Advancing Patient Safety: Integration of a Root Cause Analysis for Hospital Acquired Infections using a PDSA Model

BACKGROUND

As a safety initiative Virtua Mt. Holly & Virtua Willingboro launched a new process
related to hospital acquired infections. Hospital acquired infections (HAIs) are
infections that patients acquire while receiving treatment in a healthcare facility
and pose significant risks to patient safety. HAls occur after 48 hours after
hospital admission, 3 days after discharge, or 30 days following a surgical
procedure (NHSN, 2025). Preventing HAIs involves several key practices which the
debriefing process helps to identify.

Adherence to strategies to decrease HAls is essential for maintaining quality care
and minimizing risks to patients. Virtua Mt. Holly and Virtua Willingboro were
benchmarking above national standards and above our internal goal. Our goal of
zero harm was not being met. The number of HAls caused the sites to evaluate the
process and awareness to interventions to decrease HAls. It was clear our
processes needed to be adjusted to meet our goals.

OBJECTIVES

The objectives of this project is to ensure clarity and consistency are present
within the culture of preventing HAIs. The project aims to reduce HAls by
improving management of patients at risk for HAls. Reducing HAls in return
allows the campuses to maintain the safety of the patients. The call action was
in March of 2024. The Assistant Vice President of Quality Management and
Infection Control Managers launched a new debriefing format for all HAIs that
was aimed to discover opportunities in practices. Since the launch in 2024 the
interventions and modifications to HAls management has become a proactive
interdisciplinary effort to continue to strive for zero harm.

Since 2023 Virtua Mt. Holly and Virtua Willingboro’s Standard Infection Ratio
(SIR) continuously decreased to align with national benchmarks and strive
towards achieving zero harm. This decrease is directly associated with the
integration of the root cause analysis for HAls.

The two sites are broken down by infection, SIR, and current goals for each
individualinfection in figure 1. The categories of HAls positives help the team to
identify the workflows to be reviewed as seen in figure 1. During the review it
was confirmed that in order to meet and surpass the national benchmarks that
a deep dive into each case was needed to decrease HAls (Venier, 2015).

The debriefs include chart reviews, interviewing key care takers, review of best
practices, and developing a plan of care that is patient specific.
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Infections 2025 Goals

Central Line Associated BSI
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Willingboro 4
Urinary Catheter Associated UTI
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Willingboro 0

Hospital Onset C difficile

Mt Holly

Willingboro
nc = not calculated because predicted number of infections < 1.0

* statistically significant AC diff SIR updated quarterly
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reflective of care provided, potential delays or overtreatment for HAls
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METHOD

The Virtua Mt. Holly and Virtua Willingboro Assistant Vice President of Quality and
Infection Control Managers have conducted a literature search on best practices.
The team in 2024 launched a new process in investigating possible practice
changes to reduce HAIls based the evidence. This PDSA project included several
revisions since initiation of the process. In current state the local Infection
Control Manger conducts a Go, No Go meeting with local and Corporate leaders
for any possible HAIs (figure 2). During this meeting, the team determines if the
definition for reportable is met, if a root cause analysis is needed, who needs to
be included in the investigation, and what observations are needed. Learning the
workflow of the area through observations to help better understand and support
the department to reduce potential HAls in the future is completed (Tannenbaum
& Greilich, 2023).

In addition to these standard questions additional ad hoc members are identified
and invited to a second meeting. The second meeting involves all key
stakeholders and other experts in the system. During the meeting, a process map
of what should have happened and opportunities that were identified are
discussed. An action plan is developed at the end. The action plans vary based on
the situation. For example, making sure practice and policy meet or developing a
specific long-term care plan for an individual patient that is added to the EMR.
There have been successful changes in the workflows of departments that have
reduced HAIls from 2024 into 2025 related to the open discussion during the Go,
No Go and Debriefing meeting (Figure 2). The continued revisions helped to allow
the debriefs to be meaningful by impacting patient care.

The first revision was September of 2024 which included the debriefing tool
that included deviations and opportunities from the deviation. In November
2024, the team started to discuss a new revision that was launched in January
2025 that included a formal Go, No-Go to determine reportability and key
stakeholders in the care and management of the patient during the encounter. In
June of 2025, the team began to review near misses and review what successful
interventions were implemented to prevent the HAI. As of July of 2025, the team
has started to identify high risk patients for HAlIs and develop plans to prevent
HAIls from occurring by developing a detailed plan of care based on known
barriers and behaviors. To date there has been key strategies to reduce HAIs that
have developed by the interdisciplinary team including 3 long-term care plans for
high-risk patients.

Call to Action

Starting of new debriefing format was March 2024

Starting of SBAR was June 2024 with one revision in September of 2024

In November 2024 the team started to discuss a new revision that was launched
inJanuary 2025 that included a formal Go, No-Go.
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started on hire and continued throughout one’s employment.
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As a result, information was shared in CCG, OMG, and staff meetings to increase
awareness of the debriefings of HAls. The team rounds to influence employees on
HAIls with a focus on the steps of prevention. The team rounds on all units with a
monthly topic that rotates including the following topics: CLABSI, CAUTI, C-Diff,
SSI, SS| Colons. The rounds include education, hands on demonstration, and
interactive games to help reinforce key steps to reduce HAls.

RESULTS

HAI Debriefing was launched in 2024; Virtua Mt. Holly had a total of 4
debriefings and Virtua Willingboro had a total of 3 debriefings. Of the total of
7, 4 resulted in an RCA. On May 22, 2025, the Nurse Directors, Assistance
Nurse Managers, and Advanced Nurse Clinicians were all sent a 6-question
poll to determine the impact of the new HAI debriefing process. The poll was
sent out to 33 people and 17 responses came back; the response rate was
51% percent.

The leaders were asked questions anonymously to allow unbiased feedback
on the debriefing process. 53% of responses have directly completed the new
format while 29% of the responses have been included in the debriefs without
completing the new documents. The end users using the forms are solely
working with the new tools that were developed, and no previous forms was
59%. 71% of the responses answered that the new debriefing format is
providing more actionable items to prevent future HAls on the campus. 79%
of the responses stated that the new format is providing further details that
require investigation that have not previously been identified or capture in the
previous format. 71% of the responses stated that the new HAI format is
allowing for stronger actions to prevent future HAIs by altering the workflow
when a HAl is confirmed.

The key principles of being preoccupied with implementing sustained change
is by all staff members being aware of events and learnings on how to prevent
a similar HAl in the future. Using staff meetings, huddles, e-mails, and at the
elbow training is a key focus to reducing HAIls. Using the acronym STAR, stop,
think, act, and review the situation helps to prevent HAls for at risk patients. In
addition, using SBAR to have closed loop communication has proven to
prevent over reporting (World Health Organization, 2010).

The team continues to drive to zero HAIs by using the Go, No Go and the
formal debriefing tools and processes. The formal debriefing tools include the
SOP for the debriefing, the SBAR, and the process map which provides insight
into how to better meet the patient where their needs are to prevent HAIs
(Figure 2 & 3).

V¥ Virtua SBAR Brief & Follow-up Vv Virtua SBAR Brief & Follow-up

Director or designee schedules debriefing within 14-business days of notification of HAl Indude the
following on all debriefings.

Standard Operating Procedure O DrTopiel

#  all lines, foleys, and c-Diff rule outs should be rounded by the unit leadership daily O ave

#  Utilize the debriefings title CAUTI, CLABSI, CDMFF in your daily rounds O Directors of Mursing Practice
# If a HAl is identified use your daily rounds to complete the SBAR and Process Map of events i
# Send the SBAR and Process Map to Infection Control, AVP, and Quality AVP within 48 business hours

o Debrisfing huddles conducted on unit.
o Remote TEAMS mesting avsilable on the unit

using daily ding sheets, SBAR, and Process Map to be completed

by umit lzadership. Motification of HAI sent to unit — Nursing Director, Assistance Murse Manager and
ANC. Debriefing to be scheduled within 14 business days:

o Case presanted by unit, identify deviations, barriers, and breakdown in processas

Action plan will be developed by unit leadership with support from ICP in collabaration with members

of the CAUTI and CLABSI committees. Collaborate with ICP and AvP of Quality for C-Diff.
Naotification of HAI sent to unit and following: Ouaality

O Infection Control Officer Action plan will have set targets and timaline for completion.
O Infaction Prevention Completed action plan should be z2nt to AVP and Quality AVP of the unit.

O a unit lzadership and 1C7 will report deviations to divisional Hal councils, system Infection Frevention
O anc «council, unit huddles, and CLABSI/CAUTI working groups, and at practice councils.
m

Unit lzadership will continue to educate and focus on specific devistions identified during debrizfing.

O critical Care Physician [ICU)
O Hospitalist

O Quality aVP

O risk Manager

Debriefing tool for investigation sent to:

Primary Physician and lzad hospitalist
communication from staff that provided care. Debriefing tool completed within 48 hours

Inappropriate Acts/ Deviations Individual Opportunities

Patient Summary

Summary and follow-up with action items:

Figure 3
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Conclusion

When properly implemented early identification of high-risk patients can
prevent HAls from occurring. Fostering a culture of safety where frontline
workers will know they can stop the line when they notice a potential hazard
increases the safety of our patients. The most important aspect of reducing
HAls is having employees who feel safe and empowered to speak up to a
health care team member when a process is not followed (World Health
Organization, 2010).

Since launching the latest revisions, the team has 7 Go, No-Go’s. Of the
seven Go, No-Go’s 3 were determined not to meet criteria of a HAI. However,
these 3 patients were considered high-risk and had long-term care plans
entered into the system to reduce the risk of an HAI if admitted again with the
same risk such as a foley or central line in place. Being able to identify
patients at risk and develop a long-term care plan for the staff to implement
when admitted allows the staff to promote a proactive care model that
fosters safety of our patients with each encounter.

New HAI Debriefing Poll- Feedback from Involved Parties

Has the new format ponided a change inyourworkflow? [ G

Does the new HAI formatallow for stronger actions to prevent future cases? | | e

Does the new format provide further detals to be explored during the investigation of the case? - | GGG
Does the new HAI debrief fromat provide youwith more actionable items to prevent future HAls? | |
Do you use the previous debrief tool to help guide during line and foley rounds? - | G s

Have you completed the new fomat for HAl debriefs? [ | |

0 0% 2% 0% 4% 0% 6% 0%  80% 0% 100%

BYes BNo WOther
Figure 4

Overall, Virtua Mt. Holly and Virtua Willingboro have made a large stride to
having zero harm to our patients with each encounter. The results from the
poll have proven that the new format is changing workflows of the team. The
Root Cause Analysis is providing meaningful actions to reduce HAls. The
debriefing has incorporated interviewing key stakeholders to better identify
interventions (Percarpio & Watts, 2013). These interventions that have been
implemented into practice post debriefing has proven to be sustainable. The
results of the survey are in figure 4.
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