipment problems at the end of the procedure
	91%
	9%
	0%

	Discuss concerns for continuing care at the end of the procedure 
	91%
	9%
	0%


aCombined agreement: percentage of strongly agree + somewhat agree responses.
bCombined disagreement: percentage of somewhat disagree + strongly disagree responses.
cUndecided: percentage of empty responses.
All percentages are calculated on the total number of respondents for Round 2 (n = 68).
Abbreviations: US, ultrasound; ED, emergency department.



Supplementary Table 3. Differences in combined agreement according to the income level of the panel members’ country of practice

	Checklist item
	Low- and middle-income countries
No. (%)
	High-income countries
No. (%)
	P value

	Diagnostic evaluation
	n = 37
	n = 43
	

	Consider if urinary catheter is needed
	30 (81)
	26 (60)
	.053

	Consider if pregnancy test is needed
	35 (95)
	34 (79)
	.055

	Consider if glucose finger-stick test is needed
	36 (97)
	34 (79)
	.017

	Consider if point of care labs/arterial blood gas are needed
	34 (92)
	28 (65)
	.006

	Consider if chest x-ray is needed
	33 (89)
	31 (72)
	.091

	Consider if blood/urinary cultures are needed
	31 (84)
	30 (70)
	.19

	Consider if ABO blood typing is needed
	31 (84)
	26 (60)
	.027

	Discuss the plan of care with the ED care team
	31 (84)
	32 (74)
	.41

	Discuss the plan of care with the patient/family
	31 (84)
	30 (70)
	.19

	Treatment prescription
	n = 37
	n = 43
	

	Check patient weight
	31 (84)
	27 (63)
	.046

	Check if there are any drug interactions
	35 (95)
	33 (77)
	.031

	Consider if oxygen/ventilatory support therapy is needed
	35 (95)
	34 (79)
	.055

	Consider which of the patient regular medications are needed during ED stay
	36 (97)
	34 (79)
	.017

	Patient reassessment
	n = 37
	n = 43
	

	Review all consultations
	35 (95)
	33 (77)
	.031

	Triage
	n = 33
	n = 35
	

	Evaluate need of finger-stick glucose
	32 (97)
	27 (77)
	.028

	Handoff
	n = 33
	n = 35
	

	Synthesis by receiving physician and questions 
	30 (91)
	26 (74)
	.11

	Discuss information to relay to bedside nurse 
	29 (88)
	27 (77)
	.34

	Discharge
	n = 33
	n = 35
	

	Review differential diagnosis
	31 (94)
	24 (69)
	.012


Abbreviations: ED, emergency department.


Supplementary Figure 1. PRISMA flow diagram for the identification of studies for the systematic review
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Supplementary Figure 2. User groups most likely to benefit from the new checklist



Results of the survey conducted during Round 2 to identify the main users of each checklist section. Participants (n = 68) were asked which ED clinician would benefit from the use of each checklist section at their institution.
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Supplementary Appendix 1. Search strategy for the systematic review

CINAHL with Full Text via EBSCO (1963+):
	S15
	S11 NOT S14

	S14
	S12 OR S13

	S13
	TI(review or metaanalysis or meta-analysis) 

	S12
	(MH "Child+" OR MH "Adolescence+") NOT (MH "Aged+") 

	S11
	S3 AND S6 AND S10

	S10
	S7 OR S8 OR S9

	S9
	TI(emergency N5 (error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*)) OR AB(emergency N5 (error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*)) 

	S8
	TI(error* N5 (communicat* or knowledge* or diagnos* or medication* or drug* or dose* or dosage* or procedur* or treatment* or allerg* or physical-exam* or test* or lab* or imaging or consult* or abnormal* or vital-signs or discharg* or document* or checklist* or prevent*)) OR AB(error* N5 (communicat* or knowledge* or diagnos* or medication* or drug* or dose* or dosage* or procedur* or treatment* or allerg* or physical-exam* or test* or lab* or imaging or consult* or abnormal* or vital-signs or discharg* or document* or checklist* or prevent*))

	S7
	TI(omission* or omit* or neglect* or overlook* or forget* or forgot* or (fail* N2 (act or detect* or diagnos* or document* or chart* or recogni* or identif* or report*)) or misdiagnos* or wrong-site* or wrong-patient* or wrong-drug* or wrong-dos* or wrong-medic* or wrong-procedur* or wrong-treatment* or incorrect-dos* or incorrect-site* or incorrect-patient* or incorrect-drug* or incorrect-medic* or incorrect-procedur* or incorrect-treatment* or misprescri* or mis-prescri* or inaction) OR AB(omission* or omit* or neglect* or overlook* or forget* or forgot* or (fail* N2 (act or detect* or diagnos* or document* or chart* or recogni* or identif* or report*)) or misdiagnos* or wrong-site* or wrong-patient* or wrong-drug* or wrong-dos* or wrong-medic* or wrong-procedur* or wrong-treatment* or incorrect-dos* or incorrect-site* or incorrect-patient* or incorrect-drug* or incorrect-medic* or incorrect-procedur* or incorrect-treatment* or misprescri* or mis-prescri* or inaction)

	S6
	S4 or S5 

	S5
	TI(error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*) OR AB(error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*) 

	S4
	(MH "Health Care Errors+") OR (MH "Sentinel Event") 

	S3
	S1 OR S2 

	S2
	TI(emergency N2 (care or department* or room* or medicine or service* or unit* or ward* or physician* or nurs*)) OR AB(emergency N2 (care or department* or room* or medicine or service* or unit* or ward* or physician* or nurs*))

	S1
	(MH "Emergency Patients" OR MH "Physicians, Emergency" OR MH "Emergency Service+" OR MH "Emergency Medicine" OR MH "Emergency Nursing+" OR MH "Emergency Care+") 


 

Cochrane Central Register of Controlled Trials (CCTR) via Ovid (1991+):
	#
	Query
	Results from 22 Nov 2022

	1
	(emergency adj2 (care or department* or room* or medicine or service* or unit* or ward* or physician* or nurs*)).ab,hw,ti.
	20,696

	2
	(error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*).ab,hw,ti.
	25,858

	3
	(omission* or omit* or neglect* or overlook* or forget* or forgot* or (fail* adj2 (act or detect* or diagnos* or document* or chart* or recogni* or identif* or report*)) or misdiagnos* or wrong-site* or wrong-patient* or wrong-drug* or wrong-dos* or wrong-medic* or wrong-procedur* or wrong-treatment* or incorrect-dos* or incorrect-site* or incorrect-patient* or incorrect-drug* or incorrect-medic* or incorrect-procedur* or incorrect-treatment* or misprescri* or mis-prescri* or inaction).ab,hw,ti.
	10,938

	4
	(error* adj5 (communicat* or knowledge* or diagnos* or medication* or drug* or dose* or dosage* or procedur* or treatment* or allerg* or physical-exam* or test* or lab* or imaging or consult* or abnormal* or vital-signs or discharg* or document* or checklist* or prevent*)).ab,ti.
	2,838

	5
	or/3-4
	13,612

	6
	(emergency adj5 (error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*)).ab,hw,ti.
	99

	7
	or/5-6
	13,658

	8
	1 and 2 and 7
	245

	9
	(neonat* or newborn* or infan* or toddler* or p?ediatric* or child* or girl* or boy* or adolesc* or teen* or youth).ti.
	147,475

	10
	(Journal: Conference Proceeding or Conference Proceeding).pt.
	188,777

	11
	(review or metaanalysis or meta-analysis).ti,pt.
	8,301

	12
	or/9-11
	331,218

	13
	8 not 12
	153


 

Embase via Ovid (1974+):
	#
	Query
	Results from 22 Nov 2022

	1
	exp Emergency Service, Hospital/ or Emergency Medicine/ or Emergency Nursing/
	59,852

	2
	(emergency adj2 (care or department* or room* or medicine or service* or unit* or ward* or physician* or nurs*)).ab,kf,ti,dq.
	289,895

	3
	or/1-2
	313,880

	4
	error/ or omission error/ or medical errors/ or diagnostic errors/ or medication errors/ or near miss, healthcare/
	286,856

	5
	(error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*).ab,kf,ti,dq.
	559,188

	6
	or/4-5
	779,502

	7
	omission error/
	88

	8
	(omission* or omit* or neglect* or overlook* or forget* or forgot* or (fail* adj2 (act or detect* or diagnos* or document* or chart* or recogni* or identif* or report*)) or misdiagnos* or wrong-site* or wrong-patient* or wrong-drug* or wrong-dos* or wrong-medic* or wrong-procedur* or wrong-treatment* or incorrect-dos* or incorrect-site* or incorrect-patient* or incorrect-drug* or incorrect-medic* or incorrect-procedur* or incorrect-treatment* or misprescri* or mis-prescri* or inaction).ab,kf,ti,dq.
	347,275

	9
	(error* adj5 (communicat* or knowledge* or diagnos* or medication* or drug* or dose* or dosage* or procedur* or treatment* or allerg* or physical-exam* or test* or lab* or imaging or consult* or abnormal* or vital-signs or discharg* or document* or checklist* or prevent*)).ab,ti.
	61,316

	10
	or/7-9
	403,266

	11
	3 and 6 and 10
	3,929

	12
	(emergency adj5 (error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*)).ab,kf,ti,dq.
	979

	13
	or/11-12
	4,444

	14
	exp juvenile/ not exp adult/
	2,468,999

	15
	limit 13 to (books or chapter or conference abstract)
	1,784

	16
	(review or metaanalysis or meta-analysis).ti,pt.
	3,429,451

	17
	or/14-16
	5,739,218

	18
	13 not 17
	2,000


 

MEDLINE via Ovid (1946+ and Epub Ahead of Print, In-Process & Other Non-Indexed Citations and Ovid MEDLINE(R) Daily):
	#
	Query
	Results from 22 Nov 2022

	1
	exp Emergency Service, Hospital/ or Emergency Medicine/ or Emergency Nursing/
	113,114

	2
	(emergency adj2 (care or department* or room* or medicine or service* or unit* or ward* or physician* or nurs*)).ab,kf,ti.
	191,196

	3
	or/1-2
	231,662

	4
	medical errors/ or diagnostic errors/ or medication errors/ or near miss, healthcare/
	70,822

	5
	(error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*).ab,kf,ti.
	427,601

	6
	or/4-5
	475,406

	7
	(omission* or omit* or neglect* or overlook* or forget* or forgot* or (fail* adj2 (act or detect* or diagnos* or document* or chart* or recogni* or identif* or report*)) or misdiagnos* or wrong-site* or wrong-patient* or wrong-drug* or wrong-dos* or wrong-medic* or wrong-procedur* or wrong-treatment* or incorrect-dos* or incorrect-site* or incorrect-patient* or incorrect-drug* or incorrect-medic* or incorrect-procedur* or incorrect-treatment* or misprescri* or mis-prescri* or inaction).ab,kf,ti.
	261,449

	8
	(error* adj5 (communicat* or knowledge* or diagnos* or medication* or drug* or dose* or dosage* or procedur* or treatment* or allerg* or physical-exam* or test* or lab* or imaging or consult* or abnormal* or vital-signs or discharg* or document* or checklist* or prevent*)).ab,ti.
	43,528

	9
	or/7-8
	301,915

	10
	3 and 6 and 9
	2,044

	11
	(emergency adj5 (error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*)).ab,kf,ti.
	670

	12
	or/10-11
	2,400

	13
	(exp infant/ or exp child/ or adolescent/) not exp adult/
	2,092,429

	14
	(review or metaanalysis or meta-analysis).ti,pt.
	3,420,152

	15
	or/13-14
	5,311,080

	16
	12 not 15
	1,825

	17
	from 16 keep 1-1824
	1,824


 

Web of Science Core Collection via Clarivate Analytics (Science Citation Index Expanded 1975+ & Emerging Sources Citation Index 2015+):
	#9
	#7 NOT #8 and Meeting Abstract (Exclude – Document Types)

	#8
	(TI=(neonat* or newborn* or infan* or toddler* or p?ediatric* or child* or girl* or boy* or adolesc* or teen* or youth)) OR TI=(review or metaanalysis or meta-analysis)

	#7
	#1 AND #2 AND #6

	#6
	#3 OR #4 OR #5

	#5
	TS=(emergency NEAR/5 (error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*))

	#4
	TS=(error* NEAR/5 (communicat* or knowledge* or diagnos* or medication* or drug* or dose* or dosage* or procedur* or treatment* or allerg* or physical-exam* or test* or lab* or imaging or consult* or abnormal* or vital-signs or discharg* or document* or checklist* or prevent*))

	#3
	((TS=(omission* or omit* or neglect* or overlook* or forget* or forgot*)) OR TS=(fail* NEAR/2 (act or detect* or diagnos* or document* or chart* or recogni* or identif* or report*))) OR TS=(misdiagnos* or wrong-site* or wrong-patient* or wrong-drug* or wrong-dos* or wrong-medic* or wrong-procedur* or wrong-treatment* or incorrect-dos* or incorrect-site* or incorrect-patient* or incorrect-drug* or incorrect-medic* or incorrect-procedur* or incorrect-treatment* or misprescri* or mis-prescri* or inaction)

	#2
	TS=(error* or erroneous* or mistake* or near-miss* or close-call* or sentinel-event* or oversight or omission* or preventable-adverse-event*)

	#1
	emergency NEAR/2 (care or department* or room* or medicine or service* or unit* or ward* or physician* or nurs*) (Topic)




Supplementary Appendix 2. Free-text comments collected during Round 1 and 2 of the Delphi process
Color coding:
Items to add/advantages
Items to remove/drawbacks
Other suggestions

General comments on the proposed ED Safety Checklist
	Whereas emergency room requires timely intervention, safety for self and patient is still paramount to prevent avoidance errors. Therefore, checklist is one of those tools that can help guide actions to ensure safe and adequate emergency care

	Unfortunately there is no certain check list in our ED ward.  I think this would help ER physicians for better practice and management.

	It's very useful. We are in the process of standardizing all day-to-day practices in the ED

	Helps the residents in clinical decision making and improving patient safety, provided residents do not blindly check off the list.

	Seems like checklists could have a big impact on patient safety in the ED. The non-linear flow of action in the ED will be one of the biggest challenges here.

	Accurate checklists help us identify all the steps required for a process. We will be able to identify vital tasks and prioritize them. We will be able to divert your attention, time, and effort in completing these before others.

	congratulations for the nice project which i believe will bring uniformity in ED across the global village and hence serve a lot of life

	I hope there will be such an effective and generally accepted checklist in every ED department to help us for better management and to reduce certain errors in practice.  

	We are working hard to develop the most complete checklist possible to apply in the ED but fortunately we were able to participate in the survey of CERTAIN ED Delphi process and we found it to be very perfect and appropriate compatible with our emergency system.

	This should be a template form for EHR and not a separate document or program. I think it is very well put together and thought through.

	Excellent questionnaire with a number of thought provoking recommendations and a lot of emphasis on what makes really good ED care     

	checklist usage is very important and it will help in minimising the mistakes in a chaotic emergency department

	Thank you so much for creating and suggesting such a comprehensive safety net - I am curious to learn about the weighting of these parameters by the participants.

	Even though checklists, all needn't be done for every parent and sometimes some other tests will be done as per the physicians expertise. 

	Checklists may be sometimes pain in the neck especially in overcrowded ED with less medical personnel and/or MD

	Unsure that I would use it.

	I fear that this list will lead to the prescription of many tests, procedures, therapies (including antibiotics!)...

	Too long. Should focus on initial and discharge and hand-off only

	I worry about spending all your time ensuring checklist are checked and forgetting about the patient

	I must be honest: I am not sure that a general checklist for all patients can be implemented.    In busy EDs, physicians will not adhere to this for all patients. I would rather focus on specific situation at risk. But to be honnest again, I am not very confident that this can help and be used...

	The checklist is too long with too many unspecific tasks. It does not address many of the risks that exist in the ED, e.g. risk of falls, risk of pressure ulcers, distended bladder. I also lack the question: Have risks of deterioration been identified and communicated to team?  

	This is a great academic exercise but I worry about the real world applicability given how incredibly long this is. Is there a president for anything like this in other areas of medicine that is in use? In general would try to focus on the questions/domains that have some reasonable evidence that they ever get missed - the highest yield areas - and stick to that.

	A discussion of the process if using this checklist in a particular order that is most suitable should be tailored with the checklist itself for better orientation

	If there were some groups for each ED, it would be better. For example my ED had more than 100 new emergency patients one day, it maybe different need from the basis community ED. FYI for all above-mentioned.

	To the question above about where to embed - sure for med students would be great in a book, or even perhaps early stage residents, but for the rest - different sections of this I think have different value. For example a 're evaluation' checklist or 'pre disco' - SUPER helpful - as a pop up, the 'after initial eval' less so.

	Remove the right hand column in every zone, just have a blank checkbox. Would be good to use for "safety Rounds" by ED manager as they round on bedside RN. Could make checkmark with dry erase marker on laminated card.

	The emergency department safety checklist should be designed to swiftly identify and draw attention of the health care team to the most sick and confirm life saving interventions needed and instituted. Therefore at each stage of critical patient handling in the ED , the safety checklist should provide for documenting a particular life saving intervention made by the team eg correcting hypoglycemia, arresting  hemorrhage, securing airway or proper patient positioning at triage or at any other station of patient care where any of these might be necessary. Therefore the last sentence   on each of the first 1 pages of the checklist could be " urgent life saving interventions done...................to ensure that the teams do not move the patient to the next stage of care before instituting the urgently needed measures within their means

	The treatment plan and the medication to be administered must be evaluated or discussed with a limited number of doctors, since in some cases it can lead to different treatments being suggested and not one by unanimous decision.

	The checklist is very good and comprehensive. Adding schemes or mnemonics will make is more practical and memorable

	Should admission be a separate category? Potentially could be considered either in the handoff or discharge section and will overlap some with both, but really it seems like a distinct entity. 

	Consider a provider/physician checklist and a RN checklist.

	Add a checklist for preventing and controlling infections.

	All items on checklists are important elements of good clinical work but almost all of them are already an integral part of the services provided. If the staff is required to use checklist for obvious things like doing an H&P and order labs, this could result in significantly increased load of work and the "click fatigue" that is already a huge problem in health care. 

	We do not have Physician assistant, aiming to have  still not yet available

	We currently have procedures and policies and have most of this in place but the checklist can help other hospitals. This can help the residents and medical students think through the cases. 

	Include diagnostic reasoning schemes / diagnostic errors safeguards 

	Patient preferences and goals of care is redundant if the plan of care is implemented
I don't think that something like working disposition should be on checklist 

	Look very well prepared
Cultural/ social and religious preferences need to be acknowledged and documented




Triage section
	We use ESI(emergency severity index) for triage patient at first  consider requirement of emergency medical intervention (intubated, unresponsive, pulselessness, apneic, severe
respiratory distress, profound hypotension or hypoglycemia), high risk of deterioration, acutely altered mental status, severe pain, altered vital signs (HR, RR, SpO2; BP and Temperature not explicitly included)

	If the safety checklist is to be Universal and for use in any department then the triage section should include -  - Assess for bleeding  -Blood sugar  -Temperature    -In surgical, Obstetrics and Gynecology emergency departments omission of assessing for bleeding in a patient at triage (especially those with concealed hemorrhage ) means deterioration of the patient.  -Hypoglycemia in the critically ill if missed at triage leads to poor treatment outcome; Hyperglycemia too complicates patient manage if not diagnosed swiftly at triage.  - Temperature shouldn't be missed among the vitals at triage   

	Identity, level of conciousness and vital signs are crucial initial steps in the ED mgt of any patient    Whereas pain is a common presentation, it can be addressed only after the above , but within the ED

	We check BS by glucometer in patient with decrease in level of consciousness. we also check tempreture in triage

	Depending on the kind of patient, sometimes it won't be easy to take the patient's identity like in the case of trauma or critically ill  patients

	It is also important to ask or measure the patient's temperature.

	Identity may be checked after making sure the patient is not red or orange triage

	I would include the pregnancy state or puerperium and allergies. 

	Presentation symptom should be added to the triage list. 

	Assessing the main reason for ED visit is important

	Australia uses the Australasian Triage Scale which mandates minimum data to be collected during triage assessment  (The triage assessment involves a combination of the presenting problem and general appearance of the patient, and may be combined with pertinent physiological observations)

	Most important asspect of the cheklist is the identity chek, since other data is routinelly entered in the triage form, and identity is often assumed based on what is entered in the computer system by a clerk.

	Vital signs should be split into individual items on the checklist based on each vital sign (e.g. one item for BP, one item for SpO0 etc), as they are often not checked simultaneously

	The presence of these elements is essential, but so is the interpretation grid, to avoid under-evaluation and over-evaluation of the priority

	We combined the assessment of the vital signs with a scoring system. we called the early warning scoring system. Check this document     https://www.rcplondon.ac.uk/projects/outputs/national-early-warning-score-news-0. Comprise RR, SpO2, temperature, sBP, HR, consciousness.

	Adding "Assess Temperature" in the triage phase can be useful to complete the vitals assessment, especially whether infectious risk should be considered

	All these information are necessary to avoid severe errors and to collocate the patient in the right path

	Is there any data supporting that we get the identity wrong at the point of triage? This is not a failure mode I have seen and in general with checklists would remove items that don't represent any fallibility  

	Pt identity is already performed in all patients

	One doesn't die from pain itself and pain is subjective

	Presence and level of pain should probably be split. Presence is likely to be important, especially depending on the location. I am not sure level is important.

	Important to ask RNs as they are end user here. Also why is temperature not listed in vital signs? In my opinion this is the most frequently missed vital sign and should be checked at triage.

	The purpose of triage is to identify patients needing immediate resuscitation; to assign patients to a predesignated patient care area, thereby prioritizing their care; and to initiate diagnostic/therapeutic measures as appropriate.

	A section of the summary of just presenting complaint and brief history might help to be included just after the vitals section at initial encounter

	Assessing the demographics, vitals, mental status and pain score are essential in a triage area and omitting one of them can lead to under triage or over triage

	Determine need for immediate eval ie ESI or triggers for emergency intervention 

	Revaluate pain response to therapy 

	Also evaluate work of breathing and circulation (such as Capillary refill,  Blood pressure, central vs peripheral pulse, heart rate, filling situation)...

	Temperature can be included in the "evaluate vital signs" section, rather than being a stand alone in the checklist 

	Finger stick glucose just in case we have a neurological deterioration or known insuline user

	Comorbidities, medications and allergies should be recorded if the patient is to wait before entering the ED

	Point number two where there is temperature we can generally write vital signs 

	Identify primary family contact for the patient and way to keep in touch with him if needed 
Ask for allergies

	ECG for those who are over 40 years

	Finger-stick glucose should be perform generally but not all. In some situation, it's not reasonable to do finger-stick glucose, eg young patient with no prior abnormal history, come to ED causes of mild  cutting wound of hand, normal consciousness. Doing this test in this circumstance can cause more pain, incurred cost, complaint of patient and more work for medical staff

	Need for urgent ECG/ cardiovascular/ neurological intervention




Diagnostic evaluation section
	Once the vitals and mental state are evaluated, the rest of the items like pain, allergies, as well as other tests can always follow once the life-threatening emergencies are addressed.  Including them in the initial checklist, would make it unnecessarily long and time consuming, for an ED setting.  These can probably be included in a "next actions" page  after the initial contact page... during full clerkship

	It is difficult to make definite decisions on plan of care on the initial few minutes of patient assessment always. Ater initial assessment and stabilisation, perhaps it can be done

	When it comes to documentation in the ED, patient care is the priority then documentation later so initially you will do basic documentation then later after stabilizing your patient you will do full documentation    discussion with the ED team or other departments most of the time will be done later after the initial investigation and management unless in direct cases

	Where is 'focused history including key components of presenting complaint and risk factors for conquering items on ddx' or something like that? In my ED shift yesterday it struck me in our high acuity area that all of these items we're often quite good at - but the history is often forgotten or overlooked by residents and represents significant risk of diagnostic error

	It is also important to ask or measure the patient's height and weight during this stage. This is helpful for the administration of certain drugs.

	If the aim is to be a general checklist then the ones I marked agree with are important to include, but if in the future in EMR then maybe best to tailor list to the differential diagnosis so as to avoid checklist fatigue

	Suggest a question about potential risks during ED stay, e.g. risk of falls, risks of delirium, risk of self harm. Nursing aspects are missing.

	Many of these factors lead to the systematic prescription of examinations and procedures (e.g., iv line, which is very often unnecessary and responsible for a longer stay in the emergency room).   In our department, we consider that triage indicates the place of installation/consultation box, and that examinations and procedures must be prescribed and performed in the box, not upstream, because this is a frequent source of overconsumption of diagnostic and therapeutic procedures, and of delay in the care of patients in the triage sector (this time indicator is essential for us).   Triage team (nurse) prescribes radiology examinations for extremity trauma without severity. This saves a lot of time in the patient circuit

	I would not place ordering of exam in a checklist...    I try to "disagree" with several items so the checklist can be shorter. If not, it is unlikely that there will be close adherence

	Discuss the goals of care (for all patients ) and code status (if relevant)    Shall we include the indication of each interventions in the explanation / rationale  

	Evaluate risk of fall, risk of pressure ulcers and patient autonomy

	What about individual items for   patient's history has been reported  home therapy list has been reported  Main patient's complaint has been focused?    I think it would be useful to check items of actions that are often at risk of being overlooked in the overcrowded ED.    Reporting all the available actions which can be done can make the check list too long.     Instead of "Consider if urinary catheter is needed" an item "Consider if urinary output should be monitored and how?" can encourage noninvasive monitoring when it is possible       

	Istat - many places don't have   consider cultures - be careful planting seeds that can lead to over testing   complete all notes - many people don't work in environments where that is reasonable or feasible   

	Whether of not to perfom POCUS or order x-rays is part of the medical workup. Better if the checklist focuses on things that are easily forgotten/omitted. 

	I think all this happens in our heads while we are seeing a patient.Going through a checklist might help less experienced providers (students, residents, NP/PA with less experience)

	0. Goals of care and resuscitation are not relevant in most ED patients and therefore cannot be the standard in caring for each patient given time constraints. Clearly if a patient presents with life threatening disease this may need to be  part of the conversation     0. Patients do not survive based on documentation   Ideally a running online chart with brief history, care plan and pending tests should be part of the record as soon as one takes leave of the patient

	Same comment about pain as the triage comment. The ED care team seems a little problematic here. It is probably important, but it sort of depends on who that refers to (which isn't really clear here).

	Is initial assessment done by the bedside RN? I am assuming yes. If provider should make that clear. And then I would say the first half of these questions should be aimed nursing.     I am answering the first half (until urinary catheter) s if these are done by RN, the second half should be done by provider. My answers apply as if provider were asking them.

	Initial Assessments process used to identify and treat life-threatening problems, Assessment concentrating on Level of Consciousness, Cervical Spinal Stabilization, Airway, Breathing, and Circulation.

	What is up for discussion will end up being just marked without being done
Maybe say that you should discuss with the consultant about the further plan, considering that with us, Younger doctors have to present every patient to the senior (specialist, consultant) in the service

	There is a fundamental question in the answers here related to what you’re trying to focus on. What juice is worth the squeeze. A pilots checklist doesn’t include ‘sit down in the seat’ - so what items (like ‘review history and presenting complaint’) are in that category? For every additional item on the checklist, it’s less likely to get used.

	The assessment, investigative and diagnostic process is patient-centered, timely, reliable, and of high-quality. A working diagnosis or list of possible diagnoses will be developed and discussed with the patient. Treatment and assessment may occur concurrently. Repeated assessment may be required.

	It is impossible to do a diagnostic evaluation without checking or considering most of these things. A checklist should include critical steps that tend to be overlooked. 

	Discuss with nurse where to have the patient waiting and how to perform diagnostic tests (in bed, in chair, in waiting room)

	All these are crucial inclusions, and not time consuming. They've to be part of the care for any patient 

	I prefer to separate pregnancy from lactation because the pregnancy can change the approach and the plan significantly. however, lactation is only important when prescribing medications. 

	ask for covid, influenza immunization status. ask if the patient has had covid episodes 

	Review the type of patient diet or if the patient should be NPO 

	If this is after primary survey and stabilization, pregnancy and breastfeeding should have been recorded then patient preferences are in the part where we discuss plan of care

	Have to check on personal habits like smoking if that is needed in this study as pollution and not smoking should be the cause of the results. Around industry areas , so may be location can be looked into.

	At this stage, talking to the patient's primary physician (if any)  can be considered to get to know any pertinent medical/surgical history and/or current health concerns being managed just in  case patient might have forgotten some information that could be critical to their care at that moment.




Treatment prescription section
	Most of the listed items are important in general patient care, but in the ED, the urgent potentially life-threatening issues are to be addressed.  The rest can be addressed even outside the ED.  In some settings, and for most drugs, general adult/ paed doses can be used for emergencies, rather than strictly weighing everyone at initial encounter

	We don't routinely weigh adults in our ED, at best we estimate weight 

	Although i find this form to have all the date i find it to large for a routin use esp for trivial mediction (paracetamol iv etc)     Consideration for ventilator/fludis/analgesia is in my opinion for the first cheklist     NPO order should be included in triage assesment and the first encounter)     MAybe consider including all the current therapy reviewed item ? 

	We must define "other contraindications"  Antibiotic use must be considered only for sepsis patients. 

	Using a scheme to arrange the items will help the memorization. Can we include the 1 S mnemonic:  0. Site of care (ICU. HDU, Ward)  0. Supportive treatment (e.g. Fluids, Oxygen)  0. Symptomatic treatment (e.g Ananelgasic, anti-emetic, etc)   1. specific treatment (antibiotics, thrombolysis for MI etc )  1. speciality referral or input.

	Adding specific therapies can make the checklist much longer.   MAybe only therapies at risk of being forgotten can be specifyed?   E.g.  home therapy or analgesic therapy or fluids in case of a patient with NPO?   Add item: have therapies to be repeated been scheduled? (e.g.ATB?)      Consider if oxygen/ventilatory support therapy is needed could be inserted in the previous step when vitals and  all immediate patients requirements are evaluated      

	Better to make the list short and with things that are easily forgotten, e.g. lactating

	Oxygen - would be interesting to know if this is EVER missed. Checklists, like surveys, need to be as short as possible. with all additional questions you lose uptake. This one I think is low yield (unless any evidence it gets missed?)  Pt weight - such a small number of meds/fluids when you need this. Low yield and frankly not feasible in most ED situations where it's even relevant. 

	Regular meds can be ordered later if they are staying for long

	Most medications are not weight based in the ED, although a weight may be necessary, more likely than not it will need in an adult population and cannot be mandated due to time constraints.     Regular medication administration is a by product, for the most part, of ED crowding. If patients are expected to have long stays in the ED or stay goes beyond the industry standard, say 0 hours, then a review of which of the patients  regular medications are needed during ED stay takes on greater meeting 

	Regarding the last item, if a procedure is urgent/emergent it should be done regardless of PO status. If not, it probably isn't that important here. I can't think of a time I have ever seen a procedure delayed in the ED due to PO status. 

	Assuming this is for provider

	Taking your medicine as prescribed or medication adherence is important for controlling chronic conditions, treating temporary conditions, and overall long-term health and well-being. A personal connection with your health-care provider or pharmacist is an important part of medication adherence

	For high risk meds, ensure correct route and dose and renal adjust. 

	Simplify - put special considerations
(pregnancy, contraindications, etc.), for analgosedation special flow chart
with us, patients do not stay in the ED for so long that they need to order a meal (very rarely)

	Some items on list are pretty obvious, you generally don't need a checklist to remember to decide if a patient needs oxygen or ventilatory support. Checklists should be to help you remember to consider steps that tend to get overlooked.

	The last two here are too general to be actionable 

	Patients are monitored following the administration of medications

	Wt is rarely relevant in treating adults 

	Accurate weight estimation is often difficult in ED

	Estimate patient weight if not known by the patient or patient unconscious) also check the ideal body weight for further treatment 

	Having "prescribe all the relevant..." will extend the list without significant help

	The patient may be reevaluated with regard to disease-specific therapies by relevant clinics during working hours

	Ensure patient comprehension and understanding of the medication dosage, route and side-effects/ interactions




Treatment administration section
	This is generally important in any drug administration

	I would add another variable: Check if the drug is a high-risk med that needs double verification (electrolytes, insulin, LASA (looks alike, sound alike, etc.) 

	Maybe this should use the 1 rights of medication administration or the 7 rights, aim to align to standard that is used widely in nursing medication administration  à 7 rights of administration: individual, medication, dose, time, route, documentation, response

	I find that the safety system for drug administration should be more robust than trying to check if the drug has already been administered... or if some other procedure has already been made... 

	I would advise against having the same items twice for prescription and administration

	Some duplication from prior page - would suggest streamlining this. 

	This is for RN 	

	2x2 eye principles in drug administration
Check again the vital signs before giving the drug (e.g. is there still a hypertension before giving a antihypertensive therapy)

	The nurses should also check for the intravenous access.

	I do not consider the detection of all vital signs before administering the drug to be of little importance (unless it is foreseen for the specific administration), however, I believe an effective "quick look" to verify the need to detect them is essential

	asses, change, re-assess

	Reviewing vitals can't be included for before drug administration. This can be reserved for specific meds in specific conditions. E.g BP/glucose lowering drugs, one is compelled to check these first.
Otherwise for the other drugs, it's unnecessary. The routine ED vitals monitoring protocol would suffice 

	Pain score

	Explain to the patient briefly before administrating certain drugs with side effects.

	If the vital signs worsen, the primary physician should be notified immediately.

	Additionally, we should provide pain score

	consider any pre-treatmnet that needs to be administered




Invasive procedures section
	I think resuscitation equipment has to always be there

	Ideally, each procedure needs a separate checklist

	I would add another variable: Check if all the material and instrumental its complete before beginning the procedure

	We don't routinely get written consent for procedures performed in our ED. Maybe we should? 

	Check this document     https://rcem.ac.uk/wp-content/uploads/0000/00/Invasive_Procedure_Checklist_for_EDs_May0006.pdf

	Add presence of all needed material and check that is functioning, availability of additional necessary devices, plan B for unpredicted complications 

	What about adding item: check full availability of the procedural material?

	I think a general procedure checklist is too unspecific to be useful. 

	We use WHO checklist modified for ED procedures

	Informed consent is understood in regard to most ED procedures particularly if not performing them is life threatening. I would caution not to waste signifcant  time on consent when a patient is unstable 

	Unclear what test might mean here - test often means diagnostic. I think this should just be for procedures. 

	When sending blood samples in particular, GXM, always ensure to ask 0 identifiers open endedly.    when performing procedure, ensure correct site.    

	No need to verify allergies and team member roles.
Patients' blood type should be confirmed.

	Reassess and record vital signs at the end of the procedure

	I am worried about creating a list that its so extensive that it will not be used

	consider Retained guidewire risk

	The checklists for procedures have to be specific and generic lists should not be used
Any procedural errors or complications need to be documented




Patient reassessment section
	By time revelation comes, patient condition and status, should be clear  

	With my stay in the ED, I think this is one of the very important parts of emergency medicine RE-EVALUATION

	This would be good if built into EMR that it is timed so as to meet decision target timeframes 

	For non-priority patients in the emergency room, is there a set routine for monitoring vital signs?  Same for priority patients   How do we define priorities, on triage and on location?

	What about adding   Assess persistence or resolution of patient's main complaints?

	Alert the nurses for any urgent orders.

	This is also too vague to be useful.

	I would call out with vital signs - and most recent set of vitals. different than trend. I would also call out 'review any pending, unresolved labs or imaging' 

	Please see my prior comments on documentation and pain 

	Last item seems kind of vague. Not really sure what it means. 

	Probably less value in checklist approach to patient re-eval than for other instances.

	Clinical re-assessment of the patient incl. vital signs and GCS and body check (difference to the first assessment)

	These ones all represent easily missed essentials - that seems like the sweet spot here. 

	As the emergency management is preferentially focused on the rapid stabilization of the patient and transfer to the respective units for the definitive workup and management. Reviewing differential diagnosis may fall out of favor as a necessary tool in the ED.

	For boarded patients, a treatment plan not only drugs prescription are suggested

	Update patient and family after first diagnostic workup results are available

	Consider need of additional tests and treatments based on diff. dg. and patient clinical condition and treatment response

	Highlight significant investigation findings that warrant closer monitoring eg elevated serum potassium 
Highlight key clinical examination findings that require particular monitoring eg signs of drug toxicity for instance tendon reflexes for those on MgSO4 

	Discuss plan of care with the specialty involved
Discourage unnecessary boarding and ensure expeditious and safe disposition
Monitor LOS and wait time (not a clinical indicator but the impact is significant)




Handoff section
	Horrible party of ED, if not well considered it leads to a lot of unnecessary delays, mismanagement and sometimes losing life

	Documentation is needed.

	According to the system I-PASS, a short code of the illness severity (Stable, "Watcher," Unstable)  and synthesis by the receiver would be helpful.       

	This is a significant safety check point 

	Can we use the Ipass the baton checklist here?    https://www.profsolutions.com/webres/File/physicians/sample_forms_library/MD%00Connection%00Newsletter%00INSERT%001_01%00x%001_1_FNL.pdf

	What about a specific item after patient identification and location:  Discuss patient's main complaint/reason for ED visit    

	I wouldn't re-create the wheel on this one. IPASS exists - consider using that. I think the 'watcher' or acuity conversation and contingency planning is actually really helpful in IPASS 

	A discussion of results can be electronic, as in a check list a summary sentence of patients care and plan on a dashboard, as it is in our institution, rarely needing verbal clarification 

	Should also add assessment of stability/patient condition. Maybe IV access as well. 

	Handouts can be vague, consider to add a reminder to verbalize the assessment, what you think is going and and what have you excluded.

	Discuss the will of the patient in dependence to the test results.

	These are all fine - but I would encourage you to not boil the ocean here - don’t bite off pass off - instead link to already validated tools like iPass.

	We should build a structured clinical handover at all points of transition of care, including when a patient leaves or returns to the ED, and whenever staﬀ changeovers occur. 

	I am convinced that also the hand-off among the nursing staff would benefit from this checklist (which even if the contents could be different ), would provide a frame of mind for an effective hand-off .

	All of this should be in an electronic format with info readily viewable to oncoming or admitting physicians or nurse. Direct communication is needed only if critical actions or information needs to be transmitted or there is info which cannot easily be placed on an electronic dashboard 

	Do a joint doctor-nurse recap after handover with rapid visual patients’ re-assessment

	Checking for synthesis by the receiver, might not necessarily apply.
The other issues are enough, especially that most of the initial management plan is well documented, and the ED might have several patients anyway. I would rather emphasize proper documentation to sort this, rather than wasting valuable time to assess synthesis by the receiver 

	Discuss any system or health facility or Departmental challenges or gaps affecting patient care and how to get them addressed in the shift starting

	Discuss any non-clinical events related to the patient
Brief about errors that may have happened in patient management and ensure detailed documentation by the outgoing team of such events
Detailed brief regarding difficult patient or family




Discharge section
	I think a doctor has to think of the worst-case scenario that will happen to a patient once discharged before doing so. we can consider that in the checklist   I sometimes see a lot of readmissions and lost life due to poor decisions during discharging  laboratory and radiological results should not be the standard of discharging patients. sometimes they are all normal but the pt is sick, with my experience patient hx and physical examinations has to be the golden standard for discharging patients.     patient vital signs have to be reviewed during discharge.   consider patient's chief complaint while discharging  think of masking IV ant pain which they won't use at home 

	Talk about all the warning signs for the patient's specific condition that need a new medical consultation in the ED.

	Arranging an appointment for a needed outpatient clinic  should be considered. 

	Provide also writing information to the patient and the family.  Make sure that the GP get the same information and plan further follow up with the GP

	Need of health education intervention and of GP/ambulatory follow up 

	Check if there are devices still to be removed (PVC, urinary catheter, etc.)

	This is the weakest checklist.   Some additions:    'review any pending, unresolved labs or imaging'   Also a 'cognitive time out' - review diagnostic information and differential diagnosis. Determine if anything missing/doesn't fit together. Consider alternatives. Etc. 

	Not sure what "medications and test orders" means. Based on the rationale, I assume medications means prescriptions, but so it should probably be called that. Typically we don't order any tests out of the ED. I also don't know what a "discharge note" is or means. Does this mean just completing and signing the visit note? Or is this supposed to refer to something else? Either way, probably doesn't need to be done immediately at the time of discharge. 

	What does discharge note mean? EHR note? then yes. but call it encounter or visit note. 

	For Geri pts, ensure Next of kin to accompany patient home.

	To check patients identity every time you visit the room will in the end be awkward, should absolutely be done on first contact and then we all need to remember to recheck if you are managing too many patients at the same time and might be getting them mixed up.

	Discuss whether help and support is needed at home (care at home)

	Will need more definition around what is ‘review clinical condition’ what does that mean? The discuss ones are great and very needed

	We should add medication safety in this checklist

	If we patient is at deposition time differential diagnosis must have already been reviewed and a determination that pt is safe or unsafe for d/c then made 
Nursing is responsible for removing equipment ie IV lines and should communicate abnormal vital signs at disposition time to the md 

	Explain also logistic details of follow-up program (possible to have a dedicated administrative figure for this)

	Provide patient's with writing checklist with alarm symptoms, medication , follow up, etc...

	Perfect. For those discharged home, could probably need a contact from the ED, who can be called in case of any questions. So we could add ,"check that an emergency contact has been provided at discharge"

	Discuss the follow up plan with the patient if needed.

	I Must say that I like the discharge protocol. It now covers everything

	In case that invasive devices can not be removed, eg: Foley catheter, discuss with patient/ family the reason, how to care and abnormal signs for re-examination.
Patient can be safe to discharge but we can can not confirm 100%, we need to explain risks or complications that patient may face to and when patient need to come back for check.

	Encourage patient /family to let the department know what they thing should be done to improve quality of patient care

	Also discuss plans in case an emergency/ explain red flags



Attending physician	Diagnostic	Reassessment	Disposition	Handoff	Procedure	Triage	Treatment Prescription	Treatment Administration	50	48	47	49	57	29	47	38	Resident/Fellow physician	Diagnostic	Reassessment	Disposition	Handoff	Procedure	Triage	Treatment Prescription	Treatment Administration	63	59	53	56	62	35	53	47	Medical officer	Diagnostic	Reassessment	Disposition	Handoff	Procedure	Triage	Treatment Prescription	Treatment Administration	41	39	39	37	36	23	34	25	Nurse	Diagnostic	Reassessment	Disposition	Handoff	Procedure	Triage	Treatment Prescription	Treatment Administration	39	45	49	47	48	58	38	51	Non-physcian practictioner	Diagnostic	Reassessment	Disposition	Handoff	Procedure	Triage	Treatment Prescription	Treatment Administration	24	26	22	23	24	17	20	23	Pharmacist	Diagnostic	Reassessment	Disposition	Handoff	Procedure	Triage	Treatment Prescription	Treatment Administration	7	8	8	4	3	1	29	25	
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