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ABSTRACT
Objectives This study aimed to quantify the presence of 
psychological safety (defined as an environment ‘safe for 
interpersonal risk taking’) in critical care staff, exploring 
the ways in which this manifested.
Design Qualitative interview study incorporating a short 
quantitative survey.
Setting Three intensive care units within one National 
Health Service Trust in London.
Participants Thirty participants were recruited from all 
levels of seniority and roles within the multidisciplinary 
team. A purposive sampling technique was used, with 
recruitment ceasing at the point of thematic saturation.
Interventions Semistructured interviews explored 
attitudes towards psychological safety and contained 
a quantitative assessment measuring the climate of 
psychological safety present.
Results Twenty- eight participants agreed that it was 
easy to ask for help, with 20 agreeing it is safe to take a 
risk on the team, demonstrating a strong perception of 
psychological safety in this group.
Our thematic analysis highlighted areas where the context 
influenced an individual’s psychological safety including 
personality, culture and leadership. Possible negative 
consequences of psychological safety included distraction 
and fatigue for the team leader. We demonstrated that 
speaking up can be influenced by motivations other than 
patient safety, such as undermining or self- promotion.
Conclusions Our data demonstrate reassuring levels of 
psychological safety within the participants studied. This 
allowed us to explore in depth the participant experience of 
working within a psychologically safe environment. We add 
to the current literature by uniquely demonstrating there 
can be negative consequences to a psychologically safe 
environment in the healthcare setting. We expand on the 
influence of context on psychological safety by developing 
a model, allowing leaders to identify which elements of 
context can be modified in order to promote speaking 
up. Team leaders can use these data to help foster a 
culture of openness, innovation and error prevention while 
minimising the risk of negative implications

INTRODUCTION
Psychological safety was originally defined in 
1990 as an employee’s ‘sense of being able to 

show and employ one’s self without fear of 
negative consequences to self- image, status or 
career’.1 This concept has been built on by 
Edmonson2 to define its application in work 
teams as ‘an environment safe for interper-
sonal risk taking’ and is reliably described as 
a positive influence on team working within 
organisations. An environment such as this 
influences and helps promote employee 
voice, commitment to the organisation and 
innovation within the workplace.3 4

The intensive care unit can be a busy, 
relentless and stressful working environment. 
Staff are required to care for the sickest popu-
lation of patients within the hospital, often 
in rapidly changing clinical scenarios and 
emergencies. They also must contend with 
constant pressures to manage patient flow 
within the constraints of capacity.

Consequently, this is a good environment 
in which to study psychological safety, as it is 

Strengths and limitations of this study

 ► We demonstrate that context is important in creat-
ing a psychologically safe environment and identify 
potential areas for change that organisations can 
influence in order to promote psychological safety.

 ► This study highlights that there can be unintended 
negative consequences of a psychologically safe en-
vironment within the healthcare environment.

 ► These data are useful for healthcare leaders wishing 
to create and promote an environment of psycholog-
ical safety by identifying areas within their environ-
ment that are modifiable.

 ► The themes identified regarding context and the 
manifestation of a psychologically safe environ-
ment are likely to be generalisable across clinical 
departments.

 ► There is a risk of participation bias in this study; 
those who have an interest in safety or who have 
experienced high levels of stress may have been 
more willing to participate.
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a pressurised environment that offers the scope for it to 
be very psychologically safe or unsafe. In this setting, an 
environment with high levels of psychological safety helps 
to facilitate all team members being able to voice poten-
tial concerns regarding patient safety, as well as proposing 
ideas and innovations that might improve both patient 
care and the management of the clinical department.

High rates of medical error are an ongoing problem 
in the healthcare sector,5 with inadequate communica-
tion contributing to a significant proportion of cases.6 
A cross- sectional survey study comparing error, stress 
and teamwork in medicine and aviation found that 50% 
of intensive care staff reported difficulty in discussing 
mistakes and that error was not handled well by managers 
at their hospital.7 A similar study8 found that physicians 
and nurses perceived their working environments differ-
ently, with nurses finding it more difficult to speak up 
than physicians. This study also investigated the impact of 
a strict hierarchy on the team members, finding that most 
of those studied felt it was easier to speak up if a flat hier-
archy was in place. If an individual feels psychologically 
safe within their working environment, it should follow 
that errors and mistakes will be identified, raised and 
corrected earlier, thereby minimising the risk of signifi-
cant harm to patients. A psychologically safe environment 
should also facilitate organisational learning when system 
failures are discussed openly within the team rather than 
being quietly corrected by an individual.9

This study used predominantly qualitative method-
ology to explore attitudes to safety and the presence of 
psychological safety in staff members working within the 
critical care environment. The subset of data we present 
in this paper pertains to psychological safety within this 
setting and how our findings may be applicable to other 
environments within the healthcare setting.

This study was designed to build on existing literature 
regarding the presence of psychological safety within 
the healthcare setting by exploring psychological safety 
at three levels within the working environment (indi-
vidual, team and organisational). The influence of situ-
ational context on the perception of psychological safety 
was identified during an extensive literature review 
(completed within a body of work on psychological safety 
by KG as part of a PhD programme). During the analysis 
of papers included within this review, a pattern of situ-
ational context affecting psychological safety was iden-
tified, which has not been explored in detail within the 
current literature on psychological safety in healthcare. 
These contextual factors included having a setting condu-
cive to speaking up10 11 and the team having common 
goals for patient care.12 We aimed to further explore the 
idea of situational context and how each clinical scenario 
may have contextual factors that can impact psycholog-
ical safety.

Psychological safety is typically regarded as a positive 
entity, with studies reporting it to be the most important 
contributing factor to good teamwork.13 The question 
has been raised within the literature: can the presence of 

psychological safety lead to negative consequences?9 An 
environment of psychological safety (which by definition 
allows individuals to bring up problems and tough issues) 
may also facilitate behaviours that are detrimental to the 
organisation. A study exploring psychological safety and 
unethical behaviour in management undergraduates 
found cheating behaviour to be higher in teams with high 
levels of psychological safety, as this facilitated such ideas 
being raised.13 There are no similar studies in healthcare 
workers, with existing literature focusing on the bene-
fits of psychological safety in the clinical environment.14 
While we did not anticipate unethical behaviour to mani-
fest in this participant group, we hope to contribute to 
our understanding of psychological safety in the health-
care setting by addressing a gap acknowledged within the 
existing literature, whether an environment that feels 
psychologically safe can have negative repercussions9 15 16 
and what format this might take in healthcare workers.

The objectives in this study were designed to first estab-
lish the presence of psychological safety within our partic-
ipant group using a quantitative survey (nested within the 
qualitative interview)2 and subsequently apply a thematic 
analysis technique to our qualitative interview data to 
identify themes and concepts regarding the materialisa-
tion and impact of a psychologically safe environment.

These three objectives were as follows:
1. Establish whether our study participants believed 

themselves to be working in a clinical department that 
was psychologically safe.

2. Explore how context influences the presence of psy-
chological safety within the clinical environment, and 
what contextual factors are important at different lev-
els within the organisation?

3. Identify any potential consequences of working in a 
psychologically safe environment. In particular, do any 
perceptions of negative consequences or experiences 
of psychological safety exist?

METHODS
Members of the multidisciplinary team working within 
critical care (across all levels of seniority) were recruited 
according to a purposive sampling technique from three 
critical care units within one trust in London between 
January and June 2019. This sampling technique ensured 
those participating in the study reflected the multidis-
ciplinary team working within the critical care depart-
ment.17 Written informed consent was obtained from 
participants, with provision of written materials prior to 
the commencement of the qualitative interviews. The 
study protocol is available in online supplemental file 1.

Data collection and analysis
In line with qualitative methodology, interview data 
were continuously reviewed and analysed for similari-
ties and differences using a constant comparative tech-
nique.18 19 This technique allowed themes to be identified 
and explored further as part of an iterative process. 

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2020-046699 on 4 A

ugust 2021. D
ow

nloaded from
 

https://dx.doi.org/10.1136/bmjopen-2020-046699
http://bmjopen.bmj.com/


3Grailey K, et al. BMJ Open 2021;11:e046699. doi:10.1136/bmjopen-2020-046699

Open access

Participant recruitment ceased at the point of achieving 
thematic saturation, defined at the point at which no new 
codes were added to the evolving thematic framework.20 21

Within the qualitative semistructured interview, partic-
ipants were asked to complete a ‘measure of climate for 
psychological safety’ survey by stating their agreement 
with statements relating to psychological safety.2 The 
topic guide for these interviews was informed by a thor-
ough literature search and refined by discussion within 
the research team (KG, EM and SB). This (including the 
survey used to assess psychological safety) can be found in 
online supplemental file 2.

Qualitative interview audio files were recorded and 
transcribed with all personal identifying information 
removed. These transcripts were analysed within qualita-
tive software NVivo12 using a thematic analysis approach 
that followed the sequence of familiarisation with the 
data, subsequent construction of an initial thematic 
framework, indexing and sorting of the data, review of 
data extracts and finally data summary and display.22 
Quantitative survey data assessing the presence of psycho-
logical safety were analysed using descriptive statistics 
within Microsoft Excel and GraphPad PRISM.

Ten per cent of the transcripts were coded by a second 
researcher (CL- V) and assessed for inter- rater reliability 
through calculation of the percentage agreement and the 
kappa coefficient (a statistical measure to determine the 
observed agreement between two raters23). This analysis 
was performed within NVivo.12 Discrepancies between 
coders were resolved through discussion within the wider 
research team.

Reflexivity
For reflexivity, KG is a clinical research fellow with a back-
ground in anaesthesia and critical care, CL- V is a senior 
nurse educator in critical care, EM is a former NHS 
manager who is now an academic in organisational studies 
and SB is a clinical academic and consultant in intensive 
care; all have previous experience with the conduct and 
analysis of qualitative studies in a clinical environment.

This manuscript is written in accordance with the Stan-
dards for Reporting Qualitative Research (checklist.24 
This can be seen in online supplemental file 3.

Patient and public involvement
No patients or public were involved in the design or 
implementation of this study.

RESULTS
Thirty participants across three critical care units were 
recruited; each completed Edmondson’s safety survey 
and a semistructured qualitative interview. The inter-
views were all conducted in person and ranged between 
00:21:49 and 01:05:12 in duration (with an average length 
of 00:38:39). The participant sample included 11 nurses, 
3 physiotherapists and 16 doctors, encompassing all levels 
of seniority. Thematic saturation was defined by the point 

at which no new codes were added to the thematic frame-
work, and no codes or themes were further modified or 
added as subsequent transcripts were analysed. This was 
done in line with existing literature regarding qualita-
tive methodology.20 21 Thematic saturation was achieved 
within the first 20 transcripts analysed, with only minor 
modifications made to the coding framework after this 
point.

Three (10%) of the transcripts were selected at random 
to assess inter- rater reliability. A coding comparison query 
was performed with two outcomes: the kappa coefficient 
(how likely agreement is to be due to chance) and the 
percentage agreement. These data can be seen within 
online supplemental file 4, with values for each of the 
theme and subthemes relating to psychological safety 
that were developed within the thematic framework 
constructed during the thematic analysis. The percentage 
agreement was high across all themes, with the kappa 
coefficient demonstrating excellent agreement (K>0.7) 
for eight of the themes and fair to good agreement 
(K=0.4–0.7) for three.

The presence of psychological safety
Our approach to exploring psychological safety within 
the participant group yielded a wealth of data. Within 
the seven statements2 used to evaluate whether they 
perceived a climate of psychological safety to be present, 
the majority of participants answered in a way that was 
consistent with their workplace being psychologically 
safe. In particular, 28 (93%) felt confident that they could 
ask other members of the team for help, with the same 
number agreeing that no one in the team would delib-
erately undermine them. These results are displayed in 
figure 1.

The influence of context on the presence of psychological safety
Once a climate of psychological safety had been identi-
fied in our participant sample by way of agreement with 
statements on Edmondson’s psychological safety survey, 
qualitative interview transcripts were further examined to 
understand and develop themes regarding the influence 
of context on psychological safety. Some key subthemes 
emerged from this analysis, which were relevant at 
different levels within the workplace. These data can be 
viewed in full in online supplemental file 5.

At an individual level, contextual factors that influ-
enced psychological safety included location to speak up 
(this was particularly relevant if the setting was during a 
ward round with a large number of attendees), previous 
experience of speaking up and an individual’s confidence 
in their ability.

Other contextual factors at an individual level were the 
impact of their personality (as perceived by the partici-
pant) and their culture (some participants felt that their 
ability to raise concerns was impeded by that fact they 
did not find it culturally acceptable to speak up against 
someone more senior).
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At a team level, three areas of context emerged that 
affected an individual’s psychological safety. This included 
the level of clarity regarding allocated roles within the 
team (this was a particularly predominant theme when 
discussing psychological safety within an emergency clin-
ical scenario), presence of clear leadership and person-
ality of other team members.

Context also had an influence at an organisational level, 
with factors influencing psychological safety that applied 
to all teams and individuals working within that environ-
ment being identified as prominent themes during the 
analysis. For example, environments with a stricter hier-
archy were reported as creating a less psychologically safe 
space. The context of the culture within the organisation 
was also important (eg, if speaking up was encouraged 
within the organisation as a whole, as opposed to just 
within individual teams). This was reflected when looking 
at the context of organisational support. The provision of 
alternative routes to speak up as provided by the structure 
within the organisation also proved to be a prominent 
subtheme; using alternative routes was a method used 
by many individuals as a way to navigate around some 
perceived barriers to psychological safety.

A model demonstrating how these factors can influence 
the context of each clinical situation requiring psycholog-
ical safety was developed and is shown in figure 2.

Potential negative consequences of working in a psychologically 
safe environment
One area explored within the qualitative interviews was a 
participant’s experience of working in a psychologically 
safe environment. Within this, participants were asked 
directly if they had observed or experienced any negative 
consequences of psychological safety. While all partici-
pants were in agreement that the presence of psycholog-
ical safety was important and generally beneficial within 
the critical care environment, there was an awareness 
from both those ‘listening to concerns’ and those ‘taking 
risks’ of the potential for negative consequences. This did 
not influence the feeling of being ‘safe to take a risk on 

the team’ itself as these consequences did not lead to the 
individual feeling unsafe or at risk of personal retribution 
as a result of taking a risk within the working environ-
ment. There were three key subthemes where negative 
consequences of psychological safety were described as 
arising: the impact on a clinical decision maker’s ‘band-
width’ (defined as the energy or mental capacity to deal 
with a situation), that the context of the clinical situation 
could lead to negative consequences when all individuals 
were psychologically safe and that a psychologically safe 
environment facilitated motivations to speak up that were 
not always regarded as beneficial to the organisation.

These subthemes regarding the possible negative 
consequences to psychological safety are outlined below, 
with supporting quotations for each subtheme illustrated 
in figure 3. Further supporting qualitative data can be 
viewed in online supplemental file 6.

Impact on ‘bandwidth’
It appeared consistent across all interviews that the person 
who was responsible for clinical decision making (this 
would vary depending on the clinical scenario, staffing 

Figure 2 Contextual factors that can influence 
psychological safety and differ between clinical scenarios.

Figure 1 Participant agreement with statements pertaining to psychological safety.
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and shift times) was at risk of having an overloaded ‘band-
width’ as a result of multiple concerns or ideas being 
raised.

The impact on a clinical decision makers ‘bandwidth’ 
had three potential consequences. First, the decision 
maker became at risk of fatigue, potentially leading to 
poorer clinical decision making. Second, an increase in 
the volume of concerns raised causing the decision maker 
to become distracted, potentially missing important clin-
ical information or making errors. Third, participants 
raised the issue that the clinical workload is often signifi-
cant and by having to manage a large number of concerns 
being raised this could subsequently reduce the time 
available for clinical care (eg, by making the ward round 
longer in duration).

Context
Another subtheme was the context of the clinical situ-
ation. In an emergency situation, raising concerns that 
were not time- critical was felt to be negative and posed 
a risk of distracting the clinical decision maker from the 
current situation. Some individuals would voice concerns 
to multiple senior staff members, which had the potential 
to cause confusion and error.

Looking at the context of each clinical scenario, an 
environment perceived to have a flatter hierarchy was 

deemed to have an effect on facilitating some of the nega-
tive aspects of psychological safety. This more level struc-
ture allowed multiple voices and opinions to be heard, 
risking confusion and a distortion of the original clinical 
plan.

Motivation to speak up
The perception of being in a psychologically safe envi-
ronment was described as providing individuals with the 
assurance and confidence to speak up and be an active 
member of the team, even if their motivations were not to 
promote good clinical care or improve the organisation.

Some participants observed that in others, this moti-
vation may not have been driven by patient safety, but 
either to deliberately criticise or to undermine those in 
a more senior position. This also manifested as individ-
uals raising issues to more than one person. In addition, 
individuals may use a psychologically safe environment 
in order to speak up and be ‘seen’ to be engaged and 
involved, knowing they can do this without fear of 
personal repercussion.

DISCUSSION
Broadly speaking, the participants in our study provided 
a positive account of their experiences and feelings of 

Figure 3 Themes that emerged from our analysis pertaining to the potential negative consequences of psychological safety.
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psychological safety within the critical care environ-
ment. The experiences reported and forming peoples’ 
views will of course not just have been derived from their 
current position but will also encapsulate wider profes-
sional experience. Our data show that most participants 
were in agreement with statements that corresponded to 
high levels of psychological safety. By establishing that the 
participants included in this study perceived themselves 
to have a very good level of psychological safety, it allowed 
the exploration of how this manifests and what affects 
its presence. The strong presence of psychological safety 
also then allowed us to explore what the consequences 
of this environment might be, specifically whether any of 
these were negative.

Our first significant finding is the influence of situa-
tional context on psychological safety. These findings 
highlighted recurrent factors at the individual, team 
and organisational level that were specific to a health-
care setting. Understanding the role of context in every 
clinical scenario is important and an essential part of 
improving psychological safety within the clinical envi-
ronment. Knowing what factors can influence the context 
ensures the clinical team possesses enough psychological 
safety to ‘take a risk’, thereby minimising the likelihood 
of clinical error and fostering a culture of innovation.

The model developed in this thematic analysis can 
assist team leaders in recognising the dynamic factors that 
influence the context of the situation and subsequently 
psychological safety within their own team. This informa-
tion can be used to mitigate barriers and promote the 
factors that foster a culture of psychological safety.

While some factors affecting context may be fairly 
consistent, for example, the location and setting of the 
ward round and who leads it, others may vary from day to 
day depending on the individuals comprising the team. 
The nature of individuals’ different personalities, cultural 
backgrounds and confidence influences the context. 
Team leaders can acknowledge this, providing encour-
agement and reassurance to their team when speaking 
up or proposing ideas. Workload also plays a role; clinical 
cases have varying complexity, and the volume of cases 
change from day to day. These factors interact with the 
clinical experience of members of the team and affect 
how psychologically safe they may feel.

The context of each clinical scenario can be affected 
by team dynamics. The impact of this on psychological 
safety can be improved by increasing the clarity of allo-
cated roles and responsibilities.

Consistent factors (such as location to speak up) can 
also be identified and modified, recognising that a large 
ward round may inhibit some individual’s psychological 
safety and consequently providing alternative routes and 
locations to speak up.

A second significant finding is the presence of poten-
tially negative consequences of a psychologically safe envi-
ronment. It is often assumed that psychological safety is 
universally beneficial and should be promoted in every 
situation. A recent review of psychological safety9 raised 

the question that there may be negative effects of psycho-
logical safety and have drawn attention to this as an area 
for future research. Our data provide evidence to corrob-
orate this suggestion and highlight several ways in which 
high levels of psychological safety can have negative 
consequences, some of which are specific to the health-
care setting (eg, during emergency clinical scenarios) and 
others that are more generalisable to all workplaces (such 
as distraction of the team leader). These negative aspects 
only become prominent when a high level of psycholog-
ical safety is present, as without an environment where 
individuals feel free to take a risk (eg, working within a 
psychologically safe culture that encourages speaking up 
to raise concerns), these negative aspects do not manifest.

These negative consequences manifested in three key 
subthemes within our analysis, which also allows potential 
solutions to be considered.

Many participants in senior positions found that they 
were at risk of distraction and fatigue, with their ‘band-
width’ often becoming overloaded. This might be mini-
mised by providing clear signposted opportunities for 
individuals to speak up, thereby reducing the risk of 
constant questioning and interruption.

There were two key areas within the subtheme of 
context that appeared to lead to negative consequences of 
psychological safety. In time- critical situations, perceived 
psychological safety allowed multiple opinions and ideas 
to be raised, taking up valuable time and risking patient 
safety. This may be improved by providing opportunities 
to contribute at a more appropriate time or by empha-
sising the time- critical nature of the situation.

Hierarchy also had an important influence. While 
a flatter hierarchy is known to promote psychological 
safety, conversely it may facilitate some of the negative 
aspects to psychological safety as demonstrated within 
our analysis. Many participants were in agreement that 
a steep hierarchy was a negative concept but also wanted 
clear leadership with the team. This clear leadership may 
be crucial in managing negative consequences of psycho-
logical safety, subsequently protecting the team leader.

The third subtheme demonstrated how a psychologi-
cally safe environment could facilitate voices and contri-
butions with other motivations, such as undermining 
others and promoting oneself. It is difficult to truly ascer-
tain an individual’s personal motivation for speaking up, 
but it may be worthwhile for team leaders to bear this in 
mind if the psychologically safe environment is allowing a 
team member to speak freely, and this is taking the form 
of criticism, or that their negative opinions are becoming 
problematic for the functioning of the team as a whole.

Mitigating these negative consequences is not only the 
responsibility of the team leader, but of those within the 
team, using their own ability to weigh up the context of the 
situation, the urgency of the concern and the workload of 
the senior decision maker. It is worth remembering that 
these negative consequences must be managed and miti-
gated in a way that does not interfere with the psycho-
logical safety of the working environment, for example, 
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the team leader clearly signposting opportunities for indi-
viduals to be an active member of the team but simulta-
neously minimising the risk of distraction and allowing 
space for decision making.

Our study has some limitations. While we achieved 
thematic saturation during the recruitment and analysis, 
it is still possible that themes regarding psychological 
safety within our recruitment sites were not represented. 
There is also the risk of participation bias; those with a 
proactive interest in safety and quality improvement (or 
conversely those who do not feel psychologically safe) 
may have been more willing to participate in this study.

There is scope to further explore the influence of 
context on psychological safety and the potential for 
negative consequences of a psychologically safe environ-
ment in clinical environments outside the critical care 
unit and within different NHS Trusts. While this study 
was performed within the critical care units of one large 
academically focused institution, the issues identified 
seem likely to be salient elsewhere and certainly worthy 
of wider exploration.

Conclusions
This study provides two unique contributions to the 
literature: through identifying and extending the role 
of situational context in psychological safety and second 
by introducing and expanding on the possible negative 
effects of a psychologically safe environment within the 
healthcare setting. By understanding the nuanced differ-
ences in facilitators and barriers within a particular work-
place (eg, critical care within a wider model of healthcare) 
and how the context can change and also influence 
psychological safety, we may be able to develop environ-
ment specific and personalised solutions for departments 
to enhance the psychological safety of their workers.

While attainment of high levels of psychological safety 
within the team remains the goal, it is important to be 
aware there are negative consequences that arise as a 
function of being psychologically safe. By being aware of 
the possible negative aspects of general team psycholog-
ical safety, team leaders and management can develop 
and institute systems in order to mitigate these while 
preserving an atmosphere in which people feel free to 
take risks and be active members of both the team and 
organisation as a whole.
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STUDY SUMMARY 
 

TITLE Attitudes Towards Safety and the Presence of Psychological Safety Within the 
Critical Care Environment; a Qualitative Interview and Questionnaire Study 

DESIGN Mixed Methods Study – Questionnaire Data used in conjunction with semi-
structured qualitative interviews.  

AIMS To investigate the safety attitudes of the multi-disciplinary team in the critical care 
environment  
To investigate any correlations between an individual’s scores on the Safety 
Attitudes Questionnaire (SAQ) and the organisational structure of the critical care 
unit.  
To investigate the presence of psychological safety within individuals working in 
the critical care environment and explore their experiences of effective teamwork, 
as well as the relationship of psychological safety to the perception of a safe 
environment.  

 

OUTCOME MEASURES The nature of safety attitudes and culture within ICU as reflected in SAQ scores.   
The presence of psychological safety within individuals working in ICU 
The presence of correlations between SAQ scores and organisational structure of 
the ICU.  

 

POPULATION Up to 60 NHS Critical Care Staff 

ELIGIBILITY Currently working within the Intensive Care as a member of the 
multidisciplinary team at Imperial College Healthcare Trust   

DURATION 6 Months  
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1. INTRODUCTION  
 

1.1 BACKGROUND 

 
The Intensive Care Unit (ICU) is a busy, relentless and often stressful working environment, 
where staff are required to care for the sickest population in the hospital, often in rapidly 
changing clinical scenarios and emergencies. They also must contend with constant 
pressures to admit patients from other hospital wards and environments, despite inadequate 
bed availability.  
 
Why is safety important within the ICU? The primary goal of any ICU, or in fact healthcare 
organisation is to provide safe, timely and effective care to its patients. Correct systems and 
procedures must be in place to facilitate the translation of healthcare provider’s knowledge 
into clinical practice and good patient outcomes. At its heart, effective teamwork is crucial to 
the delivery of good healthcare, particularly as NHS resources are increasingly stretched.  
A similarly high pressured industry – aviation, has widely researched the significance of 
interpersonal communication breakdowns in crew performance, leading to the development 
of tools that incorporate human factors and crew resource management tools (1). This 
knowledge has been adopted by those researching safety within the healthcare setting.  Safety 
cultures within healthcare organisations have been well evaluated with the use of the Safety 
Attitudes Questionnaire (SAQ). This was developed by Sexton et al (2) with a view to eliciting 
a snapshot of safety culture by evaluating the perceptions of frontline healthcare staff. The 
SAQ is derived from a questionnaire used widely in commercial aviation, the ‘Flight 
Management Attitudes Questionnaire’. The SAQ uses a 5 point Likert scale and contains 60 
items about safety which the participant will rate their agreement with (there is also a shorter 
version with 36 stems). Creating a safe environment and consequently the minimisation of 
error is a significant task within healthcare, especially given the frequency of medical error (3). 
James Reason outlines 12 key principles for error and management, (4) and suggests that 
within healthcare we should move our focus away from blaming the individual for error. He 
proposes that errors themselves are inevitable, therefore we must create systems which 
account for this, allowing the early detection and correction of untoward events. (5)   
 
Crucial to the delivery of good teamwork, particularly in emergency or urgent situations (as 
often faced within the ICU) is that all team-members feel secure in speaking up, especially to 
prevent or minimise medical error. This concept is known as psychological safety, and is more 
accurately defined as “A shared belief held by members of the team that the team is safe for 
interpersonal risk taking” (6). A cross-sectional survey study comparing error, stress and 
teamwork in medicine and aviation found that 50% of intensive care staff reported difficulty in 
discussing mistakes, and that error was not handled well by managers at their hospital (7). 

Another similar study by Thomas et al (8) found that physicians and nurses perceived their 
working environments differently, with nurses finding it more difficult to speak up than 
physicians. This study also investigated the impact of a strict hierarchy on the team members, 
finding that most of those studied felt it was easier to speak up if a flat hierarchy was in place. 
If an individual is psychologically safe, it follows that errors and mistakes will be identified and 
corrected earlier, thereby minimising the risk of significant harm to patients. It is also helpful 
when system failures are discussed within the team rather than being corrected by an 
individual, as it facilitates organisational learning. (9)  
 
This study aims to further evaluate safety attitudes of the multidisciplinary team by using the 
well validated SAQ, but also to explore external factors that may affect an individual’s 
perception of safety, looking at organisational factors such as presence of side rooms, open 
bays, nursing numbers, seniority of in charge staff and managers. We also aim to evaluate 
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the presence of psychological safety of critical care workers, through both qualitative and 
quantitative methods.  
Psychological safety has been studied extensively in industry, notably by Google as part of 
their ‘Project Aristotle’ (10). They evaluated the key factors required for effective team working, 
and found psychological safety to be the most important. Psychological safety was evaluated 
using a 7-part questionnaire, with participants rating their agreement with each statement on 
a 5 point Likert Scale. (11)  
 
The population to be studied will include all members of the multi-disciplinary team who are 
involved in healthcare delivery within the ICU. The study will take place in NHS hospitals, 
which is particularly relevant given the increasing strain on resources and reported ongoing 
shortage of staff members (12). It is imperative to continuously evaluate the presence of 
psychological safety within our teams and the team member’s attitudes to safety to provide 
the best possible systems within which they can perform their clinical duties and deliver safe 
care.  
 
1.2 RATIONALE FOR CURRENT STUDY 
 
This research aims to address the following questions: What are the current attitudes to safety 
and teamwork on the ICU, and do these attitudes differ according to the organisational 
structure of the critical care unit itself? 
Within this we also wish to explore the presence of an individual’s psychological safety, and 
experiences of teamwork within the ICU, asking the questions: Do healthcare providers within 
the ICU environment have high levels of psychological safety, and how does this influence 
their attitudes towards the safety of the unit itself? 
 
These research questions will be approached using mixed methods.  
The presence of psychological safety within the healthcare setting has been researched in a 
very limited fashion, and there are no mixed methods studies of psychological safety within 
the workplace. We propose to use both a short survey to provide baseline data regarding 
psychological safety, and semi-structured interviews to further explore this topic. This study 
will allow the exploration of the relationship between psychological safety and the delivery of 
a safe service. We aim to achieve this by exploring how individuals function as a member of 
a team with a flat hierarchy (where all members are encouraged to vocalise concerns, 
irrespective of seniority) and differences in the safety perceptions of those who work within a 
steeper hierarchy where speaking up is less favourable. 
 
The SAQ is widely used to evaluate the safety culture within the healthcare environment, and 
to assess the efficacy of interventions (such as implementing executive walk rounds) (13). It has 
not been used in the study of any correlation between organisational factors (such as unit 
layout, staffing structure) and safety attitudes. The use of the SAQ is justified given its place 
as a well validated survey, and will provide us with quantitative data regarding safety attitudes. 
The use of semi-structured interviews to evaluate perceptions of safety alongside the SAQ 
provides this study with the opportunity to explore attitudes to safety within the critical care 
environment with greater breadth and depth.  
 
This study has potential benefits for both individuals working within the critical care 
environment, as the data may be used to promote psychological safety within the workplace. 
It also has potential benefits for the wider service delivery of critical care within the NHS, 
through the identification of both organisational and individual factors that may affect safety 
attitudes and team working.  
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2.  STUDY OBJECTIVES 
 
Research Question:  
Does the organisational structure of the ICU (team dynamics, organisational structure, shift 
intensity and staffing levels) have an impact on and individual’s perception of safety, their 
psychological safety and the safety culture within an ICU?  
 
Study Objectives:  
To investigate the safety attitudes of the multi-disciplinary team in the critical care 
environment.  
To investigate any correlations between an individual’s scores on the Safety Attitudes 
Questionnaire and the organisational structure of the critical care unit.  
To investigate the presence of psychological safety within individuals working in the critical 
care environment and explore their experiences of effective teamwork and the impact of 
hierarchy.  
 
 

3.  STUDY DESIGN 
 
The null hypothesis of this study is that there is no relationship between the organisational 
structure of the ICU environment and an individual’s attitude to safety or their own 
psychological safety.  
 
We feel the most appropriate methodology is to use a combination of qualitative and 
quantitative methods. We will use semi-structured interviews based around individual 
experiences of safety, the development of which have been formed by a thorough literature 
review and previous research on this topic. In addition, we will use internationally validated 
survey tools to provide quantitative data about safety attitudes.  
 
Participants will be invited to participate in this study using email by Professor Stephen Brett. 
Individuals will be identified within a representative purposive sample via email; this will include 
the participant information sheet and consent form.  
Participants will be given 3 working days to decide whether to not to take part. Participants will 
be selected due to their role within the multi-disciplinary team on the intensive care unit. We 
recognise the different roles, responsibilities and environmental stressors that different 
members of the multi-disciplinary team face, and as such will ensure the presence of different 
groups during the study to obtain a reflective sample of ICU staffing. We will aim to have a 
variety of seniority, background and professional experience within the study group. This study 
will be single centre, within NHS organisations in England. In order to obtain a reflective 
sample of ICU staff we will ensure that all members of the multi-disciplinary team are invited 
to participate in this study. Clinical roles of those recruited to the study will be monitored in 
order to ensure a reflective sample is being recruited. In the event of under-representation of 
certain disciplines these groups will be invited again to participate. If at completion of the data 
collection period the study sample does not include all members of the multidisciplinary team 
the analysis will focus on perceptions of safety and psychological safety of certain team 
members.    
 
Interviews will take place in meeting rooms associated with the critical care units and will take 
approximately 60 minutes. The use of a topic guide, semi-structured nature of the interviews, 
trained qualitative researchers and the application of researcher reflexivity will mitigate against 
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the encroachment of researcher bias. Dr K Grailey will be the main researcher conducting the 
qualitative interviews.  
Prior to commencing the interview, informed consent will be obtained through the provision of 
written materials (participant information sheet, consent form) and a discussion between the 
individual and the researcher about the nature and objectives of the study. There will be 
opportunity for the participant to ask questions as required. Following the interview participants 
will be given a copy of the safety attitudes questionnaire to complete.  
Interviews will be audio recorded and transcribed by a UK transcription company who hold a 
data sharing agreement with Imperial College London. Participants will be allocated a study 
number which will be used for identification rather than using personal information. During the 
process of transcription, any data which could identify the interviewee will be removed from 
the written transcript. Following receipt and checking of the transcribed data all audio 
transcripts will be permanently deleted. 
 
Personal data (interview transcripts and SAQ scores) will be held on a secure NHS server in 
a folder that has limited permissions, enabling only the core research team to review the data. 
All data will be linked anonymised using a unique identifier for each case within the study. This 
identifier will be used instead of personal details and no other personal data will be collected 
from participants. Only Professor S Brett and Dr K Grailey will have access to the data. Once 
transcripts/scores are anonymised the original data will be deleted. All data will be handled in 
accordance with EU GDPR. Data will be initially analysed by Dr K Grailey, with review and 
input from Professor S Brett. Dr E Murray will not have access to any data or interview 
transcripts. Her involvement will be the review of analysed anonymous data and written 
manuscripts / reports. There will be no transfer of data out of Imperial College.  
 
The sample size is estimated to be 60 participants, but given the qualitative nature of this 
research project recruitment for further interview participants will cease upon achieving 
theoretical saturation, when no new themes arise from the data. Each participant will be 
involved in the study for the duration of the 60-minute qualitative interview and completion of 
the Safety Attitudes Questionnaire. The total expected duration of the study will be 6 months.  
 
 
 
3.1 STUDY OUTCOME MEASURES 

There are three main outcome measures within this study: 

• The nature of safety attitudes and culture within ICU as reflected in SAQ scores.   

• The presence of psychological safety within individuals working in ICU 

• The presence of correlations between SAQ scores and organisational structure of the 
ICU.  

 

4. PARTICIPANT ENTRY   
 
4.1 INCLUSION CRITERB 

Participants must be NHS healthcare staff (including bank staff) and be currently working 
within the critical care environment.  
Participants must be English speaking  
The age range for participation will be 18-65 years, as represents the age range of staff 
members working within the intensive care environment.  
 
4.3 EXCLUSION CRITERIA 

Agency staff, NHS staff not working within the ICU patients, service users and the general 
public will be excluded from participating in this study.  
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4.4 WITHDRAWAL CRITERIA 

All participants are free to withdraw from the study at any point without explanation.  
 

5. ADVERSE EVENTS 
 
In the unlikely event that information that indicates serious risk of harm to patients or unsafe 
practice is disclosed within the interview, the study group would be obliged to inform a 
participant’s line manager of this information, as part of their professional duty towards the 
protection of patients.  

 
It is possible that the interviews may cover experiences that have previously been distressing 
to participants, especially if related to stressful experiences within the workplace. Information 
regarding support groups and services will be provided in this instance and appropriate follow 
up undertaken.  
 
 

6. ASSESSMENT AND FOLLOW-UP  
 
There will be no routine follow up of study participants. Data will be reported back to the critical 
care units involved in this study and individual participants will be provided with the SAQ 
scores if they request these.  
 
 
 

7. STATISTICS AND DATA ANALYSIS 
 
Interview transcripts will be coded using NVIVO qualitative software, housed within a secure 
NHS server. A thematic analysis of the interview transcripts will be performed; thereby allowing 
the identification of themes and sub-themes within the data relevant to the research question 
and current literature. The thematic analysis will be performed by Dr K Grailey, with review of 
the coding by Professor S Brett to evaluate for agreement in coding and improve inter-rater 
reliability.  
The Safety Attitudes Questionnaire scores will be analysed using both Microsoft Excel and 
GraphPad PRISM statistical software, to facilitate the exploration of any correlations between 
organisational factors and SAQ scores. Non-parametric tests of correlation will be applied to 
the data set.  
This data generated by the analysis will be stored within a secure folder on an NHS server. 
The only individuals who will have access to this data will be Dr K Grailey and Professor S 
Brett.  
Data and all appropriate documentation will be stored for a minimum of 10 years after the 
completion of the study, including the follow-up period, in accordance with Imperial College 
Policy.  
 
 

8. REGULATORY ISSUES 
 
8.1 ETHICS APPROVAL 

HRA approval with the assessment of governance and legal compliance has been obtained 
for this study.  In accordance with Health Research Authority guidance NHS REC approval is 
not required in this study given the participants are NHS staff members.  
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8.2 CONSENT  

Consent to enter this study will be sought from each participant following the provision of a 
written information sheet and a full verbal explanation of the study. Time will be provided for 
consideration, and signed participant consent will be obtained prior to commencement of the 
semi-structured interviews.  
The right of the participant to refuse to participate without giving reasons will be. All 
participants are free to withdraw at any time without giving reasons. 
 
8.3 CONFIDENTIALITY 

The Chief Investigator will preserve the confidentiality of participants taking part in the study 
in accordance with EU GDPR. All participants will be allocated a unique study ID, and all data 
collected from the participants will be stored using this as an identifier. Once the purposive 
sample of participants has been drawn up, all workforce data and email addresses will be 
deleted from the system.  
 
Only written consent forms will have personal information on them. These will be stored 
securely on an NHS site. Electronic copies will be made which will subsequently be stored 
within a secure NHS server. All paper copies will then be destroyed.  
Only the named researchers involved in this study, Dr K Grailey and Professor S Brett will 
have access to this data.  
 
 
All data will be held in a secure area on the hospitals secure server in a restricted folder to 
maintain confidentiality. No access to individual transcripts except by chief investigator and 
study coordinator. Once audio transcripts have been anonymised, received and checked all 
audio data will be deleted. Data generated will be analysed on NHS premises. 
Audio recordings will be transcribed by a UK transcribing company who have a contract with 
Imperial College, and will remove any potential identifying data during the transcription 
process. Once the records are anonymised all personal data will be permanently deleted.  
 
All data will be stored for 10 years in accordance with Imperial College Policy.  
 
 
8.4 INDEMNITY 

Imperial College London holds negligent harm and non-negligent harm insurance policies 
which apply to this study. 
 
8.5 SPONSOR 

Imperial College London will act as the main Sponsor for this study.  Delegated responsibilities 
will be assigned to the NHS trusts taking part in this study.   
 
8.6 FUNDING 

This study is supported by a restricted educational grant from Bupa Cromwell Hospital. 
 
8.7 AUDITS  

The study may be subject to inspection and audit by Imperial College London under their remit 
as sponsor and other regulatory bodies to ensure adherence to GCP and the UK Policy Frame 
Work for Health and Social Care Research.  
 
 

9. STUDY MANAGEMENT 
 
The day-to-day management of the study will be co-ordinated through Dr K Grailey.    
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10. PUBLICATION POLICY 
 
The data from this study will be published in peer review journals, and through presentation at 
conferences. It is possible that in the written reports and manuscripts direct quotations from 
participants will be included. These will be fully anonymised will any personal identifiers 
removed. Participants will be aware that direct quotes may be used prior to their involvement 
in this study.  
Data will be disseminated to participating sites and individuals in the form of presentation and 
published documents.  
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Appendix 2: Safety Attitudes Questionnaire 
Appendix 3: Participant Information Sheet 
Appendix 4: Participant Consent Sheet  
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APPENDIX 1: Topic Guide for Semi-Structured Interviews 
 

Topic Guide: Qualitative Interview  
 
Research goals of the interviews  

- What is the structure of the critical care environment and does this affect perceptions of 
safety? 

- How psychologically safe do individuals feel within their workplace?  
- What are the impacts and consequences of a lack of psychological safety?  
- What are the individual’s experiences of teamwork and hierarchies?  

 
(a) Introduction, overview of interview structure (Approximately 10 minutes)  

o Welcome, introduction of researcher and the project  
o Background and Instructions regarding the interview: 
“We are interested in your experiences of teamwork and being able to speak up when 
errors occur within the critical care environment. We will begin by asking a few 
structured questions, first regarding the structure of your workplace and then some 
questions regarding how you feel about teamwork and working relationships within 
your critical care unit. From then we will discuss your own experiences and you can 
tell us about times when you have felt both empowered to speak up within your team 
or intimidated.”  
 
o Provide participant information sheet to read through. Provide opportunity for 

questions arising from this.  
o Sign Consent form  
o Explain re: audio recording  
o “Feel free to ask any questions at any stage during the interview” 
o “I may make notes so that we can return to a topic later in the interview”  

 
o Ask the participant questions to identify and elicit details regarding the demographics 

of their workplace:  
§ Current role and level of responsibility  
§ Presence of side rooms vs open bays 
§ Frequency of short staffing: elaborate on multidisciplinary team.  
§ General information regarding staffing / short staffing levels  
§ Patient demographics  
§ Presence of senior staff  

o Ask the participant about how they feel the team-working is within their critical 
care unit.  

 
(b) Exploration of psychological safety (approximately 20 minutes)  

 
- Psychological Safety. You will be read out a series of statements which correspond to how 

you may feel whilst working in the critical care environment. Please state how strongly you 
agree with these statement (agree, ambivalent, disagree) and then please feel free to 
elaborate on how that statement is relevant to you.  

 
i. “If you make a mistake on this team, it is often held against you” 
ii. “Members of this team are able to bring up problems and tough issues” 
iii. “People on this team sometimes reject others for being different” 
iv. “It is safe to take a risk on this team” 
v. “It is difficult to ask other members of this team for help”  
vi. “No one on this team would deliberately act in a way that undermines 

my efforts” 
vii. “Working with members of this team, my unique skills and talents are 

valued and utilised” 
 

(c)  Discussion regarding safety (Approximately 30 mins)  
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I would now like to move on to a slightly different topic, teamwork and safety of the 
critical care environment.  

- Enquire about attitudes to teamwork within the critical care environment  
i. Tell me about some examples of team work that you have experienced?  

1. Can go on to ask about examples of poor vs good teamwork 
2. Explore differences between these and what differentiates them  

ii. Explore ideas around team working 
1. What qualities make it easier to work within a team within the critical 

care environment?  
2. What makes a good team or a bad team? (If not addressed in 

previous question) 
3. Do you think it is beneficial that all team members can speak up? 
4. Explore attitudes to hierarchy within teams. Does the participant think 

hierarchy is a useful construct?  
iii. What coping mechanisms do you have when team work is poor? 

1. When do you need to use these mechanisms? 
2. Have you learnt these or were they inherent? 

- Identify and elicit details on safety within the work place  
i. What makes you feel unsafe at work? 

1. Previous examples of this? 
ii. What makes you feel that the service you are delivering is unsafe? 
iii. Do you feel able to speak up if you notice errors being made? 

1. Explore differences between if it is the participants own error or 
another member of the team 

2. Explore the role of managers in dealing with error 
3. Attitudes to learning within the team and learning from error 

 
(d) Conclusion (approximately 5 minutes)  

 
- Sum up what has been discussed, mention positive aspects, thank the participant  
- Is there anything important regarding your experiences of safety and teamwork within the 

critical care environment that we haven’t discussed?  
- If you want to follow any issues you have talked about, you can contact us (provide 

information)  
- Inform the participant that if they wish to withdraw from the study, their data will not be used.  
- Provide copy of the Safety Attitudes Questionnaire for completion by the participant at the end 

of the interview.  
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APPENDIX 2: Safety Attitudes Questionnaire 

 
 
  

D

Disagree Strongly

Please answer the following items with respect to your specific unit or clinical area.

Choose your responses using the scale below:

Safety Attitudes: Frontline Perspectives from this Patient Care Area

Thank you for completing the survey - your time and participation are greatly appreciated.

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E X

• Use number 2 pencil only.

• Erase cleanly any mark you wish to change.

Disagree Strongly

Mark Reflex® forms by Pearson NCS MW263511-1 321 HC99 Printed in U.S.A.

Disagree Slightly

Neutral

Agree Slightly

Agree Strongly

Not Applicable

Agree SlightlyDisagree Slightly Not Applicable

A E X

Agree StronglyNeutral

CB

SAFETY CLIMATE

Correct Mark

Copyright © 2004 by The University of Texas at Austin

PLEASE DO NOT WRITE IN THIS AREA

1. Nurse input is well received in this clinical area.

2. In this clinical area, it is difficult to speak up if I perceive a problem with patient care.

3. Disagreements in this clinical area are resolved appropriately (i.e., not who is right, but what is best for the patient).

4. I have the support I need from other personnel to care for patients.

5. It is easy for personnel here to ask questions when there is something that they do not understand.

6. The physicians and nurses here work together as a well-coordinated team.

7. I would feel safe being treated here as a patient.

8. Medical errors are handled appropriately in this clinical area.

9. I know the proper channels to direct questions regarding patient safety in this clinical area.

10. I receive appropriate feedback about my performance.

11. In this clinical area, it is difficult to discuss errors.

12. I am encouraged by my colleagues to report any patient safety concerns I may have.

13. The culture in this clinical area makes it easy to learn from the errors of others.

14. My suggestions about safety would be acted upon if I expressed them to management.

15. I like my job.

16. Working here is like being part of a large family.

17. This is a good place to work.

18. I am proud to work in this clinical area.

19. Morale in this clinical area is high.

20. When my workload becomes excessive, my performance is impaired.

21. I am less effective at work when fatigued.

22. I am more likely to make errors in tense or hostile situations.

23. Fatigue impairs my performance during emergency situations (e.g. emergency resuscitation, seizure).

24. Management supports my daily efforts:

25. Management doesn’t knowingly compromise pt safety:

26. Management is doing a good job:

27. Problem personnel are dealt with constructively by our:

28. I get adequate, timely info about events that might affect my work, from:

29. The levels of staffing in this clinical area are sufficient to handle the number of patients.

30. This hospital does a good job of training new personnel.

31. All the necessary information for diagnostic and therapeutic decisions is routinely available to me.

32. Trainees in my discipline are adequately supervised.

33. I experience good collaboration with nurses in this clinical area.

34. I experience good collaboration with staff physicians in this clinical area.

35. I experience good collaboration with pharmacists in this clinical area.

36. Communication breakdowns that lead to delays in delivery of care are common.

Incorrect Marks

A B C D E X

A B C D E X

A B C D E X

A B C D E X

A B C D E XUnit Mgt

Unit Mgt

Unit Mgt

Unit Mgt

Unit Mgt

I work in the (clinical area or patient care area where you typically spend your time): This is in the

Department of: Please complete this survey with respect to your experiences in this clinical area.

Hosp Mgt

Hosp Mgt

Hosp Mgt

Hosp Mgt

Hosp Mgt

Have you completed this survey before? Yes No Don’t Know

Attending/Staff Physician

Fellow Physician

Resident Physician

Physician Assistant/Nurse Practitioner

Nurse Manager/Charge Nurse

Position: (mark only one)
Registered Nurse

Pharmacist

Therapist (RT, PT, OT, Speech)

Clinical Social Worker

Dietician/Nutritionist

Clinical Support (CMA, EMT, Nurses Aide, etc.)

Technologist/Technician (e.g., Surg., Lab, Rad.)

Admin Support (Clerk/Secretary/Receptionist)

Environmental Support (Housekeeper)

Other Manager (e.g., Clinic Manager)

Other:___________________________________

Mark your gender: Male Female

BACKGROUND INFORMATION
Today’s Date (month/year):__________________

Primarily Adult BothPeds

Years in specialty: Less than 6 months 1 to 2 yrs6 to 11 mo. 3 to 4 yrs 11 to 20 yrs5 to 10 yrs 21 or more
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APPENDIX 3: Participant Information Sheet 
Participant Information Sheet 

 
Study coordinators: Dr Kate Grailey (Imperial College Healthcare NHS Trust/Imperial College), Professor 
Stephen Brett (Imperial College Healthcare NHS Trust/Imperial College) 
 
Chief Investigator Contact: Professor Stephen Brett, Consultant in Intensive Care Medicine, Dept of Anaesthetics 
and Intensive Care, Hammersmith Hospital, Du Cane Road, 
London, W12 0HS 
T: (44) 0208 383 4521/3143 Email: stephen.brett@imperial.ac.uk  
 
Contact: Dr Kate Grailey  
Tel: +44 (0)7912563290 Email: k.grailey18@imperial.ac.uk  
 
 
1. Study Title 

Attitudes Towards Safety Within the Critical Care Environment and the Presence of 
Psychological Safety; a Qualitative Interview and Questionnaire Study 
 

2. Invitation Paragraph 
You are being invited to take part in a research study investigating the attitudes of staff members towards 
safety within the critical care environment. Before you decide it is important for you to understand why the 
research is being done and what it will involve.  
 
The study is an interview and questionnaire based project. It involves discussing your perceptions of safety 
and teamwork within the critical care environment, based upon your own clinical experiences. This will involve 
being asked a short set of questions at the start of the interview regarding the structure of your current 
workplace. You will also be asked to complete a confidential safety attitudes questionnaire once the interview 
is complete. 
 
Please read the following information regarding the research and what it involves. This will allow you to decide 
whether you wish to take part. Please ask if you require any further information about the study.   
 
Thank you for reading this. 
 

3. What is the purpose of this study? 
 

This study will aim to answer several questions regarding the perception of safety within the critical care 
environment. “What are the attitudes towards safety within the critical care environment?”, and “Is there any 
influence on this from organisational factors such as patient group, critical care structure, staffing levels?”. We 
also wish to evaluate how safe individuals feel to speak up in front of other team members in the workplace, 
especially if errors occur. This concept is known as psychological safety.  
We will use a well validated tool for evaluating safety attitudes in the clinical environment – the Safety Attitudes 
Questionnaire; in addition to a recently published framework for assessing psychological safety. 
 
By exploring the relationship between team working, an individual’s psychological safety, health care provider’s 
attitudes to safety and the organisational factors we hope to provide an insight into what contributes to a more 
effective and safe working environment.  
 
This understanding may then assist with the development of teamwork and learning strategies to improve both 
an individual’s psychological safety and the improved safety of the working environment.   
This study is being conducted as part of a PhD research project.  

 
4. Why have I been chosen? 

You have been chosen to take part in this study due to your role as a member of the ICU multidisciplinary 
team. Approximately 60 ICU staff members will participate in this study.    
 

5. Do I have to take part? 
No.  Taking part in this study is optional.  There will be no detriment to working relationships if you decide not 
to take part in this study.  You will be given this information sheet to keep and be asked to sign a consent form. 
If you decide to take part you are still free to withdraw at any time and without giving a reason.  
 

6. What will happen to me if I take part? 
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Participation in this study will involve you being individually interviewed face-to-face. The interview and 
questionnaire will take approximately 60 minutes in a quiet location at your place of work, at a time convenient 
to you.   
 
The interview will present a series of questions designed to evaluate how supported you feel to speak up within 
the clinical environment (your psychological safety) and continue by exploring your experiences of team 
working within the workplace. You will also be asked a short series of questions regarding the structure and 
set up of your critical care unit.   
 
The Safety Attitudes Questionnaire is internationally validated and has been modified for use within the critical 
care environment. It contains 36 statements which are rated 1-5 according to your agreement with them.  
 
The study sample will involve a mixture of nursing, medical and allied health professionals of different grades 
and experience on the unit.   
 
With your permission, the interviews will be recorded and transcribed, and qualitative techniques will be used 
to analyse the transcripts.  Recorded interviews will be stored on a secure server at Imperial College London, 
and following transcription and checking will be deleted.  No data will be analysed until transcriptions are 
complete, and any identifiers will be removed to ensure participant anonymity.  For the analysis stage, 
researchers will only have access to anonymised professional description (years of experience, role etc.), 
anonymised transcribed interview data and anonymised questionnaire scores. All data will be handled in 
accordance with EU General Data Protection Regulation (GDPR).  
 
It is possible that verbatim quotes will be published, but all personal identifying information will be removed 
prior to their inclusion.  
 

7. What do I have to do? 
If you would like to take part in the study, we will arrange a suitably convenient time to conduct the interview.  
You will be asked to read and sign a consent form prior to commencement of the interview. 
 

8. What are the possible benefits of taking part? 
The purpose of the study is to capture data on safety attitudes, psychological safety and the ways in which 
these may be affected. We hope that this will provide useful data to facilitate learning and improved teamwork 
within the critical care environment in the future.  
 

9. Will my taking part in this study be kept confidential? 
Yes. Personal details will not be taken from you during the interview session and all the answers you supply 
will be treated anonymously.  All participants will be allocated a study number by which they will be identified.  
The interview session will be digitally recorded. These transcripts will be transcribed by an approved UK 
company who will remove any identifiable information during this process. Once these transcripts have been 
returned to the research investigators all audio copies will be deleted. There will be no access to individual 
questionnaire data, except by the Chief Investigator and Study Coordinator.  All information which is collected 
about you during the research will be kept strictly confidential. 
Imperial College London is the sponsor for this study based in the United Kingdom. We will be using 
information from you to undertake this study and will act as the data controller for this study. This means that 
we are responsible for looking after your information and using it properly. Imperial College London will keep 
identifiable information about you for ten years after the study has finished in relation to data subject consent 
forms, and ten years after the study has completed in relation to primary research data. Further information 
on Imperial College London’s retention periods may be found at https://www.imperial.ac.uk/media/imperial-
college/administration-and-support-services/records-and-archives/public/RetentionSchedule.pdf. 
 
Your rights to access, change or move your information are limited, as we need to manage your information 
in specific ways in order for the research to be reliable and accurate. If you withdraw from the study, we will 
keep the information about you that we have already obtained. To safeguard your rights, we will use the 
minimum personally-identifiable information possible. 
You can find out more about how we use your information by contacting Dr K Grailey. 
 
YOUR RIGHTS 
Your usual statutory rights to access, change or move your information are limited, because of exceptions 
applicable to some types of research, and also because we need to manage your information in specific, lawful 
ways in order for the research to be reliable and accurate. If you withdraw from the study, we will keep the 
information about you that we have already obtained. To safeguard your rights, we will use the minimum 
personally-identifiable information possible. 
 
LEGAL BASIS 
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As a university we use personally-identifiable information to conduct research to improve health, care and 
services. As a publicly-funded organisation, we have to ensure that it is in the public interest when we use 
personally-identifiable information from people who have agreed to take part in research.  This means that 
when you agree to take part in a research study, we will use your data in the ways needed to conduct and 
analyse the research study. 
Health and care research should serve the public interest, which means that we have to demonstrate that our 
research serves the interests of society as a whole. We do this by following the UK Policy Framework for 
Health and Social Care Research. 
 
INTERNATIONAL TRANSFERS 
 
There may be a requirement to transfer information to countries outside the European Economic Area (for 
example, to a research partner). Where this information contains your personal data, Imperial College London 
will ensure that it is transferred in accordance with data protection legislation. If the data is transferred to a 
country which is not subject to a European Commission (EC) adequacy decision in respect of its data 
protection standards, Imperial College London will enter into a data sharing agreement with the recipient 
organisation that incorporates EC approved standard contractual clauses that safeguard how your personal 
data is processed. 
 
CONTACT US 
If you wish to raise a complaint on how we have handled your personal data or if you want to find out more 
about how we use your information, please contact Imperial College London’s Data Protection Officer via email 
at dpo@imperial.ac.uk, via telephone on 020 7594 3502 and via post at Imperial College London, Data 
Protection Officer, Faculty Building Level 4, London SW7 2AZ. 
If you are not satisfied with our response or believe we are processing your personal data in a way that is not 
lawful you can complain to the Information Commissioner’s Office (ICO). The ICO does recommend that you 
seek to resolve matters with the data controller (us) first before involving the regulator. 
 
 

10.  What if something goes wrong? 
Imperial College Healthcare NHS Trust holds standard NHS Hospital Indemnity and insurance cover with NHS 
Litigation Authority for NHS Trusts in England, which apply to this study.  If you experience serious and 
enduring harm or injury because of taking part in this study, you may be eligible to claim compensation without 
having to prove that Imperial College Healthcare NHS Trust is at fault.  This does not affect your legal rights 
to seek compensation.  If you are harmed due to someone’s negligence, then you may have grounds for a 
legal action.  Regardless of this, if you wish to complain, or have any concerns about any aspect of the way 
you have been treated during this study then you should immediately inform the Investigator.  The normal 
National Health Service complaints mechanisms are also available to you.  If you are still not satisfied with the 
response, you may contact the Imperial AHSC Joint Research Compliance Office. 
 
In the unlikely event that information provided during the interview indicates serious risk of harm to patients or 
unsafe practice, (either past or future) the study group would be obliged to inform a participant’s line manager 
of this information.  
 
It is possible that the interviews may cover experiences that have previously been distressing to participants, 
especially if related to stressful experiences within the workplace. Information regarding support groups and 
services will be provided in this instance, and appropriate follow up undertaken by the research team.  
 

11. What if new information becomes available? 
It is unlikely that new information becomes available during the study but if it does, this information will be 
distributed by the local contact in each unit. 
 

12. What happens when the research study stops? 
The data will be analysed, written up, and fed back to all participants through presentations in the ICU and 
written reports.  
 

13. What happens to the results of this study? 
 
The results will be used as part of a qualitative study that is examining the factors involved creating a safety 
culture, with a view to developing strategies for clinical teams to improve the safety of their workplace.  
The results may also inform further qualitative studies in this field, as part of the study coordinators PhD work.  

 
14. Who is organising and funding the research? 

Organised via Imperial College and funding provided by a restricted education grant from BUPA Cromwell 
Hospital.  
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15. Who has reviewed the study? 

The study has been reviewed by the Investigational team in the research department and HRA. Approvals 
have been sought from the relevant NHS research and development departments.  
 

16. Contact for further information 
Please contact Professor Stephen Brett or Dr Kate Grailey (details above). 
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Supplementary File 1:  Topic Guide for Qualitative Interviews  

 

Research goals of the interviews  
- What is the structure of the critical care environment and does this affect perceptions of safety? 

- How psychologically safe do individuals feel within their workplace?  

- What are the impacts and consequences of a lack of psychological safety?  

- What are the individual’s experiences of teamwork and hierarchies?  

 

(a) Introduction, overview of interview structure (Approximately 10 minutes)  

o Welcome, introduction of researcher and the project  

o Background and Instructions regarding the interview: 

“We are interested in your experiences of teamwork and being able to speak up when errors occur within 

the critical care environment. We will begin by asking a few structured questions, first regarding the 

structure of your workplace and then some questions regarding how you feel about teamwork and working 

relationships within your critical care unit. From then we will discuss your own experiences and you can tell 

us about times when you have felt both empowered to speak up within your team or intimidated.”  

 

o Provide participant information sheet to read through. Provide opportunity for questions arising from 

this.  

o Sign Consent form  

o Explain re: audio recording  

o “Feel free to ask any questions at any stage during the interview” 

o “I may make notes so that we can return to a topic later in the interview”  

 

o Ask the participant questions to identify and elicit details regarding the demographics of their 

workplace:  

§ Current role and level of responsibility  

§ Presence of side rooms vs open bays 

§ Frequency of short staffing: elaborate on multidisciplinary team.  

§ General information regarding staffing / short staffing levels  

§ Patient demographics  

§ Presence of senior staff  

o Ask the participant about how they feel the team-working is within their critical care unit.  

 

(b) Exploration of psychological safety (approximately 20 minutes)  

 

- Psychological Safety. You will be read out a series of statements which correspond to how you may feel whilst 

working in the critical care environment. Please state how strongly you agree with these statement (agree, 

ambivalent, disagree) and then please feel free to elaborate on how that statement is relevant to you.  

 

i. “If you make a mistake on this team, it is often held against you” 

ii. “Members of this team are able to bring up problems and tough issues” 

iii. “People on this team sometimes reject others for being different” 

iv. “It is safe to take a risk on this team” 

v. “It is difficult to ask other members of this team for help”  

vi. “No one on this team would deliberately act in a way that undermines my efforts” 

vii. “Working with members of this team, my unique skills and talents are valued and utilised” 

 

(c)  Discussion regarding safety (Approximately 30 mins)  

I would now like to move on to a slightly different topic, teamwork and safety of the critical care environment.  

- Enquire about attitudes to teamwork within the critical care environment  

i. Tell me about some examples of team work that you have experienced?  

1. Can go on to ask about examples of poor vs good teamwork 

2. Explore differences between these and what differentiates them  

ii. Explore ideas around team working 

1. What qualities make it easier to work within a team within the critical care 

environment?  

2. What makes a good team or a bad team? (If not addressed in previous question) 

3. Do you think it is beneficial that all team members can speak up? 

4. Explore attitudes to hierarchy within teams. Does the participant think hierarchy is 

a useful construct?  

iii. What coping mechanisms do you have when team work is poor? 

1. When do you need to use these mechanisms? 
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2. Have you learnt these or were they inherent? 

- Identify and elicit details on safety within the work place  

i. What makes you feel unsafe at work? 

1. Previous examples of this? 

ii. What makes you feel that the service you are delivering is unsafe? 

iii. Do you feel able to speak up if you notice errors being made? 

1. Explore differences between if it is the participants own error or another member 

of the team 

2. Explore the role of managers in dealing with error 

3. Attitudes to learning within the team and learning from error 

 

(d) Conclusion (approximately 5 minutes)  

 

- Sum up what has been discussed, mention positive aspects, thank the participant  

- Is there anything important regarding your experiences of safety and teamwork within the critical care 

environment that we haven’t discussed?  

- If you want to follow any issues you have talked about, you can contact us (provide information)  

- Inform the participant that if they wish to withdraw from the study, their data will not be used.  

- Provide copy of the Safety Attitudes Questionnaire for completion by the participant at the end of the interview.  
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Supplementary File 2: Standards for Reporting Qualitative 
Research (SRQR) 
 
O’Brien B.C., Harris, I.B., Beckman, T.J., Reed, D.A., & Cook, D.A. (2014). Standards for 
reporting qualitative research: a synthesis of recommendations. Academic Medicine, 89(9), 1245-
1251. 
 

 

No.    Topic  
 

Item Page 

 
Title and 
abstract 
 

  

S1     Title Concise description of the nature and topic of the study identifying the study 
as qualitative or indicating the approach (e.g., ethnography, grounded theory) 
or data collection methods (e.g., interview, focus group) is recommended 

1 

S2     Abstract Summary of key elements of the study using the abstract format of the 
intended publication; typically includes objective, methods, results, and 
conclusions 

2 

 
Introduction 
 

  

S3     Problem 
formulation 

Description and significance of the problem/phenomenon studied; review of 
relevant theory and empirical work; problem statement 

3 

S4     Purpose or 
research question 

Purpose of the study and specific objectives or questions 3, 4 

 
Methods 
 

  

S5     Qualitative 
approach and             
research 
paradigm 

Qualitative approach (e.g., ethnography, grounded theory, case study, 
phenomenology, narrative research) and guiding theory if appropriate; 
identifying the research paradigm (e.g., positivist, constructivist/interpretivist) 
is also recommended 

4, 5 

S6     Researcher 
characteristics 
and reflexivity 

Researchers’ characteristics that may influence the research, including 
personal attributes, qualifications/experience, relationship with participants, 
assumptions, or presuppositions; potential or actual interaction between 
researchers’ characteristics and the research questions, approach, methods, 
results, or transferability 

5 

S7     Context Setting/site and salient contextual factors; rationalea 4, 5 

S8     Sampling 
strategy 

How and why research participants, documents, or events were selected; 
criteria for deciding when no further sampling was necessary (e.g., sampling 
saturation); rationalea 

4, 5 

S9     Ethical 
issues pertaining 
to human 
subjects 

Documentation of approval by an appropriate ethics review board and 
participant consent, or explanation for lack thereof; other confidentiality and 
data security issues 

4 

S10    Data 
collection 

Types of data collected; details of data collection procedures including (as 
appropriate) start and stop dates of data collection and analysis, iterative 

5 
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methods process, triangulation of sources/methods, and modification of procedures in 
response to evolving study findings; rationalea 

S11    Data 
collection 
instruments and 
technologies 

Description of instruments (e.g., interview guides, questionnaires) and devices 
(e.g., audio recorders) used for data collection; if/how the instrument(s) 
changed over the course of the study 

5 

S12    Units of 
study 

Number and relevant characteristics of participants, documents, or events 
included in the study; level of participation (could be reported in results) 

4,5 

S13    Data 
processing 

Methods for processing data prior to and during analysis, including 
transcription, data entry, data management and security, verification of data 
integrity, data coding, and anonymization/deidentification of excerpts 

5 

S14    Data 
analysis 

Process by which inferences, themes, etc., were identified and developed, 
including researchers involved in data analysis; usually references a specific 
paradigm or approach; rationalea 

5 

S15    Techniques 
to enhance 
trustworthiness 

Techniques to enhance trustworthiness and credibility of data analysis (e.g., 
member checking, audit trail, triangulation); rationalea 

5 

 
Results/Findings 
 

  

S16    Synthesis 
and interpretation 

Main findings (e.g., interpretations, inferences, and themes); might include 
development of a theory or model, or integration with prior research or theory 

5-9 

S17    Links to 
empirical data 

Evidence (e.g., quotes, field notes, text excerpts, photographs) to substantiate 
analytic findings 

5-9, S3, 
S4, S5 

 
Discussion 
 

  

S18    Integration 
with prior work, 
implications, 
transferability, 
and 
contribution(s) to 
the field 

Short summary of main findings; explanation of how findings and conclusions 
connect to, support, elaborate on, or challenge conclusions of earlier 
scholarship; discussion of scope of application/generalizability; identification 
of unique contribution(s) to scholarship in a discipline or field 

9-11 

S19    Limitations Trustworthiness and limitations of findings 
 

10 

 
Other 
 

  

S20    Conflicts of 
interest 

Potential sources of influence or perceived influence on study conduct and 
conclusions; how these were managed 

10 

S21    Funding Sources of funding and other support; role of funders in data collection, 
interpretation, and reporting 

10 

 

aThe rationale should briefly discuss the justification for choosing that theory, approach, method, 
or technique rather than other options available, the assumptions and limitations implicit in those 
choices, and how those choices influence study conclusions and transferability.  As appropriate, 
the rationale for several items might be discussed together. 
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Supplementary File 3: Themes and subthemes within the Psychological Safety Framework 

as identified within the thematic analysis, and Kappa Coefficients & Percentage 

Agreement as a measure of Inter-Rater Reliability 

 

Theme  Subtheme Level 1 Subtheme Level 2  Kappa 

Coefficient  

Percentage 

Agreement 

Psychological 

Safety  

  

0 99.44 

Ability to admit when don’t know 
 

1 100 

Alternative routes to speaking up 
 

1 100 

Barriers to Psychological Safety 
 

0.24 97.92 

Benefits of Psychological Safety 
 

0.47 98.88 

Confidence 
 

0 98.94 

Consequences of low psychological safety 
 

0 99.94 

Creating an environment where speaking up is 

encouraged 

 
0 98.88 

Negatives  1 100 

Culture 
 

0 98.72 

Development of skills 
 

0 99.83 

Discussion provoking 
 

1 100 

Downsides to psychological safety 
 

0.62 99.61 

Factors contributing to psychological safety 
 

0.32 98.23 

Fear of error 
 

0 99.66 

Fear of what others will think 
 

0 99.56 

Influence of an individual on others ability to speak 

up 

 
0.19 97.8 

Influence of team culture 
 

0 99.1 

Lack of psychological safety leading to cognitive 

dissonance 

 
1 100 

Longevity within team 
 

0.61 99.72 

Motivation to speak up 
 

0.15 99.09 

Outcome of speaking up (aka are concerns acted 

upon) 

 
0 99.5 

Not being heard 

leading to cognitive 

dissonance 

1 100 

Personality 
 

0.74 99.41 

Previous experiences of speaking up 
 

0 99.44 

Positive  0 99.06 

Negative  0 99.56 

Relation to responsibility for decision making 
 

1 100 

Seniority 
 

0 99.5 

Impact on speaking 

up  

1 100 

Influence on 

confidence to speak 

up as an individual 

0 99.55 
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Supplementary File 4: Qualitative data – excerpts from interview transcripts supporting 

themes and subthemes that demonstrate the influence of context on psychological safety at 

different levels within the workplace.  

 

Theme: Contextual Factors Influencing Psychological Safety 

Level  Subtheme Supporting Quotations (with job role and interview code) 

Individual Location to speak up 

 

“it’s always on a big ward round with 20 people, and 

sometimes you don’t feel comfortable saying certain things 

in that environment.” JUNIOR STAFF NURSE 0007 

 

“others [junior nurses]are probably quite intimidated by 

having a consultant and five doctors and three nurses and 

everyone there” JUNIOR DOCTOR 0032 

 

“it is very hard if you’re standing there, because the 

consultants are rarely on their own saying something like 

that, usually they have a team of regs or SHOs or maybe 

another consultant or another team there, and you’re not 

usually just challenging that one decision, it’s usually been a 

collective decision maybe by that stage” STAFF NURSE 0010 

 

Personality  

 

“But some, I think it’s personality, have that respect barrier 

that they [senior doctors] can’t get over, although I’m not 

putting it there” SENIOR NURSE 0011 

 

“But I do think sometimes that people within the medical 

team might have different opinions and they don’t always 

speak up, and that might be personality based or confidence 

based.” SENIOR PHYSIOTHERAPIST 0017 

 

“I think it’s a personality thing. I do think that you can… I 

don’t think there’s any reason why you can’t speak up and 
say.” JUNIOR DOCTOR 0006 

 

“The approachability of me as a manager. And some people 

say I am approachable and some people say I’m not. 

Because I’ve had to take that away and look at my 

personality” SENIOR NURSE 0011 

 

“It’s just my personality. I will only talk if it is really 

necessary. But I’m also a good team player. But most of the 

time, I have my personality that I will just keep quiet.” 
SENIOR STAFF NURSE 0012 
 

“I think it probably stems from our background personalities 

and acknowledge that a lot of the decisions that we make, 

that I make personally, are wrong. So, I want to make sure 
that there are people around me that can a, tell me I’m 

wrong, or b, come up with a better suggestion” SENIOR 

DOCTOR 0021 

Previous Experiences of 

speaking up 

 

“I guess for a few days, I felt less inclined to volunteer my 

ideas as to why a patient had a thing, but I got over it. I think 

a degree of thick skin is necessary because you do have 
stupid ideas” JUNIOR DOCTOR 0018 

 

“I think if you’ve had your hand bitten off before when 

you’ve tried to say something then you're a bit less likely to 

do it again” SENIOR PHYSIOTHERAPIST 0020 
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Culture  

 

“It’s a cultural thing. Definitely not a personality, definitely 

a culture.” SENIOR NURSE 0011 

 

“They [nursing staff] were very capable, but they were 

absolutely unable to say anything at all to the doctors 

because culturally, that just wasn’t acceptable” SENIOR 

DOCTOR 0024 

 

“And they’ll [nursing staff] be like, but I can’t say that, 

Doctor.” SENIOR DOCTOR 0024 

 

“sometimes it's difficult for people to change the culture they 

have been in or brought up from to do that” SENIOR NURSE 

0009 

 

 

Confidence in ability 

 

“I think it’s hard for them because they’re [junior 

physiotherapist] obviously very under-experienced and they 

would question then going to speak to an ITU nurse who’s 

been there for ten years especially sometimes they get a bit 

nervous speaking to the medical team.” SENIOR 

PHYSIOTHERAPIST 0015 

 

“You’re quite mindful of some of the conversations that 

you’re having because you don’t want to show that you’re 

vulnerable and maybe that you’re not capable of doing the 

job” SENIOR STAFF NURSE 0022 

 

“they [junior staff members] probably lack confidence in 
their own knowledge and skill, which then makes it more 

scary to speak to someone who they perceive as having a lot 

more knowledge and skill” PHYSIOTHERAPIST  0020 

 

“So when I first started, obviously, it’s because you’re so 

nervous and then you think if I do say that then I can’t cope 

then I think they [senior staff members] will think bad of 

me.” SENIOR NURSE 0016 

 

“I think it’s difficult if you’re trying to escalate something 

and you don’t really know yourself how you’ve rationalised 

it or made that decision” SENIOR STAFF NURSE 0022 

 

Team  Roles within team Clarity 

regarding role within 

team 

 

“Everyone was talking to each other. Everyone kind of 

managed their roles. Because you all work together so much 

and because it’s something that relatively frequently 

happens, you know what your role is and you jump into the 
role, speak to each other.” JUNIOR DOCTOR 0019 

 

“That maybe with the nurse there’s an issue and they may 

tend to ignore it. In part, because maybe people don’t want 

to disrupt team-working. I think everybody realises it’s 
important and there’s a concern that if they raise it, it may 

disrupt that” SENIOR DOCTOR 0013 

 

Leadership “Are they [senior doctors] going to challenge you and 

embarrass you in front of everyone on ward round if you 

speak up or say something wrong?” STAFF NURSE 0010 

 

“I’m aware that medicine is hierarchical so I try to actively 

encourage people to speak up” SENIOR DOCTOR 0013 
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“I encourage them [junior staff members] to call by my first 

name to try and make it as a team. They still know I’m the 

boss as it were but call me by my first name so therefore 

they feel they can approach me but they won’t and no matter 

how many times I ask them” SENIOR DOCTOR 0013 

 

“Not all of the consultants are as open to everyone else. And 

again I don’t think that that person would shout you down, 

for example. I think they don’t really ask your opinion and 

they wouldn’t really listen to it if you gave it to them” 
SENIOR PHYSIO 0020 

 

“I think some consultants, I wouldn't even be comfortable 

raising it at all because you just think I know you're not 

going to be interested in this” JUNIOR DOCTOR 0027 

 

“That is how I love to do things. It’s teamwork. Everyone 

should speak up. Everyone should speak up. Everyone 

should say what they think. I have been criticised by my 

juniors before. And I thought it was a great thing. I always 

want to hear what they think, and I always want them to 

speak up” SENIOR DOCTOR 0029 

 

“I really make a point of making sure that they [junior staff 

members] have a voice on my ward round” SENIOR DOCTOR 

0023 

 

“When I’m talking about a difficult decision, then I actively 
seek alternative views or the views of those present” SENIOR 

DOCTOR 0024 

 

“does, what do you think, or I don’t know what to do, what 

do you think? He's [senior doctor] very good at that and he 

really makes you feel like you’re part of the team” JUNIOR 

DOCTOR 0025 

 

Personality “even if you are the experienced one, if you meet someone 

who has a difficult personality, you will think twice before 

speaking up. Because they may get offended or defensive or 

personal. So, I think personality plays a big role there”  
SENIOR DOCTOR 0029 

 

Organisational  Hierarchy “if something bigger comes up, I don’t know how the 

management will react”. JUNIOR STAFF NURSE 0014 

 

“if you didn’t have that hierarchy, the even within the 

nursing world the junior nurses or junior doctors may feel, 

they may find it easier to speak up and be empowered to 

speak up, but I think everything’s a balance” JUNIOR DOCTOR 

0008 

 

“I think that still a lot of people are operating an old school 

theory or perspective that they [senior doctors] don’t want to 

listen to what the junior bedside nurses saying” SENIOR 

STAFF NURSE 0022 

 

“Hopefully we've created an environment where even the 

most junior nurse quickly realises that this is very much an 

open forum. And some of the things I say at the end of every 
visit to the bed space is, are you happy with the plan? Is 

there anything else you'd like us to see to? Summarise what 

we've all said” SENIOR DOCTOR 0021 
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“There are consultants who don’t want you to go straight to 

them, which is understandable because you have to go 

through the proper channel” STAFF NURSE 0012 

 

“I think the junior doctors would be less anxious to speak up 

to the consultant. The nurses would find it harder” SENIOR 

DOCTOR 0028 

 

“with the medical staff, it is very much, I am the consultant. 
You have been here six months. You will do as I say. Even 

though that nurse might have some information which they 

have been there 12 hours. I think sometimes it is a, sort of, 

barrier. Not to explain to them why they have made that 

decision” SENIOR STAFF NURSE 0031 

 

“I think nurses will have a higher threshold to speak up if it 

is against a consultant’s decision” SENIOR DOCTOR 0029 

Alternative routes for 

voicing concerns 

“I feel like we were given multiple opportunities to speak up 

because if you didn’t want to in the ward round, then you 

could perfectly, easily later in the day or the second ward 

round or the reg ward round or you could speak to a nurse. 

There were multiple avenues for raising a concern as long as 

it’s not an emergency”. JUNIOR DOCTOR 0018 

 

“but there isn’t a forum to bring up difficult… It depends 

what a difficult issue is. There’s not really the forum to 
discuss any interpersonal issues we have with each other in 

the wider MDT” PHYSIOTHERAPIST 0017 

 

“you would try and voice it to your nurse in charge and then 

if they can try and voice it to the consultant” STAFF NURSE 

0010 

 

“If you want to talk to somebody, you talk to anybody that 

you feel comfortable talking to. And that issue or problem 

will get through to where it needs to” STAFF NURSE 0010 

 

“I say why don’t we go speak to them [senior staff members] 

together and then you can try and learn from that way as 

well? But often they would probably come to their senior 

rather than another member of the MDT in the first instance 
I would say” SENIOR PHYSIOTHERAPIST 0015 

 

“So, a senior nurse will just talk to you directly, whereas a 

very, very junior nurse just doesn’t have the balls to do that. 
They think that consultants are like oh my god, I can’t 

challenge the consultant. So, they’ll either keep quiet, or 

they’ll talk to a colleague, or the best thing for them to do is 

go to the senior nurse.” SENIOR DOCTOR 0023 

 

“If is a difficult consultant I will ask my nurse in charge first, 

what do you think about this? We’ll go together to the 

consultant.” JUNIOR STAFF NURSE 0033 

 

“I think even if a nurse that’s more junior doesn’t feel they 
can speak up, if they then go and tell one of the matrons they 

will come and say to us, look, actually someone’s concerned 

about this.” SENIOR DOCTOR 0026 

Organisational Culture “It is safe but I think the culture has been not to. So you have 

to be fairly strong willed to actually come up and say it.” 
SENIOR STAFF NURSE 0009 

 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2020-046699:e046699. 11 2021;BMJ Open, et al. Grailey K



“There is the risk of speaking up having a negative impact 

on your career and on your assessments. There is also a 

culture of not questioning people with authority, I think, 

clearly, in medicine.” SENIOR DOCTOR 0028 

 

“from a nursing perspective nurses have always been more 
reticent in coming forward and saying things” SENIOR STAFF 

NURSE 0009 

 

“So, I think spreading a culture of comfort and a culture of 

freedom and trying to make everyone feel that they are okay, 
it is okay to speak and say, I don’t like. Or I don’t 

understand this. That is definitely safer for patients.” SENIOR 

DOCTOR 0029 

 

“probably people will think it really doesn’t matter whether 
we say it out loud or not or whether we bring it up or not or 

we tend to help each other out and it’s like, oh, it’s fine it’s 

just like this.” SENIOR STAFF NURSE 0016 

 

Organisational Support  “They escalated it all the way through silver to gold and I 

said, what did they [management] say? And they said, 

they’re aware.” SENIOR DOCTOR 0026 

 

“I disagree because I think it’s when you ask a bit too much. 

I don’t know. I feel that they’re okay, but if something 

bigger comes up, I don’t know how the management will 

react” JUNIOR STAFF NURSE 0014 

 

“I felt very stressed because I didn’t know if I would be 

backed by my managers that I was doing the right thing” 
SENIOR STAFF NURSE 0022 
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Theme: Potential Negative Consequences of Psychological Safety  

 

SUBTHEME EXAMPLES SUPPORTING DATA 

Impact on 

Bandwidth  

Fatigue ““But if they're telling you every little problem, as a junior it's weird because at nights 

you can have someone come to you every ten minutes and tell you about something, 

and you have to then make a decision as to whether that is actually a problem or 

not.” JUNIOR DOCTOR 0005 

 

“This is particularly true during handover, for example. You know? If you have four 

people at the same time talking about one new admission. You have no idea what is 

relevant, and it is just too much information to process” SENIOR DOCTOR 0028 

 

“You’ve got to be able to ignore or be able to filter the fluff, the nonsense, of which 

there’s masses.” JUNIOR DOCTOR 0018 

 

“I don’t think they [nursing staff] really understand that you’re sifting thousands of 

bits of data and trying to make decisions and looking for patterns. And if you keep 

getting interrupted then actually you can miss those things and that’s a safety risk 

because I think they just don’t really understand what we do” SENIOR DOCTOR 0026 

 

Distraction “You’re being continually distracted. It happens all day"  

SENIOR DOCTOR  0026 

 

“And if you keep getting interrupted then actually you can miss those things and 

that’s a safety risk because I think they [nursing staff] just don’t really understand 

what we do” SENIOR DOCTOR 0026 

 

“Sometimes maybe we might interrupt them [the medical team] too much. Say if a 

doctor's desk we might ask them lots of different things rather than keeping it to the 

salient” SENIOR STAFF NURSE 0009 

“There's a definite risk. When you're a consultant, I think ultimately when you're in 

those ward rounds and you've got one consultant leading the ward round, and you've 

got dieticians, physios, pharmacists, everyone going on it, if everyone's buying in, 

there's only so much bandwidth that those consultants can have to confuse all their 

information” SENIOR STAFF NURSE 0009 

 

“they [nursing staff] used to be much better at saving for an appropriate time. 

Whereas now, you can be trying to have a conversation or, indeed, a middle of a 

ward round and you’ll be asked to prescribe” SENIOR DOCTOR  0024 

 

Workload  "makes a four hour ward round take two hours longer which then makes everyone 

else really busy in the evening because none of the jobs are done" JUNIOR DOCTOR 

0032 

it might make things take longer and the ward rounds are already very lengthy. 

 JUNIOR DOCTOR 0032 

“Especially our junior staff to maybe reign it in a little bit. Is that really pertinent, 

should you have spoken to the deputy first about that or asked your senior colleague 

next to you rather than harass the doctors. Because they've got everything else to do 

as well” SENIOR STAFF NURSE 0009 

 

But you then spend 15 minutes for every patient talking about their physio plan 

which makes a four hour ward round take two hours longer which then makes 

everyone else really busy in the evening because none of the jobs are done and 

JUNIOR DOCTOR 0032 

“you have to have set boundaries” SENIOR DOCTOR 0023 

 

Context Emergency vs 

Elective  

"It might not be a good idea in a really stressed situation when everyone’s running 

around trying to do the best they can for a patient and obviously, if somebody senior 

knows exactly what’s happening and it’s something that you need to deal with 

incredibly quickly. For example, some sort of airway emergency then you wouldn’t be 

questioning, why does the patient need intubation?" JUNIOR DOCTOR 0019 

 

“It depends what they’re [junior staff] saying and when. If they want to nag about 

trivial crap in the middle of a conversation about something much more important, 

then no, it’s not appropriate. There’s a time and a place.” SENIOR DOCTOR 0024 
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Presence of 

hierarchy 

“But sometimes more experienced people in the team should have the freedom to 

mute all this information coming from the speaker.” SENIOR DOCTOR 0029 

 

“if you have a loosening of the structure or the hierarchy you can have the nurse go 

to different people and that can actually distort the information a lot” JUNIOR 

DOCTOR 0005 

 

Yes, definitely. If I am dealing… If I am leading a ward round with ten people and 

everyone is speaking up, that of course is stressful. But that is extreme. It doesn’t 

happen every day. SENIOR DOCTOR 0029 

 

Motivation  Undermining 

colleagues 

“nursing staff can go to more than one doctor over a period of time, and so you can 

do one thing and another doctor will do another thing, and I think that's the difficulty 

in such an environment” JUNIOR DOCTOR 0005 

 

“You see that in junior doctors that come through or members of the team that may 

not want to take responsibility, but they just want to be critical” SENIOR DOCTOR 

0021 

 

“You’re actually bypassing the nurse in charge. And then at the end of the day, the 

nurse in charge doesn’t know anything about what’s been discussed with you and the 

consultant.” JUNIOR STAFF NURSE 0012 

 

“Like some junior staff will come to me because I’m the manager so they think that’s 

my job to do something. Whereas I have to then send them back and say actually, 

you need to go to your line manager who’s the band seven. It’s not me” 

SENIOR STAFF NURSE 0011 

Demonstrate 

own ability 

“But you get members of the team constantly, instead of saying yes, this is a difficult 

situation, what are we doing here? That question. What are we exactly doing here? 

That's not helpful. So that that can be frustrating.” SENIOR DOCTOR 0021 

 

“There's a definite risk. When you're a consultant, I think ultimately when you're in 

those ward rounds and you've got one consultant leading the ward round, and you've 

got dieticians, physios, pharmacists, everyone going on it, if everyone's buying in, 

there's only so much bandwidth that those consultants can have to confuse all their 

information” JUNIOR DOCTOR 0027 

 

“to be honest but there are certain cases I can think of where you think, well, that's in 

no way valuable”. JUNIOR DOCTOR  0027 

 

“Often those things cannot necessarily be constructive, because they've not 

necessarily grasped the scenario or they don't have a knowledge base”. JUNIOR 

DOCTOR 0027 
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