
SENIOR EXECUTIVE MEDICAL SAFETY WALKAROUND 
 

Privileged & Confidential:  All information provided on this form, including any appended materials, is furnished as a Report and is Privileged & Confidential, to be used solely in the course of 
internal control and for the purposes of reducing morbidity and mortality and improving the quality of patient care, as provided in the Illinois Medical Studies Act 735 ILCS 5/8-2101. 
 
G:Shared/Patient Safety/Forms/Senior Exec Medical Safety Walk-around 

DATE OF WALKAROUND:__________________    V.P. NAME:__________________ 
 
AREA(S) VISITED: _________________________    _____________________________ 
 
NUMBER/TYPE OF STAFF INTERVIEWED:               
        _________________________    _____________________________ 
   _________________________    _____________________________ 
   _________________________    _____________________________ 
 
� Can you think of any events in the past day or few days that have resulted in prolonged hospitalization for a patient? 
 
 
 
 
 
� Have there been any  “near misses” that almost caused patient harm but didn’t? 
 
 
 
 
 
� Have we harmed any patients recently that you can think of? 
 
 
 
 
 
� What aspects of the environment are likely to lead to the next patient harm? 
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� Is there anything we could do to prevent the next adverse event? 
 
 
 
 
 
� Can you think of a way in which the system or your environment fails you on a consistent basis? 
 
 
 
 
 
� What specific intervention from leadership would make the work you do safer for patients? 
 
 
 
 
 
� What would make this executive walk-around more effective? 
 
 
 
 
 
� Are you aware that we are promoting a blame-free culture and working on the development of a blame-free reporting  

culture? 
 
 
 
 
 
 
 




