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MaPSaF is best used as a team based self-reflection and educational exercise: 
• it should be used by all appropriate members of your team; 
• for each of the ten aspects of safety culture, select the description that you think best fits your organisation 

and/or team. 
Do this individually and privately, without discussion; 

• use a T (team) or 0 (organisation) on the evaluation sheet to indicate your choices. If you really can't decide 
between two of the descriptions, tick both. This will give you an indication of the current patient safety culture 
profile for your organisation; 

• discuss your profiles with the rest of your team. You may notice that there are differences between staff groups. 
If this happens, discuss possible reasons. Address each dimension in turn and see if you can reach consensus; 

• consider the overall picture of your organisation and/or team. You wil l almost certainly notice that the emerging 
profile is not uniform —that there will be areas where your organisation is doing well and less well. Where things are 
going less well, consider the descriptions of more mature risk management cultures. Why is your organisation not 
more like that? How can you move forward to a higher level? 

Patient safety incident (PSI): 

Prevented patient safety incident (PPS!): 

Root cause analysis (RCA): 

Any unintended or unexpected incident that could have or did lead to 
harm to one or more patients receiving NHS-funded healthcare. 
Any patient safety incident that had the potential to cause harm 
but was prevented, resulting in no harm to patients receiving 
NHS-funded healthcare. 
A technique for undertaking a systematic investigation that looks beyond 
the individuals concerned and seeks to understand the underlying causes 
and environmental context in which the incident happened. 
Retrospective and multidisciplinary in its approach, it is designed to 
identify the sequence of events, working back from the incident. 

Dimension of patient safety culture 

1 . Commitment to overall continuous improvement 

2. Priority given to safety 

3. System errors and individual responsibility 

4. Recording incidents and best practice 

5. Evaluating incidents and best practice 

6. Learning and effecting change 

7. Communication about safety issues 

8. Personnel management and safety issues 

9 Staff education and training 

10. Team working 

A B C D E 

T = Team 0 = Organisation 
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It might seem that patient and public involvement in a maturing patient safety culture should be included as a eleventh 
dimension. However, the development of processes to ensure meaningful participation should be seen as being integral 
to al l ten dimensions identified and this is how they have been integrated into the MaPSaF matrix. 

Level 

A— Pathological 

B — Reactive 

C— Bureaucratic 

D— Proactive 

E— Generative 

Description 

Why do we need to waste our time on patient safety issues? 

We take patient safety seriously and do something 
when we have an incident. 

We have systems in place to 
manage patient safety. 

We are always on the alert/thinking 
about patient safety issues that might emerge. 

Managing patient safety is an integral 
part of everything we do. 

MaPSaF is based on Parker and Hudson's (2001) application of 
Westrum's (1992) stage model of organisational culture maturity 
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