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NMC Future Nurse Standards (NMC 2018a)
Assessment of Proficiencies in Practice

A Guide for Students, Practice Supervisors, Practice Assessors and Academic Staff

  
 Context

The Pan London Practice Learning Group (PLPLG) on behalf of the 14 London Approved Educational Institutes (AEIs) secured Clinical Placement Expansion Programme (CPEP) funding from HEE to plan a consistent approach to the assessment of those proficiencies/skills which may be challenging to achieve and assess in specific practice settings across the 4 fields of nursing. The focus of this work has been to develop and agree a unified approach Pan London, in collaboration with all the AEIs and their practice partners. 

This work is intended to facilitate placement expansion and increase capacity as staff in practice become more confident in supporting students and AEIs utilise simulated practice more effectively in line with NMC requirements (NMC, 2018b). 

This work is also intended to reflect that the Annexe A and B skills, as operationalised in the proficiencies section in the PAD “apply to all registered nurses, but the level of expertise and knowledge required will vary depending on the chosen field of practice” (NMC 2018a, pp 27&31).

In discussions with the NMC, the project team have been reminded of the need to ensure students receive opportunities to achieve the proficiencies/skills in practice, where possible, and this requirement has influenced the approach in this guide. 


Purpose

For the purpose of this project, 12 specific proficiencies/skills across Parts 2 and 3 have been identified. This guide will provide information for students, Practice Supervisors, Practice Assessors, and academic staff to outline:  

· where the proficiency/skill is to be assessed e.g., in practice placement or in simulated practice within the university
· learning resources to support student learning and guide the PS/PA in assessing proficiencies, including case studies and relevant eLFH modules..
· a table which summarises the proposals regarding the approaches to student assessment of the 12 identified proficiencies/skills. 


Student Assessment of Proficiencies

As per the NMC guidance it is important to emphasise that where possible student assessment should occur within the practice  setting (see approaches 1a and 1b below), however, it is acknowledged that this may not always be achievable in all fields of nursing due to the nature of the service and the model of care delivery. 





The majority of proficiencies are taught in theory within the AEI, with the opportunity for skills rehearsal, where appropriate, using a range of resources (including those identified in this guide). 



The approaches to assess the proficiencies are outlined below:

1. Within Practice by PS/PA
 
1a) Working directly with patients / service users to observe and practice the skill/proficiency (to incorporate application of knowledge and skills that are delivered in AEIs)

1b) Using a targeted discussion i.e. if the opportunity to meet whole/part of the proficiency is not available (to incorporate the application of knowledge/skills rehearsal from the AEI- may be supported by simulated practice in some areas) 

2. Within the University : 

Through Simulated Practice (theory, practice and assessment within AEI, and signed in the PAD by the AEI – if the opportunity to be assessed in practice is not available. This can be a member of AEI staff – acting in the role of PA in line with SSSA)

[Refer to the Case Studies/resources on the Pan London Practice Learning Group website for relevant focused learning and supporting information in relation to the achievement of these proficiencies.  https://plplg.uk/]

The identified resources are not intended to be prescriptive and should be used to enhance student learning and support assessment. For example the student may be asked to explore the Case Study before a discussion with their PS/PA. The Case Study itself is not a formal part of the assessment and a PS/PA may alternatively choose to draw on other available sources of evidence to support their assessment.

Likewise the eLFH modules are intended to expand a student’s understanding and guide practice staff to the underpinning theory, where necessary. It is acknowledged that some of the modules are aimed at acute care but can be applied to any field/practice setting and remain valuable in supporting learning.


NB Some proficiencies may require a change in policy in the practice setting and will need to be reflected in local policy documents. 


	Abbreviations used in this Guide

	CPEP:  Clinical Placements Expansion Programme 
	PA: Practice Assessor

	eLFH: eLearning for Health
	PLPLG: Pan London Practice Learning Group

	HEE: Health Education England
	PS: Practice Supervisor

	AEI:  Approved Education Institution i.e. university
	SSSA: Standards for student supervision and assessment

	NMC: Nursing and Midwifery Council
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Achievement of Proficiencies
Skills rehearsal and related theory is delivered in the AEI for all proficiencies at an appropriate level for the student’s intended field of nursing practice.

	 Proficiencies
	Direct patient care in practice by PS/PA
	Targeted discussion in practice with PS/PA
	AEI Simulation 
(assessment within AEI)
	Resources

	Part 2, No. 3:  Recognise people at risk of self-harm and/or suicidal  ideation and demonstrates the knowledge and skills required to support person-centred evidence-based practice using appropriate risk assessment tools as needed. (Part 2 or Part 3)
	 
Adult  √
Child √
Mental Health√ 
Learning Disability √

‘Recognition’ can form part of a discussion with the student. the remaining proficiency can be assessed through use of any risk assessment tool.
	
	
	Suicide and Self-harm Prevention - Adults
Self-harm: Making an Assessment
https://www.minded.org.uk/Component/Details/653226

Suicide and Self-harm Prevention - Young People
Vulnerable Groups – An overview 
https://portal.e-lfh.org.uk/Component/Details/591520
Assessing and managing risk 
https://portal.e-lfh.org.uk/Component/Details/591600

Case Studies:




[bookmark: _MON_1710502594][bookmark: _MON_1710563183]   


	Part 2. No.12.Demonstrates understanding of artificial nutrition and hydration and is able to insert, manage and remove oral/nasal gastric tubes
	Adult  √

Child √

Some areas may have implemented the British Association of Enteral and Parenteral Nutrition guidelines. If so the AEI should be informed to support assessment decisions https://www.bapen.org.uk/
	 
Mental Health√ 

Learning Disability √

Demonstrates understanding of artificial nutrition and hydration can be achieved in any area though opportunities to practice may not.
	
	Nasogastric tube insertion 
https://portal.e-lfh.org.uk/Component/Details/671397

Feeding (in palliative care) 
https://portal.e-lfh.org.uk/Component/Details/633151 British Association of Enteral and Parenteral Nutrition guidelines. https://www.bapen.org.uk/
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	 Proficiencies
	Direct patient care in practice by PS/PA
	Targeted discussion in practice with PS/PA
	AEI Simulation 
(assessment within AEI)
	Resources 

	Part 2, No. 14: Insert, manage, and remove urinary catheters for all genders and assist with clean, intermittent self-catheterisation where appropriate. Manages bladder drainage where appropriate.   
	
Adult   √

May only have opportunity with a single gender due to local policy/ opportunities
	 
Child √
	 
Mental Health√ 

Learning 
Disability √

AEIs may use the case study to support assessment If opportunity in practice is not available



	
Essentials in care
https://portal.e-lfh.org.uk/Component/Details/404835

Management of Incontinence and Urinary Catheters
https://portal.e-lfh.org.uk/Component/Details/614010
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	Part 2, No. 19: Undertakes a comprehensive respiratory assessment including chest auscultation e.g., peak flow and pulse oximetry (where appropriate) and manages the administration of oxygen using a range of routes.
	Adult  √
Child √
Mental Health√ 
Learning Disability √

Respiratory assessment can be undertaken for any individual. Consider when chest auscultation is undertaken as part of this and if possible provide opportunities for demonstration 
	Mental Health√ 
Learning 
Disability √


Respiratory assessment can be undertaken for any individual though opportunity for ‘comprehensive assessment’ might not.  

	
	Respiratory assessment and monitoring
https://portal.e-lfh.org.uk/Component/Details/678001
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	Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning techniques.


	Adult  √
Child √
Mental Health√ 
Learning Disability √
	Mental Health√ 
Learning Disability √

If opportunity in practice is not available


	
	Open and closed suctioning
https://portal.e-lfh.org.uk/Component/Details/677517

Quality standards: Mental Health inpatient care equipment and drug lists Resuscitation Council UK
https://www.resus.org.uk/library/quality-standards-cpr/quality-standards-mental-health-inpatient-care-equipment-and-drug



	 
Proficiencies
	Direct patient care in practice by PS/PA
	Targeted discussion in practice with PS/PA
	AEI Simulation 
(assessment within AEI)
	 Resources

	Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability to undertake an ECG and interpret findings.
	Adult  √
Child √
Mental Health√ 
Learning Disability √
	Mental Health√ 
Learning Disability √

Cardiac assessment can be undertaken for any individual though the opportunity to  undertake an ECG might not.

	
	Physical Health Checks for people with Severe Mental Illness 
https://www.e-lfh.org.uk/programmes/physical-health-checks-for-severe-mental-illness/
https://portal.e-lfh.org.uk/Component/Details/442039 (Check if archived)
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	Part 2, No. 25: Demonstrates knowledge and skills related to safe and effective venepuncture and can interpret normal and abnormal blood profiles.    
	Adult  √
Child √
Mental Health√ 
Learning Disability √
	Mental Health√ 
Learning Disability √

If opportunity to practice is not available 
	
	Clinical skills venepuncture - YouTube Video - Venous Access
https://portal.e-lfh.org.uk/myElearning/Index?HierarchyId=0_45016_45612_47710_47712_47731&programmeId=45016




	Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy.
*local policy change needed
	Adult  √

	Child √

	Mental Health√ 

Learning 
Disability √

AEIs to use the proposal outlined in the CN IV passport  to support assessment.

	https://www.hee.nhs.uk/our-work/capitalnurse/our-work/iv-therapy-passport
Capital Nurse IV Therapy Passport 
http://portal.e-lfh.org.uk/Component/Details/599636
includes: Vascular access devices
The following guide outlines a staged approach to the integration of the CN IV passport for the pre-registration curriculum indicating the levels for each field of practice
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	Direct patient care in practice by PS/PA
	Targeted discussion in practice with PS/PA
	AEI Simulation 
(assessment within AEI)
	 Resources

	Part 2, No. 27: Manage and monitor blood component transfusions in line with local policy and evidence base practice.


	Adult  √
Child √

	


	Mental Health√ 

Learning 
Disability √

AEIs may use the identified resources to support assessment If opportunity in practice is not available

	NHS Blood and Transplant resources
https://b-s-h.org.uk/media/5152/admin_blood_components-bcsh-05012010.pdf

https://hospital.blood.co.uk/patient-services/patient-blood-management/education/
NHS Blood and Transplant
Blood Assist App: developed by 
https://www.bloodassist.co.uk/
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	Part 3 No. 12: Manages the care of people who are receiving IV fluids and accurately records fluid intake and output, demonstrating understanding of potential complications
	Adult  √

Child √

	Mental Health√ 

Learning Disability √

If opportunity to practice is not available.

	
	CapitalNurse IV Passport
https://www.e-lfh.org.uk/programmes/iv-therapy-passport/

Assessing fluid balance and preventing dehydration
https://portal.e-lfh.org.uk/myElearning/Index?HierarchyId=0_45016_45612_45782_45799&programmeId=45016
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Proficiencies
	Direct patient care in practice by PS/PA 
	Targeted discussion in practice with PS/PA
	AEI Simulation 
(assessment within AEI)
	 Resources



	Part 3, No. 13: Manages the care of people receiving fluid and nutrition via infusion pumps and devices including the administration of medicines as required in line with local policy.
	Adult  √

Child √

	Mental Health√ 

Learning Disability √

If opportunity to practice is not available.


	
	https://portal.e-lfh.org.uk/myElearning/Index?HierarchyId=0_45016_45678_567&programmeId=45016  Includes: Syringe Pumps: Introduction, Risk Management, Specific Devices
https://portal.e-lfh.org.uk/myElearning/Index?HierarchyId=0_45016_45678_539&programmeId=45016  Includes: Volumetric pumps: Introduction

Case Study as above for care of people with IV Fluids


	Part 3 No.14 Manage and monitor the effectiveness of symptom relief medication, with the use of infusion pumps and other devices.
	Adult  √

Child √



	Mental Health√ 

Learning Disability √

If opportunity to practice is not available.



	
	Infusion pumps:
https://portal.e-lfh.org.uk/myElearning/Index?HierarchyId=0_39701_39701&programmeId=39701

Case Study as above for care of people with IV Fluids
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Learning Disabilities Nursing Case Study - 1



Part 2, No. 3: Recognise people at risk of self-harm and/or suicidal ideation and demonstrates the knowledge and skills required to support person-centred evidence-based practice using appropriate risk assessment tools as needed. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Define self-harm or self-injurious behaviours as applied to people with learning disabilities

· Identify types of self-harm and self-injurious behaviours in people with learning disabilities

· Describe what makes individuals with learning disabilities at risk of demonstrating self-harm or self-injurious behaviours.

· Demonstrate risk assessment and management knowledge and skills through undertaking an appropriate risk assessment

· Demonstrate awareness of the assessment and management of self-harm or self-injurious behaviours



Case Study for Students:

Tom is 25 years old and has a moderate Learning Disability and Autistic Spectrum Disorder. He lives with his parents and two younger siblings, Sam 21, and Kelly 19. He has limitations with complex verbal communication and requires simple language supported with non-verbal methods such as gesturing and signs. After attending a special educational needs school and college locally, he has a one day a week supported employment job in a café near his home. He is not able to travel independently. He attends two activities, a Men’s group, and a walking group, at a local Mencap which is provided in small groups of people he knows which he enjoys. Tom has demonstrated self-harm/self-injurious behaviours by biting hard on his hands since he was about 10 years old. This occurs several times a day and has caused long term tissue damage which occasionally bleeds. His GP prescribed sertraline 200mg once a day four years ago. His parents are finding this more difficult to manage as this behaviour is getting worse at home and his café job is at risk due to his behaviours. They make a referral to their Learning Disability Team for support and a Community Learning Disabilities Nurse is allocated to Tom.

 

Using the above information please complete the below SBAR template, before having a discussion regarding Tom’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 











Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Tom is a 25 year old man with moderate learning disabilities and autistic spectrum disorder who lives at home with family

· Referred to community learning disabilities team for behaviours that challenge by parents

· Multi-professional learning disabilities team including nursing, psychology, speech and language therapy and psychiatry



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Tom 

· 25yrs

· Moderate learning disabilities

· Autistic spectrum disorder 

· Requires simple verbal language supported with non-verbal methods

· Lives with parents and two younger siblings

· One day a week supported employment, two activities at Mencap

· Self-harm/self-injury by biting hand for 15 years – increasing in frequency

· Prescribed sertraline 200mg four years ago

· Potential risk of moving from family home and losing café job



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Tom’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Initial needs assessment for referral to community learning disabilities team

· Assessment of physical health assessment including whole body system/Activities of Daily Living – OK Heath Check (Matthews 2003) - medication, tissue damage to hands, TPR/BP, BMI, blood glucose, urinalysis, cholesterol, referral to GP for blood tests 

· Assessment of mental health – Mental State Examination/PAS-ADD Checklist (Moss et al 2002)

· Assessment of behaviours that challenge – Functional Assessment Interview (O’Neill et al 1997), ABC charts, direct observations, Questions About Behavioural Function (Matson and Volmer 1995) 

· Assessment of social needs – referral to Social Worker/Care Manager

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Tom’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Treat/intervene with any physical health conditions

· Treat/intervene with any mental health conditions

· Implement Positive Behavioural Support plan

· Reduce triggers to self-harm/self-injury behaviours

· Change reinforcers to self-harm/self-injury behaviours

· Increase support at café job, increase communication and structure of tasks to be completed

· Enhance communication strategies for Tom and others – non-verbal communication methods

· Increase level of independent functioning to meet own needs

· Risk Management Plan
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Mental Health Nursing Case Studies - 1



Part 2, No. 3: Recognise people at risk of self-harm and/or suicidal ideation and demonstrates the knowledge and skills required to support person-centred evidence-based practice using appropriate risk assessment tools as needed. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Define self-harm or suicidal ideation as applied to people with mental health problems. 

· Identify types of self-harm in people with mental health problems.

· Describe what makes individuals with mental health problems at risk of demonstrating self-harm or suicidal ideation.

· Demonstrate risk assessment and management knowledge and skills through undertaking an appropriate risk assessment.

· Demonstrate awareness of the assessment and management of self-harm or suicidal ideation.



Case Study for Students:

Amanda is 24 years old and has depression and anxiety which was diagnosed aged 17 years. She lives at home with her parents who both work full time outside of the house. She has two brothers aged 18 years and 20 years who are both at university over 100 miles away. Amanda attended school until aged 16 years and then commenced college, however, her mental health deteriorated, and she left without completing her studies. Since then she has been unemployed. She has some friends that she met at school and college but now rarely sees them. Her father’s family live nearby and she has four cousins who are aged between 12 years and 19 years who she sees occasionally for family events. Amanda has a history of self-harming by overdosing aged 17 years and 21 years and has engaged in cutting her upper arms and thighs with razor blades approximately every six months since she was 20 years old. She has been prescribed medication for the past seven years by her GP and then allocated Psychiatrist during a referral to the community mental health team aged 22 years. Amanda currently 60mg fluoxetine once per day. She has not been admitted to an inpatient ward and currently has an allocated Community Mental Health Nurse due to a GP referral for increased anxiety and low mood and stated that her' mental health has ruined her life’ and that ‘there is little point in going on’.      



Using the above information please complete the below SBAR template, before having a discussion regarding Amanda’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 











Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Amanda is a 24 year old woman and has depression and anxiety and a history of self-harm and suicidal ideation 

· She lives with her parents 

· Referred to community mental health team by GP due to increased anxiety and low mood 

· Suicidal ideation  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Amanda

· 24 years

· Lives with parents, younger siblings at university

· Unemployed 

· History of anxiety and depression for 7 years

· Overdose aged 17 years and 21 years

· Self-harming by cutting arms and legs approx. 6 monthly since 20 years

· Fluoxetine 60mg o.d.

· Risk of self-harm and suicide



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Amanda’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Initial needs assessment for referral to community mental health team

· Assessment of mental health – Mental State Examination

· Assessment of depression

· Assessment of anxiety

· Assessment of self-harm – identify triggers

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, tissue damage to arms/legs, TPR/BP, BMI, blood glucose, urinalysis, cholesterol, referral to GP for blood tests 

· Assessment of social needs – referral to Social Worker/Care Manager

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Amanda’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Allocate CPA coordinator

· Medication review and monitoring of prescription change – therapeutic/side effects  

· Offer talking therapies – CBT, solution focussed therapy, family therapy

· Reduce triggers to self-harm

· Treat/intervene with any physical health conditions

· Encourage increased social interactions, social/employment/voluntary activity

· Signpost to support services - MIND

· Risk management plan













MHN scenarios- draft 1 NF 03/22




image4.emf
Adult Nursing Case  Studies 1.SHdocx.docx


Adult Nursing Case Studies 1.SHdocx.docx
Adult Nursing Case Studies - 1



Part 2, No. 3: Recognise people at risk of self-harm and/or suicidal ideation and demonstrates the knowledge and skills required to support person-centred evidence-based practice using appropriate risk assessment tools as needed. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Define self-harm or suicidal ideation 

· Identify types of self-harm in people 

· Describe what makes individuals at risk of demonstrating self-harm or suicidal ideation.

· Demonstrate risk assessment and management knowledge and skills through undertaking an appropriate risk assessment.

· Demonstrate awareness of the assessment and management of self-harm or suicidal ideation.



Case Study for Students:

Amanda is 24 years old and has depression and anxiety which was diagnosed aged 17 years. She lives at home with her parents who both work full time outside of the house. She has two brothers aged 18 years and 20 years who are both at university over 100 miles away. Amanda attended school until aged 16 years and then commenced college, however, her mental health deteriorated, and she left without completing her studies. Since then she has been unemployed. She has some friends that she met at school and college but now rarely sees them. Her father’s family live nearby and she has four cousins who are aged between 12 years and 19 years who she sees occasionally for family events. Amanda has a history of self-harming by overdosing aged 17 years and 21 years and has engaged in cutting her upper arms and thighs with razor blades approximately every six months since she was 20 years old. She has been prescribed medication for the past seven years by her GP and then allocated Psychiatrist during a referral to the community mental health team aged 22 years. Amanda is currently on 60mg fluoxetine once per day. She attends Urgent and Emergency Care having cut her upper thighs causing considerable bleeding. 



Using the above information please complete the below SBAR template, before having a discussion regarding Amanda’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 

















Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Amanda is a 24 year old woman and has depression and anxiety and a history of self-harm and suicidal ideation 

· She lives with her parents 

· Referred to community mental health team by GP due to increased anxiety and low mood 

· Suicidal ideation  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Amanda

· 24 years

· Lives with parents, younger siblings at university

· Unemployed 

· History of anxiety and depression for 7 years

· Overdose aged 17 years and 21 years

· Self-harming by cutting arms and legs approx. 6 monthly since 20 years

· Fluoxetine 60mg o.d.

· Risk of self-harm and suicide



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Amanda’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, assess wound and tissue damage to legs, TPR/BP, BMI, blood glucose, urinalysis, cholesterol, full blood count

· Referral to MH liaison nurse for assessment of mental health – Mental State Examination, depression and self-harm/suicidal ideation

· Assessment of risk – harm to self, others, environment





		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Amanda’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Refer to district nursing team for wound care

· Mental Health Liaison Nurse refers to Community Mental Health Team to offer talking therapies – CBT, solution focussed therapy, family therapy

· Treat/intervene with any physical health conditions

· Signpost to support services - MIND

· Risk management plan
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Learning Disabilities Nursing Case Studies Cath and NG.docx
Learning Disabilities Nursing Case Studies - 4



Part 2, No.12: Demonstrates understanding of artificial nutrition and hydration and is able to insert, manage and remove oral/nasal gastric tubes. 

Part 2, No. 14: Insert, manage, and remove urinary catheters for all genders and assist with clean, intermittent self-catheterisation where appropriate. Manages bladder drainage where appropriate.

Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning techniques. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Describes a range of conditions when an individual would require artificial nutrition and hydration and the multi-professional processes for prescribing and administering nutrition and hydration

· Demonstrates accurate insertion, management, and removal of a nasal gastric tube

· Outlines the conditions that individuals of all genders may require urinary catheters and the processes required for managing bladder drainage effectively

· Demonstrates accurate insertion, management, and removal of urinary catheters for all genders

· Identifies a range of conditions when an individual would require nasal or oral suctioning and sources evidence of best practice approaches

· Demonstrates effective nasal and oral suctioning techniques  



Case Study for Students:

Louis is 24 years old and has profound and multiple Learning Disabilities. He has Cerebral Palsy, Tonic Clonic epilepsy, has recurrent urinary tract infections, a BMI of 15.2 and dysphagia requiring a soft diet. He has no verbal language skills and is dependent on non-verbal communication methods including objects of reference, gestures and physical prompting. He lives with his parents who have adapted their bungalow with an extension to enable a fully accessible bedroom and bathroom for Louis. He has paid carers twice a day for support with personal and intimate care. He is fully dependent on others for all his needs. He has recently been discharged form hospital following deterioration in his physical condition with increased seizures. Concerns were raised regarding his swallowing and UTIs. He has been discharged with an NG tube for nutrition, hydration and medication, a urinary catheter and requires oral suctioning. He has been allocated a Community Learning Disabilities Nurse prior to the hospital admission following a referral from his GP who is supporting Louis and his parents and carers with his invasive devices.   



Using the above information please complete the below SBAR template, before having a discussion regarding Louis’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· 







Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Louis is a 24 year old, man and has profound and multiple learning disabilities and cerebral palsy and lives with his parents

· He has epilepsy, dysphagia and which have deteriorated requiring a recent hospital admission 

· He has been discharged home with an NG tube for nutrition, hydration and medication, a urinary catheter and requires suctioning



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· Louis

· 24yrs

· Profound and multiple learning disabilities

· Cerebral palsy

· Tonic clonic epilepsy

· Underweight 

· No verbal communication, dependent on non-verbal methods e.g. objects of reference

· Lives at home with parents in adapted home

· Carers three times a day

· Recent discharge from hospital with NG tube, urinary catheter and requires oral suctioning 

· Risk of SUDEP, malnutrition, dehydration



		ASSESSMENT

		ASSESSMENS REQUIRED/UNDERTAKEN

INCLUDING RISK 

		· Assessment of Louis’s capacity for decision making to undertake each assessment (Mental Capacity Act 2005)

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, cholesterol, nutrition and fluid 

· Refer to Speech and Language Therapist for assessment of dysphagia 

· Refer to dietician for assessment of nutritional needs – 

· Fluid balance chart

· Seizure monitoring chart 

· Refer to Social Worker for assessment of care needs and for carers assessment

· Assessment of risk – harm to self, others, environment 



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Louis’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Implement nutrition care plan – administer nutrition, fluid and medication via NG tube 

· Implement catheter care plan – insert, manage and remove urinary catheter

· Implement fluid balance chart/monitoring for hydration and dehydration markers

· Implement BMI calculation/monitoring 

· Implement oral suction plan/monitoring - undertake oral suctioning

· Signpost parents to support networks

· Risk management plan
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Mental Health Nursing Case Studies - 4



Part 2, No.12: Demonstrates understanding of artificial nutrition and hydration and is able to insert, manage and remove oral/nasal gastric tubes. 

Part 2, No. 14: Insert, manage, and remove urinary catheters for all genders and assist with clean, intermittent self-catheterisation where appropriate. Manages bladder drainage where appropriate.

Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning techniques. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Describes a range of conditions when an individual would require artificial nutrition and hydration and the multi-professional processes for prescribing and administering nutrition and hydration

· Demonstrates accurate insertion, management, and removal of a nasal gastric tube

· Outlines the conditions that individuals of all genders may require urinary catheters and the processes required for managing bladder drainage effectively

· Demonstrates accurate insertion, management, and removal of urinary catheters for all genders

· Identifies a range of conditions when an individual would require nasal or oral suctioning and sources evidence of best practice approaches

· Demonstrates effective nasal and oral suctioning techniques  



Case Study for Students:

Elaine is 76 years old and has vascular dementia which she diagnosed with at age 68 years due to changes in her cognitive functioning causing difficulties with independent living skills, communicating, and responding to some situations with physical aggression. This was caused by stroke related deterioration in blood supply to her brain. She had a further sudden deterioration when aged 72 years resulting in her moving from her own home with carers once a day to moving into a nursing home with 24-hour nursing care as she developed dysphagia, incontinence and was unable to walk or communicate verbally clearly. She has two daughters, one who lives nearby and visits twice weekly and one who lives 60 miles away, both have families of their own. She was diagnosed with depression 18 months ago and is prescribed citalopram 20mg o.d. Elaine has had a sudden further deterioration a month ago and following admission to hospital has been discharged back to the nursing home with an NG tube for nutrition, fluids and medication, a urinary catheter due to retention and requires oral suctioning three times a day. She appears physically frailer, and her mood is low. 

     

Using the above information please complete the below SBAR template, before having a discussion regarding Elaine’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 







Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Elaine is a 76 year old woman and has vascular dementia and depression

· She lives in a nursing home

· She has been discharged home with an NG tube for nutrition, hydration and medication, a urinary catheter and requires suctioning



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Elaine 

· 76 years

· Lives in a nursing home

· Vascular dementia 

· History of depression 18 months

· Citalopram 20mg o.d.

· Third vascular accident one month

· Recent discharge from hospital with NG tube, urinary catheter and requires oral suctioning 

· Risk of vascular accident 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Elaine’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, cholesterol

· Fluid balance chart

· Refer to Speech and Language Therapist for assessment of dysphagia 

· Assessment of pain

· Assessment of mental health – Mental State Examination

· Assessment of depression

· Refer to dietician for assessment of nutritional needs – 

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Elaine’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Implement catheter care plan – insert, manage and remove urinary catheter

· Implement fluid balance chart/monitoring for hydration and dehydration markers

· Implement nutrition care plan – administer nutrition, fluid and medication via NG tube 

· Implement BMI calculation/monitoring 

· Implement oral suction plan/monitoring - undertake oral suctioning

· Risk management plan
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[bookmark: _Hlk97629990]Adult Nursing Case Studies - 2

Part 2, No. 27: Manage and monitor blood component transfusions in line with local policy and evidence base practice. (Part 2 or Part 3).



By the end of the case study the student should be able to:

•	Identify the different components that can be used in blood component transfers

•	Describe the reasons that individuals may require blood component transfer including 

conditions and circumstances

•	Demonstrate the processes used in administering blood component transfer

•	Describe the side effects and symptoms of administration of blood component transfer

•	Identify the risks involved in administering or post administration for individuals





Case Study for Students:

Thabo is 34 years old. He was born in the UK and his parents are from African heritage. He lives with his partner who he has been in a relationship with for four years and they do not have children. Thabo’s family live about 10 miles from him, and he has two older brothers who are both married with children. He has a part time job in a supermarket in the warehouse which is shift work. He has Sickle Cell Disease which has resulted in several hospital admissions for crisis from the age of 12 years and these occur approximately every six to eight months where he is administered a blood component transfusion. He has been prescribed hydroxycarbamide 1g o.d. to minimise the crises for his Sickle Cell Disease but he has taken this sporadically due to side effects. He has had a Sickle Cell Disease crisis and is hospitalised requiring blood component transfer. 



Using the above information please complete the below SBAR template, before having a discussion regarding Thabo’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 





























Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Thabo is a 38 year old man and has sickle cell disease 

· He lives with his partner

· Admitted to a medical ward from A&E with sickle cell crisis and requiring blood component transfusion 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Thabo

· 38 years

· Lives with partner

· Works part time

· Sickle cell disease resulting in crises requiring blood component transfer

· Hydroxycarbamide 1g o.d.

· Risk of respiratory and cardiovascular deterioration and increased pain



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Thabo’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis

· Full blood count 

· Assessment of pain

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Thabo’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Pain management – administer prescribed analgesics and monitor therapeutic/side effects

· Provide nutrition and fluids 

· Cannulate and administer prescribed blood transfusion product

· Treat/intervene with any physical health conditions

· Provide therapeutic communication opportunities to discuss diagnosis and treatment 

· Risk management plan
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Part 2, No.12: Demonstrates understanding of artificial nutrition and hydration and is able to insert, manage and remove oral/nasal gastric tubes. 

Part 2, No. 14: Insert, manage, and remove urinary catheters for all genders and assist with clean, intermittent self-catheterisation where appropriate. Manages bladder drainage where appropriate.

Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning techniques. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Describes a range of conditions when an individual would require artificial nutrition and hydration and the multi-professional processes for prescribing and administering nutrition and hydration

· Demonstrates accurate insertion, management, and removal of a nasal gastric tube

· Outlines the conditions that individuals of all genders may require urinary catheters and the processes required for managing bladder drainage effectively

· Demonstrates accurate insertion, management, and removal of urinary catheters for all genders

· Identifies a range of conditions when an individual would require nasal or oral suctioning and sources evidence of best practice approaches

· Demonstrates effective nasal and oral suctioning techniques  



Case Study for Students:

Louis is 24 years old and has profound and multiple Learning Disabilities. He has Cerebral Palsy, Tonic Clonic epilepsy, has recurrent urinary tract infections, a BMI of 15.2 and dysphagia requiring a soft diet. He has no verbal language skills and is dependent on non-verbal communication methods including objects of reference, gestures and physical prompting. He lives with his parents who have adapted their bungalow with an extension to enable a fully accessible bedroom and bathroom for Louis. He has paid carers twice a day for support with personal and intimate care. He is fully dependent on others for all his needs. He has recently been discharged form hospital following deterioration in his physical condition with increased seizures. Concerns were raised regarding his swallowing and UTIs. He has been discharged with an NG tube for nutrition, hydration and medication, a urinary catheter and requires oral suctioning. He has been allocated a Community Learning Disabilities Nurse prior to the hospital admission following a referral from his GP who is supporting Louis and his parents and carers with his invasive devices.   



Using the above information please complete the below SBAR template, before having a discussion regarding Louis’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· 







Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Louis is a 24 year old, man and has profound and multiple learning disabilities and cerebral palsy and lives with his parents

· He has epilepsy, dysphagia and which have deteriorated requiring a recent hospital admission 

· He has been discharged home with an NG tube for nutrition, hydration and medication, a urinary catheter and requires suctioning



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· Louis

· 24yrs

· Profound and multiple learning disabilities

· Cerebral palsy

· Tonic clonic epilepsy

· Underweight 

· No verbal communication, dependent on non-verbal methods e.g. objects of reference

· Lives at home with parents in adapted home

· Carers three times a day

· Recent discharge from hospital with NG tube, urinary catheter and requires oral suctioning 

· Risk of SUDEP, malnutrition, dehydration



		ASSESSMENT

		ASSESSMENS REQUIRED/UNDERTAKEN

INCLUDING RISK 

		· Assessment of Louis’s capacity for decision making to undertake each assessment (Mental Capacity Act 2005)

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, cholesterol, nutrition and fluid 

· Refer to Speech and Language Therapist for assessment of dysphagia 

· Refer to dietician for assessment of nutritional needs – 

· Fluid balance chart

· Seizure monitoring chart 

· Refer to Social Worker for assessment of care needs and for carers assessment

· Assessment of risk – harm to self, others, environment 



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Louis’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Implement nutrition care plan – administer nutrition, fluid and medication via NG tube 

· Implement catheter care plan – insert, manage and remove urinary catheter

· Implement fluid balance chart/monitoring for hydration and dehydration markers

· Implement BMI calculation/monitoring 

· Implement oral suction plan/monitoring - undertake oral suctioning

· Signpost parents to support networks

· Risk management plan
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Part 2, No.12: Demonstrates understanding of artificial nutrition and hydration and is able to insert, manage and remove oral/nasal gastric tubes. 

Part 2, No. 14: Insert, manage, and remove urinary catheters for all genders and assist with clean, intermittent self-catheterisation where appropriate. Manages bladder drainage where appropriate.

Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning techniques. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Describes a range of conditions when an individual would require artificial nutrition and hydration and the multi-professional processes for prescribing and administering nutrition and hydration

· Demonstrates accurate insertion, management, and removal of a nasal gastric tube

· Outlines the conditions that individuals of all genders may require urinary catheters and the processes required for managing bladder drainage effectively

· Demonstrates accurate insertion, management, and removal of urinary catheters for all genders

· Identifies a range of conditions when an individual would require nasal or oral suctioning and sources evidence of best practice approaches

· Demonstrates effective nasal and oral suctioning techniques  



Case Study for Students:

Elaine is 76 years old and has vascular dementia which she diagnosed with at age 68 years due to changes in her cognitive functioning causing difficulties with independent living skills, communicating, and responding to some situations with physical aggression. This was caused by stroke related deterioration in blood supply to her brain. She had a further sudden deterioration when aged 72 years resulting in her moving from her own home with carers once a day to moving into a nursing home with 24-hour nursing care as she developed dysphagia, incontinence and was unable to walk or communicate verbally clearly. She has two daughters, one who lives nearby and visits twice weekly and one who lives 60 miles away, both have families of their own. She was diagnosed with depression 18 months ago and is prescribed citalopram 20mg o.d. Elaine has had a sudden further deterioration a month ago and following admission to hospital has been discharged back to the nursing home with an NG tube for nutrition, fluids and medication, a urinary catheter due to retention and requires oral suctioning three times a day. She appears physically frailer, and her mood is low. 

     

Using the above information please complete the below SBAR template, before having a discussion regarding Elaine’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 







Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Elaine is a 76 year old woman and has vascular dementia and depression

· She lives in a nursing home

· She has been discharged home with an NG tube for nutrition, hydration and medication, a urinary catheter and requires suctioning



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Elaine 

· 76 years

· Lives in a nursing home

· Vascular dementia 

· History of depression 18 months

· Citalopram 20mg o.d.

· Third vascular accident one month

· Recent discharge from hospital with NG tube, urinary catheter and requires oral suctioning 

· Risk of vascular accident 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Elaine’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, cholesterol

· Fluid balance chart

· Refer to Speech and Language Therapist for assessment of dysphagia 

· Assessment of pain

· Assessment of mental health – Mental State Examination

· Assessment of depression

· Refer to dietician for assessment of nutritional needs – 

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Elaine’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Implement catheter care plan – insert, manage and remove urinary catheter

· Implement fluid balance chart/monitoring for hydration and dehydration markers

· Implement nutrition care plan – administer nutrition, fluid and medication via NG tube 

· Implement BMI calculation/monitoring 

· Implement oral suction plan/monitoring - undertake oral suctioning

· Risk management plan
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Learning Disabilities Nursing Case Studies - 3



Part 2, No. 19: Undertakes a comprehensive respiratory assessment including chest auscultation e.g., peak flow and pulse oximetry (where appropriate) and manages the administration of oxygen using a range of routes.

Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability to undertake an ECG and interpret findings.

Part 2, No. 25: Demonstrates knowledge and skills related to safe and effective venepuncture and can interpret normal and abnormal blood profiles. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Identify the individual assessments required for a comprehensive respiratory assessment and when this would be indicated in patient/service-user assessment

· Demonstrates a comprehensive respiratory assessment including chest auscultation, peak flow and pulse oximetry

· Describes the process of oxygen administration using a range of routes

· Demonstrates oxygen administration

· Identify the individual assessment required to undertake effective cardiac assessment and when this would be indicated for the patient/service-user

· Demonstrate an effective cardiac assessment including pulse, blood pressure and ECG and the interpretation of findings

· Describes the processes for safe and effective venepuncture and when this would be indicated for the patient/service-user

· Demonstrates safe and effective venepuncture 



Case Study for Students:

Carly is 38 years old and has moderate Learning Disabilities. He has limitations with complex verbal communication and requires simple language supported with non-verbal methods such as gesturing and signs. She lives in a supported living home with three other people who also have moderate learning disabilities where there is 24-hour staff support. Her parents, who are originally from the Caribbean, live 15 minutes away and visit her twice a week. Carly was born in the UK and lived with her parents until 15 years ago. She has no day care outside of the home activity plans and goes out three times a week for two hours to shops and cafes with staff and one other resident from the home. She spends a lot of time in her bedroom at home engaged in music and television but does spend time in the communal kitchen and lounge. Carly weighed 102kg when last weighed two months ago, has regular constipation, says she ‘cannot breathe’ and a dislike of cleaning her teeth or visiting the dentist. She has recently been allocated a Community Learning Disability Nurse following referral regarding her weight. She is due to have her first Annual Health Check at her GP clinic by the practice nurse and the RNLD.      



Using the above information please complete the below SBAR template, before having a discussion regarding Carly’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· 















































































































Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Carly is a 38 year old woman, has moderate learning disabilities and lives in supported living accommodation

· Has identified health issues – overweight, frequent constipation and poor oral health

· Attending a GP clinic for first annual Health Check with practice nurse and RNLD from the community learning disabilities team 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· Carly

· 38 years

· Moderate learning disabilities

·  Requires simple verbal language supported with non-verbal methods

· Lives in supported living accommodation

· Overweight, has constipation and poor oral health

· Longstanding health issues not addressed by staff in staff in her home

· Poor oral health, unwilling to visit dentist

· Annual health check being undertaken 

· Risk of stroke/cardiac arrest, tooth extraction, pain, low saturation levels   



		ASSESSMENT

		ASSESSMENS REQUIRED/UNDERTAKEN

INCLUDING RISK 

		· Assessment of Carly’s capacity for decision making to undertake each assessment (Mental Capacity Act 2005)

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, cholesterol, diet and fluid  

· Assessment of respiratory system including chest auscultation, peak flow and pulse oximetry

· Assessment of cardiac system including pulse, blood pressure and ECG

· Take a blood sample

· Assessment of risk – harm to self, others, environment 



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Carly’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Systematic desensitisation and education intervention to engage with any assessment methods that may cause initial distress

· Further investigation by GP of respiratory health that may require oxygen administration and/or medication

· Implementation of weight reduction programme including diet and exercise

· Implementation of effective diet and exercise, and possible medication, to relieve constipation 

· Systematic desensitisation and education programme to enable a dentist appointment to be made and support for oral heath interventions

· Implement oral health intervention including teeth cleaning and oral hygiene practices

· Risk Management Plan 
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Mental Health Nursing Case Studies - 3



Part 2, No. 19: Undertakes a comprehensive respiratory assessment including chest auscultation e.g., peak flow and pulse oximetry (where appropriate) and manages the administration of oxygen using a range of routes.

Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability to undertake an ECG and interpret findings.

Part 2, No. 25: Demonstrates knowledge and skills related to safe and effective venepuncture and can interpret normal and abnormal blood profiles. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Identify the individual assessments required for a comprehensive respiratory assessment and when this would be indicated in patient/service-user assessment

· Demonstrates a comprehensive respiratory assessment including chest auscultation, peak flow, and pulse oximetry

· Describes the process of oxygen administration using a range of routes

· Demonstrates oxygen administration

· Identify the individual assessment required to undertake effective cardiac assessment and when this would be indicated for the patient/service-user

· Demonstrate an effective cardiac assessment including pulse, blood pressure and ECG and the interpretation of findings

· Describes the processes for safe and effective venepuncture and when this would be indicated for the patient/service-user

· Demonstrates safe and effective venepuncture 



Case Study for Students:

Craig is 38 years old and has had a diagnosis of schizophrenia since he was 24 years old. He had been living with his parents and had had a full-time job in a local builder’s yard and had a girlfriend. He began demonstrating increasingly concerning behaviours over a six-month period related to hallucinations and delusions he was experiencing which he did not tell anyone about. This resulted in him being taken by the police to a place of safety due to him walking on a busy dual carriageway attempting to stop the traffic. He was admitted to a mental health ward and treated with olanzapine 15mg o.d. and discharged four months later to his parents with an allocated Community Mental Health Nurse and continued to be prescribed olanzapine 10mg o.d. He lost his job and girlfriend. In the past fourteen years he has been admitted to hospital four times due to his increasing psychotic symptoms when not taking medication regularly, his increase in alcohol and drug use and the risks he presents to himself. He has had referrals to the community mental health team prior to admission and on discharge. His parents could not manage his behaviours at home, and he moved to a small flat by himself. He has had a few relationships during this time but never been employed again. He has an allocated Community Mental Health Nurse from a community mental health team. Due to recent relationship breakdown and risk of eviction from his flat he has been drinking excessive amounts of alcohol, not been taking medication regularly and has been admitted voluntarily? to an acute mental health ward following making threats to harm several neighbours due to his beliefs that they have reported him to the landlords and the police being called. As part of the admission process, he requires a comprehensive respiratory assessment, effective cardiac assessment, and blood tests. Due to oxygen saturation levels of 90%, he is prescribed oxygen.      



Using the above information please complete the below SBAR template, before having a discussion regarding Craig’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 





























































Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Craig is a 38 year old man and has schizophrenia 

· He lives alone since a recent relationship breakdown

· He has been drinking alcohol excessively, not taken medication and has psychotic symptoms 

· Admitted voluntarily? to an acute mental health ward



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Craig 

· 38 years

· Lives alone, not in a relationship

· unemployed

· History of schizophrenia for 14 years 

· Olanzapine 10mg o.d. – periods of inconsistency with self-medicating

· History of alcohol and drug misuse

· History of police intervention

· Risk of harm to others 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Craig’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of mental health – Mental State Examination

· Assessment of psychosis

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis

· Assessment of respiratory system including chest auscultation, peak flow and pulse oximetry

· Assessment of cardiac system including pulse, blood pressure and ECG

· Take a blood sample

· 	Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Craig’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Administer oxygen 

· Orientation to ward and allocated named nurse

· Implement observation levels based on policy

· Provide therapeutic communication opportunities to discuss diagnosis and treatment 

· Provide nutrition and fluids 

· Medication review and monitoring of prescription change – therapeutic/side effects 

· Treat/intervene with any physical health conditions

· Offer talking therapies – CBT, solution focussed therapy,

· Signpost to support services - MIND

· Risk management plan
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Adult Health Nursing Case Studies - 3



Part 2, No. 19: Undertakes a comprehensive respiratory assessment including chest auscultation e.g., peak flow and pulse oximetry (where appropriate) and manages the administration of oxygen using a range of routes.

Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability to undertake an ECG and interpret findings.

Part 2, No. 25: Demonstrates knowledge and skills related to safe and effective venepuncture and can interpret normal and abnormal blood profiles. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Identify the individual assessments required for a comprehensive respiratory assessment and when this would be indicated in patient/service-user assessment

· Demonstrates a comprehensive respiratory assessment including chest auscultation, peak flow, and pulse oximetry

· Describes the process of oxygen administration using a range of routes

· Demonstrates oxygen administration

· Identify the individual assessment required to undertake effective cardiac assessment and when this would be indicated for the patient/service-user

· Demonstrate an effective cardiac assessment including pulse, blood pressure and ECG and the interpretation of findings

· Describes the processes for safe and effective venepuncture and when this would be indicated for the patient/service-user

· Demonstrates safe and effective venepuncture 



Case Study for Students:

Alan is 60 years old and has had a diagnosis of chronic obstructive pulmonary disease (COPD) since he was 55 years old. He lives with his wife and is no longer working. He has limited mobility within his home and is mainly dependant on his wife to support him in his activities of daily living. Alan smoked for 30 years and gave up 5 years ago. He has been admitted to hospital with a respiratory infection which has caused an acute exacerbation of his COPD. Alan is on bronchodilators and oxygen therapy at home. 



As part of the assessment process, Alan requires a comprehensive respiratory assessment, effective cardiac assessment, and blood tests. Due to oxygen saturation levels of 85%, he is prescribed oxygen.      





Using the above information please complete the below SBAR template, before having a discussion regarding Alan’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 









Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Alan is a 60 year old man with COPD 

· He lives with his wife 

· He has been admitted to the medical assessment unit



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Alan 

· 60 years

· Lives with his wife

· Not employed

· Acute exacerbation of COPD

· Respiratory infection

· Bronchodilators and oxygen therapy 

· Risk of respiratory/cardiopulmonary arrest 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Alan’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, fluid balance chart

· Assessment of respiratory system including chest auscultation, peak flow and pulse oximetry

· Referral to physiotherapy for assessment of lung function

· Assessment of cardiac system including pulse, blood pressure and ECG

· Assessment of blood profile



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Alan’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Administer oxygen, bronchodilators, corticosteroids and antibiotics 

· Orientation to ward and allocated named nurse

· Provide therapeutic communication opportunities to discuss diagnosis and treatment 

· Medication review and monitoring of prescription change – therapeutic/side effects 

· Treat/intervene with any physical health conditions

· Risk management plan
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Learning Disabilities Nursing Case Studies - 3



Part 2, No. 19: Undertakes a comprehensive respiratory assessment including chest auscultation e.g., peak flow and pulse oximetry (where appropriate) and manages the administration of oxygen using a range of routes.

Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability to undertake an ECG and interpret findings.

Part 2, No. 25: Demonstrates knowledge and skills related to safe and effective venepuncture and can interpret normal and abnormal blood profiles. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Identify the individual assessments required for a comprehensive respiratory assessment and when this would be indicated in patient/service-user assessment

· Demonstrates a comprehensive respiratory assessment including chest auscultation, peak flow and pulse oximetry

· Describes the process of oxygen administration using a range of routes

· Demonstrates oxygen administration

· Identify the individual assessment required to undertake effective cardiac assessment and when this would be indicated for the patient/service-user

· Demonstrate an effective cardiac assessment including pulse, blood pressure and ECG and the interpretation of findings

· Describes the processes for safe and effective venepuncture and when this would be indicated for the patient/service-user

· Demonstrates safe and effective venepuncture 



Case Study for Students:

Carly is 38 years old and has moderate Learning Disabilities. He has limitations with complex verbal communication and requires simple language supported with non-verbal methods such as gesturing and signs. She lives in a supported living home with three other people who also have moderate learning disabilities where there is 24-hour staff support. Her parents, who are originally from the Caribbean, live 15 minutes away and visit her twice a week. Carly was born in the UK and lived with her parents until 15 years ago. She has no day care outside of the home activity plans and goes out three times a week for two hours to shops and cafes with staff and one other resident from the home. She spends a lot of time in her bedroom at home engaged in music and television but does spend time in the communal kitchen and lounge. Carly weighed 102kg when last weighed two months ago, has regular constipation, says she ‘cannot breathe’ and a dislike of cleaning her teeth or visiting the dentist. She has recently been allocated a Community Learning Disability Nurse following referral regarding her weight. She is due to have her first Annual Health Check at her GP clinic by the practice nurse and the RNLD.      



Using the above information please complete the below SBAR template, before having a discussion regarding Carly’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· 















































































































Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Carly is a 38 year old woman, has moderate learning disabilities and lives in supported living accommodation

· Has identified health issues – overweight, frequent constipation and poor oral health

· Attending a GP clinic for first annual Health Check with practice nurse and RNLD from the community learning disabilities team 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· Carly

· 38 years

· Moderate learning disabilities

·  Requires simple verbal language supported with non-verbal methods

· Lives in supported living accommodation

· Overweight, has constipation and poor oral health

· Longstanding health issues not addressed by staff in staff in her home

· Poor oral health, unwilling to visit dentist

· Annual health check being undertaken 

· Risk of stroke/cardiac arrest, tooth extraction, pain, low saturation levels   



		ASSESSMENT

		ASSESSMENS REQUIRED/UNDERTAKEN

INCLUDING RISK 

		· Assessment of Carly’s capacity for decision making to undertake each assessment (Mental Capacity Act 2005)

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, cholesterol, diet and fluid  

· Assessment of respiratory system including chest auscultation, peak flow and pulse oximetry

· Assessment of cardiac system including pulse, blood pressure and ECG

· Take a blood sample

· Assessment of risk – harm to self, others, environment 



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Carly’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Systematic desensitisation and education intervention to engage with any assessment methods that may cause initial distress

· Further investigation by GP of respiratory health that may require oxygen administration and/or medication

· Implementation of weight reduction programme including diet and exercise

· Implementation of effective diet and exercise, and possible medication, to relieve constipation 

· Systematic desensitisation and education programme to enable a dentist appointment to be made and support for oral heath interventions

· Implement oral health intervention including teeth cleaning and oral hygiene practices

· Risk Management Plan 
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Mental Health Nursing Case Studies - 3



Part 2, No. 19: Undertakes a comprehensive respiratory assessment including chest auscultation e.g., peak flow and pulse oximetry (where appropriate) and manages the administration of oxygen using a range of routes.

Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability to undertake an ECG and interpret findings.

Part 2, No. 25: Demonstrates knowledge and skills related to safe and effective venepuncture and can interpret normal and abnormal blood profiles. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Identify the individual assessments required for a comprehensive respiratory assessment and when this would be indicated in patient/service-user assessment

· Demonstrates a comprehensive respiratory assessment including chest auscultation, peak flow, and pulse oximetry

· Describes the process of oxygen administration using a range of routes

· Demonstrates oxygen administration

· Identify the individual assessment required to undertake effective cardiac assessment and when this would be indicated for the patient/service-user

· Demonstrate an effective cardiac assessment including pulse, blood pressure and ECG and the interpretation of findings

· Describes the processes for safe and effective venepuncture and when this would be indicated for the patient/service-user

· Demonstrates safe and effective venepuncture 



Case Study for Students:

Craig is 38 years old and has had a diagnosis of schizophrenia since he was 24 years old. He had been living with his parents and had had a full-time job in a local builder’s yard and had a girlfriend. He began demonstrating increasingly concerning behaviours over a six-month period related to hallucinations and delusions he was experiencing which he did not tell anyone about. This resulted in him being taken by the police to a place of safety due to him walking on a busy dual carriageway attempting to stop the traffic. He was admitted to a mental health ward and treated with olanzapine 15mg o.d. and discharged four months later to his parents with an allocated Community Mental Health Nurse and continued to be prescribed olanzapine 10mg o.d. He lost his job and girlfriend. In the past fourteen years he has been admitted to hospital four times due to his increasing psychotic symptoms when not taking medication regularly, his increase in alcohol and drug use and the risks he presents to himself. He has had referrals to the community mental health team prior to admission and on discharge. His parents could not manage his behaviours at home, and he moved to a small flat by himself. He has had a few relationships during this time but never been employed again. He has an allocated Community Mental Health Nurse from a community mental health team. Due to recent relationship breakdown and risk of eviction from his flat he has been drinking excessive amounts of alcohol, not been taking medication regularly and has been admitted voluntarily? to an acute mental health ward following making threats to harm several neighbours due to his beliefs that they have reported him to the landlords and the police being called. As part of the admission process, he requires a comprehensive respiratory assessment, effective cardiac assessment, and blood tests. Due to oxygen saturation levels of 90%, he is prescribed oxygen.      



Using the above information please complete the below SBAR template, before having a discussion regarding Craig’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 





























































Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Craig is a 38 year old man and has schizophrenia 

· He lives alone since a recent relationship breakdown

· He has been drinking alcohol excessively, not taken medication and has psychotic symptoms 

· Admitted voluntarily? to an acute mental health ward



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Craig 

· 38 years

· Lives alone, not in a relationship

· unemployed

· History of schizophrenia for 14 years 

· Olanzapine 10mg o.d. – periods of inconsistency with self-medicating

· History of alcohol and drug misuse

· History of police intervention

· Risk of harm to others 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Craig’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of mental health – Mental State Examination

· Assessment of psychosis

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis

· Assessment of respiratory system including chest auscultation, peak flow and pulse oximetry

· Assessment of cardiac system including pulse, blood pressure and ECG

· Take a blood sample

· 	Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Craig’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Administer oxygen 

· Orientation to ward and allocated named nurse

· Implement observation levels based on policy

· Provide therapeutic communication opportunities to discuss diagnosis and treatment 

· Provide nutrition and fluids 

· Medication review and monitoring of prescription change – therapeutic/side effects 

· Treat/intervene with any physical health conditions

· Offer talking therapies – CBT, solution focussed therapy,

· Signpost to support services - MIND

· Risk management plan
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Part 2, No. 19: Undertakes a comprehensive respiratory assessment including chest auscultation e.g., peak flow and pulse oximetry (where appropriate) and manages the administration of oxygen using a range of routes.

Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability to undertake an ECG and interpret findings.

Part 2, No. 25: Demonstrates knowledge and skills related to safe and effective venepuncture and can interpret normal and abnormal blood profiles. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Identify the individual assessments required for a comprehensive respiratory assessment and when this would be indicated in patient/service-user assessment

· Demonstrates a comprehensive respiratory assessment including chest auscultation, peak flow, and pulse oximetry

· Describes the process of oxygen administration using a range of routes

· Demonstrates oxygen administration

· Identify the individual assessment required to undertake effective cardiac assessment and when this would be indicated for the patient/service-user

· Demonstrate an effective cardiac assessment including pulse, blood pressure and ECG and the interpretation of findings

· Describes the processes for safe and effective venepuncture and when this would be indicated for the patient/service-user

· Demonstrates safe and effective venepuncture 



Case Study for Students:

Alan is 60 years old and has had a diagnosis of chronic obstructive pulmonary disease (COPD) since he was 55 years old. He lives with his wife and is no longer working. He has limited mobility within his home and is mainly dependant on his wife to support him in his activities of daily living. Alan smoked for 30 years and gave up 5 years ago. He has been admitted to hospital with a respiratory infection which has caused an acute exacerbation of his COPD. Alan is on bronchodilators and oxygen therapy at home. 



As part of the assessment process, Alan requires a comprehensive respiratory assessment, effective cardiac assessment, and blood tests. Due to oxygen saturation levels of 85%, he is prescribed oxygen.      





Using the above information please complete the below SBAR template, before having a discussion regarding Alan’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 









Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Alan is a 60 year old man with COPD 

· He lives with his wife 

· He has been admitted to the medical assessment unit



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Alan 

· 60 years

· Lives with his wife

· Not employed

· Acute exacerbation of COPD

· Respiratory infection

· Bronchodilators and oxygen therapy 

· Risk of respiratory/cardiopulmonary arrest 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Alan’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, fluid balance chart

· Assessment of respiratory system including chest auscultation, peak flow and pulse oximetry

· Referral to physiotherapy for assessment of lung function

· Assessment of cardiac system including pulse, blood pressure and ECG

· Assessment of blood profile



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Alan’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Administer oxygen, bronchodilators, corticosteroids and antibiotics 

· Orientation to ward and allocated named nurse

· Provide therapeutic communication opportunities to discuss diagnosis and treatment 

· Medication review and monitoring of prescription change – therapeutic/side effects 

· Treat/intervene with any physical health conditions

· Risk management plan
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Recommendations for incorporating IV Therapy Passport with pre-registration nursing curricula following 2018 NMC standards





Background



The IV Therapy Passport offers a standardised approach to IV Therapy training and assessment across London. It has been designed through collaboration and with consensus with stakeholders across London and created to be relevant for undergraduate nursing and midwifery students as well as registrants.



The passport was launched in March 2020 and has been implemented in most NHS Trusts across London. It has also been integrated in curricula within HEIs. Practice partners will expect nursing students to be working to the same underpinning principles and following the development pathway set out in the IV Therapy Passport.



Recommendations



1. That students complete step 1 and 2 (eLearning and eAssessment) by the end of Part 2[footnoteRef:2] of their programme (and before supervised clinical practice begins). The eLearning content provides learners with the relevant theoretical principles that practice staff across London are working to. (Note practice staff are also expected to complete step 1 and 2 before undertaking supervised practice). [2:  completion of the theoretical component (step 1 and 2), and simulation, may need to be delayed ensuring it is just prior to the start of supervised practice to enable optimum transfer of theory to practice
] 




2. That by the end of Part 3, finalist students are ready to join practice as new registrants with the theoretical component of the IV Therapy Passport complete. Finalist students should also demonstrate achievement of some of the proficiencies in the IV Therapy Passport Practice Learning and Assessment Document (IV PLAD) in supervised practice (minimum of one method or preparation; one method of administration & one VAD – these could be guided).  On completion of these, they will be able to complete the corresponding proficiencies in the PLPAD.





3. That upon registration, new registrants are ready to complete the final assessment in the IV PLAD, and achieve their IV Therapy Passport. To do this, they need to meet organisational pre-requisites, which are:

· Oral medication administration

· Infusion device training

· IPC and ANTT training

· Familiarisation with Trust IV administration / medicines management guidance.





4. That students in the fields of Mental Health and Learning Difficulties do the e-learning and eAssessments in the IV Therapy Passport as this would complement work that HEIs do in simulation for them. Achieving the complete IV Therapy Passport (in particular the IV PLAD) may be less relevant for them as students but if they are given practice opportunities they can complete their ePAD proficiencies in practice as opposed to in simulated learning. 



5. That in future, HEIs work with practice providers to support students achieving the minimum requirements in their IV Therapy Passport by the end of Part 3 (to include final assessments). Upon registration, students would then be in a position to hold a ‘Transfer Conversation’ with the recruiting line manager / educator to identify learning needs for the scope of IV Therapy practice in the specific ward /department and ensure they meet the pre-requisites.



Suggested integration with undergraduate programme at September 2021:	



		Time

		Method

		Content



		Part 1 end

		Face to face

		Foundation introduction to IV practice – basics of what is an IV, why would administer IV and risks of this route





		Part 2

		Face to face

		Expanding detail



		

		E-Learning and eAssessment

		To be completed



		

		Simulation

		Simulated practice – equipment; methods; infusion devices (access to video content)



IV practice introduced into a simulation scenario



		

		Supervised Practice using IV PLAD to meet ePAD proficiencies

		Once eLearning and eAssessments are complete; once simulation complete



		Part 3

		Face to face

		Consolidation of content; medical devices; blood transfusion; VADs esp CVC



		

		Supervised practice using IV PLAD to meet ePAD proficiencies

		Once eLearning and eAssessment complete



		Post registration

		Final Assessment – IV PLAD
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Recommendations for incorporating IV Therapy Passport with pre- registration nursing curricula following 2018 NMC standards



Background

The IV Therapy Passport offers a standardised approach to IV Therapy training and assessment across London. It has been designed through collaboration and with consensus with stakeholders across London and created to be relevant for undergraduate nursing and midwifery students as well as registrants.



The passport was launched in March 2020 and has been implemented in most NHS Trusts across London. It has also been integrated in curricula within HEIs. Practice partners will expect nursing students to be working to the same underpinning principles and following the development pathway set out in the IV Therapy Passport.



Recommendations

1. That students complete step 1 and 2 (eLearning and eAssessment) by the end of Part 21 of their programme (and before supervised clinical practice begins). The eLearning content provides learners with the relevant theoretical principles that practice staff across London are working to. (Note practice staff are also expected to complete step 1 and 2 before undertaking supervised practice).



2. That by the end of Part 3, finalist students are ready to join practice as new registrants with the theoretical component of the IV Therapy Passport complete. Finalist students should also demonstrate achievement of some of the proficiencies in the IV Therapy Passport Practice Learning and Assessment Document (IV PLAD) in supervised practice (minimum of one method or preparation; one method of administration & one VAD – these could be guided). On completion of these, they will be able to complete the corresponding proficiencies in the PLPAD.



3. That upon registration, new registrants are ready to complete the final assessment in the IV PLAD, and achieve their IV Therapy Passport. To do this, they need to meet organisational pre-requisites, which are:

· Oral medication administration

· Infusion device training

· Infection prevention and Control, and ANTT training

· Familiarisation with Trust IV administration / medicines management

guidance.







1 completion of the theoretical component (step 1 and 2), and simulation, may need to be delayed ensuring it is just prior to the start of supervised practice to enable optimum transfer of theory to practice
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4. That students in the fields of Mental Health and Learning Difficulties complete the e-learning and eAssessments in the IV Therapy Passport as this would complement work that HEIs do in simulation for them. Achieving the complete IV Therapy Passport (in particular the IV PLAD) may be less relevant for them as students but if they are given practice opportunities they can complete their ePAD proficiencies in practice as opposed to relying only on simulated learning.



5. That in future, HEIs work with practice providers to support students achieving the minimum requirements in their IV Therapy Passport by the end of Part 3 (to include final assessments). Upon registration, students would then be in a position to hold a ‘Transfer Conversation’ with the recruiting line manager / educator to identify learning needs for the scope of IV Therapy practice in the specific ward /department and ensure they meet the pre-requisites.



Suggested integration with pre-registration curricula:



		Time

		Method

		Content



		Part 1 end

		Face to face

		Foundation introduction to IV practice – basics of what is an IV, why would administer IV and risks of this route



		Part 2

		Face to face

		Expanding detail



		

		E-Learning and eAssessment

		To be completed



		

		Simulation

		Simulated practice – equipment; methods; infusion devices (access to video content)



IV practice introduced into a simulation scenario



		

		Supervised Practice using IV PLAD to meet

ePAD proficiencies

		Once eLearning and eAssessments are complete; once simulation complete



		Part 3

		Face to face

		Consolidation of content; medical devices; blood transfusion; VADs especially CVAD



		

		Supervised practice using IV PLAD to meet

ePAD proficiencies

		Once eLearning and eAssessment complete



		Post registration

		Final Assessment

– IV PLAD

		





For further information on the IV Therapy Passport please visit: https://www.hee.nhs.uk/our-work/capitalnurse/our-work/iv-therapy-passport or contact capitalnurse@hee.nhs.uk.
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Learning Disabilities Nursing Case Study - 2



Part 2, No. 27: Manage and monitor blood component transfusions in line with local policy and evidence base practice. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Identify the different components that can be used in blood component transfers

· Describe the reasons that individuals may require blood component transfer including conditions and circumstances

· Discuss the processes used in administering blood component transfer

· Describe the side effects and symptoms of administration of blood component transfer

· Identify the risks involved in administering or post administration for individuals



Case Study for Students:

James is 72 years old and has mild Learning Disabilities. He lives by himself in a sheltered accommodation flat that has 24 hour on call support and twice daily checks by staff and he knows many of the other residents. He can communicate well verbally but has difficulty with complex language. He can carry out all Activities of Daily Living and is described as an ‘independent and private man’. He has a sister-in-law who lives several miles away who has daily telephone contact and visits once a week to take James to get his shopping. James is retired from a part-time voluntary job that he had in a charity shop. He attends some of the get togethers at the sheltered accommodation. He was diagnosed with Primary Myelofibrosis, a rare form of blood cancer, six months ago following symptoms of tiredness, bruising, weight loss and night sweats. He was referred the Community Learning Disability Team and has an allocated Community Learning Disabilities Nurse. He commenced blood transfusions straight after diagnosis every eight weeks and this has now been reduced to every four weeks at his local acute hospital in the Blood Transfusion Unit which takes six hours. He requires a blood test the day before transfusion for platelet and red blood cell counts.   



Using the above information please complete the below SBAR template, before having a discussion regarding James’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· 























Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· James is a 72 year old man and has mild learning disabilities who lives alone in sheltered accommodation and has support from sister-in-law 

· Diagnosed with Myelofibrosis six months ago

· Blood Transfusion Unit every four weeks and Haematology department prior to treatment with a consultant and nurses



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· James

· Mild learning disabilities

· Requires simple verbal language and assistance with complex information

· 72 years

· Lives alone in sheltered accommodation 

· Retired from voluntary work

· Has sister-in-law for support

· Myelofibrosis, six months

· Eight-week initial blood transfusion, now four weekly with blood test prior to treatment

· Risk of deterioration requiring hospital admission or hospice care



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK 

		· Assessment of James’s capacity for decision making to undertake each assessment (Mental Capacity Act 2005)

· Assessment of physical health assessment including whole body system/Activities of Daily Living – OK Health Check (Matthews 2003) - medication, TPR/BP, BMI, blood glucose, urinalysis, cholesterol, diet, and fluid  

· Blood test prior to blood transfusion treatment

· Assessment of mental health – Mental State Examination/PAS-ADD Checklist (Moss et al 2002)

· Assessment of dementia – DSQIID (Deb 2018)

· Referral to Social Worker/Care Manager for assessment of social needs/financial needs

· Assessment of risk – harm to self, others environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of James’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Treat/intervene with any physical health conditions

· Treat/intervene with any mental health conditions 

· Liaison with Haematology regarding consistent appointment times – Reasonable Adjustments

· Liaison with Blood Transfusion Unit regarding consistent appointment times – Reasonable Adjustments

· Arrange transport for all appointments

· Complete hospital Passport and Personal Health Profile 

· Handover to Blood Transfusion Unit nurses each appointment for transfusion with essential information and contact details, identify named nurse for the treatment

· Cannulate and administer prescribed blood transfusion product

· Update sister-in-law following every appointment

· Provide therapeutic communication opportunities to discuss diagnosis and treatment 

· Monitor any side effects of treatment and liaise with consultant

· Encourage social interaction with other residents at sheltered accommodation and with sister-in-law

· Discuss and identify any end of life wishes and action these

· Risk Management Plan
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Part 2, No. 27: Manage and monitor blood component transfusions in line with local policy and evidence base practice. (Part 2 or Part 3).



By the end of the case study the student should be able to:

•	Identify the different components that can be used in blood component transfers

•	Describe the reasons that individuals may require blood component transfer including 

conditions and circumstances

•	Demonstrate the processes used in administering blood component transfer

•	Describe the side effects and symptoms of administration of blood component transfer

•	Identify the risks involved in administering or post administration for individuals



Case Study for Students:

Femi is 34 years old and has depression which was diagnosed aged 26 years. He was born in the UK and his parents are from African heritage. He lives with his partner who he has been in a relationship with for four years and they do not have children. Femi’s family live about 10 miles from him, and he has two older brothers who are both married with children. He has a part time job in a supermarket in the warehouse which is shift work. He has Sickle Cell Disease which has resulted in several hospital admissions for crisis from the age of 12 years and these occur approximately every six to eight months where he is administered a blood component transfusion. He has been prescribed hydroxycarbamide 1g o.d. to minimise the crises for his Sickle Cell Disease but he has taken this sporadically due to side effects. He has poor coping skills and low mood that affect his relationships and employment due to his physical condition and the impact on him and was diagnosed with depression six years ago and is prescribed fluoxetine 40mg o.d. by his GP. He has had a Sickle Cell Disease crisis and is hospitalised requiring blood component transfer and is distressed and crying and stating he ‘cannot put up with another crisis, enough is enough’.



Using the above information please complete the below SBAR template, before having a discussion regarding Femi’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 























Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Femi is a 38 year old man and has sickle cell disease and depression

· He lives with his partner

· Admitted to a medical ward from A&E with sickle cell crisis and requiring blood component transfusion 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Femi

· 38 years

· Lives with partner

· Works part time

· Sickle cell disease resulting in crises requiring blood component transfer

· History of depression for 7 years 

· Hydroxycarbamide 1g o.d.

· Fluoxetine 40mg o.d.

· Risk of self-harm and suicide 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Femi’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis

· Assessment of pain

· Referral to MH liaison nurse for assessment of mental health – Mental State Examination, depression, and self-harm/suicidal ideation

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Femi’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Pain management – administer prescribed analgesics and monitor therapeutic/side effects

· Provide nutrition and fluids 

· Cannulate and administer prescribed blood transfusion product

· Treat/intervene with any physical health conditions

· Provide therapeutic communication opportunities to discuss diagnosis and treatment 

· Signpost to support services - MIND

· Referral to community mental health team – review of medication and offer talking therapies – CBT, solution focussed therapy

· Risk management plan
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Part 2, No. 27: Manage and monitor blood component transfusions in line with local policy and evidence base practice. (Part 2 or Part 3).



By the end of the case study the student should be able to:

•	Identify the different components that can be used in blood component transfers

•	Describe the reasons that individuals may require blood component transfer including 

conditions and circumstances

•	Demonstrate the processes used in administering blood component transfer

•	Describe the side effects and symptoms of administration of blood component transfer

•	Identify the risks involved in administering or post administration for individuals





Case Study for Students:

Thabo is 34 years old. He was born in the UK and his parents are from African heritage. He lives with his partner who he has been in a relationship with for four years and they do not have children. Thabo’s family live about 10 miles from him, and he has two older brothers who are both married with children. He has a part time job in a supermarket in the warehouse which is shift work. He has Sickle Cell Disease which has resulted in several hospital admissions for crisis from the age of 12 years and these occur approximately every six to eight months where he is administered a blood component transfusion. He has been prescribed hydroxycarbamide 1g o.d. to minimise the crises for his Sickle Cell Disease but he has taken this sporadically due to side effects. He has had a Sickle Cell Disease crisis and is hospitalised requiring blood component transfer. 



Using the above information please complete the below SBAR template, before having a discussion regarding Thabo’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		·  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 





























Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Thabo is a 38 year old man and has sickle cell disease 

· He lives with his partner

· Admitted to a medical ward from A&E with sickle cell crisis and requiring blood component transfusion 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Thabo

· 38 years

· Lives with partner

· Works part time

· Sickle cell disease resulting in crises requiring blood component transfer

· Hydroxycarbamide 1g o.d.

· Risk of respiratory and cardiovascular deterioration and increased pain



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Thabo’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis

· Full blood count 

· Assessment of pain

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Thabo’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Pain management – administer prescribed analgesics and monitor therapeutic/side effects

· Provide nutrition and fluids 

· Cannulate and administer prescribed blood transfusion product

· Treat/intervene with any physical health conditions

· Provide therapeutic communication opportunities to discuss diagnosis and treatment 

· Risk management plan
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Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy.
Part 3 No. 12: Manages the care of people who are receiving IV fluids and accurately records fluid intake and output, demonstrating understanding of potential complication.

Part 3, No. 13: Manages the care of people receiving fluid and nutrition via infusion pumps and devices including the administration of medicines as required in line with local policy.

Part 3 No.14 Manage and monitor the effectiveness of symptom relief medication, with the use of infusion pumps and other devices. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Describes the anatomy and physiology for effective cannulation, the conditions when individuals may require cannulation and the processes of undertaking safe and effective cannulation

· Demonstrates safe and effective cannulation in line with organisation policies

· Outlines the conditions when an individual requires IV fluids, demonstrates knowledge related to dehydration and hydration markers and identifies potential complications with the administration of IV fluids

· Demonstrates effective care and management of an individual receiving IV fluids and accurately records fluid intake and output

· Identifies the conditions where an individual requires nutrition, hydration and medication administered via infusion pumps or other devices

· Demonstrate effective care and management of an individual receiving nutrition, hydration and medication via infusion pump or other devices  



Case Study for Students:

Howard is 68 years old and has mild Learning Disabilities. He lives in a nursing home since having a stroke two years ago. He is unable to verbally communicate following the stoke and relies on pictures and symbols to communicate with others, although he understands simple verbal language from others. He has left side hemiplegia and requires moving and handling and mobility aids to support his mobility. He uses a wheelchair during the day as he is not able to weight bear or walk. He has dysphagia and has a Percutaneous Endoscopic Gastrostomy for all his nutrition, hydration and medication. He experiences pain related to his reduced mobility. He has a brother and his family who live about 50 miles away and they visit every three months. He lost contact with his friends from his supported living home and day centre when he moved into the nursing home but has made some new friends in the nursing home that he spends time in the lounge with watching television. He recently experienced increased pain and infection of his PEG stoma site, as well as a UTI and dehydration and was prescribed IV fluids to hydrate him. He has a Community Learning Disability Nurse who has been liaising with the nursing home in relation to his annual Health Check.      



Using the above information please complete the below SBAR template, before having a discussion regarding Howard’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· 







































































































Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Howard is a 68 year old man and has a mild learning disability.

· He had a stroke two years ago causing loss of verbal language, dysphagia, pain, and left side hemiplegia

· He recently experienced increased pain, infection of his stoma site for his PEG and dehydration requiring IV fluids



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISKS

		· Howard

· 68 years

· Mild learning disabilities

· No verbal communication, dependent on non-verbal methods e.g. pictures or symbols, understands simple verbal language from others

· Lives in a nursing home since having a stroke two years ago 

· Left side hemiplegia, unable to weight bear or walk

· Dysphagia requiring a PEG

· Pain

· Minimal contact with brother and his family

· Recent increase in pain, dehydration and stoma site infection requiring IV fluids



		ASSESSMENT

		ASSESSMENS REQUIRED/UNDERTAKEN

INCLUDING RISK 

		· Assessment of Howard’s capacity for decision making to undertake each assessment (Mental Capacity Act 2005)

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, cholesterol, nutrition and fluid 

· Fluid balance chart

· Assessment of mental health – Mental State Examination/Mini PAS-ADD

· Assessment of dementia – DSQIID (Deb 2018)

· Refer to physiotherapist for assessment of physical mobility

· Referral to tissue viability nurse specialist for assessment of tissue viability 

· Referral to pain nurse specialist for assessment of pain  

· Referral to speech and language therapist for assessment of communication  

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Howard’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Cannulate and administer IV fluids

· Implement fluid balance chart/monitoring for hydration and dehydration markers

· Administer nutrition, hydration and medication through the PEG

· Implement mobility care plan

· Implement tissue viability care plan

· Implement pain management care plan

· Implement communication care plan

· Encourage social interaction with other residents in the nursing home and devise methods of more frequent communication with brother and family

· Risk management plan
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Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy.
Part 3 No. 12: Manages the care of people who are receiving IV fluids and accurately records fluid intake and output, demonstrating understanding of potential complication.

Part 3, No. 13: Manages the care of people receiving fluid and nutrition via infusion pumps and devices including the administration of medicines as required in line with local policy.

Part 3 No.14 Manage and monitor the effectiveness of symptom relief medication, with the use of infusion pumps and other devices. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Describes the anatomy and physiology for effective cannulation, the conditions when individuals may require cannulation and the processes of undertaking safe and effective cannulation

· Demonstrates safe and effective cannulation in line with organisation policies

· Outlines the conditions when an individual requires IV fluids, demonstrates knowledge related to dehydration and hydration markers and identifies potential complications with the administration of IV fluids

· Demonstrates effective care and management of an individual receiving IV fluids and accurately records fluid intake and output

· Identifies the conditions where an individual requires nutrition, hydration and medication administered via infusion pumps or other devices

· Demonstrate effective care and management of an individual receiving nutrition, hydration and medication via infusion pump or other devices  



Case Study for Students:

Colin is 58 years old and has bipolar disorder which was diagnosed at age 36 years following six years of being diagnosed and treated for depression with amitriptyline 75mg b.d. He had a period of mania at that time demonstrating very excitable and impulsive behaviours and spending long periods awake walking around his community talking to anyone he met. He was admitted to a mental health ward for three months and discharged home prescribed lithium carbonate 1g o.d. He had been working as a stock controller in a factory up until his first admission but lost his job and has not worked since. He lives with his wife and their three children have all left home but live locally and are regular visitors. Colin has been admitted to hospital voluntarily three times over the past 20 years due to mania symptoms – extreme overactivity, easily distracted, agitated when his wife tries to intervene and not sleeping. He has had referrals to the community mental health time prior to admission and on discharge during those times. Colin has had an ischaemic stroke four days ago and is currently in hospital. He requires nutrition, fluids, and medication to be administered through an NG tube and pump as he is unable to swallow, he has become dehydrated and has been prescribed IV fluids. He appears to be in pain and is showing signs of distress due to his situation by crying and becoming agitated.   



Using the above information please complete the below SBAR template, before having a discussion regarding Colin’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 





























































Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Colin is a 58 year old man and has bipolar disorder

· He lives with his wife

· He has had an ischaemic stroke and has been admitted to a medical ward



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Colin

· 58 years

· Lives with his wife

· Unemployed

· History of depression 30 years to 36years 

· History of bipolar disorder for 22 years aged 36 years  

· Lithium carbonate 1g o.d.

· Has had an ischaemic stroke four days ago

· Left side hemiplegia, unable to weight bear or walk

· Dysphagia requiring a PEG

· Pain

· Risk of vascular accident, trigger of mania or depression



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Colin’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis

· Fluid balance chart

· Assessment of pain

· Referral to physiotherapist for assessment of physical mobility 

· Referral to tissue viability nurse specialist for assessment of tissue viability

· Referral to MH liaison nurse for assessment of mental health – Mental State Examination, assessment of bipolar disorder

· Refer to Speech and Language Therapist for assessment of dysphagia 

· Refer to dietician for assessment of nutritional needs  

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Colin’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· MH liaison nurse to discuss medication administration with medical staff/pharmacist 

· Cannulation and IV fluids administered

· Implement fluid balance chart/monitoring for hydration and dehydration markers

· Implement nutrition, hydration and medication administration plan – insert NG tube and administer prescribed nutrition, hydration and medication

· Implement mobility care plan

· Implement tissue viability care plan

· Implement pain management care plan

· Risk management plan
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Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy.
Part 3 No. 12: Manages the care of people who are receiving IV fluids and accurately records fluid intake and output, demonstrating understanding of potential complication.

Part 3, No. 13: Manages the care of people receiving fluid and nutrition via infusion pumps and devices including the administration of medicines as required in line with local policy.

Part 3 No.14 Manage and monitor the effectiveness of symptom relief medication, with the use of infusion pumps and other devices. (Part 2 or Part 3).



By the end of the case study the student should be able to:

· Describes the anatomy and physiology for effective cannulation, the conditions when individuals may require cannulation and the processes of undertaking safe and effective cannulation

· Demonstrates safe and effective cannulation in line with organisation policies

· Outlines the conditions when an individual requires IV fluids, demonstrates knowledge related to dehydration and hydration markers and identifies potential complications with the administration of IV fluids

· Demonstrates effective care and management of an individual receiving IV fluids and accurately records fluid intake and output

· Identifies the conditions where an individual requires nutrition, hydration and medication administered via infusion pumps or other devices

· Demonstrate effective care and management of an individual receiving nutrition, hydration and medication via infusion pump or other devices  



Case Study for Students:

Colin is 75 years old. He is retired. He lives with his wife. Their three children have all left home but live locally and are regular visitors. Colin has been overweight for many years and does limited exercise. Colin has had an ischaemic stroke four days ago and is currently in hospital. He requires nutrition, fluids, and medication to be administered through an NG tube and pump as he is unable to swallow, he has become dehydrated and has been prescribed IV fluids. He appears to be in pain and is showing signs of distress due to his situation by crying and becoming agitated.   



Using the above information please complete the below SBAR template, before having a discussion regarding Colin’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· 



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		· 



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		· 









Case Study Answers for Practice Assessors/Supervisors:



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		· Colin is a 75 year old man

· He lives with his wife

· He has had an ischaemic stroke and has been admitted to a medical ward



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		· Colin

· 75 years

· Lives with his wife

· Retired 

· Overweight and sedentary lifestyle

· Has had an ischaemic stroke four days ago

· Left side hemiplegia, unable to weight bear or walk

· Dysphagia requiring a PEG

· Pain

· Risk of vascular accident



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		· Assessment of Colin’s capacity for decision making to undertake initial assessment/each assessment – Mental Capacity Act (2005) 

· Assessment of physical health assessment including whole body system/Activities of Daily Living, medication, TPR/BP, BMI, blood glucose, urinalysis, skin integrity

· Fluid balance chart

· Assessment of pain

· Referral to physiotherapist for assessment of physical mobility 

· Refer to Speech and Language Therapist for assessment of dysphagia 

· Refer to dietician for assessment of nutritional needs  

· Assessment of risk – harm to self, others, environment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		· Assessment of Colin’s capacity for decision making for each intervention (Mental Capacity Act 2005)

· Implement any Reasonable Adjustments – Equality Act (2010)

· Cannulation and IV fluids administered

· Implement fluid balance chart/monitoring for hydration and dehydration markers

· Implement nutrition, hydration and medication administration plan – insert NG tube and administer prescribed nutrition, hydration and medication

· Implement mobility care plan

· Implement care plan for skin integrity

· Implement pain management care plan

· Risk management plan
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