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Speaker 
Dr John Fitzsimons: 
is a Consultant Paediatrician at Our Lady of Lourdes Hospital, 
Drogheda and Clinical Director with the Quality Improvement 
Division (QID) in the HSE.  
 
He trained as a Patient Safety Officer with the Institute of 
Healthcare Improvement (IHI) in 2009 and became a fellow of 
the Faculty at the NHS Institute for Improvement & Innovation 
for two years.  
 
He is Clinical Director for Quality Improvement with QID. He is a 
course co-director for the HSE/RCPI Diploma in Leadership and 
Quality in Healthcare. 
 
Siobhan Reynolds  
is a Quality Facilitator in the Quality Improvement Division of 
the HSE.  
 
Siobhan is a member of the Governance for Quality team and 
supports services in establishing Quality and Safety Committees 
and applying the Framework for Improving Quality. 
 
 

 



Instructions 
• Interactive 
 
• Sound: 
Computer or dial in: 
Telephone no: 01-5260058 
Event number: 843984434# 
• Chat box function 

– Comments/Ideas 
– Questions 

 
• Keep the questions coming 
 
• Twitter: @QITalktime 

 



Participants will gain an understanding of: 
 
• Shared concepts around Quality Leadership and Culture 
• Approaches to carrying out walk-rounds 
• Critical success factors of Quality and Safety Walk-rounds 
• How to set up a Quality and Safety Walk-round programme 
 

 



 
 

 
 
 

 

 
   “Structured process to bring senior managers 

and frontline staff together to have quality 
and safety conversations with a purpose to 
prevent, detect and mitigate patient/staff 
harm”                                 (Source : HSE 2016)                     

Definitions 



 
 
 
 

 
 

• 2001 conversation at the Institute of Healthcare 
Improvement with Dr. Allan Frankel - Patient Safety 
Leadership Walk-rounds. 

• NHS Patient Safety first Campaign - ‘Patient Safety Walk-
rounds’ 

• Healthcare Improvement Scotland – Safe in our Hands 
Leadership Walk-rounds. 
 

 

 

Background 



 

• A planned discussion between frontline staff and senior 
management teams. 
 

• An opportunity to identify good practice  
 
• An agreed schedule of staff leading walk-around 
 
• Regularly repeated  

 
• Where frontline staff do their work – deference to expertise. 

 
• Supported by Quality and Safety function 

Walk-rounds are.... 



 
 

• An informal meeting 
 
• An inspection  
 
• Only about safety concerns  

 
 
 
 

Walk-rounds are not .... 
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Why Quality and Safety Walk-rounds?  

  Demonstrate senior leaders commitment to quality and 
safety. 

 

  Increase staff engagement and ensure staff ideas for change 
are actioned. 

 

   Identify, acknowledge and celebrate good practice 
 

 Strengthen commitment and accountability for quality and 
safety.  

 Supports the development of an open culture for safety. 
 Increasing the in-basket of patient safety information 

 
 

 

2017 



 
 
 
 
 

 

• 2015 - Beaumont Hospital in 
partnership with Quality 
Improvement  Division and 
Royal College of Physicians  

• 2016 - Toolkit and Resources 
(Beaumont) published Launch 
and Learn Event 

• 2017 - Social Care - Older 
Persons  services commenced 
training 

• 2018 – Cavan and Mayo 
Hospitals 
 
 
 
 
 
 

 

Irish Context 
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Guidance  
2013  

2016  

2017 

Presenter
Presentation Notes
Three parts to the document.... 
Part 1 Guidance for Organisations starting out. 
Part 2 Case Study and 
Part 3 : templates organisations can use.  
Delighted to say all on one page in a summary step by step summary



Setting up a Walk-round 
Programme 
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QSWRs - Key Tasks 

1.  Annual schedule 
 

2.  Confirmation of walk-round teams 
 

3.  Information to staff prior to the visit 
 

4.  Ground rules – ways of working agreed 
 

5.  Reporting of actions 
 

6.  Measuring effectiveness 
 

2017 



They address a variety of issues including:  
 
• senior management visibility and commitment to safety.  
 
• communication between staff and managers. 
 
• attitudes to incident reporting, learning from incidents and 
reviews.  
 
  

Safety Culture Assessments 

Ref: NPSA : 7 Steps to Patient Safety 

Presenter
Presentation Notes
Methods to assess

There are many ways  to assess the safety culture of organisation, surveys , interviews, incident reporting data etc.

They address a variety of issues including......



Levels of Maturity with 
respect to a Safety Culture 

A. Why waste 
our time on 

safety? 

B. We do 
something 
when we 
have an 
incident 

C. We have 
systems in 

place to 
manage all 
identified 

risks 

D. We are 
always on the 
alert for risks 

that might 
emerge 

E. Risk 
management 
is an integral 

part of 
everything 
that we do 

PATHOLOGICAL REACTIVE BUREAUCRATIC PROACTIVE GENERATIVE 

Source: NPSA MAPsaf Slides 

Presenter
Presentation Notes
The Levels of Safety Culture used in MaPSaF
The best way to understand an safety culture is in terms of an evolutionary ladder. Each level has distinct characteristics and is a progression on the one before. The range runs from the Pathological, through the Reactive to the Calculative and then on to Proactive and the final stage, the Generative. 

A. Pathological, is where the prevailing attitude is ‘why waste our time on safety?’

B. Reactive, is where safety is taken seriously, but it only gets sufficient attention after things have already gone wrong. 

C. Calculative or bureaucratic organisations are those which have a tick box culture and approach to managing safety. This is where an organization is comfortable with systems and numbers. 

D. Proactive: Proactive organisations consider what might go wrong in the future and take steps before being forced to. Proactive organisations are those where the workforce start to be involved in practice, not just in theory. 

E. Generative organizations are the nirvana of a mature safety culture. They live in a  state of ‘chronic unease’ and are mindful of what could go wrong, trying to be as informed as possible, because it prepares them for whatever will be thrown at them next. At this level bad news is actively looked for, because it provides the best opportunity to learn, so messengers are trained and welcomed.





3 Phases 

2017 

1: 
Preparation 
Identify 
Leadership Team 
Scheduling 
Identify Site 
Teams 
Communication 
Confirmation 

2:  
The Quality 
and Safety 

Walk-round 
Introductions 

Site Tour 
Questions 

Closing Comments 

3:  
Follow Up 

Immediate 
Actions 

Tracking and 
Monitoring 
Feedback 

Follow up visit 
Measures of 

Success 

Source : www.patientsafety first. nhs.uk 



1. Who ? How Many ?... 

• CEO /General Manager 
• Lead clinicians 
• All executive management team 
• Pair clinical and non-clinical 
• Non executives and patient representatives 
• Scribe 

 
 
Numbers are small…. Never outnumber frontline team 

2017 



1. The Site Team 

 
• Lead Clinicians 
• Mixed group of staff 
• Location that is suitable nearby the clinical area 
 

2017 



19 

             

• Communication Plan 
• Create Schedule for Year 
• Inform Staff 
• Coordinate the visits 

1. Communicate the Plan 



What happens during a walk-
round ? 



3 Phases.... 

2017 

1: 
Preparation 
Identify 
Leadership Team 
Scheduling 
Identify Site 
Teams 
Communication 
Confirmation 

2:  
The Quality 
and Safety 

Walk-round 
Introductions 

Site Tour 
Questions 

Closing Comments 

3:  
Follow Up 

Immediate 
Actions 

Tracking and 
Monitoring 
Feedback 

Follow up visit 
Measures of 

Success 

Source : www.patientsafety first. nhs.uk 



2. The QSWR 

• Team meet to discuss approach 
• Agree roles 
• Visit area /Site Tour 
• Introductions & Opening Statement 
• Questions 
• Facilitation skills 
• Actions agreed 
• Closing statement 
 

2017 



What happens after a walk-round ? 



3 Phases.... 

2017 

1: 
Preparation 
Identify 
Leadership Team 
Scheduling 
Identify Site 
Teams 
Communication 
Confirmation 

2:  
The Quality 
and Safety 

Walk-round 
Introductions 

Site Tour 
Questions 

Closing Comments 

3:  
Follow Up 

Immediate 
Actions 

Tracking and 
Monitoring 
Feedback 

Follow up visit 
Measures of 

Success 

Source : www.patientsafety first. nhs.uk 



3. Follow up 

• Within an agreed number of days 
– Write up the notes 
– Send back to team 
– Update database 

• Standing item on management team agenda 
• Closing actions 
• Monitoring trends 
 

2017 
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             3. Actions 



3. Follow up -Trends 

• Communication 
• Environment 
• Training 
• Teamwork 
• Incident reporting 
• Equipment 
• Staffing 
 

2017 
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3. After Action Review 

1. What was expected ? What did we set out to do?  
2. What actually happened ? Explore the Facts: What you 

did, saw or experienced during the event ? 
3. Was there a difference ? 

Reflect on the successes and failure 
What worked well ? Why ? What didn’t work ? 
What could have gone better and why ?  

4. What can be learned ? 
What will be different next time ? 
What are the two or three lessons you would share with 
others ? 

2017 
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Teams 

 



Critical Success Factors 



• Executive sponsorship and clinician engagement 
• Active listening and genuine curiosity  
• Coordinated  approach 
• Customised toolkit  
• Part of existing governance structures 
• Closing the loop 
 

Critical Success Factors 



Quality, Leadership and Culture 



Leadership 

Marshall Ganz 

Leadership is accepting 
responsibility to create 
conditions that enable 
others to achieve shared 
purpose in the face of 
uncertainty.  
 
  Marshall Ganz 

Leadership is… 



A Person Centred View of the World 
“moving from what’s the matter?” to “what matters to you?” 

Person Centred Care Model 
Health Foundation www.health.org 

Joy in Work Model 
Mayo Clinic, USA 
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Getting to the Third Wave of 
Improvement 

Ref: Jason Leitch & Derek Feeley 

Performance Management 

Quality Improvement 

Co-production 

Keeping Power 

Sharing Power 

Ceding Power 

Targets, 
Inspections 

Quality 
Improvement 

Projects 

Mobilising, 
Social Movements 

Be
tt

er
 O

ut
co

m
es

 

Time 
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Psychological Safety 
Ref: Amy Edmondson 

Psychological safety: the belief that you won’t be punished 
when you make a mistake 
 
Questions that demonstrate psychological safety: 
 - Can I ask questions without looking stupid? 
 - Can I be respectfully critical without looking 
negative? 
 - Can I seek feedback without seeming incompetent? 
 - Can I be innovative without looking disruptive? 
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What matters to you? 



What Matters to You? 
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“I have no special talents.  
I am only passionately curious.” 
 
   Albert Einstein 
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What’s your C.Q.? 



Humble Inquiry 
The Gentle Art of Asking Instead of Telling 

Humble Inquiry is the fine art 
of drawing someone out, of 
asking questions to which you 
do not already know the 
answer, of building a 
relationship based on 
curiosity and interest in the 
other person. 
 
   Edgar H. 
Schein 
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3 Levels of Quality & Safety Walk- rounds 
All can happen at the same time 

Surface 
Visible & available 

leadership. 
Demonstrates interest 

in Quality & Safety 

 
Middle 

Asking - Listening to learn. 
Respect for the challenges 

and the insights of staff 

Deep 
Creating psychological safety & 

trust.  
Long term relationship building 
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Helpful links 
 
Framework for Improving quality 
www.qualityimprovement.ie 
 
 
 
Improvement Knowledge  
and Skills Guide 
 
 
http://www.hse.ie/eng/about/Who/QID/aboutQID/ 
 

http://www.qualityimprovement.ie/
http://www.hse.ie/eng/about/Who/QID/aboutQID/
http://www.hse.ie/eng/about/Who/QID/aboutQID/


Thank you from all the team @QITalktime 
Roisin.breen@hse.ie 
Noemi.palacios@hse.ie 

Follow us on Twitter  @QITalktime 
 

Missed a webinar – Don’t worry you can watch recorded webinars on HSEQID 
QITalktime page 

Next QI Talktime: 
 

Tues Nov 6th 1pm: Building a Model line for Frailty 
   

Speaker: Fiona Keogan – Service Improvement Lead 
Ireland East Hospital Group 
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