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Foreword
Healthcare teams in hospitals have been recognising the vulnerability of the deteriorating patient in
acute care settings for nearly 20 years. UK national organisations such as National Confidential
Enquiry into Patient Outcome and Death (NCEPOD), National Patient Safety Association (NPSA) and
National Institute for Clinical Excellence (NICE) have documented this in recent research papers.
Following the publication of Comprehensive Critical Care (DOH 2000), the Intensive Care Society
(ICS) published definitions of levels of care in 2002 to better understand the needs of acutely ill and
critical patients; these definitions were later updated in 2009 and are used widely in practice to
assess competence of the healthcare team.
Critical Care Network National Nurse Leads Forum (CC3N) and the National Outreach Forum (NOrF)
have gathered a wide group of key stakeholders to develop competencies for practitioners who care
for level 1 patients. These are based on the three levels of National Competency Framework for
Adult Critical Care Nurses. The group has worked in collaboration with other relevant professional
bodies such as RCN, ACPRC, BACCN, UKCCNA, ICS, ICUsteps and SAM UK.

The focus of the competencies are to:


Maintain and keep current a nationally transferable competency package



Provide standardisation in assessment of competency attainment



Provide Practice educators, HEI’s and other education providers with core clinical
competencies/skills to support level 1 or enhanced care areas educational programmes



Develop supportive strategies and tools to assist learners with competency attainment

The competencies have been designed to support safe, kind and effective care and treatment to
Level 1 patients within acute provider organisations. These competencies are not an exhaustive list
of all skills required to treat and care for patients requiring level 1 care. They aim to provide you with
the core generic skills required to safely and professionally care for the patient requiring level 1 care
in an enhanced care unit or general ward, under the supervision and support of your Mentor, Lead
Assessor and/or Practice Educator. You will need to be able to demonstrate a fundamental
underpinning knowledge in relation to all the competency statements outlined that are specific and
relevant to your scope of practice and workplace. You are advised to keep a record of any
supportive evidence and reflective practice to assist you during progress and assessment reviews,
which will provide evidence to inform your NMC or HPC revalidation.
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This document is intended to compliment local Trust’s existing educational programmes and
competency based training packages, to provide an evidenced based framework to assess the
performance of registered nurses and AHP's with regular exposure to caring for Level 1 patients.

Alison Dinning
Chair Working Group
Past chair National Outreach Forum
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Introduction
The Level 1 competencies outlined in this framework have been developed in a healthcare culture
that has been recognising the vulnerability of the deteriorating patient in acute care for nearly 20
years (Lee et al 1995). It was first reported by McQuillan et al (1998) that a considerable number of
patients were admitted to intensive care as a result of their deterioration not being recognised or
acted upon. This was later endorsed by UK national organisations National Confidential Enquiry into
Patient Outcome and Death (NCEPOD 2005), National Patient Safety Association (NPSA 2007) and
National Institute for Clinical Excellence (NICE 2007). As a result, there has been considerable clinical
interest and service innovation in optimising the recognition and management of the deteriorating
and acutely ill patient.
Following the publication of Comprehensive Critical Care (DOH 2000), the Intensive Care Society
(ICS) published definitions of levels of care in 2002 to better understand the needs of acutely ill and
critical patients; these definitions were later updated in 2009. The focus of the competencies
outlined in this framework are for Level 1 patients, and the definitions can be found on page 2.
In order to support the patients that need Level 1 care on the general wards, and improve the
recognition and management of deterioration, Rapid Response Systems (RRS) have been developed
and implemented, which include referral to response teams with critical care skills (DeVita et al
2006). Various models of RRSs have been adopted in different countries - Medical Emergency Team
(MET) in Australia, and Rapid Response Team (RRT) in the USA, but in the UK these teams are
commonly termed Critical Care Outreach (CCOT) and consist mainly of nurses and physiotherapists
with advanced critical care skills (ICS 2002).
While there has been debate in the literature about the effectiveness of Rapid Response Teams
(RRTs), there is a strong feeling it makes intuitive sense. Winters and Pham (2011) conclude that
RRTs are effective in the reduction of cardiac arrests, and there is a favourable trend in reducing
mortality. The initial trigger for activating the RRT involves the utilisation of an early warning scoring
(EWS) system. The EWS consists of a set of pre-agreed physiological parameters that, when
breached, prompts the bedside clinician to refer the patient to the RRT for assessment and further
management.
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Level 1 Criteria


Patients recently discharged from a higher level of care



Patients requiring a minimum of 4 hourly observations.

Patients in need of additional monitoring/clinical interventions, clinical input or advice


Requiring a minimum of 4 hourly observation on the basis of clinical need



Requiring continuous oxygen therapy



Boluses of intravenous fluid (need not determined by CVP)



Epidural analgesia or Patient Controlled Analgesia in use



equiring 4 hourly
observations



Requiring administration of bolus intravenous drugs through a Central Venous Catheter



With a tracheostomy



m of 4 hourly GCS assessment



With diabetes receiving a continuous infusion of insulin



Who are at risk of aspiration pneumonia



On established intermittent renal support



Requiring respiratory physiotherapy to treat or prevent respiratory failure



Requiring frequent (> 2x day) Peak Expiratory Flow rate measurement for clinical
reasons

Patients requiring critical care outreach service support (CCOT)


Abnormal vital signs but not requiring a higher level of critical care



Risk of clinical deterioration and potential need to step up to level 2 care



Patients fulfil the “medium” risk category as defined by NICE Guideline No: 50
(Intensive Care Society Standards, 2009 p.7)
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National Early Warning Score
A Royal College of Physicians (RCP) report in 2012 shows that many in-hospital deaths are
predictable and preventable and are often associated with poor clinical monitoring on the ward and
a failure to recognise the patients’ condition is deteriorating until crisis point is reached. Evidence
has shown that acute illness is exacerbated by “failure to act” on recognised changes (Hillman et al
2001).
Early warning systems are not a new idea; we have had numerous versions of scores that are
designed to identify patient deterioration. An inexhaustible list includes; Critical Illness Score (CIS)
Patient At Risk Scores (PARS) Medical Early Warning Scores (MEWS) and Surgical Early Warning
Scores (SEWS). These scores have been found to be useful in the past but without standardised
usage and education they prove to be of little use to the patient.
The RCP advocates standardising the use of the new National Early Warning Score (NEWS)
system across the NHS. NEWS is a ‘track and trigger system’ designed to be used in combination
with, and to aid, clinical judgement and findings and should not be used in isolation (Gao et al,
2007).
The aim of Early Warning Scores (EWS) is to prevent harm and reduce in-hospital cardiac arrest and
mortality through early recognition and treatment of deteriorating patients. EWS gives an indication
of an individual patient’s risk of serious deterioration, but are not predictors of outcome. They are
trigger scores to prompt senior review and intervention. Timely interpretation and escalation of
recognised deterioration is of crucial importance in minimising the likelihood of serious adverse
events including cardiac arrest and death.
The routine recording of six physiological parameters form the basis of the NEWS; each parameter is
given a score to help assess illness severity; also, an additional score of two is given for patients
receiving supplemental oxygen. The aggregated score of the physiological parameters guides the
process of escalation and the time frame with which it should be completed. The six physiological
parameters are:


Respiratory rate



Heart rate



Blood pressure



Oxygen saturations



Temperature



Level of consciousness
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These observations are routinely recorded in hospital and as part of pre-hospital assessment and
they can tell us how well a patient is and when they are heading toward a critical condition. What
they also inform us is when a patient is becoming unwell before they reach a critical condition. This
is when we are more likely to rescue our patient and prevent cardiac arrest and death. Studies have
shown that staff fail to recognise this period between a well patient and a crisis situation soon
enough to make a positive difference (NPSA, 2007). Repeated observations and the use of NEWS
allows us to define a trend which can highlight deterioration or improvement in a patient’s
condition.
NEWS may not identify clinician concern (a low score with concern should still warrant escalation).
Conversely, a high score for a patient with a chronic disease may not require escalation e.g. Chronic
Obstructive Pulmonary Disease (COPD). Patients with chronic disease should have an observational
management plan which has been discussed with the patient and the clinical team, and any
acceptable abnormal ranges in physiological parameters should be clearly documented in the
patients’ notes. Any patient who may not benefit from physiological observation recording i.e. endof-life-care, should also be clearly discussed and the decision documented in the medical notes.
Training is required to take the physiological observations and to understand how the use of NEWS
will improve the assessment of acute illness, improve the detection of clinical deterioration, and get
the right treatment from the right person at the right time to our patients.
Assessing the Level 1 ward patient
A standardised, systematic approach to assessing the deteriorating ward patient is recommended
and well represented in the literature, in order for multi-professional team to recognise
deterioration and provide prompt clinical interventions thereby improving outcome. The A, B, C, D, E
(Airway, Breathing, Circulation, Disability, Exposure) method of assessment is taught by many
healthcare providers, and is endorsed by Resuscitation Council (2017), AIMTM (2003), and ALERTTM,
IMPACTTM and CCrISPTM training programmes.
A systematic approach identifies any changes in patient’s physiology and provide immediate, timely
clinical care, in order to stabilise and improve the patient’s condition. If effective, this reduces the
risk of cardio-respiratory arrest and allows time for assessment by more experienced practitioners to
diagnose, and identify a clear escalation plan. If not, a clear reason for non-escalation must be
documented in the patients notes (NCEPOD, 2012).
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Using A-E assessment standardises practice so that all healthcare providers fully understand a
structured assessment process, develops their situational awareness and improves communication
skills between team members.

The underlying principles are:


For all professionals in both primary and secondary healthcare settings to use the ABCDE
approach to assess and treat the patient in a timely way.



To treat and resolve problems before moving to the next stage of the assessment.



To enable a complete primary assessment and then re-assess regularly to ensure
optimisation of care



To enable and promote recognition for teams when they will need extra, expert help such
as critical care outreach teams (CCOT), medical emergency teams (MET) or senior
specialist nurses, doctors or physiotherapists.



To empower clinicians when calling for appropriate help and communicate effectively use the Situation, Background, Assessment, Recommendation (SBAR) or Reason, Story,
Vital signs, Plan (RSVP) approach.

The competencies in this document are based on the ABCDE approach, and describe in detail the
knowledge and skills expected for practitioners working in Level 1 areas or in wards where patients
are acutely ill or at risk of deterioration. It is expected that these competencies will underpin the

Patients with different clinical conditions will require different treatment plans according to
clinical and operational need. It is acknowledged that monitoring and therapeutic interventions
will vary depending on individual NHS providers, and some patients may be managed in ward
areas rather than Level 1 areas or enhanced care areas e.g. Non-invasive ventilation (NIV). Where
this is a possibility, the clinical competencies will be inserted into grey boxes
care provided by the registered practitioner in the acute care environment.
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Implementation Strategy
This suite of multi-professional competencies has been designed to support safe, compassionate and
effective care and treatment to Level 1 patients. They are intended to compliment local Trusts
existing educational programmes and training packages, to provide an evidenced based framework
to develop the knowledge, skills and behaviours of registered nurses and Allied Health Professionals
(AHP's) with regular exposure to Level 1 patients.
The framework is intended for all areas who regularly care for Level 1 patients. This will differ across
organisations, but may include:


Medical Admissions Unit (MAU)



Acute Assessment Unit (AAU)



Emergency Assessment Units (EAU)



Coronary Care Unit (CCU)



Surgical care units



Enhanced care units (including respiratory, cardiac etc.)



Dialysis units



Acute ward areas

To support the implementation of the framework NOrF and CC3N recommend that the following
local infra-structure will be required:
1.

Corporate competency lead, identify a person who will take overarching
responsibility for the launch, implementation and evaluation of the programme

2.

Corporate practice educator support, provide an outline of the support available and how
assessors, mentors & learners can access this

3.

Level 1 competency data base, provide a data base with identified
ward areas, professional groups, start date & date of completion, this data base will need
to have the capability to run compliance reports to inform the wider
corporate education & training strategy

4.

Positive learning environment & experience

It is further recommended that the Framework is introduced using a structured approach to fully
engage all stakeholders and consider available resources.
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1. Emergency assessment
1.1 Rapid A- to- E
The following competency statements relate to emergency assessment and management of the
deteriorating patient, and are designed to be used in conjunction with other chapters within this
document. Detailed patient assessment takes time and in life- threatening situations patient
outcomes can be time-critical; therefore, an abbreviated version of assessment is required. Each
process is explored in more depth in its corresponding competency chapter.
1.1.1

Emergency assessment

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The indications for performing a rapid A- to- E assessment of
a patient
The importance of timely patient assessment including:
 Completion of a FULL emergency assessment
 Ceiling of care decisions, treatment escalation plans,
or treatment limitations already in place
 Resuscitation status
 Timely referral for medical intervention
 Consequences of delayed recognition and treatment
of a medical emergency
The importance of using a standardised, structured approach
to patient assessment for example; Airway, Breathing,
Circulation, Disability, Exposure (Resuscitation Council UK,
2015)
The appropriate escalation process for the management of
the patient following rapid A- to -E assessment including:
 Shouting for help
 Referral to senior medical team
 Calling the cardiac arrest team (or equivalent)
 Continuation to thorough A- to E assessment
 Referral to Critical Care Outreach Team (or
equivalent)
I can demonstrate through practice:
Provision of emotional reassurance and support to patient
during emergency assessment
Full, rapid A-to-E assessment using standardised approach, to
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1.1.1

Emergency assessment

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
include:
Maintaining safety of myself and my team
How to identify signs of illness by using the LOOK, LISTEN,
FEEL approach in the A-E assessment:
Airway and Breathing:
 Asking the patient how they are feeling
 LOOK and FEEL for air flow at patient’s mouth and
nose (for non-responsive patients)
 LOOK for chest rise and fall, symmetry, paradoxical
movements, accessory muscle interplay
 Count respiratory rate
 If monitoring and help available, ask for saturation
and respiratory rate
Circulation (concurrent with Airway and Breathing
assessment in non-responsive patients):
 Palpation of a central pulse (commence Basic Life
Support if absent)
 Palpation of peripheral pulse rate, rhythm and
volume (for patients with circulation and breathing)
 Monitoring temperature (peripheral and central) /
skin colour
 Capillary refill time centrally and peripherally
 If monitoring and help available request for BP and
ECG medical devices. Consider using Defibrillator to
monitor ECG in the critically unstable patient
 Observation of intravenous line positioning and
patency, current Intravenous therapy, Urine output
over past 24 hours
Disability:
 How to check for consciousness using AVPU(C)
method
 How to check blood glucose level
 How to check temperature
 How to check medication chart for drugs recently
administered
 How to check pupils for abnormal reactions
 How to identify seizures
Exposure:
10

1.1.1

Emergency assessment

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date





Looking for signs of rash
Identifying sepsis
Looking for obvious signs of bleeding (internal and
external)
Identification of any abnormal findings

Provision of appropriate interventions based on emergency
assessment including;
Airway and Breathing:
 Head tilt, chin lift, jaw thrust
 Airway adjunct insertion: nasopharyngeal,
oropharyngeal, supraglottic airways (i.e. iGel)
 Manual ventilation and mask positioning (Bag Valve
Mask, Mapleson C circuit)
 Suction for oral secretions using either Yankeur or
oral suction catheters
 Application of oxygen therapy as per the British
Thoracic Society (BTS) guidelines (2017)
 Repositioning of patient to maximise effective
ventilation and gas exchange
Circulation:
 Effective chest compressions
 Establishing or ensuring emergency peripheral or
central access route (intravenous, intraosseous)
within competence
 Administration/ discontinuation of intravenous fluids
or medications
 Measuring and observing blood pressure, heart rate,
heart rhythm, capillary refill time (CRT), Urine
 Venepuncture for venous blood gas, full blood screen
+/- blood cultures
 Arterial Blood Gas for metabolic, respiratory,
electrolyte, lactate assessment within competence
Disability:
 Warming/ cooling patient
 Commencement of emergency blood glucose
management protocol as per trust policy
 Consideration of reversal agent for any medications
recently administered i.e. naloxone for opioid
reversal
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1.1.1

Emergency assessment

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date




Rapid referral onwards for new neurological insult or
control of seizures if present
Commencement of major haemorrhage policy as per
Trust Policy
Commence analgesia as per prescription or escalate
to acute pain experts (Acute pain team or
Anaesthetists)

Exposure:
 Administration of adrenaline for anaphylaxis
 Implementation of sepsis protocol
 Stemming of obvious flow of bleeding
 Manage abnormal findings appropriately by
escalating to most appropriate grade of professional
Demonstrate understanding of the consequence in delayed
assessment and intervention for acutely unwell patients
Demonstration of the methods of correct referral for urgent
escalation of care
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2. Airway and Breathing
The following competency statements relate to the assessment and management of the patients’
airway and respiratory systems. The competency comprises anatomy & physiology, patient
assessment, and approaches to management for each body system. Additional focus is given to
tracheostomies, chest drains and for those working in relevant clinical areas, non-invasive
ventilation.

2.1 Airway
2.1.1

Anatomy and Physiology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The structures of the upper airways including;
 Nose
 Nasal cavity
 Mouth
 Oral cavity
 Nasopharynx
 Oropharynx
 Laryngopharynx
 Larynx
Role and function of the components of the upper airway
system:
 Air warming
 Air filtering
 Air moistening
 Mucociliary system
 Irritant ‘sneeze’ receptors
 Epiglottis

2.1.2 Assessment & Investigations

SelfCompetence
assessment Fully
Date / Sign Achieved
Signed by
assessor
Date

I can demonstrate through discussion:
Common causes and signs of airway obstruction:
 Additional sounds
 Paradoxical movement
13




Tracheal tug
Tracheal deviation

I can demonstrate through practice:
Early recognition and escalation for appropriate help
2.1.3

Management
I can demonstrate through practice:
Actions I would take to restore airway patency using the
LOOK, LISTEN and FEEL assessment approach:
 Airway management including:
Head tilt, chin lift, jaw thrust
Airway adjuncts- oropharyngeal, nasopharyngeal
Manual ventilation – Bag Valve Mask, water circuit
 Suctioning – indications and methods, potential
complications, monitoring and observations,
catheter selection and suction pressure
 Bronchodilators – delivery method using inhalers,
nebuliser and intravenous therapy
 Provision of emotional reassurance and support

2.1.4

Management - Tracheostomy/Laryngectomy Care

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Anatomical position of tracheostomy & laryngectomy:
 Indications for insertion
Types of stoma:
 Percutaneous tracheostomy
 Surgical tracheostomy
 Mini tracheostomy
 Permanent and temporary tracheostomy
 Laryngectomy
Types and choice of tracheostomy tubes:
 Cuffed tube
 Un-cuffed tube
 Fenestrated tube
 Non-fenestrated tube
 Tubes with inner cannula
 Mini-trach
Potential complications of tracheostomy/ laryngectomy
14





Immediate complications
On-going complications
Late complications

Knowledge of tracheostomy care bundle and NCEPOD best
practice standards
Importance of:
 Securing tube safely
 Changing/cleaning inner-tube
 Checking cuff pressures
 Wound care and stoma management
 Humidification
 Adequate hydration
 Safe suction
Knowledge of:
 Tracheostomy / laryngectomy emergency algorithm
 First line intervention for a blocked tube
 Unplanned displacement or decannulation (Refer to
national and local guidelines)
 Bedside safety equipment
Roles of MDT to deliver safe effective tracheostomy
management:
 Physiotherapists
 ENT
 CCOT
 SALT /Dietitian
I can demonstrate through practice:
Provision of emotional reassurance and support
The safe use of respiratory support therapies with
tracheostomies including:
 Oxygen
 Ventilation
 Humidification
 Nebulisers
Care for the stoma site
Cleaning and changing the inner tube and secure tapes
Safe suction technique
Tracheostomy cuff pressure monitoring (Where applicable)
Correct placement and monitoring of speaking valves
How to prepare, assist and monitor the patient pre-and- post
decannulation
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2.2 Breathing
2.2.1

Anatomy and Physiology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Components of the lower respiratory system:
 Lower respiratory tract:
o Trachea
o Bronchi/Bronchioles
o Alveoli and capillaries
 Lung anatomy:
o Pleural membrane/Pleural cavity/fluid
o Lobes/fissures
Role and function of the components of the respiratory
system in normal respiration:
 Ribs, intercostal muscles and diaphragm (expansion
& recoil)
 Relationship between lung volume & pressure
 Passive role of the lung
 Thoracic wall compliance
Three stages of respiration:
 Ventilation
 External respiration
 Internal respiration
Risk factors for developing respiratory failure:
 Type I respiratory failure
 Type II respiratory failure
Signs and symptoms of respiratory inadequacy including:
 Skin colour, (peripheral, central, oral mucosa)
 Altered physiological observations
 Respiratory depth, pattern, symmetry and accessory
muscle use
 Added sounds (e.g. wheeze/crackles/secretions)
 Cough strength/ability to expectorate
How the following effect respiratory function
 Sepsis
 CVS disorders
 Inadequately treated pain
 Overdose of opiate medications
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2.2.1

Anatomy and Physiology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date


Post anaesthesia

Effects of poor ventilation and oxygenation on other
systems:
 Cardiac
 Renal
 Gastrointestinal
 Cerebral
 Skin

2.2.2

Assessment and Investigations

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The importance of ongoing assessments and investigations
relating to respiratory assessment and management:
 Normal parameters for respiratory observations
 Trends in observation charts
 ABG/CBG
 ECG (3, 5 and 12 lead)
 Chest/ Abdominal X-Ray
 CT/ MRI/ CTPA/ Ultrasound Thorax
 Microbiology
 Clinical Laboratory
Rate and depth of breathing
 Normal
 Abnormal
 Use of accessory muscles
 Symmetry of tidal breathing
Additional sounds:
 Wheeze
 Crackles
 Quiet
Skin colour:
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Peripheral cyanosis
Central cyanosis

Cough Strength
 Effective and ineffective
 Ability to expectorate vs retention
 Sputum assessment
Indications for and limitations of pulse oximetry:
 Probe site
 Capillary Refill Time (CRT) and proximal pulses
Prescribed target oxygen ranges
Indications and methods for Oxygen therapy
Risks, signs and symptoms of hyperoxia (include narcosis)
Basic Arterial Blood Gas (ABG) / Capillary Blood Gas (CBG)
analysis
 Normal values
 Respiratory/Metabolic, Acidosis/Alkalosis
Indications and methods for escalation of respiratory support
Requirement for further information:
 History taking
 Baseline considerations
 Co-morbidities
 Exercise tolerance
 Long term oxygen therapy/ home ventilation
 Drug history
 Social history
Signs and symptoms of respiratory inadequacy including the
following common conditions:
 COPD
 Asthma
 Pulmonary oedema
 Pneumonia:
o community acquired
o hospital acquired
o aspiration
 Pulmonary Embolism
2.2.3

Management

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
18

I can demonstrate through discussion:
(Refer to section 1.1.1 for emergency management using the
LOOK, LISTEN and FEEL assessment approach)
Oxygen therapy:
 High concentration mask with reservoir
 Fixed percentage oxygen devices
 Simple face mask and nasal cannula
 Humidification methods
Patient positioning:
 Maximising ventilation
 Postural draining positioning
Deep breathing exercises/ testing procedures:
 Incentive spirometry
 Peak flow/ Cough Peak flow
Secretion clearance/ suctioning
 Effective coughing and expectoration
 Indications and methods
 Potential complications
 Monitoring and observations
 Catheter selection and suction pressure
Provision of emotional reassurance and support
Escalation for higher level of respiratory support
 Recognition of level of care requirements
 Escalation procedures
Multidisciplinary Team roles:
 Medical team
 Respiratory Specialist Nurses
 Physiotherapists
 ENT
 CCOT
 Dietician
 SALT
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2.2.4 Care of the patient requiring Non-Invasive Ventilation (Where
applicable)
2.2.4.1 Management

SelfAssessment
Date / Sign

Competence
fully
Achieved
Signed by
assessor
Date

I can demonstrate through discussion:
If relevant to your area:
Care and management of a patient requiring escalation to:
 Nasal High Flow (NHF)
 Continuous Positive Airway Pressure (CPAP)
 Bi Level Positive Airway Pressure (BiPAP)
With reference to the:
 Indications
 Cautions/ contra-indications
 Physiological and Psychological effects
 Trouble shooting
Normal parameters and function for each modality where
applicable:
 Flow
 Fraction of inspired oxygen (FiO2)
 Humidification and temperature
 Positive End Expiratory Pressure (PEEP)
 Inspiratory Pressure (IPAP)
 Expiratory Pressure (EPAP)
 Tidal Volume
 Leak tolerance
Indications for escalation, weaning or cessation
I can demonstrate through practice:
Care and management of a patient requiring NHF, CPAP or
BiPAP:
 Provision of emotional reassurance and support
 Explanation of specific therapy and procedures
 Correct assembly and application of circuits/
equipment
 Selection and correct sizing of interface for relevant
modality
 Setting of alarm limits
 Interpretation of observational and clinical
investigations
 Adjustment of settings within scope of practise and
recognise need to refer to expert
 Recognition and troubleshooting of equipment
 Recognition and troubleshooting of unintended
clinical response
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2.2.4.1 Management

SelfAssessment
Date / Sign







Competence
fully
Achieved
Signed by
assessor
Date

Accurate monitoring and documentation of
modality, settings and observations
Recognition of required breaks from therapy when
appropriate
Monitoring of pressure areas around interface
Regular mouthcare
Seeking support and advice as appropriate

2.2.5 Care of the patient with a chest drain
2.2.5.1 Indications

SelfAssessment
Date / Sign

Competence
fully
Achieved
Signed by
assessor
Date

I can demonstrate through discussion:
Indications for chest drain insertion including:
 Pneumothorax
 Haemo-pneumothorax
 Pleural effusion
 Empyema
2.2.5.2 Management

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
Provision of emotional reassurance and support
Preparation of equipment required for chest drain insertion
Observation and assistance with chest drain insertion
Management of a patient with a chest drain in situ:
 Immediately post insertion
 Routine respiratory observations
 Identification of surgical emphysema
 Application of prescribed low thoracic suction to a
chest drain.
Effective management of the chest drain:
 Positioning and handling of the drain bottle(s)
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2.2.5.2 Management

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date






Use of drain clamps in line with local guidance
Wound care/dressings
Changing/ disposal of bottles
Monitoring drainage

General care and management regarding:
 Indications for use of chest drain clamps
 Drainage / fluid level
 Swinging/Bubbling
 Blocked drain
 Bottle changes
 Dressings
 Removal
Potential complications:
 Acute respiratory distress
 Pain
 Surgical emphysema
 Drain blockage or displacement
 Air leakage from stoma
 Bubbling stops
 Underwater seal is lost
 Tension pneumothorax develops
2.2.5.3 Pharmacology

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
Commonly used medications for respiratory care:
 Bronchodilators- Nebulisers/ Intravenous
 Steroids
 Antibiotics
 Analgesia
 Fluid resuscitation
 Diuretics
 Mucolytics
 Anxiolytic
 Magnesium
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Aminophylline

I can demonstrate through practice:
Provision of emotional reassurance and support
Safe preparation and administration of medications used
for respiratory care
Monitoring the effects of medication
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3. Circulation
The following competency statements relate to the assessment and management of the patients’
cardiovascular and renal systems. Additional focus is given to sepsis and acute kidney injury (AKI).
The competency comprises anatomy & physiology, patient assessment and approaches to
management for each body system. Competency statements for the care of Central Venous
Catheters (CVC’s) are included for those that work in relevant clinical areas.

3.1 Cardiovascular System
3.1.1

Anatomy and physiology

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
The structure and function of the heart including:
o Chambers
o Endocardium, Myocardium, Pericardium
o Mediastinum
o Coronary blood supply
The structure of the blood vessels
 Arteries
 Arterioles
 Capillaries
 Venules
 Veins
Valves within the heart and the systemic circulation.
Vasoconstriction and vasodilation- control of and possible
causes
Normal blood flow including coronary, systemic and
pulmonary circulation.
Normal cardiac cycle including diastole and systole.
Blood pressure control and influencing factors including:
 Baroreceptors
 Central nervous control
 Hormonal control
Components of blood pressure including reference to the
following:
 Circulating volume
 Cardiac output (CO)
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3.1.1

Anatomy and physiology

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date









Heart rate (HR)
Mean arterial pressure (MAP)
Stroke volume (SV)
Systemic vascular resistance (SVR)
Preload
Afterload
Contractility / force of contraction

Normal electrical conduction pathway as represented on an
electrocardiogram (ECG) and the corresponding mechanical
responses. Including:
 P wave
 PR interval
 QRS complex
 T Wave
 How sinus rhythm is defined
Composition of blood and associated tests that detect
abnormalities including:
 Haemoglobin
 White cells
 Platelets
 Plasma proteins
 Electrolytes including potassium, calcium, sodium
and magnesium
 Clotting studies including INR
 Creatinine and GFR
 Cardiac enzymes e.g. Troponin
The physiology of shock including:
 Hypovolaemic shock
 Cardiogenic shock
 Obstructive shock
 Distributive shock (sepsis will be covered in more
detail in section 4.3)
The following only apply to areas that routinely use central
venous catheters (CVC):
 Central venous pressure (CVP) - how it is measured
and what it represents
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3.1.2

Assessment and Investigations

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Correct monitoring and recording of pulse rate and an ability
to find / check other peripheral and central pulses.
Correct recording of blood pressure (lying and standing
where required) using a manual sphygmomanometer.
Correct capillary refill assessment.
Continuous ECG monitoring (using a portable defibrillator if
this is not available in your practice area).
12 Lead ECG recording and interpretation to include:
 Asystole
 Bradycardia
 Tachycardia
 Supraventricular tachycardia (SVT)
 Atrial Fibrillation (AF)
 Atrial flutter
 Heart Blocks (1st, 2nd and 3rd degree)
 Ventricular Tachycardia (VT)
 Ventricular Fibrillation (VF)
 Pulseless Electrical Activity (PEA)
Accurate fluid balance monitoring.
Detection of oedema /fluid overload. Consider pulmonary,
peripheral, ascites and JVP.
Detection of fluid insufficiency / dehydration.
The following only apply to areas that routinely use central
venous catheters (CVC):
 Indications for use
 Interpretation of waveform
 Factors that influence CVP readings in relation to
individual patient
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3.1.3

Management

SelfassessmentAssessment
Date / Sign

Competence
Fully
Achieved
Signed by
assessor
Date

I can demonstrate through discussion:
Recommended treatment for the following arrhythmias:
 Asystole
 Bradycardia
 Tachycardia
 Supraventricular tachycardia (SVT)
 Atrial Fibrillation (AF)
 Atrial flutter
 Heart Blocks (1st, 2nd and 3rd degree)
 Ventricular Tachycardia (VT)
 Ventricular Fibrillation (VF)
 Pulseless Electrical Activity (PEA)

I can demonstrate through practice:
The following only apply to areas that routinely use central
venous catheters (CVC):
 Care of a patient with a CVC
o Set up for insertion and on-going monitoring
o Obtain an accurate waveform reading
o Safe use and change of needle free ports
o Use of aseptic non-touch technique (ANTT)
o Selection of appropriate dressing
o Monitoring of line site according to local
policy and reporting of concerns
o Safe removal of a CVC line
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3.2 Renal System
The following competency statements are about the safe and effective assessment of renal function,
monitoring of fluid balance and care of the patient at risk of acute kidney injury (AKI) or those
patients who have developed AKI.
3.2.1

Anatomy and Physiology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The key structures of the renal system:
 Kidneys
 Ureters
 Bladder
 Urethra
 Blood supply
The key structures of the kidney including:
 Glomerular capillaries
 Bowman’s capsule
 Afferent & Efferent arterioles
 Nephrons and components within
How the above structures influence:
 Filtration
 Reabsorption
 Secretion
 Excretion
The main functions of the kidney to include:
 Urine formation
 Regulation of concentration and volume
 Regulation of electrolyte balance
 Regulation of acid base
 Controlling of blood pressure
 Erythropoietin
 Vitamin D
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3.2.2

Assessment and Investigations

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The rational for the following investigations:
 Urea and electrolytes
 Full blood count
 Liver function test
 Bone profile
 C reactive protein
 Urinalysis
 Urine dipstick
 Urine osmolarity
 Bladder scan
 Weighing of patients
 Urine culture
 Chest x-ray
 Electrocardiogram (ECG)
 Blood gas
 Renal ultrasound
 Cystoscopy
 Renal biopsy
The pathophysiology of Acute Kidney Injury (AKI).
The biochemical markers to identify AKI.
Baseline risk factors of those at risk of developing AKI.
Acute risks factors for developing AKI.
The following definitions and causes of:
 Pre-renal AKI
 Renal AKI
 Post renal AKI
Be aware of and able to discuss the stages of AKI
Local AKI screening tools and their use
I can demonstrate through practice:
 Urinalysis
 Urine dipstick
 Bladder scan
 Weighing of patient
 ECG
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3.2.3

Management

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The importance of measuring fluid balance and examples of
when to commence.
The expected volume of urine for the individual patient.
When to consider bladder scanning
The possible causes of:
 Anuria
 Oliguria
 Polyuria
When appropriate to escalate concerns to the Doctor and/or
Critical Care Outreach or equivalent team
Factors which may complicate the assessment of fluid
balance monitoring i.e. insensible losses.
The importance of optimising fluid status.
Key elements in preventing AKI.
A clear management plan for the patient in AKI.
An understanding of hyperkalaemia and why is it important
to treat promptly.
The ECG changes associated with hyperkalaemia.
The treatment options for managing hyperkalaemia.
The importance of measuring blood sugar following
treatment.
Approaches to fluid management in renal care and the
potential impact on other body systems.
The importance of a timely referral to the renal
physicians/urologists.
An understanding of Chronic Renal Disease
I can demonstrate through practice:
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The ability to accurately measure and record fluid balance.
Assessment of fluid status by measuring:
 Pulse
 Blood pressure
 Capillary refill
 Peripheral limb temperature
 Urine output
 Jugular venous pressure
Assessment and documentation of peripheral oedema.
Administer appropriate care to the patient with a
urinary/supra pubic catheter (according to national
guidelines and local policy).
Utilise locally available equipment:
 Catheterisation equipment
 Catheter types
 Urometers
The management of a blocked catheter.
Weighing of patients in line with local policy and understand
significance.

3.2.4

Pharmacology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
A clear understanding of the basic differences between:
 Crystalloids and colloids
 Isotonic fluids
 Hypotonic fluids
 Hypertonic fluids
Common nephrotoxic drugs.
The rationale for administrating:
 sodium bicarbonate
 insulin and dextrose
 calcium gluconate/chloride
 calcium resonium
 salbutamol nebuliser
 diuretics
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References / reading list
National Confidential Enquiry into Patient Outcome and Death (2009). Adding insult to injury
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3.3 Sepsis
The following competency statements are related to sepsis – the challenge of sepsis, its
pathophysiology, identification using nationally recognised scoring systems and its management.
The competencies need to be applied to all care and treatment undertaken by the registered nurse
in the acute care environment
3.3.1

Pathophysiology

Selfassessment

Competence
fully
achieved

Date/Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Demonstrate an understanding of the definition of sepsis.
Discuss the sites for sepsis and causative organisms.
Demonstrate an understanding of the pathophysiology of
sepsis.
Lactate in diagnosis of sepsis.
Define the differences between:
 Infection
 Sepsis
Demonstrate an understanding of the different types of
organisms that can cause sepsis.
Demonstrate an understanding of how these organisms may
gain access to the body.
Demonstrate an understanding of the importance of
antibiotic stewardship.
Demonstrate an understanding of the definition of
neutropenic sepsis.
Demonstrate an understanding of the pathophysiology of
neutropenic sepsis.
Define the differences between:
 Sepsis
 Neutropenic sepsis
Knowledge of septic shock and its pathophysiology:
 Demonstrate an understanding of the definition of
septic shock
 Demonstrate an understanding of the
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3.3.1

Pathophysiology

Selfassessment

Competence
fully
achieved

Date/Sign
Signed by
assessor
Date



3.3.2

pathophysiology of septic shock
Define the differences between:
o Sepsis
o Septic shock
Knowledge of those patients at greatest risk of
developing sepsis

Identification of Sepsis

Selfassessment

Competence
fully
achieved

Date/Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The importance of screening when there is a suspicion of
sepsis
An understanding of local screening tools and how to use
them in practice
An understanding of the National Early Warning Score
(NEWS):

Identify the NEWS threshold for screening for
sepsis
Demonstrate an understanding of the altered vital signs in
the identification of sepsis (NICE Clinical Guideline 51):
 Respiratory Rate
 Heart Rate
 Systolic BP
 Temperature less than 36 C
 Not passed urine in the past 12 – 18 hours
(catheterised patients 0.5 – 1.0 ml/Kg)
 Altered behaviour or mental state

3.3.3

Identification of Septic Shock

Selfassessment

Competence
fully
achieved

Date/Sign
34

Signed by
assessor
Date
I can demonstrate through discussion:
An understanding of the process for the identification of
septic shock:
 Respiratory Rate
 Heart rate
 Systolic blood pressure
 Urine output
 New altered mental state
 Mottled or ashen appearance / non-blanching rash
 Cyanosis of skin, lips or tongue

3.3.4

Management

Selfassessment

Competence
fully
achieved

Date/Sign
Signed by
assessor
Date

I can demonstrate through discussion:
Discuss the importance of the “Sepsis Six”.
Demonstration of effective communication with key
professionals in the delivery of the “Sepsis Six” interventions:
 Blood cultures
 High flow oxygen
 IV antibiotics
 Lactate
 Fluid balance
 IV fluid (crystalloid)
 Senior review
 Full blood count, urea & electrolytes, C-reactive
protein and coagulation screen
 Observations every 30 minutes

References/Suggested Reading:
Angus D.C., Seymour C.W., Coopersmith C.M., et al (2016) A Framework for the Development and
Interpretation of Different Sepsis Definitions and Clinical Criteria. Critical Care Medicine 4:3:113-121.
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Churpeck M.M., Snyder A., Han X., et al (2017) Quick Sepsis-Related Organ Failure Assessment,
Systemic Inflammatory Response Syndrome and Early Warning Scores for Detecting Clinical
Deterioration in Infected Patients Outside the Intensive Care Unit. American Journal of Respiratory
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perspective). Journal of Antimicrobial Chemotherapy 66:2:2-23.
Daniels R., Nutbeam T. (2009) ABC of Sepsis. Wiley Blackwell, London.
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4. Disability
4.1 Neurological system
The following competency statements relate to the assessment and management of the
neurological, endocrine and gastrointestinal systems. Additional focus is given to the patient in pain.
The competency comprises anatomy & physiology, patient assessment and approaches to
management for each body system.
Anatomy & Physiology
4.1.1

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The normal function of the neurological system.
The gross structures of the central and peripheral nervous
system.
The protective layers of the brain and spinal cord.
The principles of raised ICP:
 Cushing’s triad

4.1.2 Assessment and Investigations

SelfAssessment

Competence
Fully
Achieved.

Date/Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Purpose of neurological assessment tools:
 AVPU(C) tool
 GCS tool
AVPU/GCS assessment and when to escalate the frequency
I can demonstrate through practice:
Scoring system for eye opening:



Correct method of assessment of eye opening to
voice and painful stimulus
Correct type of painful stimulus to assess for eye
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4.1.2 Assessment and Investigations

SelfAssessment

Competence
Fully
Achieved.

Date/Sign
Signed by
assessor
Date


opening
Correct method for assessing pupil response to
light including direct and consensual light reflexes
as an adjunct to GCS

Scoring system for verbal/sound response:



Correct method of assessing orientation and
verbal/sound response
Focal verbal deficit such as aphasia, receptive and
expressive dysphasia

Scoring system for motor response:













Recording of best limb response from arms
How to identify the ability to obey commands
Comparing left to right to identify focal deficit
Differentiating between normal power, mild
weakness and severe weakness
Use of correct method of painful stimulus when
assessing limb response
Correct use of trapezius pinch
Contra-indications to orbital pressure and sternal
rub
Correctly identify ability to localise to pain
Correctly identify flexion
Correctly identify abnormal flexion
Correctly identify extension
Correctly identify no response

Limitations of the GCS as an assessment tool:
 Assessment of vital signs to ensure there is a
complete data set
 Neurological conditions that can affect GCS
 AVPUC score for assessing conscious level
compared to GCS assessment
 Adjuncts to the GCS for detecting deterioration in
clinical condition such as NEWS or local track and
trigger tool
Types of seizures
 Convulsive/ Generalised
 Focal/ Absent
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4.1.2 Assessment and Investigations

SelfAssessment

Competence
Fully
Achieved.

Date/Sign
Signed by
assessor
Date


Non-epileptic seizures

Common conditions (this list is not exhaustive and please
refer to local policy for guidance):









Alzheimer’s/ Dementia
Parkinson’s Disease
Stroke/ CVA / Intra cranial haemorrhage
Subarachnoid haemorrhage
Traumatic Brain injury
Encephalitis
Meningitis
Motor neurone disease Guillain barre syndrome

4.1.3 Management

SelfAssessment

Competence
Fully
Achieved.

Date/Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Responsibilities in the care of patient having seizures.
Treatment options:
 Anticonvulsants
 Metabolic disorders & treatment
 Therapeutic agents/monitoring
I can demonstrate through practice:
Elements of care:
 Assessing the type of seizure
 Monitoring during seizure activity
 Care during seizure activity
 Care after seizure activity
 Referral to specialists
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4.2 Endocrine and Gastrointestinal
4.2.1 Anatomy and Physiology

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Knowledge of the anatomy and physiology of the normal GI
and endocrine systems including detailed function of the
following:
 Mouth
o Dentition
o Saliva production and action
 Oesophagus
o Varices and causes
 Stomach
o Gastric enzymes- production and action
o Ulceration
 Small bowel
o Digestive enzymes-production and action
o Carbohydrate digestion and metabolism
o Protein digestion and metabolism
o Fat digestion and metabolism
o Resection/ ileostomy procedures
o Ileus
o Ulceration
 Large bowel and appendix
o Role of bacteria
o Resection/colostomy procedures
o Ischaemia
o Perforation
 Rectum and Anus
o Fissures
 Liver
o Blood Supply including portal system
o Metabolic functions
o Excretion functions
o Synthetic functions
 Gall Bladder and common bile duct
o Bile production and action
 Pancreas
o Exocrine functions and secretions
o Endocrine functions and secretions
 Spleen

4.2.2 Assessment and Investigations

Self-

Competence
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Assessment

Fully
Achieved.

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The following investigations and their related significance
in relation to a patient requiring GI and / or endocrine
support.
 Abdominal X ray
 Blood Glucose
 Biopsy
 Clotting studies
 Colposcopy
 Computerised Tomography (CT) scan
 Endoscopy
 Full Blood Count
 Lactate
 Liver function tests including Albumin
 Pancreatic enzymes
 Stool specimen tests
 Tests for autoimmune disorders
 Tests for viral disorders e.g. viral hepatitis
 Toxicology Tests
 Ultrasound of abdomen and biliary tract
 Urea and electrolytes
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4.2.3 Management

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Care of the patient requiring GI / endocrine support
including:
 Assistance with feeding where required
 Administration of tube feeds as per local policy
 Assisting diabetic patient to maintain healthy blood
glucose levels
 Assistance with bowel care where required e.g.
administration of aperients, stoma care etc
The possible causes and their associated care and
management
 Diabetes
o Non-insulin dependant
o Insulin dependant
o Diabetic Keto Acidosis (DKA)
o Hyperosmolar Hyperglycaemic State (HHS)
 Pancreatitis
o Acute
o chronic
 Cholecystitis
o Obstruction
o Inflammation
 Hepatic Failure
o Acute conditions e.g. overdose
o Chronic conditions e.g. Cirrhosis
o Clotting abnormalities including
Disseminated Intravascular Coagulation
(DIC)
 Oesophagostomy- carcinoma
o Varices-hepatic portal hypertension
o Surgical procedures for varices
o Sengstaken / Minnesota tube
 Ulcerative Colitis
 Chrons Disease
 Perforated Appendix / bowel and sepsis risk
 Refeeding syndrome
 Bowel Surgery including:
o Hartman’s procedure
o Antero-Posterior Resection
o Formation of an ileostomy
Formation of a colostomy. The management of nutrition in
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4.2.3 Management

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
an acutely unwell patient including:
 A critique of a nutritional assessment tool and how
it might be/ is currently used with your patient
group
 Measurement and recording of weight and body
mass index (BMI)
 The role and use of the dietician in the MDT
 Estimation of calorific requirement
 Definition of catabolism and anabolism
 Different routes for nutrition, their implications,
associated care and contraindications including:
o Oral
o Nasogastric tube
o Nasojejunal tube
o Gastrostomy tube
o Percutaneous endoscopic gastrostomy
(PEG) tube
o Radiologically inserted gastrostomy (RIG)
tube
o Parenteral nutrition
(For all above- Refer to national guidance / local policy
regarding placement and checking the status of feeding
tubes)
Have awareness of the different needs pertaining to
elimination including reference to:
 Causes and complications of diarrhoea
 Causes and complications of constipation
 Change of bowel habit
 Stool chart and abnormalities including melena,
fresh blood, steatorrhea and pale stool
Causes of raised intra-abdominal pressure and possible
management.
A comprehensive nutritional and GI patient assessment
including:
 Clinical physical assessment including examination
auscultation and palpation of the abdomen
 Nutritional status and requirement
 Assessment of absorption and gut function when
tube feeding is in place
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4.2.3 Management

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date





Per rectum (PR) examination
Assessment of bowel function
Assessment of stoma function / viability
Interpretation of associated tests and
investigations (see above)

Discuss the different types of diabetes, how they might
present and how they are managed. Refer to the following
terms:
 Type I diabetes
 Type II diabetes
 Oral agent control
 Short acting insulin
 Long acting insulin
 Continuous insulin infusions
Discuss hyperglycaemia and hypoglycaemia including:
 Causes
 Signs
 Symptoms
 Treatment

4.2.4 Pharmacology

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Pharmacology of the following preparations
 Antacids
 Anti-biotics
 Anti-inflammatory drugs
 Anti-motility / anti-spasmodic drugs
 Aperients and Laxatives
 Corticosteroids (steroids)
 H2-receptor antagonists
 Iron preparations
 Nutritional supplements / specialist feeds
 Pancreatic ‘bullets’
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4.2.4 Pharmacology

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date



Prokinetic drugs
Vitamins and minerals
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Royal College of Nursing (2016). Standards for Infusion therapy. Fourth Edition. RCN. London.
Savage, M.W. Kilvert, A. (June 2006). ABCD guidelines for the management of hyperglycaemic
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4.3 Pain
4.3.1

Anatomy and Physiology

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
Anatomy and physiology relating to pain.
The concept of pain being the 5th vital sign.
The different pain categories:
 Acute pain
 Chronic pain
 Neuropathic pain
 Break through pain
 Withdrawal pain
 Post-operative pain
 Phantom pain
Where patients pain can originate from.
Knowledge about the different ways to assess pain:
 Pain assessment tools
 When to seek medical intervention
 Terms to understand the type of pain e.g.
radiating
 Where it is originating from
 Functional pain
Knowledge of how pain can cause agitation in patients who
are unable to express their pain:
 Constipation
 Full bladder
 Poor positioning
 Wandering with no purpose
Knowledge of different strategies to control pain without
using pharmacology:
 Deep breathing
 Using heat or cold
 Reassurance
 Positioning
 Distraction techniques
Knowledge of the many different pharmacological options
for the different categories of pain:
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4.3.1

Anatomy and Physiology

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date







Non-opioid
Opioid
Non-steroidal anti-inflammatory
Analgesic skin patches
Adjunct medications

Knowledge of the different types of Patient Controlled
Analgesia:
 Morphine
 Oxycodone
Knowledge of different analgesia infusions:
 Epidural
 Different types of blocks
The advantages of using analgesic drugs in combination with
each other.
I can demonstrate through practice:
Carrying out a pain assessment:
 Physiological signs of pain
 Use the pain assessment tool for your hospital
 Document the pain assessment in patients care
plan
 Demonstrate non-pharmacological methods to
relieve pain
Communicating with the patient’s team with regards to pain
symptoms and effectiveness of pain relief e.g. functional
pain pre-and post-analgesia.
When to escalate to the pain team and the patient’s own
team when pain relief is ineffective.
Who to contact for pain issues out of hours.
Demonstrate how to position patients to get the maximum
comfort.
The following needs to be completed as per trust policy
regarding attending the correct study days.
Effective and safe care of patient using patient controlled
analgesia, and effectively educate the patient to use this
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4.3.1

Anatomy and Physiology

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

method of analgesia:
 Morphine PCA
 Oxycodone PCA
Effective and safe care of a patient receiving any of the
following forms of analgesia:
 Rectus Sheath Catheters
 Paravertable blocks
 Other wound blocks
 Lidocaine infusions
 Epidural’s
References
Association of Anaesthetists Great Britain and Ireland (2010) Guidelines for the management of
severe Local Anaesthetic Toxicity: available at:
http://www.aagbi.org/publications/guidelines/docs/latoxicity07.pdf
Borgeat, A. Aguirre, J. (2010) Update on local anaesthetics. Curr Opin Anaesthesiol. 23(4): 466-471.
Cannons, K. Stone, J. and Peterson, M. (2015) Guideline for the management of adult non- obstetric
patient with continuous Epidural analgesia (CEA). Frimley Health NHS Foundation Trust. Frimley
Park.
Cannons, K. Stone, J. Peterson, M and Roques, C. (2016) Guidelines for the management of teenage
and adults with patient controlled analgesia (PCA). Frimley Health NHS Foundation Trust. Frimley
Park.
Castle, N. and Cannons, K. (2015) Guidelines for the care of adult inpatients with rib fractures.
Frimley Health NHS Foundation Trust. Frimley Park.
Dougherty, L and Lister, S (2015). The royal Marsden Manual of Clinical Nursing Procedures. Ninth
Edition. Wiley Blackwell.
FPH Guidelines for the management of Severe Local Anaesthetic Toxicity with 20% Lipid Emulsion
(intralipid 20%): available at:
http://intranet/docstore/Departments/Anaesthetics/Emergency%20Guidelines/Local%20Anaestheti
c%20Toxicity/Local%20Anaesthetic%20Toxicity%20-%20FPH%202014%20v%202.doc
Joshi, P. Kukreja, Y. and Cannons, K. (2016) Caring for a patient with a Lidocaine infusion for pain
management at Frimley Park Hospital. Frimley Health NHS Foundation Trust.
Kehlet, H. and Dahl, J.B. (1993) The value of ‘multimodal’ or ‘balanced analgesia’ in postoperative
pain treatment. Anaesthesia and Analgesia 77: 1048-1056.
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Macintyre, P and Ready, P.E. (1996) Acute Pain Management: a practical guide. WB Saunders Co.
Ltd; London.
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5. Exposure & Everything Else
The following competency statements relate to the assessment and management of the
integumentary (skin) and musculoskeletal systems. Additional focus is given to venous
thromboembolism (VTE). The competency comprises of anatomy & physiology, patient assessment
and approaches to management for each body system.

5.1 Skin
5.1.1

Anatomy & Physiology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Layers of the skin:
 Epidermis, Dermis & Hypodermis
Accessory organs:
 Hair, nails, sebaceous (oil) glands, sudoriferous
(sweat) glands
Functions of the skin including:
 Protection
(Chemical/physical barriers & biological defence)
 Homeostasis & temperature regulation
 Stimuli (touch, pressure, pain, heat and cold)
 Excretion
 Synthesis of vitamin D
 Blood reservoir
5.1.2

Assessment and Investigations

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Awareness of common investigations such as:
 Skin swabs (screening/bacterial/viral/fungal)
 Mycology (skin tests/scrapings)
 Blood tests (e.g. immunology for connective tissue
disorders and vasculitis)
 Skin biopsies and tissue cultures
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5.1.3

Management

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I demonstrate through discussion:
Importance of adequate exposure to perform a thorough
head to toe, front and back examination (see section 2.1.2)
including consideration for the importance of nutrition, BMI
and the maintenance of skin integrity as it relates to acute
illness (see section 5)
Risk assessments and the nursing responsibilities related to
patients at risk of pressure damage.
High risk areas of the body for pressure damage
Grades 1- 4 pressure damage (using the European Pressure
Ulcer Advisory Panel – EPUAP).
Differences between:
 Pressure damage
 Moisture lesions
 Shear and/or friction force damage
Practice required to prevent pressure damage:
 Surface
 Keep moving
 Incontinence / moisture management
 Nutrition and Hydration
Various pressure relieving devices available locally and the
agreed pathway for accessing these.
Local reporting system for pressure related damage.
Importance of collecting and auditing data on pressure area
damage to improve pressure area care within the clinical
area.
Associated costs of pressure damage:
 Cost to the patient in terms of delayed rehabilitation
and pain
 Financial costs to the wider NHS

I can demonstrate through practice:
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5.1.3

Management

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
Identification and management of:
 Pressure ulcers (grades 1-4)
 Allergies (urticarial rash/hives)
 Atopic dermatitis/eczema
 Sweat rash
 Thrombophlebitis
 Psoriasis
 Shingles
 Purpuric rash
 Necrotising fasciitis
Provide emotional reassurance and support.
Surface management:
 Risk assess the patient’s skin using an appropriate
risk assessment tool
 Determine the appropriate surface for the identified
risk and to locate the correct surface
 Assess correct use of devices/equipment and that
they are in good working order (in accordance to
local policy)
 Ensure regular visual checks of at risk areas are
carried out
Keep moving:
 Encourage the patient to change their position or be
repositioned
 Manage people and equipment resources to achieve
positioning objectives, such as the maximum length
of time a patient is sitting out in a chair
 Regularly reposition unconscious patient in line with
application of local policy or skin bundle
 Minimise shear and/or friction damage with correct
use of manual handling devices
 Increased moisture damage and incontinence
management:
 Identify moist or wet skin
 Treat dry skin with moisturisers
 Cleanse the skin at the time of soiling and use topical
agents that act as moisture barriers
 Identify incontinence associated dermatitis, and
differentiate this from pressure damage
Offer toileting opportunities based on identified individual.
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5.1.3

Management

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
Report any pressure damage in line with local policy.
Measure the reliability of the care delivered within the
clinical area by measuring both pressure damage outcomes
and compliance with processes.
Refer patients to other members of the MDT when specialist
input is needed:
 Tissue viability
 Dietician
 Speech and language therapy
 Occupational therapy
 Physiotherapy

5.1.4

Pharmacology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Knowledge of when the following are indicated:
 Bactroban/mupirocin
 Antibacterial/anti-fungal
 Steroids
 Barrier creams
 Anti-inflammatories
 Anti-histamines
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5.2 Musculoskeletal
5.2.1

Anatomy & Physiology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Gross musculoskeletal anatomy:
 Overview of the skeletal system
 Muscle location, shape, size and direction
 How muscles connect to overlying fascia/tendons
 Composition of muscle
 Composition of bone
Discuss Physiology of the Musculoskeletal System:
 Role of the skeleton in supporting shape, movement
and protection
 Role of tendons and joints
 Muscle voluntary control – posture and locomotion
 Agonist/antagonistic role of muscles
 Motor neurone control of muscle
 Muscle protein filaments and contraction
 Slow and fast muscle fibres
 Generation of body heat
 Importance of muscle tone
 Range of movement

5.2.2

Assessment and Investigations

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Awareness of common investigations such as:
 Blood tests such as Creatinine kinase & ESR
 DXA (bone density test)
 Nerve conduction studies
 X-ray, CT, MRI and ultrasound
 Bone scan
An understanding of the significance of local, symmetrical or
asymmetrical:
 Muscle weakness/atrophy
55

5.2.2

Assessment and Investigations

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date


5.2.3

High and low muscle tone

Management

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through practice:
Importance of adequate exposure to perform a thorough
head to toe, front and back examination (see section 2.1.2)
including an appreciation of the importance of determining
symmetry of muscle power and movement.
Identification of patients at increased risk of skeletal injury
(e.g. cachexic, poor bone density) and an appreciation for
how this impacts on the respective Trust’s falls risk
assessment
Identify patients at high risk of joint damage (e.g. long stay,
oedematous).
Position shoulders to prevent excessive joint stretch when
laying a patient on their side.
Careful application of range of movement to avoid damage
by poor joint positioning.
Apply any appropriate ankle/foot splint for patients at high
risk of foot drop.
Provide emotional reassurance and support.
Identification and management of:
 Muscle atrophy following significant bed-rest
 Myopathies
 Rhabdomyolysis
 Osteoarthritis
 Rheumatoid arthritis
 Osteoporosis
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5.2.4

Pharmacology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Knowledge of when the following are indicated:
 Opioid analgesic and their impact on skeletal muscle
pain (see section 5.3)
 Muscle relaxants (e.g. baclofen)
 Bisphosphonates (e.g. alendronate) to improve bone
density
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5.3 Venous Thromboembolism (VTE)
5.3.1

Anatomy & Physiology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Anatomy of veins and how veins in the lower extremities
give rise to VTE
What is meant by a VTE.
The difference between a thrombus and embolus
Discuss impact of VTE on:
 Pulmonary vasculature
 Deep muscle

5.3.2

Assessment and Investigations

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Awareness of common investigations such as:
 D Dimer
 PTT/APTT
 USS
 VQ Scan
 Pulmonary angiography
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5.2.3

Management

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through practice:
Signs, symptoms and management of:
 DVT (calf and thigh)
 Pulmonary embolism
Importance of adequate exposure to perform a thorough
head to toe, front and back examination (see section 2.1.2)
including assessment of the patient for signs and symptoms
of DVT/PE. (see 6.2.5)
Importance and need to assess all patients admitted to
hospital against the VTE assessment.
 Importance of assessing the patients level of
mobility and need for all patients with significantly
reduced mobility to be further VTE risk assessed.
 Review VTE risk assessments in line with local policy
Why any patient at risk of thrombosis should receive
thromboprophylaxis in accordance with NICE guidance and
local policy.
 Instigates mechanical prophylaxis in line with local
policy (e.g. elastic compression stockings and
ambulation)
 Safe administration of pharmacological prophylaxis
and/or treatment (see 6.2.4)
Provide emotional reassurance and support and involves
patient in prevention of thrombosis as appropriate.

59

5.2.4

Pharmacology

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Knowledge of when the following are indicated:
 Heparin (low molecular weight heparin (LMWH) such
as enoxaparin or unfractionated heparin)
 Warfarin
 Pharmacological thrombolysis
Complications of pharmacological VTE prophylaxis
Demonstrate an awareness of additional treatment options
including endovascular and surgical interventions
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6. Safe Patient Transfer
The following competency statements relate to the safe transfer of an acutely unwell patient. These
competencies are not intended to replace any dedicated transfer course that you have attended, but
rather should be used in conjunction with that learning.
6.1.

Pre-Transfer stabilisation

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
The physiological effects of transfer:
 Acceleration towards the head
 Acceleration towards the feet
 Static hazards
Legal, insurance and safety considerations:
 Responsibility for the patient
 Liability to third parties scheme (LTPS)
 Safety when performing transfers
I can demonstrate through practice:
Preparation and stabilisation:
 Transfer checklist (where available)
 Patient
o ABCDE approach
o Monitoring
o Oxygen requirements
o ‘Packaging’ the patient
 Staff roles and responsibilities
 Equipment
o Drugs
o Ambulance equipment
o Transfer bag
o Airway bag
o Oxygen
 Organisation & Departure
o Communication
 Written
 Verbal
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6.2

Subspecialty transfers

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion: (WHERE
APPLICABLE)
Neurosurgical (where applicable):
 Oxygen delivery
 Haemodynamic control
 Monitoring
Vascular emergencies (where applicable):
 Haemodynamic control
 Vascular access

? whether
these
patient
groups
would be
considered
Level 1?

Cardiothoracic emergencies (where applicable)
 Patient groups/diagnoses
 Haemodynamic monitoring

6.3

Transfer documentation and communication

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I know and can demonstrate through discussion:
Benefits of using standardised transfer documentation.
Responsibility and accountability for completion of
documentation.
I can demonstrate through practice:
Correct completion of transfer documentation.
Correct handover of patient on arrival to destination.
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6.4

Requesting transport

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
Levels of transport (in accordance with local Ambulance
Service):





6.5

Time critical or Immediate
Emergency
Urgent
Scheduled

Equipment

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through practice:
Checking/use of:
 Portable suction
 Transfer monitor
 Transfer bag

References/Useful resources
North West London Critical Care Network Patient Transfer available at
http://www.londonccn.nhs.uk/page.asp?fldArea=1&fldMenu=2&fldSubMenu=1&fldKey=178
Accessed 16th December 2017
The Intensive Care Society (2011) Guidelines for the transport of the critically ill adult 3rd Ed ICS
London
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7. Holistic care
7.1 Promoting a positive patient experience
The following competency statements relate to holistic care of acutely unwell patients. The
competency comprises of concepts of psychosocial care, the physiological impact of acute illness and
communication for care, with approaches to assessment and management of care to promote the
patient experience.
7.1.1

Promoting Psychosocial Wellbeing

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Concept of holistic care and how it can be incorporated into
your practice:
 Physical
 Psychological
 Social and family
 Spiritual and cultural
Common feelings experienced by patients during a period of
acute illness:
 Feelings of dehumanisation
 Feelings of loss of self
 Feelings of loss of control
 Feelings of loss of time
 Feelings of loss of hope
 Feelings of loss of worth
 Feelings of loss of reality
 Feelings of loss of choice
Impact of the following on the psychological wellbeing of
acutely ill patients:
 Sensory overload
 Sleep deprivation
 Pain
 Confusion
 Disorientation
 Anxiety
 Fear
 Night terrors
 Hallucinations
Importance of developing the following with acutely ill
patients:
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7.1.1

Promoting Psychosocial Wellbeing

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date




A trusting relationship
Effective ways of communicating
Individualised family centred care plans

Assisting patients to:
 Regain control as far as possible
 Be involved and empower patients to make
decisions about their own care and treatment
 Promote acceptance of the situation
 Move through the grieving process
 Importance of giving patients and families clear
explanations about care and treatment, always
seeking consent before approaching patients to
undertake tasks
I can demonstrate through practice:
Provide emotional reassurance and support
Always act as the patients advocate
Demonstrate kindness and compassion in all care
undertaken
Promote a holistic approach to all care undertaken
Orientate patients to time, place and physical location
Alleviate fear, stress and anxiety
Ensure the patient is comfortable and pain free
Promote reality where the opportunity arises
Empower patients to regain self-concept and self-control
Give adequate explanations regarding care and treatment in
a language the patient can understand and repeat these
explanations as often as needed.
Adopt appropriate communication aids:
Encourage and motivate patients to achieve independence
in relevant tasks.
Include patients and family in the development of care plans
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7.1.1

Promoting Psychosocial Wellbeing

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
and treatment choices.
Be open and honest with patients and families and
demonstrate empathy towards their situation.
Encourage family members to bring in pictures, familiar
music and toiletries.
Encourage patient to accept the situation they find
themselves in and promote acceptance where ever possible.
Respect cultural and spiritual needs.
Promote normal sleep patterns:
 Reduce noise and light disturbance as far a
possible
 Offer earplugs and eye masks
Reduce sensory overload (particularly during the night).
Give explanations for loss of time.
Reassure patients that many patients experience similar
problems during and following a period of acute illness.
Refer for solution focused therapy or psychological support
from relevant multi-disciplinary team members if
appropriate.
Encourage patients and their relatives to discuss their
experiences of acute illness, for staff to learn from this.
Provide patients and relatives with written information.
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7.1.2

Delirium Assessment and Management

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
Three clinical subtypes of delirium and their presentation:
 Hyperactive
 Hypoactive
 Mixed
Characteristics of delirium:
 Altered consciousness
 Fluctuating mental status
 Inattention
 Disorganised thinking
NICE 103 guidance:
Strategies to prevent, recognise and treat delirium
 Strategies for prevention
 Screening for risk factors on admission and daily
observations
 Indicators of delirium
 Diagnosis – Confusion Assessment Method (CAM)
 Treatment – interventions and pharmacological
agents
I can demonstrate through practice:
Prevention of delirium:
 Ensure that people at risk of delirium are cared for
by healthcare professionals who are familiar to the
person at risk
 Avoid moving people within and between wards or
rooms unless absolutely necessary
 Assess people at risk for clinical factors contributing
to delirium
 Provide a multicomponent intervention tailored
to the person's individual needs and care
Initial management of a delirious patient
 Identify and manage underlying cause/s
 Ensure effective communication and reorientation
 Provide reassurance
 Consider involving family, friends and carers
 Provide a suitable care environment
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7.1.3

Associated Pharmacology

Selfassessment
Date / Sign

Competence
Fully
Achieved
Signed by
assessor
Date

I can demonstrate through discussion:
The main medications used in the pharmacological
treatment of delirium:
 Haloperidol
 Olanzapine
I can demonstrate through practice:
Safely prepare and administer medications as above to treat
delirium:
 Start with low dose
 Titrate cautiously according to symptoms
Monitor effects of medication:
 Desired outcome

Side effects

7.1.4

Visiting needs of acutely ill patients

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Importance of visiting and protected rest periods – both to
the patient and the relative.
Local units visiting policy, including children visiting acutely ill
patients, refreshments and availability of accommodation.
Needs of the visitor including what information & facilities
are required.
Awareness of situations of when to discourage visiting or
refuse entry to visitors (for example drunk, violent or abusive
visitors) which would compromise patient, staff & other
visitor’s safety, how to manage these situations, through
conflict resolution and who to refer them to.

I can demonstrate through practice:
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7.1.4

Visiting needs of acutely ill patients

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
Provide emotional reassurance and support.
Establish a main person who acts as a point of contact for
other family members.
Communicate information clearly considering the needs of
the relatives/visitor, providing written information if
necessary, being aware of what information can be given
over the phone.
Ensure that the environment is conducive for effective
communication.
Document appropriate communication to relatives /visitors
in line with local policy (e.g. care plan/case
notes/communication folder.
Assist with any areas for improvement that would enhance
the relatives/visitors visiting experience.
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7.2 Physiological changes due to acute illness
7.2.1 Promoting independence through function

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The physiological impact of reduced physical
function/immobility on the body’s systems:






Cardiovascular
Respiratory
Gastrointestinal
Endocrine
Musculoskeletal

The psychological impact of reduced physical
function/immobility.
Awareness of how acute and chronic medical conditions
impact on a patient’s physical functional ability.
Clinical presentation of patients who are recovering from
an acute illness and may be deconditioned





Muscle wasting
Loss of joint range of movement
Decreased sensation
Decreased exercise tolerance

Strategies for promoting independent function within a
level 1 environment.
Awareness of when patients are too medically unstable to
engage in functional activities
Enhanced recovery after surgery programme.
NICE 83 guidance:



Causation of ICU acquired weakness
Physiological impact following episode of acute or
critical illness



Strategies to prevent, recognise and treat physical
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7.2.1 Promoting independence through function

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
and non-physical sequel following critical illness
I can demonstrate through practice:
Establish an accurate social history from the patient and/or
relatives to understand previous level of function and
equipment requirements.
Patients current level of function and pre-admission level
of function should be clearly documented and
communicated to all staff involved in the patient’s care.
Ensure that a comprehensive risk assessment has been
completed and documented prior to any moving and
handling. This should in include a falls risk assessment.
Encourage relatives to bring in normal mobility equipment,
footwear and any other aids that will assist the patient to
maintain independent function.
Ensure that any equipment required to maintain or
enhance functional ability has been provided and is easily
accessible to the patient.
Ensure that the patient has been orientated to unfamiliar
surroundings and set expectations.
Ensure that the environment is organised to allow the
patient to maintain independent function.
Limit constraints to function such as catheters, drips,
uncontrolled pain by using drip stands, leg catheter bags or
removal of unneeded attachments and adequate analgesia.
Encourage patients to be involved and make meaningful
contribute in functional activities such as personal hygiene,
dressing, feeding.
Offer flexibility and choices for activities to make them
meaningful and ensure that cultural and spiritual needs are
considered.
Provide clear verbal and non-verbal communication during
functional activities to ensure engagement and repeat
instructions/explanations as required.
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7.2.1 Promoting independence through function

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
Provide emotional reassurance and support especially with
patients exhibiting anxiety or uncertainty during
movement.
Educate patients and relatives of the benefits of
maintaining independent function.
Follow instructions provided by other MDT specialists
outlining safe moving and handling, equipment
requirements and strategies to achieve 24-hour approach
to rehabilitation.
Refer to relevant multi-disciplinary team members if
strategies to promote independent function are
unsuccessful or patient is not at baseline level of function.

7.3 Communication

7.3.1

Communication

SelfAssessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
The importance of focusing on the individual:
 Personal space and positioning when communicating
 Body language and eye contact when
communicating
 Using the individual’s preferred means of
communication and language
 Checking that you and the individuals understand
each other
 Adapting your communication skills to aid
understanding
 Active listening
 Medications
 Past medical history
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7.3.1

Communication

SelfAssessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date


Learning disability

The difficulties that can arise with communication in the
acute care environment:
 Semi-conscious patient
 Clinical condition e.g. Stroke
 Dementia
 Disorientation
 Confusion
 Delirium
 Withdrawal from communication
 Addictions
 Hallucinations
 Sleep deprived patients
Methods and ways of communicating that allow for
communication difficulties to be overcome (including but not
limited to):
 Nonverbal communication aids, such as picture
boards, writing and electric devices
Support equality and diversity
The difficulties that may be experience in recognising and
interpreting the patient’s nonverbal communication
(including but not limited to):
 Signs of distress
 Deterioration in patient understanding
 Changes in mental capacity
I can demonstrate through practice:
Provide emotional reassurance and support.
Communicate clearly considering the needs of the patient.
Select the most appropriate method of communication for
the patient.
Identify any communication barriers with the individual and
take the appropriate action to overcome these:
 Appropriate language & terminology
 Patients usual communication aids
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7.3.1

Communication

SelfAssessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
Provide adequate pain relief.
Relief of any anxiety & stress.
Adopt any communicate aids that are appropriate to the
patient’s needs:
 Spectacles
 Hearing aids
 Picture boards
 White boards
 Pen and paper
 Interpreter
 Electronic devices
Adapt your communication style to suit the situation and the
patients’ needs.
Ensure that the environment for communication is as
conducive as possible for effective communication.
Clarify points to check that the patient understands what is
being communicated.
Actively listen and respond appropriately to any questions
and concerns raised during communication with the acute
care patient.
Ensure written documentation reflects the needs of the
patient and records any communication that has taken
place.
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7.3.2

Communication and Team Working

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
Importance of effective team working in acute care
(Including but not limited to):
 Efficient and timely completion of workload
 Working collaboratively
 Achieving common goals
 Team satisfaction
 Supporting and valuing each other
Members of the extended MDT and the main roles and
responsibilities of each in caring for the acutely ill (including
but not limited to):
 Acute care doctors
 Parental team doctors
 Acute care nursing team
 Acute care technicians
 Specialist nurse
 Physiotherapist
 Dietician
 Pharmacist
 Occupational therapist
 Speech & Language
 Psychologist
Importance of referring or responding promptly and
appropriately to each member of the MDT.
Most effective and efficient way to communicate with the
appropriate team member:
 Emergency call
 Verbal referral
 Written referral
 Fax
 Appropriate documentation
Identify when a difficulty or problem arises with a MDT
member.
Strategies and mechanisms for positively resolving
difficulties.
Knowledge of appropriate communication tools, including
S.B.A.R (Situation, Background, Assessment,
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7.3.2

Communication and Team Working

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

Recommendation).
Principles of confidentiality, security and sharing of
information about Acute care patients.
How your communication skills reflect on you and your
team.
I can demonstrate through practice:
Work as an effective Acute care team member.
Refer as appropriate to other MDT members of the team.
Communicate information about your acute care patient in a
logical and systematic manner using appropriate
communication tools, including S.B.A.R.
Maintain confidentiality as appropriate to do so.
Acknowledge and respond to communication promptly.
Assist and support other team members.
Deliver shift goals as set by the team leader.
Focus all your actions on the safety of yourself, your patient
and on other team members.
Actively participate in the professional development of other
team members.
Records and documents any referral, actions and outcomes
agreed by the team members.

7.3.3 Communicating in Difficult Situations

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
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7.3.3 Communicating in Difficult Situations

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

Management of emotional distress in patients, families and
colleagues.
Possible impact of all aspects of significant news on the
patients and family’s well-being.
Range of communication difficulties and resources
available to aid communication.
Importance of clear and direct communication.
Importance of the individual’s choice.
Importance of establishing rapport.
How to ask questions, listen carefully and summarise back.
Importance of encouraging individuals and families to ask
questions.
How to negotiate effectively with individuals, families and
other professionals.
How to manage own feelings and behaviour when
communicating with patients and families.
Importance of working within your own sphere of
competence and seeking advice when faced with situations
outside this situation.
I can demonstrate through practice:
Provide emotional reassurance and support.
Maintain a professional attitude when participating in
difficult discussions.
Choose or create an appropriate environment.
Communicate with individuals and their families/
significant others at apace and level appropriate to their
understanding.
Review the individual’s notes and all supporting
information and consult with colleagues so that you clearly
understand the individual’s current situation prior to the
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7.3.3 Communicating in Difficult Situations

SelfassessmentAssessment

Competence
Fully
Achieved

Date / Sign

Signed by
assessor
Date

discussion.
Explore the individual’s perceptions and feelings about the
current situation.
Use questions to assess what information the individual
wants to know.
Provide open and honest information to patients and
families at an appropriate level and pace.
Establish the patient and families understanding of any
information provided.
Summarise the information using different words, phrases
or expressions to assist the individuals understanding.
Provide opportunities for the patient and family to ask
questions and express their concerns and emotions.
Discuss options with the individual and agree the next
steps.
Record the consultation and any agreed outcomes as per
national and local policies.
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8. Professional Competencies
The following competency statements relate to your professional development as a registered
practitioner in the acute care environment. The competency comprises of core concepts in evidence
based practice, professional development planning and the development of leadership skills through
the recognition of human factors in healthcare.

8.1 Evidence Based Practice
8.1.1

Policy and Benchmarking

Selfassessment

Competence
Fully
Achieved

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Understanding of local, regional and national policy and
guidance that underpins my practice
The value of clinical audit and is contribution to practice
The importance of conducting benchmarking exercises
against appropriate national and professional guidance to
demonstrate local compliance
The importance of critical appraisal of research,
developments and new resources relevant to acute care to:
 Inform quality care
 Establish an evidence base for practice
 Develop clinical guidelines
 Contribute to practice development
 Identify key professional resources
 Identify key resources for patients and relatives
 Improve service provision
 Facilitate my own professional development and
promote professional development of others
I can demonstrate through practice:
Application of existing local, regional and national policy and
guidance to my practice
Contribution to clinical audit
Development of my personal portfolio demonstrating my
competence and professional development.
Completion of required benchmarking exercises accurately
and in the time frame outlined
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8.2 Developing Self and Others
8.2.1 Developing Self and Others

Selfassessmentassessment

Competence
Fully
Achieved.

Date / Sign

Signed by
assessor
Date

I can demonstrate through discussion:
NMC code (2015) Professional standards of practice and
behaviour for nurses and midwives
I can demonstrate through practice:
Self-awareness:

•
•
•

Set own achievable development goals
Use feedback to improve performance
Use reflection to learn from previous
experiences

Working with Others:
• Prioritise tasks and duties effectively for self and
others
• Provide emotional reassurance and support
• Build effective relationships and rapport with team
members
• Involve other relevant team members in problem
solving and decision making
• Challenge constructively when your view point
differs to others
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8.3 Human Factors
8.3.1 Human Factors

Selfassessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Human Factors knowledge:
 Able to define human factors
 Understand the relationship between human
factors and system performance
 Understand why errors and violations occur
Factors that can influence human performance:
 Understand factors that can impact human
performance e.g., stress, fatigue, memory,
physiology, temperature, noise, visual acuity
 Understand that combinations of factors can
influence human performance
Organisational approach to human factors:
 Can understand the approach to human factors in
the organisations management
 Understands the NHS’s approach to human factors
The relationship between culture and human factors:
 Can discuss expected behaviour and the impact
this can have on culture within a team and within
the wider organisation
 Understands expected behaviours and how this
can influence safety
The supportive mechanisms such as PACE (Probe, Alert,
Challenge, Emergency) and “Patient Safety First”
document.
Safety and occurrence reporting:
 Can evaluate human factors issues in occurrence
and safety reports
 Understands the effectiveness of reporting systems
 Understand the significance of safety culture

I can demonstrate through practice:
Recording and escalating actual or potential risks and / or
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8.3.1 Human Factors

Selfassessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
clinical incidents.
Completion of risk assessment for any identified issues and
escalating in line with local policy.
Completion of critical incidents or near misses in line with
local policy.
Acting on safety reports in line with local policies.
Acting in a manner which supports a safety culture and
encourage others to do so.
Working with other members of the MDT to promote
human factors and a culture of safety.

Suggested reading
Flin R, O’Connor P, Crichton M (2008). Safety at the Sharp End. Ashgate Publishing, Farnham
Institute of Medicine (2000). To err is human: building a safer health system. National Academy
Press, Washington
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9. Ethical and Legal Issues
The following competency statements relate to ethical and legal issue of providing care in the acute
care environment. The competency comprises of knowledge, assessment and management of
patient with diminished mental capacity, patients requiring end of life care planning, and the
importance of defensible documentation.

9.1 Mental Capacity
9.1.1 Mental Capacity & Safe Guarding Adults

Selfassessment

Competence
Fully
Achieved.

Date/Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Mental Capacity Legislation specifically:
 The definition of ‘capacity’
 Key principles of the legislation and their relevance
 Definition of a ‘vulnerable adult’ or ‘adult at risk’
 Groups of people covered by the legislation
 Meaning of ‘Best interest’
 Issues surrounding consent
 Types of abuse
 Indicators of abuse
 How to report concerns about possible abuse,
including knowledge of safeguarding leads within
your local Trust.
 Access to specialist support i.e. from Mental Health
services, Learning Disability nurses, Social Workers
Code of Practice and the role of the nurse involved in the
decision-making process in behalf of adults that lack
capacity.
Deprivation of Liberty Safeguards – Code of Practice for
those individuals who lack of capacity to consent to
treatment or care.
Strategies and tools available for assessing and recording
mental capacity.
Procedures available for referral of patients presenting
with diminished mental capacity.
Implications of diminished mental capacity for practice and
in emergency situations.
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9.1.1 Mental Capacity & Safe Guarding Adults

Selfassessment

Competence
Fully
Achieved.

Date/Sign
Signed by
assessor
Date
Discuss the role of an independent mental capacity
advocate (IMCA).
Role and principles of the nurse as patient advocate.
Lasting Power of Attorney and Court Appointed Deputy.
Advance decisions.
Provide evidence of completion of mandatory training in
relation to mental capacity and safeguarding issues.
Acknowledge limitations of competence in relation to
mental capacity and safe guarding adults in reference
professional standards.
I can demonstrate through practice:
Minimise potential sources of harm to the vulnerable
individual.
Risk assessments and reporting procedures, including
application of the two-stage mental capacity assessment.
Make appropriate Deprivation of Liberty applications.
Local guidelines and policies related to Health, Safety and
Security.
Demonstrate effective communication measures with the
patient, families and/or carers and the wider MDT
members, on issues related to diminished mental capacity.
Range of strategies include:
 Handover
 Team Meetings
 Written records
References
http://www.legislation.gov.uk/ukpga/2005/9/contents
http://www.scie.org.uk/publications/ataglance/ataglance43.asp
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9.2 End of Life Care
9.2.1

End of Life Care planning

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Current national and local policies, protocols and
guidelines in relation to End of Life care:








Capacity, care planning and advance care planning
in life limiting illness
End of Life Care Strategy
Leadership Alliance for the care of the dying
People: Engagement with patients, families,
carers and professionals.
Gold Standard framework
Preferred Priorities of Care
One change to get it right
Amber care pathway

The use of the Amber care pathway in recognising that
the end of life maybe within the next year, to initiate early
planning and decision making
The 5 priorities of care with the end of life patient and
family:
 Recognition the death may be imminent, this is
communicated clearly to all involved and
documented
 Open and honest communication with the patient
and family
 The dying person and those important to them
are involved in decisions and treatment plans
 Needs of the family and important people are
recognised and met where possible
 An individual plan of care is created which
includes food and drink, symptom control and
social, psychological and spiritual support is
agreed and delivered
Ethical dilemmas in caring for the acutely ill patient
nearing the end of life including tissue donation.
Concept of futility and prolonging life.
Stages a patient may pass through within the dying
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9.2.1

End of Life Care planning

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
process.
Application of clinical decision-making models within the
acute care setting.
Role of the broader MDT in End of Life care:
 Palliative Care Team
 Bereavement Support
 Pastoral Care
 Specialist Tissue Donation Nurse
Treatment algorithms as part of individualised End of Life
Care planning:
 Pain
 Nausea
 Agitation
 Dyspnoea
 Respiratory Tract Secretions
Rapid discharge policies.
Understand the benefits of tissue donation for both donor
families and recipients.
I can demonstrate through practice:
Provide emotional reassurance and support.
Agree with patients/relatives and/or significant others the
End of Life plan of care.
Effectively communicate with patient and family
throughout the end of life stages.
Identify any resources required.
Identify potential problems that can arise as the individual
progresses towards their End of Life.
Implement aspects of the individualised End of Life care
and treatment plan promptly, in the correct sequence,
and at the earliest possible opportunity, to achieve the
best outcome for the individual. This might include a
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9.2.1

End of Life Care planning

SelfAssessment

Competence
Fully
Achieved.

Date / Sign
Signed by
assessor
Date
treatment escalation and resuscitation plan.
Demonstrate an understanding of the emotional and
spiritual support the patient and family may require.






Refusal of treatment
Advance Directives
Objection to certain procedures
Religious views and practices
Ensure the safety of individuals as they progress
towards their end of life.

Take prompt and effective action when there is deviation
from the agreed care plan.
Where appropriate implement rapid discharge policies to
the patients or relatives preferred place of care.
Review individualised care and treatment plans and
update as necessary.
Ensure death is certified by an appropriately trained
professional.
Demonstrate understanding of the families religious and
spiritual needs immediately following death (including but
not limited to):
 Assemble all relevant equipment and assisting
with last offices
 Relatives/carer time spend at the bedside
 Respect for privacy
Following the death of a patient, facilitate processes after
death (including but not limited to):
 Collection of death certificate and patient
property
 Provision of support documents
 Discussions with regards to tissue donation
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9.2.2 Withholding and Withdrawing Treatment

Selfassessment
Assessment
Date / Sign

Competence
Fully
Achieved.
Signed by
assessor
Date

I can demonstrate through discussion:
Legal constraints, Mental Capacity Act and ethical
principles of withdrawal or withholding treatment.
Procedures for forming and recording agreements on
treatment withdrawal.
Best practice procedures for early identification of
potential tissue donation according to defined triggers.
How to facilitate access to sources of support within the
broader MDT e.g. bereavement support.
Availability of care suitable for patients after withdrawal of
treatment e.g. End of life care plan.
I can demonstrate through practice:
Establish with MDT that further treatment for the patient is
futile and that, at some stage, active treatment should be
withdrawn in the knowledge that this will result in the
patient’s death.
Consider the patients and /or family’s preference for where
care will be delivered after withdrawal of treatment.
Review the end of life care options suitable for patients.
Initiate a systematic timely referral for tissue donation
according to best practice guideline.
Agree with the patient, where possible and their family and
colleagues a plan of care.
Arrange resources for the delivery of the plan, including
liaison with MDT and appropriate support teams
References
https://www.gov.uk/government/publications/end-of-life-care-strategy-promoting-high-qualitycare-for-adults-at-the-end-of-their-life
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/323188/One_cha
nce_to_get_it_right.pdf
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http://www.dyingmatters.org/sites/default/files/preferred_priorities_for_care.pdf
http://www.goldstandardsframework.org.uk/about-us
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9.3 Defensible Documentation
9.3.1 Documentation

Selfassessment

Competence
Fully
Achieved.

Date/Sign
Signed by
assessor
Date
I can demonstrate through discussion:
Reference guide to consent for examination or treatment
(DoH):
 Informed consent
 Capacity
 Verbal / non-verbal consent
Information Governance and NHS Litigation Authority
(CNST) Standards in relations to the registered
professional’s legal responsibility in written
documentation:
 Accurate
 Purposeful
 Contemporaneous
 Author of entry – printed signed and professional
PIN number
Your accountability in relation to:
 Statute Law
 Case Law
 Civil Law
 Criminal Law
The reason for accessing and maintaining health care
records:
 Helping to improve accountability
 Showing how decisions related to patient care are
made
 Supporting the delivery of services
 Supporting effective clinical judgements and
decisions
 Supporting patient care and communications
 Making continuity of care easier
 Providing documentary evidence of services
delivered
 Promoting better communication and sharing of
information between members of the multiprofessional healthcare tea, patients and families
 Helping to identify risks, and enabling early
detection of complications
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9.3.1 Documentation

Selfassessment

Competence
Fully
Achieved.

Date/Sign
Signed by
assessor
Date



Supporting clinical audit, research, allocation of
resources and performance planning
Helping to address complaints or legal process.

Your responsibility in relation to health care records:
 Use of electronic tracking systems for health care
records
 Privacy and confidentiality of patient information
 Caldecott Guidelines
I can demonstrate through practice:
Provide an accurate, concise, timely and contemporaneous
record of your patient’s treatment and events, utilising
appropriate systems required.
Maintain an accurate, concise, timely and
contemporaneous record of communication between the
MDT and patient and relatives
Complete the necessary care plans, risk assessments,
implementation of care and evaluations
Accurately file patient information utilising the health
records systems in place
References
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/138296/dh_10365
3__1_.pdf
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10. Assessment and Development
Assessment & Development Record Summary
Date

Assessment completed

Lead assessor
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Date

Assessment completed

Lead assessor
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Initial Assessment & Development Plan
Date:

(Please add date to the Assessment Record
Summary)
This meeting between Learner and Lead Assessor should take place during induction. It is
to identify the learning needs of the practitioner during their supernumerary period and
identify those competencies that should be attained within the first 3 months of the
competency programme.
CURRENT ACUTE CARE KNOWLEDGE, UNDERSTANDING AND SKILLS

COMPETENCIES TO BE ACHIEVED

SPECIFIC SUPPORTIVE STRATEGIES REQUIRED

Learners Signature:
Lead Assessors / Practice Educators Signature:
NEXT AGREED MEETING DATE:
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On-going Assessment & Development Plan
(Please add date to the Assessment Record
Summary)
This meeting between Learner and Lead Assessor is to identify the progress made by the
practitioner in achieving the competencies identified in the initial and/or previous
meetings. It is here further objectives will be set. On-going assessments should take place
at least every 3 months. If the learner requires additional support a further action plan
can be completed.
Date:

REVIEW OF COMPETENCIES ACHIEVED
ON TARGET:

YES

NO

IF NO, WHICH COMPETENCIES HAVE YET TO BE MET

REASONS FOR NOT ACHIEVING

SPECIFIC OBJECTIVES TO ACHIEVE COMPETENCE

KEY AREAS & ADDITIONAL COMPETENCIES TO BE ACHIEVED BEFORE NEXT MEETING

Learners Signature
Lead Assessors / Practice Educators Signature:
NEXT AGREED MEETING DATE:

95

Additional Action Planning
(Please add date to the Assessment Record
Summary)
This document is to be completed as required to set SMART objectives for the learner
who requires additional support to achieve certain competencies (these will have been
identified during the 3 monthly On-going Assessment & Development plan).
Date:

AREAS FOR FURTHER ACTION PLANNING

Learners Signature
Lead Assessors / Practice Educators Signature:
NEXT AGREED MEETING DATE:
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Final Competency Assessment
Date:

(Please add date to the Assessment
Record Summary)

This meeting is to identify that all the Level 1 competencies have been achieved and that the
practitioner is considered competent and safe.
COMPETENCY STATEMENT:
The practitioner has been assessed against the competencies within this document and
measured against the definition of competence below by Level 1 / enhanced care colleagues,
mentors and assessors and is considered a competent safe practitioner within the Level 1 /
enhanced care environment:
“The combination of skills, knowledge and attitudes, values and technical abilities that
underpin safe and effective the Level 1 / enhanced care and interventions”
As part of quality assurance, the practitioner is expected to maintain a portfolio of practice as
part of NMC regulations and revalidation to support on-going competence and declare any
training and/or development needs to their line manager or appropriated other.
Competency will be reviewed annually as part of staff personal development plans and
evidence of this will be required for NMC revalidation. Where necessary objectives will be set to
further develop any emerging competency required to work safely within the critical care
environment.
LEAD ASSESSORS COMMENTS

LEARNERS COMMENTS

Learners Signature:
Lead Assessors / Practice Educators Signature:
NEXT AGREED MEETING DATE:
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Annual Competency Review
(to accompany local appraisal documentation)
(Please add date to the Assessment
Record Summary)
This record is a statement between the practitioner who has successfully completed the
Level 1 competencies and their Appraiser. It should be used alongside local appraisal
systems annually to ensure that the practitioner continues to demonstrate that they
are competent and safe in the delivery of care in the Level 1 / enhanced care
environment.
Date:

OVERALL COMPETENCY MAINTAINED

YES

NO

If no, which competencies require further development?

Specific objectives to achieve competence

Further Comments

Learners Signature:
Lead Assessors / Practice Educators Signature:
NEXT AGREED MEETING DATE:
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Continuing Personal Development & Learning
Reflective Account:

Date

Please fill in a page for each of your reflections, ensuring you do not include any
information that might identify a specific patient or service user.
What was the nature of the CPD activity/ practice-related feedback?

What did you learn from the CPD activity and/or feedback?

How did you change or improve your work as a result?

How is this relevant to your profession?

Learners Signature:
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Continuing Personal Development & Learning
Reflective Account:

Date:

Please fill in a page for each of your reflections, ensuring you do not include any
information that might identify a specific patient or service user.
What was the nature of the CPD activity/ practice-related feedback?

What did you learn from the CPD activity and/or feedback?

How did you change or improve your work as a result?

How is this relevant to your profession?

Learners Signature:
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Continuing Personal Development & Learning
Reflective Account:

Date

Please fill in a page for each of your reflections, ensuring you do not include any
information that might identify a specific patient or service user.
What was the nature of the CPD activity/ practice-related feedback?

What did you learn from the CPD activity and/or feedback?

How did you change or improve your work as a result?

How is this relevant to your profession?

Learners Signature:
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