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The National Association for Healthcare Quality, an organization dedicated to improve
healthcare quality and safety, recognizes an urgent need to protect professional
integrity and assure that all healthcare professionals can express concerns about
quality and safety without fear of retaliation. A strong and just safety culture is
imperative to achieve our shared aim of providing patients with the best and safest
healthcare possible.
We commit to implementing the actions outlined in this report and call on fellow
organizations and professionals to do the same. We ask you to support our national
effort to ensure effective quality and patient safety systems function optimally to fulfill
our collective goal of keeping patients safe from injury and substandard care.
NAHQ thanks the following organizations for the significant contributions made by its
leadership and staff in the development of this paper:
American College of Physician Executives (ACPE)
American Health Information Management Association (AHIMA)
American Medical Association (AMA)
American Nurses Association (ANA)
American Organization of Nurse Executives (AONE)
American Society for Healthcare Risk Management (ASHRM)
National Association for Healthcare Quality (NAHQ), convener
National Association Medical Staff Services (NAMSS)
National Association of Public Hospitals and Health Systems (NAPH)
National Patient Safety Foundation (NPSF)
The Joint Commission
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Executive Summary
In spite of significant efforts over the past two decades to improve healthcare quality
and safety, it is widely recognized that there is more work needed to eliminate
preventable harm in the U.S. healthcare system. While a strong and just safety culture
has been recognized as a key element for improvement, a critical deficit that has not yet
been fully addressed is the lack of protective infrastructure to safeguard responsible,
accurate reporting of quality and patient safety outcomes and concerns. In fact, as
attention to creating a culture of safety in healthcare organizations has increased, so
have concomitant reports of retaliation and intimidation targeting staff who voice
concern about safety and quality deficiencies.
Some healthcare providers acknowledge that they fear reporting events or conditions
that could endanger quality and patient safety. Some professionals whose direct
responsibilities include the monitoring and reporting of quality and patient safety
outcomes have experienced pressure, outright harassment, or even experienced
serious legal and licensure challenges when they recognize and report events of
concern. Only with integrity in reporting can healthcare organizations identify and
eliminate the root causes of systemic problems that threaten patient safety.
The accelerating implementation of new financial models that tie quality outcomes to
payment will raise the stakes associated with quality results. The need will be even
greater for a protective infrastructure to safeguard accurate reporting of quality data and
patient safety concerns.
Our organizations share goals that are widely endorsed by leading healthcare and
patient advocacy groups: meaningful and measurable improvement in patient
outcomes, safety, and quality of care; improvement in the patient experience; and
transparency of quality and safety data. These goals can be attained only with
impeccable accuracy and trustworthy reporting.
In any given situation where quality or patient safety is called into question, the process
by which an issue is reported is as important as the query itself. Not every question of
concern about patient safety or quality of patient care will ultimately be deemed valid;
but every reported concern deserves consideration. A culture that encourages such
disclosures is critical to improved patient care. So is the process by which concerns are
examined, investigated and ultimately determined to be valid or not.
We call upon leaders of healthcare organizations to implement protective structures
to assure accountability for integrity in quality and safety evaluation and
comprehensive, transparent, accurate data collection, and reporting to internal
and external oversight bodies.
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This call has four actionable components:





Establish accountability for the integrity of quality and safety systems.
Protect those who report quality and safety findings.
Report quality and safety data accurately.
Respond to quality and safety concerns with robust improvement.

We also call upon other agents of change such as professional membership
associations, accrediting agencies, and legislative and regulatory bodies to provide
guidance, specific tools, and formal supports to ensure integrity in the reporting of
quality and patient safety concerns, adverse events, and outcomes.

Framework for Action:
Integrity in Healthcare Quality and Safety

Establish
Accountability

Protect
Reporters

Report Data
Accurately

Respond to
Quality/Safety
Concerns
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Background
Since the 1999 publication of the landmark Institute of Medicine report, To Err is
Human: Building a Safer Health System, patient safety experts, leaders of healthcare
organizations, and frontline providers have worked to implement best practices and
organized systems to improve the reliability, safety, and quality of the care that patients
receive.

“On a regular monthly basis, the medical peer review
committees…allow medical staff to continue to practice despite
bullying and intimidation. Probably on a daily basis, staff fails to
report serious adverse outcomes for fear of retaliation.”
NAHQ Member Survey
A strong safety culture is one in which safety of operations is a primary goal, reporting
of concerns is welcomed, the approach to errors is free of blame, collaboration across
the hierarchy is encouraged, and organizational resources are committed for addressing
safety concerns.1 A strong safety culture has been associated with improved patient
outcomes, such as reduced avoidable readmission rates for acute myocardial infarction
and heart failure.2 The concept of a just culture has been proposed to balance the need
for a nonpunitive environment with appropriate accountability of the individual. In a just
culture, systemic issues are identified and corrected, but reckless behavior is not
tolerated.3
Work in the aviation, aerospace, nuclear power, construction, and other high-risk, highreliability industries has demonstrated that a strong safety culture is essential to
recognize and mitigate sources of potential error and harm.1 Early work confirmed that
these insights are relevant to healthcare quality and safety as well, and yet a safety
culture has been particularly difficult to build in healthcare. According to data published
by the Agency for Healthcare Research and Quality (AHRQ) in February 2012, only
44% of surveyed healthcare providers described the response to error at their
organization as nonpunitive.4 Characterized by powerful and long-established
hierarchies and the apprentice culture of medicine and made more complex by the
medical staff privileging process in hospitals, healthcare has been especially resistant to
cultural transformation.
A solid understanding of systems and their potential for error is fundamental to
improving reliability.5 In the healthcare context, two kinds of information are critical to
this understanding:
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Details of past potential harm situations, identified by examining adverse events
and close-call situations
Patterns of performance over time, gleaned from accurate, reliable data
regarding variation in care processes.

If individuals fail to report near misses and significant events, underlying systemic
issues will remain unseen and unaddressed. Without a strong and just safety culture,
frontline providers and management may fail to identify an event as reportable or may
hesitate to report such an event. Moreover, it’s important to report patient and caregiver
identified safety problems. The patient-centered culture is integrally connected to a just
safety culture and achievement of high levels of quality, including patient safety. Patient
safety officers, risk managers, infection preventionists, quality managers, department
chiefs, and other professionals whose direct responsibilities include the monitoring and
reporting of quality and patient safety have reported that they experience pressure—up
to and including outright harassment—when they recognize and report unfavorable
trends, data, or events.
The Joint Commission recognizes a spectrum of intimidating behaviors that threaten a
culture of safety, including verbal outbursts, physical threats, uncooperative attitudes,
reluctance to answer questions, condescending tone of voice, and impatience with
questions.6 Recent reports suggest that healthcare providers, managers, and
performance improvement professionals have experienced pressure or perceived a lack
of protection when reporting quality and safety concerns.
In a 2010 survey, some NAHQ members reported experiencing outright harassment or
intimidation at least once or twice a year.7 A straw poll of NAHQ members in leadership
positions found that almost 3/4 had personally experienced an incident of ethical and
professional concern related to reporting quality or safety concerns and outcomes.8 A
2010 study found that 1/3 of physicians with direct knowledge of an impaired or
incompetent colleague failed to report the colleague to the appropriate authorities; a
commonly cited reason for failing to report was fear of retribution.9

Some NAHQ members stated that they face concerns from
leaders in their organizations that there is ‘over reporting’ of
adverse events, such as a retained foreign object, when in the
opinion of these leaders, it is not truly reportable.
NAHQ Member Survey
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As a testament to the importance of quality and safety measures, many payers are
beginning to tie quality outcomes to payment, such as pay-for-performance programs,
value-based purchasing, and the withholding of reimbursement for hospital-acquired
conditions. The hope is that this change will eliminate perverse incentives that impede
efforts to improve quality and patient safety. However, the shift will raise the stakes
associated with reporting less-than-optimal outcomes. With the emergence of
healthcare financing models that tie reimbursement to quality outcomes, a just culture is
imperative.
An expectation of professionalism and integrity inherent in a just culture is fundamental
to protect against the heightened emphasis on compliance mandates, which may
encourage documentation inaccuracies intended to satisfy quality measures, omissions
of reporting, or inaccurate reporting of quality performance data. Examples include the
following:










A quality manager learns that a surgical procedure was performed to remove a
foreign body unintentionally retained in a previous surgery. She begins preparing
a report to inform quality supervisors in the hospital and external authorities
about the incident. However, she is approached by the chairman of the surgery
department who pressures her to withhold the reports, arguing that that the
foreign body was identified quickly and removed without long-term harm to the
patient.
A nurse notices that an intravenous medication was given to the wrong patient by
a nurse on the prior shift. The nurse manager attempts to persuade him not to
submit an event report to the risk management department, rationalizing that the
patient experienced no harm and that there could be significant consequences
for the manager and the nurse who committed the error if the error was reported.
A social worker believes that the transfer of a patient from the emergency
department to another hospital may have involved a violation of the Emergency
Medical Treatment and Active Labor Act (EMTALA). However, his manager
forbids him to pursue further evaluation of the incident.
The physician chair of a peer review committee develops serious concerns about
the possible impairment of a colleague, one of the most popular and high-volume
physicians at the medical center, after identifying several examples of failure to
provide what is considered the standard of care in the community. The medical
staff president informs the chair that her own privileges will be at risk if she
challenges the qualifications of this colleague.
The electronic health record documentation standards committee of a medical
center is strongly urged to approve the addition of a statement to all discharge
summaries that the patient received smoking cessation counseling. The
committee is told this will enhance the medical center’s results with a Centers for
Medicare & Medicaid Services (CMS) core measure. The statement will appear
in each patient’s record regardless of whether the patient is or was a smoker and
regardless of whether the counseling was actually provided.
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“The hospital’s most profitable surgeon had complication and
mortality rates two to three times the national average. I was
asked to resign after repeated attempts to get administration to
address the issue.”
NAHQ Member Survey
We share the goals widely endorsed by leading healthcare and patient advocacy
groups: meaningful and measurable improvement in patient outcomes, healthcare
quality, and patient safety; improvement in the experience of care; and transparency of
trustworthy quality and safety data. We can achieve these goals only if clear, protective
policies are in place to support impeccable accuracy in quality evaluation, supported by
an infrastructure that includes a strong and just safety culture. We believe that the
present environment often fails to protect and ensure integrity in the reporting of quality
and safety outcomes, adverse events, and concerns.

“Disclosure is sometimes an issue. The policy calls for full
disclosure of patient-related incidents; in reality, it is often
downplayed or glossed over, sometimes absent altogether.”
NAHQ Member Survey
We believe a few key action steps taken by the leaders of every healthcare organization
in the country—as well as changes made at the national level—will substantially
improve protective supports for the reporting of quality and safety concerns and the
collection of comprehensive, accurate data. Only in this way can we learn from past
mistakes, craft new systems that prevent or reduce the chance of recurrences, and
move ahead to true improvement in health outcomes.
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Detailed Recommendations and Actions
Framework for Action:
Integrity in Healthcare Quality and Safety

Establish
Accountability

Protect
Reporters

Report Data
Accurately

Respond to
Quality/Safety
Concerns

We call upon leaders of healthcare organizations to implement protective structures
to assure accountability for integrity in quality and safety evaluation, and
comprehensive, transparent, accurate data collection, and reporting to internal
and external oversight bodies.
This call has four actionable components:





Establish accountability
Protect those who report quality and safety findings
Report quality and safety data accurately
Respond to quality and safety concerns with robust improvement.

We also call upon other agents of change such as professional membership
associations, accrediting agencies, and legislative and regulatory bodies to provide
guidance, specific tools, and formal supports to ensure integrity in the reporting of
quality and patient safety concerns, adverse events, and outcomes.
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Recommended Actions for Leaders of Healthcare Organizations
1. Create a focus on accountability for quality and safety as part of a strong and just
culture. Help clinicians recognize their responsibility for quality and safety.
 Educate every employee and healthcare provider at hiring, upon promotion, and
during credentialing about your organization’s expectations for timely reporting of
quality and safety concerns.
 Publicize ethical responses to error and “good catches” through management
praise, peer recognition, and other techniques. Communicate the
appropriateness of identifying, investigating, and reporting errors. Highlight
stories of ethics in action to demonstrate desired actions.
 Benchmark regularly. Compare your organization’s performance in reporting
and responding to quality and safety concerns with that of peer organizations.
 Engage patients and families to report their concerns and ideas, participate on
committees and councils to drive the quality and safety agenda, and maintain a
focus on integrity and patient outcomes.
2. Ensure that protective structures are in place to encourage reporting of quality and
safety concerns.







Set clear expectations for identifying and reporting errors. Establish explicit
policies that support error reporting and penalize subtle retribution, intimidation,
and harassment in response to reporting of quality and safety concerns.
Educate every employee and healthcare provider at hiring, upon promotion, and
during credentialing about your organization’s policies regarding the reporting of
quality and safety concerns and the penalties for behaviors that restrict
unfettered reporting.
Respond, counsel, and discipline as needed to ensure that egregious
violators of the policies regarding error reporting will not be permitted to work or
practice at your organization. Appropriately penalize any individual who violates
the established policies on error reporting, whether he or she is a healthcare
provider or professional in whom the quality and safety of patients are entrusted.
Engage general counsel or corporate compliance officers to provide the
necessary guidance for addressing situations of conflicting interests or
intimidation.

3. Ensure comprehensive, transparent, accurate data collection and reporting to
internal and external oversight bodies.




Establish quality improvement plans to ensure that the primary goal of data
collection is true improvement in patient outcomes, not the attainment of
performance metrics or compliance with external mandates.
Establish policies that protect data integrity.
Model internal transparency of performance data, ensuring that data and
associated improvement opportunities are openly discussed.
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Communicate to clinicians any identified gaps in the patient care process.
Reinforce the message that your organization’s goal is collaborating with
providers to improve performance.

4. Ensure an effective response to quality and safety concerns.






Demonstrate a just response to quality and safety concerns
- Immediately investigate and respond to any adverse event, complaint, or
concern.
- Adopt an attitude of appreciative inquiry when examining quality and safety
concerns. Communicate and model that the primary aim of an error
investigation is identifying system issues rather than criticizing individuals.
- Ensure that individuals involved in an error—staff, managers, patients, and
patient families—are supported through the emotional distress that such an
event can cause.
Establish and enforce policies for responding to a quality or safety concern,
including adverse events, errors, never events, and incidents that result in patient
harm.
- As appropriate, escalate the response to the issue along the organizational
chain of responsibility.
Implement effective action plans at the systems level to address vulnerabilities
and gaps in quality and safety processes. Measure for a sufficient period of time
to assure robust implementation and sustained performance.

In addition, we endorse the work of other leaders as fundamental to improvement:
Foster teamwork and open communication.
We endorse the actions recommended by many leaders in quality and safety to develop
and nurture a just culture:10





Work to minimize organizational hierarchy and encourage open
interprofessional communication among all members of the organization,
especially those working in the areas of quality improvement, root cause
analysis, and action planning.
Foster a healthy and productive relationship between administration and all
staff, encouraging active engagement of medical staff members in
interdisciplinary team-based training and other initiatives.
Work to recruit individuals who will support and work effectively within a strong
and just safety culture.

Ensure effective oversight.
We endorse the actions recommended by many leaders in quality and safety to assure
effective governance of the improvement agenda:11


Evaluate your organizational structure. Position individuals responsible for
quality and patient safety programs at a high level of the organization, with the
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decision-making autonomy, budgetary discretion, available avenues of
communication, and accountability for report integrity and accuracy equivalent to
those of other executive leaders or board members.
Prioritize quality and patient safety by including these topics as regular agenda
items in executive and board meetings. Work toward a culture at the board and
senior management levels that welcomes reports of potential quality problems
(e.g., commends increases in incident reporting).
Demonstrate accountability to the board via regular, detailed reports about all
aspects of quality and patient safety, including adverse events, root cause
analyses, action plans, and peer review investigations.
Set clear expectations for the board, including oversight of accreditation and
licensure requirements, careful monitoring of organizational performance relating
to quality and safety, approval of necessary resources, and holding leaders
accountable for quality and safety outcomes.

Contributing Roles for National Change Agents
1. Professional membership associations




Provide strong guidance regarding the ethical response to errors and the
importance of a strong and just safety culture.
Publish a written code of ethics regarding the identification and reporting of
quality and safety concerns. Include a description of the protective supports
necessary to encourage reporting.
Create tools such as communication templates for dealing with conflicting
interests or intimidation relating to the reporting of quality and safety concerns.

2. Accrediting bodies


Facilitate education of healthcare organizations regarding the importance
of the integrity of error reporting to internal sources and external agencies and
promotion of a safety culture.

3. Legislative and regulatory bodies



Further develop and enforce effective legislative protections for individuals
investigating or reporting quality and patient safety concerns.
Ensure that state regulations provide special protection for individuals with
responsibility for reporting data on quality and patient safety performance.
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Conclusion
Every patient deserves patient-centered high-quality, safe, reliable healthcare.
Every person working in healthcare deserves a professional environment that values
integrity, dignity, accuracy, and a commitment to quality.
We believe that we must safeguard the integrity of healthcare quality and safety
systems by cultivating a strong and just safety culture and developing a protective
infrastructure to ensure the truthful and reliable reporting of quality and safety concerns.
Without such protection, healthcare providers and professionals with direct
responsibility for quality and safety reporting may fail to address all concerning events,
leaving patients at risk for recurrent errors.
The need to address these gaps will only increase as new reimbursement models raise
the incentive to improve performance metrics. We call on organizational and national
leaders to take immediate action to transform our healthcare system into one that
consistently provides high-quality, safe, reliable care—the kind of care we all want for
ourselves and our loved ones.
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Appendix 1. Organizations Contributing to the Call to Action
American College of Physician Executives (ACPE)
ACPE is the nation’s largest healthcare organization for physician executives—doctors
who hold leadership and management positions—who want to boost their leadership
skills while adding weight to their Curriculum Vitae (CVs). Since its founding in 1975,
ACPE’s primary focus is to provide superior leadership and management skills to
physicians and encouraging them to assume more active roles in the leadership and
management of their organizations. (www.acpe.org)
American Health Information Management Association (AHIMA)
AHIMA is the premier association of health information management (HIM)
professionals. AHIMA’s more than 61,000 members are dedicated to the effective
management of personal health information required to deliver quality healthcare to the
public. Founded in 1928 to improve the quality of medical records, AHIMA is committed
to advancing the HIM profession in an increasingly electronic and global environment
through leadership in advocacy, education, certification, and lifelong learning.
(www.ahima.org)
American Medical Association (AMA)
Since 1847, AMA has had one mission: to promote the art and science of medicine and
the betterment of public health. Today, AMA’s core strategy used to carry out this
mission is its concerted effort to help doctors help patients. The association does this by
uniting physicians nationwide to collaborate on the most important professional and
public health issues. (www.ama-assn.org)
American Nurses Association (ANA)
ANA is the only full-service professional organization representing the interests of the
nation’s 3.1 million registered nurses through its constituent member nurses
associations and its organizational affiliates. The ANA advances the nursing profession
by fostering high standards of nursing practice, promoting the rights of nurses in the
workplace, projecting a positive and realistic view of nursing, and lobbying the Congress
and regulatory agencies regarding healthcare issues affecting nurses and the public.
(http://nursingworld.org)
American Organization of Nurse Executives (AONE)
AONE is the national organization of nurses who design, facilitate, and manage care.
Since 1967, the organization has provided leadership, professional development,
advocacy, and research to advance nursing practice and patient care, promote nursing
leadership excellence, and shape public policy for healthcare. AONE’s 48 affiliated state
and metropolitan chapters and its alliances with state hospital associations give the
organization’s initiatives a regional and local presence. AONE is a subsidiary of
the American Hospital Association. (www.aone.org)
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American Society for Healthcare Risk Management (ASHRM)
Established in 1980, AHSRM is a personal membership group of AHA, with more than
5,400 members representing healthcare, insurance, law, and other related professions.
ASHRM promotes effective and innovative risk management strategies and professional
leadership through education, recognition, advocacy, publications, networking, and
interactions with leading healthcare organizations and government agencies.
(www.ashrm.org)
The Joint Commission
An independent, not-for-profit organization, The Joint Commission accredits and
certifies more than 19,000 healthcare organizations and programs in the United States.
Joint Commission accreditation and certification is recognized nationwide as a symbol
of quality that reflects an organization’s commitment to meeting certain performance
standards. (www.jointcommission.org)
The National Association for Healthcare Quality (NAHQ)
NAHQ is a professional association dedicated to the advancement of the profession of
healthcare quality and patient safety and the individual professionals working in the
field. Founded in 1976, NAHQ has a membership of more than 10,000 quality and
patient safety professionals working in healthcare settings both nationally and
internationally. These professionals drive the delivery of vital data for effective decision
making in healthcare systems by combining technology with their unique expertise in
quality management. (www.nahq.org)
National Association Medical Staff Services (NAMSS)
NAMSS is the preeminent organization for the development of individuals responsible
for managing credentialing, privileging, practitioner/provider organizations, and
regulatory compliance in the diverse healthcare industry. (www.namss.org)
National Association of Public Hospitals and Health Systems (NAPH)
NAPH represents America’s safety net hospitals and health systems. These facilities
provide high-quality health services for all patients, including the uninsured and
underinsured, regardless of ability to pay. They provide many essential community-wide
services, such as primary care, trauma care, and neonatal intensive care, and train
many of America’s doctors, nurses, and other healthcare providers. NAPH has
cultivated a strong presence on Capitol Hill and is the only national organization
representing the interests of safety net hospitals and health systems before Congress
and the Administration. (www.naph.org)
National Patient Safety Foundation (NPSF)
NPSF has been pursuing one mission since its founding in 1997: to improve the safety
of care provided to patients. As a central voice for patient safety, NPSF is committed to
a collaborative, inclusive, multi-stakeholder approach in all that it does. From
transformative strategic initiatives to tactics, tools, and vital information resources, from
the front lines of care to the leadership level, NPSF defines and develops
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groundbreaking programs designed to accelerate positive change and drive forward the
patient safety mission. (www.npsf.org)
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Appendix 2. Tools for Organizational Self-Assessment
Organizations that provide healthcare services should have methods in place to assess
safety culture and help staff identify potential threats to patient safety or quality of care.
Many self-assessment resources are available to help organizations accomplish this
goal. These resources provide leaders with answers to these questions:



Is there underreporting or fear of reporting in my organization?
Is there a culture of safety or fear of retaliation in my organization?

The aim is to develop sustained focus on a robust culture of safety through the use of
reliable evaluation instruments and systems. Some widely used resources include
these:
















AHA’s Strategies for Leadership: Hospital Executives and Their Role in Patient
Safety12
Agency for Healthcare Research and Quality’s (AHRQ) Survey on Patient Safety
Culture (now available for several settings)13 and other culture survey
approaches14
AHRQ TeamSTEPPS15
AONE’s Role of the Nurse Executive in Patient Safety: Guiding Principles
Toolkit16
Clinical Microsystems (Dartmouth)17
AMA’s Communication Climate Assessment Toolkit (C-CAT), which allows
hospitals to incorporate patient and staff feedback to generate validated scores in
nine key domains of communication18
Crucial Conversations toolkits by VitalSmarts19
Dana-Farber Cancer Institute’s Principles of a Fair and Just Culture20
Dana-Farber Cancer Institute’s Patient Safety Rounding Toolkit: Toolkit Overview
and Rationale for a Patient Safety Rounds Program21
Ethical Force Program (developed by the AMA in collaboration with the ANA
Center for Ethics and Human Rights and other organizations)22
Governance Institute23
Joint Commission resources on leadership, disruptive behavior, conflict
resolution24
Leadership Leverage Points Self-Assessment Tool for System-Level Aims
(Institute for Healthcare Improvement [IHI])25

These resources are generally focused on healthcare provider organizations, where
most of the literature, innovations, and evidence have been developed.
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Appendix 3. Resources for Promoting Professionalism
Concepts such as quality improvement, interprofessional teamwork, and patient safety
systems should be introduced in the training of healthcare professionals and a growing
body of resources designed to train practicing professionals in the fundamentals of
quality improvement is available. Helpful resources include

















AHRQ’s Mistake-Proofing the Design of Healthcare Processes26
AMA’s extensive resources on professionalism: Declaration of Professional
Responsibility,27 Code of Medical Ethics,28 Ethical Force
Program,29Communication Climate Assessment Toolkit (C-CAT)30
AONE’s AONE Guiding Principles for Excellence in Nurse/Physician
Relationships31 and Guiding Principles to Protect Patients from Reckless
Behavior by Registered Nurses32
IHI’s Going Lean in Health Care33
IHI’s Open School for Health Professions (www.ihi.org/IHIOpenSchool). This
online curriculum for undergraduate and graduate healthcare professions
students and professionals includes concepts in quality improvement, patient
safety, teamwork, communication, and leadership.
Intermountain Healthcare, Salt Lake City, UT. Brent James, MD, leads an
advanced training program for practicing professionals.
Interprofessional Education Collaborative. The collaborative—which comprises,
among others, representatives of the American Association of Colleges of
Nursing, American Association of Colleges of Osteopathic Medicine, Association
of Schools of Public Health, American Association of Colleges of Pharmacy, and
American Dental Education Association—helps health professions students
develop teamwork competencies during their training.34
Joint Commission Center for Transforming Healthcare
Joint Commission Standards on Patient Rights and Standards on Leadership
Liaison Committee on Medical Education’s Functions and Structure of a Medical
School35 and Accreditation Council for Graduate Medical Education’s ACGME
Institutional Requirements36 and Common Program Requirements: General
Competencies37
National Association Medical Staff Services38,39
Quality and Safety Education for Nurses curriculum40
University of Texas System Clinical Safety and Effectiveness Course41
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