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ABSTRACT
Despite the growth of knowledge and interest into safety and quality in healthcare more generally, the exploration in mental

healthcare has been deemed to be in a narrow isolated ‘world of its own’. It is possible that relatively little attention is being paid to the

processes and interdependencies within the mental health patient safety system. This may result in simplistic static measures of what

the system/organisation has, not what it does (or doesn't do). This can limit the potential for learning and affecting change. To

investigate systems thinking in mental health patient safety, we conducted a narrative review into the extent of evidence streams

supporting systems and complexity thinking approaches. We sourced a total of 89 reports for analysis with six themes identified. These

themes included studies evaluating patient safety events that have occurred within mental healthcare, research that has investigated

components of the safety system, and studies that have investigated how patient safety incidents are responded to, investigated, and

learned from. The review evaluated the use of systems thinking and complexity research in patient safety, and research encapsulating

patient and carer involvement. Most research has focused on the analysis of historic approaches to incident investigation and on

system‐based factors of patient safety, with little attention being paid to systems and complexity thinking approaches. The relationships

between components were often ignored in the non‐systemic studies sourced, with relationships between components not investigated

and unknown. With policymakers recommending changes in patient safety practice through system‐based approaches, it is important

that its implementation is evaluated robustly with consideration of the multiple levels of the healthcare system. Future research should

aim to incorporate systems‐thinking approaches to model the safety system, and to improve our understanding of the highly

interconnected technical and social entities that dynamically produce emergent behaviour across the system.

1 | Introduction

Healthcare providers and systems expend a great deal of effort
and resource on improving patient safety, the goal of which is to

reduce the occurrence of avoidable harm [1]. The patient safety
system is in itself a discipline, with the goal of achieving a
trustworthy system of health care delivery and a system that
reduces the incidence and impact of avoidable harm [2]. Its
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importance emphasised by the evidence that adverse events are
often avoidable and widespread, where patient safety demands
a system designed to be reliable and resilient when faced with
the complexity and unpredictability of healthcare [3]. Effective
prevention of harm positively impacts health outcomes, im-
proves system efficiency, fosters trust in staff, patients and
communities and reduces costs related to patient harm [1, 4].

Understanding how the patient safety discipline operates as a
whole system builds an understanding of how the independent,
interacting parts of the system work together to achieve the goal
of improving safety outcomes [5]. A whole system approach is
generally defined as a method of understanding complex issues
by studying the interconnected parts and relationships within
the system [6]. More specifically, systems thinking focusses on
the inter‐relationships, the dependencies, and interactions of a
system, reflecting the system's boundaries [7]. Complexity sci-
ence evaluates the dynamic, unpredictable, adaptive elements
within the system, where combined elements of systems and
complexity thinking may conceptualise a health system as a
complex adaptive system [7].

Healthcare involves a highly connected system of individuals
(staff, patient, service users, carers, relatives etc.,), teams, pro-
cesses, equipment, infrastructure, and institutions that work
together [8]. The functioning within this complex system relies
on the continuous use of adaptive capacities to cope with the
variability in the system, where safety is an emergent property
of relations and interactions between actors and elements in the
system [9, 10]. This is what the system does, not what the sys-
tem has [10, 11]. This is aligned with the Safety‐II perspective,
where it brings the presence of safety into focus, rather than
determining safety by its absence (e.g., through frequency of
adverse incidents) [12]. The view of safety as the absence of
incidents alongside a presumption that things go wrong due to
an identifiable failure in specific component(s) of a system is
termed Safety‐I [13].

The Safety‐I approach alone has its limitations. The system's
performance and behaviour shift over time and cannot be fully
understood by knowing its individual components or by view-
ing it through linear cause‐effect relationships [14]. The Safety‐
II perspective recognises this complexity and inherent varia-
bility and by combining the two ways of thinking, healthcare
can facilitate everyday work effectively and safely whilst
maintaining the adaptive capacity to respond to and learn from
any inevitable surprises [13]. Contemporary safety science,
general healthcare patient safety research, and the National
Health Service (NHS), United Kingdom, safety strategies have
acknowledged the importance of system‐based practice [15, 16].

An aspect of the patient safety system that has recently adopted
a systems‐based approach is safety incident investigation.
The NHS has recognised the need for change, advocating
for ‘strong/effective systems‐based improvements to prevent
or significantly reduce the risk of a repeat incident’ [15, 17].
It highlights the need for ‘insight’, an approach to improve
understanding of safety by drawing from multiple sources of
patient safety information and supports a system‐based
approach to learning from patient safety incidents. This sys-
tems approach to incident investigation should aim to answer

fundamental questions about the wider system in which people
operate, the opportunities for risk, and to develop strategies
designed to improve quality of care and mitigate harm [8]. This
change from preventable harm and causality is a welcomed
approach. However, the patient safety strategies used to address
errors, and the learning/improvements made to reduce poor
outcomes are likely to be flawed if we have a limited under-
standing of what the patient safety system does, how it succeeds
but sometimes fails.

Research considering a whole systems‐thinking may take the
form of different empirical approaches. For example, a study
may evaluate the safety system through the development of a
systems dynamic map that can model and analyse the inter-
acting components. Research may also investigate the purpose
and values of the patient safety system (e.g., incident investi-
gation, safety events, harm outcomes), system‐based consider-
ations such as culture, and leadership, and whether the system
promotes innovation, adaptation and learning.

There are likely to be benefits if patient safety can be studied and
understood through the lens of a whole complex system. This
perspective can lead to an understanding of its dynamic beha-
viour and potentially steer it towards more favourable directions
and outcomes [6]. It is possible that relatively little attention is
being paid to the processes and interdependencies within the
mental health patient safety system, resulting in simplistic static
measures of what the system/organisation has, not what it does
(or doesn't do), limiting the potential for learning and affecting
change. To our knowledge, little research has focused on the
concepts required for system level reform in mental health ser-
vices, internationally and in the United Kingdom.

Despite the growth of knowledge and interest into safety and
quality in healthcare more generally, the exploration into safety
in mental healthcare has been deemed to be in a narrow
isolated ‘world of its own’ [18]. The empirical evidence base for
patient safety in mental health services is significantly under‐
researched in comparison to other nonmental health settings
[19]. Mental health research is yet to embrace this view of
patient safety in the strategic actions to reduce preventable
harm [10]. The assumption that applying learning from general
health care to mental health settings is likely to be a flawed one.
There are specific challenges of safety within mental healthcare
that complicate the system. Arguably, health service design
rarely incorporates real world demand modelling, but is quick
to rely primarily on consensus and some retrospective data.
This tends to manifest in form of epistemic uncertainty, diffi-
culties in incorporating patient's feedback into redesigning
systems of care, and the nature of mental illness and risk.
The behaviours associated with serious mental illness (e.g.,
self‐harm and/or violence to others) and the interventions
aimed to manage these (e.g., risk assessment tools, restraint)
add further layers of complexity to the concept of patient safety.

Achieving parity with general healthcare research will require
accumulation of a robust body of evidence that provides a systems‐
level understanding of quality of care and patient safety in mental
health settings. Reviewing the current evidence‐base for systems‐
based considerations in mental health patient safety would
provide a good foundation on which to build from.
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2 | Aims

The aim of this study was to review the evidence streams sup-
porting a complex system approach to patient safety in mental
healthcare. The focus of the narrative review was to explore
how systems‐thinking approaches have been applied to patient
safety in mental healthcare settings.

3 | Methods

We used an exploratory narrative methodology to review the
evidence investigating patient safety in mental healthcare [20].
The available literature was reviewed using three databases—
Embase, CINAHL, Psychinfo. More than one database was
chosen to ensure sufficient coverage. Specialised databases of
CINAHL and Psychinfo were chosen as these databases more
closely align with the review topics.

The following keywords were used:

− Patient safety

− AND (psychiatry, mental health, mental illness, mental
disease or mental disorder)

− AND (system or systems).

The snowball method was used with backward citation tracking
applied on articles that were included in the study. Grey liter-
ature was sourced through the snowball method and a purpo-
sive search of King's Fund and Department of Health electronic
libraries. The literature search was conducted in February 2024,
with no limitation placed on date or publication type.

3.1 | Eligibility Criteria

We focussed on research articles and reports that considered
patient safety within the system of mental healthcare. A
screen of identified studies reviewed whether initial criteria
were met, including whether the study was conducted in a
mental health setting and whether it investigated patient
safety. We did not place any restrictions on the basis of study
design or publication status, for example systematic reviews
or ‘grey’ literature. We excluded non‐English language
publications.

Articles were purposively selected for inclusion and exclusion
according to their conceptual contribution to the research and
literature based on our aims. Data extraction included
descriptions of publication date, study context, aims, study
design, and the methodology used. The conceptualisation of
the studies focus on ‘systems’ were extracted. The findings
were synthesised narratively, through development of textual
descriptions of studies, and then through identification of
common themes that emerged from the narrative review. Key
conceptual themes were chosen and described in more detail.
The narrative review was designed and conducted according
to guidelines for the quality assessment of narrative review
articles [20].

3.2 | Patient and Public Involvement

This paper formed part of a larger NIHR funded research project
aimed at understanding more about the patient safety system in
mental healthcare. We worked with patient and public involve-
ment (PPI) groups in the design of the study. The PPI groups were
used to consider potential themes that may emerge from the
narrative review. This ensured that patient, public and carers
perspective was captured in the outcomes from the data.

4 | Results

The search revealed 705 records (Figure 1), which reduced to
529 after duplication. Articles were screened by author AC and
consensus discussions were conducted with author RN where
exclusion/inclusion criteria were uncertain to have been met.
The initial screen revealed 211 studies that had conducted
patient safety research in mental healthcare with reference
to a system. These studies were further assessed for eligibility.
Figure 1 shows the studies identified and screen.

4.1 | Description of General Characteristics of
Included Sources

A total of 89 sources were chosen for analysis, which included
empirical studies, reports and policy documents. Patient safety
was examined across mental healthcare, within a range of dif-
ferent care settings including inpatient general adult mental
healthcare, secure mental healthcare, community mental
healthcare, and veteran healthcare, either in single sites or in
more than one setting. Of those 89 sources, 62 were research
studies, 16 were policy documents/guidance and 11 were
reports from an organisation. The policy documents were lar-
gely NHS documents on patient safety strategies. Of those that
were a research publication, 10 (n= 10) were editorials ex-
ploring the safety system. The remaining 52 research studies
consisted qualitative (n= 23), quantitative (n= 6) and mixed‐
method (quantitative and qualitative) (n= 12) studies designs.
There were 11 reviews conducted (n= 11).

4.2 | Patient Safety in the Mental Healthcare
System

Six themes of patient safety in the mental healthcare system
were identified from different conceptualisations of systems
extracted from the sourced literature. These included; studies
evaluating patient safety events that have occurred within
mental healthcare; research that has investigated empirically
defined system‐based components of patient safety; the inves-
tigation, response and learning from adverse incident investi-
gation; and whether systems‐thinking or a systems‐based
methodological approach had been applied to the safety system.

A final theme was research encapsulating patient and carer
involvement, which was guided from the PPI group involve-
ment and the focus on patient/carer involvement in the NHS
safety policies [15].
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Theme 1. Conceptualising patient safety events within the
mental healthcare system

Several studies have attempted to better define patient safety
within inpatient mental healthcare defining categories of safety
concerns that may arise [19, 22–24]. These studies encapsulate
key research topics but don't necessarily capture system‐based
considerations or conceptualise the topics within the scope of
system‐based practice.

A systematic review of patient safety in the inpatient
mental healthcare setting delineated several categories of
patient safety research, noting that they found limited
research in systems level improvement [19]. Of those that
have evaluated system‐based practices, the studies sought to
understand the type of errors and the contextual factors that
precipitate them, with consideration given to systems level
improvement.

Particular areas of focus were on medication errors [25], self‐
harm/suicide [26–28], falls [29] and violence/aggression to
others [30]. Three studies reviewed medication errors, one
during an inpatient stay [31], one following discharge from
hospital [32], and one in the community setting [33]. Two of
those studies advocated a systems‐based approach to review-
ing incidents and one study applied a systems‐based analysis
to the medication errors [33]. Research into deaths by suicide
in the veterans' health administration revealed limitations in
their systems of care, in particular poor communication
between components of the system that contribute to patient
safety [26].

Theme 2. System‐based considerations within patient safety
research in mental health

System‐based considerations described within NHS and
Department of Health and Social Care guidance documents
detail components (e.g., technology, task complexity, culture,
stress, fatigue, leadership and management, policies, workplace
design) of the patient safety system [34]. These components are
thought to be system‐based considerations where these factors
have been studied within patient safety research. Our narrative
review found studies that have examined these factors. How-
ever, research has not consistently conceptualised them as
system‐based components or factors in the patient safety
system.

Most studies directly examining system‐based considerations
have done so via qualitative investigation of workplace/
organisational culture. Patient safety culture has been found to
be a key aspect of the NHS patient safety strategy [16]. We
found seven studies whose primary objective was to explore
patient safety culture in mental healthcare [35–41]. Other
studies that have featured patient safety culture have ex-
amined nursing skills [42], nursing interventions [43], well‐
being and burnout [44, 45], work patterns and fatigue [46],
mental health professionals' perspectives on safety [47–50],
patient experiences [51] and safety in secure mental
healthcare [52–55].

Two studies implemented a Team Strategies and Tools to En-
hance Performance and Patient Safety program (TeamSTEPPS)
to systematically weave safety through the organisation and

Records identified from:
Databases (n = 705)
- Embase (n = 418)
- CINAHL (n = 161)
- PsycInfo (n = 126)

Records removed:
- Duplicate records (n = 176)

Records screened (n = 529)

Reports assessed for eligibility
(n = 211)

Reports excluded (n = 318)
- Mental health criteria not 

satisfied 
- (n = 205)
- Patient safety criteria not 

satisfied 
(n = 101)

- Not in English (n = 2)
- Duplicates (n = 10)

Studies/reports included in review
(n = 89)

Identification of studies via databases and registers

Id
en

tif
ic

at
io

n
Sc

re
en

in
g

In
cl

ud
ed

Reports excluded (n = 164)
- System criteria not satisfied (n 

= 158)
- Mental health criteria not 

satisfied (n = 2)
- Full-text not available (n=4)

Identification of studies via other methods

Records identified from:
Websites (n = 4)
Organisations (n = 23)
Citation searching (n = 25)

Reports sought for retrieval
(n = 52)

Reports assessed for eligibility
(n = 42)

Reports excluded (n = 10)
- System criteria not satisfied

(n = 8)
- Mental health criteria not 

satisfied (n = 2)
- Full-text not available (n=0)

FIGURE 1 | Flow diagram of studies identified from databases, registers and other sources. Adapted from Page et al. [21].
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hospital culture, and to improve teamwork and communication
[56, 57]. Two studies identified actions supporting patient
safety culture around serious incident management frameworks
[58, 59] and one study explored impact, nature and causes
of medical errors [23]. Another study that examined incidents
of aggression/violence revealed workplace environment and
culture as critical patient safety components [30].

Alongside culture, one study discovered other system‐based
factors including service processes, staff workload and com-
munication systems [50]. A qualitative exploration of agitation,
de‐escalation and restraints in a child and adolescent mental
health hospital revealed that tasks, environmental factors, and
organisation factors (connections between unit teamwork,
communication and culture) were critical system‐based factors
that can help reduce physical restraint use [60]. Another study
used large‐scale simulation to improve safety regarding on‐site
hospital emergencies revealing deficits in exchanging informa-
tion and leadership [61].

One study used qualitative methods to investigate workforce
characteristics and the quality of care in mental health services,
demonstrating the impact of staff and skill mix on patient safety
[62]. Other workforce considerations have included nursing
staff numbers on conflict and containment [63]. Additionally,
the ‘Safewards Model’ investigated both local and systematic
factors (physical environment, regulatory frameworks, staff
structure) to reduce conflict and containment rates on acute
mental health wards [64, 65]. On a retrospective review of
barriers and enablers on a ‘Safewards Model’ (interventions to
prevent conflict and containment) the authors described
healthcare system influences on its implementation. This
included staffing, ward acuity, support and resources, prepa-
ration/training, ward climate, policies and leadership [66].

The NHS patient safety strategy details organisational factors as
system‐based components [15]. With a focus on patient suicide,
before‐and‐after analyses shows that service changes (staff train-
ing, policy/guidance implementation) and organisational factors
(non‐medical staff turnover, incident reporting) were associated
with reduced suicide rates [67]. One study evaluated the organi-
sational risk strategies, policies and procedures in acute mental
health trusts in a geographical region of the NHS [68]. This study
found limited guidance in the promotion of good practice and
barriers to the success of risk management in patient safety [68].

Theme 3. How patient safety incidents are responded to and
investigated

The third theme within the review identified studies analysing
how patient safety incidents are investigated. There is research
evaluating how incidents were responded to and investigated
historically, alternative approaches to incident investigation
and studies exploring a system‐based approach to incident
investigation.

An exploration of the how and when patient safety investiga-
tions should be investigated identified significant issues with
the ‘Serious Incident Framework’ approach to incident inves-
tigations, including inappropriate use of the framework, poor
quality of the reports, and a lack of learning and improvements

to prevent recurrence of harm [69]. Research studies have
critically analysed different approaches to investigating patient
safety incidents in healthcare. Studies have evaluated the root
cause analysis approach to the investigation of serious incidents
in mental healthcare [70–73]. The criticisms of the serious
incident framework and root cause analysis shifted the NHS
patient safety strategies focus onto system‐based analysis of
investigations [34].

One study attempted to address patient safety concerns using a
novel approach to identify case‐based putative causal factors
that may lead to risk events [74]. The authors concluded that
this hazard and operability approach can uncover causal factors
amenable to change that may not be identified in single case
investigations [74]. We found one study that evaluated a
system‐based approach to the analysis of incidents in a mental
healthcare setting [33]. This study reviewed risk factors asso-
ciated with medication errors in community mental healthcare
using the System Engineering Imitative for Patient Safety
(SEIPS) framework identifying vulnerabilities in the system
[33]. Additionally, objectives were found aimed at identifying
learning from the incident and development of sustainable
quality improvement strategies to improve patient safety [33].

With the traditional focus on how to investigate incidents and
events that have occurred, an alternative approach is to evaluate
and analyse real‐world performance variability and resilience
within the healthcare system. We found one study that analysed
a mental health service's day‐to‐day performance variability of
discharge from inpatient care [75]. The study showed limita-
tions in patient safety incident reporting systems and how using
alternative methodologies healthcare management can better
consider how to optimise and use resources [75].

Theme 4. Learning from patient safety incidents

Our narrative review found minimal exploration of the link
between an investigation and the process of implementing
evidence‐based improvements to reduce harm. We found two
studies that used qualitative methodology to explore whether
staff perceived incident reporting as having a positive effect on
safety [76], and how health professionals use incident data to
improve patient safety [77]. The first study showed that within
mental healthcare the clinicians were less likely to use the re-
porting system and were more sceptical of its value [76]. The
second study conducted interviews with staff and observations
of incident review meetings, finding that very little considera-
tion was given to system aspects of patient safety [77]. Both
studies did not investigate whether the learning or approaches
led to a reduction in harm. A study assessing recommendations
from incident reports aimed at enhancing safety found that the
most prevalent suggestion was that issues ‘should be discussed’,
with minimal emphasis on system‐based components [30]. We
found no studies that examined how systems approach to
investigation may yield learning for the patient safety system or
the organisation in mental healthcare.

Theme 5. A whole systems approach to patient safety

Ensuring a systems approach and systems thinking has been
found to be a core theme within NHS patient safety initiatives [16].

5 of 11
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As detailed above in theme 2, system‐based considerations have
been investigated, although few studies have conceptualised their
investigation within the scope of system‐based practice. Within
those non‐systemic studies, the relationships between components
were ignored, with relationships between components unknown.
A whole systems approach would evaluate this, and the narrative
review explored whether systems thinking, and complexity science
had been applied to the patient safety system.

The need for adopting a systems‐level approach to patient safety is
well‐documented within patient safety strategies and the empirical
literature [16, 78–84]. One study used qualitative methodology to
identify patient safety issues in mental healthcare [55]. These
safety issues were then mapped onto the Yorkshire Contributory
Factors Framework, a tool commonly used to general healthcare
setting to provide a framework of factors that can contribute
to patient safety incidents [85]. This approach recognises a
system‐based exploration of the safety system [85].

We found no studies that used system dynamics modelling
(SDM) to map the patient safety system. One study mapped out
the role, benefits, challenges, and future directions of using
SDM for suicide prevention [80], and four studies used SDM as
an analytical tool to shape suicide prevention [21, 86], to
understand the interpersonal theory of suicide in adults [87]
and adolescents [88]. We found no studies that used a collab-
orative systems approach to model the patient safety system
through the participation of patients, family and carers.

We note an ongoing organisational ethnographic approach
aiming to understand how people involved with patient safety
incidents are experiencing the newly implemented NHS patient
safety policy [89]. An output from this will be a dynamic logic
model that is revised throughout the research. It is unclear at
this stage whether there will be consideration of patient safety
as a complex adaptive system. An organisational ethnographic
methodology would likely miss the benefits of systems map-
ping. This may include numerical figures, quantitative simula-
tion and the provision of a testbed for intervention scenarios.

Theme 6. Patient/carer perspective on patient safety in
mental healthcare

The PPIE work highlighted the theme of how the patient safety
system incorporates patients and carers perspectives, within the
system more generally and within the process of safety incident
investigations. Evidence highlights the importance of involving
staff, patient and families in incident investigations in an
effective and compassionate way [34]. The NHS patient safety
strategy encompasses this as a high‐level objective [15].

Our narrative review found several studies that included patients/
carers in their study. Of those studies the majority were of a
qualitative methodology. Other studies explored healthcare pro-
fessionals' opinions regarding the role that mental health patients
might play in patient safety [90]. Studies have used cross‐sectional
surveys, interviews and focus groups to delineate patient safety
priorities, system concerns and improvements, and safety issues
[55, 91, 92]. Broader explorations of mental healthcare experiences
reveal that safety is a vital factor in the relationship between the
patient and service provider [90, 93, 94].

One study explored patient and carer perspective and involve-
ment in patient safety research in mental healthcare [95]. The
conclusion from the study was that although patients have been
involved in a diverse array of safety research, most were in
research focussed on restrictive practices and there were limi-
tations in how patients were involved. They concluded that
there needs to be improvements in embracing patient involve-
ment to meaningfully improve the patient safety system [95].

5 | Discussion

5.1 | Main Findings

To the best of the authors' knowledge, this is the first study to
identify and demonstrate the extent of available evidence sup-
porting a complex system approach to patient safety in mental
healthcare. This review identified several key issues relating to
patient safety research that had considered system‐based practice.
This includes conceptualising patient safety events and concerns
within the system, the investigation of system‐based factors,
investigating and learning from incidents, the use of complex
adaptive system methodology within patient safety research, and
the perspective of patient/carers. Most research has focused on the
analysis of historic approaches to incident investigation and on
system‐based factors of patient safety, primarily through the ex-
amination of safety culture as an emerging property of the system.
Figure 2 provides a conceptual model of the main findings of the
narrative synthesis. The model places the review literature into an
adapted SEIPS model, demonstrating what has been studied em-
pirically and where there are gaps in our understanding [33].

The review found that little attention has been paid to under-
standing the interdependencies within the system and how they
may contribute to patient safety. Additionally, most of the
research has not been conceptualised within the remit of
(i) patient safety, and/or (ii) system‐based practice or thinking.
This results in conceptual challenges in defining safety across
the mental healthcare system as a whole and as a complex
dynamic system. The results show that little attention is being
paid to the processes and interdependencies within the patient
safety system, potentially resulting in established silos of
working with a small number of studies evaluating how the
system promotes learning and affects change. There is an
urgent need to cultivate a data‐driven culture by prioritizing the
needs and concerns of those within the system.

These findings are similar to those found in other reviews, re-
cognising the disparate bodies of research and the need for
closer collaboration between mental healthcare and the wider
field of patient safety [10, 18, 96]. The slower update of con-
temporary safety science into patient safety in mental health-
care is demonstrated in our review, where a large focus has
been on isolated contributory factors/components of the patient
safety system. Mental healthcare research is largely yet to
explore safety outside of linear cause‐effect models when
constructing the notion of preventable harm [10].

A substantial body of the empirical evidence base in mental
healthcare (e.g., violence/aggression, self‐harm/suicide) does
not directly align itself with patient safety theory, which may
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impact on the advancements of patient safety research, under-
standing the complexity of the system, and on the analysis and
learning from incident investigation. One of these fields have re-
cognised the role of system thinking and systems modelling,
noting that its update within the field of mental health has been
slow [80, 86, 87]. Although no studies have attempted to use SDM
on the patient safety system, studies have begun to investigate
system modelling within suicide prevention [80, 86, 87].

5.2 | Implications for Patient Safety

It is encouraging that there is an emerging empirical evidence
base for system‐based components in mental healthcare. This
study will aid our understanding of the interaction of humans
and other elements of the system to optimise staff, patient and
carer wellbeing and improve system performance [6]. What we
continue to lack is a greater understanding of the highly in-
terconnected technical and social entities that dynamically
produce emergent behaviour within the patient safety system.

Within healthcare, it is challenging to deconstruct patient safety
incidents into linear cause‐effect sequences, where the system
has inherent complexity, uncertainty and unpredictability [17].
This is compounded further with the conceptualisation of risk
in mental healthcare. Despite this complexity, our narrative
review and existing literature has shown that patient safety is
studied within linear cause‐effect models [10]. A resultant
outcome that has stemmed from the criticisms of previous
incident response frameworks and through the incorporation of
contemporary safety science into practice is the shift in the NHS
patient safety strategies [15]. The emergence of the Patient
Safety Incident Response Framework (PSIRF) prompts the
consideration of a systems‐based approach to incident investi-
gation where the SEIPS model is the framework chosen for

investigating incidents [34]. This narrative review found only
one study that evaluated the SEIPS approach to incident
investigation in mental healthcare [33]. Future studies investi-
gating the systems‐based approach to incident investigation and
its outcomes are clearly required.

Our review also found minimal exploration of the link between
incident investigation and the process of implementing evidence‐
based improvements to reduce harm. Implementing a system‐
based approach to investigating incidents may not address all the
factors that interfere with the operationalisation of learning for
everyday practice. For example, an investigation into a patient
safety incident will interface on one hand with the service where
the patient incident occurred (i.e., in direct contact with patients)
and on the other hand through other people and forces, which
may be removed in time and space from direct care but none-
theless affect how the care is delivered. A greater empirical un-
derstanding of the interdependencies and process across levels are
needed to fully maximise the impact of the NHS patient safety
frameworks and to optimise learning. A better understanding of
how risk and safety is operationalised within real world complex
healthcare systems will not only inform improvements in patient
safety, but it will also mean that unintended consequences for
healthcare professionals, patient and carers can be identified with
a view to mitigating them.

5.3 | Strengths and Limitations

This narrative review provides a comprehensive overview of
systems approaches to patient safety system in mental health-
care. The search itself incorporated three databases, a review of
the grey literature and searched reference lists. It was limited to
studies in English with the grey literature sourced mostly
applicable to UK healthcare practices. This can limit its

FIGURE 2 | Adapted SEIPS model demonstrating the themes obtained from the narrative review. The text in italics notes what research has been

conducted in these categories.
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generalisability to other settings. Another limitation is the use of
one reviewer when screening and reviewing the sources, as well as
a narrative rather than systematic approach. The aim was to ex-
plore a complex and broad topic bringing together the literature
through a critical and interpretive lens. Consequently, this may
offer interpretations and conclusions drawn from the review.
Nevertheless, the review identifies gaps in the literature and
considers future approaches for research and clinical practice.

6 | Conclusion

The vast majority of patient safety research and systems‐based
research has been conducted outside of mental healthcare.
There are encouraging signs of an emerging research investi-
gating system‐wide components in patient safety in mental
healthcare. The shift in the NHS patient safety strategy to en-
sure a system‐based focus to incident investigation is also
promising. There is hope that this will promote further research
on system‐based components conceptualised within the field of
patient safety research and on a whole systems approach to
patient safety. To advance the field, the patient safety as a
complex adaptive system must be acknowledged, and the sys-
tems interdependencies and processes must be considered.
Further research and meaningful collaborative approaches with
professionals, stakeholders, patients and carers are needed to
unpack the dynamic complexity of the patient safety system.

Acknowledgements

This research received funding from National Institute for Health
Research Applied Research Collaborative North West Coast (ARC
NWC) through a Early Career Researcher Fellowship.

Conflicts of Interest

Oladayo Bifarin is a National Institute for Health and Care Research
Leader. Kathryn Berzins is funded by NIHR ARC NWC. The views
expressed in this article are those of the author(s) and not necessarily
those of NIHR or the Department of Health and Social Care.

Data Availability Statement

Permission to access our study data is only granted to researchers in the
study team.

References

1. World Health Organization, Summary of the Evidence on Patient
Safety: Implications for Research (World Health Organization, 2008).

2. K. Henriksen, J. B. Battles, M. A. Keyes, and M. L. Grady eds.,
“Advances in Patient Safety,” in Advances in Patient Safety: New
Directions and Alternative Approaches (Vol 3: Performance and Tools)
(Agency for Healthcare Research and Quality, 2008).

3. E. Hollnagel, D. Woods, and N. Leveson, Resilience Engineering:
Concepts and Precepts, 1st ed. (Resilience Engineering: Concepts and
Precepts, 2006).

4. L. Slawomirski, A. Auraaen, and N. S. Klazinga, “The Economics of
Patient Safety: Stregthening a Value‐Based Approach to Reducing
Patient Harm at National Level,” in OECD Health Working Paper
(OECD Publshing, 2017).

5. E. Estrada, “What Is a Complex System, After All?,” Foundations of
Science 29, no. 4 (2024): 1143–1170.

6. J. Clarkson, J. Dean, J. Ward, A. Komashie, and T. Bashford, “A
Systems Approach to Healthcare: From Thinking to ‐Practice,” Future
Healthcare Journal 5, no. 3 (2018): 151–155.

7. E. Rusoja, D. Haynie, J. Sievers, et al., “Thinking about Complexity in
Health: A Systematic Review of the Key Systems Thinking and Com-
plexity Ideas in Health,” Journal of Evaluation in Clinical Practice 24,
no. 3 (2018): 600–606.

8. J. K. Johnson, S. H. Miller, and S. D. Horowitz, “Advances in Patient
Safety Systems‐Based Practice: Improving the Safety and Quality of Patient
Care by Recognizing and Improving the Systems in Which We Work,” in
Advances in Patient Safety: New Directions and Alternative Approaches
(Vol 2: Culture and Redesign), eds. K. Henriksen, J. B. Battles, M. A. Keyes,
and M. L. Grady (Agency for Healthcare Research and Quality, 2008).

9. R. L. Wears, E. Hollnagel, and J. Braithwaite, Resilient Health Care,
Volume 2: The Resilience of Everyday Clinical Work (Ashgate Publishing,
Ltd, 2015).

10. J. Svensson, “Patient Safety Strategies in Psychiatry and How They
Construct the Notion of Preventable Harm: A Scoping Review,” Journal
of Patient Safety 18, no. 3 (2022): 245–252.

11. J. Braithwaite, R. L. Wears, and E. Hollnagel, “Resilient Health
Care: Turning Patient Safety on Its Head,” International Journal for
Quality in Health Care 27, no. 5 (2015): 418–420.

12. M. J. Verhagen, M. S. de Vos, M. Sujan, and J. F. Hamming, “The
Problem With Making Safety‐II Work in Healthcare,” BMJ Quality &
Safety 31, no. 5 (2022): 402–408.

13. E. Hollnagel, R. L.Wears, and J. Braithwaite, “From Safety‐I to
Safety‐II: A White Paper,” University of Southern Denmark, University
of Florida, USA, and Macquarie University, Australia: The Resilient
Health Care Network; 2015, (2017).

14. J. Braithwaite, “Changing How We Think About Healthcare
Improvement,” BMJ 361 (2018): k2014.

15. NHS England and NHS Improvement, NHS Patient Safety Strategy:
Update (NHS England and NHS Improvement, 2021).

16. D. P. Wood, C. A. Robinson, R. Nathan, and R. McPhillips, “A Study
of the Implementation of Patient Safety Policies in the NHS in England
Since 2000: What Can We Learn?,” Journal of health organization and
management 36, no. 5 (2022): 650–665.

17. P. Sampson, J. Back, and S. Drage, “Systems‐Based Models for
Investigating Patient Safety Incidents,” BJA Education 21, no. 8 (2021):
307–313.

18. D. D'Lima, M. J. Crawford, A. Darzi, and S. Archer, “Patient Safety
and Quality of Care in Mental Health: A World of Its Own?,” BJPsych
Bulletin 41, no. 5 (2017): 241–243.

19. B. Thibaut, L. H. Dewa, S. C. Ramtale, et al., “Patient Safety in
Inpatient Mental Health Settings: A Systematic Review,” BMJ Open 9,
no. 12 (2019): e030230.

20. C. Baethge, S. Goldbeck‐Wood, and S. Mertens, “Sanra—A Scale for
the Quality Assessment of Narrative Review Articles,” Research Integrity
and Peer Review 4, no. 1 (2019): 5.

21. M. J. Page, J. E. McKenzie, P. M. Bossuyt, et al., “The PRISMA 2020
Statement: An Updated Guideline for Reporting Systematic Reviews,”
BMJ 372 (2021): n71.

22. T. Barnes, T. Fontaine, C. Bautista, J. Lee, and R. Stanley, “Devel-
oping and Aligning a Safety Event Taxonomy for Inpatient Psychiatry,”
Journal of Patient Safety 18, no. 4 (2022): e704–e713.

23. S. W. Cullen, S. B. Nath, and S. C. Marcus, “Toward Understanding
Errors in Inpatient Psychiatry: A Qualitative Inquiry,” Psychiatric
Quarterly 81, no. 3 (2010): 197–205.

24. S. C. Marcus, R. C. Hermann, and S. W. Cullen, “Defining Patient
Safety Events in Inpatient Psychiatry,” Journal of patient safety 17, no. 8
(2021): e1452‐e7.

8 of 11 Journal of Evaluation in Clinical Practice, 2025

 13652753, 2025, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jep.70080 by U

niversity O
f C

entral L
ancashire, W

iley O
nline L

ibrary on [19/05/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



25. M. Morrison, V. Cope, and M. Murray, “The Underreporting of
Medication Errors: A Retrospective and Comparative Root Cause
Analysis in an Acute Mental Health Unit Over a 3‐Year Period,”
International journal of mental health nursing 27, no. 6 (2018):
1719–1728.

26. N. B. Riblet, C. Soncrant, P. Mills, and E. E. Yackel, “Analysis of
Reported Suicide Safety Events Among Veterans Who Received Treat-
ment Through Department of Veterans Affairs–Contracted Community
Care,” Military Medicine 188, no. 9–10 (2023): e3173–e3181.

27. K. James, D. Stewart, S. Wright, and L. Bowers, “Self Harm in Adult
Inpatient Psychiatric Care: A National Study of Incident Reports in the
UK,” International Journal of Nursing Studies 49, no. 10 (2012):
1212–1219.

28. M. L. De Santis, H. Myrick, D. A. Lamis, C. P. Pelic, C. Rhue, and
J. York, “Suicide‐Specific Safety in the Inpatient Psychiatric Unit,”
Issues in Mental Health Nursing 36, no. 3 (2015): 190–199.

29. A. Lee, P. D. Mills, and B. V. Watts, “Using Root Cause Analysis to
Reduce Falls With Injury in the Psychiatric Unit,” General Hospital
Psychiatry 34, no. 3 (2012): 304–311.

30. A. Kuosmanen, J. Tiihonen, E. Repo‐Tiihonen, and H. Turunen,
“Voluntary Patient Safety Incidents Reporting in Forensic Psychiatry—
What Do the Reports Tell Us?,” Journal of Psychiatric and Mental
Health Nursing 29, no. 1 (2022): 36–47.

31. B. C. Grasso, J. M. Rothschild, R. Genest, and D. W. Bates, “What Do
We Know About Medication Errors in Inpatient Psychiatry?,” Joint
Commission Journal on Quality and Safety 29, no. 8 (2003): 391–400.

32. F. A. Alqenae, D. Steinke, A. Carson‐Stevens, and R. N. Keers,
“Analysis of the Nature and Contributory Factors of Medication Safety
Incidents Following Hospital Discharge Using National Reporting and
Learning System (NRLS) Data From England and Wales: A Multi‐
Method Study,” Therapeutic Advances in Drug Safety 14 (2023):
20420986231154365.

33. M. L. Steele, B. Talley, and K. H. Frith, “Application of the SEIPS
Model to Analyze Medication Safety in a Crisis Residential Center,”
Archives of Psychiatric Nursing 32, no. 1 (2018): 7–11.

34. NHS England, Patient Safety Incident Response Framework
(NHS England, 2022).

35. A. Kuosmanen, J. Tiihonen, E. Repo‐Tiihonen, M. Eronen, and
H. Turunen, “Changes in Patient Safety Culture: A Patient Safety
Intervention for Finnish Forensic Psychiatric Hospital Staff,” Journal of
Nursing Management 27, no. 4 (2019): 848–857.

36. B. Gallego, M. T. Westbrook, A. G. Dunn, and J. Braithwaite,
“Investigating Patient Safety Culture Across a Health System: Multilevel
Modelling of Differences Associated With Service Types and Staff
Demographics,” International Journal for Quality in Health Care 24,
no. 4 (2012): 311–320.

37. S. H. Hamaideh, “Mental Health Nurses' Perceptions of Patient
Safety Culture in Psychiatric Settings,” International Nursing Review 64,
no. 4 (2017): 476–485.

38. A. Kuosmanen, J. Tiihonen, E. Repo‐Tiihonen, M. Eronen, and
H. Turunen, “Patient Safety Culture in Two Finnish State‐Run Forensic
Psychiatric Hospitals,” Journal of forensic nursing 9, no. 4 (2013):
207–216.

39. A. Slemon, E. Jenkins, and V. Bungay, “Safety in Psychiatric
Inpatient Care: The Impact of Risk Management Culture on Mental
Health Nursing Practice,” Nursing Inquiry 24, no. 4 (2017): e12199.

40. A. Vlayen, J. Hellings, N. Claes, H. Peleman, and W. Schrooten, “A
Nationwide Hospital Survey on Patient Safety Culture in Belgian
Hospitals: Setting Priorities at the Launch of a 5‐Year Patient Safety
Plan,” BMJ Quality & Safety 21, no. 9 (2012): 760–767.

41. J. Lauzière, C. Fletcher, and I. Gaboury, “Factors Influencing the
Provision of Care for Inuit in a Mainstream Residential Addiction

Rehabilitation Centre in Southern Canada, an Instrumental Case Study
Into Cultural Safety,” Substance abuse treatment, prevention, and policy
16, no. 1 (2021): 55.

42. K. R. Delaney and M. E. Johnson, “Keeping the Unit Safe: Mapping
Psychiatric Nursing Skills,” Journal of the American Psychiatric Nurses
Association 12, no. 4 (2006): 198–207.

43. T. Maguire, M. Daffern, and T. Martin, “Exploring Nurses' and
Patients' Perspectives of Limit Setting in a Forensic Mental Health
Setting,” International Journal of Mental Health Nursing 23, no. 2
(2014): 153–160.

44. R. Nathan, A. Brown, K. Redhead, G. Holt, and J. Hill, “Staff
Responses to the Therapeutic Environment: A Prospective Study
Comparing Burnout Among Nurses Working on Male and Female
Wards in a Medium Secure Unit,” Journal of Forensic Psychiatry &
Psychology 18, no. 3 (2007): 342–352.

45. J. Johnson, L. H. Hall, K. Berzins, J. Baker, K. Melling, and
C. Thompson, “Mental Healthcare Staff Well‐Being and Burnout: A
Narrative Review of Trends, Causes, Implications, and Recommenda-
tions for Future Interventions,” International journal of mental health
nursing 27, no. 1 (2018): 20–32.

46. P. Gander, K. O'Keeffe, E. Santos‐Fernandez, A. Huntington,
L. Walker, and J. Willis, “Fatigue and Nurses' Work Patterns: An Online
Questionnaire Survey,” International Journal of Nursing Studies 98
(2019): 67–74.

47. A. Ajalli, M. Fallahi‐Khoshknab, M. A. Hosseini, E. Mohammadi,
and M. S. Nir, “Explanation of Patient Safety Provided by Nurses in
Inpatient Psychiatric Wards in Iran: A Qualitative Study,” Iranian
Journal of Psychiatry and Behavioral Sciences 12, no. 4 (2018): 7.

48. A. Kanerva, J. Lammintakanen, and T. Kivinen, “Nursing Staff's
Perceptions of Patient Safety in Psychiatric Inpatient Care: Nursing
Staff's Perceptions of Patient Safety in Psychiatric Inpatient Care,”
Perspectives in Psychiatric Care 52, no. 1 (2016): 25–31.

49. A. Haines, A. Brown, R. McCabe, M. Rogerson, and R. Whittington,
“Factors Impacting Perceived Safety Among Staff Working on Mental
Health Wards,” BJPsych Open 3, no. 5 (2017): 204–211.

50. A. Albutt, K. Berzins, G. Louch, and J. Baker, “Health Professionals'
Perspectives of Safety Issues inMental Health Services: A Qualitative Study,”
International Journal of Mental Health Nursing 30, no. 3 (2021): 798–810.

51. J. Jones, P. Nolan, L. Bowers, et al., “Psychiatric Wards: Places of
Safety?,” Journal of Psychiatric and Mental Health Nursing 17, no. 2
(2010): 124–130.

52. G. Mezey, Y. Hassell, and A. Bartlett, “Safety of Women in Mixed‐
Sex and Single‐Sex Medium Secure Units: Staff and Patient Percep-
tions,” British Journal of Psychiatry 187 (2005): 579–582.

53. C. O'Neill, P. Heffernan, R. Goggins, et al., “Long‐Stay Forensic
Psychiatric Inpatients in the Republic of Ireland: Aggregated Needs
Assessment,” Irish Journal of Psychological Medicine 20, no. 4 (2003):
119–125.

54. C. A. Ireland, J. L. Ireland, N. S. Jones, S. Chu, and M. Lewis,
“Predicting Security Incidents in High Secure Male Psychiatric Care,”
International Journal of Law and Psychiatry 64 (2019): 40–52.

55. K. Berzins, J. Baker, M. Brown, and R. Lawton, “A Cross‐Sectional
Survey of Mental Health Service Users', Carers' and Professionals' Pri-
orities for Patient Safety in the United Kingdom,” Health Expectations:
An International Journal of Public Participation in Health Care and
Health Policy 21, no. 6 (2018): 1085–1094.

56. J. S. Mahoney, T. E. Ellis, G. Garland, N. Palyo, and P. K. Greene,
“Supporting a Psychiatric Hospital Culture of Safety,” Journal of the
American Psychiatric Nurses Association 18, no. 5 (2012): 299–306.

57. K. Stead, S. Kumar, T. J. Schultz, et al., “Teams Communicating
Through STEPPS,” Medical Journal of Australia 190, no. S11 (2009):
S128–S132.

9 of 11

 13652753, 2025, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jep.70080 by U

niversity O
f C

entral L
ancashire, W

iley O
nline L

ibrary on [19/05/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



58. D. P. Wood, R. Nathan, C. A. Robinson, and R. McPhillips, “The Art of
the Possible? Supporting a Patient Safety Culture in Mental Healthcare to
Maximise Safety,” Mental Health Review Journal 29, no. 1 (2024): 19–33.

59. L. Bowers, A. Simpson, S. Eyres, et al., “Serious Untoward Incidents
and Their Aftermath in Acute Inpatient Psychiatry: The Tompkins
Acute Ward Study,” International Journal of Mental Health Nursing 15,
no. 4 (2006): 226–234.

60. E. M. Dalton, D. Worsley, P. Krass, et al., “Factors Influencing
Agitation, De‐Escalation, and Physical Restraint at a Children's Hos-
pital,” Journal of Hospital Medicine 18, no. 8 (2023): 693–702.

61. S. K. Bentley, A. Meshel, L. Boehm, et al., “Hospital‐Wide Cardiac
Arrest In Situ Simulation to Identify and Mitigate Latent Safety
Threats,” Advances in Simulation 7, no. 1 (2022): 15.

62. J. A. Baker, K. Canvin, and K. Berzins, “The Relationship Between
Workforce Characteristics and Perception of Quality of Care in Mental
Health: A Qualitative Study,” International Journal of Nursing Studies
100 (2019): 103412.

63. L. Bowers and M. Crowder, “Nursing Staff Numbers and Their
Relationship to Conflict and Containment Rates on Psychiatric Wards—
A Cross Sectional Time Series Poisson Regression Study,” International
Journal of Nursing Studies 49, no. 1 (2012): 15–20.

64. L. Bowers, “Safewards: A New Model of Conflict and Containment
on Psychiatric Wards,” Journal of Psychiatric and Mental Health
Nursing 21, no. 6 (2014): 499–508.

65. L. Bowers, K. James, A. Quirk, A. Simpson, D. Stewart, and
J. Hodsoll, “Reducing Conflict and Containment Rates on Acute
Psychiatric Wards: The Safewards Cluster Randomised Controlled
Trial,” International Journal of Nursing Studies 52, no. 9 (2015):
1412–1422.

66. S. A. Knauf, A. J. O'Brien, and A. M. Kirkman, “An Analysis of the
Barriers and Enablers to Implementing the Safewards Model Within
Inpatient Mental Health Services,” International journal of mental
health nursing 32, no. 6 (2023): 1525–1543.

67. N. Kapur, S. Ibrahim, D. While, et al., “Mental Health Service Changes,
Organisational Factors, and Patient Suicide in England in 1997–2012: A
Before‐and‐After Study,” Lancet Psychiatry 3, no. 6 (2016): 526–534.

68. A. J. Card, J. R. Ward, and P. J. Clarkson, “Trust‐Level Risk Eva-
luation and Risk Control Guidance in the NHS East of England,” Risk
Analysis 34, no. 8 (2014): 1469–1481.

69. NHS Improvement, The Future of NHS Patient Safety Investigation:
Engagement Feedback (NHS Improvement, 2018).

70. L. A. Neal, D. Watson, T. Hicks, M. Porter, and D. Hill, “Root Cause
Analysis Applied to the Investigation of Serious Untoward Incidents in
Mental Health Services,” Psychiatric Bulletin 28, no. 3 (2004): 75–77.

71. M. Deshpande, J. M. A. Sinclair, and D. S. Baldwin, “Validity of Root
Cause Analysis in Investigating Adverse Events in Psychiatry,” British
Journal of Psychiatry 222, no. 4 (2023): 153–156.

72. C. A. Reilly, S. W. Cullen, B. V. Watts, P. D. Mills, D. E. Paull, and
S. C. Marcus, “How Well Do Incident Reporting Systems Work on In-
patient Psychiatric Units?,” Joint Commission Journal on Quality and
Patient Safety 45, no. 1 (2019): 63–69.

73. D. P. Wood, C. A. Robinson, R. Nathan, and R. McPhillips, “One
Size Doesn't Always Fit All: Professional Perspectives of Serious Inci-
dent Management Systems in Mental Healthcare,” Mental Health
Review Journal 29, no. 1 (2024): 34–47.

74. R. Nathan and K. Nathan, “A Novel Approach to Identifying Causal
Factors for Risk Events: Applying the Hazard and Operability Study
Methodology to Mental Health Services,” European Psychiatry 61 (2020):
283–589.

75. J. Svensson and J. Bergström, “Visualizing Healthcare System Var-
iability and Resilience: A Longitudinal Study of Patient Movements

Following Discharge From a Swedish Psychiatric Clinic,” BMC Health
Services Research 20, no. 1 (2020): 787.

76. J. E. Anderson, N. Kodate, R. Walters, and A. Dodds, “Can Incident
Reporting Improve Safety? Healthcare Practitioners' Views of the
Effectiveness of Incident Reporting,” International Journal for Quality
in Health Care 25, no. 2 (2013): 141–150.

77. N. Kodate, K. Taneda, A. Yumoto, and N. Kawakami, “How Do
Healthcare Practitioners Use Incident Data to Improve Patient Safety in
Japan? A Qualitative Study,” BMC Health Services Research 22, no. 1
(2022): 241.

78. T. A. Brickell and C. McLean, “Emerging Issues and Challenges for
Improving Patient Safety in Mental Health: A Qualitative Analysis of
Expert Perspectives,” Journal of Patient Safety 7, no. 1 (2011): 39–44.

79. A. S. Widge, J. Hunt, and M. Servis, “Systems‐Based Practice and
Practice‐Based Learning for the General Psychiatrist: Old Competen-
cies, New Emphasis,” Academic Psychiatry 38, no. 3 (2014): 288–293.

80. M. Michail and K. Witt, “Unleashing the Potential of Systems
Modeling and Simulation in Supporting Policy‐Making and Resource
Allocation for Suicide Prevention,” Crisis 44, no. 4 (2023): 261–266.

81. E. Munro, “Improving Safety in Medicine: A Systems Approach,”
British Journal of Psychiatry 185, no. 1 (2004): 3–4.

82. L. Lauge Andersen, “A Narrative Journey Into the Borderland of
Patient Safety: Toward an Expanded, Relational Concept of Safety,”
Qualitative Research in Medicine & Healthcare 7, no. 3 (2023): 11496.

83. D. Covington and K. Hines, “The Case for Zero Suicide in Health-
care,” European Psychiatry 48, no. S1 (2018): S359–S566.

84. G. Jayaram, “Root‐Cause Analysis,” in Practicing Patient Safety in
Psychiatry, ed. G. Jayaram (Oxford University Press, 2015), 137–149.

85. R. Lawton, R. R. McEachan, S. J. Giles, R. Sirriyeh, I. S. Watt, and
J. Wright, “Development of an Evidence‐Based Framework of Factors
Contributing to Patient Safety Incidents in Hospital Settings: A Sys-
tematic Review,” BMJ Quality & Safety 21, no. 5 (2012): 369–380.

86. A. Skinner, J.‐A. Occhipinti, Y. J. C. Song, and I. B. Hickie,
“Regional Suicide Prevention Planning: A Dynamic Simulation
Modelling Analysis,” BJPsych Open 7, no. 5 (2021): e157.

87. M. L. Rogers and T. E. Joiner, “Exploring the Temporal Dynamics of
the Interpersonal Theory of Suicide Constructs: A Dynamic Systems
Modeling Approach,” Journal of Consulting and Clinical Psychology 87,
no. 1 (2019): 56–66.

88. S. Chung, P. Hovmand, A. M. McBride, and T. Joiner, “Suicide Attempts
during Adolescence: Testing the System Dynamics of the Interpersonal
Theory of Suicide,” Journal of Adolescence 94, no. 4 (2022): 628–641.

89. “What Changes Following the Launch of the Patient Safety Incident
Response Framework in the English NHS? A Formative and Summative
Evaluation of the Implementation of a National Patient Safety Policy,”
NIHR Funding and Awards, accessed April 7, 2025, https://dev.
fundingawards.nihr.ac.uk/award/NIHR133742.

90. M. Rimondini, I. M. Busch, M. A. Mazzi, et al., “Patient Empow-
erment in Risk Management: A Mixed‐Method Study to Explore Mental
Health Professionals' Perspective,” BMC Health Services Research 19,
no. 1 (2019): 382.

91. K. Berzins, J. Baker, G. Louch, and A. Albutt, “A Qualitative Ex-
ploration of Mental Health Service User and Carer Perspectives on
Safety Issues in UK Mental Health Services,” Health Expectations 23,
no. 3 (2020): 549–561.

92. K. Berzins, G. Louch, M. Brown, J. K. O'Hara, and J. Baker, “Service
User and Carer Involvement in Mental Health Care Safety: Raising
Concerns and Improving the Safety of Services,” BMC Health Services
Research 18, no. 1 (2018): 644.

93. D. Newman, P. O'Reilly, S. H. Lee, and C. Kennedy, “Mental Health
Service Users' Experiences of Mental Health Care: An Integrative

10 of 11 Journal of Evaluation in Clinical Practice, 2025

 13652753, 2025, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jep.70080 by U

niversity O
f C

entral L
ancashire, W

iley O
nline L

ibrary on [19/05/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://dev.fundingawards.nihr.ac.uk/award/NIHR133742
https://dev.fundingawards.nihr.ac.uk/award/NIHR133742


Literature Review,” Journal of Psychiatric and Mental Health Nursing
22, no. 3 (2015): 171–182.

94. H. Gilburt, D. Rose, and M. Slade, “The Importance of Relationships
in Mental Health Care: A Qualitative Study of Service Users'
Experiences of Psychiatric Hospital Admission in the UK,” BMC Health
Services Research 8 (2008): 92.

95. L. Brierley‐Jones, L. Ramsey, K. Canvin, S. Kendal, and J. Baker,
“To What Extent Are Patients Involved in Researching Safety in Acute
Mental Healthcare?,” Research Involvement and Engagement 8, no. 1
(2022): 8.

96. P. Averill, C. Vincent, G. Reen, C. Henderson, and N. Sevdalis,
“Conceptual and Practical Challenges Associated With Understanding
Patient Safety Within Community‐Based Mental Health Services,”
Health Expectations 26, no. 1 (2023): 51–63.

11 of 11

 13652753, 2025, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jep.70080 by U

niversity O
f C

entral L
ancashire, W

iley O
nline L

ibrary on [19/05/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense


	Systems Thinking in Mental Health Patient Safety: A Narrative Review of Complex Adaptive Systems
	1 Introduction
	2 Aims
	3 Methods
	3.1 Eligibility Criteria
	3.2 Patient and Public Involvement

	4 Results
	4.1 Description of General Characteristics of Included Sources
	4.2 Patient Safety in the Mental Healthcare System

	5 Discussion
	5.1 Main Findings
	5.2 Implications for Patient Safety
	5.3 Strengths and Limitations

	6 Conclusion
	Acknowledgements
	Conflicts of Interest
	Data Availability Statement
	References




