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Learning Objectives

At the end of this session, participants will be able to:

1. Describe the role of Walkrounds in building a culture of safety 

and continuous improvement

2. List the activities of leaders and staff preparing for Walkrounds

3. Identify the types of data and tools used in Walkrounds

4. Discuss the impact of Walkrounds



• If you have heard about Walkrounds stand up.

• If you have had a Walkround conducted in your work area 

continue standing, otherwise sit down.

• If you can describe the steps in conducting a Walkround continue 

standing, otherwise sit down.

• If you have participated in a Walkround as a Leader continue 

standing, otherwise sit down.

• If Walkrounds are regularly conducted in your area continue 

standing, otherwise sit down.

What is your experience with Walkrounds?



Anyone care to share a Walkround Story?

• What did you discuss on a recent Walkrounds?

• Did you have the opportunity to offer ideas for improvement?

• Was there follow up to previous issues raised?
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Background

Going to Gemba represents managers visiting the shop floor 

to observe, learn and understand what is happening across 

every level of their business.

Purpose:
• To allow managers and leaders to observe the actual work 

process 

• Engage with employees

• Gain knowledge about the work process, and 

• Explore opportunities for continuous improvement.



Safety Walkrounds

• Elicit caregiver concerns about 

patient safety, near misses, and 

adverse events

• Promote conversations to 

identify patient safety hazards

• Gather information to enhance 

decision making around patient 

safety

Safety Rounds (Environment)

• To evaluate patient satisfaction

• Compliance with policies and 

standards

• Showcasing of our excellent 

employees 

• Looking for physical safety hazards

Safety Walkrounds vs Safety Rounds



Evolution of Walkrounds

Leaders Round
to Learn from 

Staff 
and Build 

Psychological 
Safety

Leaders Round
to Learn from Staff, 
Build Psychological 

Safety and Drive 
Improvement

Leaders Round
in Front of Quality Boards

to learn about the successes 
of improvement 

efforts, review data, 
and continue to support 

culture of safety



Leadership Walkrounds in Healthcare

• Introduced by Dr. Allan Frankel in 1999 at 

Brigham and Women’s Hospital in Boston, 

Massachusetts, USA.

• Intended to be a program for hospital leadership to sustain 

good relations with frontline caregivers, promote 

conversations to identify hazards, and gather information to 

enhance decision making around patient safety.
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Characteristics of Leader Walkrounds
• A carefully choreographed discussion between frontline staff and 

leaders

• Lasting up to one hour and regularly repeated (as frequently as 

weekly, but at a minimum monthly)

• Located wherever frontline staff do their work 

• Supported by back-office quality analysis

• Integrated into operations committees

• Supported by effective feedback loops to the frontline and the board

• All requiring rigorous application to detail in every step.
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• Solely about safety.

• Parading senior leadership 

around the hospital.

• A relaxed conversation with 

frontline employees.

• Specifically, about employee 

or patient satisfaction.

• Designed to solely address 

safety issues.

• Risky and Difficult conversations.

• Always interesting.

• A stage for voicing opinions.

• An opportunity for Leadership to 

showcase.

Walkrounds are NOT

However, these may periodically 
be attributes of WalkRounds! 



Contributing Factors

Identified

Clinician Reports
-spontaneous reporting

WalkRounds
-structured reporting

Report to Leaders

Leadership feedback

to clinicians/employees

Discovery
validation

ACTION

The 

Learning 

Cycle 

Sources of Data



Walkrounds Guidance
• Preparation: Ensure leadership commitment and resources needed 

to support the activity.

• Scheduling:  Schedule months in advance and accommodate 
schedules of all involved.

• Decide where to conduct the rounds.

• Set up robust tracking system for data collected.

• Share data and findings with multidisciplinary committees and 
actions to be taken.

• Establish a clearly delineated system for feedback.

• Measure to determine if Walkrounds are having a positive impact on 
the area’s culture.



Further Planning Considerations 

for a Walkround

• Include a Scribe to take notes and record 

the dialogue

• Invite as appropriate, Patient and/or 

Quality Experts

• Decide if you will establish a rotation of 

leaders to specific areas or departments 

or make permanent assignments.

• Rehearse or simulate a Walkround 

before you conduct one. Practice makes 

perfect!



Leaders’ Preparation 

for Walkrounds

• Review initiatives already 

underway.

• Review recent event(s) on 

the unit, department or area.

• Prepare to interpret data 

shown on the Quality Boards.
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Staff Participation for Walkrounds
• No need to rehearse or prepare a script.

• Share challenges or the factors preventing you from 

delivering excellent care.

• What are you most worried about?

• Prepare up to date run and/or control charts.

• Summarize your progress on improvement initiatives and 

new opportunities. 

• Celebrate a recent “good catch.”
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The Role of Managers
• Participation is not mandatory

• It may be discouraged

It depends!
• Is psychological safety with a manager or director present?

• Will the Walkround lead to a learning opportunity for a 

manager or director?
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• Raises profile of Patient Safety

• Promotes positive communication 

between Executives, management 

and staff

• Promotes openness and 

transparency- psychological safety

• Results in small step and giant leap 

changes

• Spreads improvement  

methodology

• Improves communication 

• Enables sharing of good 

practice

• Develops service 

improvement

• Increases safety awareness

Benefits of Walkrounds



Reasons Walkrounds Fail!

• Poor planning. 

• Inconsistent leader participation.

• Poor dialogue. 

• Failure of follow up on identified issues.

• Most importantly, the lack of psychological safety.
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https://www.ihi.org/sites/search/pages/results.aspx?k=Walkrounds

HEALTHCARE QUARTERLY VOL . 8, 

SPECIAL I SSUE • OCTOBER 2005

August 2005 Volume 31 Number 

Learn more about 

Leadership Walkrounds



The Walkrounds Journey requires…
• A desire to listen and learn

• Data, measurement and analytic tools

• A roadmap to guide your journey

These topics have been discussed 

in other sessions at this Forum.
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Even the 

Hamad 

Healthcare 

Quality Institute

creates and 

uses Quality 

Huddle Boards 

to evaluate 

their 

processes!



Leader Walkrounds

Sources of Data

Adapted from: Provost, L. and S. Murray. The Health Care Data Guide. 1st Edition, Jossey-Bass, 2011: 26.

Data are documented observations or 

the results of performing a 

measurement process.

Quantitative data is based on scales(i.e., nominal, 

ordinal, interval and ratio scales) which produce 

numbers such as height, weight, time, blood pressure, 

temperature, money, etc.

Qualitative data includes descriptions of events, 

observations, attitudes, feelings, experiences, 

perceptions, values and beliefs.

25

Quantitative 

and 

Qualitative 

Data



Quantitative & Qualitative Data gathered during 

Leader Walkrounds

QUANTITATIVE DATA

Quantitative data is information that you can 
measure. It’s numbers –something you can count 
or measure directly. Examples include:

• How many patients came to clinic today? 

• How many medication errors occurred last month?  

• How much does an added day in the hospital due to 
a surgical site infection, cost?

• How long did it take (in minutes) to see the doctor?

• The percent of staff who have attended QI training?

• The number of leader walkround conducted this 
week?

QUALITATIVE DATA

Qualitative data is information about qualities, 
you can’t count it directly. That is, it’s information 
about how people feel about something. Examples 
include:

• Hearing what patients feel about their hospital 
experience.

• Listening to how they think service and care could 
be improved.

• Asking patients what difference the care 
experience has made in their lives.

• Finding out how staff felt about a leader walkround 
visit.
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Leader Walkrounds Measures

Scottish Patient Safety Programme Measurement Plan
11 August 2009
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Tool
Activity Related to Each Tool

Viewing

Systems

& Processes

Gathering Data 

& Information

Organizing

Data & 

Information

Understanding 

Variation & 

Relationships

Data Collection Methods X X

Surveys X

Creativity Methods X

Driver Diagram X

Flowchart X

Cause & Effect Diagram X X

Pareto Diagram X X

Force Field Analysis X X

Frequency Plot (Histogram) X

Run Chart X X

Shewhart (control) Chart X X

Scatter Plot X

Quality Improvement Tools reviewed during 

Leader Walkrounds



“If I had to reduce my 

message for management to 

just a few words, I’d say it all 

had to do with reducing 

variation.”
W. Edwards Deming

Do you understand variation conceptually?
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Common Cause (Random) Variation

• Is inherent in the design of the 

process

• Is due to regular, natural or ordinary 

causes

• Affects all the outcomes of a process

• Results in a “stable” process that is 

predictable

• Also known as random or 

unassignable variation

Special Cause (Non-Random) Variation

• Is due to irregular or unnatural causes 

that are not inherent in the design of the 

process

• Affect some, but not necessarily all 

aspects of the process

• Results in an “unstable” process that is 

not predictable

• Also known as non-random or 

assignable variation

30

Types of Variation
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If you don’t understand the variation that lives in your 

data,  you will be tempted to ...

• Deny the data (It doesn’t fit my view of reality!) 

• See trends where there are no trends

• Try to explain natural variation as special events

• Blame and give credit to people for things over which they 

have no control

• Distort the process that produced the data

• Blame the messenger!

31

Source: R. Lloyd. Quality Health Care: A Guide to Developing and Using 

Indicators. 2nd edition, Jones and Bartlett Publishers, 2019.
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Appropriate Leader Responses to Common Cause 

(random) and Special Cause ( and non-random) Variation

Type of variation

Right Choice

Wrong Choice

Consequences of 

making the wrong 

choice

Is the process stable?

YES NO

Only Random

Monitor or change 

the process
Treat normal variation 

as if it were non-random 

(tampering)

Increased 

variation!

Random +

Non-Random

Change the process

Wasted 

resources!
(time, effort, resources 

morale)

Investigate the origin of the 

non-random variation

Source: Carey, R. and Lloyd, R. Measuring Quality Improvement in Healthcare: A Guide to Statistical Process 

Control Applications.  ASQ Press, Milwaukee, WI, 2001, page 153.
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➢ Leaders understand the different ways that variation is viewed. 

➢ They explain changes in terms of common causes and special 

causes.

➢ They use graphical methods to learn from data and expect others 

to consider variation in their decisions and actions. 

➢ They understand the concept of stable and unstable processes and 

the potential losses due to tampering. 

➢ Capability of a process or system is understood before changes 

are attempted.

Attributes of a Leader Who

Understands Variation
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• Select several measures which you track 

regularly. 

• Do you and the leaders of your organization 

evaluate these measures according the 

criteria for common and special causes of 

variation?

• If not, what criteria do you use to determine if 

your measures are improving or getting 

worse?  

Dialogue

Understanding Variation

Antal patienter med vårdtid < 6dygn i % vid primär elektiv knäplastik

(operationsdag= dag1)
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So, what have we done today?

1. We described the role of Walkrounds in building a culture of 
safety and continuous improvement.

2. We listed the activities of leaders and staff preparing for 

Walkrounds.

3. We identified the types of data, how to interpret that data and 

the  tools used in Walkrounds.

4. And, we discussed the impact of Walkrounds.



We are pleased that you could join us today.
Good luck with your Quality Journey!

Frank & Bob
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Appendix

Walkrounds Planning Forms from

Conwy & Denbighshire NHS Trust

Wales 
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Leadership 

Walkrounds 

structure and 

plan at

Conwy & 

Denbighshire 

Trust in Wales
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Leadership 

Walkrounds 

reporting 

template at

Conwy & 

Denbighshire 

Trust in Wales
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The Health Foundation’s Safer Patients Initiative 
Site visit script – walk-arounds and one to one meetings 

 

Opening 
 
Thanks: for making the time to meet with us, brief introductions of people involved (and roles 
if appropriate). 
 
Background: we are here to find out more about how the work of the trust meets the aims of 
the Health Foundation’s safer patient’s initiative. As a brief background the aim of the 
initiative is to improve safety for patients in acute care and to enable trusts to become 
respected leaders for others to learn from. If selected as one of the four trusts, staff from the 
trust will work with international experts over a two-year period to help build expertise in 
patient safety and then work for a further two years to develop your trust as an exemplar to 
others. (if more background required- we will support you to look at and improve your own 
performance in patient safety, through self-assessment, review of your care processes, and 
measurement. We will support you to become models of excellence from whom others can 
learn) 
 
Purpose: of this meeting is learning- the site visit team is gathering information about care 
processes and patient safety. We recognised that the stakes are high for this site visit, but 
we ask that you approach the visit with the utmost candour. To reflect this wish to have an 
open and honest dialogue we will treat all of the information we gather today as confidential 
and only to be used for this purpose of selection to the safer patients initiative. Please be 
reassured that it will not be used for any other purpose and will not be reported back to 
anyone, other than the Health Foundation’s selection panel made up from people who have 
taken part in the other site visits. Please don’t be alarmed that we will be taking notes, these 
are to aid our failing memories and to keep up with the wealth of information that you are 
sharing with us! 
 
Any brief questions: about this meeting before we start? 
 
 
Closing 
 
Thanks: for making the time, it’s been a pleasure to meet with you and learn more about 
your work in patient safety. 
 
Next steps: we will be making our decisions at the end of this week and will let the co-
ordinator of the bid know our decision on Friday. 

The Health Foundation and 

the IHI sponsored the Safer 

Patients Initiative (SPI) in 

the UK from 2004 – 2009.   

We conducted Walkrounds 

with the staff and used a 

script to structure the 

interviews.  

This scripting carried over 

to the facility Leadership 

Walkrounds.

Finally, don’t forget the 

Value of Scripting
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