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Welcome and introduction

Dr Lynsey Still (Chair)

MCQIC Neonatal Clinical Lead

Healthcare Improvement Scotland



How do you feel today? Use the chat box and pop in an emoji 



Agenda

Time Topic Lead

11.30-11.35 Housekeeping MCQIC Team

11.35-11.40
Welcome, introductions & aims

Dr Lynsey Still, Neonatal Clinical Lead, Healthcare Improvement 

Scotland

11.40-11.45 The Essentials of Safe Care (EoSC)
Jo Thomson 

Senior Improvement Advisor, Healthcare Improvement Scotland

11.45-12.15
Psychological Safety Professor Suzette Woodward

Professional and Clinical Advisor in Patient Safety,

Visiting Professor of Patient Safety Imperial College

12.15-12.30

Staff culture survey/Staff 360’s
Attica Wheeler

Head of Midwifery (Associate Director of Nursing Women and 

Childrens Services)

NHS Ayrshire and Arran

12.30-12.50 Panel Q&A

 All speakers/chair

Dr Lynsey Still, Neonatal Clinical Lead, Healthcare Improvement 

Scotland

12.50-13.00
Next Steps/MCQIC Activities

Dr Lynsey Still, Neonatal Clinical Lead, Healthcare Improvement 

Scotland

13.00 Thank you and close



National Wellbeing Hub for those working in Health and Social Care

https://wellbeinghub.scot/

Support

https://wellbeinghub.scot/


Aims of the webinar

 How psychological safety fits with the wider Essentials of Safe Care resource.

 Learn more about psychological safety from our key note speakers,
Professor Suzette Woodward, internationally respected patient safety 
expert, and Attica Wheeler, Head of Midwifery, NHS Ayrshire & Arran. 

 Connect with others through Q&A session with all speakers.

 Reflect on today’s webinar and what changes you can make in your system 
to promote psychological safety. 



Overview of SPSP

Jo Thomson

Senior Improvement Advisor
Healthcare Improvement Scotland

@JoThomsonQI
Joanne.Thomson4@nhs.scot



SPSP – The next phase 

SPSP aims to improve 

the safety and reliability 

of care and reduce harm

Core Themes

Essentials of Safe Care

SPSP Programme improvement focus
Maternity ,Neonatal, Paediatric ,Acute Care, 
Primary Care, Medicines and Mental Health

SPSP Learning System 



Essentials of Safe Care

A practical package of evidence based guidance and support that 
enables Scotland’s health and social care system to deliver safe care for 

every person, within every setting, every time. 

www.ihub.scot/TheEoSC
#TheEoSC

http://www.ihub.scot/TheEoSC


Driver Diagram

Person centred systems and 
behaviours are embedded 

and support safety for 
everyone

Safe communications within 
and between teams

Inclusion and involvement

Workforce capacity and capability

Skills : appropriate language, format and content

Critical Situations : management of communication in different 
situations

Practice : use of standardised tools for communication

Safe consistent clinical and 
care processes across health 

and social care settings 

Reliable implementation of Standard Infection Prevention and 
Control Precautions (SICPS)

Safe Staffing 

Psychological safety

Staff wellbeing  

System for learning

Leadership to promote a 
culture of safety at all levels

To enable the delivery 
of Safe Care for every 
person within every 
system every time 

Structures & processes that enable safe, person centred care

Aim Primary Drivers Secondary Drivers



Focus on staff wellbeing

Person centred systems and 
behaviours are embedded 

and support safety for 
everyone

Safe communications within 
and between teams

Inclusion and involvement

Workforce capacity and capability

Skills : appropriate language, format and content

Critical Situations : management of communication in different 
situations

Practice : use of standardised tools for communication

Safe consistent clinical and 
care processes across health 

and social care settings 

Reliable implementation of Standard Infection Prevention and 
Control Precautions (SICPS)

Safe Staffing 

Psychological safety

Staff wellbeing  

System for learning

Leadership to promote a 
culture of safety at all levels

To enable the delivery 
of Safe Care for every 
person within every 
system every time 

Structures & processes that enable safe, person centred care

Aim Primary Drivers Secondary Drivers



MCQIC Overview

The Maternity and Children Quality 
Improvement Collaborative 
focuses on improving outcomes for 
babies, children, mothers and 
families.

We work collaboratively with the 
Maternity, Neonatal and Paediatric 
Units within 14 NHS Health Boards 
across Scotland to help deliver safe 

care through the use of QI 
methodology.

SPSP 
Neonatal

SPSP 
Paediatrics

SPSP 
Maternity

MCQIC



Learning System

The SPSP Learning System will be a key element of our work and underpins all 
our activities. It aims to accelerate sharing of learning and improvement work 
through a range of engagement and learning opportunities.

Hosting 
webinars

Sharing data, 
supporting 
measurement 
and Evaluation

Producing evidence 
summaries and  
case studies
studies

Supporting 
Networks



Overview of SPSP

Professor Suzette Woodward

Professional and Clinical Advisor in 
Patient Safety, Visiting Professor of 
Patient Safety Imperial College



A culture in which people are comfortable expressing 
and being themselves

Amy Edmondson



Anything that makes us different means we are treated 
differently and can make it hard for us to speak up

Gender

Sexuality

Ethnic 
minority

Disability

Status

Banding



Things that get in the way of psychological safety

• Our tone, language and communication

• Talking down to others, insulting, belittling, rudeness, 
incivility and bullying

• Interrupting, excluding and ignoring

• Using acronyms and jargon 

• Non-verbal insults – rolling eyes, smirking

• Paying little attention or showing little interest in opinions



The blame culture

Blame ourselves Blame others
Linked to shame 

and guilt
Implies an error is 

a choice

Silences people
Easier to blame 

people than 
processes

Shifts the 
accountability from 
the system to the 

individual 



Impact of the pandemic

Increase in bullying for 
people of different 

gender, race or 
ethnicity, and age

Changes in the way we 
communicate and our 
working environments

More one-on-one 
communication 

occurring in isolation

Lines between work 
and home 

environments being 
blurred

Employees may act or 
speak in ways that are 
much more casual and 

informal than they 
normally would

Rabasca Roepe, L. (2021, July 19). Why workplace harassment increased during the pandemic. Fast Company. Retrieved 
from https://www.fastcompany.com/90655155/why-workplace-harassment-increased-during-the-pandemic



What is it?

• A common purpose

• A shared belief

• Ability to talk to each other

• Clarity of objectives

• A culture of appreciation

• Clear work boundaries

• Active inclusivity

What is it not?

• Not using power or fear to motivate 
people

• Not about just being nice – you can 
still have discussions and you can still 
have challenge

• A license to whine
• Oversharing
• A guarantee that all your ideas will be 

applauded



Project Aristotle – 5 year study of 250 teams

1. Psychological safety

2. Dependability – people can count on each other to get things done

3. Structure and clarity – team members have clear goals, roles and 
plans 

4. Meaning of work – the work is personally meaningful and 
important for all members of the team

5. Impact of work – the team believe that the work matters and 
creates change



4 stages of psychological safety

1. Inclusion 
Safety

• people feel 
safe to 
belong to 
the team

2. Learner 
Safety

• people are 
able to 
learn 
through 
asking 
questions

3. 
Contributor 
Safety

• people feel 
safe to 
contribute 
their own 
ideas

4. Challenger 
Safety

• people can 
question 
others’ 
ideas or 
suggest 
significant 
changes



Stage 1: Inclusion safety

• People feel safe to belong to the team
• To be accepted and have a sense of shared 

purpose
• Include everyone then we hear from 

everyone
• Safety is built upon the collective diversity of 

everyone in the team
• The wisdom of the crowd works only when 

the crowd is diverse and each individual feels 
safe to voice their thoughts and ideas

Self actualisation

Esteem

Love and belonging

Safety needs

Physiological needs



Measuring psychological safety
Ask your team to score agreement with the statements below (using a like 

1-5 or similar scale, 1 being low and 5 being high):

On this team…

• I feel I belong
• The members never reject others for being different and nobody is left out
• It is easy for me to ask other members of this team for help
• I understand what is expected of me
• My skills are valued and utilised
• Nobody would deliberately act in a way that undermines my efforts
• If I make a mistake I am supported and we work as a team to find the systemic 

cause(s)
• I feel able to ask questions
• I am able to contribute my own ideas and bring up problems and tough issues
• I am able to challenge other peoples ideas



When you measure psychological safety you 
are doing more than measuring...

• Raising awareness
• Surfacing issues
• Helping role model psychological safety
• Encouraging positive behaviours



Interdependencies

Safety I 
and 

safety II

Psycholog
ical safety

Civility 
and 

kindness

Restorati
ve just 
culture

Equality, 
inclusivity 

and 
diversity

Apprecia
tive 

inquiry



Psychological Safety

Thank you for listening



Attica Wheeler

Head of Midwifery (Associate Director of 
Nursing Women and Childrens Services)

NHS Ayrshire and Arran

Addressing Cultures and Behaviours in 
Ayrshire Maternity Unit



Background

• We received numerous complaints in relation to team behaviours within the ward areas which 
formed the decision to carry out a survey of staff within Maternity & Neonatal services to scope 
current culture.

• We asked a range of questions to ascertain how satisfied staff were at work and what we could do to 
support if not.

• All nursing and midwifery staff within the Maternity and Neonatal departments from Band 2 to Band 
8 were invited to participate in the survey. 

• All teams by band were invited to undertake a 360 Turas feedback exercise in order to self-reflect on 
their strengths and role within the current culture.

• There are separate surveys for other specialities within Women and Children’s services such as 
Gynaecology, Sexual Health and Paediatrics that have been completed and require the same process 
of review and action planning. 



Assessment
The most positive thing about working in my department

Teamwork
66%

Resilience
18%

Leadership
0%

Other
16%

 Very cliquey - depending on who's on the shift determines whether it's enjoyable or not, allocation is very unfair

 Line manager is unapproachable and always defensive. Staff are not all treated fairly or consistently . Staff are not 

encouraged or allowed an opinion if it differs from her own.

 Have worked in several hospitals and always enjoyed labour ward the most. Obviously the pandemic this year has 

changed the way in which we work and has increased the demands on us as healthcare professionals. Staffing has 

been diabolical some shifts, and it has been extremely frustrating and I genuinely feel that only by pure luck have 

we gotten through it without any serious incidents



Assessment
Do you feel supported in your department

0 1 2 3 4 5 6 7 8 9

Depends on who is on shift
not always supported by  seniors (7&8)

undervalued / a number
lack of co-ordination (staff)

can be made to feel silly
Newly qualified not always supported

depends on skill mix
bad communication

lack of training (IT)

Comments on why or what we could do to improve this included:

 I feel it depends on who is coordinating. There are some band 7s who are more supportive and approachable than 

others. I think there needs to be a reminder to staff that asking for support is not a sign of weakness and shouldn't be 

made to feel this way. It is a sign of recognising your own limitations as part of our requirements as a professional.

 I feel as though sometimes that my manger shifts blame back onto us when things are not carried out or done 

correctly through lack of communication or guidance giving.



Have you ever witnessed or been subject to 
bullying in the workplace?

It was concerning to read that 24 members 
(29%) stated they had witnessed bullying and 18 
(22%) stated that they had been subject to 
bullying.  Of these, the below examples were 
noted.

Assessment
Bullying / Homophobia / 

0 2 4 6 8 10 12 14 16

staff disrespecting / talking about others

belittling staff

being left out

feeling nervous with certain people due to their…

undermining professional judgement

preferential treatment to others

as  a complainee being intimidated

Have you ever been witness to or subject to homophobia in the workplace?

94% said there was no homophobia in the workplace, however, although the numbers were low, four people stated they had witnessed

homophobia and one member of staff being subjected to this in the form of unacceptable language or being shown disrespect

Have you ever witness or been subjected to racism in the workplace

Five people said they had witnessed racism and one person stated that they had been subject to racism in the workplace.  This was 

noted as in the form of general chat;



Recommendations

• SLWG (short life working group) to review report and form an action plan – this will have representatives 
from all departments.

• Professional development plans and PDRs (Turas) require to be addressed as priority.

• Raise awareness of a pathways for staff to raise any concerns.

• Arrangements to support staff to raise any bullying concerns to senior management should be put in place by 
the GM and team. 

• The Give Respect Get Respect to be utilised along with formal awareness of staff support and other current 
policies.

• Psychological safety toolkit to be implemented and introduced within the department involving all staff.

• Team meetings to be reinstated for information sharing and inclusion of all staff. Consideration needs to be 
given to online platforms for meetings to allow accessibility.

• All staff should be encouraged to participate in the completion of staff surveys

• Formation of a structured debrief tool. 

• Engagement with Clinical Supervision (Registered Staff).

• Utilisation of peer support in the Unit 

• Development of consistent and supportive leadership within the departments



Where do we go from here?

Report to be distributed to all Nurse & Midwifery 
staff within Maternity and Neonatal services April 
2022

SLWG are invited to an away day in June 2022 with 
a view to drawing up action plans for each service

These action plans will be developed and led by 
members of staff. This will not be management 
led, but it will be supported by the management 
team.

Repeat surveys will be undertaken to benchmark 
against the action plans.



Panel-led Q&A 
Professor Suzette Woodward

Attica Wheeler



Post-session Reflection
Post-webinar Reflections

What will you do now?

What will you take away?

What are you currently doing that you can share?



Dates for your diary

• Caesarean Section Workshop , 9 May 2022, 14.00-15.30

• Preterm Perinatal Wellbeing Package Webinar, 19 May 2022, 10.00-11.30 

• Post-Partum Haemorrhage (PPH) Webinar, 15 June 2002, 11.00-12.30



Please tell us what you thought

Scan your phone or tablet to answer a few simple questions



National Wellbeing Hub for those working in Health and Social Care

https://wellbeinghub.scot/

Support

https://wellbeinghub.scot/


Key Resources

ihub.scot/spsp

ihub.scot/TheEoSC

@ihubscot #spsp247 #TheEoSC 
@mcqicspsp

his.pspcontact@nhs.scot
his.mcqic@nhs.scot

http://www.ihub.scot/spsp
https://ihub.scot/TheEoSC
mailto:his.pspcontact@nhs.scot
mailto:his.mcqic@nhs.scot


Thank you 


