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What is QSEN?


The QSEN (Quality and Safety Education for Nurses) project was funded by the Robert Wood Johnson Foundation in an effort to advance safe, effective and quality healthcare in response to the Institute of Medicine’s (IOM) reports, To Err is Human: Building a Safer Health System (IOM, 2000). Initially, the QSEN initiative was designed to help academic nursing professors combine competencies for safety and quality into education. Now, QSEN would like to spread to all nurses, in all nursing environments.
Here at Kaiser Permanente, SCAL, we have found the QSEN model to be useful as a framework for nurse-sensitive indicator/patient safety programs. The model provides the ‘what and how’ nurses deliver safe, effective, high-quality care to patients. 
QSEN’s mission is to ensure that nurses everywhere have the knowledge, skills and attitudes (KSA) necessary to continuously improve the safety and quality of healthcare. Linda Cronenwett, the founder of QSEN has been quoted as saying, “QSEN helps nurses identify and bridge the gaps between what is and what should be and help nurses focus their work from the lens of quality and safety,” (Dolansky and Moore, 2013).
How is QSEN used?

SCAL KP has come up with an innovative way to use the QSEN model in the daily workflow of nursing. QSEN has six competencies: Patient-Centered Care, Teamwork and Collaboration, Evidence-based Practice, Quality Improvement with Measurements, Safety, and Informatics. 
Nurses need to be able to apply QSEN at both an individual level of care (‘what is the work I can do, safely, as the patient’s nurse?’) and systems level of care (‘how can we, as a team, provide the safest care for the patient?’) in each of the six competencies. 
You may be asking, “How does this relate to my daily duties in delivering safe, effective, high-quality nursing care?” It is understanding and recognizing the importance of how different elements within the healthcare system come together to provide patient care. Systems thinking is a way to view problems as a, “chain of events of a larger system,” (Dolansky, et al., 2013). In other words, it is delivery of patient care, not simply from the nursing perspective, but bringing the whole patient care team together, as one system (systems thinking), with a focus on the six competencies. It is a delivery of care that utilizes each of the many different components that create the ‘system ‘ to provide safe, effective, high-quality patient care. As nurses, we focus on what ‘I’ need to do, but ‘systems thinking’ goes beyond the ‘I’ thinking and takes the whole patient care team into consideration. This can include the primary nurse, CNA, physical therapist, dietician, occupational therapist, physician, medical record, IV’s, etc. It is every piece that comes together to provide patient care. Not just the people but also the tools/instruments. 
	Competencies
	Individual Thinking
	Systems Thinking

	Patient Centered Care
	What the nurse does on own:
RN documents patient’s pain
	What the team does together to care for the patient:
Team discussion of how to assist in relief of pain

	Evidence-based Practice
	How the nurse implements EBP into practice:
RN mobilize patient to prevent decompensation
	How the team uses EBP:
Falls committee that uses EBP to move their work

	Team Work and Collaboration
	How the nurse acts on own in patient care:

RN preparing the discharge paperwork
	How the team works together to ensure smooth patient care:

While nurse prepares discharge paperwork, the CNA assists patient in getting dressed, the pharmacy prepares discharge medicine, the ward clerk schedules patient’s follow up appointment, etc.

	Quality Improvement
	How the nurse uses QI in work with the patient:
RN changes central line dressing
	How the team utilizes QI in working with the patient:
As a team, work on strategies to improve the use of the central line bundle when caring for patient

	Safety
	How the nurse implements safety when caring for the patient:
RN asks patient to sit on side of bed and dangle before ambulating, then assisting patient in ambulating to prevent fall
	How the team implements safety when caring for the patients:
Unit tracks days since falls and has a falls program in place

	Informatics
	How the nurse uses informatics when caring for the patient:
RN protects patient’s confidentiality when accessing the Electronic Health Records
	How the team uses informatics to care for the patient:
Organizational wide improvements to Electronic Health Records with Champions to assist in the training
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