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Executive Summary  

Patient safety culture is an integrated pattern of individual and organizational behavior 

based upon shared beliefs and values that continuously seeks to minimize patient 

harm resulting from the process of care delivery.  

 

Having a positive organizational patient safety and quality culture supports the 

achievement of Nova Scotia Health Authority’s (NSHA’s) strategic directions for 

excellence in health, healing and learning and creating a positive and healthy 

organizational culture to support the health and wellness of Nova Scotians. 

 

To facilitate achievement of this purpose and to guide the organization’s culture work, 

a NSHA Patient Safety and Quality Culture Strategy Framework has been developed. The 

Framework is modeled off of the Canadian Patient Safety Institute (CPSI) Patient Safety 

Culture “Bundle” for CEO’s/Senior Leaders and defines the impact of contributors on 

our organizational culture of patient safety, establishes strategies to address identified 

areas for improvement, and outlines the measures to monitor progress.  

 

Three key areas of focus: 

1. Enabling: Organizational priority setting; leadership practices that motivate the 

pursuit of safety 

2. Enacting: Frontline actions that improve patient safety 

3. Learning: Learning practices that reinforce safe behaviors 

 

The areas of focus are grounded in Accreditation Canada dimensions of quality and 

safety, operationalized through evidence based collaborative/interdisciplinary practices 

and evaluated through PDSA quality improvement or Plan, Do, Study, Act methodology.  
 

Patient safety and quality culture strategy work is accountable to the NSHA Quality 

Committee of the Board, through the Quality Improvement & Safety Council with 

objectives for scheduled reporting of progress. 
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Patient Safety and Quality Culture Framework  

Having a positive organizational patient safety and quality culture supports NSHA’s 

achievement of excellence in health, healing and learning through working together 

and the provision of person centred, high quality and safe health service. It further 

contributes to the strategic direction of creating a positive and healthy organizational 

culture to support the health and wellness of Nova Scotians. 

 

Patient safety culture is an integrated pattern of individual and organizational behavior 

based upon shared beliefs and values that continuously seeks to minimize patient 

harm resulting from the process of care delivery. Patient safety culture influences 

patient safety directly by determining accepted practices. In addition, patient safety 

culture indirectly influences behaviors that enable or hinder patient safety (Canadian 

Patient Safety Institute, 2016). Part of establishing a positive patient safety and quality 

culture means fully understanding where an organization is doing well and where 

improvements are required. The goal is to see improvement in patient safety and 

quality culture, realizing that a culture shifts takes time.  

 

NSHA’s Patient Safety and Quality Culture Strategy Framework has been developed to 

align with the Canadian Patient Safety Institute’s (CPSI) Patient Safety Culture “Bundle” 

for CEO’s/Senior Leaders (Canadian Patient Safety Institute (CPSI), 2018). In this regard, 

a “bundle” is a set of evidence‐based practices that must be applied to improve patient 

safety culture (National Patient Safety Consortium Patient Safety Education Action Plan, 

October 2017). The bundle is arranged in three main pillars, each with a set of 

supporting valuable tools and resources.  

 

The three CPSI Patient Safety Culture “Bundle” for CEO’s/Senior Leaders pillars will form 

the main areas of focus for NSHA’s Patient Safety and Quality Culture Framework. 

NSHA will further align its framework with the thirteen (13) supporting practices/action 

categories identified by the CPSI Patient Safety Culture “Bundle” for CEO’s/Senior 

Leaders. These outline evidence based practices the organization will concentrate on to 

advance a positive culture of patient safety.  

 

It is important to note the CPSI Patient Safety Culture “Bundle” for CEO’s/Senior Leaders 

is a dynamic tool that will be continually updated. As the NSHA Patient Safety and 

Quality Culture Strategy Framework is modeled on the CPSI bundle, NSHA will monitor 

progress, updating its Framework to ensure continued alignment.  
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Diagram 1: CPSI Patient Safety Culture “Bundle” for CEO’s/Senior Leaders 

Components  

 

 

 

Diagram 2: CPSI Patient Safety Culture “Bundle” for CEO’s/Senior Leaders 

Components 

ENABLING 

Organizational priority setting; leadership practices that motivate the pursuit of 

safety 

• Organizational priority 

• CEO/Senior leadership behaviors 

• Human resources 

• Health information/technology/devices 

• Health care system alignment 

ENACTING 

Frontline actions that improve patient safety 

• Care settings and managers 

• Care processes 

• Patient and family engagement/co production of care 

• Situational awareness/resilience 

LEARNING 

Learning practices that reinforce safe behaviors 

• Education/capability building 

• Incident reporting/management/analysis 

• Safety/quality measurement/reporting 

• Operational improvements 
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Alignment 

NSHA’s Patient Safety and Quality Culture Strategy Framework is additionally 

supportive of Accreditation Canada’s Qmentum program and dimensions of quality 

and safety. These dimensions are applied within NSHA as principles to support 

planning, decision making, quality and safety. Eight dimensions of quality have been 

identified which include safety, population focus, accessibility, work life, client-

centered services, continuity of services, effectiveness, and efficiency.  

 

Table 1: Accreditation Canada Quality & Safety Dimensions 

Safety Keeping clients/families/teams safe 

Work life Taking care of the team  

Client-centred Services Partnering with clients/family in their care 

Population Focus Working with the community to anticipate and meet their needs 

Accessibility:  Providing timely and equitable services 

Continuity of Services Coordinating care across the continuum 

Appropriateness Doing the right thing to achieve the best results 

Efficiency Making the best use of resources 

 

 

Framework Evaluation Process 

An assessment and implementation approach will be used to guide the work of each 

area of focus. The process is consistent with the PDSA quality improvement tool or 

Plan, Do, Study, Act methodology, and will utilize the following key steps: 

 

Diagram 3: NSHA Patient Safety and Quality Culture Strategy Framework 

Evaluation Process 

 

 

ASSESS

Assess baseline Patient Safety Culture 

PLAN

Develop action plans to address baseline results of patient safety 
culture assessment

DO

Implement actions plans. Assess current status in relation to 
components of safety culture framework

STUDY

Revision of action plans based on assessment of components

ACT

Ongoing implementation of action plans to enhance decision 
making and address results of patient safety culture assessment

ASSESS

Re-assess patient safety culture
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ENABLING  

Organizational priority setting; leadership practices that motivate the pursuit of safety 

 

Background 

Enabling a patient safety and quality culture entails establishing safety as a priority 

within the organization and demonstrating behaviors to motivate the goal of reducing 

patient safety incidents. The enabling area of focus therefore directs attention to 

prioritizing safety, and creates an environment where staff, physicians, and learners 

can enact safer practices. This area of focus includes embedding vital practices related 

to organizational priority; leadership behaviors; human resources; health 

information/technology; and system alignment.  

 

Organizational priority 

The level of importance an organization places on safety can be evidenced in its 

inclusion in strategic plans and goals and sets the organizational expectation for an 

enhanced focus on building a culture that values patient safety and quality.  

  

CEO/Senior Leadership behaviors 

Leadership behaviors which provide an inspiring vision and foster identification with it 

have been shown to be strongly associated with improving safety culture (Vogus & 

Singer, 2013). A commitment to/priority placed on safety, leadership interaction at the 

front line level and dissemination of safety information are examples of leadership 

behaviors which support enabling a positive safety culture. 

 

Human resources 

Human resource practices create the conditions under which a high-performing 

workplace is developed through enhancement of a positive, healthy, safe and 

productive work culture and environment.  

 

Health information/technology/devices 

Research has identified information technology as an important mechanism for 

enabling patient safety and quality culture, recognizing that its efficacy in reducing 

hospital errors is dependent upon the organization’s cultural readiness to make use of 

it (Vogus & Singer, 2013). 

 

Health care system alignment 

National & community initiatives, legislatures and other regulatory setting bodies can 

affect an organization’s prioritization of patient safety and quality. It is therefore 

essential to ensure alignment with an organization’s identified practices for improving 

patient safety and quality culture.  

Why is this important? 

Research suggests that healthcare provider interpretations of patient safety and quality 

culture relevant leader and organizational practices constitute safety climate, with 

perceptions of safety climate influencing their safety behaviors. Perception of a strong 

safety climate can specifically increase safety motivation, participation in voluntary 

safety activities, adherence to safety protocols, patient safety incident reporting, and 

creative problem solving (Vogus & Singer, 2013). A focus on enabling activities is 
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important as it can therefore shape an organization’s staff, physician and learner 

perceptions of safety climate, thus promoting the enactment of patient safety culture.  

 

Partners 

 NSHA Leaders 

 NSHA Staff & Physicians 

 Patients and families  

Approach 

Vital practices NSHA will concentrate on to support the enabling area of focus will be 

identified through the following process: 

 Assessment of NSHA’s implementation of associated vital practices within the 

‘enabling’ area of focus 

 Initial mapping of aligned practices currently assessed through potential evaluation 

sources  

 Identification of ‘enabling’ priority actions to address gaps highlighted by the 

assessment 

 Literature review to inform best practice  

 Implementation of priority actions 

 Assessment of existing performance as it relates to the selected measures  

Reporting 

Patient safety and quality culture strategy work will be accountable to the Quality 

Committee of the Board, through the Nova Scotia Health Authority’s Quality 

Improvement & Safety Council. The following will be reported on a biannual basis: 

 Current status of actions that impact enabling patient safety and quality culture 

 Communication and engagement requirements 

 Recommendations on new actions to be undertaken 

 

The following will be reported on an annual basis: 

 Assessment of performance within the ‘enabling’ area of focus, using identified 

measures. NSHA Patient Safety and Quality Culture Strategy Framework Evaluation 

Measures will be identified. 

 Full organizational Patient Safety Culture survey results 

 Full organizational Work Life Pulse survey results 
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ENACTING 

Frontline actions that improve patient safety 

 

Background 

Consistent translation/application of safety policies, guidelines and processes into 

routine practice gives rise to enacting a positive organizational patient safety and 

quality culture. This area of focus includes embedding vital practices related to care 

units and managers, care processes, patient and family engagement, and situational 

awareness/resilience. 

 

Care settings and managers 

Integrated, unit‐based safety practices and a fostering of psychological safety creates a 

context within which staff, physicians and learners can enact safer practices (Vogus & 

Singer, 2013). Interactions at the unit level regarding patient safety and quality issues, 

and implementation of frontline safety forums (e.g. patient safety rounding/huddles) 

aim to cultivate enhanced communication and coordination within teams using a 

variety of modalities. 

 

Care processes 

Efforts specifically focused on standardizing aspects of health care delivery, and 

coordinating care transitions include development of consistent checklists and 

standard protocols. Adherence to standardized protocols is associated with operational 

reliability that results in reduced patient safety risks (Vogus & Singer, 2013).  

 

Patient and family engagement/co-production of care 

NSHA’s Patient Safety and Quality Culture Strategy supports an enhanced focus on 

patient and family engagement in recognition of the important role patients play by 

helping to more quickly detect and correct patient safety risks. Healthier Together, 

NSHA’s 2016-19 strategic plan, includes strategic directions identifying both person 

centered care and engagement as priorities so that patients/families are embedded in 

how we work, make decisions and set priorities. 

 

Situational awareness/resilience  

Mechanisms to monitor and respond to unexpected hazards in real time improve 

reliability and resilience (Canadian Patient Safety Institute, 2016). To support 

identification of risks and resolve safety problems in real time/early on, it is essential 

for staff, physicians, learners, patients and families to have access to 

protocols/systems for detection of safety risks, patient deterioration and escalation of 

care concerns (e.g. safety check-ins, early warning systems safety alerts/reports from 

both staff and patients/families). 

Why is this important? 

Research suggests that enacting a patient safety and quality culture increases 

reporting, and helps to prevent patient safety incidents from occurring when enacting 

consists of deliberate efforts such as use of engagement processes, promoting regular 

reporting and voicing concerns, and deploying standardized protocols to coordinate 

care when transitions occur (Vogus & Singer, 2013).  
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Patient and family-centred care will help improve decision making processes, health 

outcomes, patient experiences, financial management, and safety. NSHA patient safety 

and quality culture benefits will be achieved when patient and families are partners in 

all aspects of care and are supported in identifying opportunities for safety 

improvements early in the process.  

Partners 

 Health services team providers 

 Patients and families  

 NSHA Interdisciplinary Quality Improvement & Safety Councils, Committees, Teams 

 NSHA Leaders 

Approach 

Vital practices NSHA will concentrate on to support the enacting area of focus will be 

identified through the following process: 

 Assessment of NSHA’s implementation of associated vital practices within the 

enacting area of focus 

 Initial mapping of aligned practices currently assessed through potential evaluation 

sources  

 Identification of ‘enacting’ priority actions to address gaps highlighted by the 

assessment 

 Literature review to inform best practice  

 Implementation of priority actions 

 Assessment of existing performance as it relates to the selected measures  

Reporting 

Patient safety and quality culture strategy work will be accountable to the Quality 

Committee of the Board, through the Nova Scotia Health Authority’s Quality 

Improvement & Safety Council. The following will be reported on a biannual basis: 

 Current status of actions that impact enacting patient safety and quality culture 

 Communication and engagement requirements 

 Recommendations on new actions to be undertaken 

 

The following will be reported on an annual basis: 

 Assessment of performance within the ‘enabling’ area of focus, using identified 

measures. NSHA Patient Safety and Quality Culture Strategy Framework Evaluation 

Measures will be identified. 

 Full organizational Patient Safety Culture survey results 

 Full organizational Work Life Pulse survey results 
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LEARNING 

Learning practices that reinforce safe behaviors 

 

Background 

The learning area of focus concentrates on learning practices that reinforce safe 

behaviors. It embodies a process of growing capabilities, and reflecting on learned 

experience to expand and improve high quality, safety-oriented practices. This area of 

focus includes embedding vital practices related to education/capability building; 

safety reporting, management and analysis; safety, quality measurement and 

reporting; and operational improvements.  

 

Education/capability building 

Introducing safety incident management concepts and instilling the skills to perform 

safety practices are foundational for shaping an organization’s patient safety and 

quality culture. It is therefore important to provide patient safety and quality 

improvement educational opportunities for leaders, staff, physicians and learners. 

These efforts can be further augmented by targeted offerings related to enhancing 

teamwork and communication.  

 

Incident reporting/management/analysis 

Reporting systems capture patient safety concerns or incidents and are meant to 

trigger action, facilitate communication, response, learning and improvement 

(Canadian Patient Safety Institute, 2016). It is therefore important that structured 

processes for responding to, and learning from, patient safety incidents include 

patient/family, leader, staff and physician involvement and support. 

 

Safety/quality measurement/reporting 

Regular measurement of safety culture will ensure a continued focus on achieving 

improvements, while regular, transparent reporting of safety, quality and performance 

plan results will enhance accountability. Use of a variety of system monitoring 

strategies includes regular completion of reviews (retrospective & prospective) of 

safety, quality and outcome measures; providing updates on lessons learned and 

improvements made as a result of reporting. 

  

Operational improvements 

Operational improvements can be achieved through use of structured methods to 

improve reliability and streamline operations such as utilization of quality 

improvement tools like PDSA, LEAN, human factors engineering, and risk analysis. 

Why is this important? 

Learning has been credited with the successful transfer and retention of best practices, 

with studies identifying how safety and team-based training for medical students, 

frontline caregivers, and leaders changes behavior (e.g., more learning oriented) and 

reinforces safety culture (Vogus & Singer, 2013). 

 

Increasing familiarity, comfort and growing capabilities for addressing safety and 

quality concerns and incidents can also increase performance improvement when both 

internal and external learning activities are used. Overall, the learning area of focus is 

one that has been found to positively impact the quantity and quality of 
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communication and teamwork behaviors, as well as safety and teamwork environments 

(Vogus & Singer, 2013). 

Partners 

 NSHA Leaders 

 NSHA Staff & Physicians 

 Patients and families  

Approach 

Areas of priority are identified through an assessment of the following: 

 Assessment of NSHA’s implementation of associated vital practices within the 

‘learning’ area of focus 

 Initial mapping of aligned practices currently assessed through potential evaluation 

sources  

 Identification of ‘learning’ priority actions to address gaps highlighted by the 

assessment 

 Literature and best practice – to inform best practice  

 Implementation of priority actions 

 Assessment of existing performance as it relates to the selected measures  

Reporting 

Patient safety and quality culture strategy work will be accountable to the Quality 

Committee of the Board, through the Nova Scotia Health Authority’s Quality 

Improvement & Safety Council. The following will be reported on a biannual basis: 

 Current status of actions that impact learning patient safety and quality culture 

 Communication and engagement requirements 

 Recommendations on new actions to be undertaken 

 

The following will be reported on an annual basis: 

 Assessment of performance within the ‘learning’ area of focus using identified 

measures. NSHA Patient Safety and Quality Culture Strategy Framework Evaluation 

Measures will be identified. 

 Full organizational Patient Safety Culture survey results 

 Full organizational Work Life Pulse survey results 

 

Evaluation Measures 

 

*TBD: Finalizing NSHA Patient Safety and Quality Culture Strategy Framework 

Evaluation Measures. 
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Appendix A: CPSI Patient Safety Culture “Bundle”  
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Definitions  

 

Accreditation Canada: a not-for-profit organization that is dedicated to working with 

health and social services organizations in Canada and abroad to develop a sustainable 

culture of improvement that betters safety and efficiency, working to save and improve 

lives. 

 

CPSI: The Canadian Patient Safety Institute is a not-for-profit organization that works 

with governments, health organizations, leaders, and healthcare providers to raise 

awareness and facilitate implementation of ideas related to improvement in patient 

safety and quality.  

 

Engagement is any process that involves a broad range of interests (patients, families, 

communities, external partners, staff, physicians and/or the public) to identify and set 

priorities or direction, contribute to or make decisions, influence change, assess and 

evaluate programs, policies and service. Engagement is two-way, involves the 

transparent exchange of information, seeks common understanding and common 

ground, and leads to trust-based, sustainable relationships. 

 

Just Culture: Refers to the importance of fairly balancing an understanding of system 

failure with professional accountability (CPSI 2017). In a just workplace culture, the 

reasons for the unexpected clinical outcomes and Patient Safety Incidents are not pre-

judged. The rights of all individuals, including Patients, are protected. There is an 

attempt to understand the circumstances and context for the decisions and actions of 

providers at the time care was provided. In a Just Culture of safety, all individuals are 

able to trust that the initial response to a Patient Safety Incident, as well as any 

subsequent analyses and proceedings, will be conducted with fairness, and in 

accordance with applicable legal frameworks and hospital policies and bylaws. In such 

a culture, healthcare providers are aware of what is professionally expected, and when 

analyzing Patient Safety Incidents, the accountability of the provider and the 

organization are determined fairly. (D. Marx, 2001 as cited CMPA 2017). 

 

Manager/Director: The manager/director (or delegate) who is responsible and 

accountable for standards of care in a clinical unit or area. 

 

NSHA Quality Improvement & Safety (QI&S) Council: An interdisciplinary standing 

NSHA QI&S Council to which Zone QI&S Councils and NSHA Program/ Network QI&S 

Councils report in relation to recommendations reached and for an issue/ finding or 

Reviewable Matters which has application to or implications beyond the zone/ 

program/ network served by the QI&S Council.  

 

NSHA Quality Committee of the Board: Sub-committee of the NSHA Board of 

Directors with governing oversight for Quality Improvement and Safety efforts that 

support the organization’s strategic directions.  

 

Patient(s): In NSHA, the term Patient means all individuals including clients, residents 

and members of the public who receive or have requested health care or services from 

NSHA and its health care providers. 
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Patient safety culture: an integrated pattern of individual and organizational behavior 

based upon shared beliefs and values that continuously seeks to minimize patient 

harm resulting from the process of care delivery. Patient safety culture influences 

patient safety directly by determining accepted practices. In addition, patient safety 

culture indirectly influences behaviors that enable or hinder patient safety (Canadian 

Patient Safety Institute, 2016). 

 

PDSA Cycle: Quality Improvement (QI) Framework that provide us with a structure 

(system) for the path forward. Also referred to as the ‘Model for Improvement’, the 

PDSA cycle focuses on the following three questions: what are we trying to accomplish; 

how will we know that a change is an improvement; and what changes can we make 

that will result in improvement. 

 

Staff: Unless specifically limited by a certain policy, refers to all Employees, learners, 

volunteers, board members, contractors, contract workers, franchise employees, and 

other individuals performing work activities within NSHA. 
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