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Introduction 

The World health organisation defines patient safety as “the absence 

of preventable harm to a patient and reduction of risk of unnecessary 

harm associated with health care to an acceptable minimum” [1]. 

There is a growing focus on the improvement of patient safety in 

hospitals [2]. One of the most important strategies for determining 

and improving patient safety in healthcare institutions is to create and 

improve on patient safety culture [3]. 

The term “safety culture” was first used by the International 

Consultative Group on Nuclear Safety on its report in the Chernobyl 

accident that occurred in 1986 [4]. Safety culture is defined as the 

product of individual and group attitudes, values, perceptions and 

skills, determining a pattern of behaviour and commitment to safety 

management [4]. 

In healthcare settings, safety culture is defined as the association of 

individuals and groups with the aim of reducing patient harm because 

of interactions, attitudes and perceptions of safety issues [5]. There is 

direct association between patient safety culture and reduction in 

adverse events [5]. 

Effective hospitals are grounded by a robust patient safety culture [6]. 

Patient safety culture promotion is best rooted in leadership, 

behaviour change and teamwork [7]. 

The vision of the NHS (National Health Service) in terms of patient 

safety is to continuously improve patient safety [8]. The NHS patient 

safety strategy is built on insight, involvement and improvement. 

Insight is defined by improving the understanding of safety, involving 

patients and staff with the skills and opportunities to improve patient 

 

 

safety and the support and design of programmes delivering 

sustainable and effective change [8]. The 2023/2024 priority for NHS 

patient safety in to improve incident reporting, to ensure learning and 

improvement from these incidences [2]. 

Inpatient services in mental health organisations face the same risk as 

patients admitted with physical health needs including medication 

errors, infections and diagnostic errors. There are also additional risks 

involved with being an inpatient in a mental health setting including 

the risks they pose to themselves (self-harm), risks from other patients 

if they become violent, and measures taken by nursing staff with the 

aim of keeping them safe (e.g., restraint) [9]. 

This study was conducted with the aim of evaluating and determining 

ways to improve the patient safety culture in an NHS mental health 

organisation. 

 

Methodology 

A survey was designed based on The Safety Attitudes Questionnaire 

(SAQ) [10], to get a better understanding of patient safety culture. The 

SAQ was developed by Sexton and colleagues at the University of 

Texas; the advantage of SAQ is that it can be used in different 

healthcare settings [11]. 

The survey contains questions relating to demographics, occupational 

group and mental health service. It also has four questions each under 

six safety theme headings: teamwork, communication, just culture, 

psychological safety, diversity and inclusive behaviours, civility, and 

leadership. The possible responses to the questions include: agree, 
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disagree, not sure or don’t know. At the end of the survey, staff 

members were given the opportunity to answer the open-ended 

question as any other comments that they wanted to make. 

This survey was piloted among the Patient Safety Governance Group 

members in the organisation; and after their comments and 

suggestions the questions/statements were finalised. The project was 

endorsed by the Group, and then by the Quality Team who approves 

such projects. 

All staff working in the NHS mental health organisation were asked 

to complete the survey online. The responses were collected on a 

voluntary and anonymous basis. The results from the survey were 

analysed on an Excel spreadsheet and then presented in tables as 

shown in the results section. 

 

Results 

All the staff (n=4000) working in the NHS organisation were asked 

to complete the survey online. Our response rate was 9.9% 

(n=394). Of those that complete the survey 86% (n= 337 ) female, 

14% (n= 56) male, and 0.25% (n=1) non-binary. Of the age ranges 

that completed the survey 36% were aged 51-60 years, 24% were 

aged 41-50 years, 17% were aged 31-40 years, 16% were aged 60 and 

above and 7% were aged 18-30. 74% of staff that completed the 

survey were white, 15% were black, 7% Asians, 4% mixed, 0.25% 

had Chinese ethnicity. 

Among the occupation groups that took part in the survey, 35% were 

nurse/midwife/health visitor, 34% were allied health professionals - 

psychologists/occupational therapists, physiotherapists and others, 20% 

were general management and admin staff, 8% were social workers/ 

social care support staff and 6% were medical/dental staff. Of the 

service line that these staff worked in, 23% worked in forensic and 

offender healthcare, 18% worked in children and young people, 17% 

worked in adult community mental health, 16% worked in physical 

health, 11% worked in adult acute and crisis and 8% worked in adult 

learning disabilities. 

 

Table 1: Team work 
 

6. About Patient Safety (Teamwork), do you think: 

 

Answer Choices 

 

agree 

 

disagree 

 

not-sure 

 

don’t know 
Response 

Total 

 

Your team members understand each other’s role 
82.78% 

327 

7.59% 

30 

9.37% 

37 

0.25% 

1 

 

395 

 

Your team listens to you and cares about your concerns 
81.27% 

321 

8.10% 

32 

9.87% 

39 

0.76% 

3 

 

395 

You are involved in suggesting and deciding on changes that 

affect your work 

79.75% 

315 

11.39% 

45 

8.61% 

34 

0.25% 

1 

 

395 

Teams within this organisation work well together to achieve their 

objectives 

63.96% 

252 

13.71% 

54 

20.56% 

81 

1.78% 

7 

 

394 

 answered 394 

skipped 0 

 

Table 1 regarding teamwork shows how well team members understand each other’s roles (83%) and listen and care about each other (81%). 

 

 

Positive feedback about teamwork from staff members includes “Great place to work in,” “I love my job and the team i work in” and “I am happy 

at where I work. The staff are so lovely that I cannot ask for another team”. 
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Table 2: Communication 
 

7. About Patient Safety (Communication), do you think: 

 

Answer Choices 

 

agree 

 

disagree 

 

not-sure 

 

don’t know 
Response 

Total 

 

You are informed about its goals and objectives 
71.46% 

283 

11.36% 

45 

15.91% 

63 

1.26% 

5 

 

396 

 

The information you receive is clear, accurate, and timely 
65.99% 

260 

12.69% 

50 

19.04% 

75 

2.28% 

9 

 

394 

 

The information is easily accessible when you need it 
60.35% 

239 

14.90% 

59 

22.98% 

91 

1.77% 

7 

 

396 

 

You get regular updates through emails/your team about it 
70.63% 

279 

12.15% 

48 

15.44% 

61 

1.77% 

7 

 

395 

 answered 394 

skipped 0 

 

Table 2 shows that only (60%) of staff feel that information is easily accessible and (66%) feel it could be more clear, accurate and timely. 

 

 

Specific feedback from a member of staff regarding communication included “There is a lack of communication and not being responsive to 

questions or requests verbally or via email”. 

 

Table 3: Just culture 
 

8. About Patient Safety (Just Culture), do you think: 

 

Answer Choices 

 

agree 

 

disagree 

 

not-sure 

 

don’t know 
Response 

Total 

 

You feel safe to speak up about anything that concerns you 
78.28% 

310 

12.12% 

48 

9.09% 

36 

0.51% 

2 

 

396 

Your organisation acts on concerns raised by staff, patients, 

and carers 

68.51% 

272 

13.35% 

53 

15.37% 

61 

2.77% 

11 

 

397 

 

There are equal opportunities to contribute ideas or opinions 
67.51% 

266 

13.20% 

52 

16.24% 

64 

3.05% 

12 

 

394 

 

Disputes or conflicts are resolved fairly 
51.89% 

206 

15.87% 

63 

23.68% 

94 

8.56% 

34 

 

397 

 answered 394 

skipped 0 

 

Table 3 shows that regarding just culture only (52%) of staff feel that disputes or conflicts are raised fairly but (78%) feel safe to speak up about 

their concerns. 

 

One member of staff mentioned in feedback that they felt that “when staff raise concerns about staff members, & request support to improve areas, 

the information is often breached, portrayed negatively, or deliberately misinterpreted. Which in turns 'gets someone's back up' creates barriers to 

productive working relationships, prevents transparency, and ultimately effects patient care”. 
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Table 4: Psychological safety 
 

9. About Patient Safety (Psychological Safety), do you think: 

 

Answer Choices 

 

agree 

 

disagree 

 

not-sure 

 

don’t know 
Response 

Total 

 

It is easy to discuss difficult issues and problems 
67.93% 

269 

14.65% 

58 

15.15% 

60 

2.27% 

9 

 

396 

You won’t receive retaliation or criticism if you admit to an error 

or mistake 

64.05% 

253 

13.92% 

55 

18.23% 

72 

3.80% 

15 

 

395 

 

You feel safe offering new ideas even if they aren’t fully formed 
76.71% 

303 

9.37% 

37 

12.91% 

51 

1.01% 

4 

 

395 

 

It is easy to ask a member of your team for help 
85.32% 

337 

6.58% 

26 

7.09% 

28 

1.01% 

4 

 

395 

 answered 394 

skipped 0 

 

Table 4 shows that for psychological safety, staff feel able to ask members of the team for help (85%) but there is room for improvement regarding 

concerns of retaliation and criticism over admitting to making an error or mistake (64%). 

 

In the additional information feedback one member of staff felt “unhappy” that they did not have a” well-being champion for nurse and HCA to 

express their concerns” and another felt that staff were “afraid to put in official complaints”. Positive feedback from staff regarding psychological 

safety was that staff felt that they could “contribute ideas” and that everyone had be “kind and offered me a place to speak”. 

 

Table 5: Diversity and inclusive behaviour 
 

10. About Patient Safety (Diversity and Inclusive behaviours), do you think: 

 

Answer Choices 

 

agree 

 

disagree 

 

not-sure 

 

don’t know 
Response 

Total 

Your organisation respects individual differences (e.g., cultures, working 

styles, backgrounds, ideas, etc.) 

78.89% 

314 

8.79% 

35 

11.06% 

44 

1.26% 

5 

 

398 

Your organisation demonstrates a strong commitment to meeting the needs 

of employees with disabilities 

67.85% 

268 

9.37% 

37 

17.97% 

71 

4.81% 

19 

 

395 

 

Your teaching, training, and induction programs promote inclusivity 
72.34% 

285 

8.63% 

34 

15.48% 

61 

3.55% 

14 

 

394 

There are equal opportunities for people of different backgrounds and 

abilities 

68.43% 

271 

11.87% 

47 

16.41% 

65 

3.28% 

13 

 

396 

 
answered 394 

skipped 0 

 

Table 5 shows (68%) of staff feel that there are equal opportunities for people of different backgrounds and abilities, but these results also need to 

take into account that 74% of the people carrying out this questionnaire are white. 

 

One member of staff with neurodiversity felt that “neurodiversity is not considered or actively included in the way training is structured or 

delivered”. However another member of staff felt that there was an “inclusive culture”. 
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Table 6: Civility 
 

11. About Patient Safety (Civility), do you think: 

 

Answer Choices 

 

agree 

 

disagree 

 

not-sure 

 

don’t know 
Response 

Total 

 

The people you work with are polite and treat each other with respect 
76.46% 

302 

12.66% 

50 

10.63% 

42 

0.25% 

1 

 

395 

 

The people you work with are understanding and kind to one another 
75.06% 

298 

11.84% 

47 

12.59% 

50 

0.50% 

2 

 

397 

 

The people you work with show appreciation to one another 
74.68% 

295 

11.90% 

47 

13.16% 

52 

0.25% 

1 

 

395 

 

In your team, disagreements are dealt with constructively 
67.17% 

266 

13.38% 

53 

15.15% 

60 

4.29% 

17 

 

396 

 answered 393 

skipped 1 

 

Table 6 shows that staff feel that team members are polite (76%) and understanding (75%) with positive feedback including that it is “a good 

service to be working in” but there remains room for improvement with dealing with disagreements in a constructive manner as staff feel that 

“disagreements are not dealt with fairly”. 

 

Table 7: Leadership 
 

12. About Patient Safety (Leadership), do you think: 

 

Answer Choices 

 

agree 

 

disagree 

 

not-sure 

 

don’t know 
Response 

Total 

Trust leaders demonstrate commitment to safety in their decisions and 

behaviours 

65.83% 

262 

10.80% 

43 

18.34% 

73 

5.03% 

20 

 

398 

Trust management creates and maintains a culture of safety throughout 

the organization 

62.78% 

248 

10.38% 

41 

21.52% 

85 

5.32% 

21 

 

395 

Trust leaders regularly evaluate the culture of safety using valid and 

reliable tools 

50.38% 

200 

9.57% 

38 

28.46% 

113 

11.59% 

46 

 

397 

 

Trust management doesn’t knowingly compromise on patient safety 
70.03% 

278 

8.31% 

33 

16.62% 

66 

5.04% 

20 

 

397 

 answered 394 

 

Table 7 regarding leadership shows that only (66%) think that trust leaders demonstrate commitment to safety with their decisions and behaviours 

and only (63%) thinking that management creates a safety of culture in the organisation. Only (50%) feel that the trust leaders evaluate the culture 

of safety using valid and reliable tools. 

 

Specific feedback regarding leadership includes that the management teams are "unapproachable", "not supportive", "conflict avoidant" and that 

leadership use "the word hierarchy too often". This leads to staff feeling that it "doesn't feel like a safe place to work and concern for patient safety 

seems to be lip service". Staff also feel that "trus leaders do not value safe staffing" and that "the organisation continue to turn a blind eye on 

because staff continue to turn up for work despite feeling burnout and loss of motivation". 
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Discussion 

NHS England defines a positive patient safety culture as one where 

the environment is collaboratively crafted, created, and nurtured so 

that staff, patients, service users, families and carers can work 

together to ensure safe care [12]. 

There is a positive correlation between patient safety culture and 

patient experience, especially with regards to teamwork and 

Communication [13]. Camacho-Rodriguez et al. found when 

reviewing the patient safety culture in Latin America that nursing staff 

reported major concerns about inadequate staff levels negatively 

impacting patient safety and clinical outcomes [6]. However despite 

poor staffing, effective teamwork in these situations contributed to 

positive patient safety culture [6] This highlights the importance of 

good teamwork. In comparison our study found regarding teamwork 

that 81% on people felt the team listens and cares about each-others 

concerns and 64% felt the teams within the organisation work well 

together. 

While the NHS 2023/2024 priority for patient safety is to improve 

incident reporting [2], it is important to acknowledge what prevents 

staff from incident reporting. In order to establish an effective 

incident reporting system and facilitate disclosure it is essential to 

establish open Communication and a nonpunitive culture [6]. Our 

study found that 78% felt safe to speak up about their concerns 

however only 52% felt that conflicts and disputes are resolved fairly. 

Azyabi et al found that reporting errors, safety awareness and staffing 

levels have been identified as essential factors in promoting patient 

safety culture [11]. 

Elmontsri et al found when reviewing patient safety culture in Arab 

countries it is important to include all stakeholders including leaders, 

policymakers, healthcare providers and those involved in medical 

education when reviewing patient safety culture. [14]. This study 

found that further commitment is also required by trust leaders to 

ensure that patient safety culture is created, maintained and evaluated 

withing the trust as currently only 63% feel that leaders create and 

maintain a safety culture in the organisation and 50% feel that trust 

leaders evaluate the culture of safety with valid and reliable tools. 

Most of the research that has been done on patient safety culture in 

hospital settings is in relation to the experience of nurses [15]. 

Hamaideh surveyed nurses in a psychiatric inpatient setting in Saudi 

Arabia and of the 12 dimensions of patients' safety culture, only one 

was strong, six within acceptable range and five were weak and need 

improvement [16]. Our findings while similar were more in line with 

Lopes et al who showed that in their hospital, there was room for 

improvement in all areas of patient safety culture especially non 

punitive response to error and staffing [5]. 

There is not a lot of research done on patient safety culture in mental 

health settings. In comparison the inpatient mental health research 

mainly focuses on risk assessment, security, policies and processes 

[8]. Waddell and Gratzer found when assessing patient safety research 

in Canada it mainly focuses on suicide and violence risk [17]. 

 

 

Quinlivan et al. found that mental health patients have either the same 

or higher risks of adverse events in comparison to medical or surgical 

patients [18]. In England between 1 April 2014 and the 3 March 2019 

out of the patients that received harm resulting in death because of 

their care, 57% of these were in mental health services [18]. 

While studies have also been conducted on the research methods used 

to evaluate patient safety culture in healthcare settings [11], including 

SAQ which was used for this study. It is clear that inpatient mental 

health settings demonstrate unique patient safety challenges so further 

research is needed to explore this further [18]. This is in line with the 

NHS Patient Safety Strategy which highlights the importance of 

measuring patient safety culture to improve patient safety in mental 

health settings [2]. 

We found in our study the highest selected response was "agree" in 

each statement of the survey, the second highest response was "not- 

sure", followed by "disagree" in third place and "don't know" in fourth 

place. There were only three exceptions to this where the second 

highest response was "disagree" followed by "not-sure" in third place, 

these were when asked if the people they work with are polite and 

treat each other with respect, that you feel safe to speak up about 

anything that concerns you and that you are involved in suggesting 

and deciding on changes that affect your work. The high selection of 

"not-sure" in comparison to "disagree" may indicate a lack of 

information available or a difficulty in sourcing this information. It 

may also be that "not-sure" is a less polarising response in comparison 

to "disagree" if they were not confident in their response to the 

question. 

Limitations of this study include the poor response rate to the survey. 

Possible reasons for poor response may include patient safety culture 

measurement being a new concept, of limited interest to non-clinical 

and domestic staff, and survey fatigue as many other surveys are also 

taking place in the organisation. This study will also need to be 

completed on a wider multi-site level of the NHS to gain a more 

accurate depiction of patient safety culture in mental health 

organisations in England. 

This pilot study is the first time that a patient safety culture survey has 

been conducted in a mental health organisation in the UK and useful 

results can still be obtained from it to improve the patient safety 

culture in NHS organisations. 

 

Conclusion 

This study identified that there is room for improvement in all aspects 

of patient safety culture. Specific areas of weakness it identified 

include the fair resolution of disputes and conflicts (52%) and trust 

leaders ensuring that patient safety culture is promoted, maintained 

(63%) and evaluated (50%) within the organisation. It did however 

also highlight positives with the organisation including scoring 

(>80%) in sections relating to Teamwork and Psychological Safety, 
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(79%) in relation to the organisation respecting individuals 

differences and (>70%) in sections relating to Communication in 

patient safety culture. These higher scoring sections also indicate that 

improvement can be achieved in relation to patient safety culture in 

mental health organisations. 
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