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Abstract 

Patient safety and being a high-reliability organization are priorities for Alberta Health Services 

(AHS), the largest publicly funded healthcare organization in Canada. The just culture promotes 

learning and supportive dialogue in a nonpunitive setting. Fully adopting just culture principles 

will enable AHS to learn from clinical mistakes and diminish second victim harm; as such, both 

topics were discussed in the literature review. This research targeted the CancerControl Alberta 

(CCA) program. I conducted a survey, interviews, and focus group sessions with past quality 

assurance review (QAR) participants to determine how the CCA Quality Assurance Committee 

could foster just culture during QARs. Research participants identified behaviours needed to 

safely participate in QARs, managers often lacked resources, and support for CCA staff varied. 

The recommendations are to intentionally involve staff in QAR work, develop an 

implementation plan for the new Immediate and Ongoing Management procedures, and establish 

a peer-support network for frontline staff. 

Keywords: just culture, patient safety, quality assurance review, second victim, 

psychological trauma 
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Chapter One: Focus and Framing 

Patient safety is a top priority at Alberta Health Services (AHS), which is the largest 

publicly funded healthcare organization in Canada. The AHS (2013b) Patient Safety Strategic 

Plan outlined the mission as “working together to eliminate preventable harm” (p. 6), realizing 

that one of the best ways to ensure the safety of patients is to learn from staff members’ close 

calls and mistakes. AHS strives to be a high-reliability organization, which means that 

“constraints are in place to review errors without defensiveness” (AHS, 2017a, p. 11; see 

Appendix A). AHS aims to respond to risks and mitigate them prior to any patients being 

harmed. In order to do this, the staff need to report when close calls or clinically serious adverse 

events (CSAEs) happen so they can be managed, then staff can learn from them and, finally, 

share the learnings. As several research studies have shown, patients are at risk when medical 

errors, close calls, or hazards are not reported because these errors are likely to reoccur (Kohn, 

Corrigan, & Donaldson, 2000; Morris, 2011). 

As a healthcare practitioner in Alberta for 25 years, I have witnessed exemplary practice 

as well as inappropriate patient care. Throughout my career, I have been passionate about 

ensuring my own best practice and have taken steps to safeguard it; I continue to teach advanced 

clinical courses in paramedic and nursing programs, take advantage of learning opportunities 

when possible, and learn from those around me. In past years as a frontline primary care 

paramedic and registered nurse, I ensured my own practice was appropriate, but had a small 

sphere of influence. When I began work with the corporate Provincial Patient Safety team in 

early 2015 with AHS, my scope of influence and the opportunity to create changes for the larger 

organization grew. My role as a senior provincial patient safety specialist on the team is 
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coordinating project work and conducting quality assurance reviews (QARs) for complex 

CSAEs. The QARs are completed after serious CSAEs happen and are focused on “identifying 

system deficiencies and generating recommendations to make care safer” (AHS, 2017c, p. 2). I 

have seen firsthand when system issues led to substantial recommendations through QARs and 

the staff have felt supported. Unfortunately, I have also witnessed staff lose their jobs over 

system issues in which they had little control. I have learned healthcare providers have a long 

way to go in the quest for reliable safe patient care; AHS members have an appetite for 

improvement; and, due to the size of the organization, change takes time, but it could happen 

with the right approach. 

In order to build trust and support staff in reporting and learning from mistakes, AHS has 

adopted the philosophy of just culture, which strives for an environment in which everyone feels 

safe, encouraged, and enabled to discuss quality and safety concerns (AHS, 2013b, p. 7). Within 

the healthcare setting, a just culture is defined as an environment supportive of open dialogue to 

facilitate continual improvement and safer practices for patients, staff, and physicians without 

forgoing appropriate accountability (Frankel, Leonard, & Denham, 2006, pp. 1692–1693). This 

is especially important after a CSAE. If staff members report the errors, operational leaders with 

support from the provincial patient safety team can review the issues and make 

recommendations, share the learning, and ensure care is safer.  

However, there is a problem, as the philosophy of just culture has not been fully adopted 

by either frontline staff or frontline management in AHS or in many other healthcare 

organizations. At the frontline, an absence of just culture can exacerbate the second victim 

experience in any clinical field. MacLeod (2014) noted that blaming the individual physician for 
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system-related mistakes does not address the need to make the system safer for the next patient 

or clinician (p. 9). In this instance, the opportunity to learn from the event is hampered by staff 

and medical practitioners who may be too traumatized to share their story. Wu (2000) also 

outlined that “in the absence of mechanisms for healing, physicians find dysfunctional ways to 

protect themselves” (p. 727). Other professionals also experience negative affects after CSAEs in 

which just culture behaviours are not evident. Staff, regardless of their role, need to feel safe to 

do their work, and this tone is set from the executive leadership (Lockhart, 2015, p. 55). Jones 

and Treiber (2012) suggested that nursing staff who are involved in CSAEs may not be able to 

move forward if psychological support through just culture behaviours is lacking (p. 290). 

Conversely, Nicol (2015) shared her story of healing in which just culture behaviours were 

evident in her practice as a pharmacist after a CSAE, and she was able to heal through being part 

of the solution (p. 523). As described, there are a multitude of examples in which just culture at 

the frontline is beneficial, and issues arise in environments where it is lacking. The absence of 

just culture can also create difficulties during a QAR; staff may not be as forthcoming with 

information about the incident during interviews. As well, the conversation during the analysis 

meetings can be stilted when blame is evident instead of looking for system issues. Collins, 

Block, Arnold, and Christakis (2009) summed the challenge up well in their article on a blame-

free culture by asserting that introducing and supporting adoption of a just culture would be 

more challenging than had it been realized in past years because of the habits of self-blame in the 

clinician group as a response to perceived errors (p. 1287). 

I chose to focus on this area for my inquiry, as I am often involved in the analysis 

meetings and hear and see how an improved just culture would benefit the organization. I have 
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seen firsthand the effects of a just and less-than-just culture on clinical staff. As an internal 

researcher, I had the advantage of, as Coghlan and Brannick (2014) noted, knowledge stemming 

from “backstage where public access is restricted” (p. 4). I chose to target the CancerControl 

Alberta (CCA) program in my research, as this area has a relatively small number of staff and 

has completed 18 QARs in the past 5 years. This action research inquiry addressed the following 

question: How can the CancerControl Alberta Quality Assurance Committee foster just culture 

during quality assurance reviews? I also explored the following subquestions: 

1. How do the current staff in the CCA program experience just culture? 

2. What changes would have improved the experience of the QAR according to past 

attendees? 

3. What behaviours and processes support a just culture within a CCA QAR? 

4. What improvement strategy needs to be in place so the individual clinicians adopt the 

change? 

Significance of the Inquiry 

The key stakeholders in this inquiry included clinical staff, clinical managers, patients, 

and their families. After CSAEs occur in CCA, a QAR may be conducted to discover system 

issues that can be mitigated or eliminated to ensure the same event does not reoccur. Although 

the process for discovering the system issues is sound, without a robust just culture, the 

managing and learning cycle to reduce CSAEs is broken. The continuum of learning from 

clinical errors is to use best practice, report when things go wrong, manage the incident, learn 

from the mistake, share the learning, and then mistakes are not repeated. It is cyclical and 



EMBEDDING JUST CULTURE 16 

intended to be a balancing feedback loop, but the process results in an unfortunate negative 

reinforcing feedback loop when there is a break in the process (Senge, 2006, p. 79). 

Without a just culture, getting the right people around the table to find systemic issues to 

create recommendations during a QAR becomes an arduous task. As well, during investigations, 

many times the staff are traumatized by their mistakes and worried about their jobs without 

realizing what the philosophy of just culture really is. During QAR analysis meetings, if 

individuals involved in the incident experience feelings of doubt or of shame, the conversations 

can be stilted, and the work to find solutions is at risk. 

When the behaviours of just culture are evident, staff will (a) be more willing to report 

errors, (b) not be penalized for making system mistakes, (c) feel empowered to be a part of the 

solution when a Patient Safety team investigates CSAEs, and (d) exhibit the positive behaviours 

to their colleagues when they make mistakes (Kohn et al., 2000; Marx, 2001). The benefit to the 

greater organization and to patients is that when healthcare practitioners share the learnings from 

their mistakes, all staff members’ care becomes safer. 

AHS has adopted values that underpin just culture. In practicing the just culture guiding 

principles, AHS staff are living the five organizational values of compassion, accountability, 

respect, excellence, and safety (AHS, n.d.-b). Within AHS, compassion is defined as “kindness 

and empathy” (AHS, n.d.-b, p. 5) for everyone staff members care for. Compassion in a just 

culture is recognizing that humans are fallible and everyone makes mistakes. Accountability 

means AHS staff are “honest, principled and transparent” (AHS, n.d.-b, p. 7). In a just culture, 

accountability is sharing the facts of the CSAE towards learning and being held responsible for 

non-system related issues. All members striving to be their best and treating others with dignity 
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shows AHS staff members’ respect and excellence while keeping safety and quality 

improvement at the centre of all of our decisions (AHS, n.d.-b, pp. 9–14). During a QAR 

embedded in just culture, each staff member is treated with respect and the analysis is conducted 

with excellence in care towards optimal patient safety is a benchmark. Any recommendations 

made towards a stronger just culture must include considerations of the core values of AHS. 

Organizational Context 

AHS is a complex healthcare organization. With over 108,000 staff, not including 

physicians and volunteers, the sheer number of employees creates a complexity, even without 

considering the physical size of the entire Province of Alberta and virtual nature of much of the 

work, especially in the rural areas (AHS, 2016, pp. 4–5). 

The CCA program is a specialized area of the AHS that “reduces the impact of cancer on 

all Albertans and provides expert care and support for patients from their first symptom to 

survivorship” (AHS, n.d.-a, para. 1). The CCA’s main goal or purpose is to apply research to 

take a groundbreaking approach to cancer prevention, diagnosis, treatment, survivorship, and 

palliative care (AHS, n.d.-a). There are two large urban centres, one each in Edmonton (Cross 

Cancer Institute) and Calgary (Tom Baker Cancer Centre), four regional centres, and 11 

community centres across Alberta. Patients from rural Alberta who require cancer treatments 

may have access within their own community or one closer to their homes than the large urban 

sites. The approximate total staff count that covers all the centres is 1,700 (B. Harris, personal 

communication, February 23, 2017).1 Each of the two large urban programs function with an 

                                                
1 All personal communications in this report are used with permission. 
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executive director lead and medical dyad partner. The Community Oncology program also has a 

dyad leadership structure that the four regional and 11 community cancer centres are managed 

under. The three programs report up to a Chief Program Officer and a medical dyad partner. 

Therefore, while the community programs are integrated into AHS facilities, the program is run 

provincially in collaboration with local sites. 

As the safe care of patients is a top priority in AHS and has been referenced in the AHS 

(2016) Health Plan and Business Plan since 2009 (p. 6), the Patient Safety Strategic Plan (AHS, 

2013b) has acknowledged and laid out a framework to address the complex journey towards 

optimal patient safety (p. 6). 

Patient safety is not a one-time event; rather it is a continuous improvement journey that 

requires our attention and focus. Patient safety improvement takes a combined effort to 

better understand the risk of harm to patients and to implement effective strategies that 

reduce harm. (AHS, 2013b, p. 6) 

Of the five areas of focus in the Patient Safety Strategic Plan (AHS, 2013b), the fourth is 

listed as “Enhance Continuous Learning” (p. 9). As such, AHS has developed a robust plan to 

deal with CSAEs (AHS, 2014). When CSAEs occur, staff can refer to the AHS (2012) 

Immediate and Ongoing Management of Clinically Serious Adverse Events Guideline (IOM), 

which outlines the range of responses available to support learning. The philosophy is one in 

which events are reported and, depending on the incident, managed in a variety of ways, learned 

from, and reported back to the organization for shared learning and improved patient care (AHS, 

2015). Although, at a glance, the process for dealing with events and learning from clinical 

mistakes appears to be sound, the stage of reporting the incident in the first place is the point at 
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which the first roadblock lies. Perhaps the roadblock of not reporting is in place because of the 

issues with next stage, the management of CSAEs. I have found that much cynicism that can 

accompany a poorly investigated incident. For that reason I focus on the management of the 

CSAEs, not on the initial reporting of the incident. 

The roadblock of underreporting is not unique to AHS. The estimated number of 

worldwide clinical adverse events that go unreported ranges between 50–96% (Uribe, 

Schweikhart, Pathak, Dow, & Marsh, 2002, p. 266). The reasons of underreporting at AHS, or in 

any healthcare organization, vary from staff not knowing about the reporting and learning system 

(RLS), to not realizing that close calls and hazards should be reported, to fear of retribution from 

fellow staff members or their manager when reporting an error (Morris, 2011). A possible 

positive outcome from the implementation of the recommendations of this inquiry would be a 

shift in the safety culture so that the fear of retribution would become a fear of the past. A strong 

just culture addresses this very issue. 

Systems Analysis of the Inquiry  

The system in which this inquiry took place is one of enormous complexity. 

Understanding the complexity within the organization provided me with greater insight into 

opportunities for change that enabled me to put forward inquiry recommendations with the 

greatest impact towards a just culture. As previously noted, AHS is the largest publicly funded 

healthcare organization that offers healthcare to Albertans—indeed it is the largest healthcare 

organization in Canada. The organization is considered at arm’s length from the Government of 

Alberta and runs with its own governance board. However, the organization is governed by a 

board of directors appointed by the Health Minister with taxpayer funding accounting for almost 
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40% of all Government of Alberta revenues (Government of Alberta, 2017). Thus, AHS is a 

political entity and must answer to the public. Although AHS facilities run their day-to-day 

operations similarly to other healthcare organizations, the corporate structure underpinning the 

work is done in a virtual manner. Leadership, regardless of operational or corporate area, is 

situated in all areas of the province, which is broken down into zones and provincial programs 

that operate within zones. Within the Quality and Healthcare Improvement portfolio, there is 

representation in the five zones across the province. This is important when considering any 

change in practice or process, as the five zones are set up for local decision making. As noted 

earlier in the report, I focussed my inquiry on the CCA program, which is embedded in the 

Calgary and Edmonton zones as well as regional centres throughout the province. 

 
Figure 1. Management of CSAEs systems map. 
Note. CSAEs = Clinically Serious Adverse Events; Gov’t = Government; $ = Funding. 
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In conducting this inquiry I needed take into consideration the economic factors (see 

Figure 1). As AHS is publicly funded, the low price of oil in Alberta has taken a toll on the 

economy and the healthcare budget. Frontline operation is seen as acute, and the funding for 

those areas is considered prior to areas viewed as noncritical or corporate. The Quality 

Healthcare Improvement work is financed from a corporate area, as a result it is harder to prove 

value for funding (L. Chapin, personal communication, May 18, 2017). The financial burden to 

the system when mistakes are made is enormous, but the circumstances are not often analyzed to 

discover the exact cost. Extra days a patient might have to spend in the hospital, additional 

treatments or surgeries, sick days for staff who have been psychologically traumatized by an 

adverse event, equipment that needs to be purchased or reformatted, and even the loss of 

productivity on a unit after a CSAE occurs need to be taken into account when considering the 

economic impact of a clinical error (AHS, 2012). 

I also needed to consider several factors within the political system (see Figure 1). The 

first area to consider is that mistakes are not viewed favourably and are scrutinized by the public; 

at times, this creates conflict within the organization. According to Bolman and Deal (2013), 

how an organization manages conflict is much more important than the amount it has (p. 201). 

Conflict has to be examined when working with staff and leadership in creating ethical 

recommendations to ensure optimal patient care. A robust just culture in a healthcare setting can 

make a difference in a political sense. Outside of the actual facility, when mistakes happen the 

public often views the incident in a very negative, punitive way. At times, individuals or 

community members call for the termination of clinicians after CSAEs that receive media 

coverage or are especially public. How AHS addresses individual clinical staff is put under the 
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microscope, so the balance of fairness and learning from system related mistakes takes careful 

navigation. 

Culturally, I needed to study areas within the organization (see Figure 1). When in 

training, healthcare practitioner mistakes are viewed as failures and as a potential harm to a 

patient. As clinicians, causing harm to a patient due to an error is likely the worst outcome 

anyone could imagine. Practitioners hold themselves in high regard and tend to have an optimism 

bias when they contemplate their own practice, which occurs when people naturally “exhibit a 

pervasive and surprising bias: when it comes to predicting what will happen to us tomorrow, next 

week, or fifty years from now, we overestimate the likelihood of positive events, and 

underestimate the likelihood of negative events” (Sharot, 2011, p. R941). This bias separates 

staff from those who have provided care to patients who experience an adverse event. This frame 

of mind is not sympathetic to coworkers who have been involved in a CSAE. Optimism bias 

does not reinforce a just culture, since the natural response to hearing about an adverse event is 

for an individual to consider him or herself infallible or better than the other practitioner. 

As I discussed in the above paragraphs, the complex system of AHS and the 

interrelationships are substantial when considering the Quality and Healthcare Improvement 

portfolio and the work of patient safety, which are depicted in Figure 1. The arrows show how 

the systems are interconnected through management of CSAEs. 

Chapter Summary 

In this chapter I provided the significance of my inquiry for the healthcare worker and the 

organization as a whole. I then gave an overview of CCA that is part of a much larger 

organization, AHS. I also outlined a brief but pertinent history and detailed the organizational 
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context. This was done to offer a better understanding of the organization within which I 

conducted this inquiry. A systems analysis was also provided for further understanding of the 

inquiry goals. The next chapter provides a literature review relevant to this inquiry. 

Overview of Thesis 

This thesis is comprised of five chapters. In this chapter, Chapter 1, I provided the focus 

and framing for the inquiry. I have also detailed the significance of the inquiry and 

organizational context of AHS and specifically CCA. Chapter 2 presents the literature review, in 

which I investigate just culture, the second victim, and change leadership. Chapter 3 describes 

the inquiry methodology, the inquiry team, project participants, and data analysis. Chapter 4 

covers the findings and conclusions of the project based on the data gathered as well as the 

current literature and discusses the scope and limitations of the research. In Chapter 5, the final 

chapter, I detail the recommendations, implications, and next steps for the organization. 
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Chapter Two: Literature Review 

This chapter reviews relevant literature appropriate to the inquiry topic of just culture in 

healthcare, and is informed by the action research inquiry: How can the CancerControl Alberta 

Quality Assurance Committee foster just culture during quality assurance reviews? In an effort 

to clearly understand how to address the research question, the first topic examines what just 

culture in healthcare looks like, what behaviours are evident when embracing just culture, and 

what the benefits are. The second topic surrounds discovering the second victim, what clinical 

errors are, how they are managed, and what psychological challenges accompany them. As well, 

the steps that an organization may take at the recovery stages are outlined. The last topic 

addresses organizational culture change and outlines best practices in change leadership. 

Just Culture in Healthcare 

Research into just culture and, more particularly, just culture in healthcare shed light on 

what behaviours are evident when organizations adopt this practice. In addition, understanding 

the barriers and benefits of just culture helped to inform the recommendations stemming from 

the project in relation to addressing the culture change. 

Multiple studies have shown that adverse events occur in healthcare due to human and 

environmental factors, communication breakdowns, the failure in interactions of humans with 

technology, and the sheer complexity of the care patients require (Elliot, Page, & Worrall-Carter, 

2012, pp. 120–122; Henneman et al., 2012, p. 562). Organizations that have adopted just culture 

principles are better able to manage CSAEs successfully by being proactive about failure 

identification and analyzing root causes (Despins, 2009). With this growing knowledge, 
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healthcare organizations worldwide have begun adopting just culture as a framework for 

improving the quality of patient care (Khatri, Brown, & Hicks, 2009; Marx, 2001).  

Origin of the just culture concept. A common initial reaction after a CSAE is “to look 

for someone to blame” (Storey & Buchanan, 2008, p. 643). A groundbreaking report through the 

Institute of Medicine entitled To Err is Human highlighted a new way of thinking, leading the 

healthcare industry to look at patient safety differently (Kohn et al., 2000). The report described 

overwhelming numbers of projected deaths each year as a result of preventable medical errors 

and continued on to postulate that the majority of those errors are not the fault of individual 

practitioners but the result of system issues or faulty processes (Kohn et al., 2000, p. 5). Over a 

decade later, even equipped with the knowledge that the healthcare system itself causes issues 

for patient safety and every effort is made to prevent medical errors from occurring, system-

related issues causing patient harm continue to happen (Lazarus, 2011, p. 223). In Canada, it is 

estimated that a clinical adverse event happens every 18 admissions (Canadian Institute for 

Health Information, & Canadian Patient Safety Institute, 2016, p. 17).  

In order to decrease the preventable CSAEs, an intentional, open-minded look into the 

incident must happen. In an effort to increase reporting so that incidents could be investigated, 

the healthcare industry moved to a blame-free culture over the 1990s, encouraging individuals to 

report near misses and errors (Shabel & Dennis, 2012, pp. 38–39). Unfortunately, by swinging 

the pendulum so severely the other way, leaders did not embrace a blame-free culture, as the 

processes in place did not allow leaders to address the individual with reckless behaviour (Shabel 

& Dennis, 2012, p. 39). An approach was needed to create a balance between providing a 

nonpunitive environment and punishment for intentional or reckless behaviour. 
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Marx (2001), an expert in human error management and human factors engineering, 

emphasized that there is a crucial difference between a blame-free and an accountability-rich 

culture. Just culture facilitates appropriate investigation of adverse events in the context of 

human behaviour, including human error, at-risk behaviour, and reckless behaviour (Marx, 

2001). A just culture “revolves around a foundation of trust and accountability that relies on 

open communication, integrity and common goals which allow staff members to report safety 

concerns in a non-punitive environment” (Lockhart, 2015, p. 55). Marx (2009), in his book 

Whack-a-Mole: The price we pay for expecting perfection, explained that, when a CSAE 

happens, investigating to understand what behaviour led to the incident is key. A clinician who 

has been involved in CSAE related to a human error is one who can be consoled while at-risk 

behaviour can be coached to better behaviour (pp. 47–55). Marx (2001) outlined that reckless 

conduct can be referred to as gross negligence, in which case punitive actions may be warranted 

(p. 54). It is important to state that these supports are to be in place regardless of the outcome 

(Marx, 2001, p. 54). It is also worth noting that in a just culture environment the outcome of the 

error is not considered in determining the way staff are handled; rather, the choices that led to the 

error are of critical importance (Halpern, McKinnon, Okolo, Sanzio, & Dolan, 2016, p. 111). 

Marx (2009) outlined three main categories in the model of human behaviour and error. 

The first is an area in which the staff make an error. He explained at this stage the staff should be 

consoled and a systems review undertaken to discover if there are ways to keep the same mistake 

from happening to another patient and caregiver. The second area is when there is at-risk 

behaviour. Marx (2009) suggested that at this time the staff member should be coached to the 

right behaviour; in addition, a systems analysis would help to find areas in which workarounds 
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happen that can be avoided (p. 178). The only instance in which disciplinary actions would be 

warranted are in the case of blatant disregard for safety or reckless behaviour (Marx, 2009, 

p. 178; Pastorius, 2007, p. 24). In a healthcare environment that epitomizes just culture, mistakes 

are examined in a nonthreatening environment and learning can occur, which will ultimately 

create safer patient care. 

Benefits of just culture. As previously pointed out, mistakes in healthcare can be 

attributed to the complex nature of the work and the fact that, in many cases, human elements 

cannot be removed (Henneman et al., 2012). When CSAEs do occur, healthcare leaders have a 

choice of laying blame on the individual or putting time and effort into understanding the 

incident and creating change so that the same error does not happen again. It should be noted 

again that very rarely do CSAEs happen because of one single factor or individual. There are 

usually many people involved and multiple systems issues that accompany an event (Kohn et al., 

2000; Pastorius, 2007, pp. 24–25). 

The just culture model “promotes a nonpunitive, transparent approach in situations 

arising from unintended medical injury” (Halpern et al., 2016, p. 111). Having an open and 

honest environment in which to discuss issues promotes quality improvement and is one of the 

most important ingredients towards just culture (Pastorius, 2007, p. 26). For example, one way to 

create a safer environment for future patients is to investigate the details pertaining to a CSAE. 

In order for the process review to be as effective as possible, a candid conversation with affected 

healthcare providers is necessary; in the case of a simple investigation, this one-on-one interview 

can be with the manager, or in the case of a QAR with a member of the Patient Safety 

department. After a concrete understanding of the details of the event, system issues are 
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discussed in an open forum with leaders and frontline staff in an effort to create 

recommendations towards safer care. This open conversation is not the only benefit of just 

culture. Pastorius (2007) went on to say that “just culture environments don’t only involve trust 

and safety – they invoke a philosophy of caring, and looking out for one another” (p. 26), which 

provides a psychologically safe environment for the staff who may be experiencing feelings of 

guilt or shame. 

Another benefit for an organization that embraces just culture is one of learning in an 

effort to reduce the possibility of error reoccurring (Halpern et al., 2016, pp. 111–112). With 

large, complex CSAEs going through a robust QAR process to determine system issues and 

recommendations for work going forward, learning is an anticipated outcome. For the smaller, 

day-to-day incidents that happen on a unit, the quality improvement process may not have the 

same rigour and the learnings may not be as evident. Halpern et al. (2016) noted, within a just 

culture mindset, “coaching, counseling and education around the error decreases the likelihood 

of a repeated error” (p. 111). Within a particular unit, this could mean that when smaller 

incidents happen, because of the open, transparent environment, the error is discussed in a way 

that supports the learning of the individual and the collateral staff. In the long term, the learning 

culture in the unit would support increased patient safety and a stronger morale for the staff as 

well as healthy ownership in the work (Halpern et al., 2016, pp. 100–111). An opportunity for 

the staff to “contribute to the learning” (Denham, 2007, p. 107) is described as fundamental piece 

of follow up after CSAEs.  

In summary, a healthcare organization entrenched in just culture will experience 

multifaceted benefits. The staff will experience working in an environment in which reporting 
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becomes a natural process, free from fear of judgment. In such a work environment, making a 

system-related mistake will be regarded as a learning opportunity, and support of each other 

during the ensuing investigation is a natural element in the workplace. The healthcare leadership 

will be freed from undertaking disciplinary action to focus on process improvement in a just 

culture environment. The bottom line is that, in order to increase patient safety, an organization 

embedded in just culture is paramount (Lazarus, 2011, p. 227); as such, the stakeholder with the 

greatest benefit in a just culture will be the patients, as the organization is continually learning 

from preventable mistakes, ensuring they do not make the same errors over again. 

Second Victim 

In order to address the question of how to foster just culture in QARs, a solid 

understanding of the psychological effects on healthcare workers after CSAEs and how to 

support them are vital. If there is a perceptible just culture, the effects of the second victim may 

be lessened (Scott et al., 2009; Scott & McCoig, 2016). In addition, I needed to understand the 

cultural issues surrounding a clinical error before creating recommendations towards solutions. 

How clinical staff become second victims. McCay and Wu (2012) suggested that it is 

important to be aware that when any CSAE occurs there “are at least two victims” (p. C146). 

According to Wu (2000), if the first victim is the patient (i.e., the individual whom the adverse 

event happened to), then second victim could be a physician, nurse, pharmacist, laboratory 

worker, paramedic, or any other clinician (pp. 726–727). These clinicians or practitioners were 

involved to some extent in an adverse event and felt the effects of the “sickening realization of 

making a bad [clinical] mistake” (Wu, 2000, p. 726). Many authors wrote about second victims 
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as part of the clinical experience and perspective (McCay & Wu, 2012; Scott et al., 2009; Scott 

& McCoig, 2016; Wu, 2000). 

Emotional response to clinical adverse events. Scott et al. (2009) conducted a study to 

determine the postadverse event trajectory that clinical staff experience (p. 325). Their findings 

laid out a predictable six-stage recovery process regardless of gender, profession, or years of 

service (Scott et al., 2009, pp. 326–330). It is important to understand the stages a second victim 

may go through in order to provide the appropriate support at any given time after a CSAE. 

Other authors have referred to this six-stage process when describing the trauma a second victim 

goes through after a CSAE (Pratt & Jachna, 2014, pp. 54–63). 

Six-stage recovery process. Scott et al. (2009) detailed the six stages of recovery in their 

study. The first three stages occur after the clinician realizes the negative outcome or mistake; 

these stages are “unique in that the second victim may pass through one or more of these stages 

simultaneously” (Scott et al., 2009, p. 326). Also, within these three stages, the second victim 

often lacks support from frontline leadership and peers (Seys, Wu, et al., 2013, p. 149). 

Stage 1: Chaos and accident response. This stage occurs when the clinician becomes 

aware of the CSAE. It is a time of “intense personal scrutiny” (Scott & McCoig, 2016, p. 6). At 

this stage the patient may be unstable and requiring support; in addition, the staff member is also 

in a precarious position, as he or she can be very distracted (Scott et al., 2009, pp. 326–327). 

Scott et al. (2009) described the inner turmoil that the second victim experiences during the 

realization of the mistake and the rapid inquiry that ensues in the immediate aftermath (pp. 326–

327). Staff require recognition of their plight at this stage and the opportunity to be relieved from 

active duty for a short period of time or even the rest of the shift (Pratt & Jachna, 2014, pp. 54–
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55, 58; Scott et al., 2009, pp. 326–327). It is at this stage and the next that debriefing often 

happens, and it can be harmful to the clinician to go through the vivid recall (Pratt & Jachna, 

2014, p. 54). 

Stage 2: Intrusive reflections. This is a period of haunting reenactments of the incident 

(Scott et al., 2009, p. 327). At this time, the clinician internally rehashes everything that 

happened during the CSAE (Pratt & Jachna, 2014, p. 58). The staff involved often isolate 

themselves and mull over the details and wonder what went wrong. This stage often is 

accompanied by “feelings of internal inadequacy” (Scott et al., 2009, p. 327). The question the 

second victim asks at this stage is, “How did this happen?” (Scott et al., 2009, p. 329). Feelings 

of self-doubt that accompany this stage may cause clinicians to second guess their decisions. The 

peer support or manager should be aware of this possibility and be able to recognize if the staff 

member should be alone or requires someone to talk to (Pratt & Jachna, 2014, pp. 55, 58; Scott et 

al., 2009, pp. 327–328). Often clinicians will seek out a peer over a manager to reflect on the 

situation (Scott & McCoig, 2016, p. 10). 

Stage 3: Restoring personal integrity. It is at this stage that staff members actively 

seeking support and should be able to access what is emotionally best for them. At this stage I 

found contradicting literature about what is best for the clinician. Some clinicians have 

acknowledged that they would prefer to talk with colleagues, while others think it best to be with 

family and friends (Seys, Scott, et al., 2013, p. 684; Seys, Wu, et al., 2013, p. 149; Scott & 

McCoig, 2016, p. 10). The clinician might seek help from friends or family whom he or she 

trusts. Due to the uniqueness of the work in healthcare, it may be hard for the second victim to 

find someone to talk to that understands the nature of the distress the clinician is going through. 
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A colleague with whom the clinician has a trusting relationship may have a better understanding 

of the situation, the feelings of the clinician, and be prepared to support the second victim (Scott 

et al., 2009, pp. 327–328). The staff member will face challenges as he or she has “personal 

reflections such as ‘what will others think of me’ and ‘will I ever be trusted again?’” (Scott et al., 

2009, pp. 327–328). This stage also causes frustration for the staff member, as he or she may 

have been told not to speak to anyone regarding the CSAE (Pratt & Jachna, 2014, p. 58). 

Stage 4: Enduring the inquisition. After staff members have stabilized the patient, the 

second victim experiences “an awakening that the institution will be reacting to the event in 

unclear ways” (Scott et al., 2009, p. 328). It is at this stage that the clinician may become 

concerned about licensure or other repercussions such as job security (Pratt & Jachna, 2014, 

p. 58). It can be a very disconcerting time for the clinician. At this point, the institution begins to 

investigate and often requires a step-by-step walk through of the event by those involved. 

Reliving the CSAE can be detrimental for the staff member and trigger an emotional response 

(Pratt & Jachna, 2014, p. 58). In the instance of lapses in judgment or workarounds which are 

considered at-risk behaviour, identifying systemic issues is at the forefront of the investigation 

and individual behaviour is not studied other than to ask the question, “What was in place at the 

time so that the individual(s) made the decision thinking it was the right one at the time?” 

Stage 5: Obtaining emotional first aid. It is at this stage that the clinician starts the 

process towards healing often with the support of a coworker (Scott et al., 2009, p. 329). This is 

also the stage that the clinician begins to wonder about the repercussions of the CSAE, about job 

security and losing professional licenses (Scott et al., 2009, pp. 327–328). It is imperative at this 

stage that the clinician know who he or she can go to for support. Having a safe person to 
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confide in is important. Second victims have the option to seek emotional support from a variety 

of sources. Scott et al. (2009) reported that second victims may be concerned and frustrated 

about doing this because of a lack of understanding about what they legally could share in an 

effort to gain support (pp. 328–329). Some clinicians indicated that who they could contact and 

what they could share was never made clear (Scott et al., 2009, p. 329). This is an area that many 

organizations could be clearer on in their processes after CSAEs.  

Stage 6: Moving on. This is a unique stage in that there are three distinct paths on which 

second victims may find themselves: dropping out, surviving, and thriving (Scott et al., 2009, 

p. 330). Dropping out includes leaving the clinical profession, and surviving usually involves 

continuing on in the clinical career but with the burden of emotional trauma (Scott et al., 2009, 

pp. 329–330). The best possible outcome is thriving, in which the clinician is able to be a part of 

the solution and create a positive outcome from a negative experience (Nicol, 2015, p. 523; Pratt 

& Jachna, 2014, p. 58). Prior to this stage, organizations need to be involved in the care of their 

clinicians with supportive interventions (Seys, Scott, et al., 2013, p. 685). The trajectory may 

depend on what supports have been in place for the second victim throughout the process. At this 

stage it may be too late to offer initial support. 

Scott et al.’s (2009) conclusions to their research showed that more effort in the early 

stages would provide the balance of support necessary for the second victims. They believed that 

most organizations have spent effort on the latter stages but need to consider the initial stages 

after discovery of the CSAE (Scott et al., 2009, p. 330). 

Disclosure support. An area supported in the literature I reviewed was that of the 

disclosure process, with varying opinions about its cathartic value. Often the accountability rests 
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on the most responsible practitioner, who very frequently is the physician. Disclosure is a heavy 

burden for one to bear and can be intimidating; however, according to Harrison et al. (2014), 

nurses could make “vital contributions to supporting both patients and physicians through 

disclosure conversations” (p. 343). Seys, Scott, et al. (2013) proposed that disclosure was seen as 

a main source of physician distress (p. 683). Working as a team on disclosure could lessen the 

degree of misery experienced by many physicians in the aftermath of a CSAE (Seys, Scott, et al., 

2013, p. 683). In their study, McCay and Wu (2012) addressed physicians with practical steps to 

seek support to complete the disclosure process (pp. C147–C148). Plews-Ogan et al. (2016) 

reported that the disclosure process could be the beginning of healing the doctor–patient 

relationship and possibly be a starting point to begin to talk openly about the event (p. 236). 

Seys, Scott, et al. (2013) advised disclosure of harm is essential, but has a significant impact on 

the second victim, so it should be done with appropriate support (p. 148). Therefore, while the 

research is clear that the disclosure should happen, not all researchers considered it to be helpful 

towards healing. 

What organizations and colleagues can do to support a second victim. With a strong 

just culture, an organization may be able to mitigate some of the negative outcomes for staff 

after CSAEs. It is known that when organizational support is poor, the second victims express 

that they cannot move on (Scott et al., 2009). While many organizations have practices on how 

to manage CSAEs in regards to the patient, it is “far less clear how to help the second victims” 

(McCay & Wu, 2012, p. C146). The staff who are devastated need support right from the 

moment the CSAE is recognized (Scott & McCoig, 2016, p. 6). This means that the staff or 
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leaders in the immediate vicinity of the clinician who is involved in the CSAE need to be aware 

of how to best provide support. 

Scott et al. (2009) suggested that the time between the adverse event and support is 

crucial (p. 236). If the manager has had an experience with a bad patient outcome, then spending 

time sharing this information with the clinician can be valuable, as the clinician then realizes he 

or she is not the first to experience the second-victim phenomenon. If the manager lacks the 

experience, he or she can still be supportive of the staff member who is suffering with a second-

victim response (Scott & McCoig, 2016, p. 11). Additionally, Seys, Scott, et al. (2013) also 

suggested that supervisors can support second victims by emphasizing their continued trust in the 

clinicians (p. 683). Managers can accomplish this by reassuring second victims that their 

professional abilities are still important to the organization and to their professional teams. An 

existing trusting relationship between the healthcare provider involved in the CSAE and the 

individual providing support is important (Scott et al., 2009, p. 329). This is yet another reason to 

ensure the one who is providing support to the second victim is from the clinician’s area and not 

a neutral, human resources staff member. 

A well-laid-out process for second victims, which includes addressing who is appropriate 

to divulge the critical information to, is key, as the clinicians in Scott et al.’s (2009) study 

“expressed concerns about not knowing who was a ‘safe’ person to confide in” (pp. 328–329). 

Seys, Scott, et al. (2013) outlined that the provider should receive care in the form of emotional 

first aid, “ideally before the clinician leaves the environment” (p. 684). In contrast, Wolf, 

Serembus, Smetzer, Cohen, and Cohen (2000) suggested that family members, friends, and peers 

in the workplace seemed to provide more support than managers and physicians (para. 31). 
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Regardless, it would seem the first few minutes to hours after an adverse event is recognized as a 

critical time to provide emotional support for the clinician. 

While the initial response is extremely important, as Scott et al. (2009) suggested, in the 

days to weeks of the CSAE aftermath, there are practical steps that the leadership and the 

investigating team can do to lessen the degree of suffering for the second victim. Organizations 

rich in just culture maintain a learning focus, so the aim of the investigation is seen as positive 

(Pastorius, 2007, p. 26). Without a just culture, more effort will be spent on providing a positive 

outlook and learning focus to staff and impressing upon them the reason for the investigation. 

Create opportunities for staff to be involved in the process. Jones and Treiber (2012) 

posited that nurses’ participation in quality improvement work is as little as 10%. Disclosure of 

harm is an area that can cause a great deal of stress for the second victim. A great sense of 

trepidation accompanies the thought of disclosure for the physician, or any clinician, after a 

CSAE. However, Wu (2000) noted, “We can convey the great relief it can be to admit a mistake, 

and that, confronted by an empathetic and apologetic physician, patients and families can be 

astonishingly forgiving” (p. 727). In their study, Plews-Ogan et al. (2016) researched physicians’ 

behaviours and activities after CSAEs (pp. 233–241). The authors highlighted that disclosure and 

apology were identified as “critical first steps towards the possibility of healing a broken 

relationship and being able to deal openly about the event” (Plews-Ogan et al., 2016, p. 236). 

Conversely, Seys, Scott, et al. (2013) advised that meeting with the patient or family is not 

always helpful and can cause more psychological angst (p. 680). It would seem that if the 

physicians and other clinicians had adequate support, this step may be considered to be part of 

the healing process should not to be avoided. McDonald et al. (2010) outlined a progressive 



EMBEDDING JUST CULTURE 37 

program from the University of Michigan Health System that consisted of volunteers within the 

organization who were available for disclosure support (p. 3). These individuals were a 

coordinated, trained group and spanned every department within the organization that, at the 

request of the clinician, would provide disclosure support (McDonald et al., 2010, p. 3). 

Although physicians often take the lead in the disclosure of harm, Harrison et al. (2014) 

proposed that nursing staff could also play an essential role in the process (p. 343). 

Another way to involve staff is to invite them to be a part of the learning process. One 

very powerful way to support a second victim after a CSAE is to learn from the mistake and then 

share those learnings with others (Plews-Ogan et al., 2016, p. 237). Furthermore, reporting errors 

and learning from others help to avoid the blame cycle that accompanies CSAEs (Gorini, 

Miglioretti, & Pravettoni, 2012, p. 674). As previously stated, one of the best ways to support a 

just culture is to learn from the errors; involving the clinicians in the query, those who know the 

processes and culture of the unit, will bring a twofold benefit. 

While I found no consensus within the literature of how an organization can ultimately 

support a second victim, I noted many supportive activities and behaviours to consider. One clear 

theme that I found across the literature is that support of the second victim should begin right 

away. 

Leading Organizational Culture Change 

In order for the recommendations stemming from the research project to create change in 

a positive way, they should be accompanied with an organizational change focus. There needs to 

be a clear and robust change leadership plan to implement the recommendations created from 

this research project that addresses how to support the individual clinicians to adopt a change. 
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Change management. Change management is the application of a structured process and 

set of tools for managing the people side of change to achieve the desired outcome (Hiatt & 

Creasy, 2012, pp. 13–14). One of the basic tenets for change management is the idea that 

organizational change requires individual change (Hiatt & Creasy, 2012, pp. 4–5). This means 

that change can take time to realize ultimate utilization, speed of adoption, and proficiency from 

each of the individuals involved in a change. Therefore, in order to transition from a blame 

culture to a just culture, leaders must change the kind, rate, and intensity of the interactions 

among individuals to be consistent with those espoused in a just culture. 

Leading change. The Prosci methodology includes both a model for individual change 

and one for organizational change. The methodology is underpinned with the principle that 

“organizations do not change, people do” (Hiatt & Creasy, 2012, p. 4). The Prosci “ADKAR 

change management model” (Hiatt & Creasy, 2012, p. 35) relates to individual stages of change, 

which stands for awareness, desire, knowledge, ability, and reinforcement. The focus on the 

individual stages of change helps the leader understand how to create a plan to support the 

change required of the staff. The model outlines the steps to build awareness of the need for the 

change, create desire within the employee to make the change, provide training to create the 

necessary knowledge, have resources available so the staff are able to make the required 

changes, and measures to reinforce the change.  

While the ADKAR model helps to frame the individual change (Hiatt, 2006, p. 43), there 

needs to be a focus on the organization as a whole and the stages of change that need to occur. 

The Prosci organizational change management process includes three stages to manage the 

change for an organization: preparing for change, managing change, and reinforcing change 
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(Hiatt & Creasy, 2012, p. 61). These steps should be aligned with the project management 

outline for a seamless transition. The first step is preparing for change, in which leadership takes 

the opportunity to create a team structure and a sponsor model while developing the change 

management strategy (Hiatt & Creasy, 2012, pp. 62–66). The second phase is managing the 

change while it is in transition, which is the most uncertain time for staff (Hiatt & Creasy, 2012, 

pp. 66–72). This phase outlines the five change management plans: the sponsor plan, training 

plan, coaching plan, communication, and resistance management plans (Hiatt & Creasy, 2012, 

pp. 67–71). Third is the reinforcing phase, which is an opportunity to assess the results and 

implement corrective action if necessary. Most importantly, it is an opportunity to celebrate 

successes (Hiatt & Creasy, 2012, pp. 72–79). 

According to Hiatt and Creasy (2012), the single most important determinant of 

successful change within an organization is the role of the sponsor or leader of the change 

(p. 70). Many leaders confuse sponsorship with support. Although a sponsor does need to 

support the project, the role involves much more than this. Sponsorship and or leadership of the 

change requires an active and visible participation (Hiatt & Creasy, 2012, pp. 70–71). Following 

the Prosci methodology for change management, the most effective support for sponsorship is 

ensuring the leader has the proper speaking notes and other communication vehicles to maintain 

a visible and active role in the change (Hiatt, 2006, pp. 80–82). As a leader, ensuring the time is 

available to show the staff that the change is important is imperative. A leader’s main focus 

during a change is to charter, authorize, and lead the change. 

Safety culture transformation in healthcare. According to Austin, Bentkover, and 

Chait (2016), “transformation implies and requires a change [in behaviour]” (p. 72). In 
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healthcare, considering the complexities and deep-rooted behaviours at the operational level, 

change can be especially difficult. Sabin, Bigda-Peyton, Brown, and Patankar (2012) and Austin 

et al. (2016) outlined several ways for healthcare leaders to support culture transformation and 

achieve a sustainable impact. 

Sabin et al. (2012) suggested that, in theory, cultural change efforts may start from the 

top or the bottom, but in safety culture transformation there is “need for both bottom-up and top-

down alignment” (p. 180). This means that while the leadership is ensuring policies are in place 

and the resources are available, the staff are required to be a part of the transformation effort. 

This stance is in line with Prosci’s approach that the individuals are the ones who change, not the 

organization (Hiatt & Creasy, 2012, pp. 4–5). Furthermore, Austin et al. (2016) maintained, 

“Mere slogans are not enough” (p. 78). Leaders need to be a visible presence throughout the 

change effort. This includes all levels of leadership, especially the middle managers, as they play 

a key part in the transformation process (Sabin et al., 2012, p. 180). Middle managers are the link 

between the senior leaders and the frontline management and are well situated to support above 

and below. 

Sabin et al. (2012) described a series of actions that healthcare leaders may consider to 

support safety culture transformation in their organizations. The first is that culture change 

requires concentrated and deliberate efforts (Sabin et al., 2012, p. 181). Transformation takes 

time, planning, and resources, especially in large organizations. In addition, at the beginning, 

creating a guiding coalition of committed leaders has been reported to be a key factor to success 

(Sabin et al., 2012, p. 184). Austin et al. (2016) also reasoned that the implementation of the 

change efforts should begin during the planning stage since there is momentum, and creating a 
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plan and then handing over the project would delay the change (pp. 72–73). Furthermore, 

consistent actions relative to the plan is essential (Austin et al., 2016, p. 74). Conflicting 

messages from several leaders will cause confusion and could stall the change. In regards to 

communication to the staff, they key messages need to be overcommunicated (p. 74). Sabin et al. 

(2016) also cautioned leaders to be very clear in communicating the “destination statement” 

(p. 184), or what the future state will look like. This statement should also accompany the key 

messages that clearly explain to staff the reasons why the change is needed (Austin et al., 2016, 

p. 74). According to Hiatt (2006), understanding the current situation and the rationale for 

change creates desire and is the single most important message to engender individual change 

(pp. 79–102). As the transformation occurs in the organization, the leadership needs to address 

how to signal that the change is not a passing fad but part of the new standard (Sabin et al., 2012, 

p. 186). Ways to embed the new focus might be to incorporate daily norms and also include the 

new behaviours in performance evaluations (Sabin et al., 2012, p. 186). In organizational change 

management, Hiatt (2006) referred to this stage as reinforcement (pp. 37–41). 

Healthcare culture transformation take time, concentrated effort, deliberate steps, and 

requires new behaviours from every staff member. Ensuring everyone is clear on the key 

messages and including the reason behind the change will support the individuals to make the 

change. 

Dealing with nonstop change. Ironically, one of the reasons that organizations shy away 

from making change management a priority is because they are overwhelmed by the changes 

facing their organization (Bridges, 2009, pp. 99–100). The experience of the leader dealing with 

nonstop change can be like that of a conductor leading an orchestra (Bridges, 2009, p. 101). It is 
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very important for the leader to step back and keep track of what is happening as a whole, but he 

or she must also be in tune with what is happening with the individual instruments. Knowing 

what changes are happening in the different areas of the organization can be imperative in the 

planning stages. According to Bridges (2009), to be successful in nonstop change, leaders require 

“an overall design within which the various and separate changes are integrated as component 

elements” (p. 101). When assessing the amount of change that is required of the staff, it may be 

necessary to cluster the changes or cut some of them out to address at a later date (Bridges, 2009, 

p. 103). 

Chapter Summary 

I conducted the literature review to further explore the topics related to my research 

inquiry. I examined just culture, the second victim, as well as change leadership. The first topic 

of just culture covered the definition as well as the origin and benefits to the organization. Next, 

I explored the concept of the second victim in order to better understand what an employee’s 

response to a traumatic event were. Additionally, I looked at the recovery trajectory to see what 

the individual’s might be feeling and doing at each of the six stages in the process. I also 

discussed what the organization could be doing at each of these stages to provide support to the 

second victim. Finally, I investigated the topic of change management and the impact of 

leadership on the change. The next chapter outlines the inquiry approach with the chosen 

methodology. 
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Chapter Three: Inquiry Project Approach 

This chapter describes the inquiry approach and methodology, summarizes the project 

participants, describes the data collection methods, details the analysis process, and outlines the 

study conduct including the ethical considerations used to answer the research question: How 

can the CancerControl Alberta Quality Assurance Committee foster just culture during quality 

assurance reviews? In conducting this research I also explored the following subquestions: 

1. How do the current staff in the CCA program experience just culture? 

2. What changes would have improved the experience of the QAR according to past 

attendees? 

3. What behaviours and processes support a just culture within a CCA QAR? 

4. What improvement strategy needs to be in place so the individual clinicians adopt the 

change? 

Inquiry Project Methodology 

To answer the inquiry question above, I chose to employ the action research (AR) 

methodology, which Coghlan and Brannick (2014) defined as “a participatory, democratic 

process concerned with developing practical knowing in the pursuit of worthwhile human 

purposes, grounded in a participatory worldview” (p. 5). Coghlan and Brannick (2014) described 

AR as having several significant features; it is about “research in action, rather than research 

about action” (p. 6), it is characterized by a “sequence of events and an approach to problem-

solving” (p. 6), and it supports a “collaborative democratic partnership” (p. 6). These 

characteristics are what distinguish AR from traditional investigative research. Stringer (2014) 
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outlined the basic AR method as a “simple, yet powerful framework [of] look, think, [and] act” 

(pp. 8–9). 

In this inquiry I specifically used the action research engagement (ARE) model, as 

advised by Rowe, Graf, Agger-Gupta, Piggot-Irvine, and Harris (2013) when both engagement 

and change are factors in the investigation. There are five stages in the readiness for change 

cycle, which include focus and framing, stakeholder engagement, reflection on action, evaluation 

of action and recontextualization for organizational change (Rowe et al., 2013; see Appendix B 

for the ARE engagement model). The readiness for change cycle is followed by a period of 

transition, which allows the project leadership to change hands from the researcher to the 

organization for continuation into the change action cycle (Rowe et al., 2013, p. 20). 

Using the AR methodology, the research plan followed the “systematic approach to 

finding effective solutions” (Stringer, 2014, p. 1) in an effort to increase the uptake of just 

culture during CCA QARs in AHS. The approach supported the style in which the CCA 

functions during QARs; it is a collaborative environment, in which quality is highly prized and 

recommendations are made for improvement continually. I paired the AR approach with an 

appreciative stance, which Keefe and Pesut (2004) stated assumes that “something works” 

(p. 104) or is going well and the organization can move towards change by focusing on it. 

Taking the appreciative stance for this project shed light on what is working well in the CCA 

Quality Assurance Committee work and brought an emphasis of optimism to the participants, 

whether answering questions in the survey, attending and participating in a subsequent interview, 

or dialoguing in the focus group sessions. 
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Inquiry Team 

An inquiry team provided support by piloting the questions, assisting with facilitation 

during the focus group sessions, and reviewing the research analysis. The inquiry team was 

comprised of several people: a member from the AHS Second Victim working group who 

provides support to healthcare workers following CSAEs, a Workplace Health and Safety team 

member who specializes in psychological safety work of clinicians in AHS, a Policy department 

member with survey expertise, who supported the online survey process, a CCA team member 

from the Patient Safety division who understands the culture within CCA, and me. I invited 

inquiry team members to assist in the research based on their experience in the organization, 

current work associated with just culture, and a similar passion to improve just culture in AHS. 

The Second Victim working group member also provided an ethical review of the research. By 

having representation from these groups I ensured the survey, interview, and focus group 

questions were appropriate, the perspective on the analysis was well rounded, and the 

recommendations were relevant. Within the inquiry team there were no power-over issues to 

note. Although the inquiry team members and I do not routinely work together, our roles often 

intersect and we have healthy working relationships. Each member signed an inquiry team 

member confidentiality agreement (see Appendix C). 

Project Participants 

AR is the use of a scientific method to make an inquiry towards solutions with the 

individuals who are pursuing them (Coghlan & Brannick, 2014; Stringer, 2014). To answer the 

inquiry question, I engaged the CCA leadership and participants from the program who have 

been involved in QARs. The inclusion criteria for the survey and interviews was that the 
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practitioners must have been involved in a QAR within the last 5 years, either as an interviewee 

or as a participant, and the inclusion criteria for the focus group session was that participants 

must be members of the CCA leadership. Within the CCA, a total of 18 QARs have been 

completed in the last 5 years, resulting in approximately 94 eligible staff, as outlined in Figure 2. 

Following the advise of Morse (1991), I offered all eligible staff the opportunity to give their 

feedback for the project (p. 132), qualifying the sampling as voluntary (i.e., involving those who 

identify themselves to the researcher). There were no power-over issues in any of the data 

collection methods. The majority of the clinical staff involved in recent CCA QARs worked 

within the Nursing, Laboratory, Radiology, and Pharmacy departments. With the help of the 

Director of Patient Safety Learning and Improvement, who issued all invitations and the 

information letter, I invited the entire group of clinical staff and leadership who had been 

involved in any way with a CCA QAR to complete the survey (see Appendices D and E).  

 
Figure 2. Outline of project participants. 
Note. QAR = Quality Assurance Review. 

As the participants completed the surveys they were invited to continue to engage in the 

research by taking part in an interview or focus group session by contacting me (see Appendices 
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D and E). These staff had been interviewed or involved in at least one QAR analysis meetings 

and offered their insight, expertise, and recommendations towards safer patient care. The level of 

knowledge and experience in the different clinical areas was varied and their insight into the 

inquiry question was substantial. I conducted 14 semistructured interviews with staff at the 

various CCA centres. The interviewed staff represented frontline clinical and leadership from 

Nursing, Radiology, and Pharmacy units as well as one physician. I conducted six of the 

interviews with leaders, seven with frontline clinicians, and one with a physician.  

Lastly, I invited the CCA leadership to participate in a focus group session at the Tom 

Baker Cancer Centre in Calgary, at the Cross Cancer Institute in Edmonton, or in an online 

session offered to the Community CCA working group (see Appendices D and E). These staff 

have been involved in QAR work as a leader, recommendation owner, or sponsor of change in 

processes or practices towards safer patient care. The three focus group sessions had a maximum 

number of 12 participants each, which is the maximum recommended number of participants for 

a focus group session (Liamputtong, 2011, p. 43). Keeping the focus group to a maximum of 12 

individuals enabled participants to offer their feedback among their peers. As Stringer (2014) 

specified, “Participants in a focus group should each have opportunities to describe their 

experience and present their perspective on the issues discussed” (p. 111). The focus group was 

important because it enabled me to engage leaders and gather insight to develop an 

understanding of the changes needed to foster a just culture within the CCA. The focus group 

represented management from the Nursing, Radiology, and Pharmacy units, as well as medical 

staff and senior leadership. The leadership team has the authority to implement the changes 
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uncovered through the focus group session, which I reviewed during the final presentation at 

which leaders discussed the proposed recommendations. 

Inquiry Project Methods 

Data collection methods. Applying a multimethod research (MMR) approach allowed 

me to collect the data in three stages. Although authors presented varying opinions on the use of 

MMR versus single-method research, many supported the growing trend of MMR being the way 

forward (Brady, Collier, & Seawright, 2006; Rohlfing & Starke, 2013). Ahmed and Sil (2012) 

argued that accepting MMR as the new way of doing things should not mean that data collection 

using MMR will produce less errors and “increase the validity of the findings” (p. 936). The 

authors conceded that MMR is emerging as not only a solution for dealing with “practical 

challenges that arise in the course of research” (Ahmed & Sil, 2012, p. 936), but it is evolving as 

a best practice with the expectation that a single researcher could produce better data by using 

more than one method in a single project (pp. 935–936). The reason for using the three-step 

approach for my inquiry is related to using the data captured in the survey to elaborate, enhance, 

and clarify findings (Greene, Caracelli, & Graham, 1989, pp. 258–260) during the focused 

interviews. The findings from the survey and interviews were then discussed during the focus 

group sessions offered to the leadership. 

Survey. Firstly, I asked questions through the use of a survey (see Appendix F) to CCA 

staff to gain an understanding of what is working well and to identify opportunities to amplify or 

“fan the little flames to become a roaring blaze” (Bushe, 2005, p. 699). Stringer (2014) suggested 

that surveys are of “limited use as the initial method in AR” (p. 118) because the questions tend 

to reflect a researcher’s bias. I mitigated this risk by having inquiry team input into the questions. 
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Interviews. For the second method, I used individual semistructured interviews (see 

Appendix G) with QAR participants as an expository approach to understand the deeper issues 

and dynamics at the frontline level in CCA. Questions in qualitative interviews were open ended, 

clear, neutral, and sensitive in nature to fully capture participants’ knowledge, experience, and 

opinions (Doody & Noonan, 2013, p. 30). Stringer (2014) stated, “Interviews provide 

opportunities for participants to describe the situation in their own terms” (p. 105). 

Disadvantages with interviews may include a perceived atmosphere of intimidation for the 

interviewee, as the interview is linear in structure with pointed questions. This can be mitigated 

by allowing time at the beginning of the interview to ask some general questions of the 

interviewee to set a neutral tone. Most of my interviews were over the phone, so I needed to 

create an atmosphere in which the participants could relax, to encourage them to be honest with 

me. I added 10 minutes to each interview to allow interviewees to tell me about themselves, what 

area they worked in, why they liked working in CCA, and to allow me to explain why I was 

doing the research. Although these questions were not part of the research, it allowed me build a 

rapport with interviewees for the questions that followed. 

Focus group session. The third method was a focus group, which, through a series of 

questions (see Appendix H), facilitated dialogue, new communicative relationships, and 

engagement about the inquiry topic (Glesne, 2016, p. 123; Rowe et al., 2013, p. 22). One 

advantage of focus groups includes giving the participants an opportunity to discuss in detail a 

mutually understood topic (Liamputtong, 2011). It also provides an opportunity for the 

participants to share their expertise and enlighten others who may not have the same perspective 

(Liamputtong, 2011). Potential disadvantages of a focus group include difficulty in maintaining 
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confidentiality due to the number of participants present and some attendees may not feel 

comfortable contributing to the conversation (Glesne, 2016, pp. 123–124). I mitigated these 

disadvantages by creating an open and honest environment from the outset of the sessions, 

reminding the participants of the agreed-upon confidentiality, and encouraging those who wanted 

to contribute, but not speak up, to hand in written responses. In this group setting, there were no 

power-over issues, as most of the participants were leaders of their own departments.  

Study conduct. Once I gained ethical approval, I began the process of recruiting 

participants. The inquiry team and my coworkers on the Provincial Patient Safety team tested all 

the questions for the survey, interview, and focus group sessions, which helped mitigate 

researcher bias (Glesne, 2016, pp. 106–108). Hosting a test focus group session with the above 

teams enabled me to test the questions in a real-time environment alongside peers (Glesne, 2016, 

p. 106). I was prepared to adjust the questions depending on the outcome of the pilot test because 

“great results begin with great questions” (Adams, 2009, para. 28). After the test team took the 

survey, I calculated the mean time to complete the survey and added this to the information letter 

(see Appendix D). 

The Director of Patient Safety Learning and Improvement agreed to send all information 

letters with invitations for surveys, interviews, and focus groups via email (see Appendices D 

and E). As the survey, interview, and focus group participants were from the same pool, my 

inquiry team member sent out one information letter outlining all three opportunities to lessen 

email fatigue. While the information letter invited all staff to participate in the online survey, it 

also directed eligible staff for interview or focus group to sign up by emailing me for a limited 

place. 
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The consent process for the survey participants was laid out in the information letter (see 

Appendix D), which indicated that their participation in the survey constituted informed consent. 

For interviewees, I described the consent process at the beginning of the interview, reviewed the 

consent form with each participant (see Appendix I), and received interviewees’ signed consent 

prior to asking interview questions. For the focus group participants, the information letter 

outlined the particulars of the session and described the consent process. At the beginning of the 

sessions, I reviewed confidentiality of the shared information with all participants and received a 

signed consent form (see Appendix J) from each participant prior to asking the focus group 

questions. 

I sent the survey to the 134 clinical (CCA) staff who had recently been involved in QAR 

work. For internal surveys, AHS uses SelectSurvey.NET (2014), which is a self-serve software 

tool that I had access and permission to use (Anonymous, personal communication, September 9, 

2016). Of the 134 potential survey respondents, 20 individuals did not have valid AHS email 

addresses and another 20 responded to say they were not in roles that would be appropriate for 

completing the survey, which left a total of 94 eligible participants. The number of staff were 

large; therefore, I chose to use the Likert-type scale in a semiquantitative data-gathering 

approach for most of the survey questions (see Appendix F), which allowed me to compile the 

data in an efficient way. Joshi, Kale, Chandel, and Pal (2015) outlined the Likert-type scale to be 

a formulated set of questions towards a hypothetical situation to which the participant answers 

with their degree of agreement (pp. 397–398). By using this method with the questions, I gained 

a sense of the baseline of the staff perceptions and attitudes toward just culture in the CCA 
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program, as there was opportunity for participants to share their insight into three behaviours or 

processes that would foster just culture during QARs on their unit. 

After I had collected and analyzed the data from the surveys, I used the information to 

formulate interview questions with the assistance of the inquiry team (see Appendix G). I invited 

QAR participants in AHS, who have actively engaged in QARs, to take part in individual 

interviews. The interview sessions were audio recorded and I took handwritten notes, all of 

which I kept confidential. The audio recordings were transcribed verbatim electronically using 

Dragon NaturallySpeaking (Nuance Communications, 2016). Once the data were collected, I 

coded and themed the information myself using post-it notes and mind mapping. I was able to 

generate themes with which to start the conversation during the focus group sessions. I then 

shared the results with my inquiry team. I used the themed data to begin the conversation with 

the CCA leadership in the focus group sessions. 

The focus group sessions allowed a better understanding of what needs to be in place for 

just culture to permeate throughout QARs for CCA. The questions for the focus group sessions 

(see Appendix H) were exploratory in nature and shed light on the perspectives, values, and 

beliefs of CCA staff in relation to just culture. Participants captured group notes during the focus 

group session and an inquiry team member also scribed notes. One round of member checking 

occurred when I, as the facilitator, repeated back participants’ suggestions and comments during 

the harvest round of the focus group session, which, according to Stringer (2014), “enables [the 

participants] to verify that the research adequately represents their perspectives and experiences” 

(p. 93). During the focus group sessions the leadership from the Calgary, Edmonton, and 

Community CCA programs had the opportunity to see the themes and consider as a group some 
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recommendations within the CCA QAR process to integrate just culture. These sessions also 

provided an opportunity to hear from leaders what the associated requested behaviours looked 

like in action. They then were given the opportunity to discuss processes that were either already 

in place or could be created to foster just culture behaviours. I was the only person with access to 

raw data, which consisted of the group post-it notes captured on a communal flip chart, the 

handwritten notes from the inquiry team member, and notes made on the Microsoft (2013) Lync 

session during the virtual focus group session.  

After the themes and suggestions were gleaned from the focus group sessions, working 

with the inquiry team, I compiled the data into a presentation format outlining recommendations 

to foster just culture during QARs in CCA. The inquiry team and I presented this information to 

the project sponsor. This session outlined the current culture, the opportunities for change, and 

the recommendations that arose from the research. My inquiry team and I delivered the 

recommendations using an engaging approach to allow the sponsor to consider the 

recommendations and feel welcomed to put forward her own suggestions based on the 

conclusions of the study. 

Data analysis. Stringer (2014) outlined that research needs to be designed precisely to 

enhance its trustworthiness (p. 92). The analysis of the data is an important aspect of research; 

Glesne (2016) described this as unifying the data captured in the collection phase and making 

sense of it in light of the inquiry questions (p. 183). Once the data had been collected from the 

survey and interviews, I collated the information in terms of the questions. I shared the key 

themes gathered from the data with the focus group participants to build an understanding of the 

current state in CCA and used this as a starting point in the discussion. 
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After I created verbatim de-identified transcripts of the interview recordings using the 

Dragon NaturallySpeaking (Nuance Communications, 2016) program, I kept safe the transcripts 

in a private file at my home to ensure confidentiality. According to Stringer (2014), “all analysis 

is an act of interpretation” (p. 139), but the main focus is to accurately discern the opinions of the 

participants. I conducted a thematic analysis, which according to Glesne (2016) is the process to 

categorize, code, and theme the data (p. 184), before I presented the findings to the inquiry team. 

Multiple authors have encouraged those involved in data analysis to suspend judgment and 

“bracket” (Saldaña, 2015, p. 4; Stringer, 2014, p. 139) their own biases so that they can capture 

the information authentically. As previously noted, I presented the interview themes to the focus 

group participants. The themed data was the starting point of the focus group discussion to 

brainstorm ways to support just culture during QARs. Once the data from the focus group 

sessions were themed, my inquiry team and I presented with the conclusions and proposed 

recommendations to the sponsor. I also presented the CCA and Patient Safety leadership with the 

findings and suggested recommendations and then engaged these parties for other 

recommendations to answer the inquiry question.  

Ethical Issues 

It is essential for researchers to ensure that the inquiry plan includes ethical 

considerations that will protect each of the stakeholders involved in the research (Stringer & 

Dwyer, 2005). The Director of Patient Safety Learning and Improvement sent out information 

and invitation letters on my behalf, so I did not have access to the potential participants’ names 

unless they responded to the invitation for either the interview or focus group session. 

Participants who chose to only respond to the survey were anonymous to me. If a survey 
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participant wished to be a part of an interview, he or she contacted me for further information. 

Once collected, I maintained all information in confidence, with physical copies stored in a 

locked filing cabinet in my office. I stored electronic data (such as transcripts or audio files) on a 

secure password-protected computer. Information was either handwritten or audio recorded and, 

where appropriate, summarized in anonymous format. At no time were any specific comments 

attributable to an individual. All documentation has been kept confidential. All raw data will be 

kept for a period of 1 year and then destroyed in confidential shredding. I informed survey 

participants that they would be unable to withdraw from the study once they had submitted their 

responses to the survey questions, as the surveys were completely anonymous, so their individual 

data could not be retrieved. I informed interview participants that, if they chose to withdraw from 

the study, their responses could be removed up to the point of data analysis, at which point the 

data could no longer be separated out. Similarly, the focus group participants could withdraw 

from the study at any time, but I informed them that their previously recorded comments would 

remain as part of the anonymous data set for the method. None of the interview or focus group 

participants asked to withdraw from the study.  

Before I began the research process, the ethics boards of both Royal Roads University 

and AHS reviewed the research plan for this inquiry. The reviews were meant to ensure that all 

reasonable measures were taken to safeguard all participants in the study. Throughout this 

research I followed the three core principles of the Tri-Council Policy Statement (Canadian 

Institutes of Health Research [CIHR], Natural Sciences and Engineering Research Council of 

Canada, and & Social Sciences and Humanities Research Council of Canada, 2014): respect for 
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persons, concern for welfare, and justice. I discuss how I addressed each of these principles in 

the subsections that follow. 

Respect for persons. All the participants in the study, regardless of role, had the 

opportunity to contribute or decline participation. At each step in the process I checked in with 

participants to ensure they provided “free, informed and ongoing consent” (CIHR et al., 2014, 

p. 7). Conducting the research for this investigation posed no power-over issues in any aspect of 

the study. I had no direct reports among the inquiry participants. I had a solid working 

relationship with members of the Quality Healthcare Improvement portfolio and within the CCA 

team and did not anticipate any issues going forward to necessitate the need for a third-party 

facilitator. 

Concern for welfare. Participant confidentiality and psychological safety were of utmost 

importance to me. As the participants had been involved in a CSAE, the process needed to be 

sensitive to their emotional states. I had hoped that by focusing on the positive, future state, 

participants’ attention would be taken away from negative past experiences. These staff members 

had much to contribute to the survey questions, interviews, and focus group discussions. 

Although in the process of the research personal information was not gathered, participants’ 

answers in both the survey and focus group sessions were safeguarded. I applied participant 

codes to individual responses instead the name of the participant; I used the codes S for the 

survey, I for interviews, and FG for the focus group. To protect participant anonymity, in 

referencing specific illustrative quotes from the survey or interviews, the letter prefixes the 

number that I assigned to the participant (e.g., S-1 or I-12). For the group research method, I 

have attributed the quotes will one of the three focus group sessions (e.g., FG-1). Coghlan and 
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Brannick (2014) suggested that, as a researcher, one may have to go “beyond anonymity” 

(p. 149) to purposefully remove any information that may lead to identification of an individual, 

or perhaps the organization, when the final report is completed. I was mindful of this when 

conducting the study, as participants shared about their roles in QARs, which needed to remain 

confidential. As well, as I was aware that the nature of the topics could have caused participants 

considerable stress, even though I did not ask about any specifics related to the CSAE. I allotted 

time within the interview session to allow for quiet reflection if necessary; in addition, 

interviewees had the opportunity to exit the session at any time. I had material and a 

representative from the Employee and Family Assistance Program (EFAP) available for 

debriefing, if it was necessary. Debriefing focuses on the feelings and responses of the 

participant, rather than the information he or she has provided (Stringer, 2014, p. 93). 

Justice. The recruitment process for the interviews or focus group sessions was on a first-

come, first-served basis to eliminate researcher bias in choosing the participants. During the 

focus group sessions the conversation could have reverted to a forensic analysis of the past 

instead of looking forward to what just culture should look like in CCA. It was my role as 

facilitator to keep the conversation on track, but I also needed to be mindful of the group’s 

reactions to any given declaration of another participant. The focus group session provided an 

opportunity for contributors to share what had happened in the past, related to just culture 

processes or behaviours, and sharing openly was somewhat cathartic for them. As a researcher 

and facilitator, I needed to demonstrate balance and fairness during the sessions and did not show 

agreement or disagreement with the discussion content (Coghlan & Brannick, 2014; Glesne, 

2016; Stringer, 2014). The inquiry process enabled participants to openly share their opinions 
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and experiences to contribute to the pool of learning. Ensuring balance and fairness also 

supported the psychological welfare of participants and ensured that the most relevant data were 

collected towards my inquiry question. 

Chapter Summary 

Glesne (2016) advised researchers to “embrace multiple ways of critiquing, researching, 

and knowing, . . . to forge new ways of constructing ethics, focusing on specific contexts, 

participants, and relationships among all involved” (p. 182). The methodology of AR and the use 

of the survey, interviews, and focus group sessions allowed me to engage in a meaningful 

discussion with the participants to determine how just culture could be fostered at CCA. This 

chapter also described how I selected the participants as well as any potential ethical issues that 

surrounded the project and the participants. The subsequent chapter focuses on the findings and 

conclusions of the data collected during the inquiry and outlines the scope and limitations of the 

inquiry process. 
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Chapter Four: Inquiry Project Findings and Conclusions 

In this chapter, I outline the findings, conclusions, and scope and limitations of the 

inquiry. To reiterate, the findings and conclusions included in this chapter are to answer the 

research question: How can the CancerControl Alberta Quality Assurance Committee foster just 

culture during quality assurance reviews? I also explored the following subquestions: 

1. How do the current staff in the CCA program experience just culture? 

2. What changes would have improved the experience of the QAR according to past 

attendees? 

3. What behaviours and processes support a just culture within a CCA QAR? 

4. What improvement strategy needs to be in place so the individual clinicians adopt the 

change? 

I will begin this chapter with an overview of the study methods, the participation rates, 

and then the findings. I will then contrast the current literature and outline the conclusions based 

on the literature. I will end this chapter with a summary of the scope and limitations of the 

research study. 

Study Findings 

As a review, the data collection consisted of a survey sent out to all 94 previous QAR 

participants, of which 18 were completed. The low response rate of less than 20% on the surveys 

may have been related to the possible participants being uncomfortable about answering 

questions on a survey related to a particularly negative emotional experience. Although none of 

the questions were asking for details about the CSAEs that the staff were involved with, 

answering the survey may have brought up past negative emotions. Possibly the targeted 
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participants did not even open the very short survey because they were too afraid to see the 

questions. Other possible reasons may have been that the staff targeted were too busy for a 

survey or experienced survey fatigue.  

I invited the same pool of participants to take part in semistructured interviews, and 15 

individuals responded to the invite and completed an interview. I also conducted three focus 

group sessions with 33 CCA leaders total in attendance: one session was face to face at the Tom 

Baker Cancer Centre, one was face to face at the Cross Cancer Institute, and one was an online 

Microsoft (2013) Lync session for the Community CCA group. Although the number of possible 

participants who responded to survey was lower than desired, I was able to check the accuracy of 

the themes with the interview participants. While the survey was meant to be a platform to invite 

staff to participate, with the low rate of return on the surveys I was concerned with how many 

interviews I would have. This concern was mitigated when several of the staff who were 

interviewed at the beginning felt strongly about the value of the study and encouraged coworkers 

to contact me to be interviewed. Through the interview process I also was able to book a third 

focus group session when one participant identified an opportunity to engage a leadership group 

who was already meeting. Following Glesne’s (2016) advice, I triangulated written and verbal 

qualitative and semiquantitative data to contribute to study validity (pp. 152–153). In this way I 

was able to consciously look for negative cases (i.e., those which were not in line with the 

regular pattern I was seeing). 

In reporting these findings in this chapter and the remainder of this thesis, I used the 

codes S for the survey, I for the interviews, and FG for focus group sessions. In referencing 

specific illustrative quotes from the research participants of the survey or interviews, the letter 
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will prefix the number the participant was assigned to protect anonymity. As such, the survey 

participant codes are S-1 through to S-18 and the interviewee codes are I-1 through to I-15. For 

the group research method, the quotes will be attributed to one of the three focus group sessions: 

FG-1 through to FG-3. 

In the subsections that follow I provide a detailed description of participants’ views of 

just culture in their work areas, discussing what is working well, what is concerning to them, as 

well as areas that could be leveraged to improve the experience for staff after a CSAE. The three 

key findings are as follows: 

1. Based on their personal experience, staff identified just culture behaviours that they 

have experienced or would like to have demonstrated after a CSAE or during a QAR. 

2. Although resources to support staff and managers after CSAEs are available, the 

uptake is low due to several factors. 

3. Current emotional and practical support for staff after CSAEs varies between 

departments. 

Finding 1: Based on their personal experience, staff identified just culture 

behaviours that they have experienced or would like demonstrated after a CSAE or during 

a QAR. The behaviours survey participants identified (see Table 1) that would be supportive to 

them by their coworker or manager after a CSAE can be separated into three key areas: (a) a 

learning approach, (b) psychological supportive behaviours, and (c) practical support for the staff 

involved in the event. 
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When theming and coding the survey data the answers weighed heavily on the learning 

approach from adverse events. Interviewees and focus group participants vetted the survey data 

and tested the information for validity. 

Table 1 

Supportive Behaviours for Just Culture Identified by Survey Participants  

Behaviour No. of Responses 

Learning approach 8 

Empathy/compassion 7 

Focus on system issues 7 

Confidentiality 5 

Involve staff 5 

Listening 3 

Thorough review 2 

Fairness 2 

Transparency 2 

Explain QAR process 2 

Note. QAR = Quality Assurance Review. 

A learning approach. The answers revealed that the staff looked for a learning approach 

when it came to addressing a CSAE. Within the healthcare setting, a just culture, which is 

indicative of a learning approach, is defined as an environment supportive of open dialogue to 

facilitate continual improvement and safer practices. Some of the specific behaviours related to a 

learning approach that survey participants identified included “a thorough investigation of all of 

the contributing factors involved” (S-11), a ‘thorough review of the incident” (S-2), “time to 

collect the contributing details to the error” (S-15), and a “review of the facts, systems, processes 

– not assumptions [or] blame” (S-5). Participants also noted a “request for involvement in 
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identifying potential causes and mitigation strategies to prevent in future” (S-6) and “time to 

collaborate with invested parties to find meaningful actions to limit future errors of a similar 

nature” (S-15) as other behaviours that supported a learning culture. 

Unfortunately, even though the staff knew the learning was important, they were unaware 

of the QAR process and what might be expected of them. Relating to this, one interviewee 

commented, “We know it [policy] exists, but what does that mean?” (I-6). Another interviewee 

said, “I was worried about my CARNA [College and Association of Registered Nurses of 

Alberta] license” (I-10). Once the QAR interviews were completed, staff felt left out of the rest 

of the process; as one participant commented, “[It’s a] mystery to me” (I-7). Survey and 

interviewee participants expressed an overall sense of wanting to be involved in the QAR 

process. The staff who knew the QAR process experienced frustration, as they were not aware of 

what the outcome of the meetings were, “I don’t remember being told how they were going to fix 

the problem” (I-2), nor were they informed of why particular recommendations had been made, 

“I did not connect what went wrong to what the changes were” (I-4). 

In the survey I noted eight references to involving staff in quality assurance work. Some 

of the requests include “involvement of all” (S-4), “discussion of ways to prevent a similar 

incident in future” (S-11), and “time to collaborate with invested parties to find meaningful 

actions to limit future errors of a similar nature” (S-14). The staff and management participants 

also reported that sharing learning between departments and centres is not standard practice. 

Staff commented that the results from QARs including “recommendations are not necessarily 

made known to staff [at the frontline]” (I-10). This was especially noted for QARs that were 

initiated in other clinical units, such as the case in which both a laboratory and a clinical unit 
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were involved in a CSAE, but the laboratory initiated the QAR. This was reinforced during the 

focus group sessions, in which the leadership commented on the “silos that exist[ed]” (FG-1) 

between the different areas within CCA. Focus group participants also discussed the opportunity 

to strengthen the “sharing of learnings with other sites” (FG-2) so that they could “make care 

safer” (FG-2). In one focus group session, participants communicated mostly in a virtual 

environment and outlined that there was a standard mechanism for sharing information with each 

other after QARs (FG-3). 

Emotionally supportive behaviours. The behaviours participants identified that related to 

psychological support included transparency (S-2, S-3), confidentiality (S-1, S-5, S-10, S-13, 

S-18), compassion and empathy (S-1, S-2, S-3, S-6, S-14, S-17, S-20), and listening (S-8, S-9, 

S-12). Staff participants described transparency as actions that kept them “informed of the 

process” (I-10) and described what to expect. Participants described confidentiality as actions 

that kept their “personal information secret and not sharing with the other staff” (I-6), although 

“confidentiality is hard to keep in a small environment” (I-5). It was interesting to note that, 

although staff wanted confidentiality, they were interested in knowing the details going forward 

to a QAR giving the opportunity to learn and “sharing of the incident and the changes resulting 

from it . . . with all workers that may benefit from the knowledge” (S-11). This creates a 

dichotomy and a frustration for the managers who are questioning what is allowed to be shared 

and what must be kept confidential: “How much do I share? How much do I not share?” (I-6). 

Although compassion means feeling the emotions of others and desiring to help and 

empathy simply is defined as the ability to take on others’ perspectives, interviewees used these 

terms interchangeably. Generally, the interviewees referred to these two traits as showing other 



EMBEDDING JUST CULTURE 65 

staff members that they were understanding of their situation and also reminding them that they 

were not alone in the situation and that everyone makes mistakes. Participants described listening 

as having someone to talk with about the event who would not hold them in judgment. 

Interviewees valued “listening to all sides” (I-6) and those who “understood my perspective” 

(I-2). Focus group participants noted leadership must “make sure staff know we’re in it together” 

(FG-1). Although several interviewees referred to their manager as the person they would most 

like to share details with, some participants would rather have someone who was considered a 

neutral third party, “because management doesn’t always know what’s happening on the floor” 

(I-2). 

Practical support for QAR process. Staff also acknowledged some practical behaviours, 

with some participants requesting an “explanation of the [QAR] process” (S-9, S-17, S-18) and 

“time off if I need it” (S-18). During the interviews many staff identified that the most stressful 

thing about being involved in a CSAE was not knowing what to expect. As one manager 

explained, “I felt like my hands were tied. I wasn’t sure what to share” (I-4). Many participants 

expressed a strong desire to be kept apprised of what the next steps in the QAR were: the 

participants wanted “follow up and sharing results of the investigation” (S-1) and an 

“explanation of the process” (S-10). Participants also asked, “Keep me informed” (S-17) and for 

others to “explain the process” (S-17). Not all the interviewees experienced the kind of practical 

support that was identified as crucial for their wellbeing. I also found participants’ responses 

varied in regards to how much contact (or checking in) with the manager would be welcomed. 

The need to have the opportunity to take time away from the current task after a CSAE was 

discovered was highly consistent across the interviews. Although not all participants had been 
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given the chance to leave their work for a specified time, they unanimously agreed that it would 

be beneficial to offer a staff member. “I thought maybe they’d create a policy, but I don’t know” 

(I–2). 

Finding 2: Although AHS resources to support staff and managers after CSAEs are 

available, the uptake is low due to several factors. Many of the staff and managers I 

interviewed as well as those who participated in focus group sessions identified that they were 

not aware of the all of the resources available for support of staff after CSAEs. One interviewee 

commented, “Insite [AHS’s Intranet] isn’t the easiest system to navigate [to find resources]” 

(I-7). 

Managers have concerns about supporting their staff after a CSAE. An overwhelming 

theme that I heard during the semistructured interviews and the focus group sessions was that the 

managers felt responsible to support the staff and were concerned about letting them down after 

a CSAE. One interviewee stated, “We sat them down and explained in a team huddle” (I-4). 

Another interview participant said, “I was distressed for the nurse. She needed support” (I-7), 

and another participant questioned, “Was there something else we could have done?” (I-6). 

Another common theme I found was the lack of clear understanding of what could or 

should be done. Thus, the support offered across the province differed based on the manager’s 

background, experience with QARs, the seriousness of the event, and the culture on the unit 

itself. 

Lack of awareness of existing resources. A recurring concern mentioned by the managers 

in both interview and focus group sessions was finding the resources available to them through 
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AHS to support their staff. One participant stated, “I felt like I was flying by the seat of my 

pants” (I-7). 

While there is a current guideline at AHS for addressing the steps following a CSAE 

(AHS, 2012) and an AHS (2015) document titled, Overview: Learning from Adverse Events with 

many resources embedded, some of the managers either did not know about the documents or 

did not realize they would support them after a CSAE. One interviewee said, “I’m going to have 

to go and have another look” (I-9). Similarly, another participant stated, “We know ‘it’ exists 

[the policy], but we may not know the actual steps to follow” (I-6). 

AHS also subscribes to an EFAP, which enables staff and managers to access help 24 

hours a day. Between the staff and managers I interviewed, many did not use the resources 

available to them through EFAP to support their staff, and this may have resulted in long-

standing repercussions for staff, as the manager noted, “People still feel badly about it” (I-1). 

Unclear about restrictions for sharing information during QARs. An area that was a 

concern for several managers was what could be shared with staff members, considering that a 

QAR is covered under Section 9 protection of the Alberta Evidence Act (2000), which 

encompasses all conversations and opinions that happen during the QAR. This becomes 

confusing for managers because they want to be transparent with their staff but also want to 

follow the rules of the Alberta Evidence Act. One interviewee commented, “I felt like my hands 

were tied in how much I could share with them” (I-4). Section 9 protection means that 

discussions that take place in the context of a Quality Assurance Committee or QAR carrying on 

quality assurance activities are protected, and quality assurance records produced by or for a 

Quality Assurance Committee or QAR are not producible in legal or administrative proceedings 
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(AHS, 2015). Indeed this was a topic that was not understood well by the managers or staff, as 

one interviewee asked, “How much do I share? How much do I not share?” (I-4). The managers 

erred on the side of keeping everything confidential, which in turn was understood as trying to 

keep information from the staff. 

Appropriate level of support for the individual’s needs. Another area of concern for 

managers was in providing too much or too little support. Numerous managers recognized that 

there were several variables to impact the experience for any particular staff member; each staff 

member could react differently to being involved in a CSAE. One interviewee noted, “Some 

people take things personally” (I-6). A focus group member stated, “Everyone reacts differently 

and needs different support. . . . [We need to] meet people where they’re at” (FG-1). Some of the 

variables that could influence the experience would be years of practice in current role, 

relationship with manager, personal accountability, working knowledge of the QAR process, and 

peer support. Participants expressed concern about the level of support needed by individual staff 

members. One interviewee said, “I don’t think [this staff member] felt supported” (I-7), and 

another stated, “I think maybe I go overboard, but I know what I would need” (I-8). Some erred 

on the side of giving more support: “As a director I could go and talk to them and then refer them 

to employee assistance” (I-6). In contrast, other participants thought that perhaps the staff should 

come to them if they required more support: “It’s okay for them to come ask for help” (FG-1). I 

found it interesting to note the support managers offered to any particular staff member was 

often the kind of support that the managers thought that they, themselves, would require: “I panic 

in the middle of the night, so I tell them, ‘If you’re distressed in the night I want you to call me’” 

(I-7). 
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Time off versus time away. One repeated theme that surfaced during the surveys and 

interviews and was also discussed in the focus groups was the idea of time off after an event. In 

the IOM guideline (AHS, 2012), there is a reference to supporting staff with time off to “arrange 

a quiet place for all communication, documentation and debriefing to occur” (p. 3). The 

guideline does not go into detail about the levels of time off (i.e., the remainder of the shift vs. a 

week off). The staff in the interviews and focus group sessions identified the need for time off, 

but there was a request for AHS to “consider offering ‘time away’” (FG-1) as well. Several staff 

defined the term time away as “time to walk away from the unit to get my head back on straight” 

(I-9) and “even 25 minutes to take a break—I did not need to go home, just needed time away 

from my regular work” (I-13). Staff commented that there seemed to be an all-or-none approach 

to time off. Either the staff member was sent home or he or she stayed in the role. There was 

nothing in between offered, which according to them, “would have been beneficial” (I-13). 

Another participant commented, “Sometimes you just need a few minutes to take time to get 

your head back because you have to be a 100% switched on for every single patient” (I-12). This 

also speaks to the low tolerance for mistakes within CCA and the concern of making an error in 

patient care. Previous to the focus group sessions where this was discussed at length, the idea of 

“time away versus time off” had not been considered by the present leadership (FG-1, FG-2). 

Finding 3: Current emotional and practical support for staff after CSAEs varies 

between departments. Generally, staff indicated they felt safe to participate in a QAR, they 

were or would be supported, and they would support a colleague after a CSAE. This was 

outlined in the survey (see Table 2) and confirmed in the semistructured interviews. 
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Table 2 

Survey Responses Relating to Support  

Survey Question 

Participant Responses 

SA A D SD 

If I make a mistake, my manager will support me 4 13 0 1 

I feel safe to participate in a QAR 8 8 2 0 

I support my co-workers when they make a mistake 9 9 0 0 

Note. n =18; SA = Strongly Agree; A = Agree; D = Disagree; SD = Strongly Disagree. 

The findings revealed staff have an appetite to support each other through the QAR 

process, but not all are aware of how to show support after a CSAE. This may have been the 

reason for the split answers between “Agree” and “Strongly Agree” for the survey question “I 

support my co-workers when they make a mistake.” Some had very tangible ideas about how to 

support a coworker, such as “[telling staff] to go and sit down, quiet time, go for a walk, to 

remove them because I often find when those thing happen your brain is too busy and stressed 

out” (1-12). In conjunction with the varied survey results, the individual semistructured interview 

data also reinforced the idea that not all departments within CCA managed the process or the 

staff in the same way after a CSAE. 

Invitation to participate in interviews was varied. Survey participants’ answers to the 

question “I feel safe to participate in a QAR” were split across “Agree” and “Strongly Agree,” 

with one participant who selected “Disagree.” There may be several reasons for this. In some 

areas, the invitation to participate in a QAR came from the manager or clinical safety leader in a 

face-to-face conversation in which questions could be “answered in real-time” (FG-1). 

Conversely, a few staff reported that the introduction of the QAR and invitation to participate 

was done through an email and came across as an order, which was very intimidating: “I fell 
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apart; I couldn’t go home” (I-11). Participants indicated “it would be better if CSLs [clinical 

safety leaders] would connect with the staff” (I-3). The latter process caused an undue amount of 

anxiety for the staff who wondered if their jobs were at stake, which caused “tensions around 

union rights” (FG-1).  

Manager’s approach to staff after CSAEs was varied. Participants expressed concern 

that two different staff members could experience different support even if they were involved in 

the same event, based on their manager’s approach. One participant noted, “In the QAR, 

[although we were supported], the [other] department didn’t have the same experience. They felt 

blamed” (I-5). 

While some of the staff reported receiving overwhelming support after the CSAE, for 

them “it was a positive experience” (I-2), some participants shared that either they, or a 

coworker, had felt “unsupported during the QAR” (I-5). This could have been the reason for 

fewer participants selecting “Agree” instead of “Strongly Agree” in response to the survey 

question, “If I make a mistake, my manager will support me.” 

Study Conclusions 

I generated four overarching conclusions based on the findings outlined above, which I 

compared and contrasted with current literature reviewed in Chapter 2. These conclusions create 

a foundation for the recommendations outlined in Chapter 5 and provided thoughts to address the 

inquiry question. As shown in Table 3, each conclusion links back to the research question and at 

least one subquestion. 
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Table 3 

Conclusions Linked to Subquestions 

Conclusions Answers Subquestions 

Conclusion 1: Empowering staff to be 
involved more after CSAEs will benefit them 
during QARs.  

Subquestion 2: What changes would have 
improved the experience of the QAR according 
to past attendees? 

Conclusion 2: A consistent approach to just 
culture across the organization will enhance 
QAR process. 

Subquestion 1: How do the current staff in the 
CCA program experience just culture? 
Subquestion 3: What behaviours and processes 
support a just culture within a CCA QAR?  

Conclusion 3: A more intentional plan for 
sharing of information within the unit before, 
during, and after QARs will support improved 
patient safety and reflect application of just 
culture principles. 

Subquestion 2: What changes would have 
improved the experience of the QAR according 
to past attendees? 
Subquestion 3: What behaviours and processes 
support a just culture within a CCA QAR?  

Conclusion 4: Empowering frontline staff to 
take on a peer-support role may address some 
gaps in the uptake of the IOM process. 

Subquestion 4: What improvement strategy 
needs to be in place so the individual clinicians 
adopt the change? 

Note. IOM = Immediate and Ongoing Management of Clinically Serious Adverse Events 
Guideline; QAR = Quality Assurance Review. 

The four study conclusions are as follows: 

1. Empowering staff to be involved more after CSAEs will benefit them during QARs. 

2. A consistent approach to just culture will enhance QAR process. 

3. A more intentional plan for sharing of information within the unit before, during, and 

after QARs will support improved patient safety and reflect application of just culture 

principles. 

4. Empowering frontline staff to take on a peer-support role may address some gaps in 

the uptake of the IOM process. 

Conclusion 1: Empowering staff to be involved more after CSAEs will benefit them 

during QARs. The staff suggested in all three methods of research that they would like to be 
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involved in quality assurance work after a CSAE to a larger degree. A common thread I found 

among the interviewees was that, regardless of their involvement, they wanted to ensure that a 

similar CSAE did not happen to another patient or clinician. This sentiment of wishing to avoid 

repeating past errors was echoed in the research (Pratt & Jachna, 2014; Scott et al., 2009; Seys, 

Scott, et al., 2013; Seys, Wu, et al., 2013). The just culture and second-victim research 

overwhelmingly supported the involvement of staff in finding solutions (Halpern et al., 2016; 

Lockhart, 2015; Marx, 2001; Pastorius, 2007; Scott et al., 2009; Storey & Buchanan, 2008). 

Several authors suggested that the involvement of staff in the discovery of solutions is not only 

beneficial to the organization, as they often have insight into the working environment, but it is 

also a step towards healing (McCay & Wu, 2012, p. C147; Nicol, 2015, p. 523; Scott & McCoig, 

2016, p. 11). 

Staff want to be involved in helping fix the problem. As was outlined in Finding 1, the 

staff are looking for a learning approach. In addition, Denham (2007) proposed that, along with 

the supportive behaviours that are associated with just culture, the staff directly involved in 

CSAEs should be given the chance to “contribute to the learning” (p. 107). There is a missed 

opportunity within CCA to involve the frontline in the QAR work to a greater degree than 

interviewing alone. Jones and Treiber (2012) cautioned that a major consideration for nurses’ 

dissatisfaction and frustration was that nurses’ opinions either were not solicited or not used (p. 

289). I saw this in the survey responses and heard this during the interviews. This tension creates 

a feeling of powerlessness, while, paradoxically, nurses have incredible responsibility for patient 

safety. In an interview with Charles Denham, Dr. Berwick acknowledged, 
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If you think about the injury that’s occurred to the second victim, the healthcare worker 

who’s involved in the injury of a patient and did not mean to be, you’d ask how would 

they heal. I can’t think of a more healing opportunity than for them to be able to 

contribute to learning that prevents injury in the future. That’s healing. I think they have a 

right to participate in that. They came to their jobs to heal. They can help heal the system 

too. (Denham, 2007, p. 109) 

Although the notion of involving staff is known in the clinical research world, Jones and 

Treiber (2012) posited that nurses’ participation in quality improvement work is as little as 10% 

(p. 289). As I conducted the research, I found this estimation to be accurate for AHS quality 

assurance work. This is disappointing, as one of the best ways to learn from CSAEs is to have an 

open and honest conversation with the affected staff and then have leaders and staff come 

together to discuss recommendations for safer care (Pastorius, 2007, p. 26). 

Conclusion 2: A consistent approach to just culture across the organization will 

enhance QAR process. According to Seys, Wu, et al. (2013), healthcare leaders have the 

responsibility to be aware of the incidence of the second victim and have supports readily in 

place (p. 156). During the focus group sessions I heard leaders discuss their responsibility to take 

care of the staff to make care safer for all. To support a transformational culture change to a just 

culture, the senior leadership has the accountability to ensure the middle and frontline leadership 

receive the key messages needed to support the change (Sabin et al., 2012, p. 180). They also 

need to be demonstrating the just culture behaviours in their everyday work. Ensuring that the 

levels of leadership and the frontline have a clear picture of what the future state will be 

maintains alignment with the organizational goals (Austin et al., 2016, p. 74). 
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During the focus group sessions, participants noted a “low tolerance for variability” 

(FG-2) in the CCA program. While all patients hope that their care teams strive for excellence, 

Marx (2009), an engineering and human factors specialist, reasoned, “Perfection cannot be the 

standard” (p. 135). Keeping this in mind, when a CSAE happens there are three trajectories to 

assess and determine next steps (Marx, 2009). With an error or lapse in judgment, the staff 

should be consoled and a systems review completed to discover if there are ways to prevent the 

same mistake from happening to other patients and caregivers. As I heard from the staff and 

leaders in CCA, this happens frequently, but there are areas in which punitive standpoints still 

exist. In the case that the CSAE involved at-risk behaviour, staff members should be coached to 

the right behaviour (Marx, 2009, p. 178). The only instance in which disciplinary actions are 

warranted would be in the case of blatant disregard for safety or reckless behaviour (Marx, 2009, 

p. 178; Pastorius, 2007, p. 24). Denham (2007) noted, “Unintentional human error and systems 

failures account for most preventable harm to patients” (p. 107). Since the majority of the 

CSAEs fall in the first two categories, in AHS, the work of the manager lies in support of the 

clinician; as such, a clear understanding of the second-victim journey and how to support the 

clinician is imperative. 

The feedback loop to fostering a just culture within CCA will enhance the experience of 

the staff when they participate in QARs. Staff members who have a positive experience in the 

QAR will be more apt to report again when adverse events happen. This will prompt another 

cycle of learning and improving towards a high-reliability organization. 

Conclusion 3: A more intentional plan for sharing of information within the unit 

before, during, and after QARs will support improved patient safety and reflect application 
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of just culture principles. During the data-gathering stage, surveys and interview participants 

noted staff would have been more confident with the QAR process if they knew more about the 

process and why recommendations had been made. Some participants even reported that they 

were not aware of the new processes implemented in their own areas after QARs and certainly 

were not aware of what was happening outside of their departments or site. Sharing learnings 

outside of department, site, and zone will empower staff in other areas to make changes in their 

processes and practices before there is a similar CSAE in their workplace. 

The research is clear in support of involving clinicians in solutions and sharing 

information (Halpern et al., 2016; Lockhart, 2015; Marx, 2001; Pastorius, 2007; Scott et al., 

2009; Storey & Buchanan, 2008). Plews-Ogan et al. (2016) stated that physicians found meaning 

and wanted to work as a team to find and share solutions (p. 237). As part of a new patient safety 

initiative at the University of Illinois, staff who were involved in CSAEs were actively 

encouraged to be a part of the communication process resulting in positive outcomes (McDonald 

et al., 2010, p. 3). While not all clinicians involved in CSAEs would want to be involved in the 

communication or implementation of new initiatives, researchers clearly support involving the 

frontline clinicians. Within CCA, there may be opportunity for the frontline staff to be involved 

in sharing their stories and the learnings. Scott et al. (2009) suggested that in the second-victim 

trajectory the moving-on phase has three possible paths: dropping out, surviving, and thriving 

(pp. 329-330). The staff who end up in the thriving trajectory are often those who have had the 

opportunity to share their experiences and mentor a peer through the process (Scott & McCoig, 

2016, p. 4). 
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Conclusion 4: Empowering frontline staff to take on a peer-support role may 

address some gaps in the uptake of the IOM process. As outlined in Finding 1, survey 

participants noted eight different references to learning (as delineated in Table 1) as important 

behaviours they want to see. Interviewees clearly indicated that frontline staff have a desire to 

support each other after CSAEs, but they are uncertain about how to do that in the present 

system. While AHS provides support and resources for managers, participants noted there was 

little uptake or understanding of what is available. This may be due to new leadership that has 

not been oriented to the manager role, information overload for current managers, difficulty in 

accessing policies and procedures on the AHS Intranet (Insite), and poor implementation of the 

current guidelines (L. Chapin, personal communication, April 18, 2017). According to Scott et 

al. (2009), there are tangible activities that a frontline peer could do to support a colleague in all 

stages of recovery of the second victim (p. 330). In the first three stages, which can happen in 

quick succession, the clinician can be in a chaotic mindset while healthcare practitioners still 

have a patient to attend to. In CCA, the colleague has the opportunity to step in and take over for 

the second victim or raise the concern to management who can make that determination. Often in 

these stages, the second victim needs someone to talk to or to be briefly relieved of duties to 

settle him or herself (Scott et al., 2009, pp. 326–328). In the interview process, participants 

reported that in some areas staff have 15 minutes allotted per patient; therefore, any need for 

reprieve after an incident or even a close call would skew the schedule. In the latter stages of 

recovery, the QAR may be in progress and the staff member requires solid support from 

management and colleagues. Involving the clinician in the QAR will allow the individual to be a 

part of the process improvement and will enhance his or her recovery process (Scott & McCoig, 
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2016, pp. 9–10). There is an opportunity in CCA to enhance the link between the Patient Safety 

zone work and the frontline staff. Although the manager does have a significant role in ensuring 

the QAR process is followed, there is an opportunity in this area to leverage the frontline staff 

who are passionate about patient safety and supporting their colleagues. 

Scope and Limitations of the Inquiry 

The scope of the project was limited to the just culture in the CCA during QAR, although 

much of the data collected pertained to the culture after any CSAE occurs in CCA. 

Coghlan and Brannick (2014) stated, “Action research projects are situation-specific and 

do not aim to create universal knowledge and as a researcher you are not claiming that every 

organization will behave as the one that you studied” (p. 172). This research project, like most 

inquiries, was constrained by limitations in the AR process. The following four limitations 

applied to this inquiry: 

1. All of the participants invited to take part in the inquiry had been involved in a QAR 

or CSAE at some point in the past 5 years. The sample of participants may have been 

inclined towards learning from adverse events; as such, the study findings and 

conclusions may not be reflective of the perspectives and experiences of all the CCA 

staff. 

2. The electronic transcription program, Dragon NaturallySpeaking (Nuance 

Communications, 2016), did not transcribe well, so I depended heavily on 

handwritten notes and listening to the audio files. 

3. The research was conducted within CCA and the results may not be transferrable to 

the rest of AHS. 
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4. A total of 94 people formed the pool of potential participants for this project; 18 

individuals responded to the survey, 15 people took part in the interviews, and 33 

individuals attended the focus group sessions. While the response rate was adequate 

to follow through with the data-collection methods, different findings and conclusions 

may have surfaced had more staff and leadership participated in the methods. 

Chapter Summary 

I outlined the findings and conclusions from this research project in the chapter above. 

There were three main findings in the research. The staff were clear about what they wanted after 

a CSAE and identified just culture behaviours. A learning approach to the investigation was the 

most sought after behaviour identified. While AHS has processes and supports in place for the 

managers after CSAEs, they are not utilized fully, which results in varied approaches to the 

management of CSAEs. 

Based on the three findings, I drew four conclusions to answer the research questions. 

Involving staff in the learning process after CSAEs will support them emotionally and promote 

learning through the QAR. Clinicians want to be involved to ensure other staff will not have to 

go through what they did and certainly to keep future patients from harm. Once the learnings are 

obtained from the QAR, a more intentional approach for sharing the information will support just 

culture. Throughout the QAR process, beginning from the recognition of the CSAE, a peer-

support network could provide the necessary support to both the staff and the managers. 

Lastly the scope and limitations of the study were identified and discussed. This chapter 

creates the base for the next chapter, which identifies the organizational implications and 

research recommendations. 
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Chapter Five: Inquiry Implications 

The findings and conclusions presented in Chapter 4 served as the foundation for the four 

recommendations outlined within this chapter. Closing the research project without an action 

plan will do little to engender change at the frontline. As Denham (2007) so aptly stated, “At the 

end of the day, everything revolves around action” (p. 118). I developed the following 

recommendations as a result of the submissions from the participants, what the literature 

suggested to address the issue, and the discussion during the presentation to the Quality 

Assurance Committee for CCA. I put forward the recommendations to support the findings and 

conclusions that answered the research question: How can the CancerControl Alberta Quality 

Assurance Committee foster just culture during quality assurance reviews? The 

recommendations also address the following subquestions: 

1. How do the current staff in the CCA program experience just culture? 

2. What changes would have improved the experience of the QAR according to past 

attendees? 

3. What behaviours and processes support a just culture within a CCA QAR? 

4. What improvement strategy needs to be in place so the individual clinicians adopt the 

change? 

Study Recommendations 

The following recommendations are aligned with the conclusions from Chapter 4 and are 

intended to assist CCA and the Provincial Patient Safety team to build on current strategies and 

to implement new ones to support a just culture during QARs: 

1. Include staff in a more intentional way during QARs. 
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2. Ensure updated policy and procedure for IOM are well implemented throughout 

AHS. 

3. Create a formal structure to support sharing QAR learnings within CCA. 

4. Implement a program to include site- or unit-level patient safety advocates. 

These recommendations align with the AHS (n.d.-b) organizational values of 

compassion, accountability, respect, excellence, and safety, as outlined in Chapter 1. Table 4 

demonstrates the alignment between the study conclusions, recommendations, and the inquiry 

subquestions. 

Table 4 

Conclusions and Recommendations Aligned with Subquestions 

Conclusions Recommendations 
Aligns with 

Subquestions 

Conclusion 1: Empowering staff to 
be involved more after CSAEs will 
benefit them during QARs.  

Recommendation 1: Include 
staff in a more intentional way 
during QARs. 

Subquestion 2 

Conclusion 2: A consistent approach 
to just culture will enhance QAR 
process.  

Recommendation 2: Ensure 
updated policy and procedure 
for IOM are well implemented 
throughout AHS. 

Subquestions 1 & 3 

Conclusion 3: A more intentional 
plan for sharing of information 
within the unit before, during, and 
after QARs will support improved 
patient safety and reflect application 
of just culture principles. 

Recommendation 3: Create a 
formal structure to support 
sharing QAR learnings within 
CCA. 

Subquestions 2 & 3 

Conclusion 4: Empowering frontline 
staff to take on a peer-support role 
may address some gaps in the 
uptake of the IOM process. 

Recommendation 4: Implement 
a program to include site- or 
unit-level patient safety 
advocates. 

Subquestion 4 

Note. AHS = Alberta Health Services; CCA = CancerControl Alberta; CSAE = Clinically 
Serious Adverse Events; IOM = Immediate and Ongoing Management of Clinically Serious 
Adverse Events Guideline; QAR = Quality Assurance Review. 
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Recommendation 1: Include staff in a more intentional way during QARs. As 

participants noted in the survey and interviews, the involvement of staff during QARs need not 

need be limited to interviewing after the CSAE. There are other opportunities for staff to be 

involved in the formal QAR process. The AHS systems analysis methodology, which may be a 

concise or comprehensive review, includes several steps in which frontline staff could be 

involved, including the gathering-data stage, which includes interviews of staff and patient 

and/or family members; the analysis stage, which includes both the analysis of the data captured 

and the creation of recommendations; and the actionable stage, in which recommendations are 

put into practice in the setting where the CSAE happened. Regardless of their involvement in the 

analysis or other elements of the QAR, staff want to know what is happening and wish to be 

involved in helping to fix the problem. 

Development of a one-page communication tool. Survey and interview participants 

expressed a strong desire to know the details concerning a QAR if it was happening on their unit. 

During the interviews and focus group sessions, leadership also discussed this, as they want the 

process to be transparent, but had concerns around Section 9 protection of the Alberta Evidence 

Act (2000). In one focus group session, a participant suggested a one-page communication tool 

could be developed to give the frontline staff an outline of details that could be shared; this 

would eliminate the sense of secrecy, but not jeopardize the Section 9 protection. It could also 

include reassurance of just culture principles and remind staff of the systems perspective of the 

QAR. The one-pager could be developed in conjunction with the Provincial Patient Safety team 

who works closely with the legal department. The one-pager would inform the clinical staff in 

general terms when a QAR is underway. It could be customized to contain information specific 
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to the CSAE and QAR when there is information that can be shared such as the fact that a QAR 

is happening, when to expect the clinical safety leaders to be on site, and when the 

recommendations will be made known. There are other intentional ways to include staff within 

the QAR itself. 

Invite frontline to participate in the QAR process regularly. The AHS systems analysis 

methodology, which is the framework for the QAR, advises the organization to build the 

working group with frontline staff members as well as leadership (AHS, 2014, pp. 11, 59). The 

healthcare providers who may be invited are not necessarily the individuals involved in the 

event, they are those who have a thorough understanding of the systems in which the CSAE 

happened (AHS, 2014, p. 11). There are many reasons why this does not happen: for example, 

the recommendations may be at a high level and thus do not require frontline clinicians’ input, or 

the QAR lead is minimizing numbers on the analysis team or feels that the conversation might be 

stilted with frontline in attendance. Although ensuring frontline staff are in attendance for every 

QAR analysis meeting would require a transformation in the learning culture, it would support 

just culture in a significant way. In Chapter 1, just culture was defined as an environment 

supportive of open dialogue to facilitate continual improvement and safer practices for patients, 

staff, and physicians (Frankel et al., 2006, pp. 1692–1693). 

Extending the invitation to frontline healthcare providers, whether clinicians or medical 

staff, to participate in the QAR process is a relatively easy recommendation to implement for 

CCA. The staff have indicated they want to be a part of a learning culture; they would like to be 

involved in the QAR process to a greater degree, whether or not they have been involved in the 

CSAE. For those who participate and have not been directly involved in the CSAE, such 
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involvement would give them a firsthand glimpse into the process of improvement. For those 

who have been involved in the CSAE, the participation in the QAR may be somewhat cathartic 

as well. As Plews-Ogan (2016) stated, inviting the second victims to the discussion around 

finding solutions can be very therapeutic (p. 237). Regardless of the reason for the attendance, 

staff participating in creating recommendations should help to engender change on the unit, as 

there will be champions of the new process or procedure who will support the uptake with their 

coworkers. 

Recommendation 2: Ensure updated policy and procedure for IOM are well 

implemented throughout AHS. As was outlined in the findings in Chapter 4, CCA staff may 

experience just culture differently depending on manager and unit culture. This was a concern 

for both managers and frontline staff. While there are several organizational documents that 

outline what supports are in place and can be accessed after CSAEs and during QARs, it was 

evident in the interviews that there is a knowledge gap for managers and frontline staff. The 

AHS (2012) IOM guideline is under review presently and is being updated to a policy with two 

accompanying procedures. The IOM policy and procedure is part of a new policy suite that 

includes guidance for leaders and staff through IOM, reporting of adverse events, disclosure, and 

informing or sharing of information. The new suite of documents will be ready for 

implementation in several months and, with a robust implementation plan including a change 

management plan, the uptake could be substantial. The new documents, along with the rest of the 

policy suite, are underpinned in just culture. They will outline, in a much clearer way, the steps 

that a manager can take immediately following a CSAE that supports just culture and potentially 

will lessen the degree of second-victim harm for any staff. 
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Orientation through tabletop exercise. In a focus group session, participants suggested a 

tabletop exercise be created for the leaders in CCA to walk through the new process for 

immediate and ongoing management of a CSAE. Tabletop exercises are used in AHS to guide a 

group of leaders through a particular process using a scenario so that questions about the process 

or procedure can be asked and answered in real time. The exercise could be created with a 

scenario relevant to the area and would give the leadership an opportunity to discuss a CSAE and 

accompanying QAR together. The discussion about staff support and just culture could be rich 

between the leadership and give each leader an idea of what they may wish to consider putting 

into place in their own area to better support such a process. This tabletop process could be 

created by the provincial team and led by a clinical safety leader who supports zone patient 

safety. 

Change leadership. Prosci is the adopted change management methodology for AHS 

(Hiatt & Creasy, 2012), and there are multitudes of internal resources to support this change. To 

understand the effectiveness of a change, the uptake by each staff member and manager could be 

measured since the change starts with the individual (Hiatt & Creasy, 2012, pp. 4–5). As was 

outlined in the literature review section, the sponsor for a change initiative is imperative for 

project success (Hiatt, 2006, pp. 80–81). One recommendation to support the overall 

implementation of the Patient Safety Policy Suite would be to create a sponsorship coalition 

among the Cross Cancer Institute leadership (i.e., a united front among the leadership). If, when 

the new policy suite is introduced, the leadership shows in a visible way to the staff that this suite 

is important to them, then there will be momentum and support for the project across Cross 
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Cancer Institute. The coalition support has to continue during the implementation timeline to be 

effective (Hiatt, 2006, pp. 82–83). 

Recommendation 3: Create a formal structure to support sharing QAR learnings 

within CCA. AHS employs several approaches to share learnings across the after QAR 

recommendations are made. Despite this, one of the concerns participants expressed during the 

surveys and interviews was that frontline was unaware of recommendations stemming from 

QARs. Due to the sheer size of the organization, communication is a common problem for new 

projects or programs in AHS. Programs that have intentional and robust engagement and 

communication plans have a much higher rate of uptake of new processes (L. Chapin, personal 

communication, May 18, 2017). If existing mechanisms for sharing were leveraged better, the 

staff would have more opportunities to know what the organization is doing to improve patient 

safety after reporting CSAEs. This, is turn, may create an environment for increased reporting, as 

the staff can see the positive effects towards patient safety. 

Patient Safety Learning Summaries. One of the more recent ways to share learnings 

from QARs are Patient Safety Learning Summaries (PSLSs), which are part of the new Patient 

Safety Policy Suite. The PSLSs are created to “provide a process to ensure that patients and 

healthcare professionals can see the linkage between reporting, managing and analyzing serious 

clinical adverse events and safety concerns, culminating in the sharing of recommendations for 

improvement” (AHS, 2017b, p. 1). As PSLSs are relatively new and unknown with little 

communication, the uptake is not 100% across AHS. At a minimum, these PSLSs should be 

shared by the QAR lead with anyone participating in the interview process or analysis team. The 

procedure outlines several ways for staff and leadership to share PSLSs internally within CCA 
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and provincially, which are outlined in the procedure. An implementation plan with a strong 

sponsor role will address the low uptake. As well, in addition to the PSLSs, there are other ways 

to share the information learned through a QAR throughout CCA. 

Leverage existing newsletters. One of the participant suggestions to leverage existing 

opportunities with CCA was to create a section within the Safety and Quality Cross Cancer 

Institute newsletter that could highlight learnings from QARs. The newsletter is a well-read, two-

page publication that showcases new initiatives and posts infection rates for reference 

(M. Tsoukalas, personal communication, February 28, 2017). The current spread of the 

newsletter includes Cross Cancer Institute staff email and a link on the CCA Insite (AHS 

intranet) website. The managers are also encouraged to review the details at their team meetings 

and/or post relevant information in their area. 

Standing agenda items. Another suggestion stemmed from the engagement session with 

the project sponsor and inquiry team. They suggested leaders leverage the monthly CCA 

leadership meetings that take place within each site and virtually across the province. It would be 

fairly simple to add a standing item to each monthly leadership call that highlighted QAR 

recommendations or other quality and safety learnings. Once a standing item that highlights 

patient safety learnings or initiatives becomes embedded into the work and a part of process, the 

learnings would be cumulative. 

Let’s Talk Program. Another area to consider leveraging for dissemination of learning 

are the Leadership Safety Rounds. Let’s Talk is an AHS program that gives senior leaders an 

opportunity to talk with frontline and medical staff about health, safety, and wellness issues. The 

program was endorsed by the Quality and Safety Executive Committee, launched in June 2013, 
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and was rolled out; however, with conflicting priorities at the leadership level, the program was 

not fully implemented across the province. These leadership safety rounds provide an 

opportunity to enhance engagement and communication with frontline staff about safety 

concerns. Leaders have the opportunity to observe the areas where work is carried out and see 

firsthand what requires attention (AHS, 2013a). Once fully implemented, this program could be 

utilized in a formal way to share learnings broadly across the organization. As each unit is only 

revisited once a year; it would be only a small component of the sharing of learning. 

Consider a checklist. There are multiple ways for CCA to create a formal avenue for 

sharing learnings from QAR across the province. Creating a checklist that could be charted 

following a QAR to ensure many of the vehicles of communication were considered would be a 

way to support the learning. Not all the vehicles of communication would be useful in every 

circumstance, but an outline of opportunities to consider may be helpful. 

Recommendation 4: Implement a program to include site- or unit-level patient 

safety advocates. The most resource-intensive recommendation for this inquiry project concerns 

the peer support that is lacking, according to project participants. In one area within CCA there is 

a unique position that supports quality and safety at the frontline, the quality and safety 

coordinator. The staff who receive the support were unanimous in their appreciation of the 

exclusive resource available to them. The quality and safety coordinator position supports staff 

by helping with several areas. The most common is by being a subject matter expert in filling out 

the online RLS after CSAEs. Staff had reported to me during the interviews that the RLS system 

is encouraged, although not mandatory, but it is not always easy to navigate. The RLS provides a 

way for the organization to gather information about events so they can be learned from; as such, 
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helping staff to use this system is invaluable. The quality and safety coordinator position also 

supports the staff by helping them to navigate through learning at a unit level outside of a QAR. 

Every RLS reported is investigated regardless of the outcome to the patient so that AHS staff 

might learn from the incident. As well, when any CSAE happens, the quality and safety 

coordinator provides vital support for the second victim. The role does not replace the 

responsibility placed on the manager; rather, the quality and safety coordinator provides a safe 

person to talk to, express concerns to, and turn to when needing to process the CSAE. 

My analysis of the formal quality coordinator role within CCA suggests that an informal 

peer-support role would be helpful to the frontline staff. This informal role would mimic some of 

the current supports that are in place in one small area of CCA. The goal of the program is to 

create a work environment that encourages learning from adverse events. The role could be 

referred to as a patient safety advocate. While this role would need to be explored further within 

CCA, the following lists some of the support the patient safety advocate could provide to the 

manager and the staff: 

1. Assist with RLS inputs: Some of the staff suggested that the lower RLS rates could 

stem from staff not knowing how to fill out the RLS. The Patient Safety Advocate 

role could offer support for those staff who have been involved in a CSAE and need 

assistance to fill out the RLS accurately. 

2. Share learnings from CCA: There are multiple ways that information learned from 

QARs or other CSAEs are gathered. The role of the Patient Safety Advocate could be 

to ensure the staff on their unit are aware of the learning and what, if any, changes to 

their practices need to happen. 
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3. Support second victims: After clinical adverse events happen, regardless of their 

seriousness, the second-victim response can occur. As was outlined in Chapter 2, 

there are several ways to support a second victim beginning immediately after the 

CSAE is discovered (Scott & McCoig, 2016, p. 6). 

4. Ensure unit learnings are shared with CCA: One of the findings was that the learnings 

within CCA are not being universally shared. The role of the patient safety advocate 

could be to ensure that the learnings that are known throughout CCA are shared at the 

unit level using PSLSs, during staff meetings, and through updating local policies 

with the suggested changes. 

The support to set up the network of patient safety advocates and the coordination of it 

could come from Provincial Patient Safety team. A community of practice could be used to keep 

the advocates apprised of new learnings, provide an opportunity to support each other, and 

enable the sharing of information. 

Organizational Implications 

As was outlined in Chapter 1, in order to become a high-reliability organization, the 

continuum of learning from adverse events is to report when things go wrong, manage the 

incident considering the patient and the staff, disclose where appropriate, learn from the mistake, 

and then share the learnings so the event does not reoccur elsewhere in the organization. The 

recommendations made to address the inquiry question will support CCA staff to be involved at 

every level in the continuum. One break in the cycle causes a negative feedback loop, which 

inhibits learning and sharing and leads to a reactive culture. 
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As was referenced in Chapter 2, in order for changes to be engendered, the sponsorship 

of the change needs to be active and visible. As was discovered during the research process, 

CCA staff want to be involved in engendering change in the organization; to learn from mistakes 

and share those learnings so other patients and clinicians do not have to go through what they 

did. AHS CCA staff are ready to be a part of the QAR process and support the forward 

momentum in discovering ways for safer patient care. 

This research project was in alignment with Rowe et al.’s (2013) ARE model. This model 

includes nine steps: Steps 1 through 4 are led by the researcher, Step 5 transitions the project to 

the organization, and Steps 6 through 9 are owned by the organization (see Appendix B). On 

April 11, 2017, I shared the research project findings, conclusions, and possible 

recommendations in a make-it-happen session, which included the sponsor and inquiry team 

members. This meeting served not only to provide information that influenced the final 

recommendations of the project, but also provided the opportunity for a discussion between the 

sponsor and inquiry team. I then shared the resulting alterations of the research recommendations 

with the CCA Quality Assurance Committee (see Appendix K). I also integrated several 

considerations from the group dialogue into the final paper. I will share the final 

recommendations with the CCA Quality Assurance Committee and main committees stemming 

from that area. 

I have identified four areas within AHS that can immediately adopt the inquiry 

recommendations: (a) the Provincial CCA Quality Assurance Committee, (b) Individual CCA 

Quality Assurance Committees, (c) Provincial Patient Safety Team, and (d) Zone Patient Safety 

Teams. The provincial CancerControl and zone Quality Assurance Committees could assume the 
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role to include the frontline staff for every QAR. The frontline staff would not have to be 

involved in the CSAE, but they would be close enough to the system issues that it would be 

helpful to have their input during the analysis discussions. 

The Provincial Patient Safety team could undertake the most resource intensive of the 

recommendations: the implementation of the Patient Safety Advocate program. This would 

include the creation of resources, training, supervision, and support for a community of practice. 

The provincial team would also be responsible for the creation of resources for the 

implementation of the Patient Safety Policy Suite. The Zone Patient Safety teams could accept 

the role to ensure the learnings from QARs are spread across CCA. This role would be shared 

with the Provincial Patient Safety team and the zone Quality Assurance Committees. 

Change is not always welcomed in organizations. Change in a government organization 

is sometimes even more difficult with political frame to consider. As with all change, any 

recommendations that are accepted will take time, communication, funding, and champions to 

succeed. The commitment and acceptance of the new changes by all stakeholders will build a 

strong foundation from the beginning. I believe that implementation of the recommendations can 

start immediately, with the understanding that further work will be needed to develop each of the 

recommendations into reality. Although each recommendation can stand on its own, they can 

also be interlinked and implemented concurrently. Given that several key stakeholders have been 

identified to take on sections of the recommendations, an overseer or coordinator of the whole 

change initiative would be beneficial. Clear and visible leadership is key to this change (Hiatt, 

2006, pp. 81–82). 
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As I was conducting the research and listening to the staff speak about their experiences 

and some of the frustrations with a slowly emerging just culture, an analogy came to mind. For 

just culture to be permeated within all of AHS, it needs to be at the root of all we do. Just culture 

is not something that is added or planted later on; it is seeded deeply within the culture as a way 

of how people do their work. Also, regardless of the department or unit, just culture at AHS 

should look the same—employ the same principles. Although different units and program areas 

run uniquely, the underlying approach to learning from mistakes should be the same. 

A metaphor for this change is an unusual form of the aspen tree. According to National 

Geographic, the Trembling Giant or Pando is a massive grove of quaking aspens in Utah that is a 

single organism (Newman, 2016). Each of the approximately 47,000 trees in the grove is 

genetically identical and all the trees share a single root system. Although other trees spread 

through flowering, the aspens reproduce by sprouting new trees from the expansive lateral root 

of the parent. If AHS could grow just culture like this, the principles of just culture would 

remain the same. Even though different units have their own unique experiences and challenges, 

the approach to clinical errors would be the similar and the learnings would be shared. The 

strength of the whole is much greater than that of one small program. The Pando in Utah, which 

now spans 107 acres (Newman, 2016), began as a single seed. Just culture has already been 

planted in CCA and is growing; it simply needs nurturing. 

Implications for Future Inquiry 

The results of this inquiry offer a detailed outline to support just culture within the CCA 

Quality Assurance Committee and program. I believe that I have simply turned over a small 

stone in my exploration of supporting just culture in AHS. There are many avenues that warrant 
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further investigation to build on my research. The scope of this study was restricted by the 

timeframe to complete the research, but the findings and conclusions from this research project 

could be a starting place for future inquiry. As with any change, a review cycle should be 

initiated to evaluate the effectiveness of the adopted changes. 

Just culture should permeate every program within AHS. With the knowledge obtained 

through this project, more research could be aimed at Quality Assurance Committees in other 

comparatively small programs within AHS such as Emergency Medical Services or Senior’s 

Health and start with the recommendations outlined in this study as a stepping off point. Other 

areas that could be considered would be the orientation of AHS senior leadership and middle 

management. Future questions that are worthy of study include examining the link between the 

three levels of leadership and what messaging on just culture is communicated to the frontline 

leadership. Finally, a review of the behaviours in relation to the organization’s values and the 

addition of them in performance evaluations would signal that just culture is a priority for AHS. 

Thesis Summary 

With the support of the Provincial Patient Safety Team and the CCA Quality Assurance 

Committee, I was able to undertake research to answer the inquiry question: How can the 

CancerControl Alberta Quality Assurance Committee foster just culture during quality assurance 

reviews? 

A just culture is defined as an environment supportive of open dialogue to facilitate 

continual improvement and safer practices for patients, staff, and physicians (Frankel et al., 

2006, pp. 1692–1693). To provide context for the inquiry question, in Chapter 2, I presented a 

literature review that focused on three topics: just culture in healthcare, the second victim, and 
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change leadership. In the first topic, research into just culture in healthcare revealed that there 

has been an evolution in the thought process of human error in the past few decades; instead of a 

punitive approach to mistakes or errors, an honest look at the situation may reveal systemic 

issues in place that prevent the clinician from doing the right thing or made it easy to make a 

mistake. By adopting a just culture, organizations are able to learn from errors and prevent new 

ones from happening. A just culture also supports the staff who are involved in the clinical error 

or occurrence, who have been identified as the second victim; the first victim being the patient 

and/or the family. The second topic covered the instance of the second victim; how staff become 

second victims and the recovery trajectory they go through. I found much literature that 

described the stages and how to support staff going through this difficult time. The final topic 

discussed change leadership, which outlined the difference between change management and 

leadership. It also covered how to support an organization going through nonstop change. 

Chapter 3 outlined the research methodology and tools used in the inquiry: survey, 

interviews, and focus group sessions. The chapter also covered how the participants and inquiry 

team members were selected, and described the ethical considerations for the research. 

Chapter 4 described the research findings and conclusions found. The findings showed 

that the staff were clear in what behaviours they sought after CASEs; they wanted to see a 

learning approach. Also, it was discovered that because of the low uptake of the resources, the 

management approach to CSAEs and QARs is different across CCA. 

After reviewing the findings, I consulted the literature, which I then was able to link to 

the conclusions. In Chapter 5, I put forward four recommendations: 

1. Include staff in a more intentional way during QARs. 
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2. Ensure updated policy and procedure for IOM are well implemented throughout 

AHS. 

3. Create a formal structure to support sharing QAR learnings within CCA. 

4. Implement a program to include site- or unit-level patient safety advocates. 

As well, the new IOM process and procedure will support managers to have a more 

consistent approach throughout CCA, but the implementation process needs to be supported. 

New knowledge from QARs is important, and sharing the recommendations from QARs in a 

formal way will improve access and learning in other areas. Throughout the whole QAR process 

AHS staff require support and a peer network to fill the present gap between the frontline and the 

leadership. 

I provided a presentation outlining the four recommendations to my inquiry team and the 

sponsor, the Executive Director of the Provincial Patient Safety team, on April 11, 2017. After 

incorporating the feedback from that meeting, I presented the recommendations to the Provincial 

CCA Quality Assurance Committee on April 17, 2017, for their reflection. These meeting 

attendees expressed approval for the research conclusions and recommendations from the CCA 

Quality Assurance Committee.  

The issue of just culture is bigger than QARs alone. As I conducted the research, it was 

evident that the just culture principles need to be rooted in the unit culture before CSAEs occur. 

The recommendations stemming from this research project could support the growth of the just 

culture principles in AHS. As previously stated, when the behaviours of just culture are evident, 

staff will be more willing to report errors, will not be penalized for making system mistakes, will 

feel empowered to be a part of the solution when Patient Safety teams investigate CSAEs, and 
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will exhibit the positive behaviours to their colleagues when they make mistakes. The benefit to 

the greater organization and patients is that when staff are willing to speak up and share the 

learnings from mistakes, all health practitioners’ care becomes safer. Instead of being a reactive 

organization that responds to errors, AHS seeks to proactively analyze risks and respond to them 

prior to patients experiencing harm. This change will not happen overnight, but with some 

intentional efforts to embed just culture, AHS can begin to take steps towards becoming a high-

reliability organization. Together, we can learn and takes steps towards addressing risk instead of 

harm, which results in safer patient care. 
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Appendix A: Evolution of Safety Culture to High-Reliability Organizations 

 

Note. From P. Beard (personal communication, May 13, 2017). 
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Appendix B: Action Research Engagement Model 

 
Note. AR= Action Research; ARE = Action Research Engagement. 

From Action Research Engagement, by Rowe, Graf, Agger-Gupta, Piggot-Irvine, & Harris, 
2013, ALARA Monograph Series No. 5, p. 20. Copyright 2013 by Rowe et al. Reprinted with 
permission. 

 



EMBEDDING JUST CULTURE 110 

Appendix C: Inquiry Team Member Letter of Agreement 

In partial fulfillment of the requirement for a Master of Arts in Leadership Degree at Royal 
Roads University, Roxanne Stelmaschuk (the Student) will be conducting an inquiry research 
study at Alberta Health Services to Operationalize Just culture during Quality Assurance 
Reviews in CancerControl Alberta (CCA). The Student’s credentials with Royal Roads 
University can be established by calling Dr. Catherine Etmanski, Director, School of Leadership, 
at [telephone number] 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 ethics of the research, 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 interview or focus group, 
taking notes, transcribing, or reviewing analysis of data, to assist the Student and the Alberta 
Health Services organizational change process. 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. 

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 Roxanne 
Stelmaschuk, the Student. 

Statement of Informed Consent: 

I have read and understand this agreement. 

________________________ _________________________ _____________ 
Name (Please Print) Signature Date 
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Appendix D: Research Information Letter for Leadership QAR Participants: 

Survey, Interviews and Focus Group 

How can the CancerControl Alberta (CCA) Quality Assurance Committee foster “just 
culture” during Quality Assurance Reviews (QARs)? 

My name is Roxanne Stelmaschuk and this research project is part of the requirement for a 
Master of Arts in Leadership degree at Royal Roads University. My credentials with Royal 
Roads University can be established by contacting Dr. Catherine Etmanski, Director, School of 
Leadership Studies: [email address] or [telephone number]. 

Purpose of the study and sponsoring organization 

Patient Safety is a top priority at Alberta Health Services (AHS), which is the largest publicly 
funded healthcare organization in Canada. The Patient Safety Strategic Plan outlines the mission 
as “Working Together to Eliminate Preventable Harm” realizing that one of the best ways to 
ensure the safety of our patients is to learn from our close calls and mistakes. As several research 
studies have shown, if medical errors, close calls, or hazards are not reported and acted upon, 
then patients are at risk because these errors are likely to reoccur. 

In order to build trust and support staff in reporting and learning from our mistakes, AHS has 
adopted the philosophy of just culture, which strives for an environment where everyone feels 
safe, encouraged, and enabled to discuss quality and safety concerns. Within the healthcare 
setting, a just culture is defined as an environment supportive of open dialogue to facilitate 
continual improvement and safer practices for patients, staff and physicians. This is especially 
important after a Clinically Serious Adverse Event (CSAE) and a Quality Assurance Review 
(QAR) is conducted to learn from the event. If staff members report the errors, we can review the 
issues and make recommendations, share the learning and ensure care is safer. 

This action research inquiry will address the following question: How can the CancerControl 
Alberta (CCA) Quality Assurance Committee foster “just culture” during Quality Assurance 
Reviews (QARs)? 

Your participation and how information will be collected 

The research will firstly consist of an online survey offered to the CancerControl Alberta (CCA) 
program staff that has been interviewed for a QAR. Next, there will be first come, first served 
interviews for CCA program staff who have involved in analysis meetings in a QAR. Finally, 
there will be two focus group sessions offered on a first come, first served basis. This will be 
offered for those in CCA who have been involved in a QAR analysis meeting who are also in 
CCA leadership. You are invited to participate in any of the research methods in which you are 
eligible. The survey will take approximately five minutes to complete, the interviews for 60 
minutes and the focus group session will be scheduled for 90 minutes. 
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The survey will cover basic questions about the culture surrounding the unit and experience after 
a clinical adverse event happens. The questions in interviews will focus on the experience of 
participating in the QAR itself. The focus group session which will invite a balance of QAR 
participants who are also leaders in CCA will help to determine what behaviours will foster just 
culture during QARs and recommendations for the executive leadership to consider. 

Benefits and risks to participation 

There are no known risks to participating in this research study nor be any associated costs for 
your participation. The survey, interview and focus group questions will not cover any 
information about the clinical event which stemmed the QAR. Nor will the questions cover 
anything under confidential section 9 of the Alberta Evidence Act. 

The known benefits are to the organization. 

When the behaviours of just culture are evident, staff will be more willing to report errors, they 
won’t be penalized for making system mistakes, they will feel empowered to be a part of the 
solution when we investigate serious adverse events and will exhibit the positive behaviours to 
their colleagues when they make mistakes. The benefit to the greater organization and our 
patients is that when we share the learnings from mistakes, our care becomes safer. 

Inquiry team 

There is an inquiry team comprised of members involved with Second Victim work and 
psychological safety in AHS. As well, represented on the inquiry team are member each 
CancerControl Alberta (CCA) Quality and Safety teams. These team members will support the 
project by ensuring ethical considerations, testing the questions and providing support with the 
coding and theming of the data. 

Real or Perceived Conflict of Interest 

I work for AHS in the Quality and Healthcare Improvement portfolio as a Senior Provincial 
Patient Safety Specialist. The research project being conducted is towards my Master’s Degree 
and not instituted from the organization. You are not required to participate in this research 
project for your work. I disclose this information here so that you can make a fully informed 
decision on whether or not to participate in this study. 

Confidentiality, security of data, and retention period 

I will work to protect your privacy throughout this study. All information I collect will be 
maintained in confidence with hard copies (e.g., consent forms) stored in a locked filing cabinet 
in my office. Electronic data (such as transcripts or audio files) will be stored on a password-
protected computer. Information will be recorded in hand-written format and audio recorded and, 
where appropriate, summarized, in anonymous format, in the body of the final report. At no time 
will any specific comments be attributed to any individual unless specific agreement has been 
obtained beforehand. No names of project participants will be included in the final document. All 
documentation will be kept strictly confidential. All raw data will be kept for a period of two 
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years and then destroyed. Should you choose to withdraw from the study your anonymous 
responses from the online survey cannot be removed 

Privacy and confidentiality cannot be guaranteed in a focus group where there are multiple 
participants. Everyone will be asked to respect the request to maintain confidence in association 
to comments made by others during the session. Any member assisting with data collection and I 
will also make that commitment to keep any information shared during the focus group session 
confidential. 

Sharing results 

In addition to submitting my final report to Royal Roads University in partial fulfillment for a 
Master of Arts in Leadership degree, I will also be sharing my research findings with Alberta 
Health Services, CancerControl Alberta (CCA) program. The data may be shared at a Quality 
and Healthcare Improvement conference in the fall of 2017. 

Procedure for withdrawing from the study 

You are free to withdraw from the study at any time. Given the anonymous nature of the online 
survey, your answers cannot be retrieved and deleted. 

Participation 

Participation for the online survey is open to anyone in the CancerControl Alberta (CCA) 
program who had been involved in a QAR either being interviewed or involved in an analysis 
meeting. If you wish to participate in the online survey, please click here. 

Your completion of the online survey constitutes your informed consent. 

Participation in either the interview or focus group session is based eligibility and on a first 
come, first served basis. There will be maximum of 12 participants in both the individual 
interviews or focus group session. If you have been involved in an analysis meeting for a QAR 
and wish to participate in the interview or a focus group or have any questions regarding your 
participation, please contact Roxanne Stelmaschuk at [email address]. 

You are not required to participate in this research project. By clicking on the link to participate 
in the survey, you indicate that you have read and understand the information above and give 
your free and informed consent to participate in this project. 

Consent forms will be available upon arrival at the interview or focus group session. 

Please keep a copy of this information letter for your records. 
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Appendix E: Email Invitation 

Patient Safety is a top priority at Alberta Health Services (AHS). The Patient Safety Strategic 
Plan outlines the mission as “Working Together to Eliminate Preventable Harm” realizing that 
one of the best ways to ensure the safety of our patients is to learn from our close calls and 
mistakes. As several research studies have shown, if medical errors, close calls, or hazards are 
not reported and acted upon, then patients are at risk because these errors are likely to reoccur. 

In order to build trust and support staff in reporting and learning from our mistakes, AHS has 
adopted the philosophy of just culture, which strives for an environment where everyone feels 
safe, encouraged, and enabled to discuss quality and safety concerns. Within the healthcare 
setting, a just culture is defined as an environment supportive of open dialogue to facilitate 
continual improvement and safer practices for patients, staff and physicians. This is especially 
important after a CSAE. If staff members report the errors, we can review the issues and make 
recommendations, share the learning and ensure care is safer. 

Please see the attached letter from an AHS employee who is working on a thesis to answer the 
question “How can CancerControl Alberta (CCA) foster just culture during Quality 
Assurance Reviews?” as a requirement for a Master of Arts in Leadership at Royal Roads 
University. 

The research includes a survey which is estimated to take approximately 5-10 minutes to 
complete, a set of interviews that will last 60 minutes, and a set of focus group sessions which 
will take approximately 90 minutes. The information you provide will be summarized, in 
anonymous format, in the body of the final report. At no time will any specific comments be 
attributed to any individual. All data received will be kept confidential. 

Please see the attached information letter for a description of opportunities to be involved in 
either the survey, interview, or focus group session. 
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Appendix F: Survey Questions 

SA Strongly agree 

A Agree 

D Disagree 

SD Strongly disagree 

 

Please choose one that best fits how you feel about the following statements. 

Survey questions include: 

Likert scale:   Strongly Agree Agree  Disagree Strongly Disagree 

1. If I make a mistake, my manager will support me 

2. I support my co-workers when they make clinical errors 

3. Clinical errors are treated as learning opportunities in my workplace 

4. I feel safe to participate in a Quality Assurance Review (QAR) 

5. My manager explained the QAR process to me 

Name three: 

If you were to be involved in an investigation for a clinical error, describe three supportive 
behaviours that you would want to see from your co-workers or manager. 

Demographics: 

o North Zone 

o Edmonton Zone 

o Central Zone 

o Calgary Zone 

o South Zone 
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Appendix G: Interview Session Questions 

1. How did your manager/QAR lead explain the process and prepare you for the experience? 

2. Describe your experience with the just/unjust culture during your QAR. 

3. What behaviours and processes made you feel safe/unsafe during the QAR process? 

4. Do you feel safe to report errors and participate in future QARs? 

a. If yes, is there a defining characteristic of the QAR leadership that supports this feeling? 

b. If no, what would have to change in order for you to feel safe to report and participate 
fully? 

5. Do you have any suggestions for change in processes or behaviours that would help you 
participate fully in the next QAR? 
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Appendix H: Focus Group Session Questions 

1. These are the themes we heard during the interviews: 

• CancerControl staff work in high stress and are required to work at 100% all the time 
• CancerControl has a low tolerance for variability. 
• Support for staff after CAEs varies between departments 
• Managers have concerns about how to support staff after clinical adverse and during 

QARs 

What is your sense of these themes? Any confirmations or surprises to your thinking?  

	

2. These were the behaviours associated with staff feeling safe to report or participate 

Behaviour Exhibited by Manager 

Confidentiality Involve staff 

Thorough review Listening 

Fairness Transparency 

Empathy/compassion Learning approach 

Focus on system issues Explain QAR process 
	

3. What behaviours or processes would have the biggest difference in supporting the staff to 
participate? 

4. How can we integrate some of the desired changes in process or additional supportive 
behaviours into the current structure of the QAR process in CCA? 

5. What support do you need, as leaders, to integrate change? 

6. What change processes need to be in place for leaders to adopt this change for QARs? 
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Appendix I: Interview Consent Form 

How can the CancerControl Alberta (CCA) Quality Assurance Committee foster “just 
culture” during Quality Assurance Reviews (QARs)? 

By signing this form, you agree that you are over the age of 19 and have read the information 
letter for this study. Your signature states that you are giving your voluntary and informed 
consent to participate in this project. 

! I consent to the audio recording of the interview session 

 

Name: (Please Print): __________________________________________________ 

 

Signed: _____________________________________________________________ 

 

Date: ______________________________________ 
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Appendix J: Focus Group Research Consent Form 

How can the CancerControl Alberta (CCA) Quality Assurance Committee foster “just 
culture” during Quality Assurance Reviews (QARs)? 

By signing this form, you agree that you are over the age of 19 and have read the information 
letter for this study. Your signature states that you are giving your voluntary and informed 
consent to participate in this project. 

! I consent to the recording of the focus group session 

! I commit to respect the confidential nature of the focus group by not sharing identifying 
information about the other participants 

 

Name: (Please Print): __________________________________________________ 

 

Signed: _____________________________________________________________ 

 

Date: ______________________________________________ 
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Appendix K: Presentation to CancerControl Alberta Quality Assurance Committee 

 
 

 
Note. CCA = CancerControl Alberta; QAR = Quality Assurance Review. 
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Note. CCI = Cross Cancer Institute; QAC = Quality Assurance Committee; QAR = Quality 
Assurance Review; TBCC = Tom Baker Cancer Centre. 

 
Note. AHS = Alberta Health Services; CAE = Clinically Adverse Event; QAR = Quality 
Assurance Review. 

Study Findings

Staff could 
identify just 
culture behaviors 
that they have 
experienced or 
would like shown 
to them after a 
CAE or during a 
QAR.

Although AHS 
resources to 
support staff and 
managers after 
CSAEs is 
available, the 
uptake is low due 
to several factors

Current 
emotional and 
practical support 
for staff after 
CSAEs varies 
between 
departments

Behaviors Varied SupportResources 
Underutilized
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Note. CSAEs = Clinically Serious Adverse Events; QARs = Quality Assurance Reviews. 

 
Note. CCA = CancerControl Alberta; QARs = Quality Assurance Reviews. 
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Note. CSAEs = Clinically Serious Adverse Events; QARs = Quality Assurance Reviews. 

 
Note. AHS = Alberta Health Services; CSAEs = Clinically Serious Adverse Events; 
IOM = Immediate and Ongoing Management of Clinically Serious Adverse Events Guideline; 
QARs = Quality Assurance Reviews. 
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Note. CCA = CancerControl Alberta; QARs = Quality Assurance Reviews. 

 
Note. QARs = Quality Assurance Reviews. 
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Note. CCA = CancerControl Alberta. 
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