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Characteristics of a Culture of Safety 
 

Characteristics of a Culture of Blame 

Leadership and Support 
• Leaders promote a culture of safety 1,2 
• Leadership provides the resources needed to 

promote patient safety 3 

 
• Leadership not visible in supporting safety 
• Leadership does not provide resources needed to 

promote patient safety 
 

Event Analysis 
• Root Cause Analysis approach: “what happened, 

why did it happen, what to do to prevent from 
happening again” 4 

 

 
• Punitive approach to “near misses’ and errors 5 

Reporting 
• Learn from reported medical errors to prevent 

reoccurrence 6 
• More reports being generated is perceived 

positively by the organization as opportunities to 
make improvements in the system are identified 7 

 

 
• There is a reluctance to report errors because of 

fear of punitive response and suppression of open 
discussion related to medical errors8 

 

Communication 
• Effective open communication9 
• Recognition of importance of communication and 

collaboration among all team players  
 

 
• Lack of effective communication 
• Hierarchical communication9 

Emphasis 
• Emphasis on prevention, not punishment 

 
• Emphasis on punishment, not prevention 
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