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Abstract 

Effective leadership and a supportive organizational culture are integral for an authentic culture 

of quality and patient safety to develop. I aimed to understand the essential leadership 

competencies deemed necessary for the evolution of an organizational culture focused on quality 

and patient safety from the perspectives of frontline providers, including knowledge translation 

strategies developed to assist with implementation of the results. The primary inquiry question 

guiding this study was: “How might paramedic leaders foster a safe to fail culture in paramedic 

care environments for the purpose of quality improvement and patient safety?” Several 

leadership competencies were found to be related to ensuring the psychological safety of 

frontline providers. Effective leadership at all levels of an organization was highlighted as a key 

success factor in building a robust organizational culture focused on improving quality and 

safety for the patients served. 

Key words: leadership, quality of care, quality improvement, patient safety, paramedic, 

fair and just culture, culture of safety, organizational culture 
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Executive Summary 

Leadership is integral to successful healthcare careers and healthcare models have been 

developed (Dickson, 2010; Hargett et al., 2017; Vilches et al., 2016). In the course of their job 

roles, leadership is shown by paramedics (Batt, 2015; Mercer et al., 2018), yet is not a formal 

element of curriculum (Paramedic Association of Canada, n.d.); no paramedic leadership models 

were found in the literature review. Similarly, there were few sources available regarding quality 

improvement and patient safety in paramedicine (Bigham et al., 2011; O’Connor et al., 2021).  

The British Columbia Paramedic Association (n.d.) was a carefully chosen organizational 

partner. Action research engagement (Rowe et al., 2013) enabled the creation of new knowledge 

with frontline paramedics of all scopes of practice and years of service, employed by public and 

private services. Social media was used to recruit participants for two virtual research sessions. 

Session one had two participants, and session two had three participants, all from differing 

paramedic employers. The inquiry question at the core of this thesis was: “How might paramedic 

leaders foster a safe to fail culture in paramedic care environments for the purpose of quality 

improvement and patient safety?” Sub-questions of interest were:  

1. How might leaders effectively include frontline staff in decision making for improved 

care provision? 

2.  What does fair look like to frontline staff?  

3. How might leaders positively influence the psychological safety of staff in their 

organizations?  

4. What constitutes safe space, and how might leaders achieve its creation? 
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5. How might organizations balance the need for systemic improvement with 

organizational risk of liability? 

6. What leadership attributes are deemed necessary by staff in order to successfully 

embed a fair and just culture in a healthcare organization?  

Open coding analysis was confirmed with a second coding exercise by an inquiry team member.  

Six conclusions resulted from this research: 

1. The evolution of an authentic culture of quality improvement and patient safety in 

paramedicine must be approached as a component of overall safe organizational 

culture. 

2. Paramedics want to be recognized as professionals and seen as valuable members of 

the organizations in which they are employed. 

3. Leadership education and mentorship is an integral component of paramedic 

development throughout their career.  

4. Paramedics and patients need to have access to a formal reporting process and 

understand the process. 

5. Patient safety incidents reported must be reviewed using a system-based process that 

incorporates human factors theory and identifies organizational contributing factors. 

6. Consistent performance management must be implemented as a separate, but related, 

process to ensure the integrity of safety culture. 

In total, five recommendations have been developed for the British Columbia Paramedic 

Association to advocate for consideration by the paramedic industry: 
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1. Conduct a review of the National Occupational Competency Profile for the inclusion 

of non-technical leadership skills for all scopes of practice in Canada.  

2. Conduct a review of the National Occupational Competency Profile for the expansion 

of the terminology of “quality assurance” to encompass quality improvement, patient 

safety, and risk mitigation. 

3. Implement quality improvement, patient safety, and risk mitigation education for all 

paramedics in Canada.  

4. Implement quality improvement, patient safety, and risk management expertise into 

clearly defined roles within paramedic services.  

5. Implement formal incident management systems to gather data and inform 

improvement efforts through robust, standardized analysis. 

The BC Paramedic Association can advocate for revisions to the National Occupational 

Competency Profile (Paramedic Association of Canada, n.d.) and advocate for quality 

improvement and patient safety science as part of paramedic service delivery.  
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Chapter One: Focus and Framing 

Two weeks after my first child was born, my mother lost consciousness while she was 

holding him in her arms. I did what I would have done for anyone’s mother—I took my baby out 

of her arms and handed him to my father, asked him to phone 911, and started CPR when I could 

not find a carotid pulse. When the paramedics arrived, my mother was experiencing a cardiac 

arrythmia that they were not trained to identify nor authorized to treat. During the assessment 

and history gathering, it became clear that they recognized me from my work with their medical 

oversight agency. Despite that, they asked me to go to the hospital in the ambulance. On route, 

the paramedics declared a myocardial infarction and alerted the emergency department of our 

impending arrival. While in the emergency department overnight, my mother experienced vagal 

episodes, and a “code blue” was called twice. As an experienced respiratory therapist, I observed 

that during the second situation, no one was managing her airway. In what felt like an out-of-

body experience, I moved past the nurse giving medications, prepared the bag valve mask, and 

began to assist my mother with breathing. I remember a staff member aggressively questioning 

my presence, and the attending physician telling her to allow me to do what I had been trained to 

do as a respiratory therapist. To tell you this was not traumatizing would be a lie. It was also a 

defining moment in my career.  

In the weeks and months that followed, I adjusted to being a new mother while helping 

my parents adjust to a new lifestyle. We laughed, we cried, we remembered, and we celebrated. 

We also deconstructed that night, and in the process of healing, reconstructed it repeatedly. 

Admittedly, it likely changed a little bit each time, as we did, but the one thing that has not 

changed is the passion I gained for improving healthcare. While my mother has few remaining 
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cardiac issues, she experiences cognitive impacts daily. It is clear that there were aspects of that 

night that could have been done differently, more safely. The inquiry question at the core of this 

thesis was: “How might paramedic leaders foster a safe to fail culture in paramedic care 

environments for the purpose of quality improvement and patient safety?” Sub-questions of 

interest were:  

1. How might leaders effectively include frontline staff in decision making for improved 

care provision? 

2.  What does fair look like to frontline staff?  

3. How might leaders positively influence the psychological safety of staff in their 

organizations?  

4. What constitutes safe space and how might leaders achieve its creation? 

5. How might organizations balance the need for systemic improvement with 

organizational risk of liability? 

6. What leadership attributes are deemed necessary by staff in order to successfully 

embed a fair and just culture in a healthcare organization?  

My thesis goal was to explore leadership that is integral to an authentic culture of safety 

in non-hospital healthcare organizations. My organizational partner is the British Columbia 

Paramedic Association; their mandate includes working “cooperatively with all paramedic 

services and agencies to advance paramedicine provincially and nationally” (British Columbia 

Paramedic Association, n.d., para. 3). 
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Significance of the Inquiry 

At present, mandatory reporting of patient safety incidents in Canada is not required by 

all healthcare organizations. The Protecting Canadians from Unsafe Drugs Act (2014), also 

known as Vanessa’s Law, took effect in December 2019 after Royal Assent (Health Canada, 

2019). The intent was to increase medication and medical device safety in Canada by 

strengthening Health Canada’s ability to collect information and to enable timely, appropriate 

action when a serious health risk is identified. It is now mandatory for hospitals to report 

serious adverse drug reactions and medical device incidents to Health Canada.  

While Vanessa’s Law (2014) is excellent forward progress for the patient safety 

movement, it does not mandate the reporting of all incidents that occur, such as those that occur 

in prehospital care. It also does not stipulate a standard method of analysis by organizations, 

leading to threats of validity in the process of analysis and identified opportunities for risk 

mitigation in care provision being missed (Agency for Healthcare Reporting and Quality, 2019a, 

2019b; Parker, 2015). Vanessa’s Law also does not mandate reporting from primary care or 

paramedic care providers, despite risks being present in these environments (Panesar et al., 

2016). Without the requirement for national reporting, organizations providing care to patients 

collect and analyze incident reports voluntarily, without a national repository of data collected. 

Furthermore, staff can only be encouraged to report, which relies upon an embedded culture of 

safety. That said, doing so can also put the care provider at risk for an investigation and punitive 

measures, depending on the culture and method of analyzing incidents (Wolf & Hughes, 2008). 

In patient safety analyses, it has been repeatedly found that many issues impacting safe care are 

systemic in nature, but reporting of them can lead to individual scrutiny and disciplinary action 
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(Rogers et al., 2017; Siewert et al., 2019). Accountability often stops with the individual 

professional prior to a deep understanding of root causes, allowing underlying issues to continue, 

creating potential for further safety concerns (Agency for Healthcare Reporting and Quality, 

2019a; Parker, 2015; World Health Organization, 2020). In addition, organizational culture can 

be impacted negatively, as fear of reprimand and career limitation can diminish future reporting 

(Derickson et al., 2015). 

In an ideal future state where data-driven risk mitigation and quality improvement in care 

provision are the norm, robust reporting and standardized analysis of reported incidents would be 

expanded to include all organizations providing care, not only hospitals. Additionally, incident 

reports provided to professional colleges and employers for the purpose of improvement would 

be analyzed using an improvement lens first, rather than that of potential liability. This shift 

toward mandated reporting and analysis from healthcare organizations will require legislative 

changes, which can take decades to occur. While individual leaders do not necessarily have 

influence over legislative changes, they can influence the necessary cultural changes they wish to 

see within their own organizations (Beckhard & Harris, 2009) in the interim.  

Organizational Context and Systems Analysis 

The Canadian Institute for Health Information (2020) published comparable information 

for 30 groups of healthcare providers by province/territory in Canada. For each of these 30 

groups, the number of healthcare providers per 100,000 population was calculated. The total 

number of paramedics for provinces and territories with reported data is 35,384, which translates 

to 99.7 paramedics per 100,000 population. Data for 2019 were not available for all provinces or 

territories, but the reported data show the number of paramedics varies dramatically by province. 
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Manitoba reported the highest number of paramedics per 100,000 population, which was 277.3, 

while Ontario reported the lowest number of paramedics per 100,000 population at 62.8. The 

data did not differentiate the numbers of paramedics by individual scope of practice.  

Paramedic service infrastructure is integrated with provincial healthcare systems, but the 

specifics differ depending on the province. Provinces such as British Columbia and Alberta have 

integrated paramedic care provision under one provincially based system. However, some of the 

paramedic services are private companies contracted by the province to provide service. In 

contrast, the oversight for paramedic care provision in Ontario is the responsibility of the 

province, yet the operation of land-based paramedic services is the responsibility of over 50 

separate municipalities.  

The education for paramedic career preparation can be attained through private, college 

or university programs. Individuals trained in Canada who wish to be 

registered/licensed/certified as a paramedic must successfully complete an entry to practice 

examination. Six provinces utilize a standardized entrance examination delivered by the 

Canadian Organization of Paramedic Regulators, while the remaining four use their own 

provincial examination. If an individual has completed paramedic education outside of Canada, a 

preliminary assessment of their qualifications and educational credentials must be completed to 

ensure provincial regulatory requirements are met prior to employment (Canadian Organization 

of Paramedic Regulators, n.d.-a). As paramedics advance in their career, the opportunity to study 

for speciality scopes of practice such as critical care may be provided by organizations other than 

a community-based educational institution. 
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Five Canadian provinces have adopted a regulatory college for paramedics, enabling the 

use of a protected title. These provinces are Nova Scotia, New Brunswick, Alberta, 

Saskatchewan, and Manitoba (Canadian Organization of Paramedic Regulators, n.d.-b, para. 3). 

Self-regulated paramedics who provide care are required to meet annual expectations set out as 

bylaws by their respective college. Paramedics in British Columbia, Ontario, Prince Edward 

Island, Quebec, and Newfoundland and Labrador are regulated by the government (para. 3). As 

an example, Ontario paramedics are delegated to practice under the licence of a medical director 

(Ontario Ministry of Health, 2020, para. 6) who is employed by a provincial medical oversight 

agency known as a base hospital. The base hospital operates on behalf of the province to oversee 

care provision, provide continuing education, and perform quality assurance regularly (Ontario 

Ministry of Health, 2020, para. 7). At present, paramedics are not regulated in Nunuvut, 

Northwest Territories, or Yukon Territories (Canadian Organization of Paramedic Regulators, 

n.d.-b, para. 3).  

There are several paramedic scopes of practice currently in use in Canada: namely, 

Emergency Medical Responder, Primary Care Paramedic, Advanced Care Paramedic, and 

Critical Care Paramedic (Paramedic Association of Canada, n.d.-a). Paramedic positions are 

often affiliated with a trade union. Additionally, paramedics can choose to become a member of 

a provincial and national paramedic association, which is a separate entity from either their 

employer or their trade union. The British Columbia Paramedic Association is one such 

organization, with a mission “to advance the profession and its scholarly, academic, and 

professional practice within British Columbia and Canada” (British Columbia Paramedic 

Association, n.d., para. 1). Similarly, the Paramedic Association of Canada (n.d.-a) is a pan-
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Canadian organization that presently has a membership of over 20,000 paramedics (para. 2). The 

Association exists to promote quality and professional patient care through working relationships 

among organizations with similar interests, focused on protection of the public and development 

of the profession. 

Accreditation Canada is an example of an organization that exists to provide independent 

assessment against global standards of education and healthcare provision. Under the umbrella of 

the QMentum© Accreditation Program, Accreditation Canada (n.d.-b) has created standards for 

EMS and transport. In addition, there are other standards such as governance and leadership that 

apply to paramedic services seeking accreditation. Aligning with accrediting organizations such 

as Accreditation Canada is voluntary for the majority of Canadian paramedic services, and the 

participation varies across the country. 

Paramedics provide care using medical directives as well as adhering to operational 

policies set out by their employer and regulatory guidelines. In some areas, healthcare 

stakeholder collaborations have resulted in the development of local care standards in addition to 

the guidelines of care published provincially. Paramedics can provide care in a wide variety of 

environments, spanning aerial, urban and rural locations. As part of care provision, paramedics 

regularly interact with patients, families, paramedic partners, coworkers, call dispatchers, 

hospital staff, police officers, firefighters, and bystanders. When viewing these aspects 

collectively, the system of paramedic care provision in Canada is complex. 

As Vanessa’s Law (2014) does not pertain to many paramedic services and many do not 

ascribe to organizational assessment through an accreditation program, the adoption of quality 

improvement and patient safety science in paramedic services is not currently mandated. 
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Currently, the implementation of formalized quality improvement and patient safety programs in 

paramedic services is not consistent throughout Canada.  

The relationship map presented in Figure 1 was created to illustrate the various 

relationships within the system of paramedic care provision, starting with the paramedic in the 

centre of the diagram.  

Figure 1 

Relationships within the System of Canadian Paramedic Care Provision 
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Overview of the Thesis 

This study was focused on the leadership competencies deemed essential by frontline 

paramedic staff for the purpose of building an authentic fair and just culture of quality and 

patient safety. In speaking of creating safer healthcare environments, there is often discussion 

regarding psychological safety and fair and just cultures (Dekker, 2009; Dekker & Breakey, 

2016; Frankel et al., 2006), sometimes even ensuring it is safe to fail. My goal was to create new 

knowledge regarding the impact, enablers, and barriers to creating an authentically safe 

healthcare environment from the perspective of the participants engaged. In doing so, I am 

hopeful to inspire more conversations in organizations regarding the benefit of frontline provider 

input regarding complex, critical issues pertaining to the provider experience. Additionally, a 

goal was to inspire refined leadership practices, along with new policy that balances the needs of 

the organization, the patients served, and the important staff members providing care. As noted 

by Bodenheimer and Sinsky (2014), the positive engagement, rather than the negative 

frustration, of the healthcare workforce is of paramount importance in achieving the primary goal 

of the triple aim (Berwick et al., 2008, p. 759)—improving population health. Leaders and 

providers of healthcare should consider adding a fourth dimension—improving the work life of 

those who deliver care—to the three original goals of better care, better health, and lower costs. 

Frontline care providers, such as paramedics, who feel well supported by trusted leaders are 

more likely to speak up when issues arise that impact the safety of patients and the quality of 

care provision. 
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Chapter Summary 

The rationale for embarking on this research thesis has been described in this chapter. 

The current state of incident reporting, quality improvement, and patient safety in paramedicine 

in Canada was outlined, and a possible future state was suggested. In the following chapter, the 

literature review results will be discussed. 
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Chapter Two: Literature Review 

The results of a literature review linking (a) the elements of a just culture to the 

(b) adoption of healthcare standards of excellence, and (c) competent organizational and 

individual healthcare leadership to the evolution of a safe culture focused on quality 

improvement and patient safety is presented in this chapter. Much of the evidence pertaining to 

just culture, standards of excellence, and healthcare leadership relate to the provision of 

healthcare in hospital settings. However, the provision of healthcare by paramedics occurs in 

various environments, often outside of the usual bounds of a hospital. The sources for the 

literature review have been chosen to establish commonalities and linkages from hospital 

environments to paramedic care environments, supported by healthcare leadership theory. The 

development of the inquiry questions used in this research study was based in the application of 

safety science using the sources of evidence described in the literature review. 

The concept of a fair and just culture acknowledges that as human beings, we are capable 

of error despite the best of intentions (Dekker, 2009; Dekker & Breakey, 2016; Health and 

Safety Commission, 1993). Incorporating this concept into organizational culture creates a 

supportive environment in which health care providers feel safe to report when errors have 

occurred or incidents jeopardizing safety have been identified. In such a culture, failure is 

expected, and when it does, staff are safe to admit it without fear of retribution, alienation, or 

professional discipline (Derickson et al., 2015). Nurturing a fair and just culture in which 

employees are safe to fail requires conscious effort, enabled by competent leadership on the part 

of the organization and the individuals working within it (Dickson, 2010; Gabel, 2014; Hargett et 

al., 2017; Turner & Harder, 2018). The strategic implementation can be measured against 
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standards of healthcare excellence, which set minimum requirements for healthcare 

organizations focused on consistent excellent care provision. For culture and standards to result 

in positive change, leaders must be skilled and knowledgeable in each of these distinct areas.  

Just Culture of Safety 

The Health and Safety Commission (1993) defined safe culture to be: 

the product of individual and group values, attitudes, competencies, and patterns of 

behaviour that determine the commitment to and the style and proficiency of an 

organization’s health and safety programs. Organizations with a positive self safety 

culture are characterized by communications founded on mutual trust, by shared 

perceptions of the importance of safety, and by confidence in the efficacy of preventative 

measures. (p. 23) 

Building upon this definition, Dekker and Breakey (2016) defined an ideal just culture approach 

as one that acknowledges all employees can make mistakes, create shortcuts, and perform 

routine rule violations. The acknowledgment that human beings are inherently fallible and 

capable of making mistakes, despite the best of intentions, creates an environment in which it is 

safe to fail. It does not create an environment in which reckless behaviour is allowable. Reckless 

decision making is not tolerated in a just culture and can be delineated into human error, at-risk 

behaviour, and reckless action (Marx, 2001). The reality of organizational culture is often a stark 

contrast, with the focus aimed on learning about who did something wrong rather than 

determining what factors contributed to the incident occurring. This individual focus is perceived 

as punitive, can negatively impact culture, and has the potential to drive reporting of incidents 

downward. A more measured approach concerned with the concept of justice and involving staff 
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is considered more ideal for the evolution of safe culture (Dekker & Breakey, 2016). This is 

more complex to attain, however, and requires the involvement of both staff and patients in the 

process to be effective. Dekker and Breakey argued for three justice concerns when attempting to 

nurture an authentic just culture: (a) substantive justice, (b) procedural justice, and (c) restorative 

justice. 

Substantive Justice 

Substantive justice relates to the legitimacy and fairness of the rules, regulations, and 

processes within the system or organization. Rules, policies, and processes regarding work 

completed are most often developed by well-meaning individuals far removed from the work 

being done. Studies have shown that up to 30% of procedures are violated through adaptations 

and workarounds necessary to accomplish the tasks assigned (Dekker & Breakey, 2016). 

Employees who are regularly pushed to avoid or circumvent rules and policies to accomplish 

their work are doing so because of rules not being developed with their interests or knowledge as 

part of the process. In short, the policies and guidelines are not quite right for the reality of the 

job role. A punitive, or retributive, culture does not include elements of substantive justice, as a 

rule violation is not assessed for the understanding of how the actual rule contributes to the 

violation occurrence. Involving frontline staff in the development or revision of rules guiding 

their work can increase awareness of gaps between the expectation set by the rule and reality of 

the job role. This can create an increase in the legitimacy of the rules, policies, and guidelines 

that exist. Frontline staff are emotionally connected to the resulting rules, policies, and guidelines 

as part owners, increasing the probability of compliance. Additionally, the resulting rules, 
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guidelines, and policies will more appropriately reflect the realities of the job role and factors 

faced by frontline staff when utilizing them to provide care (Dekker & Breakey, 2016). 

Procedural Justice 

Procedural justice is related to the implementation of legitimate processes for 

determining what happened and whether the personal performance of the staff member was a 

component. This also includes built-in protections for the staff member, such as objective 

reviewers and the right to discuss or appeal the findings of the review. As argued by Dekker and 

Breakey (2016), “The presence of independent judges, with no personal stake or conflict of 

interest in the affair at hand, is one of the first virtues of a just regime” (p. 190). Retrospective 

review of care provided requires critical assessment and judgement regarding the decision 

making, procedural compliance, and appropriateness of treatment. This requires the reviewer to 

employ objectivity regarding the situation, failure points in the system, and the actions of the 

healthcare provider. The decision regarding who is chosen to perform the review becomes 

essential (Dekker, 2009) and must be defensible. This concept precludes managers with authority 

over frontline staff from performing this role, as there is likely to be “reputational, career-related, 

economic, or stakes in adjudicating an error or violation that happened on their watch” (Dekker 

& Breakey, 2016, p. 190). However, it is equally important that the review involve credible 

people with technical knowledge of the healthcare provider role to provide context and insight 

into the reality of the job and associated tasks (Dekker, 2013). 

Restorative Justice 

Restorative justice is an approach used to reinstate the staff member to their previous 

status and assist with healing of those involved in the incident. Restorative justice is based upon 
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each person impacted having an opportunity to share their perspective during the review or 

inquiry phase. Therefore, it requires inclusion of the staff members, patients, and community 

impacted to truly be effective. Embarking on restorative justice is often essential to rebuild the 

relationships impacted by the incident and allow trust to once again be fostered. Accountability 

is achieved by considering the perspectives of those involved and using the knowledge gained to 

set solutions in place to minimize the risk of recurrence, while acknowledging the work required 

to repair and rebuild damaged relationships. The learning that occurs and the accountability that 

is achieved by undertaking restorative justice is accomplished by “including processes of 

disclosure, confession, apology, repentance, and forgiveness” (Dekker & Breakey, 2016, p. 192). 

By virtue of seeking information from a wide variety of sources and providing an opportunity for 

rich learning about the impact and contributing factors that led to the incident occurring, this 

approach is more likely to identify more knowledge about the system and those working in it. 

For an authentic culture of quality improvement and patient safety to evolve, it is 

important to understand the requirements for creating safe environments where staff feel 

supported and safe to report issues without fear of reprisal (Beard et al., 2012). Derickson et al. 

(2015) empirically linked psychological safety with communication, citing evidence of the 

interconnectedness of the two concepts. Derickson et al. identified the themes of patient 

safety/care, supervisor approachability, and fear of retaliation as the main factors responsible for 

the distinction between psychologically safe and unsafe healthcare workplaces. In 

psychologically safe work environments, staff reported that workplace culture had a strong 

influence on willingness to speak up when necessary. High-quality peer relationships coupled 

with normalization of reporting potential and real risks to safety often determine whether staff 
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will communicate issues with leaders. This is an important insight, as it suggested that co-worker 

relationships also play an integral role in psychologically safe environments, rather than reliance 

on the leader-employee dynamic only. 

Derickson et al. (2015) also determined a lack of organizational response to issues raised 

created issues with the evolution of a psychologically safe workplace. Additionally, there were 

concerns over the anonymity and security of whistleblower protection, which were detrimental to 

a belief in an authentic culture of safety. Leonard and Frankel (2012) asserted that the systematic 

delivery of safe and reliable care requires an organizational culture that supports safety, 

continuous learning, and improvement. Further to this, they defined an effective leader as one 

who can support the evolution of culture by defining the goals and values of the organization and 

modeling the way for others in the context of providing safe care: “As culture is behavior over 

time, the adoption of consistent teamwork behaviors is a powerful mechanism to improve safety 

culture” (p. 5), and they highlighted approachability, clarity of purpose, a willingness to engage 

in critical conversations, normalizing debriefing with staff, a focus on continuous learning, and 

fairly holding staff accountable as critical attributes of leaders. 

In comparing the cultures of the flight, business, and healthcare industries to gain 

understanding on what constitutes a psychologically safe environment, Popper and Lipshitz 

(2000) determined that the attribute most apparent was the normalization of debriefing, 

regardless of organizational hierarchy, specifying the importance of this being “rooted in an 

atmosphere of issue‐orientation and accountability” (p. 2). In other words, the expectation of 

debriefing is to speak to the concerns rather than blaming the professional, all the while ensuring 

accountability is maintained if necessary. Turner and Harder (2018) defined psychologically safe 
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learning environments in the context of high-fidelity patient simulation for the purpose of nurse 

education. The definition provided by Turner and Harder is “a feeling or climate whereby the 

learner can feel valued and comfortable yet still speak up and take risks without fear of 

retribution, embarrassment, judgment or consequences either to themselves or others, thereby 

promoting learning and innovation” (p. 18). Leadership attributes that enable the creation of this 

environment are accessibility, approachability, respectfulness, an ability to provide constructive 

feedback while preserving the professional integrity of the learner, honesty, and an ability to 

adapt when necessary. Further to these attributes, Popper and Lipshitz asserted the importance of 

educational leaders ensuring the creation of safety through consistent structure, predictability, 

and keeping learners informed. 

Standards for Excellence 

Accreditation is the formal process of assessment against accepted standards pertaining to 

an organization. Individual standards exist for specific areas, which can be grouped as a set of 

standards guiding the quality of the entire organization. Under the umbrella of the International 

Health Professions Accreditation Outcomes Consortium, Frank et al. (2020) defined healthcare 

accreditation as “the process of formal evaluation of an educational program, institution, or 

system against defined standards by an external body for the purposes of quality assurance and 

continuous enhancement” (p. 4). Accreditation provides a recognized framework organizations 

can use to better manage resources, guide their journey of continuous improvement, and learn 

from others through global best practices (Council on Accreditation, n.d.; Frank et al., 2020). As 

a tool for improvement, accreditation has increasingly been considered as the preferred method 

to promote healthcare quality, both strategically and operationally (Shaw et al., 2010). Over time, 
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it has gained a reputation as a key driver for healthcare quality and patient safety focus, leading 

to overall organizational performance improvement (Braithwaite et al., 2010; Elnour et al., 

2014).  

Accreditation for paramedic services in Canada is possible, with standards written 

specifically for Emergency Medical Services and Transport (Accreditation Canada, n.d.-a). 

Additionally, paramedic services have access to the leadership and governance standards, which 

speak to minimum requirements for administrative, clinical, quality improvement, and patient 

safety leadership. The standards, when applied to a paramedic organization, provide a framework 

for implementing standardized, data driven quality assessment.  

By assessing the ability of an organization to meet minimum standards, accreditation can 

increase standardization in education, operation, and clinical practice, which can lead to 

improved patient outcomes and the development of a supportive organizational culture. Staff 

perceptions regarding the benefit the accreditation were favourable (Elnour et al., 2014), 

particularly with respect to overall general practice performance. While accreditation sets a 

recognized minimum standard for policies and program components necessary in the pursuit of 

excellence, it does not stipulate specific processes an organization implements to meet them. 

Successful use of accreditation as a tool for improvement is strongly dependent on the 

implemented program in practice and the characteristics of the organization being assessed and 

the culture of safety that exists (Elnour et al., 2014; Melo, 2016). Opportunities for improvement 

have been identified in patient safety indicators, specifically with the addition of indicators that 

require verifiable evidence to ensure the positive role of accreditation in improving general 

practice performance in quality and safety was maintained moving forward (Elnour et al., 2014; 
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Melo, 2016). Similarly, evidence directly linking how accreditation “might lead to improved 

quality of care, strengthen leadership culture and climate, and how these factors in turn might 

mediate accreditation performance” (Braithwaite et al., 2010, p. 19) is difficult to prove 

conclusively and warrants further study. 

Healthcare Leadership 

Beard et al. (2012), the Institute of Medicine Committee on Quality of Health Care in 

America (2001), and Reinertsen et al.(2008) have emphasized that leadership is essential to 

achieving goals related to quality care and patient safety. In healthcare, displaying leadership is 

expected from individuals at all levels of an organization, from the executive suite to those 

working directly with patients, regardless of where care provision occurs (Batt, 2015; Jennings et 

al., 2008; Mercer et al., 2018). Despite this assertion, settling on one definition of exemplary 

leadership in healthcare has proven difficult. 

Based on his research, Gabel (2014) asserted that all physicians take a leadership role at 

some point in their career—some exert influence in their practices and communities as informal 

leaders, and others hold formal leadership roles to which they are appointed or elected. Formal 

leadership by way of job title or hierarchy is limited in its influence, unless it is accompanied by 

a series of personal and interpersonal competencies that characterize both formal and informal 

leaders, which should be included in training programs (see Table 1).  
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Table 1 

Formal and Informal Leadership Competencies 

Informal and Formal Leaders Formal Leaders Informal Leaders 

Demonstrate a strong 

commitment to the values and 

principles of medicine and 

health care. 

Must master additional 

competencies in technical, 

financial, regulatory, and 

personnel aspects of their 

formal positions. 

 

Influence is based on expert, 

informational, or referent 

power (the power that derives 

from the personal qualities of 

the individual and his or her 

ability to become a reference 

point for others). 

Demonstrate a strong 

commitment to the mission of 

the organization. 

Influence is based on 

positional power, reward and 

coercive power, and (in some 

cases) expert and 

informational power. 

Referential power is also 

crucial for increased 

effectiveness. 

Have no appointed position 

or title that relates to the issue 

at hand and, therefore, have 

no authority based on 

position; reward and coercive 

power are minimized and, 

when used, are social, not 

material in nature. 

Demonstrate the ability to 

communicate their values and 

principles to others. 

Recognize formal 

organizational lines of 

authority, while also 

recognizing the importance of 

working collaboratively with 

informal leaders. 

Recognize organizational 

lines of authority and are able 

to work collaboratively with 

formal leaders. 

Demonstrate the ability to 

communicate directly and 

clearly, to listen, and to 

include others in problem 

solving. 

May have recognized clinical 

competence (which produces 

expert and informational 

power). 

Have recognized clinical 

competence. 

Demonstrate the ability to 

inspire and motivate others to 

share their commitment to 

principle-driven goals and 

objectives. 

 

Recognize that they receive 

rewards (e.g., social and 

material) when organizational 

goals are met and that severe 

consequences (e.g., loss of 

position) may occur when 

organizational goals are 

unmet. 

May or may not seek or 

accept a formal leadership 

role. 

 

 

Table 1 continued 
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Informal and Formal Leaders Formal Leaders Informal Leaders 

Demonstrate the ability to 

recognize others for their 

accomplishments and 

contributions and build 

relationships based on trust 

and genuine concern. 

 Will likely receive less 

recognition from others when 

organizational goals are met 

and face fewer consequences 

related to positional security 

if organizational goals are 

unmet. 

 

Demonstrate strong personal 

qualities of honesty, integrity, 

focus, and perseverance. 

  

Serve as a model for others, 

regardless of position. 

  

Demonstrate the ability to 

recognize differences in 

viewpoint, to negotiate 

differences, and to help 

resolve conflicts. Take pride 

in their own accomplishments 

and value the recognition of 

others, but do not require 

personal recognition for their 

mission-driven efforts. The 

latter is especially true for 

informal leaders, while only 

sometimes true for formal 

leaders. 

  

Note: Compiled from Gabel (2014). 

In 2006, the Health Care Leaders’ Association of British Columbia set out to develop a 

definition of exceptional health care leadership (Dickson, 2010). The result, now known as the 

LEADS in a Caring Environment capabilities framework (Dickson, 2010), identifies both 

management and leadership competencies deemed necessary to lead effective change in the 

Canadian healthcare landscape. The framework approaches leadership in a holistic way and 
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outlines competencies applicable to individuals in any position and stage of their career. The 

essence of the framework is the foundational concept of effective leadership being the result of a 

dynamic combination of three domains. Firstly, the “Being” (Dickson, 2010, p. 2), which 

encompasses who the individual leader is, including their values, their awareness of self, their 

personality and character, and their ability to manage themselves. The second domain of 

“Doing” (p. 2) relates to how the individual leader comports themselves when building 

relationships, developing partnerships, and engaging those around them to achieve 

transformational results (p. 2). The third domain is “Why” (p. 2), in which leaders choose to 

perform the roles they do, which can be comprised of their commitment to patients, health care, 

an organizational mission, or improvement and safety. The combination of these three domains 

lays the groundwork for effective leadership. This echoes the competencies determined by Gabel 

(2014), but provides greater insight into effectiveness by exploring the importance of personal 

values and character of the individual as an essential starting point.  

An integral difference that enables the LEADS in a Caring Environment capabilities 

framework (Dickson, 2010) to stand out during a discussion regarding healthcare leadership 

models is the level of detail regarding key aspects of each area of focus. Rather than simply 

creating a strategic model, each domain includes qualitative metrics to enable leaders to easily 

understand what each is comprised of and how best to achieve the essential elements. Each of 

these domains is explored in this section. 

Leads Self 

In this domain, leaders who exhibit self-motivation are aware of who they are, including 

their beliefs, their values, and their strengths and limitations (Dickson, 2010, p. 2). They practice 
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auto-accountability by taking responsibility for their own performance end capabilities. They 

continuously seek to develop themselves through ongoing learning and personal growth. Finally, 

they demonstrate character by modeling the way through integrity, honesty, transparency, and 

resilience. 

Engage Others 

Leaders who engage others do so in support of their achievement of personal and 

professional goals (Dickson, 2010, p. 2). They actively create environments that provide 

opportunities to meaningfully contribute to the organization and team. They demonstrate the 

ability to communicate effectively by actively listening and encouraging effective exchange of 

ideas. Finally, they aim to build effective teams through collaboration and cooperation. 

Achieve Results 

Leaders who are focused on outcomes can set direction and inspire those around them to 

achieve the goal by clearly and meaningfully setting expectations in alignment with the vision 

and values of the organization (Dickson, 2010, p. 2). They can integrate organizational strategy 

with evidence-based decision making to inspire achievement. They model the way by adhering 

to organizational values well focused on effective and efficient service. Finally, they use 

evidence gathered through evaluation to measure outcomes against the expectation and correct 

the course as necessary to ensure success. 

Develop Coalitions 

Leaders who can collaborate strategically create connections, trust, and shared mental 

models to affectively build and manage partnerships (Dickson, 2010, p. 3). They facilitate 

collaboration and cooperation to ensure effectiveness and efficiency. They are capable of sharing 
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knowledge effectively using multiple methods. Finally, they understand the political 

environment they work in and can work through conflict effectively. 

Systems Transformation 

Leaders who are systems thinkers use fact finding and analysis to define problems, create 

solutions, and improve process is within the system they work (Dickson, 2010, p. 3). They create 

cultures of continuous improvement and innovation. They seek information outside of their own 

system regarding best practices and emerging trends and they actively contribute to improving 

process is for service provision. 

The LEADS in a Caring Environment (Dickson, 2010) capabilities framework defined the 

qualities of leadership essential to drive positive change within Canada’s healthcare system. This 

change is deemed contingent on the effectiveness of individual leaders within the system. The 

framework empowers individual leaders to consistently improve themselves within the system 

they work; in this respect, the individual leader exerts enormous influence by virtue of their 

competence in their individual roles. Kouzes and Posner (2012) stated, “The instrument of 

leadership is the self, and the mastery of the art of leadership comes from the mastery of the self” 

(p. 337). Leaders within healthcare choose to become so, regardless of the title they espouse. 

This realization of empowerment is integral to building capacity within the healthcare system 

through the professional development of those within it.  

Similarly, Hargett et al. (2017) recognized that leadership is a necessary competency for 

healthcare providers. However, despite solid educational programming for medical schools, 

results found students were not exposed to leadership preparation to enable success in their 

upcoming roles. As a result, it was also found there was a perception of a lack of importance of 
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leadership. In contrast to the LEADS in a Caring Environment (Dickson, 2010) capabilities 

framework, Hargett et al. focused on an organizational model of healthcare leadership with 

respect to medical education. Through their study they sought to define a shared mental model of 

effective healthcare leadership, including the necessary support structure and leadership 

competencies. They found few healthcare leadership models available that represented the 39 

leadership attributes identified in the results. This resulted in the creation of a graphical model 

based on the core principle of patient centredness and integral competencies of integrity, 

teamwork, critical thinking, emotional intelligence, and selfless service (Figure 2).  

Figure 2 

The Duke Healthcare Leadership Model 

 

Note: ©2017 Dean C. Taylor, MD. All rights reserved. 

Hargett et al.’s (2017) study results emphasized emotional intelligence as the core 

competency upon which all others rely, earning a place at the top of the graphical model. 

Integrity and selfless service purposefully sit at the bottom of the model, asserting the 
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foundational importance of these competencies for successful leadership. Finally, critical 

thinking and teamwork surround and overlap the other competencies, visually representing the 

importance of their supporting role. 

Through the literature review, it has become clearer to me that achieving patient 

centredness is inherently linked to the concept of restorative justice (Dekker & Breakey, 2016). 

Consistent involvement of patients, family, and staff in the process of care review and 

improvement will create opportunities for shared learning, appropriate accountability, and deep 

trust enabled by leadership and collaboration. 

Leadership in the Paramedic Context 

The Paramedic Chiefs of Canada Leadership Competencies document (2016) outlines 

competencies deemed essential by a steering committee for leaders within the paramedic 

industry, defined into domains titled self attributes, leading others, and innovation (p. 7). Specific 

facets of leadership have been outlined for each domain that provide further insight into the 

enabling attributes for success in leadership roles. While the articulation of these domains sets a 

solid foundation for understanding necessary leadership competencies in paramedicine, the 

evaluation components for each attribute or overall competency are not defined.  

The National Occupational Competency Profile (NOCP) (Paramedic Association of 

Canada, n.d.-b) commissioned by the Paramedic Association of Canada outlines four integrated 

competency profiles that define the minimum competencies of paramedic and emergency 

medical responders within Canada. The importance of leadership knowledge for the primary, 

advanced, and critical care paramedic are identified in the NOCP. There is no evidence of the 

need for acquiring leadership competencies for any of the scopes of practice within the 
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document. Cooperation with quality assurance activities is documented as an integral skill set 

within the NOCP document, yet there is no mention of quality improvement or patient safety 

within the document. 

Johnson et al. (2018) asserted that four common elements contribute to many leadership 

models: (a) the leader, (b) the follower, (c) the operating context, and (d) common goals. These 

could be considered as a unique, dynamic equation and that each of those four elements are 

additives in effective leadership. Paramedic leaders seeking to be successful in their roles must 

consider how each of the elements relate to each other. If the paramedic leader can do this, 

regardless of the style of leadership that they adopt, it is suggested that they will be successful. 

This dynamic equation aligns nicely with the LEADS in a Caring Environment (Dickson, 2010), 

which could help ensure their success in the mastery of leadership. 

Mercer et al. (2018) highlighted frontline paramedics consider themselves informal 

leaders, employing these skills during scene calls, collaborating with other paramedics and 

healthcare providers, and in interacting with patients and their families. The quality of their 

leadership depends upon their skills and abilities, yet there is presently no formal expectation or 

leadership education for frontline paramedics. Further to this, Bennett et al. (2021) found that 

literature regarding the importance of non-technical leadership competencies in paramedicine 

and patient safety is increasing. The result of their literature review was an empirically based list 

of 26 non-technical skills specific to paramedicine. These skills include, but are not limited to 

integrity, leadership, emotional communication, empathy, and adaptiveness. 

Understanding that curriculum is often developed based on the NOCP (Paramedic 

Association of Canada, n.d.-b), there is a gap between the standard of knowing the importance of 
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leadership and gaining the necessary non-technical skills to become an effective situational 

leader. There is an opportunity to develop a paramedic leadership competency roadmap, which 

would enable frontline paramedics to develop personal mastery from the outset of their formative 

education, extending throughout their career.  

Patient Safety 

In a landmark publication, Reason (1990) published a detailed analysis of human error, which 

included a model for the dynamics of accident causation, now widely known as the “Swiss 

cheese model”. Underpinning the model is the premise of incident occurrence results from a 

combination of latent failures, psychological precursors, event triggers, and failure of the 

defenses built into the system.  

The model highlights latent failures at the managerial level exist well before the 

possibility for human error becomes a reality. As described by Reason (1990), latent errors are:  

[Those] whose adverse consequences may lie dormant within the system for a long time, 

only becoming evident when they combine with other factors to breach the system’s 

defences. . . . Latent errors . . . are most likely to be spawned by those whose activities 

are removed in both time and space from the direct control interface: designers, high-

level decision makers, construction workers, managers and maintenance personnel. 

(p. 173) 

In considering such important work in the context of this study, a logical extension of those 

professional groups named that do not have direct control would include paramedics providing 

care to patients in the field.  
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Almost a decade later, To Err is Human (Institute of Medicine Committee on Quality of 

Health Care in America et al., 2000) was published in the United States, outlining the impact of 

patient safety incidents, also known as medical errors or adverse events. Data collected and 

presented showed that a million people are harmed during their healthcare, and 98,500 people die 

annually. The Canadian Adverse Events Study (Baker et al., 2004) was later published in the 

Canadian Medical Association Journal. The study reviewed 3,745 charts (p. 1680) from 

hospitals in five provinces and reviewed the identified patient safety incidents. A total of 360 

patient safety incidents (p. 1683) were identified in 266 patient charts (p. 1681). The results were 

extrapolated using the national population, estimating that as many as 232,000 (p. 1684) 

experienced a patient safety incident and 24,000 Canadians died in the year 2000 from 

preventable patient safety incidents (p. 1684). Importantly, 37% of the patient safety incidents 

identified were determined to be preventable (p. 1678). 

In comparison to hospital-based patient care, paramedics perform patient care in adverse 

environments, both from the physical and the emotional perspective; this increases the risk of 

patient safety incident occurrence. Despite this, there is little evidence of the state of patient 

safety in paramedicine (Bigham et al., 2012; O’Connor et al., 2021). However, there is broad 

recognition that a culture of fear exists in paramedic services because of historical aggressive 

disciplinary action, delays in communicating with paramedics regarding retrospective chart 

review, and an emphasis on finding fault versus utilizing the process to identify system problems 

(Bigham et al., 2011).  

Participants identified and reached consensus on nine strategic priorities to improve 

patient safety in EMS (Bigham et al., 2011), three of which are integral to the creation of this 
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capstone project: The first priority was to make patient safety a corporate value within EMS 

organizations and the profession, the seventh priority was to examine literature from other 

disciplines with similarities to EMS for patient safety interventions that could be applied directly 

or with slight modification to the pre-hospital setting, and the ninth was to promote the 

identification and reporting of high-risk activities performed by paramedics through a culture of 

support and engagement of the providers, without fear of punishment, to focus attention on 

system issues rather than individuals. 

Likewise, Howard et al. (2019) identified organizational culture and the importance of 

effective and engaged leadership as integral components of successful implementation of a 

comprehensive quality system. The participants repeatedly noted historical stigma regarding 

previous failed or ineffective quality systems and the barrier this represents for future success. 

While knowledge regarding specific quality systems was relatively low amongst the participants, 

there was a strong understanding of their importance in the provision of safe, high-quality care. 

In comparison, Patterson et al. (2013) asserted that the goal of paramedic care is to deliver 

lifesaving care for people when they need it most, but doing so in a high-risk, fast-paced, and 

resource-limited environment creates threats to patient and provider safety.  

There is growing evidence that safety culture varies widely across EMS agencies. A poor 

safety culture may manifest as medication errors, provider injuries, and other poor outcomes for 

patient and provider. Patterson et al. (2013) described the successful EMS Champs Fellowship 

program, designed to educate paramedic leaders to improve safety for patients and providers. 

The method utilized emphasizes identification and elimination of errors, inefficiency, and waste 

in complex systems through process improvement and standardization, but little about the 
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implementation and maintenance of culture overall is discussed. Atack and Mayer (2010) 

conducted a study to identify key issues and provide guidance in the development of best 

practices in education, policy, and care provision. Sixteen volunteers participated in in-depth 

interviews, resulting in the identification of two major themes: (a) paramedic clinical decision 

making and (b) the focus and relationship of paramedics with mainstream health care. It was 

identified that for the progressive alignment of paramedic care provision with that of the greater 

health sector, change is required in both paramedic leadership structure and enabling paramedics 

to develop stronger clinical decision-making skills.  

The initial Canadian data continued to make the news for many years after the study was 

released, yet seemingly little impact has been realized (Baker & Black, 2015). The results of this 

study indicated that many individual organizations and health regions are addressing issues 

related to patient safety, and there are important lessons to be learned from these groups. The 

broader issues identified, however, are system wide and were found to be best addressed through 

policy change from health regions and government. There are ongoing opportunities to create 

supportive environments that enable implementing, sustaining, and spreading effective 

interventions; creating high-reliability organizations; and creating a culture that embraces safety 

(Baker & Black, 2015).  

Chapter Summary 

Setting of organizational standards for leadership, quality improvement, and patient 

safety was explored in the healthcare context and links drawn to the industry of paramedicine. 

Just culture was defined through the literature, and essential elements for the evolution of culture 

were discussed (Beard et al., 2012; Dekker, 2009; Dekker & Breakey, 2016). The literature 



QUALITY AND PATIENT SAFETY LEADERSHIP IN PARAMEDICINE 47 

review also revealed that leadership is considered integral to successful healthcare careers, and 

leadership models have been developed and implemented specifically for healthcare (Dickson, 

2010; Hargett et al., 2017). There were no leadership models found in the literature review 

specifically developed for paramedicine. Despite that, studies have found that paramedics 

consider themselves to be both informal and formal leaders, yet not all paramedics receive 

leadership education as a formative element of their training (Batt, 2015; Johnson et al., 2018; 

Mercer et al., 2018). An empirically based list of 26 non-technical skills deemed essential for 

paramedics has recently been developed and sets the stage to expand leadership curriculum in 

paramedicine (Johnson et al., 2018). Few sources were available regarding quality and patient 

safety in paramedicine, although two sources were integral to the creation of this thesis, as it 

outlined the need for capacity and capability within the industry (Bigham et al., 2012; O’Connor 

et al., 2021).  
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Chapter Three: Methodology 

Successful action-oriented research is an iterative process that begins with identification 

of a problem to be studied, follows through with the creation of a plan for study, taking action, 

collection and analysis of evidence, reflection on the results, and sharing the knowledge gained 

with others (K. J. Gergen & M. M. Gergen, 2015). In the context of this research project, these 

aspects created a methodological framework for engaging with frontline paramedics, beginning 

with the articulation of a plan for study with input from current paramedic providers. Action 

research engagement was the predominant methodology used to create this research study. 

Methodology 

The industry of paramedicine is evolving across Canada, and foundational documents 

such as the National Occupational Competency Profile (NOCP) (Paramedic Association of 

Canada, n.d.-b) are being revised. The time is ideal for deeper conversations about quality 

improvement and patient safety with respect to the job role and services provided. Partnering 

with a professional organization versus a specific employer increased the opportunity for social 

networking (Lipmanowicz & McCandless, 2014), cross-sectional knowledge gathering, systemic 

data gathering, and exploration of a community of practice with interest in quality improvement 

and patient safety. Engaging like-minded leaders within the organization enabled the 

implementation of this research and provided support for gathering information inclusive of 

diverse perspectives within the industry.  

System-wide action research is that which focuses on change at a macro level, such as an 

entire organization or government agency. Given the scale of system-based change initiatives 

researched utilizing this methodology, these projects have a political influence that smaller, 
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local-level projects may not. That said, the possibilities for learning and action at the 

organizational and system level increase exponentially as a large-scale initiative develops 

(Martin, 2008). A literature review completed by Braithwaite et al. (2007) returned few 

conclusive academic results regarding system-wide action research as a defined methodology, 

particularly in the healthcare sector. This was inclusive of tertiary education providers, 

professional education, and regulatory and registration bodies. However, action research is a 

methodology that has been utilized extensively and has provided insight into the value of 

undertaking research with this lens (Best et al., 2012; Koshy et al., 2010). Integral aspects of 

action research for gaining a better understanding of issues were defined through “participation, 

improvement, reform, problem finding, problem solving, a step-by-step process, modification, 

and theory building” (Koshy et al., 2010, p. 10). 

“Action Research Engagement (ARE)” (Rowe et al., 2013, p. 21) is a model that 

encompasses the engagement and alignment of stakeholders during action research, but does not 

culminate in organizational change nor evaluation. Studies undertaken using the ARE Model 

engage participants on leadership issues or opportunities, purposefully creating opportunities for 

dialogue, facilitate new and generative ideas regarding the issues being discussed, and enable 

participants to generate decision-making ideas on the future steps that could be taken.  

As the subject matter is relatively contentious in the industry, the choice of organizational 

partner was carefully considered. It was important to hear from paramedics across Canada, 

working for a variety of paramedic services and in as many scopes of practice as possible. As a 

result, a conscious choice was made to seek the perspectives of frontline providers regarding the 

challenges and opportunities across different areas of the country and begin to assess how this 
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information could inform the industry for future change. Engaging frontline staff outside of an 

employer/employee construct enabled the separation from potential ethical implications of 

participant involvement and allowed for engaged inquiry into the systemic identification of 

leadership qualities rather than one limited to a single organization. Exploration into the 

significance of leadership to paramedic care providers and the patients served and factors that 

impact the evolution of safety culture and contribute to the organizational cultures of paramedic 

organizations was enabled by the study design. Rather than a specific action-oriented change 

project with an evaluative component, the creation of new knowledge as the final component 

shared through various products and platforms was designed. The topic of a working group to 

inform knowledge mobilization was discussed with the organizational partner, and the decision 

was made to present the preliminary results of the study to paramedic researchers, with a request 

for input into knowledge projects deemed useful. 

Data Collection Methods 

With the aim of understanding the perspectives of frontline paramedics by highlighting 

their individual experiences, qualitative methods were determined at the outset of the study to be 

most appropriate to gather data. I solicited focus group input through facilitation of small-group 

sessions. As a tool for theory development, open-ended research questions were consciously 

written to evoke broad responses. When deemed necessary, additional probing questions were 

asked of the participants to elicit further detail (Sofaer, 1999). As I acted in the role of facilitator 

for both sessions, an attempt was made to limit additional questions and comments to minimize 

the possibility of researcher bias. The capacity of this research session was 24 participants, 

ensuring the ability to build rapport and enrich the discussions through small-group breakout 
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sessions. However, with the evolution of the pandemic and the increased workload pressure on 

frontline paramedics as essential care providers, a decision was made to host two research 

session dates to mitigate short notice cancellations due to competing priorities and increase 

participant numbers.  

The online video communication platform Zoom® was utilized in two separate sessions 

for approximately three hours each. A virtual World Café (Brown & Isaacs, 2006) method 

consisting of three segments of conversation was deployed using a liberating structure 

(Lipmanowicz & McCandless, 2014).  This portion of the research session was hosted for two 

hours, allowing 20 minutes per question posed to the groups, the first of which had two 

participants and the second of which had three participants. The additional hour of time was 

utilized for introductions, background of the project, group agreement, and closure. 

Liberating structures are simple, yet effective microstructures designed to build trust and 

relatability to participants and subject matter (Lipmanowicz & McCandless, 2014). Despite 

being small in nature, they quickly foster individual participation and enhance the interaction of 

groups by disrupting the usual methods of control to conduct meetings or presentations (p. 10). 

As part of the study design, a “Conversation Café” (p. 224) was chosen as the structure to 

discuss the primary and secondary research questions, and a second liberating structure method 

named “What, So What, Now What?” (p. 197) was chosen to discuss the future state of 

leadership and an authentic culture of safety. These were allotted 60 minutes, and the literary 

métissage method was allotted 60 minutes. The remaining 60 minutes was allotted as: 15 

minutes for introductions and welcome, two 15-minute breaks scheduled between methods, and 

15 minutes for closure of the group with thanks. 
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The two small groups were organized based on participant demographics to ensure 

diverse perspectives were represented. Aspects such as region or province of employment, years 

of experience, and scope of practice were considered to minimize homogeneity of participant 

perspectives. Participants were actively encouraged to engage in the discussions, ensuring 

experiences were shared from everyone in attendance. Some lulls in participation by individuals 

were gently corrected by requesting input specifically from them regarding the subject matter. 

Data collection occurred using Zoom® recording, ensuring that insights from each group were 

captured completely. The participants were advised of the recording during each session. 

Once the sessions were complete, the Zoom® recordings were converted to written 

transcripts using the Sonix® plug-in for Zoom®. The transcripts were reviewed for accuracy, 

and the names and identifiers of participants were removed to ensure anonymity of both person 

and place. In addition to the session recordings and resulting transcripts, I collected thoughts and 

personal notes in a journal, separated by date to ensure those generated from each individual 

session were segregated. During the data analysis phase, these notes were used as reference and 

informed analysis of the information collected from the participants.  

Participants 

In addition to interprofessional practice, “a robust, modern safety culture involves the 

closest possible partnership between management and frontline workers, where concerns can be 

shared freely, cooperation is total and where all interested parties must agree that the best 

possible system is in place” (Berger, 2020, para. 1). Elimination of barriers through integration 

of diverse participants who challenge the status quo within the industry holds great promise for 

unlocking secrets to improved communication, interdisciplinary learning, improved collegiality, 
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and improvement in quality of the care provided. I sought to undertake this by recruiting 

frontline paramedic staff from multiple services across the country. Purposeful sampling was 

used to diversify the participant cadre, to enrich the perspectives and transcend local nuances in 

favour of system-level knowledge to be shared. Purposive sampling is a method in which 

researchers rely on their own judgment when choosing members of the population to participate 

in their study, enabling the choice of participants who distinctly meet the inclusion criteria and 

broaden the perspectives represented in the study (Lewis-Beck et al., 2004). 

Canadian paramedics from all scopes of practice were included and ensured 

representation from a variety of experience levels (i.e., less than five years, five to ten years, over 

ten years). Advertisement occurred using a graphical poster distributed (Appendix A) through a 

variety of social media means—Twitter, Facebook, and LinkedIn—utilizing the power of social 

networking to spread the word of the study. The inclusion criteria were listed in the study 

advertisement, as well as the exclusion of paramedics holding supervisory, management, Deputy 

Chief, and Chief roles. 

Selection of participants was done manually to ensure that a variety of scopes of practice 

and years of experience were represented in the study. Review of the interested participants was 

done to assure the inclusion and exclusion criteria were met. There were 53 interested 

participants; six interested participants were excluded as per the exclusion criteria, leaving 47 

possible participants. These 47 potential participants were emailed to confirm interest in 

participating, and 10 people confirmed their interest.  

Over the course of two separate research sessions, five participants were included in this 

study. The participants, three females and two males, were from three different provinces: 
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Alberta, Ontario, and Manitoba. Three participants worked for municipal-based, publicly funded 

paramedic services, and two participants worked for a private, profit-based paramedic service. 

All five participants worked for different paramedic services. The years of experience for 

participants included < 5 years, 5–10 years, 10–14 years, and > 15 years (see Table 2). The 

scopes of practice represented were primary care paramedic, advanced care paramedic, and 

critical care paramedic. 

Table 2 

Number of Participants by Years of Experience 

Number of Participants Years of Experience 

2 < 5 years 

1 5–10 years 

1 10–14 years 

1 15 years or more 

 

Inquiry Team 

To ensure support for this research project and incorporate diversity of opinion, an 

inquiry team was assembled. A collaborative inquiry team of three people was assembled to co-

create, review, make suggestions for positive project improvements, and analyze gathered data in 

collaboration with me as the principal investigator. The team consisted of a frontline paramedic 

working for a land paramedic service, a frontline paramedic working for an air paramedic 

service, and a paramedic educator. The group was chosen based on their work toward high-

quality paramedic care in the past, contributing to the improvement of the industry. One team 

member has master’s preparation in healthcare quality and patient safety. Another team member 
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has experience as an adult educator keenly focused on high-quality, impactful curriculum 

supported by evaluation metrics. The third team member has consistently shown a passion for 

improvement throughout their paramedic career and has now been admitted to medical school. 

Inquiry team members were made aware of the details of their support role in a letter requiring 

their signature (Appendix B).   

The role of inquiry team members included providing advice on the relevance and 

wording of questions and letters of invitation, supporting the logistics of the data-gathering 

methods, including observing, assisting, and facilitating the online focus group, taking notes, 

transcribing, and reviewing analysis of data. In the course of these activities, inquiry team 

members were privy to confidential inquiry data and, as such, were mandated to sign a 

confidentiality agreement prior to volunteering (Appendix B). 

Study Conduct 

Large, complex system-based projects require researchers to recruit and collaborate with 

multiple stakeholder groups to ensure that a representative cross section of the entire system 

(Martin, 2008). The complexity of the system being studied may impact the evolution of an 

action research project in unpredictable ways such as unforeseen barriers to manage as a study 

progresses. With vast cultural and community differences represented in a large, complex 

system, researchers may need to navigate differences in class, race, and economics (Martin, 

2008). If managed well in a safe setting, the generative learning may transcend the goals of the 

project to include a greater understanding of the challenges faced by participants as a result of 

inequity, bias, and marginalization. Poorly managed, these important differences could lead to 

resentment, disengagement, or derailing of the entire project. 
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Exploring system-wide action research through the lenses of interprofessional learning 

and interprofessional practice, Braithwaite et al. (2007) asserted that undertaking co-generative 

learning carries the potential to eliminate professional barriers, commonly known in the industry 

as “silos.” This is possible through the creation of common philosophies, languages, 

perspectives, and values, further enabling the transfer of knowledge and skills across disciplines. 

Additional benefits highlighted are enhanced communication and trust amongst interdisciplinary 

team members, which is believed to contribute to safer, higher-quality care for patients, and 

improved morale within the community.  

Participants interested in enrolling in the study were asked to provide their contact 

information, scope of practice, years of service, province of employment, and to confirm meeting 

inclusion and exclusion criteria. This information was collated in a password-protected 

spreadsheet housed on my personal computer, which was enabled with biometric security access.    

Interested participants were initially asked to confirm their interest in moving forward 

with the study, which was done using a standardized email template (Appendix C) in all cases. 

Participants were made aware of the existence of inquiry team members in a Research 

Information Letter (Appendix D), which was included with the initial email to participants who 

met the inclusion criteria. Additionally, participants were informed of the purpose of the study, 

given information regarding the organizational partner, possible benefits and risks of 

participating, conflict of interest, confidentiality, data storage, and the process for withdrawing 

from the study (Appendix D). 

To secure more participants for the study, text messages offering the opportunity to 

participate were sent to those who had not responded by email. Two separate research session 
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dates were scheduled, and consent forms (Appendix E) provided to those interested by email 

with the Zoom® meeting link. Consent form completion and return was requested prior to the 

research session dates to ensure all participants were informed regarding details of the study 

purpose, inquiry team, methods of data collection, and intention to record the individual sessions. 

Withdrawal from the study could occur at any time, including while participating in the 

study sessions. Prior to the scheduled study session, opting out was requested to be completed by 

email. During the study sessions, participants were made aware that they could opt out using the 

private message function in Zoom®, and assurance was provided that contact would be made 

with them after the session to ensure well-being and determine the need for support.  

Prior to engaging in the discussions, participants were presented with an agenda outlining 

the methods to be used and time required to complete (Appendix F). The desired principles of 

engagement for the session were presented in the form of a group agreement (Lipmanowicz & 

McCandless, 2014; see Appendix G). The principles of engagement for the discussions were 

presented in writing and verbally. The intent was to set a positive tone that would enable a safe 

environment for honest discussions. As I was engaging participants I had no relationship with, it 

was important to me to ensure everyone felt as safe as possible in the forum, as I was asking 

them to speak their truths and show vulnerability with an entirely new group of people. The 

subject matter dug deeply into some sensitive issues, and there was little time to build a trusting 

relationship prior to engaging in the discussions. For these group discussions, the participants 

were presented with a list of items to include in the group agreement for small group engagement 

(Appendix G). 

• Suspend judgement as best you can; 
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• Respect one another; 

• Seek to understand perspectives rather than persuade; 

• Invite and honor diverse opinions; 

• Speak what has personal heart and meaning; 

• Aim for honesty and depth; and 

• Try not to monopolize speaking privileges. 

When using liberating structures (Lipmanowicz & McCandless, 2014), each structure is 

described by a single sentence. As concepts or projects become more complex, there is a need to 

connect multiple liberating structures together to strengthen the design; these sentence sequences 

are called strings. A virtual conversation café (Lipmanowicz & McCandless, 2014), with 

capacity for 24 participants, was the first element in a string of methods. However, as the five 

participants were recruited from across the country, each of whom worked for a different 

paramedic service, they were unfamiliar with each other, a conversation café was chosen to 

enable rich discussion and collaboration. This laid the groundwork for trust and generative ideas 

regarding leadership (Lipmanowicz & McCandless, 2014). The plan was to divide participants 

into four groups of six participants each to gather data regarding the sub-questions of interest, 

totalling two hours of time. However, the small participant number enabled only one small group 

per session rather than four. Once this was completed, the “What, So What, Now What?” 

liberating structure (p. 197) was utilized to highlight the current state and create brave space for 

discussing what is possible in the future with respect to leadership. This method was added to the 

string after the conversation café to further build trust through a shared experience and create 

opportunities for shared learning. Enabling the participants to gain an appreciation of the history 
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of leadership within the industry and an opportunity to experience the potential of future 

possibility proved to be important for sharing of lessons learned and inspiring positive action 

(Lipmanowicz & McCandless, 2014).  

The final method of the sequence was planned to include a literary métissage, chosen to 

weave new knowledge and diverse perspectives into a co-created poetic word product (Bishop et 

al., 2019). Métissage, from which the Canadian word Métis is derived, is a creative method that 

enables the possibility for writing and telling creation stories autobiographically, stories which 

are rooted in history and experience, but can also conceive progress toward a desired reality 

(Chambers et al., 2008). This method was to begin using a provided prompt such as “Fair and 

Just leadership creates…,” and the participant responses woven together in a group exercise, 

culminating in the creation of a participant-driven poetic word product. To capitalize on the trust 

built from the first two methods in the sequence, this method is strategically placed at the end, 

allowing time for participants to become comfortable as a group and with the process of co-

creation. The entire process was planned to be replicated on a second date with a different group 

of 24 participants.  

The first participant group was much smaller than intended, and it was thought the 

Métissage method (Chambers et al., 2008) may fail if implemented. As a result, this method was 

removed from the sequence for the first session. To preserve the integrity of the decision, the 

method was also removed from the sequence for the second research session, and therefore, there 

are no arts method results to share for the study. 
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Data Analysis and Validity 

Trustworthiness, as posited by Lincoln and Guba (2013), is the qualitative equivalent for 

reliability, validation, and objectivity. In essence, the trustworthiness of study equates to the 

overall quality of the study completed. According to their work, trustworthiness is achieved by 

credibility, transferability, dependability, and confirmability in qualitative research. Credibility 

corresponds to the confidence of the data collected and may be established by the length of the 

study or various methods to confirm the accuracy of the data, such as triangulation or member 

checking (Arora, 2017; Lincoln & Guba, 2013). Transferability is the concept that a qualitative 

study provides sufficient information to enable the reader to determine the applicability of this 

research to their environment or situation. Dependability is concerned that the findings and 

conclusions of a study were determined through methods or processes considered to be 

dependable in nature. Finally, the concept of confirmability is concerned with the ability to 

confirm the findings through such processes as an audit or triangulation. 

In addition to writing personal notes during the research sessions, I recorded each session 

through Zoom®. Subsequently, the Sonix transcription plugin was used to transform the audio 

recording to typed transcripts of the two separate research sessions. In doing so, I created 

multiple layers of data collection, increasing the transferability and dependability of the 

information collected. I initially reviewed the raw data from each individual research session for 

familiarization, accuracy, and grammar (Spencer et al., 2003); during the review, names of any 

participants were changed to Participant 1, Participant 2, and more as needed, and identifiers 

such as geographical location and employer details removed. The credibility of the data collected 

was tested by requesting the participants review the raw, anonymized data to ensure accurateness 
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prior to beginning the process of theming. This process was used to ensure that the raw data 

collected from the participants were representative of their input and perspectives (Arora, 2017; 

Lincoln & Guba, 2013). 

Manual analysis was chosen in lieu of automated thematic analysis and qualitative data 

analysis to preserve the richness and emotional content of the participants’ input. Manual open 

coding was performed using highlighters of multiple colours, enabling the evolution of codes to 

develop from the raw data review line by line using both transcripts (Spencer et al., 2003). A 

preliminary framework was constructed using themes and sub-themes developed from the data. 

An example of the themes developed is “leadership competencies,” and sub-theme examples 

include “empathy,” “compassion,” and “knowledge”. At the completion of the creation of 

themes and sub-themes, the transcripts were once again reviewed, and the sub-themes and 

themes grouped together.  

The raw, anonymized data transcripts were subsequently shared with an inquiry team 

member, and an independent analysis of the data was completed to ensure consistency and 

confirm the findings. The themes generated and associated quotations from the transcript were 

provided to me in an Excel spreadsheet. As I completed the initial analysis with open coding on 

paper, the second method used by my inquiry team member differed from that of the original 

analysis. Despite two separate versions of coding completed, the overall themes in both versions 

were in alignment and confirmed.  

Once the manual coding and theming was completed, the transcripts were uploaded to 

NVivo® software. Using the codes generated from the manual process previously completed, the 

AutoCode feature embedded within the software was used for the transcripts of both individual 
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research sessions. This was undertaken as an additional measure to ensure trustworthiness of the 

manual coding previously completed. The coding process completed using the software 

replicated many of the codes generated during the manual process, yet lacked the specificity and 

richness I originally perceived in the initial two rounds of coding. 

Building upon the themes and sub-themes, overarching findings were developed relating 

to leadership in both the organizational and individual contexts. Results of the literature review 

were reviewed for supporting evidence, and additional sources were sought out based on the 

findings of the study. These will be presented in chapter four with associated conclusions.  

Ethical Implications 

When conducting research, there is a duty to “protect the life, health, dignity, integrity, 

right to self determination, privacy, and confidentiality of personal information of research 

subjects” (World Medical Association, 1964/2018, para. 9). The study was designed with the 

principles of respect for person, concern for welfare, and justice taken into consideration 

(Canadian Institutes of Health Research, Natural Sciences and Engineering Research Council of 

Canada, and Social Sciences and Humanities Research Council of Canada, 2018). While it is 

impossible to completely anonymize the participants in the group, enabling participants to 

modify their name on Zoom® and leave the camera off if they felt more comfortable added to 

the anonymization. Additionally, anonymization of the data generated was of utmost importance 

to ensure the information collected cannot be attributed to individual participants or 

organizations. Given the nature of the discussions, there may be difficulty created for individual 

participants if their input was made public. Recorded Zoom® sessions were stored on an 

encrypted storage device to protect access. There could be the possibility of discipline or career 
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limitations because of input being identified by or to an organization, especially if the participant 

works for an organization that does not have a resilient or supportive culture. As such, a 

declaration to uphold the confidentiality of the participants and the discussions was implemented 

as an aspect of the informed consent process prior to conducting this research. 

Discussing leadership attributes, patient safety incidents, and quality improvement may 

negatively impact participants if they have experienced post traumatic stress incidents linked to 

these subjects. There may be impact of vicarious trauma or secondary trauma from involvement 

in patient safety incidents in the past (Sabin-Farrell & Turpin, 2003). Participants were briefed 

during the introduction that this may be a possibility and made aware that they were able to 

withdraw at any time and supports such as EAP contact information would be made available if 

necessary. Additionally, a separate private virtual breakout room was created during the research 

sessions to allow for safe space for participants to use for discussions if desired.  

As a consultant working for the Institute for Safe Medication Practices Canada to create 

and deliver paramedic-driven medication safety curriculum, I had a potential conflict of interest 

to declare. Similarly, as a consultant with a paramedic-owned consulting firm that performs work 

with accreditation and quality improvement created a potential conflict of interest. These were 

identified on the consent form (Appendix E) provided to participants at the outset of the research 

component and reiterated during each research session.  

Chapter Summary 

In this chapter, I outlined the qualitative methodology used for this research study. Three 

methods were integrated into the design to explore the primary and secondary research questions 

and to enable all participants to share their personal experiences and deepen the richness of the 
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discussion. The final method, a literary métissage, was abandoned due to the small number of 

participants. While this was disappointing, the first two methods provided ample data for 

analysis, and the findings and conclusions are presented in the upcoming chapter.  



QUALITY AND PATIENT SAFETY LEADERSHIP IN PARAMEDICINE 65 

Chapter Four: Findings and Conclusions 

I conducted this study to determine the perspectives of frontline paramedics to answer the 

principal research question: “How might paramedic leaders foster a safe to fail culture in 

paramedic care environments for the purpose of quality improvement and patient safety?” Six 

sub-questions of interest posed to the participants to establish richness were:  

1. How might leaders effectively include frontline staff in decision making for improved 

care provision? 

2.  What does fair look like to frontline staff?  

3. How might leaders positively influence the psychological safety of staff in their 

organizations?  

4. What constitutes safe space and how might leaders achieve its creation? 

5. How might organizations balance the need for systemic improvement with 

organizational risk of liability? 

6. What leadership attributes are deemed necessary by staff in order to successfully 

embed a fair and just culture in a healthcare organization?  

I conducted two separate sessions for data collection with paramedic participants from 

across Canada. In conducting this research during pandemic, two separate sessions were deemed 

important for enabling participation from a diverse group of paramedics by taking competing 

priorities into consideration and providing more than one session opportunity. 

In this chapter, I will confirm the study design and outline the details of the participant 

group for each method used to create the overall sequence of order. The aims of this study and a 

thematic overview of the findings determined using the data collected from participants during 
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the research sessions will be discussed. The study conclusions as well as the scope and 

limitations of the inquiry are also presented. 

Study Findings 

A World Café (Brown & Isaacs, 2006) method consisting of three segments of 

conversation were deployed using the liberating structure (Lipmanowicz & McCandless, 2014, 

p. 197) of “What? So What?” and Now What?” The primary and some secondary research 

questions were asked during these segments to gain an understanding of the current state of 

quality and patient safety leadership within the industry of paramedicine and enable comparison 

to an envisioned future state supported by the literature review. The participants were made 

aware that they were able to modify their names on the Zoom® platform and were welcome to 

leave their video off during the research session to minimize the possibility of identification. All 

participants opted to present their first names only, and one participant opted to proceed without 

video. The session transcripts were redacted, and each speaker name was systematically changed 

to Participant 1 to Participant 5.  

Of the 10 people who originally responded positively to participating, five people 

participated in the two separate research sessions. Session one was comprised of two  

participants and session two was comprised of three participants. The data I gathered during 

these discussions informed the findings of the study. The discussion topics varied widely, and the 

five themes became clear: (a) organizational culture, (b) staff wellness, (c) leadership 

competencies, (d) system-based incident review, and (e) accountability. The themes identified 

were confirmed in collaboration with those identified by an inquiry team member through a 

separate content analysis. Six findings were identified as a result of the analysis of the data: 
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1. An authentic fair and just culture cannot evolve separately from the evolution of 

overall organizational culture. 

2. Feeling supported and well cared for by the organization is important for staff. 

3. Paramedic leadership is perceived to be comprised of non-technical skills in addition 

to technical or subject matter expertise, which need to be cultivated over the course of 

a career. 

4. Incident management systems are not always in place for paramedics to report patient 

safety incidents. 

5. There is a lack of system-based review of patient safety incidents reported.  

6. Accountability for personal performance factors is appreciated by frontline staff. 

Finding 1: An Authentic, Fair, and Just Culture Cannot Evolve Separately from the Evolution 

of Overall Organizational Culture 

The first question asked of the participants was: “What does Fair and Just look like to 

you?” This led to discussion primarily regarding organizational culture. The study results did not 

indicate that any of the participants worked for organizations that have implemented a strategy 

regarding a just culture, although some participants were familiar with the term based on the 

paramedic service they are employed with.  

When reflecting on the elements of a fair and just culture, concerns regarding job security 

and fear of reprisal were mentioned by four out of five participants. Participant 1 stated, “People 

want to be paid fairly; they already feel like they’re not being treated fairly.” Additionally, the 

same participant stated, “There are times where fatigue is a major concern, and people 

sometimes have a bit of fear of saying anything because it can affect actually hiring at stations, at 
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the smaller stations, and so everybody’s fighting for shifts.” This was confirmed by Participant 2, 

who was employed in a different province, sharing an experience whereby concerns over fatigue 

during care provision were addressed only after significant harm occurred during care provision. 

Participant 5 noted that they “have a couple co-workers that are terrified to say when they make 

a mistake” and prefer to speak to co-workers rather than a manager or leader about the incident, 

citing trust as being stronger amongst colleagues than between staff and leadership. Participant 4, 

a paramedic working for a private company, stated, “Finger pointing(is) a little bit quicker to 

happen there, because it affects bottom lines, and it affects profits and it affects employability 

and work going forward.”  

Finding 2: Feeling Supported and Well Cared for by the Organization is Important for Staff  

Enabling paramedics to focus primarily on patient care was an element of discussion 

during the research sessions. It was noted that in some paramedic organizations, non-clinical 

duties are expected of frontline paramedics. This research indicated that this also eliminates 

many opportunities to rest and recharge during a shift. Participant 5 stated that there have been 

experiences where a 15-minute break was on the horizon between duties: “We could have sat 

down and put our feet up and just re-centred ourselves, but that 15 minutes that we could have 

been using to reset ourselves gets taken away because we’re running errands for management.” 

Additionally, physical wellness as an element of overall safety was represented in the 

research discussions. Participants discussed at length that paramedics regularly experience 

physical and emotional exhaustion, and their own physical needs are seen as secondary 

compared to the requirements of the job. Participant 4 stated,  
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I hope that I’m never at that point of exhaustion where medication errors can occur, but 

I’ve definitely been exhausted and had a really hard time functioning to the best of my 

ability and providing the level of care that I would want to receive, [that] I would want 

my loved ones to receive. 

While it was acknowledged that this is sometimes necessary during care provision, assigned 

logistical tasks add to the burden and cognitive load rather than helping lighten it. Participant 5 

shared a personal experience whereby “there are days where I don’t even want to come to work 

because I’m still exhausted from everything else on my plate that has been thrown at me besides 

being a paramedic.” During a discussion regarding lunch and rest breaks, Participant 5 stated that 

in “EMS, you live on a gas station beef jerky.” Participant 4 then shared a personal experience: 

I’ve really made good friends with the things from the grocery store that are canned and 

don’t need to be reheated. And I can just have a pile of those in my bag, and they have 

got a lot of sodium, but at least it’s carbohydrates and protein that can keep me alive. 

The topic of gender-based oppression surfaced when speaking about psychological safety 

in one of the research sessions. Participant 1 stated, “I have to say that I really believe there is 

still very much the kind of misogyny in our organization, and they’ll deny it.” Additionally, 

Participant 1 shared a personal experience whereby a staff member with previous complaints 

regarding sexual harassment was promoted in a leadership role within their organization. While 

female staff felt uncomfortable with the leadership choice, “nobody would complain about it 

because they said nothing will happen.” Participant 2, who works in a different organization, 

stated,  
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We had some male managers go into early retirement because there was [Sic] some 

sexual harassment issues and sleeping around for extra shifts off and stuff like that, but 

they just went into early retirement, and they all were kind of tight lipped about it, but 

obviously, all the medics know, like we all talk, right?  

Participants expressed feeling marginalized by gender dynamics within the workplace, yet 

perceive a lack of safety to speak up regarding aspects of the role that are impacted by power 

dynamics. During this research, I observed that silence regarding such injustices only serves to 

perpetuate poor behaviour and further erode trust and safety, which is detrimental to the 

evolution of a fair and just culture in paramedicine.  

The importance of knowledge was discussed regarding both paramedic leaders and 

frontline staff members. Participant 1 discussed feeling a lack of preparedness in some situations, 

stating, “If they educated us a lot better of how to deal with certain situations, we would have 

tools to help things go along and make that patient more safe,” noting that education is often 

delivered quickly and without simulation or mentoring support in clinical practice settings. Data 

gathered in this research suggested that paramedics sometimes feel poorly prepared for the 

demands of their job role. 

Finding 3: Paramedic Leadership is Perceived to be Comprised of Non-Technical Skills in 

Addition to Technical or Subject Matter Expertise, Which Need to be Cultivated Over the 

Course of a Career 

This research indicated that paramedics deem leadership competencies essential for 

success in the industry, both in the context of informal and formal roles. Analysis of raw data 

collected during the individual research sessions have been categorized as individual 
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competencies necessary for success in formal leadership roles with influence over staff. These 

individual competencies are outlined in Figure 4. 

Figure 3 

Individual Leadership Competencies 

Integrity Accessibility 

Empathy Consistency 

Compassion Knowledge 

Trustworthiness Confidentiality 

Professionalism Emotional Intelligence 

Empowers staff and team Action Oriented 

 

Rather than discussing leadership styles, the focus was on the perspectives of the 

participants on the integral behaviours or competencies they have experienced in their job roles. 

In some cases, the behaviours or competencies were presented as elements they wish were 

present in leaders within their organizat 

ions and industry. Participant 5 stated, “Compassion is definitely another thing that I look 

for, for somebody that would be that I can put trust into.” Compassion can be defined as the act 

of sharing in the hardship of another and being moved to want to assist if possible. An emotion 

related to compassion and empathy was also mentioned during the discussions. Participant 4 

stated, “I value empathy in such a such a huge way because that is putting yourself in somebody 

else’s shoes, seeing it from their perspective. And that’s someone who can accept an error 

because they can understand the context.” While this was noted as a positively perceived 
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behaviour, it was noted in another element of discussion that “the empathy can’t be there because 

they [managers] don’t have an opportunity to empathize with their crews” (Participant 4).   

Integrity was discussed as an essential behaviour of leaders, both in the context of 

ensuring staff feel safe to engage and being assured that the leader would always act in an honest 

manner. Participant 4 noted leaders must be known for “their integrity. They’re somebody that 

will make the right decision, even if it’s not the easy decision.”  

Confidentiality arose in the discussion regarding incident reporting, and was also an 

apparent concern with respect to labour relations issues and performance management concerns. 

Further concerns were also shared by participants regarding lack of trust in leaders maintaining 

confidence when information is shared. Participant 1 shared concerns about their employment 

situation, whereby there are managers “I personally know that I can’t go to because there’s no 

confidentiality, and there’s a lot of judgment.” This research suggested that lack of trust and 

confidence in management has implications not limited to the inability to effectively embed a 

fair and just culture.  

Knowledge was categorized in the context of continuing education support for staff, but 

also as an essential competency for formal leaders to possess. As there is an inevitable oversight 

component to a supervisory or leadership position, it was noted that clinical expertise is 

necessary to ensure frontline providers respect the findings of clinical reviews, suggestions for 

improvement, and mentoring for success. Participant 4 noted, “They [must be] an exceptional 

clinician, a very good professional at the technical aspect of their job. They have to, number one, 

be incredibly good at it.” Clinical proficiency was not the only aspect of knowledge noted as 

integral for those in leadership positions, however. It was noted that knowledge of management 
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principles is understood to be necessary for the operational function of paramedic services. 

Additionally, knowledge of leadership theory, psychology, quality improvement science, and 

patient safety principles were discussed by participants as integral for formal leaders focused on 

advancing paramedic care beyond the present and toward a culture that is supportive of 

innovation and safer care. 

In business and healthcare, preparation to assume leadership roles takes experience, 

formal preparation through education, and development enabled by mentorship (Dickson, 2010; 

Hargett et. al, 2017). When asked about recruitment of managers and supervisors within their 

paramedic organizations, participants denied that inclusion of leadership skills in job postings is 

yet the norm in the organizations they work for. Participant 1 noted that in the paramedic 

organization they work for, candidates are eligible to apply for leadership positions if they have 

more than five years’ experience as a frontline paramedic. While it is deemed a positive aspect to 

have previous management experience, it was noted by participants to be “a bonus” for the 

candidate. Rather, Participant 1 stated, “What we’re seeing a lot is just medics that were higher 

up moving into the manager roles and not really doing any of the manager courses or anything 

like that.”  

Finding 4: Incident Management Systems are Not Always in Place for Paramedics to Report 

Patient Safety Incidents  

Reporting systems are intended to capture patient safety concerns, hazards, and/or 

incidents and are meant to trigger action, facilitate communication, response, learning, and 

improvement in organizations. Establishing a reporting system and processes to support it, 
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including identifying and spreading learning, is foundational to patient safety and incident 

management and essential to advancing a patient safety culture.  

When asked about the process of reporting patient safety incidents and near misses, 

Participant 1 stated,  

[Paramedics in their organization] fill out a general report and then send it to the 

manager, and you’ll hear back maybe in a couple weeks or something, and they don’t 

really call you to discuss it or anything. They just kind of send you a short email saying, 

“OK, this is how you can fix it,” and that’s it. So, it’s kind of just a short brief. No one 

really takes it seriously. 

This research study suggested there is a lack of process for reporting issues pertaining to the 

safety of care provision in the paramedic services in which the participants worked. Furthermore, 

there is a lack of expectation regarding timelines associated with the general reporting process 

that is currently in place. Participant 4 noted that the organization they work for has recently 

implemented a safety officer position, but until then, “It was just our operations supervisors who 

were reviewing our patient care reports and making sure that they were signed by both the 

attending paramedic and the operator of the unit.” Participant 4 detailed the recent changes as 

positive, highlighting that:  

[The] training officer will send out either packages or information, or if they start to 

notice a trend in a series of errors that continue to be made, then they either offer training 

or they highlight some of the things that are going wrong and just kind of a general memo 

to everybody.  
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While this is generally a step in the right direction, it was my observation that communicating 

with the reporter of the incident would ensure that the loop was closed with respect to outcomes, 

and the improvements made are known.  

The implementation of a reporting system is a conscious organizational effort that 

requires human, technical, and subject matter expertise, and financial support (WHO, 2020). 

This research indicated that a standardized process for reporting of patient safety incidents and 

near misses is not consistently available to paramedics. 

Finding 5: There is a Lack of System-Based Review of Patient Safety Incidents Reported 

While one integral component of using patient safety incidents as a tool for learning is 

obtaining the reports as noted in Finding 4, another is adequately analyzing the incidents to 

determine the true root causes and contributing factors and communicating the learning widely. 

When embedded strategy, expertise, and dedicated resourcing are lacking, perception regarding 

organizational commitment to the quality and safety of care provided was grim. Participant 1 

commented,  

Some managers are on vacation and stuff like that. There’s a lot of changes going on. 

Some managers are pretty busy, so it’s kind of hard to get a hold of them. Everybody 

kind of expects that at this point. 

In a separate session, Participant 3 stated, “They really don’t do anything about medical 

treatment unless there’s a complaint from where I’m from, and then they will do something.” 

This research indicated that a standardized process for analysis of patient safety incidents 

and near misses led by subject matter experts has not been implemented in paramedic 
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organizations. As a result, knowledge regarding patient safety incidents is very limited, and 

quality of care improvement is inconsistent.  

Finding 6: Accountability for Personal Performance Factors is Appreciated by Frontline Staff 

This research suggested that an organization lacking a balanced use of accountability 

based on facts creates contempt and fear. Participant 1 confided that in the system in which they 

work, “The managers [are] not really getting along with the actual employees, and managers 

[are] kind of building grudges against certain medics.” Additionally, lack of accountability 

discourages care providers from reporting issues that can or do impact the quality of care. 

Participant 2 shared that in their experience, “People that you talk to will say, don’t bother 

reporting anything about anything because nothing will happen.” Conversely, Participant 3 

highlighted a very different experience whereby critical decision making and professional 

judgement are considered when issues occur, including “trauma reviews with different 

physicians, and they talk about the mistakes that people make. They don’t call them mistakes, 

and there’s no finger pointing. What do we learn from this and how do we move this?” The 

normalization of incidents occurrence and the focus on improvement was set for Participant 3 

upon orientation to the organization, although there was no formalized review process 

documentation made available to support the statements made during that orientation program.  

Study Conclusions 

This qualitative study focused on the leadership behaviours deemed necessary by 

frontline paramedics for a fair and just culture of quality improvement and patient safety to 

develop within paramedic organizations. Responses to this study were not limited to one 

employer or provincial group of paramedics. Paramedic participants were invited from across 
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Canada, provided they were not in supervisory positions. My thesis goal was to explore 

leadership that is integral to an authentic culture of safety in non-hospital healthcare 

organizations. I sought out the perspectives of frontline paramedics to identify the current state 

of quality and patient safety leadership and culture in their organizations. The purpose was to 

identify integral leadership competencies for the evolution of an authentic fair and just culture 

focused on quality improvement and the safety of patient care provided. Six conclusions resulted 

from this research: 

1. The evolution of an authentic culture of quality improvement and patient safety in 

paramedicine must be approached as a component of overall safe organizational 

culture. 

2. Paramedics want to be recognized as professionals and seen as valuable members of 

the organizations in which they are employed. 

3. Non-technical leadership education and mentorship is an integral component of 

paramedic development throughout their career.  

4. Paramedics and patients need to have access to a formal reporting process and 

understand the process. 

5. Patient safety incidents reported must be reviewed using a system-based process that 

incorporates human factors theory and identifies organizational contributing factors. 

6. Consistent performance management must be implemented as a separate, but related, 

process to ensure the integrity of safety culture. 
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Conclusion 1: The Evolution of an Authentic Culture of Quality Improvement and Patient 

Safety in Paramedicine Must be Approached as a Component of Overall Safe Organizational 

Culture 

A fair and just organizational culture is integral for focusing on quality improvement and 

patient safety. The study indicated that lack of focus on quality of care, fear of reprisal for 

reporting suboptimal care, perceived lack of action and follow up on issues of concern, lack of 

focus on frontline care as the primary goal, and misogyny are detrimental to a safe organizational 

culture focused on learning and innovation. Research indicated that perceived job insecurity has 

a negative impact because it leads to decreased safety motivation, which relates to higher 

psychological stress and an increase in injuries and incidents at the workplace (Benavides et al., 

2006; Probst & Brubaker, 2001). Worry regarding job security increases the cognitive load of 

paramedics, already highly taxed because of the responsibilities of the job role. Hackett (2020) 

asserted that reduction of paramedic cognitive load improves abilities to remain aware and make 

quality care decisions. An organization that strives to ensure job security aids in the management 

of stress and cognitive load, thereby enabling their staff to perform well and more safely.  

Participants stated clearly that frontline care providers need to feel that they are supported 

and safe when voicing concerns to leaders and within their organization. Probst and Brubaker 

(2001) stated that an employee with high safety knowledge would have higher safety behaviour, 

having gained awareness of situations and behaviours that impact safety. Knowledge regarding 

patient safety theory is an element related to Finding 2 regarding incident reporting, as poor 

specification of what is to be reported does not enable paramedics to consistently know what and 

how to report. The ability to do so consistently is related to the overall feeling of safety within 
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the organization regarding other elements of the job role that are seemingly unrelated on the 

surface. This cannot be accomplished based entirely on policy or procedure implementation. The 

creation of a safe culture must be fostered over time at all levels of the organization (Beard et al., 

2012). It cannot be decreed; if so, it is only a concept, not the actual culture of the organization. 

Conclusion 2: Paramedics Want to be Recognized as Professionals and Seen as Valuable 

Members of the Organizations in which They are Employed 

Paramedics are known for their willingness to help others in need and doing so in 

countless austere conditions. Participants in this study clearly articulated their love for their job 

and being able to contribute to their communities when people needed it most. However, to 

perform the role of a paramedic, trading personal wellness is an unwritten expectation. Despite 

this, participants report widespread burnout, dissatisfaction, and expectations of shorter careers 

than other healthcare providers. Long shift hours, extended shift blocks, lack of adequate break 

time, missed lunches and dinners, and downtime filled with administrative and logistical tasks 

were reported as common place. Reports of unsafe organizational expectations, lack of 

acknowledgement of job-related mental health impacts, and lack of improvement for reported 

concerns have contributed to the perception that personal wellness is not an important issue for 

employers. Research has shown some of the symptoms of burnout to include physical and 

emotional exhaustion, denial of personal needs (e.g., food, biological needs, etc.), changes in 

behaviour, depersonalization, and withdrawal (De Hert, 2020). These personal examples are 

concerning, as they contribute to individual lack of safety and highlight the perception that 

paramedic wellness is not important to employing organizations.  
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While patient experience is often discussed as a hallmark pillar for quality improvement, 

the patient safety movement is also progressing towards staff experience as a distinct concept in 

providing excellent quality of care (Bodenheimer & Sinsky, 2014). Proven consequences of 

burnout include decreased job satisfaction, absenteeism, turnover in personnel, and cynicism (De 

Hert, 2020). These effects at work frequently have impact on the personal lives of those afflicted 

and can include devastating emotional, physical, and financial implications. Studies have shown 

this may eventually lead to medical errors, with potential professional practice lawsuits and 

subsequent litigation, with substantial costs for caregivers and organizations as a consequence 

(De Hert, 2020). 

Sinek (2018) posited, 

The responsibility of a company is to serve the customer. The responsibility of leadership 

is to serve their people so that their people may better serve the customer. If leaders fail 

to serve their people first, customer and company will suffer. (para. 1) 

Multiple studies have shown that effective healthcare leadership improves major clinical 

outcomes in patients, but also improves provider well-being by promoting workplace 

engagement and reducing burnout (Cochran et al., 2014; Ham, 2003; Majmudar et al., 2010; 

Shanafelt et al., 2015; Shanafelt & Noseworthy, 2017).  

Paramedic organizations have an opportunity to better serve their staff, ensuring their 

needs are met and enabling them to provide exemplary care to patients during every interaction. 

This discussion leads me to believe that adding leadership competencies to administrative job 

descriptions is perceived favourably as a progressive recruitment strategy over the long term. 
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Conclusion 3: Non-Technical Leadership Education and Mentorship is an Integral 

Component of Paramedic Development Throughout Their Career  

Paramedics unquestionably serve as both formal and informal leaders throughout their 

career; the unique and varied care environments, working as a small team with little immediate 

support, and the necessity to make critical decisions emphasize the need for paramedic 

leadership. Healthcare leadership is a skill that can and must be taught to paramedics to ensure 

success in their roles, both as informal and formal leaders (Arroliga et al., 2014). Organizations 

focused on improving culture, quality, and safety of care must account for both forms of 

leadership for progress to be widely applicable and effective (Gabel, 2014). In order to achieve 

this, purposeful introduction of leadership curriculum is necessary in medical education 

(Dickson, 2010; Hargett et al., 2017; Vilches et al., 2016). 

 Bennett et al. (2021) stated that while empathy has been determined to be an essential 

leadership competency for improving performance and decreasing patient safety incidents, 

paramedics have been found to have lower empathetic responses to situations than others in non-

paramedic roles. Incorporating empathy curriculum into medical education has shown promise in 

increasing these responses from healthcare professionals (Bennett et al., 2021). 

This research indicated that personal mastery of leadership competencies is necessary for 

all paramedics, as collegial interpersonal relationships and modeling the way consistently have 

significant impact on the perceptions of frontline paramedics. The competencies discussed 

regarding leadership are not proposed in place of technical or managerial competencies required 

for the paramedic job role. Through professional development, they are meant to be mastered in 

concert with technical skills and utilized to augment the technical abilities of paramedics. The 
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intentional addition of leadership knowledge and competence to curriculum and continuing 

education possibilities has the potential to consistently transition from the role of technician to 

the role of paramedic clinician or practitioner. With career progression towards formal leadership 

positions, I have come to realize that additional preparation and knowledge of leadership is 

essential to master competencies for leading staff in an effective manner. 

Adopting models such as the LEADS Framework (Dickson, 2010; Vilches et al., 2016) 

and the Duke healthcare leadership model (Hargett et al., 2017) holds promise for a setting the 

foundation for healthcare leadership to flourish in paramedic care environments. The graphical 

representation of the leadership competencies surrounding the core of patient centredness 

ensures the focus is always on the patients served, regardless of care environment, collaborating 

partners, or scope of practice involved (Hargett et al., 2017). Adoption of a leadership model 

could unify the purpose of paramedic care provision, elevating the importance of patient-centred 

care and enabling the other non-technical competencies to develop in pursuit of it.  

As leadership training continues to improve the skills of paramedics, it is necessary to 

provide leadership feedback to ensure this training is effective and that providers continue to 

display leadership throughout their careers. Using the work of Arroliga et al. (2014), I have 

created a theoretical model to graphically represent the possibility of paramedic leadership 

development and evolutionary knowledge of quality and patient safety principles (Figure 5).  
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Figure 4 

Desired Characteristics of the Future Paramedic Leader at Different Stages of Development 

 

Note: Adapted from Arroliga et al.’s (2014) desired characteristics of the future health care 

leader at different stages in development. 
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At the time of writing, validated curriculum was available at little to no cost in the 

domains of quality and patient safety from recognized organizations. For example, the Institute 

for Healthcare Improvement (n.d.) provides an online Basic Certificate in Quality and Patient 

Safety that is accessible to individuals at no cost or to organizations for a nominal fee. 

Additionally, the Agency for Healthcare Reporting and Quality (2019c) offers education in 

teamwork, communication, situational awareness, and leadership through their TeamSTEPPS 

program, which can be accessed for a reasonable cost. Research has shown that mindfulness-

based stress reduction programs could help paramedics manage stress and cognitive load as well 

as use empathy and compassion during decision making (Hackett, 2020). Purposeful 

implementation of such programs early in the career of a paramedic may assist organizations in 

supporting staff, reducing burnout, and enabling the construction of foundational pillars of an 

authentic fair and just culture focused on quality and patient safety. 

Conclusion 4: Paramedics and Patients Need to Have Access to a Formal Reporting Process 

and Understand the Process 

Based on the results of their systematic review of patient safety in pre-hospital care, 

O’Connor et al. (2021) noted there are 67 methods of measurement and monitoring used 

presently. Of these methods, retrospective “patient record review is often regarded as the ‘gold 

standard’” (p. 5) yet utilizing this as the only method of safety review does not provide the whole 

picture of the patient care interaction. Additionally, the quality of retrospective chart review is 

contingent on the quality of documentation provided by the provider. In addition to patient care 

reviews, 14.9% of incidents reviewed (p. 3) were submitted through incident reporting systems, 

the third highest identified by the study. Provider reported incidents should not replace 
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retrospective chart review, but rather be designed as a complementary method of identifying 

incidents that occur. Future focus in paramedicine could capitalize on the use of technology to 

automatically collect data regarding care provision and potential patient safety incidents 

(O’Connor et al., 2021). 

Effective communication was indicated as a necessary element for success, both in terms 

of organizational processes to ensure cyclical flow of information and interpersonal 

communication between colleagues. The results of this study indicated that clear organizational 

processes for communication with associated timelines are not the norm in the paramedic 

services the participants worked at, and frontline providers do not have a clear understanding 

what they can expect as timely and effective communication pertaining to care concerns with 

their organizations. Reasonably embedding teamwork and communication training into 

paramedic curriculum would enable more effective communication, trust amongst team 

members, and mitigation of risk.  

Conclusion 5: Patient Safety Incidents Reported Must be Reviewed Using a System-Based 

Process That Incorporates Human Factors Theory and Identifies Organizational Contributing 

Factors 

In complex healthcare settings such as paramedicine, incidents may be discussed amongst 

peers, but systematic review does not always occur (Beard et al., 2012). Ensuring human 

resource capacity is a necessary component for consistency, and experts must have patient safety 

expertise in addition to their clinical expertise to ensure both aspects of paramedic care provision 

are appreciated during analysis. They must also commit sufficient time to review each incident, 

understand what happened and why, and formulate a plan to prevent a recurrence. The results of 



QUALITY AND PATIENT SAFETY LEADERSHIP IN PARAMEDICINE 86 

this research have indicated frontline paramedics would benefit from knowledge of quality 

improvement science, patient safety principles, and risk mitigation strategies. Embedding 

education regarding foundational concepts into paramedic curriculum would enable frontline 

paramedics to have greater awareness of patient safety concepts and mitigation strategies to 

minimize risk. 

As noted by the WHO (2020, p.7),  

Studies have repeatedly shown that insights into patient safety are hampered by: 

• volume of data overload; 

• poor specification of what is to be reported; 

• overinterpretation of incident analyses to judge safety performance; 

• selectivity and incompleteness of data; 

• taxonomies and classifications that do not enable aggregation of reports into 

categories that reliably highlight system weaknesses; 

• lack of investment in analysis compared to reporting. 

Results of this study also indicated that knowledge of quality improvement science, 

patient safety principles, and risk mitigation strategies are essential for paramedic leaders. 

Investment into formal processes for the analysis of these incidents are perceived as 

advantageous, creating an objective, system-based review process that does not only focus on the 

provider. This perception is contingent on the analysis of incidents being done in a confidential 

manner, protecting the identity of the provider(s), and focusing on the factors leading to the 

incident (Beard et al., 2012).  
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Conclusion 6: Consistent Performance Management Must be Implemented as a Separate, but 

Related, Process to Ensure the Integrity of Safety Culture Through Accountability 

“To promote a culture in which to learn from our mistakes, organizations must re-

evaluate just how their disciplining employees in response to honest mistakes does little to 

improve overall system safety” (Marx, 2001, p. 3). It must be stated clearly that evolution of a 

culture of safety does not preclude the need for accountability when it is justifiable. The 

evolution of a fair and just culture depends upon attributes such as transparency, honesty, and 

accountability (Beard et al., 2012).  

In discussion with the participants, the desire for accountability was not in relation to 

patient safety incidents that had occurred in the past. Rather, the discussion involved the desire 

for consistent accountability for behavioural concerns such as misogyny, sexual harassment, and 

other interpersonal and occupational issues. Permitting poor behaviours to cultivate without 

accountability risks the evolution of safe organizational culture, which ultimately impacts the 

evolution of a culture focused on quality improvement and patient safety.  

Scope and Limitations of the Inquiry 

Limitations to this study include the exclusion of non-English articles and publications. 

Sources regarding paramedic leadership and the practice of quality improvement, patient safety, 

and risk management in paramedicine were difficult to find. Despite a robust social media 

campaign designed to recruit participants from across Canada and supported by multiple 

organizations, it was difficult to confirm recruitment of participants. Initially, 47 interested 

people self-enrolled through the social media campaign. Of those 47 interested people, only 10 

people confirmed their interest in participating. Email contact was attempted with all interested 
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people, which resulted in seven participants enrolled. In an effort to increase confirmed 

participants, text messages were sent to the phone number provided upon enrollment. Initiating 

contact through text message resulted in an additional three confirmed participants. Last minute 

cancellations from five enrolled participants were received by email. Two cancellations were 

received for the first session by email, and one participant did not cancel, but did not attend the 

session. Two cancelations were received for the second session. Reasons provided for last 

minute cancellation included necessity to attend short-notice medical appointments, being 

offered a last-minute overtime paramedic shift, and one scheduling conflict for domestic 

responsibilities. As a result of the difficulties in securing participants, selection bias became a 

limitation to the study. Methodological triangulation could be used to increase the credibility and 

validity of research findings in future research.  I would advocate for consideration of additional 

methods for design, while being mindful of choosing methods that enable building of trust and 

enriching conversation. One possibility is to undertake in-depth interviews, remaining mindful of 

using techniques to recruit frontline participants to encourage diversity of opinions and 

perspectives. 

Conducting a study with essential paramedic participants during the COVID-19 

pandemic proved to be challenging. Further research could be completed in the future to 

replicate these study results in a non-pandemic environment. Additionally, further research could 

be completed in the future to compare the perspectives of paramedics working in services 

integrated with a provincial healthcare system to those of paramedics working in services 

integrated with public safety systems.  
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The majority of the participants were based in western Canada, creating an element of 

unintended geographical homogeneity.  There were no participants from Quebec or Atlantic 

Canada, which would have added interesting perspectives and geographical richness to the data 

set. 

Researcher triangulation could be considered as a design modification, having those 

interviews or small group discussions facilitated by multiple researchers rather than a singular 

one. 

Chapter Summary 

The study revealed several leadership behaviours and competencies deemed essential for 

the evolution of a fair and culture in paramedicine. Some of these were individual behaviours 

and competencies, while others rested at the organizational level of leadership. Paramedics serve 

as both informal and formal leaders during their job roles, yet do not receive formal leadership 

training while preparing for their career or during continuing education sessions. An adapted 

model was presented outlining desired characteristics of future paramedic leaders, with 

competencies noted for each stage of a paramedic career path. Limitations of the study were 

discussed, including the small sample size resulting from competing priorities made more 

apparent by the pandemic. The implications of the study will be discussed in the next chapter.  
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Chapter Five: Inquiry Implications 

I conducted this study to determine the perspectives of frontline paramedics to answer the 

principal research question: “How might paramedic leaders foster a safe to fail culture in 

paramedic care environments for the purpose of quality improvement and patient safety?” Six 

sub-questions of interest posed to the participants to establish context were:  

1. How might leaders effectively include frontline staff in decision making for improved 

care provision? 

2.  What does fair look like to frontline staff?  

3. How might leaders positively influence the psychological safety of staff in their 

organizations?  

4. What constitutes safe space and how might leaders achieve its creation? 

5. How might organizations balance the need for systemic improvement with 

organizational risk of liability? 

6. What leadership attributes are deemed necessary by staff in order to successfully 

embed a fair and just culture in a healthcare organization?  

My thesis goal was to explore leadership that is integral to an authentic culture of safety in non-

hospital healthcare organizations. I sought out the perspectives of frontline paramedics to 

identify integral leadership competencies for the evolution of an authentic fair and just culture 

focused on quality improvement and the safety of patient care provided. Six conclusions resulted 

from this research: 

1. The evolution of an authentic culture of quality improvement and patient safety in 

paramedicine must be approached as a component of overall culture of safety. 
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2. Paramedics want to be recognized as professionals and seen as valuable members of 

the organizations they are employed with. 

3. Non-technical leadership education and mentorship is an integral component of 

paramedic development throughout their career.  

4. Paramedics and patients need to have access to a formal reporting process and 

understand the process. 

5. Patient safety incidents reported must be reviewed using a system-based process that 

incorporates human factors theory and identifies organizational contributing factors. 

6. Consistent performance management must be implemented as a separate, but related, 

process to ensure the integrity of safety culture. 

The results of the study have highlighted the importance of leadership education and 

mentoring in the industry of paramedicine. Organizational culture is integral for the purposes of 

the evolution of an authentic culture of quality and patient safety, and leadership competencies 

are vital for the culture to be perceived as safe. Additionally, focus on quality improvement and 

patient safety science in the pursuit of excellence in care provision was found to be an essential 

aspect. The focus of this chapter is to outline recommendations developed from the findings and 

anchored in evidence. 

Study Recommendations 

The study findings and conclusions were developed using the data collected from the 

participants in two separate research sessions. Those findings and conclusions were then 

considered in the creation of the recommendations of this study. In total, five recommendations 
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have been developed for the British Columbia Paramedic Association to advocate for 

consideration by the paramedicine industry: 

1. Conduct a review of the National Occupational Competency Profile for the inclusion 

of non-technical leadership skills for all scopes of practice in Canada.  

2. Conduct a review of the National Occupational Competency Profile for the expansion 

of the terminology of “quality assurance” to encompass quality improvement, patient 

safety, and risk mitigation. 

3. Implement quality improvement, patient safety, and risk mitigation education for all 

paramedics in Canada.  

4. Implement quality improvement, patient safety, and risk management expertise into 

clearly defined roles within paramedic services.  

5. Implement formal incident management systems to gather data and inform 

improvement efforts through robust, standardized analysis. 

These will be presented in logical chronological order, although the recommendations are 

targeted at different areas of the paramedic industry in Canada. Therefore, it should be noted that 

the recommendations could be implemented simultaneously if deemed possible by the 

organizations impacted.  

Recommendation 1: Conduct a Review of the National Occupational Competency Profile for 

the Inclusion of Non-Technical Leadership Skills for All Scopes of Practice in Canada 

Paramedics perceive themselves as informal leaders who share the leadership role 

depending on the situation. Due to the nature of the environments in which they facilitate and 

practice patient care, paramedics often operate without the direct support of a formal manager, 
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requiring them to collectively lead (Mercer et al., 2018). The result is a shift in leadership in 

times of need, and the ability of paramedics to succeed in doing so depends upon their skill and 

leadership competency. The data collected from paramedic participants included personal 

examples of being called upon to perform management tasks when formal managers were 

unavailable. It is recommended that the National Occupational Competency Profile (Paramedic 

Association of Canada, n.d.-b) be reviewed for the inclusion of acquisition of leadership skills 

for all scopes of practice, building upon the current expectation of knowledge of the importance 

of leadership. This would encourage educational institutions to consider implementing leadership 

principles into the formative curriculum for paramedic students. It is also recommended that the 

LEADS in a Caring Environment framework (Dickson, 2010) and the Paramedic Chiefs of 

Canada’s (2016) Leadership Competencies Framework be utilized to inform the review of the 

Paramedic Association of Canada’s (n.d.-b) National Occupational Competency Profile (NOCP). 

for integral leadership competencies. Additionally, it is recommended that the Paramedic Chiefs 

of Canada’s leadership competencies document be revised to reflect an evaluative component to 

encourage personal mastery and success against a common standard. In this regard, clear 

expectations for skills acquisition and development would be measurable against validated tools 

for assessment. 

Recommendation 2: Conduct a Review of the National Occupational Competency Profile for 

the Expansion of the Terminology of “Quality Assurance” to Encompass Quality 

Improvement, Patient Safety, and Risk Mitigation 

I recommend that the scope of “quality” in paramedicine be actively broadened to include 

quality improvement and patient safety, enabling innovation in service beyond the realm of 
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retrospective quality assurance as the singular measure for quality care. Doing so would reduce 

the “safety blind spots” (O’Connor et al., 2021, p. 2) created by a lack of information regarding 

other domains and measures of quality care provision. As an enabling strategy, it is additionally 

recommended that the NOCP be reviewed for the inclusion of quality improvement and patient 

safety competencies as an adjunct to the current expectation for paramedic collaboration with 

quality assurance measures and programs. 

Recommendation 3: Implement Quality Improvement, Patient Safety, and Risk Mitigation 

Education for All Paramedics in Canada 

I recommend paramedic services enable all staff to undertake quality improvement, 

patient safety, and risk mitigation education to expand their knowledge base regarding quality 

care, awareness of issues threatening the safety of patients in paramedic care environments, and 

baseline knowledge about improvement science. Atack and Maher (2010) asserted that 

progression in the paramedic scope of practice may have created situations whereby necessity for 

clinical decision making by paramedics has advanced beyond the education and mentoring 

provided to those paramedics in preparation for those decisions. Despite the best of intentions, 

pre-hospital care may necessitate clinical decision making that unknowingly creates risk for 

patients (Bigham et al., 2012). The results of this study have confirmed those previous findings 

through the sharing of personal experiences by the paramedic participants.  

Strategically adding education pertaining to quality improvement and patient safety 

principles may realistically improve quality and safety through raising awareness of potential 

risks and increase the possibility of intercepting latent errors prior to them reaching patients 

(Reason, 1990). It is also recommended that paramedic services enable all staff to undertake 
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leadership education to acknowledge the role of leadership that is integral to patient care in 

paramedic environments and create a platform for personal mastery of these skills throughout the 

career of a paramedic. Additionally, it is recommended that teamwork and communication 

training be implemented for all paramedics, regardless of role or rank within an organization. 

Ensuring providers have access to standardized language, the ability to assert concerns 

effectively, and the opportunity to practice these skills in a simulated environment reasonably 

guarantees improvement of communication and possibly reduction of harm during patient care. 

Recommendation 4: Implement Quality Improvement, Patient Safety, and Risk Management 

Expertise into Clearly Defined Roles Within Paramedic Services 

I recommend that paramedic services create capacity for a Quality and Patient Safety 

portfolio, with formal leadership roles comprised of staff who have completed specialty 

education in leadership studies, quality improvement, patient safety, and regulatory affairs. 

These roles should be implemented separately from those that are operational in nature to avoid 

the inevitable conflict created by the performance of objective, systems-based reviews of 

incidents by managers who have a personal interest in the outcome. The need for objectivity 

clashes with the role of a direct supervisor or manager and, therefore, must preclude the roles 

from being done by the same personnel (Dekker & Breakey, 2016). For this reason, reviews are 

facilitated by staff with expertise in incident analysis, in conjunction with others who have a 

good understanding of the process and provide the operational perspective (Beard et al., 2012). 

System-level quality improvement and patient safety aims to improve outcomes for 

patients treated, reduce risk, reduce cost, and improve the experience of care (Berwick et al., 

2008). Paramedic care is often the first contact a patient has with the greater healthcare system. 
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Providing the highest quality and safest care possible during this initial contact increases the 

probability of achieving the aims being met for each patient served. Reduction of possible harm 

during paramedic care will reasonably reduce care requirements for patients, possibly reduce 

lengths of stay in hospital, and reduce the costs associated. Implementing strategic improvements 

ideally occurs through a thorough understanding of the system-level issues, driven by data 

gathered from the care being provided (Beard et al., 2012).  

Crutchfield and Roughton (2014) argued that for a safety management system to be 

successful, an organization must truly believe in the positive benefits on their system. For this to 

occur, leadership must have expert knowledge of the science behind it (Ch. 13, p. 13). 

Employing staff that are educated in theoretical foundations of quality improvement, patient 

safety, and risk increases the probability of building linkages to the practical application in the 

field of paramedicine. In addition to building a robust system based on safety science, visible 

leadership support regarding patient safety and organizational learning for the purpose of 

improvement may encourage staff engagement in patient safety and quality improvement 

initiatives. 

Additionally, building expert capacity also increases the possibilities of research that will 

enhance quality improvement, result in risk reduction, and promote patient safety within 

paramedicine and the greater healthcare system. In this manner, paramedic leaders of the future 

are continuously being prepared for formal leadership roles in quality improvement, patient 

safety, and risk mitigation. Additionally, continuous investment into the development of staff 

contributes to the evolution of organizational culture. A reasonable result of building a reputation 
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for creating an authentically safe culture is gaining a competitive advantage for recruiting top-

tier employees.  

Recommendation 5: Implement Formal Incident Management Systems to Gather Data and 

Inform Improvement Efforts Through Robust, Standardized Analysis 

It is recommended that the Quality and Patient Safety portfolio implement a standardized, 

system-focused, evidence-based process for submission and analysis of incidents pertaining to 

the safety of patients. The development of this process would ensure accountability measures are 

included to ensure that professional performance issues determined during the analysis are 

managed in a standardized and justified way. Accountability, or the concept of being held to 

account for actions and behaviours, is based on a relationship between two or more parties in 

which the action, behaviour, or resulting outcome of the decisions of one party—individual or 

group—is evaluated by another party (Frankel et al., 2006). This can be developed over time as a 

subjective process based on feelings, emotions, and history, or it can be objectively formalized, 

using data and decision-making tools for consistency. Elements of accountability include the 

individual being aware that they have an action to perform, have a clear expectation of what that 

action is and how to successfully accomplish it, and how they will be evaluated (Dekker & 

Breakey, 2016; Frankel et al., 2006).  

Integral components to ensuring the judicious use of accountability when discussing 

patient safety incidents are that the process is defined, defensible, and the results reproducible 

over time (Dekker & Breakey, 2016). Care providers should not be held accountable for 

incidents that occur in a system they cannot control, but this requires an organization to 

consciously seek to understand all aspects contributing to an issue (Beard et al., 2012). 
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Attribution of blame to a care provider can occur based on reactive feelings, political pressure, or 

lack of understanding of the systemic factors contributing to what occurred. Implementing an 

evidence-based process that consistently determines system-based factors, but holds providers to 

account when necessary, ensures that it is done so appropriately (Dekker & Breakey, 2016). This 

is related to the finding regarding the lack of formal processes for reporting of incidents, as 

thorough analysis is required to ensure complete understanding of the factors contributing to the 

incident. 

It is recommended that the Quality and Patient Safety portfolio implement a standardized 

method to identify and mitigate risks proactively using evidence-based improvement 

methodology. A well-functioning reporting system for paramedic care provision should enable 

submission of incidents that could or did lead to patient harm. Standardization in the 

classification of harm has not yet been achieved (Bigham et al., 2012; Gates et al., 2019; 

O’Connor et al., 2021; West et al., 2008), and efforts to find a classification of harm for incidents 

arising from paramedic care provision proved fruitless. Despite this, I believe that harm can be 

biological, physiological, or psychological in nature and can extend beyond the patient to the 

family as well. An event that causes harm is often called an adverse event or patient safety 

incident (e.g., missed intubation, missed intraosseous device placement), while an event without 

harm is deemed a near miss (e.g., wrong medication identified before administration). Ideally, an 

organization focused on learning from patient safety incidents would use the data to identify 

potential hazards, prioritize where to focus their resources, develop interventions to mitigate 

these hazards, and evaluate whether the interventions reduced harm (Beard et al., 2012).  
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The application of safety science in a systematic approach creates opportunities for 

collection of data and implementation of key performance indicators, enabling data driven 

decision making to become commonplace. Coupled with innovation and collaboration, data-

driven decision making has the potential to optimize improvement initiatives regarding quality 

(Cady, 2021). Using data collected and analyzed from patient safety incidents through root cause 

analysis tools and techniques enables organizations to inform decisions regarding improvement, 

creating opportunities for organizations to learn from past practice.  

The “Health, Safety and Environment (HSE) Culture Ladder” (Hudson, 2007, p. 7) is a 

graphical evolutionary ladder that charts the development of the safety culture of an organisation. 

Each phase has distinct characteristics and is a progression from the previous phase. The ladder 

begins with the pathological phase, in which safety is not a priority, progressing to the reactive, 

to the calculative, on to the proactive, and then to the final generative phase, in which safety 

culture has been successfully integrated into all facets of the organization and its service. Over 

time, the application of lessons learned from patient safety incidents enables the transition from 

an environment that reacts to those incidents to an environment that proactively mitigates 

incident occurrence by anticipating failure points (Hudson, 2007).  

For the implementation of incident reporting to be successful, healthcare providers and 

patients need to understand how to report, and organizations must ensure it can be easily 

accomplished (Dekker & Breakey, 2016). Staff and patients must trust that reporting is safe to 

do, and the information provided will be maintained as confidential until the incident has been 

analyzed by expert reviewers. Further to that, results need to reported back to the providers and 

patients as opportunities for continuous learning. 
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Organizational Implications 

As the complexity of healthcare increases, so to do the challenges presented, such as 

ensuring quality, safety, access, and costs. Effective leadership is needed at every level in a 

healthcare organization to concur these challenges. Paramedic organizations in Canada have yet 

to fully integrate into the healthcare system cohesively. Regardless of the nature of funding 

envelopes, there are opportunities to embrace elements of healthcare leadership models, thereby 

aligning further with the greater healthcare system and capitalizing on shared knowledge.  

The progress of quality improvement and patient safety in paramedicine has made limited 

gains in the last decade (Bigham et al., 2011; O’Connor et al., 2021). While suggestions for 

infrastructure and culture change were published in Canada over 10 years ago, standardized 

elements have not been realized. Dedicated resources to develop patient safety incident 

management systems, define pre-hospital incident types, and develop knowledge translation 

capabilities are still foundational elements required in the industry. 

In speaking of creating safer healthcare environments, there was often discussion 

regarding psychological safety, fair and just cultures, and sometimes even ensuring it is safe to 

fail. My goal was to create new knowledge regarding the impact, enablers, and barriers to 

creating an authentically safe healthcare environment from the perspective of the participants 

engaged. In doing so, I am hopeful to inspire more conversations in organizations regarding the 

benefit of frontline provider input on complex, critical issues pertaining to the provider 

experience. Additionally, a goal was to inspire refined leadership practices along with new 

policy that balances the needs of the organization, the patients served, and the important staff 

members providing care. As noted by Bodenheimer and Sinsky (2014), the positive engagement, 



QUALITY AND PATIENT SAFETY LEADERSHIP IN PARAMEDICINE 101 

rather than the negative frustration, of the health care workforce is of paramount importance in 

achieving the primary goal of the triple aim (Berwick et al., 2008)—improving population 

health. Leaders and providers of health care should consider adding a fourth dimension—

improving the work life of those who deliver care—to the compass points of better care, better 

health, and lower costs. 

The recommendations presented were developed after critical analysis of the data 

collected from frontline paramedic participants. The British Columbia Paramedic Association 

can advocate for the recommendations to be considered on a national scale, impacting change 

provincially and nationally in alignment with the organizational mandate.  

Thesis Summary 

The prospect of embarking on action research designed to delve into leadership attributes 

that support the evolution of an authentic fair and just culture of safety was exciting, as it is 

something I have been working toward for quite a long time. There was a paucity of research 

about paramedic care, and there was even less available regarding the leadership attributes for 

the implementation of an authentic culture where staff feel safe and supported to identify risks to 

safe patient care without fear of reprimand or reprisal. Utilizing robust methodology, technology, 

and maximizing the benefit of personal and professional networks holds great promise for 

system knowledge acquisition. In my career to date, I have been privileged to gain experience in 

various positions and system levels. My goal was to study the link between the psychological 

safety of stakeholders in the system and the quality of care provided for the purpose of positive 

change regarding quality improvement and patient safety within the paramedic system. I wanted 

to focus on organizational leadership for successful implementation of a culture of safety. In an 
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era during which many healthcare organizations feel that reactive employee assistance programs 

suffice as support programs, I was particularly interested in gaining understanding of the actions 

deemed important for proactively mitigating psychological injuries and ensuring complete 

safety.  

I was interested in the point of view of currently working frontline staff; to accomplish 

this, creating an opportunity to authentically engage in safe and open conversations was vital. I 

opted for an online conversational café (Lipmanowicz & McCandless, 2014) format with all 

discussion recorded. Next, the responses were catalogued, and themes developed regarding 

essential leadership attributes for the creation of a psychologically safe environment for 

paramedicine. While many of the sources I found speak to what needs to be in place for 

supporting a fair and just culture, I sought to create and share acquired knowledge regarding how 

leaders can positively implement lasting change within the industry of paramedicine. An 

advisory group was engaged to collaboratively develop strategies for sharing and implementing 

the study findings, which may include items such as infographics for use on social media, 

conference presentations, podcasts, professional journal articles, and consultation with 

organizations, to name a few. 

The possibility of outcomes that enable positive change in future leaders in supportive, 

safe-to-fail cultures is both exciting and gratifying. 
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Appendix A: Research Study Poster for Inclusion in Social Media Campaign 
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Appendix B: Inquiry Team Member Letter of Agreement 

 

In partial fulfillment of the requirement for a Master of Arts in Leadership Degree at 

Royal Roads University, Ivanette Stubbert (Hargreaves) (the Student) will be conducting an 

inquiry study with the support of the British Columbia Paramedic Association to answer the 

question “How might leaders foster a safe to fail culture in paramedic care environments for the 

purpose of quality improvement and patient safety?”. The Student’s credentials with Royal 

Roads University can be established by calling Dr. Catherine Etmanski, Director, School of 

Leadership, at [phone #] or email [email address].  

 

Inquiry Team Member Role Description 

As a volunteer Inquiry Team Member assisting the Student with this project, your role 

may include one or more of the following: providing advice on the relevance and wording of 

questions and letters of invitation, supporting the logistics of the data-gathering methods, 

including observing, assisting, or facilitating an online focus group, taking notes, transcribing, 

reviewing analysis of data, and/or reviewing associated knowledge products to assist the Student. 

In the course of this activity, you may be privy to confidential inquiry data. 

 

Confidentiality of Inquiry Data 

In compliance with the Royal Roads University Research Ethics Policy, under which this 

inquiry project is being conducted, all personal identifiers and any other confidential information 

generated or accessed by the inquiry team advisor will only be used in the performance of the 

functions of this project and must not be disclosed to anyone other than persons authorized to 

receive it, both during the inquiry period and beyond it. Recorded information in all formats is 

covered by this agreement. Personal identifiers include participant names, contact information, 

personally identifying turns of phrase or comments, and any other personally identifying 

information. 

 

Bridging Student’s Potential or Actual Ethical Conflict 

In situations where potential participants in a work setting report directly to the Student, 

you, as a neutral third party with no supervisory relationship with either the Student or potential 

participants, may be asked to work closely with the Student to bridge this potential or actual 

conflict of interest in this study. Such requests may include asking the Inquiry Team Advisor to: 

send out the letter of response to potential participants, receive letters/emails of interest in 

participation from potential participants, independently make a selection of received participant 

requests based on criteria you and the Student will have worked out previously, formalize the 

logistics for the data-gathering method, including contacting the participants about the time and 

location of the interview or focus group, assisting in facilitating the focus group with the selected 

participants using the protocol and questions worked out previously with the Student, and 
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producing written transcripts of the interviews or focus groups with all personal identifiers 

removed before the transcripts are brought back returned to the Student for the data analysis 

phase of the study.  

 

This strategy means that potential participants with a direct reporting relationship will be 

assured they can confidentially turn down the participation request from their supervisor (the 

Student), as this process conceals from the Student which potential participants chose not to 

participate or simply were not selected by you, the third party, because they were out of the 

selection criteria range (they might have been a participant request coming after the number of 

participants sought, for example, focus group request number 25 when up to 24 participants 

would be selected for a focus group). Inquiry Team members asked to take on such 3rd party 

duties in this study will be under the direction of the Student and will be fully briefed by the 

Student as to how this process will work, including specific expectations, and the methods to be 

employed in conducting the elements of the inquiry with the Student’s direct reports, and will be 

given every support possible by the Student, except where such support would reveal the 

identities of the actual participants. 

 

Personal information will be collected, recorded, corrected, accessed, altered, used, 

disclosed, retained, secured and destroyed as directed by the Student, under direction of the 

Royal Roads Academic Supervisor. 

 

Inquiry Team Members who are uncertain whether any information they may wish to 

share about the project they are working on is personal or confidential will verify this with 

Ivanette Stubbert, the Student. 

 

Statement of Informed Consent: 

 

I have read and understand this agreement. 

 

________________________ _________________________ _____________ 

 

Name (Please Print)   Signature    Date 
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Appendix C: Email Response to Prospective Participants 

Dear [Prospective Participant], 

I would like to thank you for your interest in participating in the research project that I 

am conducting. As noted in the recruitment materials, this project is part of the requirement for 

my Master’s Degree in Leadership, at Royal Roads University. This project has been approved 

by the British Columbia Paramedic Association and I have been given permission to contact 

potential participants for this purpose. 

The purpose of my research is to explore the leadership attributes best suited for 

advancing an authentic culture of safety in non-hospital organizations such as paramedic services 

from the perspective of the front-line care provider. 

Your name was chosen as a prospective participant because you meet the advertised 

inclusion criteria of experience, scope of practice, and frontline provider role.  

This phase of my research project will consist of an online world café consisting of small 

groups and the creation of a poetic word project in a large group and is estimated to last 5 hours. 

Details regarding the specific date and time will be added once confirmed.  

The attached Research Information Letter contains further information about the study 

conduct and will enable you to make a fully informed decision on whether or not you wish to 

participate. Please review this information before completing the Research Consent Form and 

returning it to our research team.  

You are not required to participate in this research project. If you do choose to 

participate, you are free to withdraw within one week of the research date without prejudice.  
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If you choose to participate, your data can be removed from the project up to your 

participation in the group methods on the research day. After this point, it will be impossible to 

remove your data from that of the overall group. If you have chosen not to participate, please 

reply to this email with your decision. Your choice will not affect any future professional 

relationship with myself or the inquiry team members. Participation will not impact your 

employment status in any way.  

Please feel free to contact me at any time should you have additional questions regarding 

the project and its outcomes.  

 

Sincerely, 

 

Ivanette Stubbert  
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Appendix D: Research Information Letter 

Study title: Nurturing an authentic culture of quality improvement and patient safety in 

paramedicine: perspectives on integral leadership behaviours from frontline practitioners 

Dear  

Thank you for your agreement to participant in this research project. This research project 

is part of the requirement for a Master of Arts in Leadership - Health at Royal Roads University. 

Confirmation of my status as a student researcher with Royal Roads University can be 

established by contacting Dr. Cheryl Heykoop, Program Head, Master of Arts in Leadership - 

Health, School of Leadership Studies: [email address] or [phone #]. 

Purpose of the study and sponsoring organization 

The purpose of my research project is to explore necessary leadership attributes, 

behaviours and practices in enabling the implementation and evolution of a culture that supports 

quality improvement and the safe provision of care in paramedic environments.  

The British Columbia Paramedic Association has agreed to act in the role of 

organizational partner for this research study.  

Your participation and how information will be collected 

The research will consist of one five-hour session comprised of guided small and large 

group discussions, along with one arts-based method of data collection. The session will occur 

between February and April 2021. The anticipated questions include: 

1. What does a fair and just culture look like to you? 

2. How can leaders create an authentically safe environment that supports frontline 

providers? 
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3. How can leaders foster a safe to fail culture in paramedic care environments for the 

purpose of quality improvement and patient safety? 

4. How might leaders support staff to speak up and report potential or real patient safety 

issues? 

Benefits and risks to participation 

My goal is to create new knowledge regarding the impact, enablers, and barriers to 

creating an authentically safe healthcare environment from the perspective of the participants 

engaged. In doing so, I am hopeful to inspire more conversations in organizations regarding the 

benefit of front-line provider input regarding complex, critical issues pertaining to the provider 

experience. Additionally, a goal is to inspire refined leadership practices, along with new policy 

that balances the needs of the organization, the patients served, and the important staff members 

providing care. Given the nature of the discussions, there may be difficulty created for individual 

participants if their input was made public. There could be the possibility of discipline or career 

limitations as a result of input being identified by or to an organization, especially if you work 

for an organization does not have a resilient or supportive culture. 

Discussing leadership attributes, patient safety incidents, and quality improvement may 

negatively impact you as a participant if you have experienced stressful incidents linked to these 

subjects.  

Inquiry team 

In order to ensure support for the research project and incorporate diversity of opinion, an 

inquiry team has been assembled. The team is comprised of three frontline paramedics with a 

variety of scope of practice, post diploma education, and a range of experience. The role of 
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inquiry team members may include one or more of the following: providing advice on the 

relevance and wording of questions and letters of invitation, supporting the logistics of the data-

gathering methods, including observing, assisting, or facilitating an online focus group, taking 

notes, transcribing, reviewing analysis of data, and/or reviewing associated knowledge products 

to assist the Student. In the course of this activity, inquiry team members may be privy to 

confidential inquiry data, and as such, have been mandated to sign a confidentiality agreement 

prior to volunteering. 

Real or Perceived Conflict of Interest 

As a consultant working for the Institute for Safe Medication Practices Canada  to create 

and deliver paramedic driven medication safety curriculum, I have a potential conflict of interest 

to declare. Similarly, as a consultant with a paramedic owned consulting firm that performs work 

with accreditation and quality improvement creates a potential conflict of interest. 

Confidentiality, security of data, and retention period 

While it will be impossible to anonymize the participants in the group, anonymizing the 

data generated will be of utmost importance to ensure the information collected cannot be 

attributed to individual participants or organizations. All information I collect will be maintained 

in confidence with any hard copies generated (e.g., consent forms) stored in a locked filing 

cabinet. Electronic data (such as transcripts or audio and video files) will be stored on a 

password protected computer. Information will be recorded and, where appropriate, summarized, 

in de-identified format, in a thesis paper. Data may be stored on servers in the United States and 

may be subject to examination by government or law enforcement under the Patriot Act. While 

this likelihood is small, I am required to let you know this possible risk. At no time will any 
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specific comments be attributed to any individual unless specific agreement has been obtained 

beforehand. All documentation will be kept strictly confidential. Upon completion of the project, 

raw data will be stored electronically for a period of two years and then destroyed. Participants 

will be asked not to share any identifiable comments outside of the research project group.  

Sharing results 

The results of the project will be used in a published thesis paper as a requirement for a 

Royal Roads University Master of Arts in Leadership – Health. Further dissemination may occur 

in the form of future presentations. Participants may request a copy of the thesis by contacting 

the primary researcher or through the Royal Roads University Library. 

Procedure for withdrawing from the study 

Participants can withdraw from the project at any time by contacting the primary 

researcher to convey they no longer wish to participate. Participation in this research project is 

voluntary, and no financial benefits will be provided. If you choose to participate, your data can 

be removed from the project up to your participation in the group methods on the research day. 

After this point, it will be impossible to remove your data from that of the overall group. By 

signing the accompanying consent form you indicate that you have read and understand the 

information above, have had questions or concerned answered, and give your free, informed, and 

ongoing consent to participate in this project. 

Please keep a copy of this information letter for your records. 

 

 

Ivanette Hargreaves (Stubbert) BsHSc, RRT/AA 
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Appendix E: Research Consent Form 

NURTURING AN AUTHENTIC CULTURE OF QUALITY IMPROVEMENT AND 

PATIENT SAFETY IN PARAMEDICINE: PERSPECTIVES ON INTEGRAL 

LEADERSHIP BEHAVIORS FROM FRONTLINE PROVIDERS 

 

By signing this form, you agree that you are over the age of 19 and have read the 

information letter for this study. Data may be stored on servers in the United States and may be 

subject to examination by government or law enforcement under the Patriot Act. While this 

likelihood is small, I am required to let you know this possible risk. Your signature states that 

you are giving your voluntary and informed consent to participate in this project and have data I 

contribute used in the final report and any other knowledge outputs (articles, conference 

presentations, newsletters, etc.).  

o I consent to the Zoom audio recording of the world cafe and small group collaboration 

sessions  

o I consent to the Zoom video recording of the world cafe and small group collaboration 

sessions  

o I consent to quotations and excerpts expressed by me through the world cafe and small 

group collaboration sessions be included in this study, provided that my identity is not 

disclosed  

o I consent to the material I have contributed to and/or generated to the creation of a poetic 

word product through my participation in the métissage session be used in this study 

o I commit to respect the confidential nature of the research project by not sharing 

identifying information about the other participants I gain during the world café and small 

group collaboration sessions 

 

Name: (Please Print): __________________________________________________ 

 

Signed: _____________________________________________________________ 

 

Date: ______________________________________________ 
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Appendix F: Research Session Agenda 

 

Please Note: Agenda times are in listed using Eastern standard time. Please adjust 

accordingly to your geographical location. 

  

 

 

10:30 - 11:00 am  Zoom meeting open 

11:00 - 11:15 am  Welcome, introduction of team, outline agenda (large group) 

11:15 – 12:15 pm  Conversation café (small groups in breakout rooms) 

12:30 - 12:45 pm  Break (15 mins) 

12:45 - 1:45 pm  Conversation café (small groups in breakout rooms)  

1:45 - 2:45 pm  “What?, So What?, Now What?” activity (small group breakout) 

2::45 - 3:00 pm  Break (15 mins) 

3:00 -4:00 pm  Literary Métissage group activity (Prompt: Fair and Just 

leadership creates…) and large group closure 
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Appendix G: Group Agreement Slide 

 

 

 

 


