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Case for Change

• Fear of consequences, 

blame, shame and being 

dismissed

• Lack of support or trust,

‘adversarial’

• Incident investigations

• Lack of feedback / learning

• Improvements not 

maintained or sustained



Staff wanted a staff perfect care goal ….

…they wanted to work in a safe place, be treated 

fairly and compassionately, and so our Just & 

Learning Culture was born….



Our Restorative Just and Learning Culture

“A just culture accepts nobody's account as “true” or 

“right” and others wrong… Instead it accepts the value 

of multiple perspectives , and uses them to encourage 

both accountability and learning”

...Sidney Dekker

Developing a non punitive culture

• Learning can only flourish when responses to mistakes are

compassionate

• Personal responsibility and professional accountability

drives the organisational learning

• It’s not about 'blame-free' or being tolerant of absolutely

anything

• It’s a careful balance of accountability and learning

• It distinguishes between causation and contribution and

work done V work imagined

• A prospective outlook rather than retrospective bias

• Ask what and how, not who because a bad system will

always beat a good person.



Benefits & Challenges



Benefits & Challenges

For Senior Leaders

Consider their style & 
impact,

Asking them to move 
from an old way to a 
new way of leading

Credibility and 
humility

For the Workforce

Safe to raise a 
concern

Culture that allows the
boss to hear bad news

Empowered to catch 
errors

Accountable not
punished

Improve 
disproportional 
experience

For Patients

Accountable staff

Reduce risky 
behaviour

Reckless behaviour is 
not accepted by 
anyone

Staff morale is high as 
staff are empowered to 
do the best job they 
can do



Benefits & Challenges

For the Organisation

See transparency and openness 
as allies not enemies;

Sharing good practice stories 
Trickle down of restorative culture 
in everyday organisational life

To create the best safety culture, 
staff have to feel safe themselves

Learning to prevent

Systemising change

For Policies & Procedures

Co-produced approach with staff, 
unions, ambassadors and 
patients/users;

Reduced in number

We put people before process

We have focused compassionate 
HR and patient safety systems 
and processes;

Shift in judgemental language



What we wished we knew then…

- Key Learning Points
- Development of policy, process 

and practice



A pressurised challenging environment 

can affect how people behave, and 

behaviours create culture.

We need to be at the top of our game in 

performance terms, but to do this we 

must be at the top of our game culturally, 

and in our relationships.



Creating Psychological Safety

Psychological safety is the 

belief that you won’t be 

punished, humiliated rejected 

for speaking up with ideas, 

questions, concerns, or 

mistakes.



The Importance of Language
Semantics is critical

 Why did you make that mistake
 What did you do wrong

 Language in policies / SOPs critical
 Language in dialogue critical – led from the top

No one comes up with a good idea 

while being chased by a tiger.

- Anonymous board member of Tesla to Elon 

Musk as quoted by Wired in DR. ELON & MR. 

MUSK

 Why did that not go as expected
 Why did that not go as planned

Versus



Leadership Alignment, Accountability 

& Discomfort

Comfort zone
Fear 
zone

Learning 
zone

Growth 
zone

Why is it hard for leaders?

- If I say we need a new 

way, am I saying the old 

way I was harming 

people ?

• Accountability

• Question own values and 

beliefs

• Fallibility – causing harm

• Culpability

• Vulnerability



Partnership – Key Stakeholders:
Trade Unions, Regulators, Commissioners



Have a framework

Our Just and Learning Culture has shaped
how we have approached improvements in
our people processes.

This supports the Trust aim for Perfect Care 
for all of our patients and service users.

Currently we are re framing our framework
into Restorative guidance

Redesign People Policies and Processes



Distinguish between 

Causality and Contribution



Work as imagined & work as designed



Team health

https://www.england.nhs.uk/wp-content/uploads/2023/07/improving-patient-safety-
culture-a-practical-guide-v2.pdf

https://www.england.nhs.uk/wp-content/uploads/2023/07/improving-patient-safety-culture-a-practical-guide-v2.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/07/improving-patient-safety-culture-a-practical-guide-v2.pdf


Learning review following a homicide (RCA)

The staff said…

“It was the best training session they have ever been to in 20 

years of working in the Trust”



Civility & Respect Campaign



Focus on Prevention, Respond Restoratively

Reactive/ 

Repairing to-: 

restore when

things don’t go as expected

Maintenance/Early 
Intervention to-: 

prevent harm, burnout,

dis-engagement

Preventative/Proactive to-:

harness capability and support 
innovation and continuous 

improvement

For Patients

• Duty of candour

• Repairing harm

• Improved treatment

• Compassion

• Patient Safety

• Collaboration

• Service user feedback

• Compassion

• CQC and Quality Review 

Visits(QRV)

• Building relationships & 

trust

• Respect & Civility

• Education & 

Awareness

• Compassion

For Staff

• Restoring any harm caused to our 

colleagues, their relationships, trust, and 

confidence

• Meaningful Apologies

• Compassion

• Managing relationships & conflicts

• Effective communication

• Psychological Safety & Team Health

• Feedback & Recognition

• Compassion

• Occupational Health & Wellbeing

• Freedom to Speak up

• Building relationships

• Team Canvas

• Values & behaviours

• Respect & Civility

• Education & Awareness

• Compassion

• Inclusivity

Health Care environment inherent with risk



The impact and benefits of 
RJC practices



The Data Impact



Staff Engagement



Investigations and suspensions (2016 -2023)
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At the same time (2016-
2023), the Trust has 

increased its workforce by 
218%

• Total number of 
investigations avoided 
between 2016 – 2023 is 
1,972



Serious incidents and Headcount

Acquisition of NWB/Covid



Incidents reported to NRLS show a positive trend both 

empirically and relative to neighbouring MH/LD&A/Community 

trusts (Oct 21 to Sep 22)

NB: The National Reporting and Learning System (NRLS) records monthly against the number of incidents uploaded onto the 
system, not the date the incident occurred, which causes the spikes in reporting. The linear average lines help to show a 
steady/maintained position of reporting, demonstrating a positive safety culture of reporting for MCFT compared to other local 
(comparable) Trusts and the NRLS average



What RJC implementation might 

look like and include



Implementation – what it might look like

• Accountable lead

• Case for change

• Agree board alignment within strategy / operational plan

• Engage on concept, and meaning:-

• Establish a delivery group

• Agree terms of reference for the delivery group

• Agree priority areas / interventions/ communications

• Agree outcome measures, economic, qualitative

• Formulate Year 1 plan

• Review key policies and processes

• Conduct learning reviews

• Establish framework (4 step process)

• Produce annual report and report process for year 2



Evidence of a Restorative Just 
Culture
• Free flow of information 

between hierarchies where 

managers are “able” to hear 

bad news

• It gets reported

• They welcome it

• They act on it in the sense of 

a Just & Learning Culture

• Disputes are discussed and

settled

• Staff feels supported and heard

• Restorative language is used 

throughout

• Incidents are used to learn from

• Trusting attitude



Summary

We have focused 
on concept into 

practice

Culture that allows 
the boss to hear 

bad news

Co-produced 
approach with staff 
and Trade Unions

Moving to learning 
from our routine 

work

See your people as 
the solution and 
not the problem

Sharing your
vulnerability



My thanks to 
the thousands 
of Mersey 
Care Staff 
who have 
made change 
possible


