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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 
to determine what went wrong. And they’re likely 
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The quality and safety of patient care depends 
not only on what happens in clinical settings, 
but also on what happens in academic set-

tings. How and what students learn—and how nurs-
ing faculty and their clinician partners approach 
teaching—matters. The prevailing culture at a nurs-
ing school has tremendous influence in this regard. 
Last month, in part 1 of this two-part series, we 
reported on the results of a national survey of U.S. 
prelicensure nursing programs regarding the exis-
tence of tools and policies for reporting and tracking 
student errors and near misses (to read part 1, go 
to http://links.lww.com/AJN/A82). Among the find-
ings were the following:
•	 Half of the 494 responding schools indicated that 

they had no policy for managing students follow-
ing a clinical error or near miss, and 55% indi-
cated that they had no reporting tool for such 
events.

•	 School policies, when they did exist, often didn’t 
fully incorporate the principles of a fair and just 
culture. 

•	 Many faculty appeared not to understand the el-
ements of a fair and just culture.

This month, in part 2, we discuss the characteris-
tics of a fair and just culture, and describe several 
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to feel safer within such a culture, knowing that they 
can admit personal weaknesses and seek appropriate 
help. This is in stark contrast to the shame-and-blame 
culture that prevails in most health care organizations, 
in which individuals are blamed for their mistakes and 
a punitive approach is taken. That approach tends to 
result in the hiding of errors and the masking of prob-
lems, and does not encourage change.

In a fair and just culture, certain crucial values 
and principles are apparent, including accountability, 
reliance on an evidence base, fairness, respect, trans-
parency, and trust. Two fundamental beliefs are rec-
ognized: that risk is ever present in health care, and 
that to err is human. And two goals are paramount: 
to prevent errors whenever possible, and to minimize 
the impact of those that do occur.

To accomplish this, explicit policies, processes, and 
structures must be in place in order to ensure the con-
tinuous improvement of health care delivery. First, 
such policies, processes, and structures must encour-
age the reporting of errors and near misses, the col-
lection and analysis of such data, and further learning 
about relevant safety-related information. Second, 
they must provide for a continuous flow of informa-
tion between clinicians and leaders regarding potential 
hazards, potential vulnerabilities (such as distractions 
and interruptions), and actions taken to improve dan-
gerous situations. And third, they must clearly de-
fine the roles and responsibilities of leaders at all 

organizational levels in creating and sustaining a 
fair and just culture. 

Characteristics of a fair and just culture in nursing 
schools. Frankel and colleagues have elaborated on 
these concepts as they apply in health care settings4; 
here, we offer them specific to nursing schools. A fair 
and just culture at a nursing school is characterized 
by the following:
•	 Faculty members believe they can learn and im-

prove by openly identifying and examining their 
own weaknesses.

•	 They are as willing to expose areas of weakness 
as they are to display areas of excellence. 

•	 They feel supported and safe when voicing con-
cerns.

•	 They feel safe and emotionally comfortable while 
engaged in their work.

•	 They feel comfortable monitoring their colleagues 
and giving them feedback on how to improve per-
formance.

•	 They feel accountable for creating and maintain-
ing a psychologically safe environment in which 
information on errors and near misses is shared.
Moreover, certain attitudes and structures must be 

in place. These are shaped by underlying core princi-
ples, which include:
•	 Mistakes are part of learning and professional 

practice. 
•	 Vigilance alone is not enough.

Nursing students discuss safety challenges with their clinical instructor. Photo courtesy of the College of New Jersey.
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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-
cision making.

Moving an organization toward a fair and just cul-
ture requires significant investments of time and en-
ergy. For one, faculty members will need adequate 
time and opportunities to embrace new attitudes, and 
to learn content that may be unfamiliar to them in ar-
eas such as human factors analysis, system complex-
ity, characteristics of high-reliability organizations, 
effective communication and teamwork, the QSEN 
core competencies, and new teaching content and 

Figure 1. A Shared Accountability Model for Creating a Fair and Just 
Culture in Nursing Schools

Student

Faculty

Fair &
Just 

Culture

Org 
Leaders



ajn@wolterskluwer.com	 AJN ▼ November 2017 ▼ Vol. 117, No. 11	 45

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 
blame—in order to reach a fuller understanding of 
why these events occur and how to prevent them. (See 
Examining an Error or a Near Miss: Five Essential 
Questions for a useful framework for such conversa-
tions.) Faculty members may also need to adjust how 
they assess student competence. For example, studies 
of medication administration practices in clinical set-
tings have found that errors are more likely to occur 
when the nurse is interrupted while preparing medi-
cations.7 At many nursing schools, that’s often the 
time instructors assess students’ knowledge of the 
medications. Faculty members may need to change 
their timing and talk with students before medication 
preparation. Similarly, other factors known to con-
tribute to errors and near misses should be considered 
when designing clinical learning and simulation expe-
riences. QSEN has developed several creative simula-
tion scenarios that place students in unexpected and 
difficult situations, affording them opportunities to 
learn how to respond to or prevent errors (see www.
aacn.nche.edu/qsen/module-series). 

DEVELOPING A FAIR AND JUST CULTURE
There are several steps faculty members can take to 
move their school programs toward a fair and just 
culture. Changing an organization’s culture can be 
profound, and these steps can help to ensure success.

1. Secure leadership support. Senior leadership 
support is essential to introducing and reinforcing this 
new cultural initiative, marshaling resources, model-
ing new behaviors, and maintaining commitment. In 
many schools, support may come first from faculty 
who are enthusiastic about its potential and are will-
ing to take the lead. But support from senior leaders 
is crucial during all phases. 

2. Survey faculty and students about their percep-
tions and experiences. To our knowledge, there are 
no tools for assessing whether a nursing school has a 
fair and just culture or for evaluating the challenges in-
volved in implementing such a culture. Petschonek 
and colleagues developed a 27-item Just Culture As-
sessment Tool in a pediatric hospital that assesses six 
areas deemed essential to a fair and just culture.8 These 
areas include feedback and communication about 
events, openness of communication, balance with re-
gard to individual and system accountability, quality 
of the event-reporting process, focus on continuous 
improvement, and trust. This tool could be easily 
adapted for use by nursing schools to survey stu-
dents and faculty. The findings could provide infor-
mation about the current status of the school’s culture 
and provide direction for proceeding with changes.

3. Begin discussions with faculty. Using these sur-
vey findings as a starting point, conversations can be 
held regarding what constitutes a fair and just culture, 

what we know from safety science about responding 
to errors and near misses, what faculty members 
believe about such events, and how to ensure both 
patient safety and careful analysis of incidents. The 
faculty should also consider aspects specific to their 
school. After defining and describing their desired 
culture, they might discuss how the creation process 
should unfold; how to best involve students in that 
process; what role clinical agencies should play, if any; 
what reporting processes should be instituted for stu-
dents, faculty, and student–faculty dyads; and what 
the challenges may be as the school moves forward. 
See Resources for a list of foundational articles and 
other useful resources that offer important back-
ground information. 

4. Engage students in a discussion about their per-
ceptions of the school’s culture. Little is known about 
nursing student experiences of errors and near misses 
in this regard. That said, Landgren and colleagues 
examined pediatric medical residents’ reasons for not 
speaking up about such events.9 The most common 
reported barriers were “perceived personal safety of 
speaking up (consequences, intimidation, and hierar-
chy concerns), individual barriers (communication 
skills and confidence), perceived efficacy of speaking 
up (feeling powerless), and contextual factors (high 
workload).” It seems likely that similar barriers affect 
nursing students. Indeed, separate studies by Clark and 
by Del Prato, investigating faculty attitudes and behav-
iors toward nursing students, found that rigid or unre-
alistic expectations, “weeding out” practices involving 
constant criticism, and overly subjective evaluations 
led to a lack of trust among students and presented 
challenges to achieving a fair and just culture.10, 11 Invit-
ing students to share their experiences in open, honest 
discussions—with no threat of retaliation—is crucial 
to ensuring a fair and just culture.

5. Schedule educational sessions for faculty. Some 
faculty may not have been exposed to some crucial 
content areas during their formal or continuing edu-
cation. These areas include findings from safety sci-
ence, characteristics of high-reliability organizations 
and of fair and just cultures, human factors analysis, 
system complexity, and quality improvement, among 
others. Offering the faculty educational sessions and 
recommending online learning opportunities (such as 

Examining an Error or a Near Miss: 
Five Essential Questions 

•• �What happened?
•• �Has it happened before?
•• �Could it happen again?
•• �What caused it to happen?
•• �Who should be told?

http://www.aacn.nche.edu/qsen/module-series
http://www.aacn.nche.edu/qsen/module-series
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QSEN’s modules, available at http://qsen.org/courses/
learning-modules) can help faculty improve their un-
derstanding of and appreciation for these fundamen-
tal concepts. 

6. Examine and update school documents. This 
step entails reviewing the relevant existing documents, 
assessing whether their language and tone reflect the 
principles of a fair and just culture, and conducting a 
gap analysis to determine what additional documents 
are needed. In part 1 of this series, we found that only 

41% of the schools responding to our survey had a 
tool for reporting student errors and near misses, and 
only 31% had a written policy for follow-up with 
students following such events.

Documents that should be reviewed include 
the school’s philosophy and mission, vision, and 
values statements; school policies; curricular frame-
works; student performance assessments; and incident 
reporting tools, among others. Faculty recruit-
ment tools and performance assessments are also 
relevant, since faculty attitudes and behavior also 
influence the development and maintenance of the 
desired culture. Once document review and gap 
analysis have been completed, work can move for-
ward in revising existing documents and creating 
new ones.

7. Partner with clinical agencies. The value of 
academic–clinical partnerships has been widely de-
scribed.12, 13 It’s often assumed that nurses in clinical 
agencies have a better understanding of safety princi-
ples and the need for a fair and just culture than nurses 
working in academia. This isn’t necessarily true. Re-
gardless, faculty leaders can let the school’s partner 
agencies know that they’re moving toward creating 
a fair and just culture and exploring what changes 
will be needed, and can ask the clinical agency how 
it wants to be involved. Specifically, one conversation 
might focus on determining what process the clinical 
agency wants the faculty to use in instances of stu-
dent errors and near misses. For example, suppose the 
agency’s position is “We expect students not to make 
errors.” The faculty could respond by explaining that, 
despite everyone’s best efforts to ensure that students 
practice safely, the evidence from safety science shows 
that humans will make errors. They might propose 
a process based on holding students accountable for 
their performance, but not for system errors beyond 
their control. Another conversation might focus on 
determining what process the clinical agency wants to 
use if a student or faculty member witnesses an un-
safe act by someone on the agency’s staff. Having 
such conversations before the next error or near miss 
occurs—that is, when there is no immediate problem 
and more thoughtful exchanges are possible—can go 
a long way in strengthening the academic–clinical 
partnership. 

Such shared learning and collaborative work can 
be powerful factors in changing systems and improv-
ing patient safety. In addition to focused discussions, it 
might be helpful to jointly invite speakers to address 
specific aspects of safety science or of fair and just cul-
tures. Both academic faculty and clinical agency staff 
could attend and learn together.

Collaborative efforts can also improve students’ 
educational experiences and their patient care. In a 
three-year retrospective review of 77 medication er-
rors by students in one school’s baccalaureate pro-
gram, Harding and Petrick found that 42% of the 
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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-
lected behavioral statements can then be incorporated 
into faculty evaluations and merit systems. 

10. Establish ongoing communication feedback 
loops. Openness and transparency are essential to a 
fair and just culture. Yet to our knowledge, in most 
nursing schools, faculty members rarely share their 
expectations of student performance or of the pro-
gram with each other. Faculty members may have 
either very low or unrealistically high expectations; 
some may be too lenient in evaluating performance, 
others too harsh. If such conflicting attitudes and 
approaches remain hidden, it will be difficult to at-
tain a fair and just culture.

Creating opportunities for faculty to discuss their 
expectations can lead to increased harmony. Such in-
formation should be shared freely, to facilitate contin-
uous improvement in what is being taught, how it’s 
taught, and how progress is assessed. The school will 
likely need to establish new communication mecha-
nisms in order to improve communication between 
students and faculty, faculty within and across de-
partments, faculty and school leadership, and school 
and clinical agency leadership. For example, monthly 
all-faculty meetings could incorporate discussion of 
errors and near misses. Curriculum meetings could 
evaluate errors and near misses in order to identify 
possible contributing factors. If root-cause analyses 
were performed, the results could also be included in 
these discussions.

11. Evaluate the progress of the initiative. Peri-
odic assessments and reports are essential to ensur-
ing that an initiative to create a fair and just culture 
succeeds. Designating either one person or a com-
mittee as responsible for the initiative’s oversight can 
ensure its sustainability. Cooper has described how, 
as her nursing school’s quality and safety officer, she 
creates internal reports on student errors and near 
misses each semester and shares them with faculty 
and students.17, 18

CONCLUSION
To improve the quality and safety of patient care in 
clinical settings, we must pay attention to what is hap-
pening in academic settings. Like clinicians, nursing 
students and faculty must be actively involved in learn-
ing about safety science and the QSEN competencies, 
among other relevant areas. Moreover, in nursing 
schools and clinical agencies alike, a fair and just cul-
ture is essential. Such a culture encourages students 
to speak openly on issues affecting their performance 
or the practice of those around them, without fear of 
reprisal. Creating a fair and just culture often requires 
the adoption of new attitudes and beliefs, curriculum 
content, teaching methods and practices, tools and 
processes, and partnerships. Such significant change 
will take time and energy. But it will also prove trans-
formative, resulting in educational environments that 
enrich student learning, deepen faculty satisfaction, 
and lead to safer care and improved outcomes for 
patients and families. ▼

https://ssr.ncsbn.org/Home/Login
https://ssr.ncsbn.org/Home/Login
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