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ABSTRACT 
Aim: This evaluation, undertaken in 2019, aimed to assess the impact 
of a patient safety leadership walk rounds (PSLWR) programme 
implemented in a hospital in Auckland, New Zealand, and to provide 
useful recommendations for programme improvement. 
Background: A PSLWR is a safety initiative that aims to connect 
leaders with the frontline services of their hospitals, raising visibility of 
challenges in frontline care. This PSLWR programme involved senior 
leaders and other departmental representatives going out to wards to 
conduct staff and patient interviews to capture experiences, alongside 
an environmental assessment.
Method: This non-experimental outcome evaluation design 
applied a mixed-methods approach. This included an international 
literature search, semi-structured interviews with 25 staff, analysis 
of programme data, action follow-up assessments and evaluative 
observations of the PSLWRs.
Findings: Findings showed that PSLWRs have the potential to 
have a significant positive impact on some areas of patient and 
staff experiences of care. These include promoting awareness of 
and accountability for patient and staff safety, building safer ward 
environments, promoting a positive culture of monitoring and 
evaluation, and increasing visibility of people and processes. PSLWRs 
are also a useful tool to help organisations identify and address 
problems persisting in their care environment, but they cannot be 
completed in isolation from other organisational monitoring and without 
dedicated leadership time. 
Conclusion: The overall effectiveness of a PSLWR programme very 
much depends on the way it is implemented. Eight recommendations 
are presented which should help to inform the development and 
implementation of similar programmes across the patient safety 
sphere. 

KEY WORDS
Patient, safety, leadership, walk round, evaluation. 

INTRODUCTION

Safety rounds, executive walk rounds, patient safety walk rounds 
and many other terms refer to the process of senior leaders 
from across a health organisation coming together to review the 

frontline to “connect senior leadership to patient safety and to incul-

cate safety ideas into the health care system” (Frankel et al., 2003, 
pg. 17). A nurse-led patient safety leadership walk round (PSLWR) 
programme was designed and implemented at Counties Manukau 
Health (CM Health) in Auckland, New Zealand.This article presents 
this PSLWR programme, along with findings and insights from an 
evaluation of the programme after five years of implementation. 



BACKGROUND
The primary goal of PSLWRs is to improve patient safety culture 
across staff and services. “Safety culture encompasses a group’s 
shared values, assumptions, attitudes and patterns of behaviour 
regarding safety” (Singer & Tucker, 2014, p. 789). Safety culture is 
complex. It is typically characterised by multiple different subcultures 
and very much depends on local context (Hardy, 2013; Wailling et 
al., 2019). In health care, it is generally accepted that if staff perceive 
the organisation puts a high priority on safety, and that patient safety 
outcomes are positive, then there is a strong safety culture (Singer & 
Tucker, 2014).  

There is clear evidence that “a strong culture of safety is necessary 
to deliver reliably safe care” (Singer & Tucker, 2014, pg. 789). 
Providing reliably safe care means there is consistent delivery of 
high-quality care that minimises risks of unnecessary harm. Hence, 
having an intervention that can potentially improve safety culture 
could be of immense value to the health-care sector. A number of 
systematic reviews indicated that reviewed PSLWRs were associated 
with improvements in reported patient safety culture (Girerd-
Genessay & Michel, 2015; Morello et al., 2013; Sexton et al., 2014). 
Singer and Tucker (2014) state that “safety rounds not only offer 
opportunities to fix specific problems identified but also to improve 
safety culture more generally by building trust, understanding and 
accountability for safety up and down the organisational hierarchy” 
(p. 789). This indicates that PSLWRs have the potential to positively 
impact safety culture, reduce patient safety risks, and improve risk 
response actions at the hospital unit level (Schwendimann et al., 
2013).  

This PSLWR programme began in June 2014 across the clinical 
areas of Middlemore Hospital and its satellite sites. The PSLWRs 
were set up to better understand staff and patients’ experiences 
of care, and to increase visibility of care to senior leadership, in 
the wake of the Francis Report (2013), which detailed findings of 
extremely poor and concerning care at Mid Staffordshire Hospital 
in the United Kingdom (UK). Under direction from the Middlemore 
Hospital executive leadership team and the director of nursing, a 
working group of clinical nurse directors, charge nurse managers 
(CNMs), quality improvement specialists and a consumer 
representative was set up to develop and test a process for PSLWRs. 
The PSLWRs have been adapted in response to feedback across 
their years of operation. 

The PSLWRs involve six to 10 staff coming together as a team 
of reviewers to see a pre-determined area on a set day and time. 
The composition of the team varies between PSLWRs; however, 
in principle, a mix of executive leaders, quality improvement 
staff, CNMs, and clinical and non-clinical managers are invited. 
The reviewers are briefed by the PSLWR coordinator and split 
into three groups. The first group interviews ward staff and the 
second group interviews patients. The questions were designed to 
understand people’s thoughts, feelings and experiences of working, 
or being cared for, on the ward. The third group reviews the ward 
environment, using a revised version of the UK National Health 
Service (NHS) 15 Steps Challenge tool. This tool was developed in 
response to a mother’s comment: “I can tell what kind of care my 
daughter is going to get within 15 steps of walking onto every new 
ward” (NHS England, 2017). 

The PSLWR programme uses an appreciative inquiry framework 

to guide its interactions with staff and services. Appreciative inquiry 
focuses on a positive and strengths-based model of feedback and 
improvement to introduce change (Sandars & Murdoch-Eaton, 2017). 
Working with individuals and groups, appreciative inquiry focuses on 
what is already working well. Problems or weaknesses are framed 
into opportunities where strengths can be developed. Appreciative 
inquiry has been shown to increase engagement, positive attitudes 
and overall commitment to change (Sandars & Murdoch-Eaton). 
In the PSLWRs, feedback is given through this framework to ward 
managers and staff in a post-review huddle that occurs immediately 
after the walk round. In a review of existing PSLWR programmes 
internationally, the explicit use of an appreciative inquiry approach 
appears unique to this PSLWR initiative. 

EVALUATION AIMS
An evaluation of this PSLWR programme was undertaken in 2019. 
The purpose of the evaluation was to assess the impact of PSLWRs 
and support and inform long-term decision-making about the 
programme. 

The following five questions guided the evaluation:
1) Do PSLWRs contribute to improved patient and staff   
experiences of care?
2) Do PSLWRs contribute to increased sense of ownership among 
charge nurse managers (CNMs) for processes related to safety 
and culture?
3) To what extent do PSLWRs help reduce variation in quality 
processes among participating wards?
4) How have PSLWRs contributed to acceptance of a culture of 
monitoring and evaluation?
5) Do PSLWRs help increase visibility of care and ward 
management/operations for executive management?

METHODOLOGY
This non-experimental outcome evaluation design applied a mixed 
methods approach. Data collection methods included:

1) An international literature search to collect previous research 
on, and evaluation of other implementations of PSLWRs or other 
similar patient-safety initiatives. 
2) Semi-structured interviews with 25 staff, including 10 CNMs, 
10 PSLWR reviewers and 5 PSLWR coordinators and sponsors. 
These were face-to-face interviews, conducted onsite for 
approximately 45 minutes. 
 3) Collection and analysis of historical (2014-2018) and current 
(2019) PSLWR response data. This qualitative and quantitative 
response data was collected from patients, staff, and about the 
environment, during the PSLWRs themselves. The 19 wards that 
underwent a PSLWR in 2019 had their historical data entered. 
4) CNM action follow-up (AFU) assessments. These occurred 
approximately one month after a PSLWR had occurred on a CNM’s 
ward. The action follow-up was a brief semi-structured phone 
interview. Any actions mentioned during the interview were verified 
by evaluators through checking documents, organisational logs 
and registers, as well as on-ward observational checks.
5) Evaluative observations of PSLWRs. An observation template 
was used to guide evaluators to assess the reception of the 
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PSLWR monitoring and evaluation by 
the ward and its staff, alongside the 
way the PSLWRs were conducted. Four 
observations of 2019 PSLWRs were 
conducted. 
Braun and Clarke’s (2012) six-step 

method for thematic analysis was used to 
identify, analyse and interpret qualitative 
data. Descriptive statistics were used for 
the quantitative data. Frequencies and 
proportions were presented at each time 
point, and trends were examined to see if 
there was any change from baseline. Chi-
square and fisher exact tests were used to 
identify which groups differed significantly 
in their responses. Statistical significance 
of 5 percent level was used. Analysis was 
conducted using OpenEpi (Dean, Sullivan 
& Soe, 2013) and SAS version 9.4. (Cary, 
2014). No wards or individuals are identified 
in this publication. 

pertinent to evaluation discussion, and that staff anonymity could 
not be protected further. The risks were made clear to evaluation 
participants in the PIS and consent documentation. 

FINDINGS 
Quantities of data collected are outlined in Table 1 below. Findings 
from all data sources have been integrated and are presented in four 
sections which align with the evaluation questions. 

Patient and staff 
experiences of care
Staff experiences of care
PSLWR data findings show that perceived staff safety has 
significantly improved over the PSLWR implementation period, 
though with no significant differences across different staff roles 
(p=0.218). As illustrated in Figure 1 (above), staff were 2.56 times 
more likely to report feeling safe in their workplace in 2019 (81.6 
percent), compared to 2014 (63.3 percent), (OR [95% CI] =2.56 
[1.09, 6.03]; p=0.007). This suggests that the PSLWRs may have 
contributed to staff feeling safer in their workplace. 

There were no other significant changes in staff experiences. 
Levels of staff satisfaction did not change significantly (p=0.454), 
ranging from a minimum of 68.0 per cent of staff feeling positive 
about coming into work in 2014, to a maximum of 88.5 per cent in 
2015. Staff were 2.22 times more likely to feel positive about their 
grandmother or close relative being cared for in their area in 2019 
than in 2014. However, the observed increase in positive responses 
is not significant (p=0.059).
Patient experiences of care
Patient responses to PSLWR interviews also showed some 
significant changes. Being cared for by a health-literate service that 
enables patients to understand their care and treatment is important 
for positive patient experiences. Patients were significantly more 

Table 1. Quantities of data collected

Data item   n   
        
PSLWR 15 Steps templates  77

PSLWR staff templates  449

PSLWR patient templates  371

Action follow-ups   14

Interview    25

Observations of PSLWRs  4

Figure 1. Percentage of staff who reported feeling safe in their 
workplace across the whole day
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ETHICS
This evaluation was ethically reviewed and approved by the New 
Zealand Ethics Committee (NZEC Application 2019_15).

Though this research was non-interventional, particular risks 
concerning the vulnerability of staff participants when sharing 
criticisms, and the potential repercussions for their roles and 
relationships, were highlighted by the committee. Evaluators 
explained that criticisms of individual staff were excluded from 
evaluation findings and the participant information sheet (PIS) 
was modified to make clear to participants that the programme 
and general safety culture were the focus of the evaluation. If any 
clinical practice issues were raised, they had to be referred to the 
appropriate avenue, typically CNMs, for action and reporting. In the 
course of this evaluation, no issues pertaining to the clinical practice 
of staff requiring CNM involvement were raised.  

Additionally, risks of staff being able to identify each other’s 
experiences were raised by the ethics committee. While the research 
participants were a small group, the total population of hospital staff 
was more than 7000. Evaluators argued that identifying roles was 
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likely to report receiving an explanation that was understandable 
in 2019 (92.4 percent) when compared to 2014 (84.4 percent) (OR 
[95% CI] =2.25 [0.68, 7.42]; p=0.029):

“Every time the team sees me, they tell me what is happening 
with my treatment. This boosts me. I feel comfortable when 
they explain treatment decisions to me”.  (PSLWR patient 
respondent) 

There was no significant difference in responses by ethnicity 
(p=0.544). 

There were also significant values that showed negative changes 
in patient experiences. Patients in 2019 were 44 per cent less likely 
(OR[95% CI] = 0.56 [0.24,1.34]; p=0.001) to report knowing who was 
caring for them than they were in 2014. Knowing who is caring for 
them is an important aspect of care and staff-patient relationships 
that helps patients have more positive experiences:

 “I don’t know who is caring for me. I had three different people 
come in today”.  (PSLWR patient respondent).

 A patient interviewed in 2019 was also 53 percent less likely 
(OR [95% CI] =0.47 [0.21, 1.06]; p=0.045) to describe a positive 
admission experience (40.8 percent) compared to patients 
interviewed in 2014 (59.4 percent). It is important to note that 
admission in itself is often a stressful and painful time for patients, 
depending on their situation and condition. However, a significant 
increase in the level of negative responses across both these 
indicators suggests there is a persisting issue. 

Overall, there was variance in how PSLWRs affected staff and 
patient experiences of care. However, they do appear valuable in 
helping to identify issues that may not have previously been known 
about. 

CNM ownership of safety and culture
Awareness and accountability
CNM interview participants emphasised that the PSLWR review 
process had improved their awareness of what was expected in 
terms of safety and quality of care at ward level. This awareness, 
in turn, made CNMs feel more accountable for ward-level initiatives 
such as posters, resource boards and patient-status boards. But 
CNMs feel this has not necessarily translated into actual changes in 
the work environment:

“I think they’ve given me a heightened awareness of the stuff 
that I’ve talked about around the quality side of things. I don’t 
think they’ve necessarily changed what I do; I think that they 
have perhaps maybe focussed on some things that perhaps I 
wouldn’t have necessarily focused, so I guess that is probably 
the change”. (CNM) 

An external perspective
CNM interview participants described how having external reviewers 
come into their areas helped them identify issues and improvements 
which might be overlooked in the mundanity of everyday ward 
management: 

“I think it helps us. It’s a good thing. Because we’re here every 
day, there’s things we don’t really see that need changing, 
improvement; independent people from outside see things in 
a different light. Two of us can see exactly the same thing and 

have two different perspectives”.  (CNM)

Some CNMs felt that having issues identified by external reviewers 
gave them a reason for requesting maintenance and escalating 
issues:

 “… we could actually justify and say that we need our wall 
painted because the leadership … identified [it]”.  (CNM)

But other CNMs favoured shifting towards a process based on 
peer review, indicating that sharing perspectives with fellow charge 
nurses and clinical staff would be more valuable to them. The 
appreciative inquiry approach was used in the review huddle of all 
four observed PSLWRs for the evaluation, and CNMs highlighted 
that having feedback delivered to them in this way made it easier to 
accept external perspectives and criticism. 
Limited actionability and continuity of feedback
CNM interview participants felt the limited actionability of PSLWR 
recommendations restricted their ability to make positive change to 
their wards’ safety and culture. They felt that the PSLWRs were only 
a “one-off” interaction with their wards, without the continuity of long-
term monitoring and support:

 “It’s almost like, let’s go have a walk round, have a look, here’s 
your feedback and that’s it until such time”.  (CNM)

 As illustrated in Figure 2 (see p28), of 32 improvement 
recommendations identified in the action follow-ups, 15 (47 percent) 
were fully resolved, eight (25 percent) in progress or partially 
resolved, and nine (28 percent) not actioned or resolved. Items 
were coded to aggregate common recommendations. Excluding 
single outcomes, sanitation (eg cleaning and having hand sanitiser 
available) and environment (eg repainting, fixing doors) items were 
the most frequently resolved. Conversely, recommendations about 
patient information (eg having the right information displayed and 
keeping patient notes secure) were the most unresolved items. 

Feedback from wards about the implementation of 
recommendations was not always made available to the reviewers 
and coordinators, making it difficult to assess whether any changes 
had occurred because of the PSLWRs:

 “I think there is not enough joining up of the observations 
across the organisation …There’s not an action plan with time 
frames and people responsible, and then a review of ‘did you 
manage to change things or not?’ ” (Reviewer) 

Scope for merging with existing monitoring programmes was 
identified, to build a more comprehensive and useful picture of the 
quality and safety of care being provided in the organisation. 

Ward quality processes 
Ward quality processes help ensure safe, high-quality care is 
provided to patients. No specific ward quality processes or measures 
were provided by the programme team. Evaluators decided to use 
percentage of wards meeting the expectation of being safe and well-
maintained as a measure of variability in ward quality processes. 

A key expectation of wards is that they are safe and well-
maintained. In a question introduced to the PSLWR 15 steps 
template in 2016, reviewers are asked to assess the ward and 
identify any obvious safety risks. The expectation is that no safety 
risks to patients or staff exist. Figure 3 (p28) shows a significant (OR 
[95% CI] = 0.47 [0.21, 1.06]; p=0.004) decrease in the percentage of 
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Figure 2. Action follow-up assessment outcomes (n=32)
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wards assessed that had an 
obvious safety risk identified 
by the PSLWR reviewers, 
from 87.5 percent in 2016 to 
33.3 percent in 2019. 

This suggests that 
the PSLWRs may have 
contributed to reducing 
variation in environmental 
safety processes across 
wards, helping wards 
become safer. However 
there was no significant 
difference in the percentage 
of wards that were 
described by reviewers 
as being well-maintained 
(p=0.844). 

Though PSLWRs appear 

Figure 3. Percentage of wards in which an ‘obvious 
safety risk to patients or staff’ was identified
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to promote better ward quality processes for environmental safety, 
further research into how they affect other ward quality processes is 
still needed.  

Culture of monitoring and evaluation
Monitoring has been a positive experience 
Qualitative findings suggest that overall, the monitoring and 
evaluation associated with the PSLWRs has been positively received. 
Participants from all three interview groups showed gratitude for 
the appreciative inquiry approach and discussed how important 
positively-framed feedback is. CNMs felt that having their feedback 
framed in such a positive manner made them feel safe, engaged, 
more amenable to feedback and more motivated to make changes:

 “It’s a nice, safe environment to get the feedback, and how 
you sit in the room and the people that are giving the feedback 
give it in such a positive manner… they tell you what they 
really enjoyed, but [they] just say ‘if there was to be a slight 
improvement’, they choose the right words [so] that you’re 
quite receptive, rather than getting defensive”.  (CNM)

 The appreciative inquiry approach has helped initial feelings of 
uncertainty and fear amongst CNMs and ward staff to dissipate, 
and enabled the PSLWR to become a safe feedback process. 
Some CNMs felt the PSLWRs had made it easier to accept 
the monitoring associated with more extensive monitoring 
programmes:

 “I must admit, if I’d had to do [other monitoring programme] 
before the walk round, I probably would’ve been unsure of 
what to do”.  (CNM) 

A widespread concern raised by interview and action follow-up 
participants was the authenticity of the PSLWR observations, given 
wards know when the PSLWR is scheduled:

 “I know for a fact that my charge nurse is like ‘I’ve got walk 
around today, we’re busy tidying everything up, making sure 
it is all in the right place’. They let the staff know that they’re 
coming. From that perspective, it’s very staged; it’s like 
making sure the house is tidy because you know the visitors 

are coming”.  (coordinator/sponsor)

 CNMs felt that knowing when the PSLWRs were coming produced 
less feedback and improvement recommendations. All three 
participant interview groups preferred unannounced visits. 

Retaining the positive and safe feedback process was important 
to participants and would need to be a key consideration in any 
modified or integrated version of the PSLWRs.
Organisational monitoring is burdensome
A significant point of discussion across all participants was the 
PSLWR’s relationship to other organisational monitoring. Participants, 
especially CNMs, stressed that the organisation placed a substantial 
burden on clinical staff and areas through monitoring:

 “It is a lot sometimes … from mid last year to now we had 
lots of audits and lots of organisational walk rounds … it’s like, 
make sure that we are maintaining this, maintaining that” . 
(CNM) 
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The time burden associated with PSLWRs was reflected in the 
observations. Reviewers appeared to choose staff randomly, asking 
them first if they were free to talk for “five minutes”. However, the 
observed interviews were 10-15 minutes long. This included time 
(5-10 minutes) where some reviewers asked their own questions that 
were not on the PSLWR staff interview template. 

CNM interview participants felt that duplication of data collection 
and the lack of integration across numerous monitoring initiatives 
meant their already limited clinical time was continuously being 
wasted. Though PSLWRs appear to positively contribute to a good 
culture of monitoring and evaluation, participant responses suggest 
that monitoring and evaluation would be more readily accepted if 
it were more efficient and effective, with clarity of purpose and no 
duplication of data collection across monitoring programmes. 

Visibility of care and ward operations to
executive management
Increased visibility across people and processes 
Reviewers felt that having the opportunity to immerse themselves 
in the ward and clinical environments provided them with a new 
perspective and an understanding of the realities clinical areas are 
facing in the current health climate:

 “… it’s really good to get back [to clinical areas]  and see 
what’s going on, and to interact with patients and staff … 
[it] gives you different perspectives on what goes on in the 
organisation … ”.  (Reviewer) 

For reviewers in executive roles, hearing the thoughts and feelings 
of staff was of particular value. They commented that there is limited 
monitoring of staff satisfaction and culture across the organisation, 
and therefore the PSLWRs provide valuable insight into staff views.

Reviewers also highlighted how the PSLWRs supported their 
professional visibility as workplace leaders. This increase in 
professional visibility was mentioned by all the reviewers interviewed:

 “… for me it is important because I get to get out and be 

Leadership participation
How often executive managers actually take part in PSLWRs is a 
key consideration when looking at whether the walk rounds help 
increase the visibility of care and ward management/operations 
to these managers. However, as with many senior staff in health 
organisations, they have significant demands on their time. 

Across the 75 PSLWRs examined in this study, there were 517 
reviewers, with a median of seven reviewers per PSLWR. Of the 
517 reviewers, 63 (12 percent) were from executive management. 
PSLWR data presented in Figure 4 (below) shows there were fewer 
PSLWRs with executive management reviewers in 2019 (53 percent 
of PSLWRs) compared to the first year of the programme (91 percnt 
of PSLWRs), (OR [95% CI] = 0.11 [0.012, 1.05]; p=0.02). 

There was also a significant (OR [95% CI] = 0.238, [0.042, 1.36]; 
p=0.036) decrease in the number of unique executive management 
staff who participated in the PSLWR programme. These results 
account for changes in membership of reviewer teams across the 
five-year period. Although leaders described gaining some visibility 
and insights from the PSLWRs, decreasing participation likely 
diminishes this effect across executive management:

“I think it should continue because it’s really valuable [for] 
people at the front line ... [but] you just get nurse educators, 
you get some [non-clinical staff] … but nurses need to see 
the managers, they need to see the CEO, they need to see 
the director of nursing, they need to see that somebody cared 
about them and came to the ward to check and talk to them.” 
(CNM) 

Reviewers also suggested that more operational support was 
required to ensure long-term sustainability of the programme.

PSLWRs help make leaders more visible and provide them with 
better oversight of care and ward operations. However, it is crucial 
that the organisation ensures executive leaders have dedicated time 
to participate, so the right leaders experience the visibility benefits.  
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Figure 4. Percentage of walk rounds with at least one executive 
management member present
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visible as a leader”.  (Reviewer)

Interacting with other staff was the 
primary reason stated by reviewers 
for their participation, and intention to 
continue to participate in the PSLWR 
programme. Reviewers described 
various benefits of increased professional 
visibility, including getting better staff 
engagement within their role, being 
recognised, and being “in touch” with their 
clinical areas. Charge nurse managers 
also indicated that they appreciated the 
increased visibility of leadership that 
PSLWRs facilitated:

 “I do like the fact that we have 
people coming in to look at the 
ward that don’t usually visit the 
ward as well. Sometimes it’s those 
opportunities that you actually get 
to see the executive team, which is 
great; it keeps you in touch”. (CNM)



DISCUSSION
Established and emerging evidence, including that specifically 
related to PSLWRs, present theories and findings that are relevant to 
consider in the evaluation of this PSLWR programme. 

Safety and the appreciative inquiry approach
Safety is one of the most dominant paradigms in health care. How a 
health-care organisation ensures the safety of its staff and patients 
can be challenging and complex. Safety-I and Safety-II are two 
alternative theories of creating safety. Safety-I considers safety 
purely as an absence of errors and failure. With health organisations 
and systems now more complex, contemporary theorists argue for a 
shift to Safety-II, which focuses on “creating successes rather than 
eliminating failures” (Smaggus, 2019, p. 667). Smaggus also argues 
that Safety-II builds a culture where the focus is on how clinical staff 
“create safe, high-quality care though adaptation, improvisation and 
dedication” (p. 667). The appreciative inquiry approach undertaken in 
this PSLWR programme aligns the programme with Safety-II theory. 

As shown in the quotations in these findings, and in the literature, 
the appreciative inquiry approach has helped CNMs trust the 
organisation (McSherry et al., 2018) and increased their overall 
commitment to change (Sandars et al., 2017). Therefore, we argue 
that focusing on everyday success and achievement through the 
appreciative inquiry approach, in addition to exploring challenges and 
areas for improvement, is a step in the right direction. However, the 
appreciative inquiry framework has wider application to PSLWRs than 
just the positive language framework. It could be a valuable tool for 
developing solutions and implementing change in clinical areas.

Elements of the appreciative inquiry approach are also present in 
safety culture literature. Neto and colleagues (2017) point out that for 
an organisation to have positive safety culture, it must ensure that:

1) All workers take responsibility for their own safety, as well as for 
their colleagues, patients and family.
2) Security is prioritised over financial and operational goals.
3) Identification, reporting and resolution of security-related 
problems is encouraged and rewarded.
4) The organisation learns from safety incidents.
5) Resources, structure and accountability for effective 
maintenance of security are provided. 
 The PSLWRs present opportunities to deliver on items 1, 3, 4 and 

5. Though there was some evidence of item 1 being implemented 
in this evaluation, increases in some negative patient experiences 
and no change in staff satisfaction suggests there is still work to be 
done. The appreciative inquiry approach successfully supports item 
3; however, this evaluation has highlighted there is the opportunity to 
improve how organisational learning and accountability (items 4 and 
5)  is supported through the programme. Currently, it is likely that the 
same issues are being discretely identified and resolved in individual 
areas. If a PSLWR programme wants to work on the prevention of 
issues, then supporting organisational learning is a must (Tucker 
& Edmonson, 2003). Frankel and colleagues (2005) argue that 
implementing a system or process that supports allocation of 
responsibility and accountability for change, and enables monitoring 
of changes over time is key to effective PSLWRs. Implementing such 
a process in our PSLWR programme would enable collaboration 
on solutions and support organisational learning. However, 

consideration of the operational resources and support required to 
ensure programme sustainability is needed.  

Considerations for successful PSLWRs
There are a number of factors that case studies and evaluations 
have highlighted as being critical to implementing successful 
PSLWRs. Together, Martin and colleagues (2014), Zimmerman and 
colleagues (2008) and Singer and Tucker (2014) give us a list of key 
considerations for effective PSLWRs:

1) Advanced scheduling to ensure consistent attendance in the 
face of competing demands.
2) High intensity of exposure to PSLWRs.
3) The willingness of frontline workers to speak up.
4) Having scripted questions provided to staff in advance to give 
them time to think about their answers. 
5) Senior managers’ understanding and engagement with safety 
rounds. 
6) Define a clear process and accountability for resolution of issues 
identified in the PSLWRs. 
7) Giving areas the opportunity to communicate their actions 
and resolutions regarding issues raised in the PSLWRs to the 
conductors and wider organisation.
8) Provide easy-to-understand reporting to disseminate PSLWR 
findings and solutions. 
Though not all these items have been raised in the evaluation 

findings, there are some key discussion points to be had. 
Te Tiriti o Waitangi
Firstly, though it is not presented in PSLWR literature, in a New 
Zealand context it is pertinent that any health-care programme takes 
into consideration Te Tiriti o Waitangi, as outlined in the Ministry 
of Health’s (MoH) commitment to fulfilment (MoH, 2019). This 
evaluation did not identify any explicit consideration of Te Tiriti or te 
ao Mâori (the Mâori worldview) in the development or implementation 
of the PSLWRs. Collection of patient ethnicity in the most recent 
year of the programme (2019) provided some insights, but limited 
Mâori participation meant no significant conclusions could be drawn.  
Mâori review of the process, tools and data is necessary to ensure 
a programme that is dedicated to reducing inequities and meets our 
Crown obligations under Te Tiriti o Waitangi. 
Balancing frequency and monitoring burden
Thomas et al (2005) suggest that a dose-response relationship exists 
between PSLWRs and safety culture; that PSLWRs “may need to 
be conducted more frequently, address a broader range of topics, 
address a larger audience during rounds, or occur for a longer duration 
… to have an impact on overall unit safety [culture]” (p.7). While 
this may be important to support follow-up and action on PSLWR 
recommendations, increased frequency of PSLWR visits in isolation is 
not an appropriate solution when staff already feel overburdened with 
monitoring. What needs to occur is the prioritisation and integration of 
multiple programmes across the patient-safety sphere to produce a 
coherent and effective programme that reduces the burden on clinical 
services, but ensures effective monitoring and evaluation of safety 
issues, recommendations and actions. 
Implementing unannounced visits
Contrary to walk round literature, our evaluation has shown that  

Kai Tiaki Nursing Research                                                    November 2020   vol 11 no 14Kai Tiaki Nursing Research                               30



4
Kai Tiaki Nursing Research                               November 2020   vol 10 no 1

31

having PSLWR and other monitoring programmes as unannounced 
visits may have some benefits, including offering a more realistic 
snapshot of the ward. This suggests that advanced scheduling may 
only be beneficial to reviewers. The UK National Health Service 
15-Steps programme (on which the PSLWR 15 steps template is 
based) recommends unannounced visits (NHS, 2017). However, 
there needs to be consideration of how unannounced visiting could 
potentially impact on the burden of monitoring discussed by CNMs. 

There is limited literature on unannounced visiting or auditing, 
particularly in a health context. A randomised control trial of 
announced and unannounced surveys in a hospital setting found 
no significant differences in each method’s effectiveness in 
detecting quality issues (Ehlers et al., 2017). A systematic review 
and exploratory study comparing unannounced and announced 
inspections in Dutch nursing homes (Klerks et al., 2013) stated that 
announced inspections are still the preferred option when assessing 
both the organisation and its preconditions for good care. However, 
unannounced visits make risks more visible and reduce the burden of 
monitoring for the organisation, and a combination of announced and 
unannounced visits is likely to provide the best overall view of care 
(Klerks et al.). 

If there truly is no significant difference between announced and 
unannounced visits in their ability to identify quality issues, then 
other benefits should be considered. If unannounced visiting does 
reduce monitoring burden, unannounced visits may be the best 
choice. However, it remains to be seen if this is exclusively for the 
organisation, or also for the staff being monitored. Furthermore, 
research in aged residential care may not completely reflect the 
issues and demands of inpatient wards. Klerks and colleagues’ 
(2013) systematic review only identified three relevant articles, 
and the limited other research highlights a need for further study 
of the true differences between announced and unannounced 
visits. For now, codesigning a monitoring plan with staff, taking into 
consideration local context, is likely to create the best solution that 
works for both the organisation and its staff.
Leadership participation and team composition
Leadership attendance is also a pertinent issue in this discussion, 
as significant declines in leadership participation were found in 
this evaluation. In the hospital it investigated, the Francis Report 
(2013) identified an absence of systems and processes to enable 
leadership to be clearly aware of organisational performance against 
safety and quality standards. The aim of implementing PSLWRs at 
Middlemore Hospital was to ensure those processes were in place. 
Having executives actively participate in PSLWRs, demonstrating 
commitment to the programme and accountability for patient safety, is 
critical for PSLWRs to enact positive change (Singer & Tucker, 2014).

However, it should also be considered whether senior leaders 
are the right people to be participating if the goal of PSWLRs is to 
improve safety. In this evaluation, CNMs indicated they would prefer 
a peer-review approach. Additionally, the finding that executive 
leaders’ participation has decreased, but perceived staff safety has 
increased, suggests that the remaining middle management and 
peers who comprise the review team (as outlined in the background) 
are valuable in terms of building safety. The concept of distributed 
leadership suggests that leadership is associated with activities 
rather than roles and positions (Fitzgerald et al., 2013).The use of 
distributed leadership to enhance safety is well-evidenced across the 
literature, including in New Zealand (Horsley et al., 2019). Evaluating 

our organisation with a distributive leadership lens may provide 
insights into how to better build PSLWR review teams based on 
relevant activities, rather than roles and positions. But the value that 
CNMs described from seeing executive leaders on the frontline still 
needs to be considered.

CONCLUSION AND RECOMMENDATIONS
Evaluating this PSLWR programme has shown the overall 
effectiveness of PSLWRs very much depends on the way they are 
implemented. PSLWRs have the potential to have a positive impact 
on patient and staff experiences of care, to promote awareness 
and accountability for patient and staff safety, to build safer ward 
environments, to promote a positive culture of monitoring and 
evaluation, and to increase visibility of people and processes. 
PSLWRs are also a useful tool in helping organisations identify and 
address persisting problems in their care environment. However, 
PSLWRs cannot be completed in isolation from other organisational 
monitoring and evaluation, and leadership time needs to be set 
aside to ensure the visibility benefits are experienced by the right 
people. Established and emerging evidence, particularly that related 
to safety and preconditions for successful PSLWRs, will help inform 
programme development.  

As a result of this study, evaluators propose the following 
recommendations for organisations currently implementing, or 
intending to implement, a PSLWR programme:

1) Ensure the PSLWR programme is sufficiently integrated with, or 
differentiated from, other similar programmes and initiatives.
2) Review who is relevant to be participating, using a distributive 
leadership lens and considering which leaders would benefit from 
this visibility, and commit this leadership support to the programme. 
3) Develop a co-designed monitoring plan with staff that takes 
into consideration the local context and existing research on 
announced and unannounced visits. 
4) Implement an appreciative inquiry approach in data collection 
and feedback, making sure to consider the whole of this approach 
and how it could be a valuable tool in working with clinical areas in 
developing solutions and implementing change.
5) Establish a process to record data that allows for assessment 
and prioritisation of issues and allocation of accountability, and 
implement regular follow-ups to assess actions undertaken. 
6) Support the sharing of programme results to promote 
organisational learning.
7) Provide the programme with dedicated resources and support to 
ensure its sustainability.
8) Commit to Mâori review of the process, tools and data to work 
towards meeting equity and Te Tiriti o Waitangi obligations. 

LIMITATIONS
As PSLWR forms were handwritten and typed up for analysis, 
legibility of forms was an issue that resulted in some responses 
being excluded. Also, staff and patient responses were recorded by 
reviewers, and then interpreted again by evaluators in the analysis. 
Hence, there is a greater risk that data has been misinterpreted, 
and it is not known what responses may have been excluded in 
reviewers’ initial recordings.    
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Existing research has highlighted that it is difficult to attribute any 
measured or observed change directly to PSLWRs (Morello et al, 
2011; Girerd-Genessay & Michel, 2014) due to the concurrent impact 
of other factors and programmes. This should be considered in the 
findings reported from this evaluation. 

Furthermore, PSLWRs have the potential to influence or be 
influenced by numerous factors, items and theories. Though authors 
have worked to try and include all relevant literature, the large scope 
of applicable literature and our focus on PSLWRs specifically may 
mean potentially relevant articles have been missed. 
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