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SPECIAL FEATURE

strategies for creating such a culture in nursing 
schools. 

A FAIR AND JUST CULTURE
As we noted in part 1, a fair and just culture is one in 
which people learn and improve by openly identifying 
and examining their weaknesses, and feel safe and sup-
ported in doing so.1, 2 James Reason, a leader in safety 
science, has described such a culture as one character-
ized by “an atmosphere of trust in which people are 
encouraged, even rewarded, for providing essential 
safety-related information—but in which they are also 
clear about where the line must be drawn between 
acceptable and unacceptable behavior.”3 This envi-
ronment fosters open communication and allows mis-
takes, near misses, and potential hazards to be used 
to improve the systems and processes of care. 

The notion of fairness is integral to a fair and just 
culture. It’s understood that mistakes will occur, and 
that having a shared accountability model in place 
promotes both individual- and system-level learning 
from those mistakes. Individuals know they will be 
held accountable for their actions, but will not be 
blamed for system faults that lie beyond their con-
trol. They can trust that a fair process will be used 
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•	 Threats of punishment don’t prevent errors—
only the reporting of errors.

•	 Students should be held accountable for their 
actions—but not blamed for system faults be-
yond their control. 

•	 Students should feel as accountable for creating 
and contributing to a safe learning environment 
as they do for delivering excellent nursing care. 

•	 Students who act with recklessness (for example, 
repeatedly arriving unprepared for clinical skills 
class or falsely documenting a procedure as com-
pleted) should be appropriately and fairly disci-
plined. This may include dismissal from the 
program.

THE SHARED ACCOUNTABILITY MODEL
A shared accountability model offers a framework for 
students, faculty, and organizational leaders to use in 
creating a fair and just culture. In this model, every-
one has responsibilities and collaboration is essential. 
(See Figure 1 for a simple graphic representation.)

Students are responsible for being fully prepared 
for clinical experiences, including laboratory and sim-
ulation assignments. They must be rested and men-
tally ready for a challenging learning environment. 
They must accept accountability for their part in 
contributing to a safe and favorable learning envi-
ronment. They must be willing to acknowledge their 
own mistakes, and they must behave professionally 

at all times, keeping up to date with current evidence 
and adhering to ethical standards. 

Faculty members are responsible for being knowl-
edgeable about contemporary quality and safety prin-
ciples. They should be familiar with the health care 
competencies that were first defined by the Institute 
of Medicine5 and further developed for nursing pro-
fessionals by the Quality and Safety Education for 
Nurses (QSEN) initiative.6 Faculty members must be 
able to differentiate between errors and near misses, 
human error and system failure, and at-risk and reck-
less behaviors. They must support data collection, data 
analysis, and trend identification; and they must be 
able to use this information to change the curriculum 
and refine their own teaching, as appropriate. Perhaps 
most important, faculty members must create an en-
vironment in which students can admit to and learn 
from their mistakes without fear of being penalized 
for system errors. 

Organizational leaders must be actively engaged 
in demonstrating their commitment to a fair and just 
culture, and to making the changes necessary to cre-
ate and maintain it. They must ensure that certain vi-
tal structures are in place, including
•	 a statement expressing the organization’s learn-

ing philosophy. This should address shared ac-
countability and the roles and responsibilities of 
students and faculty; the importance of evidence-
based education; an unwavering commitment to 
teaching and providing safe, high-quality care; 
and an unwavering commitment to a fair and 
just culture. 

•	 tools and processes for tracking data and identi-
fying trends with regard to unusual events such 
as errors and near misses. The use of clear, non-
judgmental language in such tools and processes 
is essential.

•	 policies that clearly define reckless or otherwise 
unacceptable student behavior. 

•	 mechanisms for discussing unusual events with 
students and faculty and for making changes to 
prevent their recurrence.

•	 opportunities for faculty to discuss the transition 
to a fair and just culture and to address issues that 
arise. 

•	 organizational support for a fair and just culture. 
Such support includes inviting new ideas, accom-
modating disagreement, and fostering shared de
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methods. For example, faculty members may need to 
learn how to talk with students about errors and near 
misses in a new way—that is, without judgment or 
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errors of omission were related to inexperience in 
reading or interpreting the clinical agency’s medica-
tion administration record.14 As a result of their work, 
the school changed its policy such that instead of plac-
ing error reports in individual student files, they were 
placed in a general incident file for trend identifica-
tion. The school also shared this information with its 
partner agencies in order to improve the medication 
administration record and collaborate on other er-
ror preventive strategies. 

8. Conduct ongoing event tracking and trend 
identification. Instead of looking at each situation in 
isolation, some schools are developing standardized 
tools for reporting student errors and near misses,15, 16 
and are creating systems for tracking such events and 
identifying trends. Some faculty members may argue 
that such systematic attention only condones errors. 
But in actuality it raises awareness about such events 
and helps everyone to focus on ways to reduce or 
eliminate them. As error patterns are identified, ap-
propriate curriculum changes can be made.

Having someone designated as responsible for 
maintaining a school’s database and for making peri-
odic reports to faculty and administration can ensure 
that the systems are kept up to date. Cooper has de-
scribed her experiences in creating the role of quality 
and safety officer at the University of San Francisco; 
in that role, she was able to improve the school’s sys-
tem for reporting and tracking errors and near misses, 
increase its use, and “increase the conversation about 
safety.”17 At the national level, the National Council 
of State Boards of Nursing is piloting an initiative for 
anonymous error and near miss reporting and track-
ing called Safe Student Reports (https://ssr.ncsbn.org/
Home/Login). The initiative’s national data repository 
can provide participating schools with confidential re-
ports about such events in their programs, as well as 
periodic reports permitting comparison with national 
data.

9. Identify and incorporate behavioral expecta-
tions of faculty into faculty evaluations. As noted 
above, under the shared accountability model faculty 
have certain responsibilities in creating a fair and just 
culture. It’s important to be clear about these respon-
sibilities. Behavioral statements can be developed that 
describe what’s expected of faculty in making this 
significant organizational change. Expected behav-
iors could include participating in discussions about 
a fair and just culture; incorporating key concepts 
into course syllabi and assignments; engaging stu-
dents in conversations about such a culture and ex-
plaining their roles and responsibilities; developing 
a teaching tool for colleagues on some aspect of this 
culture; introducing a new lesson based on a safety 
science principle; and developing a tool for identifying 
trends in events that occur during a clinical course. Se-
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