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[bookmark: _Toc409783207][bookmark: _Toc132637541]Purpose: Evaluate a newly implemented acute care emergency response clinical debriefing process for emergent events outside the ICU. Background: Post-emergency event clinical debriefing is a unique tool that has been shown to have an association with improvement in clinical patient care outcomes, individual emotional processing, team and individual performance, systems issues, and quality improvement. Sample/Setting: A survey debrief tool was implemented on four different acute care units totaling 180 beds, which occurred directly after the emergent event defined as a Code or for an acute decline in clinical status, defined as initiating CAT. The data analysis occurred over 14 weeks in the Fall of 2022. Methods: The electronic QR code survey was completed directly following the event, with the patient care team present. Quantitative and qualitative survey data were analyzed for patient-specific trends and systems characteristics surrounding the event. Results: The most common reason for a CAT/Code to be called included changes in worsening respiratory status (n=126, 72%). 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 established as a Watcher. Conclusion: PEWS may not be an effective method to evaluate and predict changes in patient clinical status. Debriefs hours to days following the event may have greater potential to improve the emotional processing of events instead of immediately following, which may better identify and close team performance gaps surrounding the event. Watcher status initiation may be a valuable tool to monitor and assess patients at higher risk for acute decompensation.
Keywords:  acute care, clinical debrief, code, Watcher, Pediatric Early Warning Signs
Background
Every year millions of children are hospitalized for various care needs. In 2012, 5.9 million pediatric patients required hospitalization for medical care in the United States (Witt et al., 2014). Though that number varies every year, the number of children needing to be hospitalized for care remains significant. As the clinical course of illness progresses, pediatric patients that were once stable on acute care floors can acutely decompensate, needing a higher level of care in the ICU setting (Hussain et al., 2019). In addition, pediatric patients rapidly transferred from the acute care floor to the ICU setting have been shown to have higher mortality and more prolonged ICU stay when compared to patients not emergently transferred (Hussain et al., 2019; Humphreys & Totapally, 2016).
The patient's chief complaint on admission can vary on the predictive value of acute critical deterioration in clinical status. However, respiratory complaints, sepsis, and status epileptics have been shown as the primary leading cause of emergent transfer to the ICU setting (Witt et al., 2014; Mile et al., 2016). A study by Miles et al. (2016) that retrospectively analyzed unplanned PICU transfers over two years found that of the 1,008 transfers, 67% were unplanned. Of the unexpected ICU transfers, 35% could be attributed to preventable causes, and 32% were found to have associated adverse events, defined as harm caused by medical treatment or lack of care intervention (Miles et al., 2016). 
Although a cardiac arrest event occurs less frequently in the pediatric population, it is still a prevalent and catastrophic occurrence (Hussain et al., 2019). Data from the American Heart Association (AHA) shows that an estimated 15,200 cardiac arrests occur in the inpatient setting each year in the U.S. (Homberg et al., 2019). The care delivered by the healthcare team members during a life-threatening, acute decompensation event such as a cardiac arrest can be a high-stress and chaotic environment. This high-acuity stressful situation can negatively impact the overall outcomes for the patient during the acute event (Wolfe et al., 2014). 
A fundamental goal of all healthcare organizations emphasizes delivering safe, effective, and efficient care (Bates & Singh, 2018). Though there remains an emphasis on reducing errors, as medical errors were the third leading cause of hospital deaths in the United States in 2013, with an estimated 250,000 deaths caused by errors (Makary & Daniel, 2016). Therefore, when adverse events such as medical errors occur, it is the role of the institution to identify and provide strategies and interventions to address and reduce the risk of these errors occurring in the future (Bates & Singh, 2018). Preventable causes for adverse events leading to transfer to the ICU can include communication breakdown, progression of illness, and missed diagnosis, which have been documented in the literature as reasons that transfers were missed (Reese et al., 2015). In addition, team performance and effectiveness are critical factors in the success or failure of patient outcomes during an acute care event (Eppich et al., 2016).  
The healthcare team members are the individuals who care for patients before the event and stabilize and treat patients during these acute care events. Adverse events are common in medical training and practice and can lead to distress and burnout among providers and nurses (Govindan et al., 2019; Colville et al., 2017). Healthcare providers in the acute care setting are exposed to many traumatic experiences, such as patient death and medical errors, which can have lasting effects on the provider (Govindan et al., 2019; Spencer et al., 2019). Clinical debriefing is a tool that has been utilized to improve emotional processing and encourage reflection after an acute event (Eppich et al., 2016; Govindan et al., 2019). 
Communication is significant in delivering effective and safe patient health care (Berg et al., 2014). A clinical debriefing occurs in the clinical setting with healthcare workers involved in a patient care event (Seelandt et al., 2021). Clinical debriefing aims to facilitate conversation and explore the outcomes of an event and the emotions surrounding the event (Seelandt et al., 2021). The goal of clinical debriefing is to focus on the critical discussion, which includes the thought processes behind the actions, and a reflection on the events, to improve the team's behaviors in practice (Mullan et al., 2014). Discussion of essential clinical lessons reflected during an acute care event can proactively improve healthcare provider learning and improve patient care outcomes in the future, and avoid adverse safety events (Bentley & Krouss, 2021; Eppich et al., 2016). 
Significance
Debriefing has been a standard tool utilized in military teams, aviation, and, more recently, work in the medical environment (Kessler et al., 2015). The healthcare environment has found debriefing performance impactful when reflecting on high-stakes environments dealing with patient care (Kessler et al., 2015). Clinical debriefing after an acute emergency event prompts the unique opportunity for healthcare team members to discuss the patient safety event directly following or shortly after it occurs (Kessler et al., 2015). It is a uniquely impactful tool demonstrated in studies to impact patient care outcomes, including improved neurological and resuscitation process outcomes (Wolfe et al., 2014; Couper et al., 2013). Debriefing has also been demonstrated in studies to improve communication between team members during resuscitation events (Bhanj et al., 2015; Couper et al., 2013; Tannebaum & Cerasoli, 2015; Wolf et al., 2014).   
Clinical debriefing has been recognized as an essential component for maintaining safety in healthcare environments by multiple international healthcare organizations, including The Institute for Healthcare Improvement (IHI,) American Heart Association (AHA), and the Agency for Healthcare Research and Quality (AHRQ) (Bhanji et al., 2010; Edwards et al., 2021). The AHRQ endorses the Team STEPPS, a clinical debriefing training tool to be utilized in the clinical setting (Edwards et al., 2021). In addition, the AHA guidelines recommend debriefing after all resuscitations to improve clinical performance and patient outcomes (Bhanji et al., 2010). 
The American Academy of Pediatrics (AAP) supports using guidelines for implementing emotional debriefing in the clinical setting to cope with distress (Osta et al., 2019; Govindan et al., 2019). Utilizing debriefing training methods has been shown to improve the resiliency of providers when facing challenging situations in the workplace (Bentley & Krouss, 2021; Govindan et al., 2019; Osta et al., 2019;). Debriefing has also been shown to benefit individuals involved in identifying stress and supporting individuals through necessary referrals (Bentley & Krouss, 2021; Govindan et al., 2019). 
A clinical debriefing occurs commonly after an emergent or unplanned patient care event. Unanticipated acute deterioration in pediatric patients leading to transfer to an ICU has adverse effects on mortality and a significant economic burden on the patient and health care system. For example, in pediatrics, patients with an unplanned critical deterioration demonstrated a total cost of approximately $100,000 more than patients who did not require rapid transfer (Bonafide et al., 2014). Therefore, reducing emergency events prompting an ICU transfer could improve the economic burden on patients and hospital institutions. 
An essential component of debriefing is ensuring the process is psychologically safe for all members without fear of punishment or embarrassment (Berg et al., 2014). A barrier to performing clinical debriefing and ensuring psychological safety is a lack of set debriefing guidelines, frameworks, and trained facilitators to perform a debrief (Arafeh et al., 2011; Mullan et al., 2013; Sandu et al., 2014). Many frameworks are utilized for the clinical debriefing format. However, all formats commonly share core components that involve establishing a psychologically safe environment, assuming all members wish to improve, having rules, and allowing open-ended discussion between participants (Abulebda et al., 2021).  
Clinical debriefing is recognized as an impactful evidence-based tool in the literature and by leading healthcare organizations, but it is still not frequently utilized in healthcare settings (Sandu et., 2014; Seelandt et al., 2021). For example, a study surveyed Canadian emergency department medicine providers found that 89% found that debriefing a post-resuscitation event is essential but indicated that this debriefing occurs in practice less than 25% of the time (Sandhu et al., 2014). In addition, an analysis of healthcare providers found that most providers believe that clinical debriefing should only be used in disaster situations, and only senior clinicians determine the debriefing content (Seelandt et al., 2021). However, most healthcare providers support clinical debriefing and acknowledge the real-life barriers to performing in practice, such as lack of trained facilitators, structured programs, and time to complete the debriefing process in the clinical setting (Sandu et al., 2014; Seelandt et al., 2014).  
Clinical Problem
       Clinical debriefing is a unique tool that has been shown to have a significant association with improvement in clinical patient care outcomes and individual emotional processing, team and individual performance, systems issues, and quality improvement (Berg et al., 2014; Couper et al., 2013; Tannebaum et al., 2013; Wolfe et al., 2014; Tyler et al., 2021). Clinical debriefing has frequently been documented in high-risk clinical situations such as the intensive care unit and emergency department (Cincotta et al., 2021; Tyler et al., 2021; Zehbur et al.,2012). However, it is not well documented in the acute care setting outside the ICU. In addition, transfers to the ICU from the acute care setting have been shown to have higher severity-adjusted mortality compared to other ICU admissions from settings such as the emergency department or operating room (Hussain et al., 2019). Unfortunately, data on implementing a clinical debriefing process in the pediatric acute care inpatient non-ICU setting and the subsequent effect on patient care outcomes is lacking.
Review of Literature
A literature review was collected to evaluate the impact of clinical debriefing on the outcomes following an acute care emergency event outside of the ICU from databases including MEDLINE, CINAHL, and Google Scholar. The search words included: pediatric, children, clinical, event, debriefing, acute care, cardiac resuscitation, intensive care unit, clinicians, and emergent transfers. The date range search for article year publication was from 2010 to 2022. This literature review aims to understand current research surrounding the impact of clinical debriefing following acute care events, the evidence-based formal debriefing process, the improved benefits to patient care outcomes, and healthcare providers' well-being by implementing a debriefing process. The selected article designs included in this literature review included systemic review and meta-analysis of non-experimental and experimental studies, descriptive and qualitative studies, retrospective observational cohort studies, pre, and post-intervention study design, and expert panel review articles. 
Clinical debriefing framework components 
A structured guide article review by Kessler et al. (2015) describes the guidelines for debriefing and the role that clinical debriefing can have as an educational tool to influence team behaviors and improve patient outcomes in the emergency department setting. There are two main types of timing debriefing frameworks, the first being a hot debrief (Kessler et al., 2015). Hot debriefs occur directly following the event and are shorter, usually lasting an estimated ten minutes (Kessler et al., 2015). Performing a clinical debrief directly following the event increases the likelihood that the whole team involved in the event will be present, and the recall memory of the event is not decreased (Kessler et al., 2015). In addition, issues from the event that are urgent and may pose harm to staff or patients can also be addressed promptly (Kessler et al., 2015). However, busy patient care and high acuity assignments can hinder staff attending and debriefing facilitators, regardless of how short (Kessler et al., 2015). 
A debrief that occur days to weeks after the event is called cold debriefs or quantitative debriefs (Kessler et al., 2015). Cold debriefs provide different advantages, with the ability to gather patient care data post-event that adds to the debriefing process, while also setting uninterrupted time away to complete a detailed response (Kessler et al., 2015). Both hot and cold debriefing structures aim to improve provider, patient, and systemic care outcomes, though the characteristics differ (Kessler et al., 2015). Regardless of the timing, clinical debriefing should be a standard incorporated into clinical practice with a set protocol for initiation (Kessler et al., 2015). 
A commonly cited debriefing method found in the literature is the Plus-Delta method, which involves personal and group discussions regarding the clinical event (Cheng et al., 2021). The goal of the Plus-Delta method is to reflect on the aspects of individual and team performance that went well and should be reinforced, being the plus, as well as the aspects of the individual and team performance that can be improved on, being the delta (Cheng et al., 2021). The Plus-Delta debriefing method aims to reflect on the entire event, dissect certain portions, and evaluate individual and collective performance using the categories of plus and delta for analysis (Cheng et al., 2021). 
A retrospective observational cohort study by Mullan et al. (2013) following the development of an evidence-based Debriefing in Situ Conversation after the Emergent Resuscitation Now (DISCERN) tool described the tool's implementation in a pediatric emergency room setting after patients post pediatric resuscitations. DISCERN was initiated as a standardized debriefing form designed for healthcare staff during post-resuscitation events. Of the 241 patients, 191 DISCERN forms were completed, and 63 events (26%) had a documented debriefing, with the majority of the patients assessed as having a higher acuity resuscitation event (Mullan et al., 2013). The DISCERN tool utilized Plus-Delta comments in the debriefing process format (Mullan et al., 2013). Over half of the debriefings were short, with 64% lasting less than ten minutes, with the majority of staff present from the event always including an attending and a nurse (Mullan et al., 2013). Staff endorsed completing the debriefing directly after the event and was found to be more straightforward in recalling events and addressing issues (Mullan et al., 2013).  
The Promoting Excellence and Reflective Learning in Simulation (PEARLS) debriefing framework and the script is a combined debriefing outline that utilizes self-assessment with plus and delta comments, directive feedback, and focused facilitation discussion (Eppich & Cheng, 2015). An article by Eppich & Cheng (2015) describes the PEARLS approach to debriefing and its use in simulation-based education. The PEARLS approach for clinical event debriefing was analyzed in the clinical setting by Eppich et al. (2016). The PEARLS approach modified to the clinical setting has a structured framework outlined in four specific phases: reactions, descriptions, analysis, and summary (Eppich & Cheng, 2015). The "setting the stage" in clinical debriefing is essential to establish a supportive and safe environment without fear or judgment (Eppich et al., 2016). The analysis phase incorporates Plus-Delta comments, describing what went well and what needed to change. The PEARLS framework approach was found to be beneficial for use in the clinical setting for debriefings after any clinical event (Eppich et al., 2016). Regular debriefings hold significance in simulation and can improve education, performance, and patient outcomes in the clinical setting (Eppich et al., 2016).
An article review by Dube et al. (2019) used a modified PEARLS assessment focusing on system integration to help identify systemic issues in the clinical debriefing process to improve the quality of patient care. Analyzing debriefings from a systemic perspective can identify gaps in patient safety that could predispose the probability of an adverse event occuring (Dube et al., 2019). The modified PEARLS for system integration incorporates the pre-work phase and the reactions, description, analysis, and summary phase (Dube et al., 2019). The pre-work stages help identify stakeholders' areas of concern before discussing the primary objectives, which differs from frontline facilitators leading the goals (Dube et al., 2019). The system integration analyzes past the acute event situation by how it can be applied in the healthcare system (Dube et al., 2019). 
In a prospective observational study by Coggins et al. (2020), the emergency department implemented a clinical debriefing tool that utilized the Plus-Delta method and a modified PEARLS debriefing framework. A total of 71 clinical debriefings were assessed, all of which occurred within one hour of the clinical event and had a median length of time of 10.93 minutes and a mean attendance of 7.13 individuals (Coggin et al., 2021). Clinical decision-making and communication were the two most significant areas for improvement during clinical debriefing (Coggins et al., 2020).  
Summary: Debriefing can be completed using different methods that include differing timing, location, members present, and format used following a clinical event. The timing of the debriefing can be divided into directly after, hot debrief, and days to weeks after the event, cold debrief. Each type has different advantages and information that can be shared during the debriefing. The focus of debriefing should remain on the individual, the team, the process, and general system issues. Debriefing can be completed using a Plus-Delta method, addressing each category's negatives (delta) and positives (plus). The PEARLS approach to debriefing, first utilized in clinical simulation, has been shown value in clinical practice. A modified PEARLS with systems integration can improve the debriefing context by addressing objectives from a system-wide approach instead of just the isolated event. 
Clinical debriefing outcomes  
	A systemic review and meta-analysis by Couper et al. (2013) evaluated the effect of debriefing after emergent clinical care events and the implications for use in intensive care training and clinical practice. There were 27 studies, 19 clinical, and eight simulations selected with a power analysis requirement of a statistically significant value of p<0.05 to support or oppose debriefing intervention (Couper et al., 2013). The studies were measured on four levels using Kirkpatrick's four-level system to evaluate educational interventions (Couper et al., 2013). After evaluation, 20 studies supported debriefing as a significant clinical outcome, including positively viewing debriefings, improved learning, and non-technical and technical performance (Couper et al., 2013). In addition, four cardiac arrest studies demonstrated improved resuscitation outcomes (p=<0.001) and improved short-term patient outcomes (p=0.050) (Couper et al., 2013). 
    A prospective quality improvement study by Cincotta et al. (2021) studied the effect of debriefing directly following the intubation of a patient in the pediatric emergency department. A debriefing occurred following intubation, which most occurred in the trauma room of the emergency department and took a mean duration of five minutes to complete (Cincotta et al., 2021). Analysis of the post-intervention group demonstrated an increase in first-pass intubation success rate without hypoxia or hypotension to 78%, which improved from 49% in the pre-intervention group (Cincotta et al., 2021). In addition, 85% of intubations during the study period had a debrief completed (Cincotta et al., 2021). A unit culture of expectation and normalizing of the debriefing process, regardless of the outcome and the short duration of five minutes, was deemed a positive contributing factor to the high debrief compliance (Cincotta et al., 2021).
    A significant factor in positive clinical outcomes following a cardiac arrest involves performing high-quality resuscitation protocol adherence and cardiopulmonary resuscitation (CPR) (Wolfe et al., 2014). In a study by Wolfe et al. (2014), a post-event quantitative debriefing program was initiated for pediatric patients who received CPR over four years. Results from the quantitative debriefing program, compared to pre-intervention, demonstrated a significant association between clinical debriefing and improved CPR (52% vs. 33%, p=0.054) and improved neurological outcomes post-arrest (50% vs. 29%, p=0.036) (Wolfe et al., 2014). In addition, the quality of CPR performed on patients over eight years of age was 5.6 times more like to meet >90% of compliance with AHA resuscitation guidelines using the measurement from an electronic monitoring device (Wolfe et al., 2014). Debriefing in this study did not occur directly following but occurred days after using quantitative data not directly following the event (Wolfe et al., 2014). Quantitative debriefings allowed greater attendance and participation from multiple team members who were not necessarily present at the time of the event (Wolfe et al., 2014). A more significant analysis occurred with quantitative debriefing, including assessing radiological imaging, laboratory values, vital signs, and medications (Wolfe et al., 2014).  
      A quality improvement study by Tyler et al. (2021) implemented a clinical event debriefing tool in a pediatric emergency department. The clinical debriefing tool focused on eight essential concepts within the debriefing guidelines: protocols, positive perception of values, realistic time expectations, adequate facilitator education, post-debrief process, just culture, psychologically safe environment, and private setting (Tyler et al., 2021). After initiating the clinical event debriefing guideline, a 175% increase from the baseline starting point of 5.8 debriefs per month to 16 clinical debriefs per month occurred. Of the 32 clinical debriefings analyzed, 53% noted patient safety concerns, and 97% demonstrated recommendations to improve clinical performance in practice (Tyler et al., 2021). In addition, practice changes occurred from follow-up with clinical event debriefing, including changes to monitoring equipment, environmental changes such as lighting adjustments, and additional staff education, including education on effective communication with patients' families and security (Tyler et al., 2021). These clinical practice changes directly resulted from the outcomes of clinical debriefing events and recognized safety threats to improve patient care and reduce harm. 
    A meta-analysis study by Tannebaum & Cerasoli (2013) hypothesized that individuals and teams that utilize debriefings are more effective than teams that do not facilitate debriefings. A higher level of structure is more effective than debriefing is not facilitated or structured (Tannebaum & Cerasoli, 2013). A quantitative meta-analysis was conducted from accepted studies that analyzed team, and individual level debriefs. The study results found that 46 studies (n=2,136) demonstrated that debriefing improved effectiveness over the control group by 25% (Tannebaum & Cerasoli, 2013). A result showed improved individual and team performance by 20% to 25% using adequately conducted debriefing with structure and trained facilitators (Tannebaum & Cerasoli, 2013). Structured debriefings can be a valuable tool to improve staff education and knowledge in the clinical setting.  
    A pre-intervention and post-intervention design study by Gillen et al. (2019) analyzed a debriefing tool developed for fellow physicians to enhance communication among all team members in a pediatric intensive care setting. The debriefing occurred following resuscitation in the PICU over 27 months by a fellow physician and was completed using a data sheet and a standardized debriefing tool. Education was provided during fellow orientation, and surveys were administered pre and post-debriefing intervention. Data from the post-intervention survey demonstrated that the rate of debriefing post-cardiac arrest was 84%. In addition, 62% of providers agreed that debriefing improved communication during arrests, and 58% agreed that interactions between team members during the arrest event improved (Gillen et al., 2019). In addition, the study demonstrated the ability, with the help of a script and structured debriefing format, a successful debriefing can occur in the clinical setting (Gillen et al., 2019).
Summary: Debriefing has improved patient outcomes, including improved outcomes for patients post-cardiac arrest and with intubations. Debriefing can be utilized in the healthcare environment as a form of staff education to increase clinical knowledge and influence practice change behaviors leading to improved patient outcomes. Reflecting and discussing events have made staff aware of individual performance improvements and how to benefit the team. In addition, debriefing communication after an acute event can potentially recognize threats to patient safety that can be addressed promptly. Clinical debriefing processes in the literature are most commonly conducted in the emergency department and intensive care unit settings. 
Healthcare provider outcomes post clinical debriefing
	Clinical debriefing has been shown through the literature to decrease burnout and improve staff emotional well-being after acute events. A study by Govindan et al. (2019) implemented a two-hour debriefing workshop for pediatric resident physicians in the inpatient hospital setting. The initial assessment results demonstrated that 91% of the residents had experienced a distressing event such as patient death, medical error, or serious adverse event (Govindan et al., 2019). Only 10% had participated in a debriefing session. Post-debriefing education demonstrated increased recognition of personal distress and the ability to lead and participate in a clinical debrief in the future (Govindan et al., 2019). 
The outcome of a cardiac code arrest that results in an adverse event or the patient's death can be a traumatic and distressing event for healthcare providers (Spencer et al., 2019). In addition, it can result in post-traumatic stress disorder (PTSD). A study by Spencer et al. (2019) found that of healthcare staff that attended an in-hospital cardiac arrest, 10% screened positive for PTSD, with new staff members being at the highest risk (Spencer et al., 2019). In addition, of the 1463 cardiac arrests, only 258 (17.6%) had a debrief following the event (Spencer et al., 2019). Although of staff that attended the debrief, including nursing and providers, 72.4% found debriefing to be a positive experience that allowed questions and discussion to occur post-event, the most noted negative reason was the disorganization of the debrief (Spencer et al., 2019). 
A pre-intervention and post-intervention design study by Berg et al. (2014) assessed healthcare providers' self-perceptions and satisfaction with debriefing after trauma team resuscitations. Surveys regarding debriefing were administered before and after a three-month implementation process. The measurement tool was adapted from the AHRQ hospital patient survey questionnaire in a Likert format. The total respondents (n=58) endorsed an improvement in psychological safety, including giving feedback (11% increase), getting feedback (16% increase), and reporting problems to the group (9% increase) (Berg et al., 2014). However, these values did not reach clinical significance. The structured debriefings increased the awareness of barriers to communication (67%), and (82%) felt that structured debriefings were a value for identifying and resolving clinical problems and should be continued in clinical practice (71%) (Berg et al. 2014). By participating in debriefings, the team members demonstrated improved feelings of support and safety to give opinions, report concerns, and get feedback (Berg et al., 2014). 
Summary: Healthcare providers experience traumatic events in their daily work that can lead to burnout and emotional distress. By participating in debriefing, team members have shown increased support and psychological safety to give opinions and participate. In addition, debriefing has been found to be a positive experience and has helped recognize personal distress related to acute care events.
Framework
           The Plan-Do-Study-Act (PDSA) framework is a proven effective tool to guide effective change and the theoretical model utilized for this quality improvement project (IHI n.d., Taylor, et al., 2015). Edwards Deming created the PDSA framework in 1993 from a theory called the System of Profound Knowledge (Moen, n.d.). The PDSA was further developed into a Model for Improvement detailed in Langley et al. (2009), The Improvement Guide. The PSDA has been an improvement tool that is widely utilized throughout prominent healthcare organizations and endorsed by the Institute for Healthcare Improvement (IHI) as the Model for Improvement (Figure 1) (IHI, n.d.). The PDSA framework focuses on learning and action to test and implement a change (Langley et al., 2009). This framework presents a method to evaluate change efficiently in complex environments, such as healthcare institutions (IHI, n.d.). Planned interventions may not produce the anticipated hypothesis during the first implementation, so having a method to revise work efficiently is essential to delivering high-quality health care (Taylor et al., 2015). 
The first step of the PDSA is to "Plan" the intervention and decide how to assess and determine what improvement will entail, including specific objectives (IHI, n.d.). This stage also includes formulating an aim and why behind the work and determining what will be accomplished (Langley et al., 2009). The next step is to plan how the intervention for change will occur, including what, when, where, who, and how data will be collected (IHI, n.d.). The planning stage of this quality improvement project included the initial planning of the clinical debriefing tiered review system. A larger committee team called the Acute Care Emergency Response Team at the healthcare institution collaborated to discuss the need for a clinical debriefing tool. The group discussed specific criteria and goals to create a tiered review system for debriefing. Based on data and current literature, the group hypothesized that conducting debriefing would reduce emergent transfers to the ICU and codes outside of the ICU. 
The second step of the PDSA cycle is "Do" (IHI, n.d.). The intervention is first tested with a selected population group (IHI, n.d.). It is essential to document problems with the intervention or outcomes that were not expected during this stage to analyze intervention outcomes (Langley et al., 2009). The "Do" stage included implementing the tiered debriefing process for this quality improvement project. During this phase, trained individuals on the process will collect data and engage and educate staff (Langley et al., 2009). During the first implementation stage, barriers to compliance or issues with implementing the clinical debrief occurred, so utilization of data information was imperative to progress through improvement steps. 
The third step of the PDSA cycle is "Study" (IHI, n.d.). The study stage takes the information from the goals set forward in the plan and the data collected from the initial intervention (IHI, n.d.). During this phase, the data analysis was compared to the outcome aims (IHI, n.d.). During the study stage, it is also important to summarize and reflect on what has gone well during the project and what needs improvement (Langley et al., 2009). The "Study" cycle took this quality improvement project's initial data from the clinical debriefing implementation on the acute care floors. This data collection included the data analyzed in the clinical debrief survey. In addition, this stage included individual feedback on barriers and positive aspects of the debriefing process.
The last step of the PDSA cycle is the "Act," with includes improving the change based on what was learned through the study analysis (IHI, n.d.). If results are not as expected, the project may change the initial intervention to improve outcomes in the future (Langley et al., 2009). The PDSA cycle is designed for continuous improvement, so it is essential to identify areas for continued improvement during the "Act" stage to produce additional PDSA cycles (Langley et al., 2009). For example, the "Act" cycle demonstrated necessary modifications to the debriefing process determined during the study stage for this quality improvement project. After this researcher assessed the barriers to completing the debriefing process, they re-created a new PDSA cycle to continue to address the goals of this quality improvement project.
Purpose and Aims
This project aims to evaluate a newly implemented acute care emergency response clinical debriefing process for emergent events outside the ICU setting in an urban academic pediatric hospital institution. The aims of the project are as follows:
1. Identify and address the barriers that inhibit the ability to complete a survey debrief following an emergent event defined as a Critical Assessment Team (CAT) or Code.
2. Assess the patient assessment characteristics surrounding why a CAT or Code was initiated.
3. Assess staff perceptions of clinical debriefing allowing, for emotional processing, improving team morale, identifying and closing individual performance gaps, identifying and closing team performance gaps, and identifying systems issues and areas for quality improvement.  
4. Evaluate the correlation between patient Watcher Status and Pediatric Early Warning Score (PEWS) score regarding the documented survey responses from the acute care emergent event. 
5.   Identify areas of future quality improvement needs.
Methods
Design
The acute emergency response clinical debriefing was implemented in September 2022 at an urban academic pediatric hospital. The clinical debriefing process was initiated after an emergent clinical event, defined as a Code, and an event where clinical staff is concerned about an acute decline in a patient's clinical status requiring a higher level of care, defined as initiating a Critical Assessment Team (CAT). The debriefing tool was implemented on four different acute care floors totaling 180 beds specializing in caring for the following pediatric medical specialties: hematology and oncology, general medicine, gastrointestinal, pediatric surgery and transplant, pulmonology, neurology endocrinology, and orthopedics. The data analysis occurred over 14 weeks from September through December 2022. 
The debriefing process was structured as a three-tier review system, created utilizing the frameworks of Promoting Excellence and Reflective Learning in Simulation (PEARLS) and PEARLs for System Integration, and the Plus-Delta method (Dube et al., 2019; Eppich et al., 2016; Cheng et al., 2021). The first tier was an electronic survey review directly following the event, occurring within five minutes with the clinical team involved with patient care present. The second tier debriefs engaged all patient care clinical team members and leadership within 72 hours following the event. Tier two debriefs were led by a trained clinical debriefer outside the direct patient care area where the event occurred. The last was the tier three review, where the unit and hospital leadership group members joined monthly to discuss information from emergent and acute care events. Essential stakeholders, including leadership and care team members, discussed and then developed plans to address barriers and lessons and create educational opportunities for quality improvement. Tier two debriefing events were optional and only required upon request or if the event was a code outside the ICU. 
This quality improvement project specifically focused on evaluating Tier 1, which included the initial survey debrief process within the system. The debrief survey, titled CAT/Code Survey, was an 18-question survey that included various types of questions, including patient and medical unit demographic data, as well as details regarding why a CAT or Code was called, what went well (plus data), and what could be improved before and during the event (delta data). In addition, as part of the CAT/Code survey, team members could provide additional qualitative data regarding the event. 
The CAT/Code survey also assessed clinical deterioration assessment tools, including Pediatric Early Warning Score (PEWS) and if the patient was a Watcher Status. Watcher status is a program that this pediatric institution created that allows any clinical team member, including nursing, providers, or the patient's family, to request that the patient be flagged as a Watcher. Making a patient a Watcher allows for an initial team huddle to evaluate concerns and improvements to the treatment plan and marking the patient Watcher's identification in the patient's electronic medical record (EMR). Watcher status results in increased medical team rounding and an overall increased awareness of patient acuity and risk for decompensation, which includes nurse staffing ratio considerations. 
Sample
The CAT/Code Survey was initiated by the unit charge nurse, who prompted and led the survey questions. All team members involved in the acute care event, including resident physicians, advanced practice providers, attending physicians, nurses, respiratory therapists, and nursing assistants, were asked to participate. The assigned CAT team responding from the PICU was not required to participate. The debrief survey was prompted after all Code events and CAT calls, regardless if the patient was transferred to the PICU. The survey debrief occurred directly following the event, ideally within five minutes after the patient was stabilized, and occurred outside the bedside, though within the unit area. The survey was electronic and accessed via QR codes on crash carts and nursing stations. RedCap technology services were used for survey creation, as well as storage of data for analysis. 
Procedures
This quality improvement project utilized the framework of a PDSA cycle, with various PDSA cycles initiated based on data throughout the quality improvement project (See Figure 3). Following the first PDSA cycle, continued PDSA cycles were completed to address barriers for continued areas for improvement at week four, week eight, and week 12 throughout this quality improvement project. Initial CAT/Code survey debrief education was provided to charge RNs, resident physicians, acute care floor RNs, and hospital leadership through monthly email updates and charge nurse committee meetings. Continued education reinforcement was provided via signs on the unit, email reminders, and daily unit RN shift huddles. 
Data was collected from RedCap for survey analysis. Data included what team members were present, how often debriefing occurred versus the number of CAT or Code calls in the electronic medical system, why a CAT/Code was called, and what went well and what could be improved in recognizing the patient status and potential transfer to the ICU. The data analysis also involved assessing patient-to-nurse staffing ratios, what a patient’s PEWs score was calculated at the time of the event, and if the patient was a Watcher status. Data analysis and survey findings were discussed with unit and hospital stakeholders monthly at committee meetings.
Statistical Analysis
At the end of 14 weeks of survey data collection, the researcher exported quantitative survey data via RedCap to an Excel spreadsheet for trends in statistical analysis for patient-specific and systems characteristics surrounding the emergent, acute care event. A survey evaluation was sent to all nursing staff on each acute care floor unit to evaluate the survey debrief barriers, perceptions, and long-term goals. Quantitative data was collected to assess specific barriers and systems issues identified to completing the survey and impacting patient care during emergent, acute care. Data was collected via Likert scale format regarding personal staff perceptions that the CAT/Code survey allowed for emotional processing, improved team morale, identified and closed individual and team performance gaps, and identified systems issues and areas for quality improvement. The project lead and faculty advisor independently themed comments from the CAT/Code survey, which were then reviewed for consistent emerging themes. 
Results
Survey Compliance
	The pediatric hospital institution had 229 documented CAT activations, four Code events, and one emergent transfer documented in the hospital EMR system during the 14-week data collection period from September through December 2022. During that same 14-week data collection period, 174 CAT/Code surveys were electronically completed, with n=167 CAT events and n=6 Code events. The CAT/Code survey data was categorized by individualized units where the number of surveys was recorded versus the actual number of events in a separate data collection file pulled from the hospital's EMR. The medical unit with the greatest number of surveys completed was the general and pulmonary medicine floor, with n=128 surveys completed, including n=125 (CATs n=3 Codes n=3), versus n=106 events recorded in the electronic medical record, with compliance reaching 100%, with some data discrepancy in the hospital EMR recording. The pediatric surgery and gastrointestinal medicine floor had n=24 surveys completed (CATs n=22, Code n=2), versus n=33 events, with 73% compliance. The neurology and endocrinology floor had 14 surveys completed (CAT n=13, Code n=1), with 27% compliance. The hematology and oncology floor had n=7 surveys completed (CAT n=7) and n=39 events, with 18% compliance.
Barriers and Systems Issues 
Barriers to completing the survey were evaluated using quantitative data collected via an acute care floor RN survey feedback form (n=20) (See Figure 2). Barriers identified as inhibiting the completion of a survey debrief included inadequate staffing (32%), team members present (24%), time to complete a survey (26%), and charge nurses not being available to initiate the survey (18%). The data from the CAT/Code survey, when analyzing staffing ratios, found that RNs were staffed to the grid, meaning staffing was adequate for the number and acuity of patients during 37% of the events, and Certified Nursing Assistants (CNA) were staffed to the grid during 17% of the events. The RN-to-patient ratio during events was 1:2 (10%), 1:3 (48%), 1:4 (39%), and 1:5 (2%). Team members present at the bedside during the CAT/Code survey debrief included Bedside RN (68%), Charge RN (89%), Provider (33%), and Other (2%). 
Comments from the CAT/Code Survey Regarding Staffing Issues
 	“No PICU beds available,” “Unfortunately, transferring to the PICU wouldn’t change the frequency of his respiratory clearance per staffing issues housewide.” 
           Systems issues identified in quantitative data collected from the acute care RN feedback survey included cases involving equipment (14%), medication (8%), wait times (22%), bed availability (22%), and staffing (34%). 
Comments from the CAT/Code Survey Regarding Systems Issues
 	“Equipment not available at the bedside or working properly,” “Prior to the code patient needed continuous albuterol- due to shortage takes a long time to prepare medication,” “Imaging wait times for critical patients”, “Primary team providers were not readily available to respond to Code because they were not staffed in a hospital.” 
Teamwork (plus/delta) 
	Healthcare provider teamwork positive (plus) data experience was analyzed using the CAT/Code survey titled “What went well regarding recognizing this patient and transfer to the ICU.” It found that prompt recognition (n=121, 70%), early activation of the CAT (n=88, 50%), prompt escalation of concerns to leadership (n=79, 45%), and teamwork (n=85, 43%) were the most frequently chosen answers regarding positive areas of teamwork during the event. Areas of negative (delta) teamwork during the event were analyzed using the CAT/Code survey question titled “What could have been done better regarding recognizing the patient’s deterioration, existing treatment plan, and transfer to the ICU?”. The most frequent answers included: Watcher identification (n=32, 19%), more prompt recognition of the patient’s deterioration (n=13, 7.5%), and teamwork (n=10, 6%). 
Comments from the CAT/Code Survey Regarding Plus/Delta Teamwork
 “Conflicting thought process between general medicine and ICU team,” “It would be helpful to wait until the CAT team is at the bedside to start SBAR, as different team members arrive report sometimes needs to be repeated. It would be helpful for all members to introduce themselves.” “Mutual respect, prompt arrival, and validation of concerns. “Quick assessment and transfer to the PICU.”, “Primary floor service was prompt to escalate care and call the CAT. The PICU team gave good advice on furthering the care on the floor for the patient.” 
Medical Decision Making
	Data analysis of the CAT/Code survey questions titled “Why was the CAT/Code Called” showed a CAT/Code was called due to: a change in the patient’s heart rate (n=13, 8%), change in the patient’s character of pulse, perfusion, or color (n=8, 5%), change in patient’s blood pressure (n=11, 6%), change in patient’s respiratory rate, work of breathing, or respiratory effort (n=126, 72%), change in patient’s oxygen saturation (n=72, 46%), change in patient’s behavior or level of consciousness (n=31, 18%), any staff member concerned about the patient’s clincal status (n=73, 42%), the patient continued to demonstrate clinical status changes despite clinically appropiate interventions (n=57, 33%), a Pediatric Early Warning Score (PEWS) of 6 or great (n=8, 5%), patient required a higher level of care (n=33, 19%), familiy initated CAT (n=1, 1%). 
Comments from the CAT/Code Survey Regarding Medical Decision-Making
 “We continue to push past the limits of the floor to keep the patient,” “I feel as if we knew that this patient needed high flow, but the doctors feel required to do everything first… before we can call a CAT team while the patient is grunting, nasal flaring, etc.”.
PEWS & Watcher Status 
Out of all CAT/Code survey data, eight patients (5%) had a PEWS >6, triggering an escalation in care. Four patients (10%) had a document PEWS >6 and were also classified as a Watcher. The general pediatric medicine and pulmonology floor had the most significant percentage compared to the other acute care units that assigned patients as a "Watcher status" (n=25, 63%). The most common reasons a CAT was called, and the patient was a Watcher were changes in the patient's respiratory breathing or respiratory effort (n=24, 60%), any staff member concerned about the patient's clinical status (n=25, 63%), or patient continued to demonstrate clinical status change despite clinically appropriate intervention (n=16, 40%). Of Watchers patients who had a survey debrief, 30% (n=12) had nurses staffed adequately during the shift. During the quality improvement project, the organization's "Watcher status initiated" number had a baseline shift via control chart analysis (n=12 increased to n=17) of total patient watcher status initiated per month.
Debriefing goals and feedback
	The goals of clinical debriefing were evaluated via survey forms completed by acute care floor RNs and outlined in Likert scale format with a strongly agree to strongly disagree scale. RNs (n=20) self-reported feedback that the CAT/Code survey: Allowed for emotional processing, with 25% agreed, 63% neither agreed nor disagree, 6% disagreed, and 6% strongly disagreed. Improved team morale with 6% agreed, 82% neither agreed nor disagreed, and 11% disagreed. Identified and closed individual performance gaps with 47% agreed, 53% neither agreed nor disagreed, and 7% disagreed. Identified and closed team performance gaps with 47% agreed, 47% neither agreed nor disagreed, and 7% disagreed. Identified systems issues and areas of quality improvement with 40% agreed, 47% neither agreed nor disagreed, and 13% disagreed.
Discussion
Medical Decision Making
The patient's chief complaint on admission can vary on the predictive value of acute critical deterioration in clinical status. However, respiratory complaints, sepsis, and status epileptics have been shown as the primary leading cause of emergent transfer to the ICU setting (Witt et al., 2014; Miles et al., 2016). This predictive value of acute clinical deterioration in the non-ICU setting was similar to what was seen during data analysis of this project, including the most cited reason that a CAT was called was a change in the patient's respiratory rate, work of breathing, or respiratory effort (n=126, 72%), change in patient's oxygen saturation (n=73, 46%), and any staff member concerned about the patient's clinical status (n=72, 42%) (See Figure 4). These most common chief complaint trends that initiated a CAT/Code occurrence may yield a predictive value for future clinical practice in identifying and prompting providers to have increased awareness that these patients are at higher risk for an acute decline in clinical status.
PEWS and Watcher Data
Patients identified as a Watcher, indicating higher acuity and increased risk for clinical decompensation, did not trigger elevated PEWS scores, as indicated by this hospital institution to be >6. PEWS may not be an effective method to evaluate and predict change in patient clinical status. The challenge in pediatric inpatient acute care is accurately and consistently identifying the percentage of patients outside the ICU at risk for clinical decompensation. It has been shown through the literature that PEWs scoring can be variable and unreliable (Kowalski et al., 2021 & Sanquist & Tegtmeyer, 2018). A study by Kowalski et al. (2021) analyzed emergent PICU transfers over eight years and found that 47% of the sample had at least one incorrectly documented lower PEWs score in the 24 hours preceding the event. The last recorded PEWs scores before PICU transfer had no statistically or clinically significant difference in morality vs. survival in the PICU (Kowalski et al., 2021). Therefore, using PEWS alone may not identify patients at risk for clinical decompensation.
Studies have shown that institutions that incorporate a combination of objective scoring and subjective clinical experience can be used effectively to flag these high-risk patients (Evan et al., 2021 & Brady et al., 2013). For example, a study by Evans et al. (2021) found that implementing a Watcher program at a pediatric hospital achieved a greater than 70% reduction in emergent transfers from acute care floors to the ICU. In addition, the feedback from nursing staff demonstrated an increase in proactively responding to concerns about clinical changes in the patient's status and how to address the next steps in managing care (Evans et al., 2021). Similarly, a study by Brady et al. (2013) found that implementing a model for improvement and intervention, such as a Watcher program, resulted in a 50% reduction in inpatient days and increased interval between serious safety events. 
During this quality improvement project, the organization's "Watcher status initiated" number had a baseline shift via control chart analysis from data analyzed since May 2021 of total patient watcher status initiated per month. This shift might be multifactorial in that the debrief survey process was initiated, which prompts the question if a patient was a Watcher, allowing a discussion with the team if the patient may have benefited from being a Watcher status. This increase in Watcher initiation also may have been attributed to the overall higher acuity that the hospital institution saw during an early and especially virulent respiratory season during fall 2022. 
Barriers and Systems Issues:
Data after the first two weeks following the survey initiation demonstrated only a 30% compliance that all CAT or Code events had a debrief survey completed. After 14 weeks, at the end of data collection, a 59% increase in survey compliance was seen (See Figure 3). This increase in survey compliance could be attributed to targeted education and familiarity with the process over time. The pulmonary and general medicine pediatric acute care floor had the most surveys completed at 74% (n=128). The general medicine and pulmonary floor also achieved nearly 100% compliance with the number of events versus the number of surveys completed. Of note, there was found to be data discrepancy in underreporting and missing recording information from the electronic medical record to a separate Excel document that stored information regarding CATs called throughout the hospital. The pulmonary and general medicine floor had previously had a post-CAT call survey process in effect prior to the initiation of the debriefing process. Hence, staff and leadership were familiar with the routine, aiding compliance success.
Data collected from the CAT/Code survey and the RN feedback form consistently identified four categories of barriers to completing the survey: staffing, time to complete, not all team members present, and charge RN not present (see Figure 2). Lack of adequate staffing was a significant barrier during data collection, as the hospital institution was experiencing extreme patient volumes, critical staffing levels, and nurses being staffed adequately to the grid 21% of the time. In addition, 30% of Watchers who had a survey debrief (n=12) had nurses staffed to the grid during the shift, indicating that patients with higher acuity concerns may not have been adequately staffed for higher acuity assessment. 
Staffing was identified consistently as a barrier to completing the survey, with RN feedback stating it was a barrier 32% of the time to complete a survey after an event. Provider presence at the bedside participating in surveys remained low even after additional education, at 33% (n=57). The most cited complaint for lack of provider presence was the provider leaving the bedside directly following the event to attend to other emergent patient care. Data from studies such as Kessler et al. (2015) demonstrated that even small-time constraints with busy patient care assignments could be a barrier for staff attending and debriefing facilitators. 
Charge RNs identified barriers such as a lack of time to complete the survey (26%), though even with the improvement to survey efficiency, staff still endorsed the survey process time to complete was a barrier, taking greater than five minutes to complete. Taking five minutes away from the bedside was difficult in higher acuity cases requiring necessary patient stabilization after the event. Disorganization following an emergent, acute event has been documented in the literature as a barrier to clinical debriefing (Spencer et al., 2019). A study by Coggin et al. (2021) analyzed clinical debriefing and found that most debriefs occurred within an hour of the event and had a mean time of around 11 minutes for completion. Creating a unit culture of expectation and normalizing the debriefing process and ensuring a short duration of five minutes have been demonstrated in studies as positive contributing factors to increased debrief compliance (Cincotta et al., 2021). 
Systems issues were consistently identified in equipment, medication, pharmacy, and wait times. Themes related to equipment included malfunctioning or missing equipment that impacted the efficiency of care during a CAT or Code, including missing or malfunctioning respiratory equipment such as transcutaneous monitoring machines, high flow nasal cannula, and vitals equipment such as pulse oximetry not functioning correctly. Medication and supply chain shortages, specifically albuterol, impacted the hospital during this project. The albuterol shortage required RNs to prepare a continuous albuterol infusion for patients, which was a time-consuming process and was frequently documented as a systems barrier to patient care. In addition, wait times for ICU-level beds occurred due to limited bed availability and critical nurse staffing levels. Clinical debriefing has been noted in the literature to identify patient safety, such as changes to monitoring equipment, which prompted recommendations to improve clinical performance in practice (Tyler et al., 2021). Therefore, clinical debriefing may effectively identify and address systems issues that could negatively affect patient safety.
Goals of Debriefing 
Overall acute care floor nursing staff felt neutral toward the perceptions of the survey debrief. However, the survey data was limited to a small percentage of total acute care inpatient nurses (n=20). The areas that were most agreed upon were identifying and closing individual performance gaps & team performance gaps and identifying systems issues for quality improvement. In addition, the survey debriefs analyzed the team and individual performance surrounding the event using the Plus-Delta debriefing method, evaluating the aspects of performance that can be improved, delta, and those that went well and should be reinforced, plus (Cheng et al., 2021). Similar studies demonstrated that structured debriefing helped improve and identify clinical decision-making and improved awareness of communication barriers (Coggins et al., 2020; Berg et al., 2014; Tyler et al., 2021).
Areas that disagreed most greatly included improving team morale and allowing for emotional processing. This finding differs from the literature stating that clinical debriefs positively improve team morale and emotional processing (Berg et al., 2014; Govidan et al., 2019; Spencer et al., 2019; Eppich et al., 2016). Contributing factors to feelings of not improving team morale and emotional processing may be attributed to the high-stress environment following an emergent event and the short duration of time to complete the survey. Therefore, incorporating facilitated debriefs (cold debriefs) hours to days following the event may have a more significant potential to improve the emotional processing of emergency events in addition to immediately post-event debriefing (hot debriefs) (Tannebaum & Cesasoli, 2015; Wolfe et al., 2014).
Future Implications
The initial 14-week implementation of the CAT/Code survey clinical debriefing process identified barriers that inhibited the ability to perform a clinical debrief, identified the most common assessment triggers for a CAT or Code, staff perceptions of debrief process, and evaluation of current patient deterioration tools such as PEWS and Watcher. Overall the long-term goal of the three-tiered clinical debriefing processes, including the CAT/Code survey, is to reduce the number of emergent transfers and codes outside of the ICU at this pediatric hospital institution. A more prolonged data analysis must occur to assess clinical change correlation properly if the clinical debriefing process can reduce codes and emergent transfers to the ICU.
Future areas for quality improvement include continued work surrounding initiating Watcher status for acute care patients at high risk for decompensation. Although there was a baseline shift in Watcher status initiated during this project, it may be helpful to trend control chart data over time to assess if increased Watcher status initiated correlates with decreased Codes outside of the ICU and emergent transfers to the ICU, including CAT and Code events that occurred within six hours of a patient transfer from the emergency department. This qualitative data was noted independently in CAT/Code survey “other” comments, so it would be valuable information to trend for patterns in the future. 
Incorporating Tier 2 (facilitated in-person debriefs) following the initial survey debrief may improve the clinical staff's emotional processing and team morale surrounding the event. Not having all necessary team members, including the provider, RN, and charge RN, at the bedside to complete the survey was a consistent barrier identified. It may be beneficial to consider other leadership and interdisciplinary team members, including the ICU team, to attend and contribute to the survey to improve individual and team performance. Lastly, continuing to address the systemic barriers that inhibit staff from performing a debrief, most significantly, staffing that was negatively impacted at this pediatric hospital during this quality improvement project timeline. 
Conclusion
This quality improvement project evaluated a newly implemented acute care emergency response clinical debriefing process for emergent events outside the ICU. Clinical debriefing can help identify systems issues for quality improvement related to acute care emergent events and individual and team performance gaps surrounding the event (Tyler et al., 2019; Coggins et al., 2020; Berg et al., 2014; Eppich et al., 2016; Cheng et al., 2020). PEWs may not be a reliable tool to recognize pediatric patients at risk for decompensation. However, a combination of objective scoring and subjective situational experience (Watcher) may improve the identification of high-risk patients (Kowalski et al., 2021; Sanquist & Tegtmeyer, 2018; Brady et al., 2013; Evans et al., 2021). Additionally, incorporating facilitated debriefs following the event may improve the emotional processing of emergency events and immediately post-event debriefing (Wolfe et al., 2014; Tannebaum & Cerasoli, 2015). To continue to improve the long-term sustainability of this emergent acute care clinical debriefing survey, continued staff education, ensuring the process becomes a part of the unit staff workflow and culture, is recommended. Lastly, the process outcome and strengths, including barriers and systems issues, should continue to be addressed monthly during organizational leadership meetings.
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Figures 
Figure 1
 IHI Model for Improvement: Plan-Do-Study-Act (PDSA) Cycles. 
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Figure 2
Barriers identified to completing a survey debrief
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Figure 3
PDSA ramp cycle and improvement results week 1-14.
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Figure 4
Most frequent reasons a CAT or Code was called.
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