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The NHS Patient Safety Strategy (2019)

The NHS Patient Safety Strategy provides a structure for all our 
patient safety work: 

• A patient safety culture – encouraging engaged, visible 
leadership promoting openness, just culture and continuous 
improvement, valuing diversity and equality. 

• Patient safety systems – governance, accountability, 
supporting whole systemic and systematic improvement, 
including primary care, intelligent use of digital.

• Insight – a whole organisation commitment to identifying 
risks, reporting incidents, understanding what contributes to 
safety, identifying how we normally keep our patients safe

• Involvement – a focus on people, giving them the skills and 
support they need, fundamentally involving patients and the 
public, recognising the need for specific expertise 

• Improvement – identification and implementation of 
improvement priorities using quality improvement science to 
continuously reduce risks to patients. 
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Evidence that a good safety culture reduces patient harm…

• Leadership and leadership development health care (2015) Positive 
effects of transformational leadership have also been demonstrated in relation to work-life balance, staff 
well-being, positive nursing outcomes, patient safety, openness about errors, and patient and staff 
satisfaction (Munir, Nielsen, Garde, Albertsen & Carneiro, 2012; Apekey, McSorley, Tilling & Siriwardena, 
2011; Cummings et al., 2008; McFadden, Henagan, & Gowen, 2009; Kvist, Mantynen, Turunen, 
Partanen, Miettinen, Wolf & Vehvilaninen-Julkunen, 2013; Wong, Cummings & 11 Ducharme, 2013). 

• If it’s about NHS culture, it’s about leadership (2016) Research shows 
that organisations with cultures that deliver high-quality, continually improving and compassionate care 
are those with good leadership.

• The Freedom to Speak up Report (2015) Speaking up is essential in any sector 
where safety is an issue. Without a shared culture of openness and honesty in which the raising of 
concerns is welcomed, and the staff who raise them are valued, the barriers to speaking up identified in 
this Review will persist and flourish. There needs to be a more consistent approach across the NHS, and 
a coordinated drive to create the right culture. 

• Does Improving Safety Culture Affect Patient Outcomes (2011) A 
small number of studies have found a relationship between safety culture or climate and hospital 
morbidity, adverse events and readmission rates. But other studies have found that safety culture has no 
impact on patient outcomes. There is more evidence that improving safety culture impacts on staff safety 
behaviours and injury rates among staff. 

• QI Podcasts - Oxford Healthcare Improvement (2021)

• Civility Saves Lives

• Caring_to_change_Kings_Fund_(2017)

https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/leadership-leadership-development-health-care-feb-2015.pdf
https://www.kingsfund.org.uk/blog/2016/01/if-it%E2%80%99s-about-culture-it%E2%80%99s-about-leadership
http://www.emeraldinsight.com/doi/abs/10.1108/JOEPP-07-2014-0039
http://freedomtospeakup.org.uk/the-report/
https://www.health.org.uk/sites/default/files/DoesImprovingSafetyCultureAffectPatientOutcomes.pdf
https://www.oxfordhealth.nhs.uk/ohi/resources/qi-podcasts/
https://www.civilitysaveslives.com/
https://www.kingsfund.org.uk/sites/default/files/field/field_publication_file/Caring_to_change_Kings_Fund_May_2017.pdf
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Patient safety culture 

Fundamental to ensuring safety is the development of a strong safety culture:

• Staff must be supported and encouraged to raise concerns

• A ‘Just culture’ must be in place where staff don’t feel they'll be blamed or 
disciplined for errors

• Staff should feel psychologically safe in their workplace, and have access 
to support

Definition:

Positive safety culture is one where the environment is collaboratively 

crafted, created and nurtured so that everybody (individual staff, 

teams, patients, service users, families, and carers) can flourish to 

ensure brilliant, safe care by:

• Continuous learning and improvement of safety risks

• Supportive, psychologically safe teamwork

• Enabling and empowering speaking up by all

https://www.england.nhs.uk/patient-safety/a-just-culture-guide/
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Safety culture: Learning from best practice

• Safety culture: learning from best practice published November 2022

• Based on focus groups with CQC-rated outstanding or good 
organisations: acute, specialist, community, mental health, and primary 
care 

• Using a safety II approach – focussing on what goes right, insights, good 
practice and case studies

• Context is everything and improving safety culture is not just about what
interventions happen, it is also about how these interventions happen

• Six themes:

• Leadership

• Continuous learning and improvement

• Measurement and systems

• Teamwork and communication

• Psychological safety

• Inclusion, diversity and narrowing healthcare inequalities 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpublication%2Fsafety-culture-learning-from-best-practice%2F&data=05%7C01%7Chester.wain%40nhs.net%7C97b364f4e833483cf6de08dac72b6596%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041286458751564%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=4vQjb%2BW1iZLxfFmgwF3JTzc4TtXj4PgujEWEDXyIFGE%3D&reserved=0
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“Supporting staff 
after patient safety 
incidents improves 
safety in the NHS”

Nursing Times (2021)  

https://www.nursingtimes.net/news/workforce/supporting-staff-after-patient-incidents-improves-safety-in-nhs-15-01-2021/
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NHS Staff survey 2022

Q19a - I would feel secure raising concerns about 
unsafe clinical practice. The national average has 
dropped from 75.0% to just 71.9% with a corresponding 
deterioration seen across all sectors;

Q23e – I feel safe to speak up about anything that 
concerns me in this organisation. The deterioration in 
results between 2020 and 2021 from 65.7% to 62.1% 
continued with a further drop to 61.5% in the 2022 survey 
results;

Q19b – I am confident that my organisation would 
address my concern. The national average has dropped 
from 59.5% to 56.7% with a corresponding deterioration 
seen across all sectors;

Q23f – If I spoke up about something that concerned 
me, I am confident my organisation would address my 
concern. The response to this question, new in 2021, has 
also seen a deterioration nationally from 59.5% to 56.7% 
with an enormous disparity between the best and worst 
trusts.
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Speaking up (FTSU)

• Freedom to Speak Up is about speaking up about anything that gets in the way of doing a great job.

• There are over 800 Freedom to Speak Up Guardians across the NHS who support workers to speak 
up when they feel that they are unable to in other ways

• 20,362 cases raised (1 April 2021 to 31 March 2022)

Key Findings 

• The Freedom to Speak Up sub-score declined from 6.5 in 2021 to 6.4 in this 

year’s NHS Staff Survey. This equates to a declining perception of over 

9,000 workers. 

• There was a marked fall for raising concerns relating to clinical practice

• Bank staff survey results were in line with the core survey results

• By sector, ambulance trusts continue to score least 

• The Freedom to Speak Up sub-score positively correlates with Care Quality 

Commission ratings.

• Medical trainees’ confidence in speaking up has deteriorated markedly

• Results for other medical/dental staff groups, for example consultants, are 

also deteriorating faster than other occupational groups

• The gap between the better and worse Trusts is widening
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NHS England » Improving patient safety culture – a practical guide (2023)

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.england.nhs.uk%2Fpatient-safety%2Fimproving-patient-safety-culture-a-practical-guide%2F&data=05%7C01%7Chester.wain%40nhs.net%7C796de1316caf49ce1c9a08db81405a10%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638245885604172134%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=QMeyQUiMP5fXnTsH4cyDJc4rk8KmRGNTjMu0Gna1nGE%3D&reserved=0
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How does our system 
view shape our 
perspective of safety 
culture?

• Views of ‘the system’

• Mechanical, ‘cogs in a 
machine’

• More organic ‘living 
ecosystem’
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How does culture shift
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What we have learnt

• The way that we talk about safety culture matters

• Moving from ‘the intervention is the solution’ to ‘how it is done’:
• How the social structures support the intervention itself
• How are we enacting our values in our work

Definition:

Positive safety culture is one where the environment is collaboratively crafted, 

created and nurtured so that everybody (individual staff, teams, patients, service 

users, families, and carers) can flourish to ensure brilliant, safe care by:

• Continuous learning and improvement of safety risks

• Supportive, psychologically safe teamwork

• Enabling and empowering speaking up by all
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Safety culture: What? How?

• We often separate out ‘what’ work we do from ‘how’ we work 

• Instead consider the ‘what’ and the ‘how’ as two intertwined 
threads

• Emphasises the importance of how we create the space to 
optimise the relational aspects of the work

• Consider the quality of how we work together:

• Create space and time

• What we talk about

• How we talk and work together

• Embodiment of positive values

• This guide is not a recipe, rather a menu of ingredients and a 
toolbox to help you create a tailored strategy 

The way we focus 

on safety culture 

matters
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Key elements
Definition:

Positive safety culture is one where the environment is collaboratively crafted, 

created and nurtured so that everybody (individual staff, teams, patients, 

service users, families, and carers) can flourish to ensure brilliant, safe care 

by:

• Continuous learning and improvement of safety risks

• Supportive, psychologically safe teamwork

• Enabling and empowering speaking up by all
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Teamwork
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Just culture
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Psychological safety
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Diversity • Diverse teams hunt the good stuff – the things that unite and 

energise you and which give you shared common purpose. 

• Diversity of thought is paramount. 

• Encourage patients, carers and families in all their diversity to 

be at the centre of your plans and involved in co-creating them. 

‘Paul and Flo’
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Civility

‘Mother Obe’



20

Next steps
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Thank You

@nhsengland

company/nhsengland

england.nhs.uk

Thank you
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Kindness in healthcare:

https://kindnessinhealthcare.world/

https://www.nhs75-fujifilm.com/
https://kindnessinhealthcare.world/
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