
Over the last decade there has been an increasing awareness within the NHS

about the impact a positive or negative safety culture within organisations can have

on patient outcomes and experience. Up to now, we have had no formal

understanding of how our culture in Paediatrics impacts our patients, and the ways

in which we could reduce harm through improvements to our workplace.

After a safety culture survey conducted by Advancing Quality Alliance to assess

our strengths and weaknesses, we sought to build on national work by the Royal

College of Paediatrics and Child Health as well as theories on patient safety

described by the Health Foundation (Vincent 2013) in order to improve the

reliability of our systems and ensure we have greater sensitivity to operations, i.e.

that we are collectively aware of issues that may impact the safety of our patients.
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“Enhance the culture of patient safety in the Paediatric 

department, as assessed using validated safety 

culture measurement tools.”
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This is a surprise as 

we tend to get bad 

feedback all the time. 

A big thank you!
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Bimonthly surveys have shown significantly improved staff situational awareness of

risks on the ward, allowing planning and reallocation of resources to minimise risks to

patient safety.

The doctors and 

nurses never used to 

know about problems 

the other team had.

It’s nice to 

acknowledge all the 

hard work for once, 

rather than focussing 

on the negatives.

Repeat sustainability assessment has shown improvements in the resilience of the

programme, with improvements in the infrastructure and buy in from clinical leaders, as

well as resilience to changes in personnel. Next steps include the evolution of the

safety huddle to address key risks, and the spread of both programmes to other clinical

areas.


