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CN Professorshp in Safety Culture (201% 2017): Summary of Research Activities
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CN professorship of safety culturBr. Mark Fleming
was appointed to the position until January 20T8e
aim of the professorship was to promote the
importance of safety culture and to develop practical
improvement strategiesToo manyactivities were
undertaken duing the five years of thprofessorship
to describe in one document, so ten projects have be'
selected :

In Januar2013 CN made a very generous donationt g

Conducting research of this nature is cplex and ;
therefore requires a team of dedicated researchers. %
Over the past five years many SMU graduate student =&
have been involved in applied safety culture projects.| =%
In addition, there was ongoing collaboration between &
CN andsSMUin designing, testing and evaluating 3
safety culture improvement interventions.

Areas of research collaboration included

- . Pictured from bottom left to right: Dylan Smibert, Dr. Andrea Bishop,
understanding safety culture through the creation of = Jennifer Wong, Brianna Cregan, Kate Bowers & Dr. Mark Fleming

a confidential near miss reporting hotline
investigatinghuman factor causes a&afety events, exploringnethods to select employeesho are
engaged in safety and lastly, evaluatimgerventionswith afocus on promotinga positive safety culture.

In additionto the following research highlight®©ngoing projectsequiring additional collaboratorare listed
on the last pagef this document(page 12)

Research Highlights:
1. PREVENT: A Near Mibwtline for Employees 2. The Learninglree An hcident Investigation
Technique
3. Understanding Regulator Safety Culture 4. Understanding How Employees Perceive
Senior ManagemenCommitment to Safety

5. Identifying SafetyMinded Employees 6. Developing and/alidating a MultiNational
Safety Culture Perception Survey

7. The Safety Culture Improvement Audit Proce: 8. Safety Culture Metrics
(SCIAP)

9. How Employee and Organizational Factors  10. Learning About Patient Safg Culture by
Influence Health Climate in the Workplace Engaging Patients




PREVENTA Near Miss Hotline for Employees

A near miss or close c#la free lesson, assafety failurehas
occurred but no one wasarmed. Currently, many organizations e
areunderutilizingthis learning opportunity, as near misses are Your Calls Have
underreported To better understand this issue, the PREVENT Made a Difference
confidential reporting hotline wasreatedto understand how - g - =
employees can be encouraged to repariose callsThe hotline ——
initiative is a tripartite collaboration between SMU, CN and CN P
unions. The purpose dfie initiative is to enable employees to =
report near missesandto understard the motivators and barriers
to utilizing a near miss reporting stem. An effective near miss
reporting system can provide management with important insight
into the functioning of theirsafetysystems.

in improving CN" i
dedicated to seviewing the positive impact of
PREVENT.

frequentty
‘misses and safety eveats reported
communicstion. and foews.

The PREVENT hotline asconfidential, tolifree telephoneline that — —— ——
employees can call to report workplace near misses they may he o = ; = e
witnessed or been directly involved in. An employee can call duri | = ===== s

set hours and reach a PREVENT employee immediately, or they
can also cakt any time and leave a call back nuentbOnce an The cover of a PREVENT hotline newsletter.
employee places a call, a staff member from the PREVENT hotline
interviews the employee to further understand the human factors involved in the near miss. PREVEI
staff members then review and code the interview data to identify human agdmzational failures
before sharing anonymized reports to PREVENT hotline steering group (CN management and Uniol
representatives) A sample of reports are discussed in detail with the steering group to ideaigntial
improvement strategiesThe informdion collected from the hotline is used to build a quarterly newslet
that is shared with employees.

As part of the hotline initiative, multiple rounds of interviews and focus groups were conducted to ad
questions about the functionality of the PREVENT hotline with managers, supervisors and employee
The intent was to understand employee perceptiafsiear miss hotlinesach time the hotline was
rolled out in a new region, more focus groups were conducted in order to understand the unique nat
each location.

One of the barriers encountered while implementing the hotline was understanitiegxisting
organizational culture and how to engage employees in the initiative. It is imperative for employees 1
have a shared understanding of the benefitggborting near misses|In other words, employees need t
know their engagement is worthwtél If employees attribute near misses solely to personal failures
without considering other contributory human and organizational factors, they are unlikely to engage
near miss reporting system. Near miss reporting hotlines ideally need to be cowiledn educational
component about the human facts involved within safety failures



The Learning Tree An Incident Investigation Technique

Learning from safety events is imperatigarticularlyin safety criticaindustries. The Learningreeis a
non-proprietary, evidencebased investigation technique that can be applied to a wide range of incide
or events. The Learningreewas initially developed to analyze PREVENT hotline reports (see PREVE
A Near Miss Hotline for Employees). Fromabszing events reported on the hotline, it became necessa
to develop a new tool tanalyze reportsWhle traditional investigatiormethods are effective at
identifying and categorizing immediate causgthe publicly available methods were either too geit or
overly focused on categorization. The Learnifiggewas developed tdocus on learning from the inciden
rather than on causationOne of the unique features of the Learnifgeeis the ability to capture system
successas well as failureThe Leaning Treepromotes looking at a close call or safety event as a learn
opportunity.

. . 1. Creation
The LearningdTreeis structured process
that facilitates collaboration between L Stybosd
employees and management. Itis a flexib ' _
tool, as |t' can 'be utlllze_d in a group setting 6. Identifyi (~ 2. Barrler
or on an individual basis. Improvement Analysis

Opportunities {Identifying barrier
E llures & successes)

This approach includes some of the aspe:!
of existing investigation stratgies (e.g.
determining the sequence of events) but
also includes unique elements that focus
on learning and improvement.

The scope of the tool lends itself to lookin 5. Questions/
at the question of why the event Answers/
happened, what led up to the event, and - Insight

how the eventoccurred. The Learnin@ree
process involves six phases of analysee
figure to the righ:

Barrler Failures

The logic is to focus on what the event tells us about our safety systems rather than focusing on cat
is important to note that as the analysis is being conducted, it is okay to move between phases if
something is forgotten or another piece of infoation needs to be added. One of the main advantages
the learningtree is the ability to link successes and failures to different activities. The results from
different events can be aggregated to assess common failures, successes, and opportunities for
improvement.

To conclude, the learnintgee tool is a new method of analyzing significant safety events and close ca
It consists of six phases that involve identifying barriers and cultural indicators and piecing the

information into a storyboard. @en, during an incident investigation, as questions arise, the Learning
Treefacilitates capturing that information through the questions/answers and insights phase. It is a t

that can be used by managers, supervisors and employees together as agrodividually



Understanding Regulator Safety Culture

As regulators are tasked with overseeing the operation of licensees, it is
important to understand howegulator safety culture influences their oversigh
approach, anceffectiveness Safety culture of the regulator is imperative, as it
influences how they perfon oversight activities, antiow they interact with
licensees. A poor regulator safety cultureshaeen idenfied into investigations
into major disastersincluding most recently, Fukushima. Highlighted by the
director general of the IAEA in the Fukushima report, it is imperative that
OACOI AOI OO0 EAOA 081 AcCAl AOOmigGde@Uh
culture in order to effectively oversee the safety of license@éss 2 AC Ol
OAEAOU AOI OOOA EO AAEET AA AO 0888
organizations and individuals which establishes that, as an overriding priorit
protection and safety issues receive the attention warranted by their

significancé 8 4 EAOA Al OAR OEA ninb@dihdwdtieyds = . - "
see their responsibilities and how they fulfil their duties. To date very little PhD Student
research hasden conductedexploring the nature ofegulator safety culture
and there is no systematic testing of assessment methodologibss fiesearch project had two
objectives: the development of a regulator safety culture framework and development of an assessn
tool basedon the framework.

The framework development involved sesstructured interviews wittsafety culture expertsrbm a range of
industries. Based on thearticipant descriptionsinterview responsewere aggregated into fiveifferent
themesto represent regulator safety culturéhe five themes are: (1) leadership commitment to creating a
positive safety culture, (2) proactive, risk informed and flexible approach, (3) continuous learning and self
improvement, (4) unwavering ethical standardsd (5) transparency through communication.

Subsequent to the development of the framework for regulator safety culture, a survey assessment tool was
created through a seconcesearchstudy. A working group from thénternational Atomic Energy Agency

(IAEA) participated in developing the survey. Magmgfety culturedocuments were reviewely the working

group including the framework developed by the safety culture experts within the first studg Nuclear

Energy AgencyNEA) document on regulator satg culture and the IAEA model on safety culture. After the
workgroup reviewed this informtion, they expanded the frameworo 11factors of safety culture

The lAEAworkgroupthen developed a total ofl44survey items. Following the generation of suniegms,

the items were sent to 14 subject matter experts (SMEs). The SMEs consisted of individuals with expertise in
regulatory safety culture. SMEs had to evaluate 1) how closely each item represented its respective theme,
2) the clarity of each item an8) the importance of each item for safetulture.The results were used to

reduce the number of items to a total of 7The regulator safety culture perceptiorusvey is currently being
testedand evaluatedlt is hoped that the finghgs from this reseatt providesa first step in facilitating

assessment ofagulator safety cultur®i AAOAT AA A OACOI AOT 060 AAEI EOU
additional research on representative frameworks and assessment methods.

1 The Director General. The Fukushima Daiichi Accident, International Atomic Energy Agency, Vienna, 2015.

2 |AEA. IAEA Safety Glossary: Terminology Used in Nuclear Safety and Radiation Protection, International Atomic Energy Agency, Vienna, 2007.



Understanding How EmployeesPerceive Senior Management Commitment to Safety
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influence employee safety behavior. While previous research has attempted to
understand management behaviors associated withgegations of safety
commitment, the issue of how employee perceptions are formed has not been
Aobpi 1 OAA8 +AOCA "1 xA0O80 1 AOOAOGO OEAQ(
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front-line emplo/ees participated in senstructured, oneon-one interviews in ¢
order to further understand the processes in which senior leaders influence
employee perceptions of safety commitment.

&1 00 OEAI AO AOiI OA mEOI I OEA Aipil UAA
safety. The first theme wafl)Engaged Safety LeadershiRerceptions of
engagement involved senior leaders being active in their commitment to safety, 10
example they were visible in the field, addressed concerns in a timely manner,  Kate Bowers, MSc.,

applauded safety compliance and used a coaching versus punitive leaderglgip st Human & Organization

“AET C Al AAOEOA 1 AAAAO Al O Al 1 OOEA (¢ FactorsSpecialist DI T UAA
had an understanding of operation#vel work conditions. Employees formed

negative perceptions of senior managers if they were disengaged, if they did not speakas@ questions

about safety, or do not ensure that londgvel management engage in safety leadership. Disengaged senior

leaders were described as being passive towards safety, for example, not visiting the worksites or directly

talking to employees abausafety matters.

The second theme wa®) Consistency in Safety LeadersBipployees discussed the importance of senior
leaders practicing what they preach in order to demonstrate commitment to safety. Perceptions of
consistency included being sinceaad maintaining an unwavering position to work safely. Employees
expressed that management (across any organizational level) who do not follow through with action in
response to raised safetyoncerngeflect of a lack of safety commitment.

The third thene of (3)Allocating Money Towards Safétgluded demonstrating safety values by ensuring
any equipment was purchased and that regular/timely maintenance was provided. Employees perceived
senior managers as not being committed to safety when there waslkaddmanpower needed for certain
tasks and a neglect to provide necessary support (e.g., properly working tools or equipment).

Lastly, the fourth theme that emerged wdd)Policies and Procedures Reflect a Value for S&fmitiyof

seniorl A A Aldntordstéation of safety commitment was described as the criteria included in organizational

policies and procedures. Policies and procedures defined to ensure safe work (e.g., a stop work policy) were
OAEA OF AA A OAAEI AAOGEIT 1T 1 tAen Wheh politied oAdrodeQukds iidredadiid O A AA (
to counteract safety prioritization (this included discrepancies in punitive procedures, hiring procedures, and
inconsistent rules for certain work groups) it indicated a lack of value for safety.

This studyhelped to further understand the specific senior management behaviors that signal a

commitment to safety to frontline workers. The qualitative interviews provided adépth understanding

I £ Ai 1T UAA DPAOAADPOEI T O EI ddvibrddd&Edther oQdnizatiohah AA OGS O OA /&
informants that contribute to perceptions of safety commitment.



Identifying Safety-Minded Employees

It is widely accepted that safety values are important in the workplace

context, yet little research has been done in this area. Safety values act as

our guiding principles and inform our safety behaviors at work. It is

important for organizations to be db to identify employees who share

the same values towards safety. Therefore, understanding what an

Al D1 T UAAGO OAI OAOG AT O1I A POI OEAA ET OEC
employees in safetgritical industries.

Our model of safety is based on a systems framework, meaning that

employee safety values are only one of many important factors related to

safety performance. Integrating individualfterences into safety models

, EAO AAAT A AEAI T AT CA AAAAOOA 1T £ OEA |
Dyansmbert MSe. | 5 57 1 AT AOOS K OEA EAAA OEAOG OI [ A ET AEOE
be involved in a safety incident. The notion of a safe employee has

grown past simpy number of injuries or accidents experienced in the workplace. Other important safety

performance constructs include safety compliance, participation, motivation, and knowledge. While

research has shown that personality factors can be important wheonites to safety performance, we were

specifically interested in measuring employee safety values.

To further understand the relationship between safety values and safety performance, a scale was
developed to measure safety values in the workplace (Safetiyes Scale; SVS). The first study focused on
developing a framework for the SVS. Previous safety research was reviewed to create a relevant list of safety
value factors. A number of subject matter experts (SMESs) assessed the importance the safetyvtite f

by sorting and rating the items. Through multiple rounds of data analysis, six safety value factors were
developed: (1) Security (being free from danger or harm), (2) Cautious (taking care to avoid risk or danger),
(3) Vigilant (being aware of prabghs or signs of danger), (4) Protective (preventing others from being

harmed or injured), (5) Informative (communicating safety concerns to others), and (6) Compliant (following
rules and procedures).

In a second study, the survey was tested with a gahsample of the working population. Employees from

various North American industries filled out the SVS as well as other similar questionnaires to assess the
OO000OAUBO DPOUAET I AOCOEA POl PAOOEAO8 0AOOEAH®AT OO Al Ol
characteristics, including agreeableness, openness, neuroticism, extraversion, and conscientiousness. The
results supported the properties of the scale, in that its factor structure is reliable and psychometrically

sound.

To further validate thesVS, a third study was conducted with a sample of employees from a high hazard
organization. The organization granted access to historical safety indicators (injuries and accidents) as an
additional data source. Employees completed the SVS as well as sdfiety performance related scales
(Safety Compliance, Participation, Motivation, and Knowledge). Results indicated that the SVS is a
significant predictor of safety performance. Additionally, the SVS provided incremental validity above and
beyond personaly characteristics and organizational climate measures. There is the potential to use the
SVS in selection. Selecting safetyinded employees is the first step building a safganization from the
ground up.



Developing and Validating a Multilingual S&ety Culture Perception Survey

The term safety culture was coined 1986 by the International
Atomic Energy Agency (IAEA) as a causal factor in the Cherno
nuclear disaster. Since thethe IAEA has been at the forefront o
safety culture assessment and improvement initiatives. In
addition to providing guidance to member statgbe IAEA
conducts comprehensive independent safety culture
assessmentsAsa safety culture perception survey an
important component of a comprehensive assessment, it is
important to use valid survey. This can be a challenge for
international organizations, as the majority of perceptions
surveys are only available in English and many are proprietary.
The IAEA onducts safety culture assessments across the glob
and therefore requires a valid nonproprietary multilingual surve

| OAO OEA DPAOGO 10i ARO 1T &£ URAAOS ~F=i A ian=A ~] EQROOE
. . Keri Harvey, B.A. Hons, Cert. of HRM
has collaborated with the IAEA to develop and validate a Research Assistant

multilingual safety culture perception survey. The development
of the quesionnaire involved the creation of an IAEA expert working groups (chaired by Dr. Fleming) to
create survey items. This multilingual expert group crafts items that are easier to translate, by keeping the
language simple and avoiding the use of expressigapérwork exercise). The IAEA safety culture
perceptual survey assessthe five elements of the IAEA safety culture model (safety as a recognized value,
clear leadership support, clear accountability, integration of safety into all activities and saé@ty b
learning-driven).

The survey has now been tested in multiple languages (e.g. Portuguese, Dutch and Flemish). The research
team at SMU supports the IAEA when they are conducting independent safety culture assessments by
collecting and analyzing theurvey data. This process involves supporting the nuclear power plant in
customizing the questionnaire and overseeing the translation and back translation of the survey. Survey
responses are analyzed and used to prepare a report for the IAEA. This sepsed as part of the
comprehensive safety culture assessment. The survey data are then used to evaluate and refine the survey.
We are now helping to facilitate the second survey assessment of one nuclear power plant and therefore will
be able to provide report on any potential changes across time within the perceptual safety culture survey
based on different demographics. In addition, the research team provides ongoing support to the IAEA

This research is important for both practical and theoretical reasons. On a practical level, it is important to
have a safetyulture perception survey that ialid in multiple languages. On a theoretical levhis

research enabke us to explore crossultural differenceghat influence safety culture perceptions. It is also
hoped that the survey responses can be used to test the validity of the IAEA model of safety culture.



The Safety Culturelmprovement Audit Process (SCIAP)

The past 30 years of safety culture research has focused mainly on assessment and much less on
improvement. There is very little guidance for organizations on how to identify practical safety culture
improvement strategiesThe guidance that is availablerids to recommend generic strategies, such as
safety leadership training, which many organizations already have in plaisetherefore not surpsing that
this is the area were companies struggle the mdsie Safety Culture Improvement Audit Proces€(8P)
was developedo meet this needSCAIP was designed to enable organizations to assess the presence and
sophistication of the systems currently in place to promote a positive safety culBCARJoes notassess
safety culture, but rather systems therganization
may have in place to support the safety culture.
SCAIRuses the maturity model concept to classify
safety culture interventions in terms of
sophistication

Self Assessment Summary
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o A - € Each éement contains a list of pretices that may be

in placeand by selecting afpractices that are in place
a maturity score for that element is produced. Improvement opportunities are identified by reviewing the
practices that are currently not in place and considering if they wouldvadlse. To date SCAIP has been
usedin the petrochemical industry, construction marine industry aad industry.Recently, SCAIP was pilot
tested by EnForm to assist members with their safety culture improvement journey.
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management teamSCIAHs typically usedn three different ways: as an online sasessment, as

interview protocol for external expert use and lasths an external auditing tool of safety culture systems.
SCIAP igurrently availableasan online survey, hard copy survey or excel spreadsfiémt selfassessment

can be integrated into pre&xisting auditprocesses andrganizations can systematicaltjetermine the

presence or absence of processes that promote a positive safety culture.

There are three steps to using tiBCIAP, they are as follows:

(1) distributirg the selfassessment audit to key informangsafety advisors, senior managérs

(2)validating the seHassessmentiiterviewto review the selassessment responses),

(3)enter the validated responses into the excel spreadsheet, which produces the SCAIP report including
improvementopportunities.

Organizations who participate in our gning SCAIP researaBceive a report otheir current safety

systems that promote a positive safety culture, as well as a list of other systems they could consider applying
in the future. Participating organizations also receive suppordnducting theselfassessment and in

selecting potential safety culture improvement opportunities.

Al



Safety Culture Metrics

The safety culture improvemenourneyis long, so it is importartb have indicators ensure thgbu are
moving in the correct directionThesafety culture metrics were developed to help organizations monitor
safety culture changesn a continuous basid his research was also support by research funding from
EnCanaThe rationale behind the metrics is theafetyculture changesarereflected in daily processes or
key practiceghat can be tracked as andicator of culture changeThe metrics are not intended to be a
safety culture assessmerus they only provide a general indication of changes over timeontrast to
other safety indicators, the metrics focus on thaality of a safetyactivity rather thanthe frequency

The safety culture metrics were developed by reviewingriggearch literatue and guidance documents
(e.g.CanadaNova ScotiaDffshore Petroleum Board (CNSOPB) policy statement on safety culture) to
identify the attributes of a positive safety culture. This review produced a listed of comsafety culture
attributes. These attributesvereused to producen initial set of 2@bservableindicators Operational

safety experts were involved in developing the observable measures ér twensure they could be used in
practice The 20metricswerefinalized and categorized under four safety culture dimensions, which are:
Leadership(e.g.speed and quality of management response to employee safety concenspowerment

& Accountability(e.g. quality of peer observations, involvement of employees in safety), Resilienge (
effectiveness of corrective action process) afidilance(e.g. insight gained from management observation,
quality of near miss reports)

The safety culture metriceeed to be customized for each organization, to work with their management
systems Eachmetric contains three elements description of the relationship with safety culture, the data
collection procesand assessment criteridhe elemenin the relationship with safety culture provides a
rational for the metric and explains how the metric reflects the safety culture.dEta collection section
describes how to collect information about this metric. The assessment criteria provide guidance on how to
judge if the metric has degraded, not changed or improved in comparison with the previous time period. The
score {1, 0, 1pssociated with eachf these outcomes is provide@@rganizations need to select the metrics

that will work best for them, as it is not intended for an organization to use all 20 metrics.

It is important to introduce the safety metrics in a
systematic wayThe graphic on the right indicates
the systematic approach to utilizing the metrics.
Organizations need to build their capacity by
educating leaders about the metrics in relation to
safety culture.

Learn about
metrics

ey

Select
metrics

One advantage of the safety culture metrics is the
the outcome is based on qualityt quantity. If
utilized within an organization over a period time,
the metric can encourage consistency within
systems or processes, as the associated quality
score will provide an indication aswhat needs to Collect Customize
be alteredor adjusted baseline metrics




Employee Perceptions of Workplace Health Program Engagement

There is growing interest in workplace health promotion prograinsCanada
specifically, recent research has highlighted the positive impact that workplace
health promotionprograms can have on the organizational culture and levels
of engagement, while also increasing individual phykaetivity in employees
Although workplace health initiatives are not mandated by law, these
programs can be part of an overarching healtidavellness strategy that
provides resources and services for employees, in turn benefitting the
employee as well as the organization. In order to learn about what
organizational and individual factors encourage employee engagement in
health promotion progams,Brianna investigate how safety culture theory
could beappliedto workplace health promotion

Brianna Cregan, MSc. Whilethe importance ofsafety culture and climatés supported in the
Gl literature, healthculture and climate areelatively unexplored concept

coworkers, supervisors and upper management for the physical and psychologicaleirsdl of employees
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context that sets the tone or mood of the entire organization. Understanding the climate would highlight

the extent to which the organization is open for a change in workplace health, as demonstrated by the
attitudes, behaviours and interactions between laNels of the organization.

As there is little research on health climate, there was no existing measure or toab#isaappropriate,
therefore, this research involved developing and testing a health climate survey. Participants were asked to
complete an online questionnaire, consisting of the health climate survey, and other individual and
organizationatlevel measures/tasks representing different elements within the framework. Individual
elements that were measured included employee attitudes towardalth, health values and health

orientation preferences. Organizational level elements included the health climate (consisting of
Management Values, Organizational Practices, Health Receptivity & Communication), perceived social
support and current workplze health promotion engagement.

Brianna concluded thatlthough health climate was important, individual attitudes were significantly more
important in terms of potential health engagement at work. Consistent with the guiding workplace safety
framework?, closely related factors like willingness to participate in health behaviours at work, or individual
attitudes, were more closely related to the outcome of engagement than the further removed variables like
health climate. One factor within the healthitlate survey titled Management Values was positively related
to program engagement. This is because managers have a great influence on employee behaviour. If
management is perceived to be unreceptive to the health changes, they will most likely perceive th
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related attitudes can be helpful when developing a health initiative, but organizatebated factors like
climate should also be taken into csideration.

1 Rouse, M. (2015) Canadian Wellness ROI study. Demonstrating the value of wellness programs in the workplace. Sun Life Financial.

2 zweber, Z. M., Henning, R. A., & Magley, V. J. (2015). A Practical Scale for Multi-Faceted Organizational Health Climate Assessment. Journal of Occupational
Health Psychology.

3 Christian, M., S., Bradley, J., C., Wallace, J., C., Burke, M., J. (2009). Workplace safety: A meta-analysis of the roles of person and situation factors. Journal of
Applied Psychology, 94(5), 1103-1127.



Learning About Patient Safety Culture by Engaging Patients

S A key indicator of a positive patient safety culture is the degree of patient

*- involvement in their care. It can be difficult to involve patients in community
settings in their care, yet there is good evidence that the transition between
acute care (e.g. hapital) and the community is criticedr. Andrea Bishop
partneredwith Dr. Mark Fleming and th€anadian Btient Safety Institute
(CPSI) to develop patient journal tool for use by patients, their families,
and their care providersThe intent of the jotnalisto assistm tracking
patient information, particularlypatients who receive home care.
Traditionally, efforts towards patient safety and engagemehtave facused
on the acute care setting (i.e. within hospitals).

Dr. Andrea Bishop, Patients can be at a higher risk for experiencing an adverse event when
PostDoctoralfellow. ' yhav are experiencing a transition of caprticularly at the interface
between primary care and home carEhere is evidence that one in ten
home care patients experience an adverse evemtichsupports the need for patient safety efforts with a
focus on the home care sector. Common adverse events in home care include: falls, wound infections and
medication errors. Furthermore, 56% of adverentswere judgedo be preventable if there wagreater
coordination of care and patient education and involvemedhe of the challenges in the homecare setting
is the lackof organizational protocolswvailableto ensure effective communication and cabination.

This researchvasfocused on the transition of cafeom primary care to home cam@nd how thog

transitions can be made safer for patients and all those involiate specificallythe aim was taot only
improve patient knowledge regardintipeir health status and treatments, but also at enable the patient and
family caregivers to play a key role in their care transitions.

In order to explorehis aspect opatient safety cultureurther, interviewsand focus groupsvere conducted
with patients, family caregivers and health care providers (physicians and home care providergjalifax
and Toronta The information collected was used to produce a patient journal to facilitate communication
betweenhealthcare providers, patients and familfhemajority of participants statedhat a hardcopy
journal toolto compile all health care informatiowould bemost applicable optionWhile in the future there
could be an electronic option, many participants felt more comfortable keeping record bgl.fidese
perceptions guided the developnm of the patient journal tooand how to best involve the patient during
transitions of care.

The journal tooistitled the Portable Health Profile (PHP) aimtludes a how-to guide, tip sheet for getting
the most out of the journal, tips on how to be better involved in your own dagelth goals and concerns,
patient safety resourcegn emergency contact shedist of health care providers, medications list, health
care visitsmedical procedures, treatment changesealth notes, and anedical history sectionThe journal
is currently available through CPSI and patients across Canada are welcome to utilize it.



ResearchCollaboration Opportunities
The following is a list of projects that require additional resdacollaborators:

Championing safety culture improvement

This research aims to increase our understanding of safety culture improvement by training safety
culture champions and tracking their progress overtirfi@is is dong-term project that requires
significant support from the organization employing the champion. Champions receive training on a
wide range of safety culture improvement strategies and participate in a eruhsstry safety

culture community of practiceRegular interviews with champions capture their experience and gain
insight into the nature of safety culture improvement.

Safety culture case studies

Currently there are very few case studies systematically describing safety culture improvement
initiatives. This research aims to collect safety culture case studies from a wide range of
organizations so that others can learn from their experience. Each case study will follow a standard
format to make comparison between case studies possible. The caseestnded to include

successes and barriers encounter so thaealistic view of the process is provided.

Understanding how safety culture has evolved overtime and across industries
Approaches to safety management have evolved overtime and these chamgdiely to reflect
changes in safety culturd®ifferent industries have adopted advanced safety strategies at different
times, which may reflect the evolution of their safety culture. This research project aims to collect
information on the introductiorand revision of key safety practices (ehgizard assessment,

behavioral safety) from partners and experiences and retired safety professionals about how safety
evolved in their industry.

Senior leade safety culture education

It is widely accepted that safety culture improvement requires senior management action, yet there
no validated senior leader education program available. A small interview study with senior
managers showed that senior managers have many misconceptionstaadety culture. In

addition, much of the guidance currently available is not suitable for senior managers as it is aimed
at safety professionals. A research project funded by EnCana resulted in the development of a series
of one sheet safety culture iafmationwritten for managers. These sheets were positively rated by
managers but the research concluded that a more structured approach was required. This would
involve a combination of reading material and online education that are specifically designed

senior leaders.

Please contact Dr. Mark Fleming to learn more about any of these projects
(mark.fleming@smu.ca).









