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ABSTRACT
Objectives  Just Culture aims to improve patient safety 
by examining the organisational and individual factors that 
contribute to adverse events, enabling corrective action so 
that errors are not repeated. This qualitative study aims 
to: (1) analyse whether the attitudes and behaviours of 
clinicians and managers are aligned with a Just Culture; 
(2) identify barriers and enablers to an organisation 
adopting a Just Culture.
Methodology  This qualitative study used interviews 
and observation of Trust meetings to elicit the attitudes 
and behaviours of staff. Semistructured interviews were 
conducted with 13 doctors of all grades, 5 medical 
students and 2 managers. Five meetings that reviewed 
clinical incidents and mortality were observed. This was 
done in a single Hospital Trust in the Midlands, England. 
Data were thematically analysed using directed and 
inductive approaches.
Results  There is evidence of a fair incident 
management process within the Trust; however, 
there was no agreed vision of a Just Culture and the 
majority of the staff were unfamiliar with the term. 
Negative perspectives relating to clinical incidents 
and their management persist among staff with many 
having insecurities regarding being the subject of an 
investigation and doubts about whether they drive 
improvement.
Conclusion  This paper examines the significance 
of these findings and provides recommendations 
which may have application within other healthcare 
organisations. Major recommendations include (1) 
Just Culture: define an agreed vision of what Just 
Culture means to the Trust; (2) investigations: introduce 
incident management familiarisation training; (3) 
Learning Culture: increase face-to-face communication 
of outcomes of investigations and incident review; (4) 
investigators: establish an incident investigation team to 
improve the timeliness and consistency of investigations 
and the communication and implementation of 
outcomes.

BACKGROUND
Commitment to quality of care is a core 
value of the National Health Service (NHS); 
however, over the past two decades cultures 
found within NHS trusts have been cited 
as contributing to major failings of patient 
safety and care.1–3 One aspect of problem-
atic cultures observed is the presence of a 
Blame Culture within which blame, fear 
and secrecy are dominant when clinical 
incidents are investigated. The 2000 Depart-
ment of Health report ‘An Organisation with 
Memory’4 attempted to address problematic 
cultures by adopting a Safety Culture based 
on work by Reason.5 The four components 
of Reason’s Safety Culture are a Just Culture, 
Reporting Culture, Learning Culture and a 
Flexible Culture. While interventions have 
been placed to improve the Reporting and 
Learning Cultures, such as Freedom to Speak 
Up Guardians6 and DATIX,7 the perception 

WHAT IS ALREADY KNOWN ON THIS TOPIC
	⇒ A Just Culture aims to improve clinical incident 
review and investigation. Though many healthcare 
systems have looked to implement a Just Culture, 
there is little research into barriers and enablers of 
adoption.

WHAT THIS STUDY ADDS
	⇒ This study analyses clinicians’ attitudes and behav-
iours regarding a Just Culture and identifies some of 
the enablers and barriers to its adoption.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

	⇒ In this paper, we make four recommendations to im-
prove clinical incident review in a healthcare setting.
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of a Blame Culture remains.8 9 Initiatives to counter this 
over time have included attempts to establish a ‘no-blame 
culture’, followed by a ‘fair blame culture’ and an ‘open 
and fair culture’.10 Despite these initiatives, both the 
Williams Review8 and the Hamilton Review9 found that 
the perception of a culture that seeks to blame rather 
than understand and learn persists, creating a sense of 
fear and cautiousness among clinicians. The most recent 
NHS Staff Survey11 also demonstrated reluctance of staff 
to engage with safety systems with 25.1% of respondents 
insecure about raising a concern regarding unsafe clinical 
practice and 40.6% lacking confidence that their organ-
isation would address their concern. Worse patient care 
results as opportunities are missed to amend procedures 
and prevent similar incidents. The presence of a culture 
of bullying and intimidation was recently highlighted as 
contributing to the performance of Nottingham Univer-
sity Hospitals NHS Trust’s maternity services.12

The NHS renewed its focus on establishing a Just 
Culture through the Just Culture Guide13 and Being 
Fair Report.14 These publications reference two theories: 
Reason’s Safety Culture5 which highlights the importance 
of analysing and addressing both organisational and indi-
vidual factors that contribute to an incident; and Dekker’s 
Restorative Just Culture15 which focuses on repairing rela-
tionships and meeting the needs of affected parties. The 
NHS’ use of these two distinct theories in its main guides 
has the potential to generate confusion regarding what 
is meant by the term Just Culture. This may, however, be 
beneficial if it prompts debate, enabling staff within an 
organisation to determine what Just Culture means to 
them and take ownership of the meaning they ascribe.16 
The Being Fair Report14 also highlighted the importance 
of the study of human factors to improve the manage-
ment of clinical incidents. Human factors in healthcare 
has been defined as ‘Enhancing clinical performance 
through an understanding of the effects of teamwork, 
tasks, equipment, workspace, culture and organisation 
on human behaviour and abilities and application of that 
knowledge in clinical settings’.17

In this article, we report the results of a qualitative 
study, which used interviews and ethnography to examine 
the attitudes and behaviours of staff and students at an 
NHS Hospital Trust. The work aimed to:

	► Analyse the extent to which participants’ attitudes 
and behaviours to clinical incidents were aligned with 
those promoted by a Just Culture.

	► Identify the barriers and enablers to an organisation 
adopting a Just Culture.

This study was conducted during the COVID-19 pandemic, 
during a period of additional pressure that included staff 
shortages and late presenting patients.

METHODOLOGY
This study was conducted at a single NHS Hospital Trust 
in the Midlands. Site selection was based on the pres-
ence of a streamlined ethics approval process that existed 

between Warwick Medical School (WMS) and the Trust, 
which enabled research approval to be gained within set 
timelines. Researchers were given permission to advertise 
the research project within the Trust, conduct interviews 
with staff and observe meetings held via MS Teams that 
reviewed clinical incidents and mortality. Researchers 
were not given access to Trust policies regarding clinical 
incident management but they did meet with the Trust’s 
Head of Clinical Effectiveness who described incident 
management process. This informed researchers’ selec-
tion of meetings to observe and identified managers with 
key responsibilities for patient safety.

Twenty semistructured interviews were conducted with 
clinicians and managers (see online supplemental file 
1 for the interview schedule). The research project was 
advertised at the Trust via trust-wide emails and flyers 
were handed out at handover meetings, and at WMS via 
forum posts. Stratified voluntary response sampling was 
used to recruit clinicians by seniority (table 1). Clinicians 
included all doctors working at the Trust and all third and 
fourth year medical students (MS) at WMS. Purposeful 
sampling was used to recruit two managers who were 
involved in enabling the patient safety culture in the 
Trust. The two managers were approached via email. 
Our exclusion criterion for all interviewees was ‘anyone 
with less than six weeks’ experience at the Trust’. Our 
target sample size was 15 doctors, 5 MS and 2 managers. 
This sample was the smallest that would capture a range 
of perspectives and reduce the risk of failing to identify 
outliers. Unfortunately, three participants dropped out as 
we were unable to arrange a suitable time for interview.

The decision to focus primarily on medical doctors 
was made for two reasons. First, this cohort’s views were 
strongly expressed by the Williams and Hamilton reviews. 
This presented the opportunity to analyse whether inter-
viewees still hold concerns similar to those reported by 
these reviews. Second, the sample size prevented effec-
tive stratified sampling by seniority and profession had 
participants from multiple healthcare professions been 
interviewed.

One-to-one interviews lasting 21–75 min were 
conducted and recorded via MS Teams. The interview 
schedule examined knowledge of a Just Culture in the 
closing questions to avoid biasing interviewees’ responses 
to questions relating to workplace culture and incident 
management. It was pilot tested once prior to interviews.

The researcher was in a quiet room alone; however, 
there were no stipulations for the location of the 

Table 1  Number of interviews conducted by seniority

Grade Recruited Target

Manager (MAN) 2 2

Consultant (CONS) 4 5

ST3/IMT3+ (registrar—REG) 5 5

FY1-ST2/IMT2 (recently qualified—RQ) 4 5

Medical student (MS) 5 5
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interviewee and some chose to hold their interviews in an 
office with colleagues present. The interviews were auto-
transcribed by MS Teams, and transcripts were corrected 
by the member of the research team who did not conduct 
the interview. The transcript was not returned to the 
participant for comment or correction. The recording 
was then deleted. Repeat interviews were not carried out.

Three directorate-level Morbidity and Mortality meet-
ings (M&Ms) and two trust-level incident review (TLIR) 
meetings were observed to analyse the attitudes and 
behaviours of attendees. The Trust allocates reported 
incidents to the most appropriate directorate and an 
investigator is selected from any member of staff within 
that directorate. Incidents with a moderate or severe 
risk of harm or death and recurrent incident themes 
are discussed at TLIRs. Any incident that is deemed to 
meet the Serious Incident Framework criteria at the TLIR 
receives executive oversight. TLIRs also discuss the results 
of root cause analyses (RCA) of incidents during which 
the lead investigator (RCA Lead) presents their findings.

Given the narrow data collection window, convenience 
sampling was used when selecting meetings for observa-
tion. When multiple M&Ms were available, a stratified 
approach was taken to observe meetings from a variety 
of directorates. M&Ms conducted by the Acute Medicine, 
Women’s and Child Health and Intensive Therapy Unit 
directorates were observed. Our exclusion criteria were:

	► Meetings that did not contain an element of incident 
or mortality review.

	► Meetings where any attendee was unwilling to partici-
pate in our observation.

Two researchers independently observed meetings via 
MS Teams and took ethnographic field notes of how staff 
analysed and presented case studies during the meetings. 
These notes were then reflected on immediately after the 
meeting.

A review of relevant NHS guidance and academic liter-
ature1 4 5 8 9 13–15 18 19 was used to construct the interview 
schedule and directed codes. Questions explored inter-
viewees’ perceptions of the Trust’s culture and how it 
related to a Just Culture using the traits summarised in 
table  2. Data were thematically analysed using directed 
analysis to assess whether attitudes and behaviours were 
aligned with a Just Culture. Inductive analysis of inter-
view transcripts was used to understand the enablers and 
barriers to improving a Safety Culture. No themes were 
identified in advance of the interviews. Two researchers 
independently coded interview transcripts and field 
notes using NVivo. Inductive codes were compared 
twice during data collection and once after data collec-
tion. All interview transcripts were then recoded. These 
codes were then grouped into subthemes, which created 
the facets of the four themes described in the Discussion 
section (detailed in online supplemental file 2). Due to 
the limited number of meetings that could be attended 
in the time frame, the data from meetings were used to 
triangulate the interview data rather than create their 
own themes. The findings have been presented back to 
the Trust’s leadership team.

Patient and public involvement
The only patient involvement in this study was the pres-
ence of two patient representatives at one of the Trust 
meetings observed.

Research team and reflexivity
The two first authors, one male and one female, conducted 
the interviews and observed the meetings. Both are 
undergraduate MS with previous degrees (one with a BA 
and one with an MSc). One researcher has 5 years’ expe-
rience working in Transformation in a large private sector 
corporation, with a particular expertise in landing ways 
of working projects. They had no previous knowledge of 

Table 2  Traits of a Just Culture

Positive traits (Just Culture) Negative traits (Blame Culture)

Professional atmosphere Open, trusting, supportive. Fear, cautiousness, ‘club culture’.

Attitude to mistakes Acceptance that mistakes will be made, systems in place to guard 
against human error.

Shame, embarrassment.

Attitude to reporting mistakes Tolerance of human error, staff encouraged or rewarded to report 
mistakes.

Expectation of infallibility.

Focus of investigations Organisational factors, improvement. Individual culpability.

Support provided during 
investigation

Staff believe they will be supported by seniors.
Staff expect to be viewed as a professional who behaved with no 
malicious intent.

Staff do not believe they will be supported by 
seniors.
Staff expect to be viewed with suspicion and have 
their capability questioned.

Outcomes of investigation Identify contributing factors.
Organisational factors will be addressed and communicated.
May be recommendations for further training.

Individual innocence or guilt.
No consideration or communication of 
organisational factors.

Treatment of blame Recognises that majority of human errors will be mistakes and 
blame is not appropriate.
Recognises unacceptable behaviour such as deliberate action and 
gross negligence.

Blame culture—blame is prevalent and individual 
culpability will be suspected until evidence suggests 
otherwise.
No-blame culture does not recognise and address 
unacceptable behaviour.
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Just Culture, however believed the NHS culture could be 
improved. The other served in the armed forces for 17 
years in a division where Just Culture has been success-
fully implemented and is an advocate of Just Culture. 
Both have been trained in conducting research by WMS.

Prior to the interviews the participants did not know 
the interviewers apart from their occupation. The MS 
interviewed had not worked with the interviewers previ-
ously, but were known to each other on the course.

RESULTS
Just Culture
Of the 20 people interviewed, only three had heard the 
term Just Culture before—both of the managers and one 
of the consultants. Of these three, one used Reason’s 
definition5 and two used variations of Dekker’s restora-
tive approach.15 Notably, the two consultants who were 
employed as RCA Leads were unfamiliar with the term.

Despite the lack of familiarity with the term, all inter-
viewees expressed a preference for a working environ-
ment with the positive traits of a Just Culture as detailed 
in table  2, indicating that staff would welcome a Just 
Culture. While interviewees stated that many of the posi-
tive traits were present in the Trust, there remained a lack 
of confidence among junior doctors in the clinical inci-
dent review process.

Investigations: staff perspectives
The vast majority of the MS, F1-ST2/IMT2 (recently qual-
ified, RQ) and ST3/IMT3+ (registrar, REG) were not 
familiar with the Trust’s guidelines regarding how clinical 
incidents are handled. The lack of understanding and 
perceived lack of transparency of the investigatory process 
by some interviewees were cited as causes of uncertainty 
regarding how staff would be treated.

I think a lot of junior doctors, in particular, don’t 
know the process. So, they have no idea what to 
expect and they’ve never been through anything like 
it, and it can be really, really, really scary. (REG 1)

Half of these interviewees showed concern regarding 
the negative impact of being investigated, regardless of 
outcome.

I remember hearing from one of the consultants that 
when you’re under investigation, even if it ends up 
and you’re innocent, the time that the, the stress you 
lived during the time of investigations causes a lot 
of problems. Even your family will notice that your 
mental life will be affected. (REG 2)

Concerns raised by junior doctors and MS related to 
whether they would be treated fairly if investigated 
included:

	► Feelings that organisational factors will not be appro-
priately considered.

	► Fear of being scapegoated with four interviewees 
citing the case of Dr Bawa-Garba.20

	► Fear of racial discrimination.
Several junior doctors mentioned that familiarity with 
colleagues or the investigator might affect the investi-
gation; some in terms of how their colleagues would 
perceive them during an investigation, and some in terms 
of whether the Trust would support them.

[Interviewer]: How would you feel if you were 
investigated on say your first week within a new 
department? If you didn’t have that relationship?

[RQ]: I would feel terrible to be honest because no 
one would have known me at that point of time. […] 
So if I don’t have anything, relationship during the 
first like, I mean, if I didn’t know them at all, then 
I would not feel secure and I would be thinking of 
different ways to have my back there. (RQ 1)

Learning Culture
The majority of interviewees believed that investigations 
produce positive changes to patient care (figure  1). 
However, one interviewee recounted how, in a different 
trust, inappropriate organisational change was made, 
convoluting working processes when individual training 
should have been implemented. It is worth noting we 
observed one TLIR meeting in which attendees focused 
on avoiding making inappropriate changes. Two inter-
viewees stated they firmly believed no learning would 
come from investigations, believing the outcomes to be 
too vague and poorly communicated.

One of the critical points, so when a patient safety 
incident happens, you don’t know what, you don’t 
know what’s happening. How’s it been reported? 
What’s the final thing? How has it been fed into… 
clinical practice? Do all the nurses need to know 
about it or the doctors or physiotherapists? (CONS 1)

There was notable disparity between the views of consul-
tants who were RCA Leads and other interviewees when 
the communication of outcomes was discussed. RCA 
Leads stated that a range of communication methods 

Figure 1  Breakdown of interviewee’s views on the 
outcomes of investigations.
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would be used including face-to-face feedback to indi-
viduals. The majority of the other interviewees, however, 
reported a heavy reliance on technology with meeting 
minutes, newsletters and reports being emailed to staff. 
Fewer interviewees reported face-to-face feedback via 
team meetings and handover meetings, but the majority 
of interviewees favoured these methods.

Investigators
Interviews with managers and consultants revealed that 
not all investigators and RCA Leads were formally trained 
in conducting investigations. Those who had not received 
formal training highlighted informal training having 
participated in previous investigations prior to taking 
a lead role themselves. One consultant did state that a 
colleague within the Trust has identified a training course 
and is attempting to establish a core group of trained 
investigators, but that this initiative is at an early stage of 
development.

Meetings
TLIR meetings displayed many traits of a Just Culture. 
Meeting participants did not use the names of staff 
involved in clinical incidents and discussions of incidents 
would usually begin with the chair highlighting that the 
aim was not to attribute blame, but to understand the situ-
ation and learn where patient care could be improved. 
The focus was placed on the ‘what’ and opposed to the 
‘who’ and attendees attempted to identify organisational 
factors that may need addressing. M&Ms observed disso-
ciated the situation from staff involved, which protected 
individuals from identification and blame, and organ-
isational factors at a team and directorate level were 
discussed.

DISCUSSION
Theme 1: Just Culture—what is it?
The attitudes of interviewees towards the traits promoted 
under a Just Culture are a key enabler that indicates that 
the promotion of this approach would be welcomed by 
staff. However, unfamiliarity of staff with the concept of 
a Just Culture is likely a current barrier to its adoption. 
Those familiar with the term provided three different 
definitions of Just Culture implying there may be no 
agreed definition within the Trust. The multiple defini-
tions provided by NHS Improvement within its guidance 
may be a contributory factor. The plurality of definitions 
among seniors and lack of awareness among most of the 
staff suggest there has been limited discussion among 
staff regarding what a Just Culture means to the Trust.

Theme 2: investigations—staff insecurities
The concerns raised by junior doctors and MS regarding 
clinical incident reviews and the investigatory process 
echo many of those raised in the Williams8 and Hamilton9 
reviews. It was noted that junior doctors were under-
represented at meetings observed, with the TLIRs 
observed having no doctors below consultant grade in 

attendance. The processes and behaviours that were 
observed, particularly at TLIRs, that aligned with the 
principles of a Just Culture suggest that the insecurities 
expressed may not reflect reality within the Trust. The 
unfamiliarity of the investigatory process may present a 
barrier to the adoption of a Just Culture and contribute 
to interviewees reporting concerns about insufficient 
consideration of organisational factors, discrimination 
and scapegoating. Improving the transparency of the 
process, particularly the conduct of TLIRs, has the poten-
tial to offer important reassurance to junior doctors.

Familiarity with colleagues was highlighted by REGs, 
RQs and MS as a protective factor that provided reas-
surance that they would be treated fairly during inves-
tigations. Thirty-three per cent of REGs and RQs 
interviewed highlighted the first few weeks in a new job 
as an unnerving period as they attempt to establish rela-
tionships and a professional track record. The frequent 
rotations during junior doctor training therefore create a 
barrier to establishing a Just Culture within a single trust 
as juniors regularly feel a heightened sense of insecurity 
at the start of new postings.

Theme 3: Learning Culture
There were numerous instances observed when lessons 
were identified on an individual and organisational level 
during TLIR meetings, yet a sizeable minority of inter-
viewees believed that investigations do not effectively 
drive improvement within the Trust. The proportion of 
staff interviewed who believed that investigations drive 
improvement (57%) is similar to the proportion of staff 
who were confident that their organisation would address 
their concern (59.6%), as reported by the NHS Staff 
Survey 2021. The fact that two in five members of staff 
doubt that reports and investigations will drive improve-
ment is concerning.

The negative perceptions of either a lack of feedback 
from incident reports and reviews or feedback being 
received via impersonal and ineffective methods, such 
as newsletters and emails, are a potential barrier. Inter-
viewees’ preference for more personal feedback via 
discussion echoes the findings of Sujan,21 who also found 
that use of discussions improved staff’s engagement with 
the safety organisation as they felt listened to and able to 
contribute to improving patient safety.

Both Reason and Dekker highlight that the desire to 
learn from incidents and improve is a key motivator for 
staff to engage with the mechanisms of an organisation’s 
safety culture.5 15 It is crucial that the Trust effectively 
communicates the outcomes of its investigations and inci-
dent reviews, both to aid the communication of lessons 
and implementation of changes, and also demonstrate to 
staff that reports and reviews drive improvement.

Theme 4: investigators
The multiple definitions of a Just Culture, lack of awareness 
of a Just Culture and lack of formal training for investiga-
tors at the Trust are all barriers that have the potential to 
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create variability in how staff involved in clinical incidents 
are treated. Furthermore, interviewees also reported an 
absence of formal human factors training among senior 
doctors. This may lend some credence to the perception by 
some REGs and RQs that organisational factors are not given 
sufficient weighting during investigations.

The effort of staff at the Trust to establish a formally 
trained incident investigation team is a promising initia-
tive. Sussex Community NHS Foundation Trust22 reported 
a number of benefits associated with its full-time investi-
gation team, including improved timeliness of investiga-
tions, implementation of outcomes and staff education.

Limitations and further work
The number of interviews and meetings observed was 
limited by project duration and data collection for both 
interviews and ethnography stopped before the point of 
theoretical saturation.

The limitations of the cohort of interviewees means that 
results cannot easily be extrapolated to the wider work-
force. The exclusion of other healthcare professionals, for 
example, nurses, from this study’s interviews was a signif-
icant limitation and may have led to positive bias in the 
reported perception of the culture.23 Differences in levels 
of exposure to clinical error and perceptions of how their 
regulatory bodies handle investigations may place varying 
influences on the willingness to report and perceived 
barriers for other healthcare professionals. While this 
study failed to capture the perspectives of nurses via inter-
views, ethnographic observation did capture the attitudes 
and behaviours of nurses and midwives to clinical inci-
dents and mortality in both TLIRs and M&Ms.

While interviews attempted to capture a range of levels 
of experience among doctors, only one interviewee was 
from a surgical specialty. The use of mandatory triggers 
for reporting clinical incidents was a practice reported 
only by this interviewee and appeared to provide them 
with a higher degree of willingness to use official 
reporting mechanisms compared with interviewees from 
medical specialties. The lack of other surgical perspectives 
prevents us from determining whether this is a difference 
in practice between medical and surgical specialties in 
general, or specific to this interviewee’s directorate.

The observation of only five meetings is a significant limita-
tion and provided only a glimpse at the review of clinical inci-
dents within the Trust. This was, however, a valuable insight 
as it enabled the perspectives of interviewees to be analysed 
alongside the behaviours observed within meetings.

A mixed-methods study that includes a large survey would 
provide future research more confidence when analysing 
the extent to which a Just Culture exists within a Trust.

Recommendations
Just Culture: agree your vision
The variation in attitudes and behaviours observed suggests 
that the Trust would benefit from continued discussion in 
order to precisely define what a Just Culture means to staff 
at the Trust.

Investigations: improve familiarity and transparency
The introduction of training into how clinical investi-
gations are conducted, possibly during Trust induction 
sessions, would help improve familiarity among staff. 
The adoption and communication of a decision tree akin 
to the example in the NHS Just Culture Guide,13 or a 
charter, as suggested by the Being Fair Report,14 may also 
improve transparency. This would help inform staff where 
the ‘red lines’ are and the outcomes they should expect 
in different situations, which may help reduce feelings of 
insecurity regarding clinical investigations.

The inclusion of non-consultant grade doctors in TLIR 
meetings could help further improve familiarity with the 
process as well as adding insight from these doctors. That 
said, the presence of the clinician involved may produce 
an element of defensiveness, whereas the inclusion of a 
peer who was not involved may generate its own challenges. 
Further research would be valuable to provide evidence on 
this matter.

Learning Culture: a need for improved communication
Increased use of face-to-face meetings to communicate inves-
tigation outcomes may be useful to aid the implementation 
of organisational changes and also tackle negative percep-
tions among staff. Having a member of the investigation 
team communicate the outcomes at larger meetings could 
further enhance the effectiveness, as the presenter would 
be able to explain the rationale and answer any questions 
relating to the decisions made. This would also help build 
familiarity with and confidence in the investigatory process.

Investigators: incident investigation team
The adoption of a central incident investigation team has 
the potential to produce better quality investigations and 
more timely results for the Trust.22 This could further 
be enhanced by the Trust providing formal training 
in human factors, an initiative adopted by the General 
Medical Council.24 An incident investigation unit could 
help reduce feelings of insecurity held by staff regarding 
clinical incidents by providing:

	► Incident management briefings during Trust induc-
tions to improve understanding of Trust processes.

	► Face-to-face feedback following investigations to aid 
implementation of outcomes.

SUMMARY
There is evidence of a fair incident management process 
within the Trust and staff interviewed expressed a preference 
for the traits of a Just Culture. Unfortunately, many remain 
insecure about being the subject of an investigation with 
potential barriers being: unfamiliarity with Just Culture; lack 
of transparency of investigatory processes; lack of training of 
investigators; and doubts regarding whether investigations 
lead to improvement. We believe the four recommendations 
made to improve culture, investigations and confidence 
among staff should be considered by all hospitals to improve 
their patient safety culture.

 on M
arch 7, 2023 by guest. P

rotected by copyright.
http://bm

jopenquality.bm
j.com

/
B

M
J O

pen Q
ual: first published as 10.1136/bm

joq-2022-002049 on 27 January 2023. D
ow

nloaded from
 

http://bmjopenquality.bmj.com/


� 7Tasker A, et al. BMJ Open Quality 2023;12:e002049. doi:10.1136/bmjoq-2022-002049

Open access

Author affiliations
1Warwick Medical School, University of Warwick, Coventry, UK
2Rosalind Franklin Laboratory, UK Health Security Agency, London, United Kingdon
3Research & Develpment Division, South Warwickshire Universty Foundation NHS 
Trust, Warwick, UK

Acknowledgements  This study would not have been possible without the Trust 
allowing us access. We are grateful to all of those who took time out of their busy 
day to talk openly to us. We would also like to thank Dr Nicola Gullick for her 
valuable comments regarding the draft of this manuscript.

Contributors  Study conceptualisation: AT. Study design: AT, JJ and SB. Data 
collection, analysis, interpretation and manuscript preparation: AT and JJ. 
Manuscript revision: AT, JJ and SB. Guarantor: SB.

Funding  This study was supported by University of Warwick.

Competing interests  SB holds an honorary contract for service at the NHS 
Hospital Trust included in the research.

Patient and public involvement  Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication  Not applicable.

Ethics approval  This study involves human participants and was approved by the 
Trust’s Research and Development department and Warwick University’s Biomedical 
and Scientific Research Ethics Committee (BSREC 126.20-21). It was agreed with 
the Trust at which this research was conducted that the Trust would not be named in 
any published manuscripts. This is why the Trust has not been identified by name in 
this statement. Participants gave informed consent to participate in the study before 
taking part.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  No data are available. Due to ethical concerns and 
confidentiality reasons, supporting data obtained through semistructured research 
interviews with Trust staff and observations of Trust meetings cannot be made 
openly available. Semistructured interviews and observations of meetings were 
conducted under conditions of confidentiality and pseudonymity, thereby any raw 
data gathered through research interviews and meeting observations can neither 
be circulated nor made available to third parties. Contact email address for any 
data-related queries: ​s.​brake@​warwick.​ac.​uk.

Supplemental material  This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer-reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 
others to copy, redistribute, remix, transform and build upon this work for any 
purpose, provided the original work is properly cited, a link to the licence is given, 
and indication of whether changes were made. See: https://creativecommons.org/​
licenses/by/4.0/.

ORCID iDs
Adam Tasker http://orcid.org/0000-0002-6395-0818
Julia Jones http://orcid.org/0000-0002-9641-3808
Simon Brake http://orcid.org/0000-0001-7481-2106

REFERENCES
	 1	 The Bristol Royal Infirmary Inquiry. Learning from bristol: the report 

of the public inquiry into children’s heart surgery at the bristol 
royal infirmary 1984-1995. 2001. Available: https://webarchive.​

nationalarchives.gov.uk/ukgwa/20090811143746/http://www.bristol- ​
inquiry.org.uk/

	 2	 GOV.UK. Report of the mid staffordshire NHS foundation trust 
public inquiry. 2013. Available: https://www.gov.uk/government/​
publications/report-of-the-mid-staffordshire-nhs- foundation-trust-
public-inquiry

	 3	 Department of Health and. From a blame culture to a learning 
culture. 2016. Available: https://www.gov.uk/government/speeches/​
from-a-blame-culture-to-a-learning-culture

	 4	 Department of Health. An organisation with a memory: report of an 
expert group on learning from adverse events in the NHS. London 
The Stationery Office; 2000.

	 5	 Reason J. Managing the risks of organizational accidents. Routledge, 
2016. 

	 6	 National Guardian’s Office. About us - national guardian’s office. 
2022; Available: https://nationalguardian.org.uk/about-us/

	 7	 NHS Greater Glasgow and Clyde. Clinical incident review system 
(DATIX). 2020. Available: https://www.quest.scot.nhs.uk/hc/engb/​
articles/115005317005-Clinical-Incident-Review-System-Datix

	 8	 Department of Health and. Williams review into gross negligence 
manslaughter in healthcare. 2018. 

	 9	 General Medical Council. Independent review of gross negligence 
manslaughter and culpable homicide. 2019. Available: https://www.​
gmc-uk.org/-/media/documents/independent-review-of-gross-​
negligence-manslaughter-and-culpable-homicide---final-report_pd-​
78716610.pdf

	10	 Walsh P. What is a’‘ust culture. J Patient Saf Risk Manag 
2019;24:5–6. 

	11	 Survey Coordination Centre. NHS staff survey 2021 national results 
briefing. 2022. Available: https://www.nhsstaffsurveys.com/static/​
b3377ce95070ce69e84460fe210a55f0/ST21_National-briefing.pdf

	12	 CQC Public Website. CQC demands rapid and widespread 
improvement in maternity at two nottingham hospitals. 2022. 
Available: https://www.cqc.org.uk/press-release/cqc-demands-​
rapid-and-widespread- improvement-maternity-two-nottingham-
hospitals

	13	 NHS England and Improvements. A just culture guide. 2018. 
Available: https://www.england.nhs.uk/patient-safety/a-just-culture-​
guide/

	14	 NHS Resolution. Being fair: supporting a just and learning culture 
for staff and patients following incidents in the NHS. 2019. Available: 
https://resolution.nhs.uk/wp-content/uploads/2019/07/NHS-​
Resolution-Being-Fair-Report- 2.pdf

	15	 Dekker S. Chapter 1, retributive and restorative just cultures. In: Just 
culture: Restoring trust and accountability in your organization. 3rd 
ed. London, England: CRC Press, 2018. 

	16	 Tingle J. Developing a just culture in the NHS. Br J Nurs 
2021;30:500–1. 

	17	 National Quality Board. Human factors in healthcare: a concordat 
from the national quality board. 2013. Available: https://www.​
england.nhs.uk/wp-content/uploads/2013/11/nqb-hum-fact-​
concord.pdf

	18	 Broder JC, Doyle PA, Kelly L, et al. How we do it: operationalizing 
just culture in a radiology department. AJR Am J Roentgenol 
2019;213:986–91. 

	19	 SKYbrary Aviation Safety. Just culture category. 2022. Available: 
https://skybrary.aero/enhancing-safety/just-culture

	20	 BMJ. The bawa-garba case. 2022; Available: https://www.bmj.com/​
bawa-garba

	21	 Sujan M. An organisation without a memory: a qualitative study 
of hospital staff perceptions on reporting and organisational 
learning for patient safety. Reliability Engineering & System Safety 
2015;144:45–52. 

	22	 NHS England. Adopting a just culture guide. 2019. Available: https://
www.england.nhs.uk/wp- content/uploads/2021/02/Sussex_​
Community_Just_Culture.pdf

	23	 von Thaden T, Hoppes M, Li Y. The perception of just culture across 
disciplines in healthcare. Proceedings of the Human Factors and 
Ergonomics Society Annual Meeting; 2006:964. 

	24	 GMC. Human factors training to be rolled out for investigators. n.d. 
Available: https://www.gmc-uk.org/news/news-archive/human-​
factors- training-to-be-rolled-out-for-investigators

 on M
arch 7, 2023 by guest. P

rotected by copyright.
http://bm

jopenquality.bm
j.com

/
B

M
J O

pen Q
ual: first published as 10.1136/bm

joq-2022-002049 on 27 January 2023. D
ow

nloaded from
 

https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
http://orcid.org/0000-0002-6395-0818
http://orcid.org/0000-0002-9641-3808
http://orcid.org/0000-0001-7481-2106
https://webarchive.nationalarchives.gov.uk/ukgwa/20090811143746/http://www.bristol-%20inquiry.org.uk/
https://webarchive.nationalarchives.gov.uk/ukgwa/20090811143746/http://www.bristol-%20inquiry.org.uk/
https://webarchive.nationalarchives.gov.uk/ukgwa/20090811143746/http://www.bristol-%20inquiry.org.uk/
https://www.gov.uk/government/publications/report-of-the-mid-staffordshire-nhs-%20foundation-trust-public-inquiry
https://www.gov.uk/government/publications/report-of-the-mid-staffordshire-nhs-%20foundation-trust-public-inquiry
https://www.gov.uk/government/publications/report-of-the-mid-staffordshire-nhs-%20foundation-trust-public-inquiry
https://www.gov.uk/government/speeches/from-a-blame-culture-to-a-learning-culture
https://www.gov.uk/government/speeches/from-a-blame-culture-to-a-learning-culture
http://dx.doi.org/10.4324/9781315543543
https://nationalguardian.org.uk/about-us/
https://www.quest.scot.nhs.uk/hc/engb/articles/115005317005-Clinical-Incident-Review-System-Datix
https://www.quest.scot.nhs.uk/hc/engb/articles/115005317005-Clinical-Incident-Review-System-Datix
https://www.gmc-uk.org/-/media/documents/independent-review-of-gross-negligence-manslaughter-and-culpable-homicide---final-report_pd-78716610.pdf
https://www.gmc-uk.org/-/media/documents/independent-review-of-gross-negligence-manslaughter-and-culpable-homicide---final-report_pd-78716610.pdf
https://www.gmc-uk.org/-/media/documents/independent-review-of-gross-negligence-manslaughter-and-culpable-homicide---final-report_pd-78716610.pdf
https://www.gmc-uk.org/-/media/documents/independent-review-of-gross-negligence-manslaughter-and-culpable-homicide---final-report_pd-78716610.pdf
http://dx.doi.org/10.1177/2516043519830199
https://www.nhsstaffsurveys.com/static/b3377ce95070ce69e84460fe210a55f0/ST21_National-briefing.pdf
https://www.nhsstaffsurveys.com/static/b3377ce95070ce69e84460fe210a55f0/ST21_National-briefing.pdf
https://www.cqc.org.uk/press-release/cqc-demands-rapid-and-widespread-%20improvement-maternity-two-nottingham-hospitals
https://www.cqc.org.uk/press-release/cqc-demands-rapid-and-widespread-%20improvement-maternity-two-nottingham-hospitals
https://www.cqc.org.uk/press-release/cqc-demands-rapid-and-widespread-%20improvement-maternity-two-nottingham-hospitals
https://www.england.nhs.uk/patient-safety/a-just-culture-guide/
https://www.england.nhs.uk/patient-safety/a-just-culture-guide/
https://resolution.nhs.uk/wp-content/uploads/2019/07/NHS-Resolution-Being-Fair-Report-%202.pdf
https://resolution.nhs.uk/wp-content/uploads/2019/07/NHS-Resolution-Being-Fair-Report-%202.pdf
http://dx.doi.org/10.4324/9781003162582
http://dx.doi.org/10.4324/9781003162582
http://dx.doi.org/10.12968/bjon.2021.30.8.500
https://www.england.nhs.uk/wp-content/uploads/2013/11/nqb-hum-fact-concord.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/11/nqb-hum-fact-concord.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/11/nqb-hum-fact-concord.pdf
http://dx.doi.org/10.2214/AJR.19.21566
https://skybrary.aero/enhancing-safety/just-culture
https://www.bmj.com/bawa-garba
https://www.bmj.com/bawa-garba
http://dx.doi.org/10.1016/j.ress.2015.07.011
https://www.england.nhs.uk/wp-%20content/uploads/2021/02/Sussex_Community_Just_Culture.pdf
https://www.england.nhs.uk/wp-%20content/uploads/2021/02/Sussex_Community_Just_Culture.pdf
https://www.england.nhs.uk/wp-%20content/uploads/2021/02/Sussex_Community_Just_Culture.pdf
https://www.gmc-uk.org/news/news-archive/human-factors-%20training-to-be-rolled-out-for-investigators
https://www.gmc-uk.org/news/news-archive/human-factors-%20training-to-be-rolled-out-for-investigators
http://bmjopenquality.bmj.com/


 

Supplementary File: Interview Schedules 

 
Medics Interview Schedule 

 

Opening 

 
A. (Introduction) My name is xxxxx and I am one of the researchers for this study. 

Thank you for agreeing to be interviewed. Just to let you know I may be looking at 

my notes to make sure I’ve covered all the points but I will still be listening and am 
very interested in what you are saying. Can I double-check your role/grade? 

 

B. (Purpose) I would like to ask you some questions about your experience of 

working within the NHS. I’m particularly interested in your thoughts and feelings 
about the organisational structure, leadership, and the way that clinical incidents are 

managed. 

 
C. (Motivation) We hope to use this information to understand the culture of the NHS 

and possibly identify good practice and also any barriers to improvement.  

 
D. (Time Line) The interview should take about 30 minutes, is that OK? 

 

E. (Recording) I will now be starting the recording and auto transcription, would that 

be ok? 
 

F. (Consent) Have you had a chance to read the Participant Information Leaflet? Do 

you have any questions? Have you read the consent form? Do you consent to all 
aspects listed on the consent form? 

 

Body 
 

Part 1: Professional Atmosphere 

 

1. Can you tell me about the atmosphere of your workplace? 
[Open, trusting, supported vs Fear and cautiousness] 

 

2. Can you tell me about the style of leadership you have experienced? 
[Open, trusting, supported vs Club culture] 

 

a. How would you characterise the hierarchy? 

[Flattened hierarchy vs Vertical hierarchy, inability to question or challenge 
seniors] 

 

3. How do you feel about the mistakes that you make at work?  
 

a. Why do you feel that way?  

[Acceptance that mistakes will be made vs Shame, embarrassment] 
 

4. Do your working processes guard against errors that are made? 

[Systems are in place that make it easy to do the right thing] 

 
5. How do you feel about reporting mistakes that you make?  

 

a. What reporting systems are there in your trust?  
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b. How would you characterise the response of your seniors to your 
mistakes? 

[Freedom to speak up without fear / tolerance of mistakes / encouraged or 

rewarded to report mistakes vs Expectation of infallibility] 

 
Part 2: Conduct of Investigations 

 

1. What would be the focus of an investigation into an error that resulted in death 
or harm to a patient?  

[Organisational factors, improvement vs Individual culpability/focus, punitive] 

 
2. Do you feel that you would be supported by your seniors and hospital 

management during an investigation? 

[Seniors and colleagues support people involved in incidents] 

 
3. How do you feel you would be viewed during an investigation? 

[Professional with no malicious intent vs Suspicion, capability questioned] 

 
4. What would you expect the outcomes of an investigation would be? 

 

a. Would the context and wider organisational factors be analysed? 
[Take a systems perspective / Identification of a range of contributing factors, 

recommendation for training vs Individual innocence or guilt] 

 

5. How would results of the investigation be communicated?  
[Organisational factors are addressed/communicated vs No consideration or 

communication of organisational factors] 

 
6. Which sorts of errors should be investigated? 

[All errors should be reviewed and possibly investigated vs only the most severe] 

 

7. Should healthcare professionals be blamed for medical errors? 
 

a.  What are your thoughts about considering an individual’s intent? 

 
b.  What are your thoughts about considering an individual’s capability? 

 

c.  What are your thoughts regarding whether an individual adhered to or 
deviated from Trust procedures? 

 

d.  What are your thoughts regarding an individual who deviated from Trust 

procedures but thought they were doing so for good reason? 
[Don’t accept unacceptable behaviour / Deliberate action and gross negligence 

vs Blame culture (blame for errors and mistakes) or No-blame culture (staff not 

disciplined for unacceptable behaviour – deliberate harm, recklessness, gross 
negligence] 

 

Part 3: Just Culture Knowledge 
 

1. What is meant by the term Just Culture? 

 

2. What training have you received regarding a Just Culture?  
 

3. Have you received training in human factors? 
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4. Have you read the NHS Improvement guide?  
 

a. What are your thoughts on the guidance? 

 

5. Does your trust have guidelines on how mistakes will be handled? 
 

6. Does your trust have a Just Culture policy? 

 
Closing 

 

A.  (Close) I appreciate the time you took for this interview. Is there anything else you 
would like to discuss in relation to any of the issues that we have discussed? 

 

B.  (Action to be taken) A transcript of this interview will be made. You will be given a 

pseudonym in the transcript and all of your personal details will be removed. We will 
analyse your response alongside all other participants and alongside all other 

[Consultants/Registrars/Recently Qualified Doctors/Medical Students]. The report 

that we produce may include a quote from this interview, which would be attributed to 
a [Consultant/Registrar/Recently Qualified Doctor/Medical Student]. The report will 

not name the Trust. 
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Managers Interview Schedule 

 
Opening 

 

A. (Introductions) My name is xxxxx and I am one of the researchers for this study. 

Thank you for agreeing to be interviewed. Just to let you know I may be looking at 
my notes to make sure I’ve covered all the points but I will still be listening and am 

very interested in what you are saying. Can I double-check your role/grade?  

 
B. (Purpose) I would like to ask you some questions about your experience of 

working within the NHS and as a leader. I’m particularly interested in the 

organisational structure, leadership, and the way that clinical incidents are managed.  
 

C. (Motivation) We hope to use this information to understand the culture of the NHS 

and possibly identify good practice and also any barriers to improvement.  

 
D. (Time Line) The interview should take about 45 minutes, is that OK? 

 

E. (Recording) I will now be starting the recording and auto transcription, would that 
be ok? 

 

F. (Consent) Have you had a chance to read the Participant Information Leaflet? Do 
you have any questions? Have you read the consent form? Do you consent to all 

aspects listed on the consent form? 

 

Body 
 

Part 1: Professional Atmosphere 

 
1. Can you tell me about the atmosphere of your workplace? 

 

a. How did you envision the atmosphere to be? 

 
b. What influenced you when creating this vision? 

 

c. What steps did you take to encourage this atmosphere? 
[Open, trusting, supportive vs Fear and cautiousness] 

 

2. Can you describe your style of leadership? 
[Open, trusting, supportive vs Club culture] 

 

a. How would you characterise the hierarchy? 

 
b. How approachable do you think your senior clinicians and colleagues 

are? 

 
c. Do you feel you are an approachable senior to your juniors? 

[Flattened hierarchy vs Vertical hierarchy] 

 
3. How do you feel about the clinical mistakes that are made at work?  

 

a.  Why do you feel that way?  

 
b.  Do you think that your clinicians feel the same way? 

[Acceptance that mistakes will be made vs Shame, embarrassment] 
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4. Does the trust have working processes guard against errors that are made? 
[Systems are in place that make it easy to do the right thing] 

 

5. How do you feel about reporting mistakes that you make? 

[Freedom to speak up without fear / tolerance of mistakes / encouraged or rewarded 
to report mistakes vs Expectation of infallibility] 

 

6. How do you want clinicians to feel about reporting mistakes? 
[Freedom to speak up without fear / tolerance of mistakes / encouraged or rewarded 

to report mistakes vs Expectation of infallibility] 

 
7. Do you think clinicians have this response? 

[Freedom to speak up without fear / tolerance of mistakes / encouraged or rewarded 

to report mistakes vs Expectation of infallibility] 

 
8. What have you done to promote that?  

 

a. What reporting systems are there in your trust? 
[Freedom to speak up without fear / tolerance of mistakes / encouraged or 

rewarded to report mistakes vs Expectation of infallibility] 

 
Part 2: Conduct of Investigations 

 

1. Who would typically conduct this investigation? 

 
2. What training do they receive for this role? 

 

3. What would be the focus of an investigation into an error that resulted in death 
or harm to a patient? 

 

a. Why would you want this to be the focus?  

 
b. What has influenced your view?  

 

c. What have you done to promote this? 
[Organisational factors, improvement vs Individual culpability/focus, punitive] 

 

4. Do you feel that your clinicians would feel supported by your seniors and 
hospital management during an investigation? 

[Seniors and colleagues support people involved in incidents] 

 

5. How would you support staff?  
 

a. How would you support staff if they had been suspended? 

[Seniors and colleagues support people involved in incidents] 
 

6. How do you think a clinician would feel during an investigation? What would 

you do to promote that?  
[Professional with no malicious intent vs Suspicion, capability questioned] 

 

7. How frequently would you consider an action like suspensions or limitations of 

duties,  
 

a. How would that impact the colleague? 
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8. What would you expect the outcomes of an investigation would be? 
 

a. Would the context and wider organisational factors be analysed? 

[Take a systems perspective / Identification of a range of contributing factors, 

recommendation for training vs Individual innocence or guilt] 
 

9. How would results of the investigation be communicated? 

[Organisational factors are addressed/communicated vs No consideration or 
communication of organisational factors] 

 

10. Which sorts of errors should be investigated? 
[All errors should be reviewed and possibly investigated vs most severe] 

 

11. Should healthcare professionals be blamed for medical errors? 

 
a. What are your thoughts about considering an individual’s intent? 

 

b. What are your thoughts about considering an individual’s capability? 
 

c. What are your thoughts regarding whether an individual adhered to or 

deviated from Trust procedures? 
 

d. What are your thoughts regarding an individual who deviated from Trust 

procedures but thought they were doing so for good reason? 

[Don’t accept unacceptable behaviour / Deliberate action and gross negligence 
vs Blame culture (blame for errors and mistakes) or No-blame culture (staff not 

disciplined for unacceptable behaviour – deliberate harm, recklessness, gross 

negligence] 
 

Part 3: Just Culture Knowledge 

 

1. What is meant by the term Just Culture? 
 

2. What training have you received regarding a Just Culture?  

 
3. What training does the Trust provide? 

 

4. Have you received training in human factors? 
 

5. Have you read the NHS Improvement guide?  

 

a. What are your thoughts on the guidance? 
 

6. Do you think clinicians are aware how mistakes are handled in the trust?  

 
a. How is this communicated to your clinicians? 

 

7. Does your trust have a Just Culture policy? 
 

a. What guidance is it based on? 

 

b. What have you done to promote it? 
 

Closing 
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A.  (Close) I appreciate the time you took for this interview. Is there anything else you 
would like to discuss in relation to any of the issues that we have discussed? 

 

B.  (Action to be taken) A transcript of this interview will be made. You will be given a 

pseudonym in the transcript and all of your personal details will be removed. We will 
analyse your response alongside all other participants and alongside all other 

managers. The report that we produce may include a quote from this interview, which 

would be attributed to a manager. The report will not name the Trust. 
 

 

 

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 Qual

 doi: 10.1136/bmjoq-2022-002049:e002049. 12 2023;BMJ Open Qual, et al. Tasker A



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 Qual

 doi: 10.1136/bmjoq-2022-002049:e002049. 12 2023;BMJ Open Qual, et al. Tasker A



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 Qual

 doi: 10.1136/bmjoq-2022-002049:e002049. 12 2023;BMJ Open Qual, et al. Tasker A



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 Qual

 doi: 10.1136/bmjoq-2022-002049:e002049. 12 2023;BMJ Open Qual, et al. Tasker A


	How effectively has a Just Culture been adopted? A qualitative study to analyse the attitudes and behaviours of clinicians and managers to clinical incident management within an NHS Hospital Trust and identify enablers and barriers to achieving a Just Cul
	Abstract
	Background﻿﻿
	Methodology
	Patient and public involvement
	Research team and reflexivity

	Results
	Just Culture
	Investigations: staff perspectives
	Learning Culture
	Investigators
	Meetings

	Discussion
	Theme 1: Just Culture—what is it?
	Theme 2: investigations—staff insecurities
	Theme 3: Learning Culture
	Theme 4: investigators
	Limitations and further work
	Recommendations
	Just Culture: agree your vision
	Investigations: improve familiarity and transparency
	Learning Culture: a need for improved communication
	Investigators: incident investigation team


	Summary
	References


