
O
rganizational culture describes the dynamic 
complex array of relationships and unwritten 
rules, as well as values, beliefs and assumptions, 
that govern how individuals and groups act 
and interact with one another (Schein, 2010). 

‘Created, embedded, evolved, and ultimately manipulated 
by leaders’ (Schein, 2010), within the NHS, cultural 
dynamics have played out with grave consequences.

In the UK, the inquiry into the failings at Mid-
Staffordshire NHS Foundation Trust highlighted how 
organizational and clinical leadership failed to create and 
embed a culture of safety and ultimately led to questions 
being asked across the NHS more generally (Francis, 2013). 
In response, the UK Government asked the Care Quality 
Commission to undertake a comprehensive inspection of 
all health-care providers across five key lines of enquiry, 
encompassing whether services were ‘safe, effective, caring, 
responsive and well-led’ (Care Quality Commission, 2017). 
The Care Quality Commission concluded that the impact 
of leadership on the overall performance of a provider was 

profound, such that whether services were ‘well-led’ or not 
was found to be the most significant predetermining factor 
of all other aspects (Care Quality Commission, 2017). 
Consequently, the ‘next phase’ of inspection will focus on 
only one core service (determined by previous inspection 
outcomes), alongside a cross-cutting ‘well-led’ evaluation 
(Care Quality Commission, 2017).

Creating a culture conducive to continual 
improvement
The evidence is clear. Leadership impacts on the quality 
of care provided through the culture of the organization. 
However, creating a culture conducive to continual 
improvement is challenging in a complex organization 
such as the NHS which comprises multiple cultures and 
subcultures, tribes and territories. With rising demand in 
the context of constrained resources, austerity and low 
morale in much of the health workforce, major cultural 
change becomes increasingly difficult. Furthermore, 
in a safety critical industry such as health care, where 
regulation and the consequences of failure can breed fear, a 
further challenge is the ‘culture of blame and defensiveness 
which pervades much of the NHS, and which prevents 
lessons being learned and adopted following clinical 
failure’ (House of Commons Public Administration Select 
Committee, 2015).

A key requirement for the cultural shifts called for in the 
NHS includes a fair and just culture, where compassion 
and collective leadership replace traditional hierarchical 
structures and approaches, and where all front-line staff 
feel capable and able to raise concerns, challenge current 
practice, and innovate for continual improvement. 
Distributing leadership and empowering individuals 
who have the greatest expertise and/or motivation to 
achieve change, i.e. front-line staff, allows them to take 
‘responsibility for the success of the organisation as a whole 
– not just for their own jobs or work area’ (West, 2014). 

Emphasizing the importance of front-line staff in 
identifying and rectifying safety concerns, as well as 
providing the autonomy, visibility and recognition for 
doing so, can help to embed this style of leadership in 
the NHS. This is a crucial step in ensuring the long-term 
sustainability and success of the NHS and is integral to 
implementing a culture of safety. As outlined in Figure 1, 
the Care Quality Commission (2017), in their report The 
State of Care in Acute Hospitals, highlighted the importance 
of leadership to implementing a culture of safety. Leonard 
and Frankel (2012) describe a culture of safety as having 
three key features:
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■■ Psychological safety
■■ Organizational fairness
■■ A learning system.

This article will now describe how these features can be 
used to create a compassionate and fair culture within the 
NHS and how organizations can embed learning systems. 

Psychological safety
Psychological safety has been defined as the perceived 
freedom of individuals to speak out about anything that 
puts the organization at risk (Edmondson, 2002). Without 
providing psychological safety, a toxic nature of fear builds 
within an organization, perpetuates poor practice, and 
risks serious harm and deaths when staff feel unable to 
speak out on safety issues (Bognár et al, 2008; Francis, 
2013). To counter this, and promote patient safety, strong 
organizational and team leadership support are crucial 
factors for creating and sustaining a positive culture 
within an organization, for reducing fear of repercussions 
after reporting errors (Castel et al, 2015), and in setting 
standards to which all staff can strive to achieve (Schneider 
and Barbera, 2014).

Psychological safety is hard to establish and can be 
quickly eroded if leaders do not proactively foster trust, 
mutual respect and inclusiveness between and within teams 
engaged in quality improvement initiatives (Nembhard and 
Edmondson, 2006). If established successfully, however, 
psychological safety not only leads to positive incident 
reporting (Leonard and Frankel, 2012) but can also have 
a positive impact on clinical outcomes (Hansen et al, 
2011). But this must be monitored. Assurance must be 
sought through formal staff surveys and more informal 
conversations so ‘testing the temperature’ to measure 
whether staff, at all levels, feel confident to raise concerns, 
that the leadership understands the current climate within 
their organization, and that leaders are able to act when 
necessary to improve the confidence of staff to speak out 
(Leonard and Frankel, 2012). 

Organizational fairness
When front-line staff perceive high levels of blame 
from management, there is a negative impact on staff 
trust towards their organizations and reduced incident 
reporting (McKimm et al, 2015; Pattison and Kline, 
2015). The most recent NHS Staff Survey revealed that 
only 70% of staff felt secure in raising concerns about 
safety issues while just over half (58%) had confidence 
that their organization would address concerns if they 
were raised (Picker Institute Europe, 2017). More 
worryingly, fewer than half of NHS staff (45%) felt that 
their organization treated staff who had been involved in 
incidents or near misses fairly (Picker Institute Europe, 
2017). These results are seriously concerning, indicating 
that a large proportion of NHS staff feel unsupported, 
not listened to, and may even fear being blamed should 
they try to raise concerns about patient safety. But is this 
surprising when even the language used is borrowed from 

the judiciary? As Joe Rafferty, Chief Executive Officer of 
Mersey Care NHS Foundation Trust highlights, terms 
such as ‘investigation’, ‘disciplinary hearings’, ‘warnings’ 
and ‘appeals’ imply a threatening and punitive intent 
which compromises any effort to build a compassionate 
and collaborative culture focussed on learning from error 
(Rafferty, 2017). 

Changing the language used by leaders is more than 
semantics, however; language gives ‘cultural permission’ for 
various attitudes, tone and behaviours: some helpful and 
positive, others more negative and potentially destructive. 

‘Cultural permission is a mantra, expressed in oft-
used catch phrases and philosophies that move like 
waves through the organization. They get adopted 
and interpreted as actions to be followed. They 
become part of everyday lexicon and cultural idioms 
that people hear coming from the highest levels, and 
form a platform for what the organization believes 
and expects of its people’ (Allen, 2012). 

We should therefore alter the language used to instead reflect 
organizational fairness, which incorporates professional 
accountability and responsibility, but acknowledges that 
errors are predominantly the result of systemic failures 
in the care provided rather than personal misconduct 
(Berwick, 2013). 

It is time that organizations and their leadership take 
the concerns of front-line staff seriously and so embrace 
a two-way collaborative approach to learning from error 
and improving patient safety. It is essential to use the 
experience of front-line staff who understand and can 
identify human factors at play within their own health-
care workplace and can apply systems thinking to learn 
from mistakes. This approach can help to harness the true 
value of learning from patient safety incidents with patient 
safety reporting systems that: ‘provide warnings, point to 
important problems, and provide some understanding of 
causes. They [also] serve an important function in raising 
awareness and generating a culture of safety’ (Vincent, 
2007). Through such mechanisms, staff may not only 
provide fresh insights for improving care but also be 
more inclined to voice their concerns within a culture 
of open and honest learning to improve patient safety 
(Leonard and Frankel, 2012). More generally, through 
adapting as learning organizations (Senge, 1990), health-

‘The overarching message from our inspections is that effective leadership, which 
is values-driven and has a strong culture of learning, delivers high-quality care. 
In hospitals rated good or outstanding, the trust boards actively engaged with 
staff, asking them how they needed to improve. They had worked hard to create 
a culture where staff felt valued and empowered to suggest improvements and 
question poor practice. Where the culture was based around the needs and safety 
of patients, staff at all levels understood their role in making sure that patients 
were always put first.’

Figure 1. The State of Care in Acute NHS Hospitals Report. From Care Quality 
Commission (2017). 
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care organizations can become ‘designed and managed to 
promote effective learning through a systems-based, highly 
connective approach’ (Till et al, 2016).

Learning system
Promoted by encouraging a proactive attitude towards 
safety, a learning culture is assessed at multiple levels with 
incident reporting and learning outcomes being observed 
throughout the organization. Front-line staff are frequently 
exposed to systemic defects that impair their ability to 
deliver safe and effective care, requiring the development 
of workarounds which only serve to perpetuate unsafe 
practice (Leonard and Frankel, 2012). Developing a 
learning system, in which front-line staff are encouraged to 
report concerns about unsafe practice and systemic defects, 
is key to using their insights. 

Allied to this, support should be offered to staff 
through training in root cause analysis and standardized 

quality improvement techniques so that staff are not only 
empowered to raise concerns through the learning culture 
that exists but to directly implement and lead continual 
improvements through an established learning system 
across the organization. 

However, establishing this intra-organizational 
connectivity is challenging, and if not carefully managed 
can lead to organizational silos, the so-called ‘Nut Island 
effect’ (Levy, 2001; McKimm et al, 2015). As highlighted 
in Learning, Candour and Accountability (Care Quality 
Commission, 2016), fragmented care and a lack of joined-
up systems also contributes to organizations failing to 
learn lessons from the deaths of patients. Therefore, while 
it is important that teams take ownership of specific safety 
issues, there needs to be overarching, ‘joined-up’, inclusive 
leadership that provides intra- and inter-organizational 
approaches at both a local and national level to identify, 
analyse and share learning from issues impacting on 
patient care. 

Moving forward
There are many examples of initiatives that put the 
principles outlined above into practice. This article 
describes four practical ways of developing a culture of 
safety. 

Progressing beyond checklists 
The World Health Organization Surgical Checklist was a 
giant leap forward in changing the culture and positively 
impacting on patient safety, but it is not without its risks. 
‘Checklist fatigue’ recognizes that too many checklists 
reduce overall compliance and we must be mindful to 
ensure that there is cognitive engagement and ongoing 
learning (McConnell et al, 2012). Building on this, Figure 2 
outlines the evolution of national and local safety standards 
in invasive procedures as potential solutions to enhance 
the World Health Organization Surgical Checklist. These 
combine national and local learning from the analysis 
of near misses, serious incidents and never events with 
additional education and training.

Safety review meeting
Incorporating regular safety review meetings into regular 
practice may help to embed a focus on patient safety as 
part of a team’s culture, becoming ‘the way we do things 
round here’. These meetings provide a ‘safe space’ where 
staff are actively encouraged to contribute to discussions 
about patient safety issues. Similar to the concept of 
morbidity and mortality meetings, but with a wider and 
more proactive approach incorporating near misses and 
potential safety errors, regular safety review meetings 
use quality improvement methodology to make changes 
to practice. Regular team safety meetings have not only 
been shown to identify interventions to improve practice 
but also left staff with fewer concerns about receiving 
sanctions for raising safety issues (Bousatt et al, 2015; 
Nyflot et al, 2015).

Figure 2. The World Health Organization Surgical Checklist and the evolution of 
national and local safety standards in invasive procedures.

In June 2008, the World Health Organization launched ‘Safe Surgery Saves 
Lives’ (World Health Organization, 2008). The World Health Organization Surgical 
Checklist was introduced and is the most well-known and widely-used surgical 
checklist in the world. It was trialled in eight different countries around the 
world to demonstrate its adaptability to different surgical environments and has 
demonstrated a reduction of 4.0% (P<0.001) in surgical complications and a 
reduction of in-hospital mortality of 0.7% (1.5–0.8%; P=0.003) (McConnell et al, 
2012).

Notwithstanding the strong evidence that the World Health Organization Surgical 
Checklist has a positive impact on patient safety, some risks are also associated 
with checklists. Decades of experience in the airline industry has shown that too 
many checklists reduce overall compliance, and despite systematic methods of 
evaluating, developing and distributing checklists (Hales et al, 2008) there can 
be negative effects related to extensive checklists used for a broad range of 
situations. This so-called ‘checklist fatigue’ emphasizes the importance of continual 
review and renewal, ensuring there is cognitive engagement and ongoing learning 
(McConnell et al, 2012). 

In September 2015, the Surgical Never Event report introduced national 
safety standards in invasive procedures. National safety standards in invasive 
procedures bring together national and local learning from the analysis of near 
misses, serious incidents and never events through a set of recommendations to 
provide safer care for patients undergoing invasive procedures. National safety 
standards in invasive procedures were not designed to replace the existing WHO 
Surgical Checklist, but enhance it through additional education and training (NHS 
England, 2015).

The aim of national safety standards in invasive procedures is to encourage 
organizations to review their current practice and ensure that they are compliant 
with national standards. This will be done by organizations working together 
with staff to develop their own bespoke set of ‘local safety standards for invasive 
procedures’ which can then be shared and published, to encourage system-wide 
learning and improvement (NHS England, 2015).

‘Checklist fatigue’ recognizes that too many 
checklists reduce overall compliance and 
we must be mindful to ensure that there is 
cognitive engagement and ongoing learning. 
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KEY POINTS
■■ A recent shift towards more collective leadership in the NHS can help to 

achieve a culture of safety.

■■ Values-driven, inclusive leadership, which emphasizes and promotes a strong 
culture of learning, is key to achieving high-quality care.

■■ Patient safety should be at the top of a leader’s priorities and fed throughout 
the organization, balancing individual accountability with organizational 
responsibility.

■■ Leaders must also ensure that they provide psychological safety, 
organizational fairness and learning systems for staff to feel confident in 
raising concerns.

■■ Front-line staff should have the autonomy and skills to lead continual 
improvement, and responsibility for spreading learning within and between 
organizations.

Patients and their caregivers
Patients and caregivers also need the psychological safety 
and freedom to speak out about patient safety concerns. 
Patients and their caregivers are often highly tuned to 
when things go wrong but are all too often excluded from 
the care-giving process and must be included within any 
learning system moving forward (The Health Foundation, 
2013).

Learning from the Netherlands
With a recent shift in priorities, the Dutch national 
patient safety reporting systems have moved away from 
quantifying harm to rating organizations according to the 
processes and systems they have in place to learn from 
incidents (Leistikow et al, 2017). This is enabling the 
learning capacity of organizations to be tracked over time, 
interventions to be directed towards the specific needs of 
the organization, and for organizations to move the tone 
away from punitive measures and apportioning blame 
towards a culture of collaborative improvement.

Conclusions
Values-driven, inclusive leadership, which emphasizes and 
promotes a strong culture of learning, is key to achieving 
high-quality care and should always be at the top of a leader’s 
priorities, fed throughout the organization, balancing 
individual accountability with organizational responsibility 
(Berwick, 2013; Care Quality Commission, 2017). The 
increasing complexity and interdependency of the NHS 
poses a significant threat to the ability to learn from error 
and work collaboratively across team, organizational and 
system boundaries to achieve high quality care for patients. 
And while pockets of leadership excellence can exist within 
organizations, this is insufficient, with variations in the 
quality of care observed being linked to variations in the 
quality of leadership, both at a ward and organization level 
(Care Quality Commission, 2017). 

Strong, collective, collaborative and inclusive leadership 
is therefore needed within organizations ‘from board to 
ward’ and must also be distributed across the wider health 
service environment. Leaders must ensure that they provide 
psychological safety, organizational fairness and learning 
systems for staff to feel confident in raising concerns, have 
the autonomy and skills to lead continual improvement, 
and responsibility for spreading this learning within and 
across organizations. An empowered workforce that is 
supported and expected to identify and make changes to 
practice is essential to embed and sustain a culture of patient 
safety across an organization. Astute leaders understand 
this, they meaningfully connect complex networks, they are 
willing to learn from errors and from others’ experiences, 
and they establish high reliability systems to monitor and 
measure the culture of safety.  BJHM
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