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Nurse Educator Master of Science in Nursing

Full-time Program of Study—6 semesters

By typing my name in this highlighted section, | agree that: Student Signatu re:

o This serves as my electronic signature for my program of study (POS).

o | have reviewed and understand my POS and agree to follow it.

o If a change is needed, | am also agreeing to contact my advisor for a Date:

revised POS.
Course Number & Title Contact Hours* | Clinical Hours | Semester/Year

YEAR ONE
Semester 1 (SUMMER)

NRSG 5600 Healthcare Research & Statistical Analysis 3-0-3 Summer 2024
NRSG 5500 Perspectives of Advanced Nursing Practice 2-0-2 Summer 2024
Semester 2 (FALL)

NRSG 6300 Advanced Physiology & Pathophysiology 3-0-3 Fall 2024
NRSG 6410 Nursing Theory: Principles & Applications 2-0-2 Fall 2024
NRSG 5480 Advanced Nursing Assessment 2-3-3 45 Fall 2024
Semester 3 (SPRING)
NRSG 6120 Implementing Educational Programs in 2-6-4 90 Spring 2025
NRSG 6120L Nursing
NRSG 5800 Applied Pharmacology 3-0-3 Spring 2025
NRSG 6110 Ensuring Healthcare Safety & Quality 2-0-2 Spring 2025
YEAR TWO
Semester 4 (SUMMER)
NRSG 6125 | Curriculum Design and Evaluation 3-0-3 Summer 2025
Semester 5 (FALL)
NRSG 6121 Advanced Clinical Practice 1-3-2 45 Fall 2025
NRSG 6121L
HSCS 6500 Simulation Essentials | 3-6-5 90 Fall 2025

Semester 6 (SPRING) - Students will enroll in a total of 7 credit hours from the following courses the final
semester. HSCS 6501 is optional.

Total Hours

Credit Hours

Clinical Hours

HSCS 6501** | Simulation Essentials Il 1-6-3 90 Spring 2026
NRSG 6551 Graduate Nursing Practicum 2-(6-15)-(4-7) 90-180 Spring 2026
NRSG 6551L

39 450-495

*NOTE: (2-4-3) in the “contact hours” column indicates 2 hours lecture, 4 hours laboratory, and 3 hours credit.

**|f students choose to complete the Simulation Certificate, students will enroll in HSCS 6502 Summer semester
(1-6-3) post-graduation.
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