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Background: Transfers to the intensive care unit (ICU) from the acute care setting has been shown to have a higher 
severity-adjusted mortality compared to other ICU admissions. Lack of structured debriefing following an emergent 
event can impact a healthcare provider’s emotional well-being and resiliency. Post-emergency event clinical 
debriefing is a unique tool that has been shown to significantly affect clinical patient care outcomes and individual 
emotional processing, team and individual performance, systems issues, and quality improvement. 
 
The aim of this quality improvement project is to evaluate a newly implemented clinical debriefing process for 
emergent events outside the ICU setting in a pediatric, urban academic hospital. Identify and address the barriers 
that inhibit the ability to complete an emergency event, Critical Assessment Team (CAT), or Code debrief survey. 
Evaluate the clinical assessment triggers for an event, staff perceptions of debrief survey, and current patient 
deterioration tools, including PEWS and Watcher, and their clinical correlation to emergent events.  
 
Method: A survey debrief tool was implemented on four different subspecialty acute care units totaling 180 beds and 
occurred after an emergent event, defined as a Code, or for an acute decline in clinical status, defined as initiating 
CAT. The data analysis occurred over a 14-week period, from September through December 2022. The unit charge 
RN initiated the electronic QR code survey directly following the event, outside the bedside area, with the patient 
care team present. Quantitative and qualitative survey data were analyzed for patient-specific trends and systems 
characteristics surrounding the emergent event. In addition, acute care floor unit RNs were asked to fill out a survey 
to evaluate barriers and perceptions of the survey debrief. 
 
Results: 174 surveys were completed, with overall survey compliance with recorded events in the electronic medical 
record of 74%. Compliance increased 59% from baseline at week 2 to week 14. The most frequent clinical reason 
for a CAT/Code to be called included changes in worsening respiratory status (n=126, 72%). Barriers to completing 
the survey were most identified as staffing and not all team members present. 47% of respondents agreed that the 
debrief survey helped identify and close individual and team performance gaps. Respondents did not perceive the 
debrief survey improved team morale or emotional processing. PEWS score >6 was documented in 5% (n=8) of all 
patients who had a CAT/Code event and in 10% (n=4) of patients who were also documented as a Watcher.  
 
Conclusion: PEWS may not be an effective method to evaluate and predict changes in patient clinical status. An 
acute decline in respiratory failure was the predominant reason for initiating a CAT or Code. Debriefs hours to days 
following the event may have greater potential to improve the emotional processing of emergent events as opposed 
to immediate post-event debriefing, which may better identify and close team performance gaps surrounding the 
event. Watcher status initiation may be a valuable tool to proactively monitor and assess patients at higher risk for 
acute decompensation. 
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Background
• Transfers to the ICU from the acute care setting has been shown to have a 

higher severity-adjusted mortality compared to other ICU admissions from 
settings such as the emergency department or operating room1  Lack of 
structured debriefing following an emergent event can impact a healthcare 
provider’s emotional well being2,12.

• Benefits to clinical debriefing have been identified in the literature including: 
• Improved patient outcomes13,14,1,10

• Improved emotional processing 5,2,12,10

• Improved team and individual performance17,16,3,4

• Identification of systems issues and areas for quality 
improvement3,15

Aims
This	quality	improvement	project	aims	to	evaluate	a	newly	implemented	
clinical	debriefing	process	for	emergent	events	outside	the	ICU	setting	in	a	
pediatric,	urban	academic	hospital.	
• Identify	and	address	the	barriers	that	inhibit	the	ability	to	complete	an	

emergency	event,	Critical	Assessment	Team	(CAT)	or	Code,	debrief	
survey	

• Evaluate	the	clinical	assessment	triggers	for	patients	who	experienced	
an	emergency	event

• Evaluate	staff	perceptions	of	debrief	survey
• Evaluate	if	current	patient	deterioration	tools,	PEWS,	and	Watcher	

status,	have	a	clinical	correlation	to	emergent	events.	

Methods
IRB	review	and	project	approval	were	obtained.	A	survey	debrief	occurred	
directly	after	the	emergent	event,	defined	as	a	Code,	or	a	concern	for	an	
acute	decline	in	clinical	status	requiring	a	higher	level	of	care,	defined	as	
initiating	a	CAT.		The	CAT/Code	survey	tool	was	implemented	on	four	
different	acute	care	units	totaling	180	beds	specializing	in	pediatric	
subspecialty	care	such	as	hematology-oncology,	neurology,	endocrinology,	
pediatric	surgery,	gastroenterology,	pulmonary	and	general	medicine.		
The	data	analysis	occurred	over	a	14-week	period	from	September-
December	2022.	The	unit	charge	RN	initiated	the	electronic	survey	and	
accessed	it	via	QR	codes	on	the	unit.	Clinical	debriefs	occurred	directly	
following	the	event,	outside	the	bedside	area	with	the	charge	RN,	bedside	
RN,	and	frontline	provider.	Quantitative	and	qualitative	survey	data	were	
analyzed	for	trends	in	statistical	analysis	for	patient-specific	and	systems	
characteristics	surrounding	the	emergent	acute	care	event.		In addition,	a	
feedback	survey	evaluation	was	sent	to	all	nursing	staff	on	each	acute	care	
floor	unit	to	evaluate	barriers,	perceptions,	and	long-term	goals	of	the	
survey	debrief.

Discussion
• •Patients	identified	as	a	Watcher	with	high	acuity	and	were	at	risk	for	

decompensation	did	not	trigger	elevated	PEWS	scores	(>6).	PEWS	
may	not	be	an	effective	method	to	evaluate	and	predict	change	in	
patient	clinical	status.	

• Inadequate	staffing	and	not	having	all	team	members	present	at	the	
bedside	were	the	most	prevalent	barriers	to	completing	a	debrief.

• Watcher	status	initiation	may	be	a	valuable	tool	to	proactively	monitor	
and	assess	patients	at	higher	risk	for	acute	decompensation.	

Implications
• Clinical	debriefing	can	help	identify	systems	issues	for	quality	

improvement	related	to	acute	care	emergent	events,	and	individual	
and	team	performance	gaps	surrounding	the	event3,4,	5,10,11.	

• Efficacy	of		PEWs	as	a	reliable	tool	to	recognize	patients	at	risk	for	
decompensation6,7	A	combination	of	objective	scoring	and	subjective	
situational	experience	(Watcher)	to	improve	the	identification	of	high-
risk	patients8,9.

• Incorporating	facilitated	debriefs	(cold	debriefs)	following	the	event	
may	have	greater	potential	to	improve	emotional	processing	of	
emergency	events	in	addition	to	immediately	post-event	debriefing	
(hot	debriefs)15,16.

Lessons	Learned	
The	critical	staffing,	high	patient	acuity,	and	extraordinary	increase	
patient	census	numbers	during	the	weeks	of	the	project	(Fall	2022	viral	
season)	impacted	staff	ability	to	perform	tasks	perceived	as	extra	during	
the	shift	or	to	implement	new	workflows.	

Outcomes
v 174	surveys	were	completed	(170	CATs,	4,	Codes)	with	an	overall	survey	

compliance	of	74%,	(n=229	events,	n=174	surveys).	
v Compliance	increased	59%	from	baseline	at	week	2	to	week	14.	

v The	debrief	survey	process	barriers	were	categorized	and	evaluated	using	a	
fishbone	diagram	(see	Figure	1)	and	PDSA	cycles	(see	Figure	2).

v Acute	decline	in	respiratory	failure	was the	predominate	reason	for	initiation	
of	a	CAT	or	Code	(see	Table	1).

v 47%	respondents	agreed	that	the	debrief	survey	helped	identify	and	close	
individual	and	team	performance	gaps.	Respondents	did	not	perceive	the	
debrief	survey	improved	team	morale	or	emotional	processing	(see	Figure	3).	

v Pediatric	Early	Warning	Score	(PEWS)	>6 was	documented in	5%	(8	patients)	
of	all	patients	who	had	a	CAT/Code	event	and	in	10%	(4	patients)	of	patients	
who	were	also	documented	as	a	Watcher.

v Monthly	number	of	patients	with	watcher	status	initiated	increased	from	
baseline	during	the	evaluation	period	resulting	in	a	centerline	shift.	(see	Figure	
4).	
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Table 1: Most frequent clinical reasons a CAT or Code was called  Figure 3: CAT/Code Likert survey feedback from acute care floor RNs (n=20)

Figure 1: Barriers identified to completing a survey debrief  

Figure 4: C-Chart for Watcher status initiated 5/21-12/22 by week interval

Figure 2: PDSA ramp cycle and improvement results week 1-14. 


