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Resource 1 : Terms of Reference Quality and Safety Walk-round Steering Group  

Role and Responsibilities

● Agree on membership and invite new members as required

● Approve the selection of new walk-round leadership team members

● Develop and implement a Communication Plan

● Identify training requirements and approve and develop new programmes

● Provide overall direction and leadership for the delivery and implementation of the project

● Approve all stages and plans, commit resources and resolve issues as required

●  Oversee the implementation of quality and safety walk-rounds in clinical and non-clinical areas and to agree
pace of rollout

●  Ensure that the programme receives local and national recognition

●  Ensure that the programme is on target and meets its approved objectives

●  Sign-off on key programmes milestones/ deliverables

●  Approve the use of external walk-round methodologies/toolkits within the organisation

●  Evaluate and regularly review the effectiveness of the programme

●  Support the sustainability of the programme

Reporting Relationship

●  Provide reports to Clinical Governance /Quality and Safety Committee / Board /Executive Management Team

Membership

●  CEO Project Sponsor

●  Representatives from Senior Management Team / Executive

●  Director of Nursing

●  Hospital Board Nominee

●  Chair of Clinical Governance

●  Director of Human Resources

●  Director of Finance

●  Representative from each Directorate Management Team

●  Quality and Safety Manager

●  Facilities Manager

●  Learning and Development

●  Medication Safety Lead
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Resource 2 : Quality and Safety Walk-round – Contact information and Schedule

Quality and Safety Walk-round Contact information

Ward/Department/
Unit

Directorate/ 
Division

nurse/Midwife 
Lead 

Medical 
Lead

Phone Email 

Quality and Safety Walk-round Schedule 

REPRESEnTATivE

Department/
Directorate

Unit/Team Date Day of 
Week

Time Senior 
Manager

Clinical Lead Safety 
Lead /
other 

Scribe
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 Resource 3 : Quality and Safety Walk-round Process  
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Resource 4 : Quality and Safety Walk-round Opening and Closing Statements

Opening Statement 

This sets the context of the QSWR and provides an opportunity to explain the process and outline everyone’s 
role. 

We are here on a Quality and Safety Walk-round today and the team is made up of a senior 
management representative (Name & Role), a member of our safety team (Name & Role), a clinical 
lead (Name & Role) and (Name & Role) will assist us with note keeping today. 

So could you introduce yourselves and tell us your roles. 
We are interested in focusing on systems and processes and not individuals.  Each of us has an 
important role to play in patient safety so your views are very valuable. We must highlight that this is 
not an inspection or an audit. 

We are here to listen to you as we want to work together to improve patient care and safety. Our 
aim is to discuss good safety practice and concerns and work with you to improve the environment 
and overall delivery of care. During our visit today we would like to meet with 1 or 2 patients (if 
appropriate for the area being visited) to seek their views on safety also.

Where would be a good place to have our discussions today? 

Closing Statement 

This allows the Quality and Safety Walk-round team feedback what has been heard and observed during the 
walk round, it also allows for all parties to recap on the agreed actions timeframes and responsible persons.  
The closing statement will also remind staff to identify good practices that can be shared.

Thank you for taking the time to meet with us today.  We appreciate how busy you are and hope you 
have found some benefit from the conversation.  We are very glad that we have come here today 
as this has been very beneficial. There are some actions that we have agreed can be managed by 
yourselves or that you need to discuss with your directorate management team.  You have also 
highlighted some issues that the directorate management team and ourselves will need to discuss 
further to follow up.  

From here the actions we have agreed together to prioritise will be sent within xxxxx (agree a 
timeframe) to you (Unit Manager) and to your directorate management team to support you with 
follow up. 

One of the things today that we have been so impressed with is how proactive you and your team have 
been with ..... (give an example of a quality initiative that has been discussed ).  We would like you to 
think about how you can share this great initiative with other similar areas in the hospital.  

Following today, we would like you to inform your team about today’s walk-round so that all staff 
members are aware of the agreed actions.
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Resource 5 : Quality and Safety Walk-round Customised Questions

The questions can be used at any time throughout the visit to assist with open communication as needed.  It is not 
imperative that the team stick to these questions but rather use them to get engagement.  There are also patient 
questions if deemed appropriate.

Beaumont Hospital Questions Bank

Introduction Questions

1. What do you do well – what are you most proud of here?

2. What patient or staff issues cause you concern in relation to quality and safety?

People patient/staff

1.  Can you describe how communication either enhances or inhibits safe care on your unit in the following areas -
Handover, multidisciplinary team, patients or relatives?

2. How can patients/relatives raise safety concerns?

3. Have any concerns been raised by staff members with regard to quality or safety?

Equipment

1. Do you have any safety concerns about the equipment in your area?

Task

1. Today are you able to care for your patients as safely as possible? If not, what is prohibiting you?

2. Do you feel you have the ability and support to perform the tasks which are expected of you?

Environment

1. Can you think of a way in which the environment fails you or your patients on a regular basis?

2. Are there opportunities for improving the environment that you think are feasible?

Organisational

1. What specific action could the leadership team take to make the work you do safer for patients and staff?

2. What could you and your team do on a regular basis to improve quality and safety for patients and staff?

3. Can you highlight an example of good practice that could be shared with other areas?

Patient Engagement

1. Is there anything that we could do better with regard to quality and safety?
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Resource 6 : Quality and Safety Walk-round Transcription Template

Quality and Safety Walk-round Transcription Template
Date: Time: 

SMT Lead: Location:

Clinical Lead: Scribe: 

other: iQS: 

Did the area receive letter of (i) Notification of QSWR?  (ii) QSWR Leaflet?

Present Grade/Role Present Grade/Role

Action Plan 
*Pick 3 key areas for Local Action and Corporate Action

1 Description:

Work to Date:

Action Req: 

Action Owner: Review Date: 

2 Description:

Work to Date:

Action Req: 

Action Owner: Review Date: 

3 Description:

Work to Date:

Action Req: 

Action Owner: Review Date: 

Discussion Notes:  
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Resource 7: Quality and Safety Walk-round notification E-mail

This letter/e-mail is sent to the visiting area one week in advance of the walk round.  It highlights the date/time and 
outlines what the areas should expect from the visit and also outlines the need for the area to prepare in advance 
and ensure the appropriate staff is present.  Walk-rounds should be scheduled on a day and time that suits the area 
being visited.

[insert date]

Dear XXX,

XXXX ward/unit has been scheduled for a Quality and Safety Walk-round (QSWR) on the dd/mm/yyyy from 
XX:XX am to XX:XX am. 

These walk-rounds are part of our commitment to patient safety and improving patient care.
The aim of the Quality Safety Walk-round is to provide an opportunity for a member of the senior management 
team to meet with a consultant / clinical director, the local manager and multidisciplinary team members to 
showcase good practices and highlight any concerns.  To make the most of this opportunity, it would be useful 
for you and the team to reflect on what you would like to discuss.  Prior to the walk-round you are asked to en-
sure that both yourself or representative and a clinical lead is available to participate on the Quality and Safety 
Walk-round.

All staff have an important role to play in improving safety, therefore the walk-round team would like to use 
the visit as an opportunity to speak to key staff of any grade or profession.  Please inform staff members of the 
quality and safety walk-round and their opportunity to engage in the process.  The walk-round team would 
also welcome the opportunity to speak with patients if possible and this can be discussed on the day.

Attached is a leaflet on the Quality and Safety Walk-round process which provides more detail for your team 
to help them understand the purpose of the visit.  A Quality and Safety Walk-round notice is also attached and 
we would appreciate it if you could display this in a visible area.

We look forward to meeting with you and your team.

Kind regards,

If you have any queries please contact... 
c.c. Directorate Management Team / Department Heads / Service Manager.
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Resource 8: Quality and Safety Walk-round notice 
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Resource 9: Quality and Safety Walk-round leaflet 



Part 3: Toolkit R
esources

Quality and Safety Walk-rounds - Toolkit and Case Study 

43

Resource 10: Quality and Safety Walk-round Action Plan Template

CATEGoRy iSSUE oR ConCERn 
RAiSED

WhAT hAS ALREADy 
BEEn DonE To 
ADDRESS iSSUE

ACTion To 
BE TAkEn 
foLLoWinG 
WALk-RoUnD

PERSon 
RESPonSiBLE

DUE DATE

Organisation/
Management

Environmental

People (Staff and 
Patients)

Equipment

Task

fEEDBACk SUGGESTionS
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Resource 11: Quality and Safety Walk-round Communication after the Quality and 
Safety Walk-round

A copy of the draft Action Plan is circulated to all those present at the walk-round for comment and approval.  All 
positive feedback and suggestions for improvements are also noted and these are included in the email sent to 
the team following the walk-round.  In some instances, it can be useful to focus on a small number of high priority 
issues identified on a Quality and Safety Walk-round.  A suggested email template is as below.  It is good practice 
to distribute the draft action plan within an agreed time frame.

[insert date]

Dear XXXX,

Thank you for investing the time and participating in the Quality and Safety Walk-round to XXXX 
unit/team on dd/mm/yyyy.

As agreed, please find attached a draft version of the action plan that highlights safety action points 
that together we will take forward with the intention of resolving or raising further awareness on the 
issue.

In addition, we would like to note the positive feedback we received during the visit:-
1.
2.

Suggestions for unit/team to consider as part of promoting further good practice are:

1.
2.
3.

If you wish to make any amendments to the attached report or to the comments above, I would be 
grateful if you could please let me know by XXX 20XX. The final action plan will then be emailed to 
all concerned to ensure agreed actions are taken forward.

Kind regards, 
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Resource 12: Quality and Safety Walk-round Final Communication after the Quality 
and Safety Walk-round

The final action plan is circulated to all participants in the walk-round within an agreed timeframe.  An example 
email template is as below.  The named person for coordinating the Quality and Safety Walk-rounds takes 
responsibility for following up progress on the action plans as the deadlines approach.  Progress on all other 
issues are normally captured at the next walk-round visit for that particular area (or as agreed by the executive/
senior management team).

[insert date]

Dear XXX,

Thank you for participating in the Quality and Safety Walk-round to XXXX unit/team on dd/mm/yyyy. 

Further to my email (dated XXX) please find attached the final action plan that takes account of your 
comments and highlights the agreed priority issues that will be taken forward.

Again, we would like to note the positive feedback we received during the visit:

1.
2.

Suggestions for unit/team to consider as part of promoting further good practice are:

1.
2.
3.

Our agreed time scale for addressing the issues is dd/mm/yyyy. Please keep me briefed on the prog-
ress to enable me to update the Quality and Safety Walk-round database.

Kind regards,
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Resource 13 : Quality and Safety Walk-round Database Fields

Clinical Unit Area Ward Contact Date Day of Week Time Representatives

Actions Sent Action Deadline Actions 
followed Up

Actions 
outstanding

Actions Chased Actions Closed final Report 
Sent
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Resource 14 : After Action Review Process

After Action Review (AAR) Process
An After Action Review (AAR) is a discussion of an event that enables the individuals involved to learn for 
themselves what happened, why it happened, what went well, what needs improvement and the lessons 
learnt. The AAR seeks to understand the expectations of all those involved and provides insight into events and 
behaviours in a timely way with the learning leading to personal awareness and action.

What was EXPECTED? What ACTUALLy happened?

Before the event, what was the objective, plan or 
expected outcome? 
What did we set out to do?

It could be a shared plan, a formal agreement,         
a guideline, a personal expectation, or simply 
regular practice

After the event each participant describes what they 
did, saw or experienced during the event

Explore the facts, while acknowledging the perspective 
and feelings of others

Why there was a difference? What can be LEARnED?

Why there was a difference between the expected 
outcome and the reality of the moment?

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

Check if expectations were properly shared and 
what constraints on people, time or resources 
prevented expectations being realised

Learning is the prime action within an AAR. 
What will be different next time?

What are the two or three key lessons you would share 
with others ?

It may be a change in practice or policy or a change in 
attitude, behaviour, shared understanding or greater 
insight. Direct the collective wisdom to improving future 
performance.

AAR GROUnD RUlES
● Leave hierarchy at the door

● Everyone contributes and all contributions are respected

● The purpose of the AAR is to learn

● No BLAME – Discussing mistakes should not lead to blame

● Everyone will have a different truth to share of the same event

● Contributions should be through what people know, feel and believe

● Respect time pressures but all must be fully present

● Make no assumptions, be honest and open

● All must agree with these ground rules

Adapted from  : Andrews, (2008) University College London (UCL) Hospitals NHS Foundation Trust.

After Action Review (AAR) The Four Steps
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