Huddling together to promote SAFE child care in hospital 
Alan Glasper, emeritus Professor in Children’s and young Peoples Nursing from the University of Southampton, discusses a new initiative from the UK Royal College of Paediatrics and Child Health (RCPCH) to promote safer practice and reduce preventable deaths among sick children being cared for in clinical settings.
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Introduction
In recent years safety huddles have been initiated by members of the multi professional care team in a range of healthcare settings to enhance teamwork and promote more effective communication (Bergstol et al 2015). Such safety huddles aspire to be are brief and importantly frequent  meetings by health care staff for communicating and contributing vital clinical information about potential or actual  dangers  which might confront  patients receiving health care in clinical sweetings. I first became aware of the usefulness of these safety huddles in paediatrics after attending a 2014 paediatric nursing conference plenary presentation by a senior nurse from Yorkhill Children’s Hospital in Glasgow Scotland.  In 2013 Yorkhill  had adopted an initiative pioneered by  the Cincinnati Children’s Hospital in Ohio, USA , one of the  forerunners in patient safety in the world and had introduced   safety huddles to reduce flaws in failures to detect and escalate sick children whose condition was deteriorating and in need of care interventions.   http://scottishgovernment.presscentre.com/News/Leading-in-patient-safety-6f7.aspx
In my capacity as a specialist adviser for the English health care regulator the Care Quality Commission I have sat in on and observed how huddles operate in practice and I have seen how huddle members such as play specialist can make a real contribution to the safety discussions.
The concept of the huddle has been exploited by the UK Royal College of Paediatrics and Child Health (RCPCH) who have published a S.A.F.E Resource Pack. SAFE is the acronym for “Situation Awareness for Everyone” and central to this is the implementation of the huddle which is perceived to be pivotal in protecting sick children from unrecognised deterioration. The resource pack has been developed in partnership with a consortium of 28 hospitals across the United Kingdom but spearheaded by London’s Great Ormond Street’s children’s hospital The RCPCH resource pack has a clear goal which is to improve communication, and building a safety-based culture which delivers better outcomes for sick children and young people but especially those in hospital.
The RCPCH believe that more rigours processes are necessary in the prevention of unnecessary child morbidities and mortalities from preventable sequelae. It estimates that up to around 5 child deaths a day occur in UK hospitals which could be prevented  and the RCPCH is adamant that health are staff should be given access to the correct tools and techniques which can, if used properly save the lives of children who might otherwise unnecessarily deteriorate. 
http://www.rcpch.ac.uk/safe-resource/introduction-resource-pack/introduction-safe-resource-pack
The parents of very sick children in hospital fear for the lives of their children and have done so since recorded history. Such fears are fully justifiable as the whole history of medicine is littered with the impact of plagues, pestilence and pandemics on children and their families. The story of Moses and his quest to escape Egypt  with his people is probably known by most school children and according to Exodus 12:12, all the gods of Egypt would be judged through the tenth and final plague: "On that same night I will pass through Egypt and strike down every firstborn of both people and animals”
As a first born son myself I always thought this was quite frightening but how much more so for the parents of any child be they contemporary or of yesteryear when faced with serious childhood illness. Even in recent times children continue to die from new plagues such as Ebola, and hospital acquired infection such as MRSA continues to cause fear of contagion among the families of sick children in hospital 

It was Dr Charles West the founder of Great Ormond Street children’s hospital who is attributed to the development its mission statement “The child, first and always” still the mantra behind medical innovations in children’s health care across the world today. Not so well known is that Florence Nightingale corresponded by letter with West during the early years of the hospital in Great Ormond Street about the optimum method of implementing the nursing care of sick children and she wrote in her Notes on Nursing that “Children: they are affected by the same things (as adults) but much more quickly and seriously” (Nightingale, 1859, p. 72) something all paediatricians and children’s nurses know and fear.

The SAFE Resource pack
The RCPCH SAFE programme has been designed to reduce preventable deaths and serious incidents within the UK’s paediatric departments with an overriding goal of improving communication between all healthcare professionals involved in a child’s care as well as families to ensure treatment is consistent and of the same high standard. The use of the huddle is pivotal to its rational.  The use of the huddle as part of the resource pack has been designed to help health care professionals help implement the S.A.F.E programme in their own clinical environment.
http://www.rcpch.ac.uk/safe-resource
.The huddle  
The RCPCH are cognisant that published reviews of serious incidents in children’s clinical units have shown that it is poor levels of communication during the handover of pertinent individual child details that have contributed to missed opportunities to detect life threatening deterioration. They are confident that improved strategies of communication will avoid potential catastrophe and improve care outcomes. This is because precise information is needed about a potentially deteriorating sick child and is therefore the key to the underpinning of all decisions about that child. The RCPCH believe that the use of communication tools such as Situation Background Assessment Recommendation (SBAR ) and Concern, Uncomfortable, unSafe, Stop (CUSS are pivotal in huddle discussions about a particular child  . 

· SBAR (D) is the acronym for :  
1. Identify – yourself and the patient
2. Situation – what is the problem
3. Background –information to contextualise the problem
4. Assessment – your clinical assessment and prediction
5. Recommendation – what you think should happen
6. Decision 
· CUSS a technique that uses a graded assertiveness approach to communicating is the acronym for:
1. Concern
2. Uncomfortable
3. unSafe
4. Stop

Huddling and the use of such communication tools is the primary attribute of the SAFE programme and the “huddle” is the specific intervention that coordinates the primary aspects of the situation awareness. 
Huddling is therefore the methodology that is able to deliver the primary mission parameters of the SAFE programme which is ensuring that all the information about a sick child is shared effectively. Staff who attend clinical huddles should include all members of the multidisciplinary team who might have insight into the specific needs of a sick child. At its core the SAFE initiative espouses the use of the huddle to proactively facilitate the complete sharing of all relevant information about each sick child by all members of the caring team. 
Conclusion 
There is no doubt that initiatives such as  the SAFE programme which has been developed by the RCPCH will save the lives of sick children and it should be embraced by all health care professionals who provide care for sick children wherever they practice. It is however important to stress that the care that sick children receive in hospital is only ever as good as the hardworking members of the team such as children’s nurses who deliver that care. The huddle is the core intervention of the SAFE programme and its use is designed to change the way nurses and others proactively approach the care of sick children in the accurate sharing of pertinent information.
Key points 
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· Safety huddles can enhance teamwork and promote more effective communication about sick children.
· The concept of the huddle has been exploited by the UK Royal College of Paediatrics and Child Health (RCPCH)
· Huddling is a specific intervention that coordinates the primary aspects of situation awareness of sick children.
· The care that sick children receive in hospital is only ever as good as the hardworking members of the team such as children’s nurses who deliver that care.
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