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Introduction 

Psychological safety is feeing safe within your workplace to openly express your ideas, 

admit mistakes and to respectfully question or challenge your colleagues, without fear 

of any retaliation or detrimental effects to you. Developing, promoting, and operating 

a psychologically safe culture in your health care team is a crucial part of providing 

safe patient care (1).  

  

Figure 1: Framework for Safe, Reliable and Effective Care (SREC).  

Source: Institute for Healthcare Improvement and Safe & Reliable Healthcare (2) 

The Institute for Healthcare Improvement (IHI) (2) describe a framework for Safe, 

Reliable and Effective Care (SREC), highlighting culture as one of two interconnected 

foundational domains (see figure 1), vital for creating safe systems of care. Whilst all 

the framework components are interrelated and vital for continuous learning, and 

improvement, psychological safety is identified as one of the fundamental factors 

crucial in creating a culture of safety (see figure 2) and will be the focus of this toolkit 

guide.  

https://www.ihi.org/resources/white-papers/framework-safe-reliable-and-effective-care
https://www.ihi.org/resources/white-papers/framework-safe-reliable-and-effective-care
https://www.ihi.org/resources/white-papers/framework-safe-reliable-and-effective-care


3 
 

 

Figure 2: Psychological Safety within the Culture domain (SREC) 

Source: Institute for Healthcare Improvement and Safe & Reliable Healthcare (2) 

Rationale 

Psychological safety promotes a positive, supportive, and productive working 

environment allowing open communication, trust, and innovation to thrive, essential 

for safe, reliable, and effective patient care.  

Creating a psychologically safe environment is key to developing a culture of safety 

within healthcare to reduce harm to patients, learn from errors and continuously 

improve care. When healthcare staff communicate well, feel able to raise concerns, 

discuss errors and suggest changes, learning from error/failure is facilitated, 

improvements are possible within teams and organisations, with staff morale and 

wellbeing improved.  

Inclusive participation supports diversity, as groups who might feel marginalised can 

engage freely and contribute securely, promoting a diverse, creative organisational 

culture.  
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The Speaking up Safely framework (3) is an initiative to support NHS Wales 

employees to identify and report concerns, to empower staff to suggest changes. The 

aim is to encourage team and organisational improvements and reduce risks to 

patients. NHS organisations and leaders are responsible for creating the right 

conditions for psychological safety to thrive in support of this framework.  

VIDEO: Please watch this brief video detailing the importance of and critical outcomes 

of psychological safety in healthcare 1 

Background 

James Reason (4) is often credited as the originator of the concept of psychological 

safety, but its origins could be rooted even further back. In 1954, psychologist and 

psychotherapist Carl Rogers (5) discussed establishing the right conditions for 

creativity to thrive by nurturing the psychological environment, so individuals feel safe 

to take risks, free from criticism and fear of judgement. 

More recently, Amy Edmonson (6), a leading authority on the subject of psychological 

safety, shared research demonstrating that when individuals work in a psychologically 

safe environment, they are empowered to speak up openly and safely about errors in 

healthcare, thus increasing honesty about mistakes, promoting learning from error and 

directly improving patient safety (7). The concept is commonly misunderstood as 

simply being nice to one another and avoiding conflict. According to Edmonson, it is 

creating a climate where individuals and teams can speak up without fear, which is 

critical to foster learning, innovation, and collaboration. 

When to use  

The SREC framework (2) clearly states that creating and supporting psychological 

safety is an expectation of you and everyone within your organisation as part of your 

job. It encourages a conscious and ongoing commitment to demonstrate behaviours 

towards your colleagues that will facilitate speaking up, to practise effective 

communication, to speak up about your concerns and to suggest ideas for 

improvements.  

 
1 Please note that subtitles are available, and playback speed is adjustable within the video settings 

icon, should these be required 

https://www.youtube.com/watch?v=LF1253YhEc8
https://www.youtube.com/watch?v=LF1253YhEc8
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The SREC framework is intended to provide you with a ‘roadmap’ of the principles to 

apply to improving healthcare systems. Psychological safety is a fundamentally 

important part of the SREC framework and pivotal in ensuring the effectiveness of 

other elements in promoting safe reliable and effective care. 

VIDEO: Please watch the video by clicking the link. Amy Edmonson describes the 

importance and role of psychological safety in healthcare delivery. 

How to use  

The SREC framework (2) can help guide you and your organisation on the essential 

elements required to build and organise systems of safe, reliable care; creating 

psychological safety as part of this takes time, skill and dedication but some 

suggestions to promote psychological safety in your workplace are: 

• A flat hierarchy and a robust learning system to create an environment where 

you and your colleagues can ask questions without judgement, ask for 

feedback, question approaches and make suggestions for alternatives. 

• Leaders need to be role models for applying learning, listening without 

judgement, supporting staff, and admitting own failures and mistakes. 

• Coaching and feedback skills are essential for leaders to encourage and expect 

questions and to provide effective feedback, so staff feel concerns are heard 

and acted upon. 

• Regular but short one-to-one meetings with your staff or your manager to 

support all the above and to enable any issues or concerns to be raised that 

might be harder to raise in the context of a group meeting. 

• Regular, brief ‘huddles’, which is a group meeting, in addition to one to ones, 

where information is shared in a focused, task specific way. Participants have 

the opportunity to discuss, provide and receive feedback and all team members 

feel they have input. 

VIDEO: Please watch the short video by clicking the link that follows as Amy 

Edmonson provides some tips on how you can help to create psychological safety in 

your workplace and team. 

 

https://youtu.be/eP6guvRt0U0
https://youtu.be/U_35pAviSnI


6 
 

What next? 

Begin by assessing your current performance concerning psychological safety by 

using a diagnostic tool (see figure 3 below). The IHI diagnostic tool helps you to identify 

current behaviours, systems, processes, and communications, from the lists in the 

columns below. This tool helps you determine whether you are just beginning, making 

progress, making a significant impact, or demonstrating exemplary efforts to create a 

psychologically safe environment. It might also help you to consider where you need 

to focus your efforts and guide team discussion for improvements.

Figure 3: Assessing Psychological Safety. Diagnostic Tool: Framework for Safe 

Reliable and Effective Care.  

Source: Institute for Healthcare Improvement and Safe & Reliable Healthcare (2) 
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You could go on to utilise further diagnostic tools within the SREC framework to assess 

and compare your performance in all the different components of the two foundational 

domains. 

Helpful tips 

• Start by considering psychological safety in your organisation; using a 

diagnostic tool as illustrated earlier can help you assess this and plan a focus 

for change and improvement. 

• Expect resistance to change and plan how to manage key stakeholders 

(please see Involving Others Toolkit Guide) 

• Lead by example! Create the conditions to listen to your colleagues, role 

model openness, admit your mistakes and acknowledge learning, invite 

feedback, provide feedback, encourage/recognise ideas and creativity, and 

celebrate achievements.  

• Arrange/attend regular brief one to one meetings with staff you manage or 

with your manager to foster trust, communication, and collaboration. 

• Arrange/attend huddles with your team and provide input and feedback. 

• Ensure inclusivity – diversity of skills and experience should be embraced. 

• Provide clear guidance on expectations e.g. for contribution and signpost your 

staff/colleagues to appropriate policies, wellbeing support and/or training as 

required. 

• Speak up if have any concerns about your patient’s safety or about 

psychological safety in your workplace – highlight problems and make 

suggestions for improvement. 

• Remember, it is everyone’s responsibility to create the right environment to 

ensure safe, reliable effective patient care. 

 

 

 

 

https://executive.nhs.wales/functions/quality-safety-and-improvement/improvement-cymru/improvement-cymru-academy/resource-library/academy-toolkit-guides/involving-others-toolkit-guide/
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Additional resources 

If you are interested in learning more about how improvement practices can benefit 

your workplace, we offer a range of training courses. Visit Improvement Cymru 

Academy website for more information or email us at  

improvementcymruacademy@wales.nhs.uk to find about the improvement courses 

we offer.  
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