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Abstract

Purpose : This study aimed to develop a curriculum standard for "safety and quality improvement" based on the
nursing competencies proposed by QSEN(Quality and Safety Education for Nurses). Methods : Through a sys-
tematic process involving three stages(analysis-design-development) required for curriculum development, curricu-
lum standards were designed. The Delphi surveys were conducted twice, and through gathering expert opinions,
multiple research team meetings were held to refine and crystallize the specific course design into the final
standard after several iterations. Results : In this study, 13 modules focusing on the sub factor of safety and
quality improvement were developed. Specifically, there are six modules dedicated to safety, two modules each
for teamwork & collaboration and quality improvement and one module for each of the remaining three sub
factor. Conclusion : The findings of this study represent just a starting point for curriculum development in nurs-
ing education for safety and quality improvement. For sustained improvement in safety and quality in clinical
practice, nursing educational institutions and clinical facilities must collaborate and work together continuously to

evolve in developing nursing education competencies geared towards enhancing safety and quality.
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Table 1, Comparison with Guidelines, Existing Textbooks

o QSEN, 2007 Patient- Teamwork and Evidence- Quality ,
Guideline , : : Safety Information use
% el centered care collaboration based practice improvement
WHO, 2011 ° ° ° °
Canadian patient safety . o
institute, 2009
Australian patient
safety education ° ° ) )
framework, 2005
A o (]
B o o o
C °
D ° ° ° °
E °
F °
G ) ([ o

A Nam SH, Park EH. Nurse one Q: Patient safety and quality improvement, Dream Nurse, 2020,
B Korean Society for Healthcare Quality Improvement Translate, Patient safety and medical quality. Beommun Education, 2016,
C Korean Society for Healthcare Quality Improvement & Korean Patient Safety Society, Understanding and applying patient safety

reporting learning, Pakyoungsa, 2022,

D Korean Patient Safety Society, Patient safety concept and application, Pakyoungsa, 2016,

E Park HJ, Lee YK, Kim YE, Jang HN. Patient safety and nursing. Uihagseowon, 2020,

F Kim HS, Kim HA, Kwak MJ, Kim YS, Case-based patient safety, Fornursebook, 2019,

G Kim BN, Kim YS, Kim HA, Lee SK, Choi YK, Huh YH et al. Patient safety for field experts. Hyunmoonsa, 2023,
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Table 2, Learning Objectives and Module
Learning objectives
Factor - - Module
Knowledge Skill Attitude
Explain that patients' values were _— ) Have an attitude to respect patients
P P ) It identify patient values, preferences ) pect p
formed through various backgrounds and needs from various backgrounds such as
such as culture, ethics, and society ’ race, culture, and society,
Patient - centered Explain the importance of active Explain the importance of forming a Have an attitude that respects the
care participation of patients/family to partnership in which patients/family ~ active of patients participating in Module 1
improve safety and quality. participate together in health care, health care,
Evaluate the patient's physical and
Understand the comprehensive v u‘ p,,l Phys! Recognize the patient's individual
) ) emotional stability centered on the . )
concept of suffering and pain, ) values and beliefs about pain,
patient,
. ) e It has an attitude to recognize the
Describe the tasks and roles of Depending on the situation, it acts ) < .
perspective and mutual expertise of
health care team members, as a team member or leader,
members of the health care team,
Explain effective strategies that Try t icate effectivel Value is placed Ivi flict:
Teamwork and xplain e gc ive strategies that can ry to communicate effectively alue l|s placed on resolving conflicts Modle 2
) solve conflicts, between team members and disagreements,
collaboration /Module 3
. Recognize the risk of
Examples of teamwork that affect At the handover stage, realize the ) < -
. ) . ) ) miscommunication between team
patient safety and quality risk of miscommunication between )
. members during the handover
improvement are presented team members
phase,
Explain the evidence obtained by . ) The value of the evidence-based
Find evidence-based examples that ) ) ) )
the methods and procedures of L ) practice concept is recognized in
o are applied in practice, i " .
Evidence — based Scientific research, determining the best clinical practice,
) Module 4
practice Identify sources of evidence reports  Search for evidence reports related . . .
' . . - ) . Recognize the importance of reading
and reliable data that will be clinical to clinical practice topics and ) )
. - . relevant journals on a regular basis,
practice guidelines, guidelines,
Find what i ired fi Jit It i nized that contin
el fifonmeren @il e @ '| d what is rqulred. or a qgaly |s.rec‘og ized tha ‘co i luous
N . improvement project in a nursing quality improvement is an important
P 9 ’ environment, daily task for health-related experts.
Qualty Describe an approach to change Design experiments on small Acknowledge the value of small Modue 5
the nursing process changes in everyday life, (PDSA) changes to improve qualit
improvement 9P ' 9 ryday lfe. ) 9 P qualty. /Module 6
. . . ) Recognize that an individual or
Explain changes in nursing quality ) ) L _—
: Various analysis tools are used to organization is worthy of contributing
and the importance of , ' ) )
improve quality. to the improvement of nursing
measurement, )
practice,
Describe the general categories of Talk about errors, risks, concerns, Value the role of nurses in
nursing errors and risks, etc, observed with the patient/family  preventing errors,
It explains error analysis methods Value is given to engagin
Xpiaing error analysis m Participate in error analysis and ue is given fo engaging Module 7
such as root cause analysis and ) patients/family in treatment and /Module 8
. . system improvement ]
failure type analysis, nursing processes, /Module 9
Safety
) . Safety nursing is performed in o /Module 10
Describe the guidelines necessary . ) Value is given to the accurate Module 11
for performing safety care accordance with standardized erformance of safety care ocue
P 9 guidelines, P Y : /Module 12
Explain the factors that can create a ) Have an open attitude toward a
Use the error reporting system
safety culture, safe culture,
' ) Health experts acknowledge that
. . ) Check the precautions when using P L 9
Explain the need for information and ) ) they have a responsibility to
) the health management information . ) )
technology for patient safety, — continue to pursue information and
Information use ’ technology learning. Module 13

List information management tools
that can monitor nursing quality
management,

Use information management tools
that can monitor nursing quality
management,

Recognize the technical value of
information management tools used
for safe nursing,
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Table 3, Delphi Survey Results

Necessity LC' LC? TLM? EP* cr
Delphi M+SD M=£SD M+SD M=+SD M=+SD M+SD
Module1 1st 450+0.76 3.75+0.83 3.66+0.94 4.00+0.91 408+1,04 4.08+1 11
2nd 475+0.60 433+094 4.66+0.62 4 58+0.64 466+0.62 441+0.86
Module2 1st 433+0.94 400+1,08 4.00+1.08 416107 408+1.04 408+1.04
2nd 4 50+0.65 4 50+0.50 458+0.49 458+0.49 4 50+0.50 4 50+0.50
Module3 1st 458+0.76 433+0.85 441+0.76 4 58+0.64 4 58+0.64 450+0.76
2nd 4 83+0.37 483+0.37 4.83+0.37 4 83+0.37 4.83+0.37 483+037
Module4 1st 433+118 416+134 416+134 416+1.28 408+1.26 433+0.85
2nd 441+0.76 425+0.72 425+0.72 425+0.83 433+0.75 425+0.83
Moduleb 1st 475+043 425+092 433+094 441+0.64 450+0,65 4.41+0.86
2nd 458+0.49 458+0.49 450+0,65 458+0.49 450+0.50 441+0.86
Module6 1st 475+043 441+0.95 441+0.95 4331094 433+0.75 433+0.75
2nd 4 58+0.64 466+0.62 4 58+0.64 458+0.49 458+0.49 441+049
Module7 1st 4 83+0.55 466+0.85 441+095 450+0.87 450+0.76 4.66+0.85
2nd 491+0.28 4 83+0.37 4 83+0.37 425+101 441+0.76 4 58+0.64
Module8 1st 4 66+0.62 4 66+0.62 458+0.95 4 50+0.96 441+095 416+134
2nd 475+043 475+043 458+0.49 4 50+0.65 4 58+0.64 425+0.72
Module9 1st 4 50+0.65 425+116 450+0.87 4.00+0.99 4.08+0.95 425+1.09
2nd 4 83+0.37 4.58+0.86 4.58+0.86 458+0.49 458+0.49 441+0.86
Module10 1st 458+0.49 425+101 4.66+047 416+0.99 4.08+0,95 433+0.85
2nd 483+0.37 475+0.60 483+0.37 4.66+047 458+0.64 466047
Module11 1st 466+047 433+1,03 441+0.86 408+1.04 408+1,04 450+0,76
2nd 4 83+0.37 475+043 475+043 466+047 466+047 466+0.48
Module12 1st 458+0.64 458+0.64 450+0,76 408+104 408+1,04 425+101
2nd 4 58+0.64 4 58+0.49 466+047 4 58+0.64 466+047 466+047
Module13 1st 450+0.96 433+118 425+116 400+1.15 400+115 433+1.03
2nd 4 58+0.64 4 58+0.64 4 50+0,65 433+0.85 450+0.76 450+0.76
1. Is the selection of learning content appropriate for reaching the learning goal?
2: Has the learning content been selected as important in practice?
3: Are the teaching and learning methods suitable for achieving the learning goals?
4: |s the evaluation plan appropriate for achieving the leaming goals?
5: Are the class times appropriate?
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Table 4, Safety and Quality Improvement Lesson Plan

Module

j=m— Contents for learning or activity Teaching method (time-minute) Evaluation
1, Definition and key concepts of patient-centered nursing
Module 1 2. Understanding patient/family participate for improve safety and quality Lecture(50) Online quiz
/PCC 3. Patient understanding through patient experience
4. Understanding patient suffering and pain Narrative strategy(50) GAP & RE
1. Understanding teamwork to improve safety and quality ) )
Module 2 2. Understanding work coordination to improve safety and quality Leature(S0) Oniine quiz
/TC ; . ; ' . :
3. Analyzmg the reI?tlonshlp between ‘teamwork' and ‘safety and GA(50): DP GAP & RE
improving quality’ through cases
Mo/cjl%e 8 1, Analyzing communication within and between teams GA(100): DP GAP & RE
1. Understanding of evidence-based practices
2. Obstacle factors of evidence use Lecture(50) Online auiz
Module 4 3. Introduction to evidence-based sources 9
/EBP 4. Evidence-based clinical practice guidelines and precautions for use
5, Understanding of evidence-based practices GA(50): DP GAP & RE
1. Understanding of quality improvement
Module 5 2. Quality-related terms and quality indicators . )
/Ql 3. Quality improvement tools: Various analysis tools Lecture(100) Oniine: quiz
4, Quality improvement techniques
Module 6 . T .
Ql 1. Planning a case-based quality improvement project GA(100): DP GAP & RE
1. Understanding of patient safety
2. Terminology related to patient safety . .
Module 7 3. Understanding of patient safety law Lecture(50) Online quiz
/Safety 4. Understanding of error reporting systems for report and learning
5, Predicting risks to improve patient safety GA(50): DP GAP & RE
1. Introduction to error analysis methods . )
M/(;deJIet 8 2. Safety and patient/family participation Lecture(50) Oniine: quiz
afety
3. Understanding system improvements for error response GA(50): DP GAP & RE
1. Understanding of medical infections
2. Infection control system
Module 9 3. Infection prevention general guidelines Lecture(50) Online quiz
/Safety 4 Environmental management
5. Infection case of medical institution
6. Analyzing medical-related infection errors through cases GA(50): DP GAP & RE
1. Patient safety and medication management
Module 10 2, High-risk medicine management Lecture(50) Online quiz
/Safety 3. Blood transfusion management
4. Analyzing medication and transfusion errors through cases GA(50): DP GAP & RE
1. Understanding of fall down
Module 11 2. Falls prevention activities Lecture(50) Online quiz
/Safety 3. How to deal with fall severity classification
4, Analyzing fall down cases GA(50): DP GAP & RE
1. Understanding of patient safety culture . .
M‘/’guflet 12 2. Strategy for patient safety culture construct Lecture(50) Oniine: quiz
afety
3. Changing to create a patient safety culture GA(50): DP GAP & RE
1. Understanding of patient safety and various information technologies
Module 13 2, Patient safety and electronic medical records management Lecture(50) Online quiz
/U 3. Patient safety and information technology application case
4. Understanding information technology for patient safety through cases GA(50): DP GAP & RE

PCC: Patient centered care, TC: Teamwork and collaboration, EBP: Evidence-based practices, Ql: Quality improvement |U:Information use
GA: Group activities, DP: Discussion and presentation, GAP& RE: Group activities presentation and report evaluation
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