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   Every day, professionals in acute care settings are at 
the forefront of patient safety, ensuring that errors in 
these settings are either prevented or identified and 
managed. Errors in the clinical process can lead to 
serious adverse events (AEs). Adverse events are 
negative outcomes of healthcare that result in 
unintended injury or illness that may lead to prolonged 
hospitalization, readmission, disability, or death [1]. 

Root cause analysis (RCA) is a common method for 
examining AEs using a systematic approach by a team 
of healthcare expert clinicians and quality 
improvement leaders to retrospectively determine 
what happened, why it might have occurred, and how 
to prevent recurrence [2]. 

Despite the widespread use of RSA in the literature, 
some challenges have been presented for this method, 
making its use less effective for studies that aim to 
identify errors and provide strategies to prevent future 
errors in interdisciplinary acute care studies. Among 
other things, most ARs are performed incorrectly and 
often inappropriately place overemphasis on detecting 
a single key error [3], which, given the multifaceted 
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nature of acute care unit activities, cannot be the cause 
of adverse events due to a single key error.  

Accordingly, limited studies have pointed to the role 
of simulation in improving the RCA process [4,5], and 
the gap in its application in interdisciplinary acute care 
studies is strongly felt. Lobos et al. presented a 
simulation-based event analysis (SBEA) protocol to 
address the limitations of the RCA process. The SBEA 
systematically reviews AEs by recreating them using in 
situ simulated patients to understand staff decision 
making, improve error detection, and, through guided 
sequential debriefing, recommend interventions for 
error prevention [4]. 

In conclusion, using simulation and debriefing in 
event analysis can help identify multiple underlying 
causes of teamwork errors, latent risks, and more 
specifically, system errors in acute care settings more 
effectively than traditional RCA. 

Fatemeh Mohammadipour 

Editor in Chief 

The statements and opinions contained in this editorial are 
solely those of the Editor in Chief. 
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