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Chair’s welcome

Dr Sonia Joseph

National Clinical Lead for Paediatrics

Healthcare Improvement Scotland



Agenda
Time Topic Lead

12:30-12:35 Welcome and aims of the webinar Dr Sonia Joseph, National Clinical Paediatric Lead, 

Healthcare Improvement Scotland

12:35-12:50 Current climate around worry and 

concern

Tim Shearman, Improvement Advisor, Healthcare 

Improvement Scotland

12:50-13:10 Kōrero Mai/Talk to me Jess Hart, Clinical Nurse Consultant, Starship Child Health

13:10-13:25 Q&A Dr Sonia Joseph

13:25-13:40 Safe transfer of care Annie Campbell, Senior Paediatric Charge Nurse, NHS 

Lanarkshire

13:40-13:55 Q&A Dr Sonia Joseph

13:55-14:00 Summary and next steps Dr Sonia Joseph



Aims of the webinar

• To understand responses to worry and 
concern in paediatric services in the current 
context

• To explore patient, family and carer concern 
in relation to the work of the SPSP Paediatric 
Collaborative

• To share a range of examples of 
interventions which act on patient, family 
and carer concern



Current climate around worry and concern

Tim Shearman

Improvement Advisor

SPSP Paediatric Programme

Healthcare Improvement Scotland

Special thanks to: Amy Wilson and Mark 
Wilson, Physiotherapy Students, Queen 
Margaret University
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Worry and concern

History

Research

Wider interest

Data

Voices of families

“we are finding parental 
concerns are documented 
via a tick box but not what 

concerns are or what is 
done to address concerns”

- Board submission 

[1]

1. Boseley, S. Listen to parents of sick children rather than tests, NHS tells doctors [Internet]. The Guardian; 2016 [cited 
2024 May 28]. Available from: Listen to parents of sick children rather than tests, NHS tells doctors | NHS | The Guardian

https://www.theguardian.com/society/2016/jul/13/listen-to-parents-of-sick-children-rather-than-tests-nhs-tells-doctors#:~:text=Listen%20to%20parents%20of%20sick%20children%20rather%20than%20tests%2C%20NHS%20tells%20doctors,-This%20article%20is&text=Doctors%20and%20nurses%20must%20listen,alarm%2C%20say%20new%20NHS%20recommendations.


Voices of families

“They never really listened to us. I remember my 
husband saying to one doctor who came over: “she’s 

just looking straight through us ... This is not my 
daughter” And he [the doctor] didn’t take that 

seriously.” Eleanor, Zoe’s mum



Voices of families

“This resource is fantastic, very 
clear and easy to understand 
and reflective of patient and 

carer concerns”
 Eleanor, Zoe’s mum

SPSP Deteriorating Patient and 
Sepsis Improvement Resources

https://ihub.scot/improvement-programmes/acute-adult/deteriorating-patient/
https://ihub.scot/improvement-programmes/acute-adult/deteriorating-patient/


Why is this important?

1. Heath G, Montgomery H, Eyre C, Cummins C, Pattison H, Shaw R. Developing a tool to support communication of parental concerns when a child is in hospital. Healthcare. 2016 Jan 13;4(1):9. 
doi:10.3390/healthcare4010009
2. Gill FJ, Cooper A, Falconer P, Stokes S, Leslie GD. Development of an evidence-based escalation system for recognition and response to paediatric clinical deterioration. Australian Critical Care. 
2022 Nov;35(6):668–76. doi:10.1016/j.aucc.2021.09.004

Why is this 
important?

Early 
detection [1]

Early 
intervention 

[1]

Better 
communication 

[1]

Empowering 
carers and 

shared 
decision 

making [1]

Improved 
outcomes [1]

Can reduce 
adverse 
events, 

length of stay 
[2]



Wider context

Martha's Rule – NHS England [1]

3 proposed components:

1. All NHS staff have access to the 24/7 Rapid Review 
Team to raise concerns regarding a child’s 
deterioration

2. All patients, families and carers have access to the 
24/7 Rapid Review Team to raise concerns 
regarding their child’s deterioration

3. Structured approach to obtain information from 
patients/families daily

1. Foster A. Martha’s rule to be introduced in NHS hospitals from April [Internet]. BBC; 2024 [cited 2024 May 24]. 
Available from: https://www.bbc.co.uk/news/health-
68348301#:~:text=It%20follows%20a%20campaign%20by,not%20died%20%22in%20vain%22.
2.NHS England. NHS England» Martha’s Rule [Internet]. www.england.nhs.uk. 2024. Available from: 
https://www.england.nhs.uk/patient-safety/marthas-rule/

[2]

https://www.bbc.co.uk/news/health-68348301#:~:text=It%20follows%20a%20campaign%20by,not%20died%20%22in%20vain%22
https://www.bbc.co.uk/news/health-68348301#:~:text=It%20follows%20a%20campaign%20by,not%20died%20%22in%20vain%22
http://www.england.nhs.uk/
https://www.england.nhs.uk/patient-safety/marthas-rule/


Wider context

• Third Sector
• Florence Nightingale Trust
• Patients association

• NHS England Worry and Concern 
Collaborative

• Cincinnati Children's Hospital [1]

1. Micalizzi DA, Dahlborg T, Zhu H. Partnering with parents and families to provide safer care: Seeing and 
achieving safer care through the lens of patients and families. Current Treatment Options in Pediatrics. 
2015 Oct 15;1(4):298–308. doi:10.1007/s40746-015-0034-4



Interventions – UK and Ireland

HSE – Republic of Ireland [1] Listening to you – NHS England [2]

1. Health Service Executive. Paediatric Early Warning System (PEWS) [Internet]. 2016 Nov. Available from: 
https://www.hse.ie/eng/about/who/cspd/ncps/paediatrics-neonatology/paediatric-early-warning-score/parent-information-4pp-a5.pdf
2. NHS England. Listening to you [Internet]. 2015. Available from: https://www.england.nhs.uk/patientsafety/wp-
content/uploads/sites/32/2015/03/parents-leaflet2.pdf

https://www.hse.ie/eng/about/who/cspd/ncps/paediatrics-neonatology/paediatric-early-warning-score/parent-information-4pp-a5.pdf
https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/03/parents-leaflet2.pdf
https://www.england.nhs.uk/patientsafety/wp-content/uploads/sites/32/2015/03/parents-leaflet2.pdf


Interventions – Australia

Ryan’s Rule – Queensland [2]Calling for Help (C4H) - Western Australia [1]

1. Gill FJ, Leslie GD, Marshall AP. Parent escalation of care for the deteriorating child in hospital: A health‐care improvement study. 
Health Expectations. 2019 Jul 16;22(5):1078–88. doi:10.1111/hex.12938
2. The State of Queensland. Ryan’s rule [Internet]. The State of Queensland; Queensland; 2024 [cited 2024 May 20]. Available from: 
https://www.qld.gov.au/health/support/shared-decision-making/ryans-rule

https://www.qld.gov.au/health/support/shared-decision-making/ryans-rule


Evidence

“Communication with patients and members of the clinical team is 
key to good clinical practice, providing our patients with world-class 
care and a safe environment for providing that care. Parents know 
their child best and their concerns should never be dismissed. The 
tragic case of Martha Mills highlights the importance of listening to 

parents in the context of inpatient deterioration. Listening to 
parents and children on first and subsequent encounters is key to a 

culture which provides patient safety.”

- Prof Steve Turner, Consultant Paediatrician in NHS Grampian and 
President RCPCH



SPSP Paediatric Collaborative

Webinar

Discuss

Understand

Source: NHS Education for Scotland, 2021, Quality Improvement Journey, https://learn.nes.nhs.scot/4095/quality-improvement-zone/quality-improvement-journey

https://learn.nes.nhs.scot/4095/quality-improvement-zone/quality-improvement-journey


Kōrero Mai/Talk to me

Jess Hart

Patient at Risk team Nurse 
Consultant

Starship Child Health



Jess Hart

Patient at Risk team Nurse Consultant, Child Health
May 2024



Objectives

Share our work with you

Explain the project roll out

Describe how the pathway works

Update on service today



Health New Zealand, Te Whatu Ora

▪ 88 public hospitals in NZ

▪ 19 large tertiary

▪ 1 children’s hospital (170 beds)

PaR, Child Health 

‒ Under PICU

‒ Charge nurse, nurse educator, nurse consultant, SMO

‒ 14 nurse specialists 





Kōrero Mai Project Group

Project Sponsor from Senior Leadership team

Working Group:
▪ General Paeds – SMO
▪ RMO 
▪ Senior Nursing – Nurse Consultant; Charge Nurse; RN (CED)
▪ Kaiatawhai (Māori liaison team)
▪ Social Work
▪ PaR Nurse Specialist
▪ Clinical Nurse Manager 
▪ Simulation team



Whānau (family) experience



Worried and concerned 



COVID 2020 

accelerated things



Kōrero Mai Project

▪Project scope – SSH wards

▪Mokopuna and whānau engagement

▪ 0800 number 

▪Bedside posters

▪ Information resources for mokopuna and whānau  

▪ Linked in with Starship Speak Out For Safety 

and Medical Mediation programmes



Speak Out for Safety

Graded assertiveness tool to assist staff to escalate concerns



Whānau (family)

3 steps:

1. Talk to your nurse

2. Talk to the Nurse in Charge

3. Talk to the Code Pink (RRT) 
team

Kaimahi (staff)

At each step the staff member will:

▪ acknowledge and explore the young 
person, parent, or whānau concern

▪ assess and review the child’s condition

▪ escalate care to RMO/SMO and senior 
nursing staff

▪ share decision-making with young 
person, parent or whānau

▪ check back with young person, parent 
or whānau that concern is resolved and 
they or their child is physiologically 
stable

Escalation pathway for whānau and kaimahi



Kōrero Mai poster

These spaces are 
completed to provide the 
caller with a script



Kōrero Mai whānau information

Starship Clinical Guidelines
Patient, Parent or Visitor 



Starship website: 

Patient, parent or visitor tile → Kōrero Mai →video



Escalation pathway for whānau and kaimahi



Step 1 
Talk to the nurse



Step 2 
Ask to talk to the nurse in charge



Step 3 
Call 0800 969 999 - Code Pink

Patient

PICU Reg

PaR nurse specialistMed Reg

Clinical Nurse Manager

Bedside nurse Nurse in charge



What worked well

▪ Senior leadership – influence

▪ MDT perspectives - voice of Social Worker and Kaiatawhai to understand vulnerability of whānau 
and their ability to feel safe to speak out when concerned

▪ Whānau engagement – development of resources

▪ Dedicated time to commit to project – nursing + sim team

▪ Highly motivated team to lead education sessions – clinical and non clinial staff

▪ Involvement of PaR NS and CNM and RMO - 24/7 team, after hours support

▪ Time spent on Korero Mai calls is similar to time spent on other code pink calls (45-60min)



Kōrero Mai now

▪ Low numbers of Korero Mai code pink calls

▪ Steps 1 & 2 are invisible to PaR 

▪ PaR database captures high rates of parental concern as a reason for review

▪ Large turn over of staff post Covid

▪ How imbedded is the service?



PDSA 
▪ Information gathering....

– Explore Korero Mai now with other hospitals in Auckland

– Interview nurses and parents

– Poster audit

▪ Identify knowledge gaps

▪ Explore redesigning the resources 

▪ Target education to where it is needed 

▪ Roll out Korero Mai in ED

▪ PICU next?



Busting myths

Korero Mai is for parents who want to complain

Korero Mai is about miscommunication

Tell them about Korero Mai on admission only





Ngā mihi

(thank you)

Questions?



Safe Transfer of Care

Annie Campbell

Senior Paediatric Charge Nurse

NHS Lanarkshire



Safe Transfer of Care
University Hospital Wishaw

Ward 19 & Ward 20



- Background and context
- Aim 
- Change Ideas
- Next Steps





NHS Lanarkshire

 Population total 664,030

 132,243 under 16 (approx. 10% of population)

 Lanarkshire – predominately industrial area/rural and urban areas

 Furthest point of referral up to 60 miles away

 Covers areas of high deprivation/poverty

 3 hospital sites

 1 site for paediatrics

 Referrals – 3 ED sites, GP, HV, out of hours service, open access and 48hr 
open access



W20
- 24 inpatient beds
- specialities covering Medical, Surgical, Orthopaedic, ENT, Mental Health
- 2,757 patients admitted for treatment last year
- 1 SCN, 4 Band 6, 20 Band 5 staff nurses, 6 Clinical Support Workers

W19
-  16 assessment beds
-  Day clinic – biologic infusions, bloods, investigations, botox, day surgery,
- Medical reviews
- 7,238 patients seen for assessment last year
- 4,045 day patients last year
- 1 SCN, 3 Band 6, 20 Band 5 staff nurses, 6 Clinical Support Workers

Paediatric Wards 19 and 20, University Hospital Wishaw



Locally we have focused on the area of safe 
patient transfer and our aim is:

“90 % of children will experience a safe 
transfer of care between paediatric wards 
19 and ward 20, UHW by March 2025.”

Aligned with SPSP deteriorating child change 
package.

Aim





Change Ideas

Review SBAR transfer document

Ward display 

Buzz sessions

 Staff champions

Promote care opinion



• Trial of SBAR document
• Changes to placement of signature
• Addition of checklist
• Identified parental concerns 

captured but no documentation of 
action taken



Next of kin details informed of 

transfer

c Yes     c No

Next of Kin updated to plan of 

care? 

c Yes     c No  

Any Parental Concerns? 

If yes, documented? 

Reassurance given?

c Yes     c No   



Welcome to Ward 20 

Children’s in-patient ward 

University Hospital Wishaw 

 

• We are currently gathering feedback on our Patient’s Parents/Guardians 

experience of being transferred from Ward 19 (triage) to Ward 20 (in-patient 

ward), the purpose of this is to identify any areas for improvement and to ensure 

everyone has a positive experience. 

 

• We ask that you complete a short survey, it takes less than two minutes and is 

completely anonymous. 

 

• Information gathered will be viewed only by Ward Management and is stored 

securely via NHSL R-drive. 

 

• Please find the survey by following this link :  

 

https://forms.office.com/e/Cr9rR5jX9f?origin=lprLink or 

 

• Scanning the following QR code:  

 

 











Next steps

 SCN completed daily walk-round, speaking to 
parents 

 The less than positive feedback – communication, 
introduction to new staff, what plan of care was

 Review feedback and explore any themes

 Continue to promote safe transfer and explore how 
we can escalate parental concern

 Parent/Patient focus group



Keep in touchStay in touch

• Contact us at his.spsppp@nhs.scot

• Subscribe to the SPSP Paediatric mailing list

• Visit the SPSP Paediatric Programme website

• Visit the Essentials of Safe Care website

 

https://forms.office.com
/e/uZyBnxygPy

mailto:his.spsppp@nhs.scot
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fihub.scot%2Fimprovement-programmes%2Fscottish-patient-safety-programme-spsp%2Fspsp-paediatric-programme%2Fsubscribe-to-our-spsp-paediatric-mailing-list%2F&data=05%7C02%7Celaine.mackay2%40nhs.scot%7C167a31e0444c4dd1035808dc63986a4c%7C10efe0bda0304bca809cb5e6745e499a%7C0%7C0%7C638494753475211059%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=4IavwadBK4bwyN%2BqTZ0wIt%2FT%2FZWMovyrFe1hOmDe5Io%3D&reserved=0
https://ihub.scot/improvement-programmes/scottish-patient-safety-programme-spsp/spsp-paediatric-programme/
https://ihub.scot/improvement-programmes/scottish-patient-safety-programme-spsp/spsp-essentials-of-safe-care/
https://forms.office.com/e/uZyBnxygPy
https://forms.office.com/e/uZyBnxygPy
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