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ABSTRACT

Background. Ten years have passed since Executive Walk-
Rounds began as a means for health care organizations to pro-
mote safer patient care delivery. But there have only been a few
studies done to assess its effectiveness, especially in the Philip-
pine setting. This study was done to measure the impact of Ex-
ecutive WalkRounds (EWR) on Safety Climate Attitudes in the
SLMC Operating Room Setting by comparing Pre and Post EWR
Safety Quality Survey Results.

Design. Randomized control trial of EWRs in the operating
rooms of two tertiary care hospital was conducted. Urology and
Anesthesia consultants, Urology and Anesthesia residents, OR
nurses, and Clinical pharmacists participated. EWRs were con-
ducted by one of six hospital executives once every four weeks
for two visits. Provider attitudes about safety climate before and
after EWRs were measured using Safety Attitudes Questionnaire
developed by Sexton (2005). Mean scores, pre- and post-EWR,
were reported and compared with the use of Analysis of Variance
(AN OVA) and two-tailed T-test.

Results. Post EWRs, mean scores were significantly differ-
ent compared to the baseline mean scores in three domains:
teamwork climate (66.7938, 76.6970; p=0.005), safety climate
(72.0660, 80.4230; p=0.008) and perception of management
(50.7789, 66.4352; p=0.010). No significant change of mean
scores was noted in the control group except for domain of job
satisfaction (81.6667, 73.3333; p=0.028).

Conclusion. EWRs have a positive effect on safety climate
attitudes on the following domains: safety climate, teamwork cli-
mate, and perception of management.
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Ten years have passed since Executive WalkRounds
began as a means for health care organizations
to promote safer patient care delivery. Generally

needing more research regarding its effectivity, Executive
Walkkounds" (EWR) vary among hospitals and differ-
ent services. EWR also requires enlistment of leadership
to dissolve significant barriers of communication so that
a productive discussion and resolution can be done to ad-
dress human error in healthcare. I EWRs help health care
institutions to identify opportunities to improve health
care processes by employing the wisdom of frontline pro-
viders such as gathering suggestions to improve safety and
discussing specific events or processes that put patients
at risk for harm. As the commitment to patient safety by
the executives and health care organization continues and
proper safety attitudes of providers are understood, pa-
tient safety culture can be established.'

Improvements of safety culture have been prioritized
by organizations such as Joint Commission on Accredita-
tion of Health Care Organization,' National Quality Fo-
rum's Safe Practices"? and Leapfrog's Group 4th Leap;"
and United Kingdom's National Patient Safety Agency.v'?
Further emphasis placed on explicit commitment to safety
by leaders who must be informed and updated of available
interventions that they may be able to select and rigor-
ously implement these interventions. Good safety culture
also includes focusing on system improvement instead of
blaming individuals for mistakes, reporting and learning
from errors, and infrequent unsafe acts. I I

To show commitment to improving safety culture,
hospitals seek to improve its safety-related attitudes. Fran-
kel's concept of systematic flow of information 12 dictates
a significant step toward an organization's high reliability
and enhances patient safety and performance. The Quality
Management Team of St. Luke's Medical Center Institute
of Urology (SLIU) believes that this concept through the
use ofEWRs will be an effective tool for SLIU to achieve
not only its patient safety goals but also to implement
changes in a culture that would prioritize patient safety
above all else. This study was done to measure the impact
of Executive WalkRounds on Safety Climate Attitudes in
the SLMC Operating Room Setting by comparing Pre and
Post EWR Safety Quality Survey Results.
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METHOD

Definition of Terms
Executive WalkRounds consist of visits by hospital

executives to patient care areas to discuss patient safety
issues with providers. EWRs help improve care process-
es, demonstrate commitment to patient safety, and im-
prove provider attitudes about safety-related issues.

Safety culture is the product of individual and group
values, attitudes, perceptions, competencies, and patterns
of behavior that determine the commitment to, and the
style and proficiency of, an organization's health and safe-
ty management.

Safety climate comprises provider attitudes about pa-
tient safety (the primary outcome measure of EWR). It
is a part of safety culture and can be measured with the
Safety Climate Survey.

Safety Climate Survey assesses providers' attitudes
through six factors: teamwork climate, safety climate, job
satisfaction, management perception, working conditions,
and stress recognition. It has three objectives: (a) to assess
safety culture in the hospital or specific units, (b) to track
changes in patient safety over time, (c) to evaluate the
impact of quality and patient safety interventions.

Setting
Two similar but independent urban tertiary care hos-

pitals, St. Luke's Medical Center in E. Rodriguez Avenue,
Quezon City (SLMC-QC) and St. Luke's Medical Center
in Global City, Taguig (SLMC-GC), participated in the
study. The EWR was conducted in the SLMC-QC Oper-
ating Room (OR)-Main. SLMC-GC served as the control
group where OR nurses were randomized to respond at
the same time to pre-EWR and post-EWR surveys dis-
tributed in SLMC-QC by cluster sampling. Posters and
flyers were distributed in SLMC-GC during the time
EWR sessions were conducted in SLMC-QC to minimize
responder bias. Between May 17, 20 II and June 3, 2011,
a pilot study was conducted with the hospital's patient
safety committee to determine possible areas of concern
and to modify them accordingly.

Intervention
A quality improvement team was composed mainly

of executives. Quality management team (QMT) leader
(or representative) from other departments, SLIU direc-
tor, two SLIU QMT consultants, the Nursing Unit Man-
ager, Urology Chief Resident, and a scribe participated in
the EWR. Executives were chosen to visit areas that they
have also supervised. Because the EWR frequency of vis-
its was patterned from Thomas et al (2005)13, the execu-
tives and investigators visited the unit during the daytime
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once every four weeks for a total of two visits. The EWR
sessions lasted for 30 to 60 minutes.

EWRs were scheduled in advance with the OR man-
agers. Then an executive, accompanied by the unitoffi-
cer and a staff member of OR-Main, met with providers
(frontline staft) at the common work area in the OR unit,
then in the conference room. All providers present at that
time were encouraged to attend, but attendance was not
compulsory because some providers had to continue pa-
tient care.

Before intervention began, the executives met with
the Patient Safety Officer of SLMC-QC to review patient
safety concepts, to educate the executives about EWRs,
and to review the questions (script) that will be asked dur-
ing EWRs. These questions were generated from the lit-
erature and from the results of the pilot study conducted
with the patient safety committee of the hospital.

At the start of each session, executives would eluci-
date that patient safety is a priority for the hospital, that
the rationale of their visit will promote a culture that en-
courages open communication and identifies ways to im-
prove systems, that all comments will not be disclosed,
and that no individual will be held liable for system flaws,
for revealing errors, or expressing their concerns. No
standard script was enforced for all executives. Near the
end of each session, providers were asked to tell two other
providers in their unit who did not attend EWRs about
the session to amplify the effect of the intervention and
improve attitudes even among those who cannot directly
participate in a particular EWR.

Outcome measure
The primary outcome measure was safety climate,

measured using a Safety Climate Survey. The Safety Cli-
mate Survey was derived and adapted from the Safety
Attitudes Questionnaire (SAQ) developed by 1. Bryan
Sexton, Ph.D. and colleagues at the University of Texas
at Austin (2006)14 which was reviewed as leading instru-
ment due to its validity, reliability, sensitivity to interven-
tions.13.15.17The questionnaire assessed providers' attitudes
through six factors: teamwork climate, safety climate,job
satisfaction, perceptions of management, working con-
ditions, and stress recognition. It contains 60 items and
demographics information (age, sex, experience, nation-
ality). Each of the 60 items was answered using a five-
point Likert scale (Disagree Strongly, Disagree Slightly,
Neutral, Agree Slightly, Agree Strongly).

For the actual study, the baseline survey using the
said SAQ (OR version)" was distributed from May 23,
2011 to June 3, 2011. EWR session' began during early of
June, 2011 and ended late July, 2011. Afterwards, survey
was re-administered from October 1 to 12,2011. Partici-
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pants involved were Urology consultants, Anesthesiolo-
gists, OR nurs " Urology and Anesthesia residents, and
Clinical pharmacists. Float-staff were excluded although
some non-float pool providers also worked in more than
one unit. Unit Managers and institute/department secre-
taries generated lists of eligible providers. EWR execu-
tives thru managers/chairman distributed baseline surveys
at meetings or placed them in personal pigeonholes. To
improve response rates, surveys were redistributed every
two weeks during each administration period. The post-
EWR surveys were distributed similar to the baseline sur-
veys ..Some providers would complete the survey as part
of their "time-in" requirement. The survey was conducted
on more than half (50% + 1) of the given list of eligible
participants in each category. The survey accounted for
spillover effect that could influence the overall unit safety
climate.

Statistical Analysis
The same number of sample population was obtained

for both the experimental and control group. The mean
scores, pre- and post-EWR, were determined according
to the six domains of the survey questions (teamwork cli-

mate, safety climate, job satisfaction, perceptions of man-
agement, working conditions, and stress recognition). Un-
adjusted mean scores, pre- and post EWR, as continuous
variables were compared with use of Analysis of Variance
(ANOVA) and two-tailed T-test. Significant difference (p
< 0.05) of the scores indicated positive effect of the EWR
with the domain determined by SAQ.

RESULTS

A total of 57 providers out of 65 (87.7%) completed
the baseline survey and the post EWRs survey (3 drop-
outs from Quezon City, 5 from Global City). The baseline
characteristic between SLMC Quezon City (EWR group)
and Global City (control group) staff participants in terms
of age, sex and tenure had no significant statistical differ-
ence. (Table 1)

The target population had an overall male to female
ratio of 20/45 with an overall median age of 25 years
old (range 21-29) and median tenure of 2.7 years (range
l-4years). (Table 2)

Table 1A & 1B. The Baseline Characteristic of Health Provider Participants in
SLMC Quezon City and Global City in terms of Age, Sex and Tenure

Table 1A. Group Statistics

Location N Mean Std. Deviation p-value

Age Quezon City 30 25.17 1.802 0.307
Global City 35 25.57 1.267

Tenure Quezon City 30 2.933 1.0807 0.104
Global City 35 2.600 .1372

Table 1B

Quezon City Global City p-value

Number Percent Number Percent Number Percent

Sex Male 9 30.0% 11 31.4% 20
Female 21 70.0% 24 68.6% 45 .901
Total 30 100.0% 35 100.0% 65

Table 2A & 2B. Sex ratio, age, and tenure of SLMC Quezon City and Global City Health Provider Participants

Table 2A. Sex

Frequency Percent N

Valid Male 20 30.8 Age 65
Female 45 69.2 Tenure 65
Total 65 100.0

Table 2B. Statistics

Median Std. Deviation Minimum Maximum

25.00
2.700

1.538
.7531

21
1.0

29
4.0
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All 57 health providers measured returned useable
safety climate data pre-EWR and post-EWR. Before
EWRs the mean safety climate scores for health providers
were' similar in the EWR group and control group (69.7
and ,71.0, P> 0.05). There was no significant difference in
individual scores of safety climate factors between EWR
and control groups. (Table 3)

In the EWR group (SLMC-QC), only 9 of the 27
health providers directly participated in the EWR. Table
4 showed that there was no significant difference in terms
of percent changes in safety culture between those sur-

veyed with actual participation in the EWR and those
without actual participation but are working in the same
areas where the EWRs were conducted.

Post EWR, there was a significant increase in the
mean safety climate scores in the EWR group (SLMC-
QC) compared to the control group (SLMC-GC). Post-
EWR Safety Climate Scores in the control group were rel-
atively unchanged except on job satisfaction (which may
be due to new equipment and new system). Individual
safety climate scale items were all significantly increased
in the EWR group except on Stress Recognition. (Table 5)

Table 3. Pre-EWR Mean Safety Climate Scores (per factor) for SLMC-QC and SLMC-GC

Mean Std. Deviation

Teamwork SLMC QC 66.79 9.223
Climate SLMC Global City 67.85 17.796
Safety Climate SLMC QC 72.07 7.494

SLMC Global City 72.88 15.128
Job Satisfaction SLMC QC 75.43 12.222

SLMC Global City 81.67 16.350
Stress Recognition SLMC QC 80.82 12.384

SLMC Global City 74.30 22.35620
Perception of Management SLMCQC 52.86 12.242

SLMC Global City 58.10 20.3496
Working Conditions SLMC QC 70.23 11.463

SLMC Global City 71.30 20.9638

Table 4. SLMC-QC Post-EWR Safety Climate Score Percent Changes
EWR Group (SLMC-QC)

Involved in
EWR N Mean Std. Deviation p-value

Teamwork Climate% Change No 18 12.4082 11.67848 0.192
Yes 9 19.3535 14.56793

Safety Climate % Change No 18 9.4875 17.45933 0.181
Yes 9 18.7791 14.42363

Job Satisfaction% Change No 18 10.0449 31.36412 0.806
Yes 9 12.9137 20.10296

Stress Recognition% Change No 18 .2561 30.83543 0.784
Yes 9 -2.9305 21.31189

Perception of Management% Change No 18 18.7021 46.09409 0.060
Yes 9 52.2310 30.40847

Working Conditions% Change No 18 13.5700 35.1791LJ 0.611
Yes 9 18.3893 12.93098
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Table 5. SLMC-QC and SLMC-GC Post-EWR Safety Climate Scores Percentage Changes

Pre EWR Post EWR Difference SO

Teamwork Climate SLMC QC 66.79 76.70 9.9 6.97
SLMC GC 67.85 65.28 -2.57 9.88

Safety Climate SLMC QC 72.07 80.42 8.35 9.11
SLMC GC 72.88 72.22 -0.66 15.6

Job Satisfaction SLMC QC 75.43 81.85 6.42 14.6
SLMC GC 81.67 73.33 -8.33 15.63

Stress Recognition SLMC QC 80.82 78.24 -2.58 16.7
SLMC GC 74.31 67.59 -6.94 23.66

Perception of Management SLMC QC 50.78 66.44 13.57 16.7
SLMC GC 58.10 62.73 4.63 21.55

Working Conditions SLMC QC 70.22 78.70 8.48 14.5
SLMC GC 71.30 71.06 -0.23 21.41

DICUSSION

The study showed that conducting Executive Walk-
Rounds improved safety climate, particularly, with re-
gards to provider attitudes in terms of teamwork climate,
safety climate, and perception of management. The sig-
nificant change in post-EWRjob satisfaction noted in the
control group may be related to other factors that were
not accounted for in the questionnaire such as salary, per-
son's feeling of empowerment and autonomy aside from
the positivity of work experience. Other domains not im-
proved by EWR in the experimental group, such as work-
ing conditions and stress recognition, may involve under-
lying factors not considered in the questionnaire.

Implications
EWRs can positively influence the safety climate

inside the operating room where patient errors can have
catastrophic effects. The results should encourage and in-
form other units and hospitals regarding the effectiveness
of EWR. Even with the relatively short amount of time
given, the positive effect ofEWR was evident. With rela-
tively minor changes in care processes, EWR can become
more effective. Although frontline providers such as phy-
sicians, nurses, and pharmacists were also included in the
study in contrast to previous studies that mainly involved
nurses. More research is still needed and should involve
a wider range of health providers in multi-departmental
studies. Other points to improve upon include adjust-
ments regarding frequency of conducting the EWR and
addressing a larger audience during rounds.

Limitations
Differences between control and experimental

groups were limited by the sample size and that not all
providers were able to participate in EWRs. Exclusion of
the floating staff may have also limited the effect of the
study. Factors such as a more positive attitude may have
influenced participation in the EWRs that may have af-
fected the results. Generalizability of the study was also
limited because the study was conducted in the setting of
urban tertiary hospitals that may not be easily replicated
in some institutions. Other factors such as leadership abil-
ity of the person conducting the EWR, culture of the unit
receiving the intervention, and their interactions were also
not considered in the study and may be another scope for
research.

CONCLUSION

EWRs have a positive effect on safety climate atti-
tudes on the following domains: safety climate, teamwork
climate, and perception of management among those who
participated in the walk rounds sessions and even in those
who were unable to participate but still worked in the site
where the EWRs were conducted. Increasing the frequen-
cy of EWRs or increasing the time period for conducting
them may multiply its positive effects on safety culture.
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