In 2015, the Royal College of Paediatrics and Child
Health (RCPCH) initiated a 2 year programme
called SAFE (Situational Awareness for Everyone).
The programme was implemented by a partnership
including Great Ormond Street Hospital (GOSH),
UCL Partners and the Anna Freud Centre. The aim
of the programme was to increase Situational
Awareness (SA) and the ability to recognise and
manage a deteriorating patient.

At GOSH, we implemented three interventions as
part of the SAFE programme; Safety Huddles,
ePSAG (electronic Patient Status at a Glance)
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SYSTEM)

PEWS is a score based early

Throughout the SA programme we have consistently sought to measure the impact of the warning system designed to
interventions at ward level. Given the nature of SA we chose a combination of qualitative and identify potential deterioration

quantitative outcome and process measures. in children. The introduction

of PEWS completed on an

What difference do you think Do you feel that the safety culture on electronic platform, means

safety huddles have made your ward has improved as a result of cliniciaons are able to access

on your ward? doing safety huddles? up-to-date patient scores at

| feel the Safety huddles Yes. Being up to date with all patients both a ward and Trust level,

have made my ward more on the ward has definitely improved the providing a more accurate
organised with better team safety culture as we are now all aware of clinical picture and supporting

work and awareness. each other’s concerns/patients. clinicaljudgement.
(Med Reg) (Staff nurse)

't would have just made us feel like members of staff at GOSH
as we would know an escalation route that other medical people
would use to highlight something that was wrong with their patient.
(Parent referring to the ‘watcher’ status)
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. Following the successful implementation of Safety Huddles

at GOSH and across the UK, we are continuing to collaborate
with the RCPCH, as active participants in SAFE 2. This project
involves partnering with other hospitals across the UK to spread
the learning from the original SAFE programme and support
them to achieve the benefits we have seen here at GOSH.
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