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� Health professions education: A bridge to 
quality(2003)
� IOM; now National Academy of Medicine

� QSEN
� Funded by Robert Wood Johnson Foundation
� Focused on transforming basic education for nurses
� Reflects a new identity for nurses that demonstrates 

knowledge, skills, and attitudes that emphasize quality and 
safety in patient care

� Relevance to Nursing Education and Clinical 
Practice
� Pre-licensure Education
� Baccalaureate Essentials /Master’s Essentials
� Transition to Practice Program

QSEN Competencies



� 2037 surveys completed
� Greatest integration in Fundamentals and Med-surg 

courses
� Least: Research, Public Health courses

� Most integrated-Safety, patient-centered care, 
evidence-based practice
� Least: Quality improvement, Informatics

� Faculty reported needs:
� Resources and ideas
� Continuing education, faculty development workshops
� Administrative support, time, collegial support

2017 National QSEN 
Faculty Survey



The QSEN Opportunity

Current Language 
that aligns with 
practice

QSEN aligns with 
The Joint 
Commission and 
Magnet® Standards



� Identify knowledge, skills, and attitudes that 
emphasize the QSEN competencies.

� Demonstrate strategies that can be integrated into 
classroom or clinical teaching to support behaviors 
consistent with the QSEN competencies.

� Discuss resources to support educational strategies 
aimed at quality improvement, patient safety, and 
systems effectiveness to promote student learning in 
classroom and clinical teaching.

Objectives

©Altmiller	



Patient is in control and a full partner; care is 
based on respect for patient’s preferences, 

values, and needs.   
(Offer more control, choice, self-efficacy, individualization of care)

� Value added nursing care (rounding)
� Non-value added nursing care (waiting for assistance, 

delays, looking for supplies)
� Necessary but non-value added nursing care (medication 

preparation, documentation)

Patient-centered Care



Patient-centered Care
� http://www.ihi.org

Person and Family 
Centered Care 101  
1.5 contact hrs

� Basic Quality and 
Safety Certificate 
earned Across 
Curriculum-13 
modules



At TCNJ



Don Berwick: What is 
Patient Centered Care?



Patient-centered Care
� Medication Reconciliation



Medication Reconciliation 
Exercise

Bob is a 55-year old business man in the 
Emergency Room for complaints of 
shortness of breath, headache, & generalized 
pitting edema. Bob was recently diagnosed 
with congestive heart failure. His current vital 
signs are: HR 62, BP 115/85, RR 30, O2 Sat  
90%, Temp 98. He has no known drug 
allergies. He is awake, oriented and talkative, 
but only offers information if asked directly.



Medication Reconciliation 
Exercise

When asked about his medications, Bob 
states he takes a ‘water pill’ irregularly because 
of its effects during work. (He believes this 
medication begins with an L.) He also takes 
Digoxin, a blood pressure medication (Meta-
something) prescribed years ago by another 
health care provider. He uses an inhaler 
(which he shows to you and you see it is 
Albuterol) & takes a multi-vitamin.  



Medication Reconciliation 
Exercise

• At this point, what are you worried 
about in planning care for Bob? 

• What other information do you 
need?

• What questions would you ask Bob 
to obtain this information?



Medication Reconciliation 
Exercise

Following further discussion with Bob, he reluctantly 
admits:

• He has Gout and takes colchicine.
• He drinks ‘occasionally’ (1 drink at lunch, 2 after work, 

and 1 before bed.) Last drink was last night around 9 pm
• He ‘occasionally’ uses cocaine – last time 3 days ago.
• Last night he also took cialis he obtained from a friend. 

He experienced substernal chest pain during intercourse 
so he took Aspirin and Mylanta. Neither helped so he 
took a Nitroglycerin. He went to bed and awoke this am 
with a headache and shortness of breath.   



Medication Reconciliation 
Exercise

• At this point, what are you worried 
about in planning care for Bob? 

• What actions will you take as Bob’s 
nurse?

• Is there other information you still 
need?

• How will you obtain, communicate, 
and record this information?



Medication Reconciliation 
What do we now know?

ü Bob has 3 medication interactions & needs education
ü Metoprolol, Nitroglycerin & Cialis together ↓ BP 
ü Magnesium in Mylanta inactivates effects of Digoxin 
ü Aspirin & colchicine bind together preventing uric 

acid from being excreted by the kidneys
ü Taking Lasix inconsistently affects recidivism (relapse)
ü Patient education should include diagnosis & medical  

management, Medication actions/side effects, the 
importance of medication reconciliation with primary 
physician along with his role with patient safety      



Medication Reconciliation 
Exercise

As you reflect on Bob’s 
case, list all the potential 
errors providers could make 
if they did not know Bob’s 
story and have a list of 
Bob’s current medications.

Courtesy of:
Judy Young, RN,  Elizabeth Burgess, BSN , and 

Pam Ironside, PhD, RN, FAAN 
Indiana University School of Nursing



Medication List 
for Clinical 
Learning



� Create Unfolding Case Studies that 
emphasize safety
� http://qsen.org/unfolding-case-study-applying-the-

qsen-competencies-to-the-care-of-patients-with-
parkinsons-disease/

� http://qsen.org/perinatal-unfolding-case-study/
� http://qsen.org/eating-disorder-unfolding-case-study/
� http://qsen.org/peri-operative-nursing-an-unfolding-

case-study/
� http://qsen.org/schizophrenia-unfolding-case-study/

Teaching with 
Unfolding Cases on QSEN.org



Achieve quality patient outcomes by effectively 
communicating with nurses and inter-

professional teams having mutual respect and 
shared decision making.

�Teams provide a safety net for individuals
An individual, no matter how professional or 
experienced, can never be as reliable as a 
team Nance 2008

Teamwork and 
Collaboration



What does a healthy team look like?



Synergistic result of effective 
interdisciplinary collaboration

� System-based solutions for Safe hand-offs
� Acknowledging other team members contributions
� Ability to raise concerns; Assertion  

� CUS (concerned, uncomfortable, safety)
� 2 challenge rule
� Critical Language “I need some clarity.”

Teamwork and 
Collaboration 



� Reframing Constructive Feedback
� http://qsen.org/giving-and-receiving-constructive-

feedback/

� Managing Challenging Communications
� http://qsen.org/teamwork-and-collaboration-

teaching-strategies-to-manage-challenging-
communications/

Teamwork and 
Collaboration



Address faulty interpretations; Provide options for improvement

� Most effective when focused on
� Task
� Process
� Self-regulation; error detection skills

� Least effective when focused on
� Person him/herself

� Feedback whether positive or negative should always be an 
unbiased reflection of events 

Focus of Constructive 
Feedback

Adds to 
knowledge 
base

Doesn’t add 
to knowledge 
base



Evidence-based 
Practice

Integrate best current evidence, clinical 
expertise, and patient preferences and 
values to deliver optimal health care.

Reduce Variability through evidence
Integration of Standards

“It’s less of a thing to do…and more of a way 
to be”
� Handwashing
� Proper hygiene for in and out of room
� Pressure ulcer prevention
� Ventilator  associated pneumonia prevention
� Influenza/pneumococcal disease prevention



Translate new knowledge into evidence
� Identify those at risk for infection

� Bundles and protocols
� http://www.jointcommission.org/infection_control.aspx

� Activity: Group Work to Create Poster for Bundles
� CAUTI
� CLABSI
� VAP
� HAPIs
� Falls

Evidence-based 
Practice



Monitor outcomes of care processes  and use 
improvement methods  to design and test 

changes to improve the 
health care system.

�Culture of Safety-Just Culture
� Report errors/adverse events/near misses
� Systematic Investigations of problems
� Safe to ask for help

Quality Improvement 



Quality Improvement

� PDSA (Plan, Do, Study, Act)
� What are we trying to accomplish?
� How will we know that a change is an improvement?
� What changes can we make that will result in improvement?

� Student Assignment using Model 
for Improvement
� Improve something about 

themselves, their school…..
� Presentation of  data:

� Describe Aim
� PDSA (Plan, make the change, 

how tested, how studied)
� Use of Tools (flow charts, check 

sheets, run charts, bar graphs)



QSEN Competency 
Based Clinical Evaluations



� Nicholls State
� http://qsen.org/clinical-performance-evaluation-

tools-utilizing-the-qsen-competencies/
� Western University of Health Sciences

� http://qsen.org/clinical-evaluation-tools-
integrating-qsen-core-competencies-and-aacn-
bsn-essentials/

� University of Massachusetts
� http://qsen.org/integrating-qsen-into-clinical-

evaluation-tools/

Other QSEN Based 
Evaluations



Quality 
Improvement

Create a 
Newsletter



Safety
Minimize risk of harm to patients and providers 

through both system effectiveness and 
individual performance.

� Two patient identifiers
� Patient armbands where standardized
� Correct surgery/Correct site
� Medication reconciliation
� Standardization of medications
� Identify Work-arounds
� Time outs
� Huddles
� Rapid Response Teams



One Minute Safety 
Checklist

�Used for clinical 
setting

�Helps students 
prioritize safety 
concerns



1. Did the individuals intend to cause harm? 
2. Did they come to work drunk or impaired?
3. Did they do something they knew was unsafe? 
4. Could two or three peers have made the same

mistake in similar circumstances?
5. Do these individuals have a history of  involvement

in similar events?   

} Applying the Fairness Algorithm
◦ http://www.youtube.com/watch?v=8le7vYPUwaM

Culture of Safety VS Culture 
of Blame: 
Fairness Algorithm



Dr. Jones is a cardiovascular surgeon. He wants to use a new 
renal artery device that is not yet supplied in the OR. He asks 
the sales rep to bring some tomorrow for his scheduled case.

The next day, Jane, just off orientation, is the circulating nurse. 
She is asked where the stent is. Not knowing the plan, she is 
unable to answer and Dr. Jones insinuates she does not 
know her job.

Just as the case is beginning, the sales rep brings the stent to 
the OR. Feeling rushed and stressed, Jane opens the 
packaging and drops the stent into the sterile field and it is 
inserted. Following the surgery, the circulating nurse realizes 
the packaging indicates an expired date on the stent.

The stent delivery by the sales rep was not vetted through 
central supply. The patient is told about the error. Who is to 
blame?

Promoting a Just Culture: 
Who’s to Blame?



The Lewis Blackman 
Story

Here	are	the	5	
videos	they	are	
between	4	and	
6	minutes	long	

each

Free 
download at:
https://www.y
outube.com/w
atch?v=Rp3f
Gp2fv88



Help Patients 
Advocate for Self

1. What is my main problem?
2. What do I need to do?
3. Why is it important for me

to do this?

http://www.npsf.org/?page=askme3



Informatics
Use information and technology to communicate, 

manage knowledge, mitigate error and support 
decision making.

� Navigate resources
� EHR
� Utilize data bases effectively-send students searching

� Use technology to seek and report information
� Creating Run Charts-You Tube

� Use technology to report concerns
� Institute For Safe Medication Practices 

http://www.ismp.org/
� Model life long learning



Data Mining Activities
1. Groups assigned specific illness. Data mine for 

5 meaningful websites (10 mins). Present to 
classroom.

2. Groups assigned specific zip codes. Charge 
them with identifying 2 most significant 
illnesses for population residing there.

3. Groups assigned indicator from NDNQI. 
Describe national benchmark.

Informatics



� Mindfulness
� Staying focused and tuned in
� Ability to see the significance of early and weak signals and 

to take strong decisive action to prevent harm
� Trouble starts small and is signaled by weak symptoms that 

are easy to miss
� Situational Awareness
� Sense-making

� Using multiple cues; critical thinking

And in the midst of this…..
mindfulness and sensemaking                       

(Weick & Sutcliffe, 2001)                        



Video Resources
AHRQ sponsored QSEN Workshop Videos
Available at:
� Virginia Henderson Global e-Repository

http://www.nursinglibrary.org/vhl/handle/10755/621354 

� The College of New Jersey
https://qsen.tcnj.edu/video-library/

� QSEN
http://qsen.org/faculty-resources/academia/tcnj-ahrq-

workshop/



Reading Resources

Nurse Educator 
QSEN Supplement

Free Access

Link:
http://journals.lww.com/nurs
eeducatoronline/toc/2017/09
001



http://www.qsen.org

Searching the Strategies
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Altmillg@tcnj.edu
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