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How to use this document
Pre-registration student nurses must achieve all the Standards of Proficiency for Registered Nurses (NMC, 2018a), but the NMC states ‘the level of expertise and knowledge required will vary depending on the chosen field of practice.’ Students should achieve the proficiencies in practice, wherever possible. Some of the Annexe A and B skills, as set out in the Pan London Practice Assessment Document (PAD), may be difficult to demonstrate in some fields. This guide sets out a Pan London approach to the assessment of 12 of these proficiencies in the PAD:

· 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

The theory for these proficiencies is taught within the AEI, with opportunity for skills rehearsal where appropriate. All these skills can be assessed in either Part 2 or Part 3, depending on when the student has an opportunity to demonstrate them.

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 
· The student will apply knowledge and skills that have been taught in AEI
· May need to consider following patient journey to achieve the proficiency in a different environment or assessment by a practice supervisor from a different profession if nurses in this area do not provide this care. 

1b) Using a targeted discussion 
· The student will apply knowledge to a case study if the opportunity to meet whole/part of the proficiency is not available with a real patient/service user. This may be supported by simulated practice in areas which have the resources to do this. 

2. Within the University: Through simulated practice – if the opportunity to be assessed in practice is not available. Assessed and signed in the PAD by a member of AEI staff acting in the role of PA.
In line with NMC guidance, student assessment should occur within the practice setting (approaches 1a and 1b), wherever possible. 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. 

Learning resources
The learning resources are not intended to be prescriptive, but to enhance student learning and support their assessment. The resources themselves are not a formal part of the assessment, and the PS/PA may use alternative resources/sources of evidence to support the assessment. Resources may also be useful for PS/PAs to refresh their knowledge for skills they do not frequently use. Students may find that their AEI has provided resources in skills teaching that are more tailored to their circumstances and may wish to share these with their PS/PA, or may need to access placement-specific policies.

Case studies are provided to allow students to apply their knowledge to these patients/service users and will be particularly useful for assessment within practice by targeted discussion. Students should read the learning objectives and self-assess gaps in their knowledge and skills. The resources shown here and/or resources provided by their AEI in theory and skills teaching, can then be used to close these gaps. Students should use the SBAR structure to organise their thoughts and then discuss the case study with their PS/PA. PS/PAs should ask questions to gauge the student’s achievement of the learning objectives. Some case studies can be used to assess several proficiencies at the same time, if required.
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	Proficiency
	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.
	
Adult
 
Child

Mental Health

Learning Disability

‘Recognition’ can be assessed through 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
 
Suicide and Self-harm Prevention - Young People
Vulnerable Groups – An overview 
Assessing and managing risk 

Case Studies:




[bookmark: _MON_1831273603][bookmark: _MON_1831273722]


	
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.
	
	
BAPEN Resources:
Access Routes/Tube Types | BAPEN (see pdf)
Medicines & Tubes | British Pharmaceutical Nutrition Group
Enteral Feed Monitoring | BAPEN
Management of Enteral Feeding Complications | BAPEN

Nasogastric tube insertion – Adult 

Nasogastric Tube Insertion and Management Workbook – Children

Feeding (in palliative care) 

Mental Health – MDT discussion around NG feeding

Case Studies:



[bookmark: _MON_1831274607]

	
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 studies to support assessment if opportunity in practice is not available
	
Urinary Catheterisation (Female)

Urinary Catheterisation (Male)

Quality statement 4: Urinary catheters | Infection prevention and control | Quality standards | NICE

Case Studies:



[bookmark: _MON_1831274897]
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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 in any setting. 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 in any setting, though opportunity for ‘comprehensive assessment’ might not.  
	
	
B is for Breathing

Respiratory assessment and monitoring

An Introduction to the Safe Use of Pulse Oximetry

Patient Safety Alert: Risk of harm from inappropriate placement of pulse oximetry probes

Pulse-oximetry-racial-bias-report.pdf
 
Peak Flow (from 4:39) - Lung Function Tests

Case Studies:



[bookmark: _MON_1831275299]

	
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


	
	
Suction

Quality standards: Mental Health inpatient care equipment and drug lists (Resuscitation Council UK)

Case Studies:





	
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.
	
	
C is for Circulation 

Recording an ECG

Physical Health Checks for people with Severe Mental Illness 

Assessment and management of the acutely unwell patient in a mental health setting - NEWS/MEWS scores, Interpretation of an ECG, acute neurology, fits and funny turns presentation 

Case Studies:



[bookmark: _MON_1831275593]

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



Part 2, No 25 continued
	
Adult

Child

Mental Health 

Learning Disability
	
Mental Health 

Learning Disability

If opportunity to practice is not available 
	
	
Clinical skills venepuncture - YouTube Video - Venous Access

Venepuncture: Introduction / Update - YouTube Video

Blood Test Interpretation Guide

Case Studies:







[bookmark: _MON_1831275890]

	
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.
	
Capital Nurse IV Therapy Passport: Vascular access devices 

Intravenous (IV) Cannulation

Case Studies:








	
Part 2, No 27: Manage and monitor blood component transfusions in line with local policy and evidence-based 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

Blood Assist App: developed by NHS Blood and Transplant 

Essential Transfusion Practice

Case Studies:




	
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.
	
	
Capital Nurse IV Therapy Passport: Fluid and Electrolytes in IV Therapy

Fluid Balance Monitoring 

Case Studies:





	
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.


	
	
Syringe Pumps: Introduction, Risk Management, Specific Devices
Volumetric pumps: Introduction, Risk Management, Specific Devices

Case studies:





	
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.


	
	
Introduction to Essential Pain Management
Principles of pain management
Using syringe drivers
Symptom management for the dying adult: pain, nausea and vomiting
Symptom management for the dying adult: respiratory symptoms, diabetes control and anticipatory prescribing
Paediatric Palliative Care: Symptom Management

Case studies:






Abbreviations

	Abbreviations used in this Guide

	PA: Practice Assessor
	PS: Practice Supervisor

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

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

	NMC: Nursing and Midwifery Council
	SBAR: Situation, Background, Assessment, Recommendation – a standard format for communication
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Nursing Midwifery Council (2018a) Future nurse: Standards of proficiency for registered nurses. London: NMC

Nursing Midwifery Council (2018b) Realising professionalism: Standards for education and training Part 2: Standards for student supervision and assessment   London: NMC


Further Resources
CapitalNurse IV Therapy Passport: https://www.hee.nhs.uk/our-work/capitalnurse/our-work/iv-therapy-passport

e-learning for healthcare: https://www.e-lfh.org.uk/

e-learning for healthcare: Physical Health Checks for Severe Mental Illness https://www.e-lfh.org.uk/programmes/physical-health-checks-for-severe-mental-illness/ 

NHS Learning Hub: https://learninghub.nhs.uk/

Strengthening Team-Based Education in Practice:  https://www.stepapproach-learning.org/

The Royal Marsden Manual of Clinical Procedures (2021) 10th Edition The Royal Marsden Manual of Clinical Procedures Student Edition    
Edited by Lister, S, Hofland, J., Grafton H., Wilson., C. Wiley-Blackwell : Oxford  

The Royal Marsden Manual of Clinical Procedures (2020) 10th Edition Online https://www.wiley.com/learn/royalmarsdenmanual/online-edition.html
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Adult Case Study 1



This case study has been developed to support the achievement of 1 proficiency. To achieve this proficiency, by the end of the targeted discussion, the student should be able to:

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).

· Define self-harm or self-injurious behaviours and identify types of self-harm and self-injurious behaviours.

· Describe why someone might be 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



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any practice organisation-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.






Case Study:



Natalie 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. She has two brothers aged 18 years and 20 years who are both at university over 100 miles away. Natalie 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. 



Natalie has a history of self-harming by overdosing aged 17 and 21 and has engaged in cutting her upper arms and thighs with razor blades since she was 20 years old. This tends to happen approximately every six months to a year when Natalie feels she is reaching a crisis point. She has been prescribed medication for the past seven years by her GP and was referred to the community mental health team aged 22 years. Natalie 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 and resources please complete the SBAR template below, before having a discussion regarding Natalie’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?

		Urgent and emergency care  



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		Natalie, 24



Self-harm, hx of anxiety and depression for 7 years

Overdose aged 17 and 21 

Self-harming by cutting arms and legs every 6-12 months 



Fluoxetine 60mg o.d.



Lives with parents, younger siblings at university

Unemployed 



Risk of physical harm from cutting, ongoing risk of self-harm and suicide



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN INCLUDING RISK

		Assessment of physical health

Assess wound and tissue damage to legs



Observe verbal and non-verbal clues to MH state. Enquire about current thoughts and feelings.



Referral to MH liaison team 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

		Implement any Reasonable Adjustments – Equality Act (2010)



Provide wound care and refer for follow up if required.



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



Signpost to support services e.g. MIND



Risk management plan









Suggested questions:

· What risk factors and protective factors does Natalie have that affect her risk of self-harm?

· What questions might you ask Natalie to gauge current risk of self-harm and suicide? 

· What actions might you consider to keep Natalie safe while she is in the department?





Adult Case Stud y   1     This case study has been developed to support the achievement of 1 proficiency. To achieve  this proficiency, by the end of the targeted discussion, the student should be able to:   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).      Define self - harm or self - injurious behaviours and identify types of self - harm and self - injurious behaviours.      Describe why someone might be 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     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any  practice organisation - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.        
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Child Case Study 1



This case study has been developed to support the achievement of 1 proficiency. To achieve this proficiency, by the end of the targeted discussion, the student should be able to:

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).

· Define self-harm or self-injurious behaviours and identify types of self-harm and self-injurious behaviours.

· Describe why someone might be 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



Information for students:

Please read the case study and consider the learning objectives above. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.






Case Study:



Alisha is 16 years old and has given birth 7 weeks ago. She and her baby live with her mother and a younger brother (13). She has a previous history of self-harm by cutting, having experienced trauma in her early years. Alisha is seen with her baby in the child health clinic and becomes tearful when asked how she is. She reports that she can’t sleep, is struggling to eat properly, doesn’t have any energy and is relying on her mother for support. She reports that she hasn’t been seeing her friends and feels lonely and isolated.



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



		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		 



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS/PRESENTING COMPLAINT

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?

		Child health clinic (community setting)



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS/ PRESENTING COMPLAINT

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		Alisha, 16, low mood post-partum



7-weeks post-partum. History of self-harm.



Lives with newborn with mother and younger brother.



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN INCLUDING RISK

		Consent for assessment and interventions: Mental Capacity Act 



Utilise communication, listening and observation skills to take history. Assess bonding and attachment with newborn.



Review previous records. What services are involved currently or in past? Any alerts?

Any medications? Review compliance, side effects and safety.



Consider use of tools:

Whooley questions

Edinburgh Postnatal Depression Scale (EPDS)

Generalized Anxiety Depression scale (GAD7). 



Template for risk assessment may include: 

· Engagement? 

· Risk of suicide, self-harm? 

· Harm from or to others, 

· any drug/alcohol use, 

· any domestic violence? 

· Physical and mental health, 

· environmental risk, 

· homelessness?



Referral for holistic assessment using Common Assessment Framework/ Early Help Assessment



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Safety plan, review with manager, decision re pathway of care/ stratification. 



Appropriate referrals or liaison with existing services: 

· GP 

· perinatal mental health service

· mental health team 

· Education Other Than At School (EOTAS) School Nursing pathway

· Family Hub/ Family Navigator/Early Help

· Safeguarding/Multi-Agency Referral Form (MARF) 









Suggested questions:

· What risk factors and protective factors does Alisha have that affect her risk of self-harm?

· What questions might you ask Alisha to gauge current risk of self-harm and suicide? 

· What other services might Alisha need support from?









Child   Case Stud y  1       This case study has been developed to support the achievement of 1 proficiency. To achieve  this proficiency, by the end of the targeted discussion, the student should be able to:   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).      Define self - harm or self - injurious behaviours and identify types of self - harm and self - injurious behaviours.      Describe why someone might be 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     Information for students:   Please read the case study and consider the learning objectives   above . If there are gaps in  your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide to fill these. Your university may also have provided useful resources, or you may  need to refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.        
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Learning Disabilities Case Study 1



This case study has been developed to support the achievement of 1 proficiency. To achieve this proficiency, by the end of the targeted discussion, the student should be able to:

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).

· Define self-harm or self-injurious behaviours as applied to people with learning disabilities and identify types of self-harm and self-injurious behaviours.

· 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



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

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 cannot travel independently. He attends two activities: a men’s group, and a walking group, at a local charity. These are 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. You are the Community Learning Disabilities Nurse supporting Tom and his family.



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



		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		



		BACKGROUND

		PATIENT NAME & AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		










Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Community learning disabilities nurse supporting Tom and family





		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Tom, 25, moderate learning disabilities and autistic spectrum disorder



Sertraline 200mg o.d.



Lives at home with family. One day a week supported employment.



Self-injurious behaviour: biting hands several times a day over last 15 years



		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 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), Aberrant Behavior Checklist, direct observations, Questions About Behavioural Function (Matson and Volmer 1995) 



Support attendance for annual health check including medication review.



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



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		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 or mental health conditions identified. Refer for psychological/psychiatric support as needed.



Develop and implement Behaviour Support plan including proactive and reactive strategies:

· 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







Suggested questions:

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).

· Why might the underlying causes for Tom’s self-injurious behaviours be?

· How can we identify causes for Tom’s behaviour?

· How can we manage the risk of self-injurious behaviour for Tom?



Learning Disabilities Case Study 1     This case study has been developed to support the achievement of  1   proficienc y . To achieve  th is   proficienc y , by the end of the targeted discussion, the student should be able to:   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).      Define self - harm or self - injurious behaviours as applied to people with learning  disabilities   and i dentify types of self - harm and self - injurious behaviours .      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     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Mental Health Case Study 2



This case study has been developed to support the achievement of up to 5 proficiencies. By the end of the targeted discussion, the student should be able to:

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

· Describes a range of conditions when an individual might 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.

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal urea and electrolyte blood test results. 

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

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

· Demonstrates safe and effective cannulation in line with organisation policies.

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.

· 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

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.

· Identifies the conditions where an individual may require nutrition, hydration or 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  



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Ann is a 19-year-old patient in an eating-disorder unit. She is studying English Literature but has taken a break from her studies due to her health and has returned to live with her parents and younger brother. She has been diagnosed with anorexia nervosa and generalised anxiety disorder. She was transferred to an acute trust due to concerns about her physical health, including dehydration and hypokalaemia. On arrival, she has bloods taken, including urea and electrolytes, and a cannula inserted for intravenous fluids. She receives infusions of 0.9% sodium chloride with potassium chloride via an infusion pump. Her initial blood results show: sodium 155mmol/L (H), potassium 2.8mmol/L (L), urea 9.8 mmol/L (H) and creatinine 98 μmol/L (H).

Ann continues to decline oral food, and a decision was made to prescribe artificial nutrition and hydration via a naso-gastric (NG) tube to meet her health needs. Ann is initially unwilling to have an NG tube inserted, but after several discussions agrees to this. An NG tube is inserted, and a dietician advises on a feeding regime. This is administered via a feeding pump. Due to her very limited oral intake in the preceding days, Ann is at high risk of refeeding syndrome and needs regular blood tests including urea and electrolytes, phosphate, magnesium and corrected calcium.

Using the above information and resources please complete the SBAR template below, before having a discussion regarding Ann’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 Supervisors/Assessors:

		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		Transferred to acute trust from eating-disorder unit



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Ann, 19



Anorexia nervosa and generalised anxiety disorder



No PMH



Lives with parents and younger brother



Risk of life-threatening arrhythmia due hypokalaemia and kidney injury due to dehydration.



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		Assessment of mental capacity



Continuous ECG monitoring



Low potassium

High sodium, urea and creatinine due to dehydration



Fluid balance chart to monitor fluid intake and output and food chart



Assessment of risk of harm to self



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		Continue ECG monitoring



Regular blood tests for urea and electrolytes, phosphate, magnesium and corrected calcium to monitor hydration and identify refeeding syndrome.



Feeding via NG tube and IV fluids with potassium replacement



Position checking of NG tube by pH (or Xray) on insertion and prior to each use



Monitor position of tube and skin integrity



Monitor fluid intake and urine output







Suggested questions:

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

· Why was an NG tube indicated for Ann? What risks would need to be weighed against benefits before NG feeding was deemed suitable?

· What are the ethical issues that need to be considered around NG insertion? What are the legal frameworks that might be used in Ann did not agree? 

· What safety checks are needed to ensure the NG tube is safe to use?

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).

· Why was venepuncture indicated for Ann?

· What are the risks of venepuncture and how would you ensure this was safe?

· What were the implications of her blood results?

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

· Why was cannulation indicated for Ann?

· What are the risks of cannulation and what checks of Ann’s cannula should be made?

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.

· Why were IV fluids indicated for Ann?

· What markers would have alerted staff to dehydration?

· What are the risks of IV fluid administration to Ann and how would these be monitored?



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.

· Why are Ann’s fluid and nutrition delivered using infusion pumps?



Mental Health Case Study 2     This case study has been developed to support the achievement of  up to  5   proficiencies.  B y  the end of the targeted discussion, the student should be able to:   Part 2, No.12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal urea and electrolyte blood test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      Describes the anatomy and physiology for effective cannulation, the conditions when  individuals may require cannulation and the proces s   of undertaking safe cannulation      Demonstrates safe and effective cannulation in line with organisation policies.   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.      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   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.      Identifies the conditions where an individual may require nutrition, hydration or  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       Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide  to fill these. Your university may also have provided useful resources, or you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template   on the next page , which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Learning Disabilities Case Study 2



This case study has been developed to support the achievement of up to 6 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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

· Describes a range of conditions when an individual might 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.

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. [Assessed in AEI if no opportunity in practice]

· Outlines conditions that may require urinary catheterisation in males and females.

· Explains risks of catheterisation and presence of an indwelling catheter and discusses principles of catheter management to manage risk.

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

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).

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

· Demonstrates safe and effective venepuncture

· Discusses the significance of abnormal full blood count and urea and electrolyte blood test results. 

Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy. [Assessed in AEI if no opportunity in practice]

· Describes the anatomy and physiology for effective cannulation, reasons someone may need cannulation, and the processes of undertaking safe and effective cannulation

· Demonstrates safe and effective cannulation in line with organisation policies

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.

· Outlines when an individual may require IV fluids, demonstrates knowledge of 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

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.

· Identifies when an individual may require nutrition, hydration or medication administered via infusion pumps or other devices

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





Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.



Case Study:

Howard is 68 years old and has mild learning disabilities. He has lived in a nursing home since having a stroke two years ago, and has a background of hypertension and high cholesterol. He is unable to verbally communicate following the stroke and relies on pictures and symbols, although he understands simple verbal language from others. He has left side hemiplegia and requires a transfer aid and assistance to move from chair to chair. He is not able to walk. He has dysphagia following the stroke. In the immediate management of his stroke, he received nutrition and hydration via a nasogastric tube. A Percutaneous Endoscopic Gastrostomy (PEG) was then inserted, which is now used for all his nutrition, hydration and medication. 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 with in the lounge, watching television. 

He recently experienced diarrhoea and vomiting during an outbreak of norovirus in his nursing home. Despite being given boluses of fluid via his PEG tube, he was becoming dehydrated and was admitted to hospital. On admission, blood tests were taken for urea and electrolytes and a cannula inserted. His initial blood tests were: urea 18 mmol/L *H (2.5 – 7.8 mmol/L); creatinine 220 µmol/L *H (60 – 110 µmol/L); eGFR 25 mL/min *L (>60 mL/min); sodium 148 mmol/L *H (135 – 145 mmol/L); potassium 4.8 mmol/L (3.5 – 5.0 mmol/L). He was in acute kidney injury (AKI) due to dehydration and a urinary catheter was inserted for accurate fluid balance monitoring. He was prescribed IV fluids to rehydrate him and manage his AKI. He required daily blood tests to monitor his kidney function. 

As the Acute Learning Disability Nurse you are supporting Howard and liaising with his nursing home. 




Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		












Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Nurse



Hospital in-patient



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Howard, 68 years, diarrhoea and vomiting (likely norovirus) leading to dehydration and acute kidney injury



Stroke 2 years ago

Dysphagia requiring a PEG

Mild learning disabilities

No verbal communication, dependent on non-verbal methods, understands simple verbal language



Lives in a nursing home

Left side hemiplegia, unable to walk



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Howard’s physical and mental health, including vital signs/NEWS, fluid balance chart, pain assessment.



Raised sodium (dehydration), raised urea and creatinine and decreased eGFR (AKI). Repeat blood tests to monitor renal function



Ensure stool sample sent.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Howard’s capacity for decision making for each intervention



Adherence to infection control precautions to prevent spread of norovirus. 



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Howard with cannulation, venepuncture and administration of IV fluids



Ensure fluid balance chart/monitoring in place for hydration and dehydration markers



Ensure nutrition, hydration and medication administered through the PEG



Ensure relevant referrals made based on assessments e.g. dietician, speech and language, physiotherapist.



Ensure nursing home and brother and family updated regularly.



Referral to Community Learning Disability Team if not known.







Suggested questions:

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

· Why was an NG tube not a long-term solution? What care will Howard need for his PEG tube?

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.

· [bookmark: _Hlk211596181]What are the risks to Howard of an indwelling urinary catheter, and how can these be managed?

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).

· How would you support Howard with venepuncture?

· Why did Howard require regular blood tests and what tests would he need?

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

· How would you support Howard with cannulation?

· What are the risks of a cannula and what checks need to be made of Howard’s cannula?

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.

· What are the risks of IV fluid administration and how will we monitor Howard’s response to the IV fluids?

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.

· What complications could Howard have related to his enteral feeding tube, and how can these be minimised?











Learning Disabilities Case Study 2     This case study has been developed to support the  achievement of up to 6 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to meet the following outcomes:   Part 2, No.   12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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.   [ A ssessed in AEI if no opportunity in practice]      Outlines conditions that may require urinary catheterisation in males and females.      Explains risks of catheterisation and presence of an indwelling catheter and discusses  principles of catheter management to manage risk.      Demonstrates insertion, management, and removal of urinary catheters for all  genders.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discusses the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.   [ A ssessed in AEI if no opportunity in practice]      Describes the anatomy and physiology for effective cannulation, reasons someone  may need  cannulation, and the processes of undertaking safe and effective  cannulation      Demonstrates safe and effective cannulation in line with organisation policies   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.      Outlines when an individual may require IV fluids, demonstrates knowledge of  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   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.      Identifies whe n   an individual may require nutrition, hydration or medication  administered via infusion pumps or other devices      Demonstrate s   effective care and management of an individual receiving nutrition,  hydration and medication via infusion pump or other devices       
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Child Case Study 2



This case study has been developed to support the achievement of up to 2 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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. 

· Outlines conditions that may require urinary catheterisation in males and females.

· Explains risks of catheterisation and presence of an indwelling catheter and discusses principles of catheter management to manage risk.

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

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

· Describes the anatomy and physiology for effective cannulation, reasons someone may need cannulation, and the processes of undertaking safe and effective cannulation



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Chloe is 6 years old and her parents have brought her to the emergency department as she has had 24 hours of vomiting and diarrhoea and is unable to tolerate oral fluids. She is usually fit and well. On assessment, she appears pale and lethargic, with dry lips. Her parents aren’t sure when she last passed urine.

She has blood tests taken, which reveal she is severely dehydrated. She is cannulated and IV fluids administered. She remains anuric for several hours after IV fluids have been commenced, so a urinary catheter is inserted for close monitoring of urinary output. 

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



		SITUATION

		WHO/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 Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Emergency Department



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Chloe, 6

Severe dehydration due to diarrhoea and vomiting

No PMH



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

		Assessment of vital signs and ongoing monitoring

Monitoring of fluid balance status: fluid balance chart including output from catheter.



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Respond to any derangement of vital signs

Administration of IV fluids

Catheter care and removal as soon as possible.

Adherence to infection control precautions to prevent spread of diarrhoea and vomiting. Stool sample if diarrhoea continues.









Suggested questions:

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.

· [bookmark: _Hlk211596181]What are the risks of an indwelling urinary catheter, and how can these be managed?

· How would you support Chloe with catheterisation?

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

· How would you support Chloe with cannulation?

· What are the risks of a cannula and what checks need to be made of Chloe’s cannula?











Child Case Stud y   2     This case study has been developed to support the  achievement of up to  2   proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to meet the following outcomes:   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.        Outlines conditions that may require urinary catheterisation in males and females.      Explains risks of catheterisation and presence of an indwelling catheter and discusses  principles of catheter management to manage risk.      Demonstrates insertion, management, and removal of urinary catheters for all  genders.   Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      Describes the anatomy and physiology for effective cannulation, reasons someone  may need  cannulation, and the processes of undertaking safe and effective  cannulation     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide  to fill these. Your university may also have provided useful resources, or you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template   on the next page , which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Mental Health Case Study 3



This case study has been developed to support the achievement of up to 3 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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. 

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

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

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

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

· Demonstrate effective nasal and oral suctioning techniques 

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).

· Identify symptoms which may require pharmacological treatment, and non-pharmacological treatments that may also support patient.

· Describe the use of infusion pumps to deliver symptom relief medications, including risks and safety checks. 

· Explain how they would assess effectiveness of symptom relief medications.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.

· 


Case Study:

Sam is a 68-year-old man who lives in a nursing home and has a diagnosis of advanced frontotemporal dementia (FTD). His past medical history includes hypertension, high cholesterol and osteoarthritis in his knees and hips. He worked as a labourer on building sites from the age of 14 to 58, when he had to stop working due to behaviour changes from his FTD. His wife visits him daily and their son visits once or twice a week.

He requires a hoist to transfer and a specialist chair to support him when sitting. He is increasingly withdrawn and does not react to the presence of family or staff. Sam regularly requires oral suctioning to support management of his airways as his dysphagia has progressed.

Sam has an advance care plan in place that was developed in consultation with his family. It recognised that Sam was approaching the end of his life and was at high risk of aspiration pneumonia due to his dysphagia. It was agreed that admission to hospital was unlikely to be in his best interests and that in the case of aspiration pneumonia that could not be treated in the nursing home, the priority was for Sam to be supported to have a dignified death in a familiar environment and to be cared for by staff who knew him.

Sam develops shortness of breath and pyrexia, and his GP identifies that he is now in the last days of his life. He is prescribed a subcutaneous syringe driver to manage his symptoms of shortness of breath and pain (morphine sulphate), excessive airway secretions (glycopyrronium bromide) and terminal agitation (midazolam), with additional doses of morphine and midazolam prescribed PRN. This is changed every 24 hours. His abdomen becomes distended and a bladder scan reveals he is in urinary retention. A urinary catheter is inserted by the nursing home staff to provide comfort at the end of life.

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



		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		










Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Nursing home



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Sam, 78



Advanced frontotemporal dementia and aspiration pneumonia



Hypertension, high cholesterol, osteoarthritis



Wife visits daily and son once or twice a week



Risk of choking on saliva due to difficulty swallowing



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

		Assessment of pain (Abbey Pain Score), shortness of breath and signs of distress.



Patency of catheter – bladder scan if blockage suspected.



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Continue to provide oral suctioning as required and mouthcare.



Monitor battery life, delivery of syringe driver (rate and volume), condition of contents (cloudy, particulates) and site (redness, swelling).

Replace syringe every 24 hours.



Provide PRN morphine and midazolam if indicated. Consider positioning for breathlessness and using a fan.



Provide ongoing catheter care: daily cleaning of urethral meatus and emptying of catheter bag when required.







Suggested questions:

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. 

· What are the risks to Sam of an indwelling urinary catheter, and how can these be managed?

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

· Where in the mouth should the suction catheter be placed? Why?

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).

· How would you assess the effectiveness of the syringe driver for Sam? 

· What checks need to be made of the syringe driver?

· What non-pharmacological treatments might help manage Sam’s symptoms?





Mental Health Case Study 3     This case study has been developed to support the achievement of up to 3 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.        Outline the conditions that individuals of all genders may require urinary catheters and  the processes required for managing bladder drainage effectively      Demonstrate accurate insertion, management, and removal of urinary catheters for all  genders   Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning  techniques. (Part 2 or Part 3).      Identify a range of conditions when an individual would require nasal or oral suctioning  and sources evidence of best practice approaches      Demonstrate effective nasal and oral suctioning techniques    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).      Identify symptoms which may require pharmacological treatment, and non - pharmacological treatments that may also support patient.      Describe the use of infusion pumps to deliver symptom relief medications, including  risks and safety checks.       Explain how they would assess effectiveness of symptom relief medications.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Learning Disabilities Case Study 2



This case study has been developed to support the achievement of up to 6 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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

· Describes a range of conditions when an individual might 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.

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. [Assessed in AEI if no opportunity in practice]

· Outlines conditions that may require urinary catheterisation in males and females.

· Explains risks of catheterisation and presence of an indwelling catheter and discusses principles of catheter management to manage risk.

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

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).

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

· Demonstrates safe and effective venepuncture

· Discusses the significance of abnormal full blood count and urea and electrolyte blood test results. 

Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy. [Assessed in AEI if no opportunity in practice]

· Describes the anatomy and physiology for effective cannulation, reasons someone may need cannulation, and the processes of undertaking safe and effective cannulation

· Demonstrates safe and effective cannulation in line with organisation policies

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.

· Outlines when an individual may require IV fluids, demonstrates knowledge of 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

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.

· Identifies when an individual may require nutrition, hydration or medication administered via infusion pumps or other devices

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





Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.



Case Study:

Howard is 68 years old and has mild learning disabilities. He has lived in a nursing home since having a stroke two years ago, and has a background of hypertension and high cholesterol. He is unable to verbally communicate following the stroke and relies on pictures and symbols, although he understands simple verbal language from others. He has left side hemiplegia and requires a transfer aid and assistance to move from chair to chair. He is not able to walk. He has dysphagia following the stroke. In the immediate management of his stroke, he received nutrition and hydration via a nasogastric tube. A Percutaneous Endoscopic Gastrostomy (PEG) was then inserted, which is now used for all his nutrition, hydration and medication. 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 with in the lounge, watching television. 

He recently experienced diarrhoea and vomiting during an outbreak of norovirus in his nursing home. Despite being given boluses of fluid via his PEG tube, he was becoming dehydrated and was admitted to hospital. On admission, blood tests were taken for urea and electrolytes and a cannula inserted. His initial blood tests were: urea 18 mmol/L *H (2.5 – 7.8 mmol/L); creatinine 220 µmol/L *H (60 – 110 µmol/L); eGFR 25 mL/min *L (>60 mL/min); sodium 148 mmol/L *H (135 – 145 mmol/L); potassium 4.8 mmol/L (3.5 – 5.0 mmol/L). He was in acute kidney injury (AKI) due to dehydration and a urinary catheter was inserted for accurate fluid balance monitoring. He was prescribed IV fluids to rehydrate him and manage his AKI. He required daily blood tests to monitor his kidney function. 

As the Acute Learning Disability Nurse you are supporting Howard and liaising with his nursing home. 




Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		












Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Nurse



Hospital in-patient



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Howard, 68 years, diarrhoea and vomiting (likely norovirus) leading to dehydration and acute kidney injury



Stroke 2 years ago

Dysphagia requiring a PEG

Mild learning disabilities

No verbal communication, dependent on non-verbal methods, understands simple verbal language



Lives in a nursing home

Left side hemiplegia, unable to walk



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Howard’s physical and mental health, including vital signs/NEWS, fluid balance chart, pain assessment.



Raised sodium (dehydration), raised urea and creatinine and decreased eGFR (AKI). Repeat blood tests to monitor renal function



Ensure stool sample sent.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Howard’s capacity for decision making for each intervention



Adherence to infection control precautions to prevent spread of norovirus. 



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Howard with cannulation, venepuncture and administration of IV fluids



Ensure fluid balance chart/monitoring in place for hydration and dehydration markers



Ensure nutrition, hydration and medication administered through the PEG



Ensure relevant referrals made based on assessments e.g. dietician, speech and language, physiotherapist.



Ensure nursing home and brother and family updated regularly.



Referral to Community Learning Disability Team if not known.







Suggested questions:

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

· Why was an NG tube not a long-term solution? What care will Howard need for his PEG tube?

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.

· [bookmark: _Hlk211596181]What are the risks to Howard of an indwelling urinary catheter, and how can these be managed?

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).

· How would you support Howard with venepuncture?

· Why did Howard require regular blood tests and what tests would he need?

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

· How would you support Howard with cannulation?

· What are the risks of a cannula and what checks need to be made of Howard’s cannula?

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.

· What are the risks of IV fluid administration and how will we monitor Howard’s response to the IV fluids?

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.

· What complications could Howard have related to his enteral feeding tube, and how can these be minimised?











Learning Disabilities Case Study 2     This case study has been developed to support the  achievement of up to 6 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to meet the following outcomes:   Part 2, No.   12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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.   [ A ssessed in AEI if no opportunity in practice]      Outlines conditions that may require urinary catheterisation in males and females.      Explains risks of catheterisation and presence of an indwelling catheter and discusses  principles of catheter management to manage risk.      Demonstrates insertion, management, and removal of urinary catheters for all  genders.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discusses the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.   [ A ssessed in AEI if no opportunity in practice]      Describes the anatomy and physiology for effective cannulation, reasons someone  may need  cannulation, and the processes of undertaking safe and effective  cannulation      Demonstrates safe and effective cannulation in line with organisation policies   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.      Outlines when an individual may require IV fluids, demonstrates knowledge of  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   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.      Identifies whe n   an individual may require nutrition, hydration or medication  administered via infusion pumps or other devices      Demonstrate s   effective care and management of an individual receiving nutrition,  hydration and medication via infusion pump or other devices       



image11.emf
LD5.docx


LD5.docx
Learning Disabilities Case Study 5

This case study has been developed to support the achievement of up to 3 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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. 

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

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

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

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

· Demonstrate effective nasal and oral suctioning techniques 

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).

· Identify symptoms which may require pharmacological treatment, and non-pharmacological treatments that may also support patient.

· Describe the use of infusion pumps to deliver symptom relief medications, including risks and safety checks. 

· Explain how they would assess effectiveness of symptom relief medications.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.



Case Study:

Oliver is a 63-year-old man with mild learning disabilities. He has been resident in a nursing home for 2 weeks following discharge from an acute hospital, as his previous care home was no longer able to meet his needs. He has oesophageal cancer, and no further treatment options are appropriate. He had been admitted to the hospital with a chest infection due to the aspiration of food and secretions. He did not want to stop eating despite the risk of aspiration as he loves sandwiches. In his care home he enjoyed socialising with other residents within the home, doing wordsearches and dancing. His speech can be difficult to understand at times, which causes him frustration. He has a sister who lives locally and visits him once a week. 

Despite treatment of his chest infection, during his hospital admission he had become rapidly less mobile and weaker. The multidisciplinary team recognised that Oliver was approaching the last weeks of his life. On review by one of the Clinical Nurse Specialists from the hospital palliative care team, he said he had a lot of pain in his abdomen and chest. As swallowing was difficult and he sometimes regurgitated analgesia given orally, a subcutaneous syringe driver of medication was prescribed and started. This contained morphine sulphate for pain, and glycopyrronium bromide to reduce saliva production, as excess saliva was causing Oliver distress when he could not swallow.  The CNS initiated an Advance Care Plan with Oliver and his sister. He did not want to die in the hospital, but his care home was unable to meet his increased needs. Due to his rapid deterioration and the terminal phase of his disease, he was eligible for fast-track NHS Continuing Healthcare (CHC) funding and a place at a local nursing home was secured.

Since moving to the nursing home, Oliver has begun to sleep for long periods of the day and is no longer able to mobilise out of bed. He has lost interest in eating and drinking. He still has a syringe driver and this is changed every 24 hours, with additional s/c morphine injections prescribed PRN. Despite the glycopyrronium he still requires some oral suctioning with a yankauer catheter to remove secretions, and during toothbrushing to remove fluid from his mouth. His nurse noted that he appeared to be in more pain and his abdomen had become distended. On assessment, the nurse noted that his bladder was distended. A urinary catheter was inserted, which drained 900mls on insertion. The catheter has been left in situ to improve comfort at the end of life. 

You are Oliver’s community learning disability nurse who is supporting the nursing home staff. Using the above information and resources please complete the SBAR template below, before having a discussion regarding Oliver’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		










Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Community learning disability nurse supporting Oliver

Nursing home



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Oliver, 63, oesophageal cancer, in the last days to weeks of life.



Mild learning disabilities.



Moved from care home to nursing home following hospital admission for chest infection.





		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Assess Oliver’s understanding of what is happening and ensure his wishes at the end of life have been respected (physical, psychological, emotional, social, spiritual, cultural and religious). Review advance care plan.



Evaluate effectiveness of pain management.  Regular assessments of verbal/non-verbal signs of pain and support nursing home staff in assessing Oliver. 



Evaluate effectiveness of secretion management.



Monitor syringe driver: rate and delivery of syringe contents, battery life, condition of infusion site.



Monitor bowel function for constipation (side effect of morphine and glycopyrronium). Ensure catheter continues to drain.



Assess oral health and comfort.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Oliver’s capacity for decision making for each intervention



Implement any Reasonable Adjustments – Equality Act (2010)



Ensure Oliver’s sister is aware that Oliver may die soon and ensure updated regularly. Ensure Oliver’s wishes at the end of life (e.g. social and spiritual support) and included in his plan of care.



PRN morphine/glycopyrronium to be administered as required. Syringe driver prescription to be altered if frequent additional doses required.



Ensure constipation is managed if present. Daily catheter care. Catheter to be changed if blocked.



Regular mouthcare to ensure comfort and address any issues identified in assessment.









Suggested questions:

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. 

· What are the risks to Oliver of an indwelling urinary catheter, and how can these be managed?

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

· Where in the mouth should the suction catheter be placed? Why?

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).

· How would you assess the effectiveness of the syringe driver for Oliver?

· What checks need to be made of the syringe driver?



Learning Disabilities Case Study 5   This case study has been developed to support the achievement of up to  3   proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.        Outline the conditions that individuals of all genders may require urinary catheters  and the processes required for managing bladder drainage effectively      Demonstrate accurate insertion, management, and removal of urinary catheters for  all genders   Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning  techniques. (Part 2 or Part 3).      Identif y   a range of conditions when an individual would require nasal or oral  suctioning and sources evidence of best practice approaches      Demonstrate effective nasal and oral suctioning techniques    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).      Identif y   symptoms which may require pharmacological treatment, and non - pharmacological treatments that may also support patient.      Describe the use of infusion pumps to deliver symptom relief medications, including  risks and safety checks.       Explain how they would assess effectiveness of symptom relief medications.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.     Case Study :   Oliver  is a 63 - year - old man with mild   learning disabilities . He has been resident in a nursing  home for 2 weeks following discharge from an acute hospital , as his previous care home  was no longer able to meet his needs . He has oesophageal cancer, and no further treatment  options are appropriate. He  had been   admitted to  the  hospital with a chest infection due to  the aspiration of food and secretions. He did not want to stop eating despite the risk of  aspiration as he loves sandwiches.  In his care home   he enjoyed socialising with other  residents within the home, doin g wordsearches and dancing. His speech can be difficult to  understand at times, which causes him frustration. He has a sister who lives locally and  visits him once a week.    D espite treatment of his chest infection, d uring his hospital admission he  had become   rapidly  less mobile and weaker.  The  multidisciplinary team recognised that  Oliver   was approaching  the last weeks of his life.  On review   by one of the Clinical Nurse Specialists from the hospital 



image12.emf
MH1.docx


MH1.docx
Mental Health Case Study 1



This case study has been developed to support the achievement of up to 3 proficiencies. By the end of the case study the student should be able to:

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.

· 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 respiratory rate, depth, accessory muscle use and pulse oximetry.

· Explains the sounds they would be listening for on chest auscultation and the implications of these sounds

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

· Demonstrates oxygen administration

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

· 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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of blood test results. 



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Jo is a 25-year-old mental health inpatient who has a newly diagnosed psychotic illness. They have no other health concerns. Jo has agreed to start an antipsychotic medication.   They are prescribed olanzapine 5mg nocte. As this is their first prescription of an antipsychotic medication, the risk of side effects, including developing Neuroleptic Malignancy Syndrome (NMS), is greater and they will require careful physical health monitoring. A blood test for fasting blood glucose was taken prior to commencing olanzapine and was 4.2mmol/L.

You are asked to make a comprehensive respiratory and cardiac assessment of Jo. On assessment:

Jo is alert and responds to you appropriately. Their breathing appears easy and quiet, with a respiratory rate of 15. On auscultation, there are no additional breath sounds. Their Sp02 is 99% on room air.

Jo’s pulse is 84 and feels regular. Their skin feels a normal temperature and there is no evidence of sweating. An excerpt from their 12-lead ECG is shown below. Blood pressure is 132/82. Temperature is 36.6°C.

Jo cooperates with the assessment and appears to be moving easily.

[image: ]

ECG provided under Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License from litfl.com. It has been adapted to show only the lead II rhythm strip.

Using the above information and resources please complete the SBAR template below, before having a discussion regarding Jo’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 Supervisors/Assessors:

		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		Inpatient mental health unit





		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		Jo, 25, ‘psychotic illness’



No relevant PMH



Risk of NMS



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		A - patent

B – RR15, easy work of breathing. No additional breath sounds.

C – HR 84, BP132/82 ECG normal sinus rhythm with normal QT interval.

D – Alert and orientated. Fasting blood glucose in normal range.

E – Temp 36.6. No motor issues identified.



Risk of physical health effects including: weight gain, hypertension, high cholesterol, hyperglycaemia, NMS and movement disorders.



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		No abnormalities identified.

Continue to monitor physical observations.



Ongoing monitoring for olanzapine:

· Weekly BMI for first 6 weeks, 3 months and yearly thereafter

· Blood glucose/HbA1c 1 month, 3 months. 

· Annual physical review including U&E, FBC, blood lipids, HbA1c, liver function and 12-lead ECG










Suggested questions:

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.

· What assessments of Jo’s respiratory function would you make and why?

· What sounds would you listen for on chest auscultation?

· When might oxygen be indicated? What devices to deliver oxygen might you use in this setting?

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

· Why does Jo need an ECG? What adverse effects could olanzapine cause?

· What rhythm does the ECG show?

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).

· Why did Jo have a fasting blood glucose?

· What are the risks of venepuncture and how would you ensure this was safe?

· What were the implications of the results?
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Mental Health Case Study 1     This case study has been developed to support the achievement of  up to 3  proficiencies .  By  the end of the case study the student should be   able to:   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.      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 i ncluding  respiratory rate,  depth, accessory muscle use and pulse oximetry .      Explains the sounds they would be listening for on chest auscultation and the  implications of these sounds      Describes the process of oxygen administration using a range of devices      Demonstrates oxygen administration   Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability  to undertake an ECG and interpret findings.      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   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of blood test results.      Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Learning Disabilities Case Study 3



This case study has been developed to support the achievement of up to 4 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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.

· 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 respiratory rate, depth, accessory muscle use and pulse oximetry.

· Explains the sounds they would be listening for on chest auscultation and the implications of these sounds

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

· Demonstrates oxygen administration

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

· 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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal full blood count and urea and electrolyte blood test results. 

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

· 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.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Carly is 48 years old and has moderate learning disabilities. She 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 where there is 24-hour staff support. Carly lived with her parents until she was 23 and they visit her twice a week. 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 was diagnosed a year ago with breast cancer following a screening mammogram. A biopsy showed the cancer was oestrogen receptor positive. Following a surgical lumpectomy and 6 weeks of radiotherapy, she was started on tamoxifen 20mg orally once a day, with a planned initial duration of 5 years. 

At home, Carly suddenly develops shortness of breath, pain in her chest and starts coughing up blood. Support staff call for an ambulance and the paramedic makes a comprehensive respiratory assessment. She has a respiratory rate of 25 and oxygen saturations of 92% on room air. Her chest sounds clear. She is initially administered 15l/min of oxygen via a non-rebreather mask. Her heart rate is 115bpm and a rhythm strip (lead II) from her 12-lead ECG is shown below. She is apyrexial. She is transferred to the emergency department.

On arrival, her oxygen saturations have increased to 100% on oxygen, so oxygen delivery is decreased 2L/min via nasal cannulae, which maintains her saturations at 98%. She has blood tests taken for a full blood count, urea and electrolytes and a d-dimer. Her d-dimer is 1.2 mcg/L FEU *H (<0.5mcg/L FEU). Her other blood results are: haemoglobin 140 g/L (130 – 170 g/L); WCC 6.5 x10⁹/L (4.0 – 11.0 x10⁹/L); platelets 250 x10⁹/L (150 – 400 x10⁹/L);  sodium 140 mmol/L (135 – 145 mmol/L); potassium 4.2 mmol/L (3.5 – 5.0 mmol/L); urea 6 mmol/L (2.5 – 7.8 mmol/L); creatinine 90 µmol/L (60 – 110 µmol/L); eGFR >60 mL/min (>60 mL/min). She is cannulated so that a CT Pulmonary Angiogram (CTPA) can be performed. This reveals a pulmonary embolus (PE) and she is started on apixaban 10mg b.d. 

[image: A graph of a heart rate
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ECG provided under Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License from litfl.com. It has been adapted to show only the lead II rhythm strip.

You are the acute learning disabilities liaison nurse who has picked up Carly’s admission. Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		






Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Liaison Nurse supporting Carly



Emergency Department



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Carly, 48, Pulmonary embolism secondary to tamoxifen.



Breast cancer. Moderate learning disabilities, limitations with complex verbal communication; requires simple language supported with gesturing and signs. 



Supported living home with 24-hour staff support



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Carly’s physical and mental health, including vital signs/NEWS, pain assessment. 



A: patent

B: Shortness of breath, and chest pain Respiratory rate 25 

Oxygen saturations of 98% on 2L/min O2 via nasal cannulae.

Chest clear.

C: Heart rate 115bpm. ECG shows sinus tachycardia.

D: Alert, pain assessment needed

E: no other symptoms noted

NEWS 7: continuous monitoring of vital signs indicated.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Carly’s capacity for decision making for each intervention



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Carly with continuous monitoring of vital signs, ECG recording, administration of oxygen, venepuncture and cannulation, and CTPA.



Ensure analgesia prescribed and administered if required and effectiveness monitored.



Ensure family updated.



Referral to Community Learning Disability Team if not known.









Suggested questions:

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.

· What sounds was the paramedic listening for on chest auscultation?

· Why was peak flow not indicated?

· Why was oxygen administered to Carly? Why was Carly switched from high-flow oxygen to nasal cannulae?

· If Carly found the nasal cannulae difficult to tolerate, how else could 2L/min of oxygen be administered?

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

· How would you support Carly to have an ECG taken?

· What rhythm does the ECG show?

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).

· How would you support Carly with venepuncture?

· Why did Carly have a full blood count, urea and electrolytes and a d-dimer requested? What were the implications of the results?

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

· How would you support Carly with cannulation?

· What are the risks of a cannula and what checks need to be made of Carly’s cannula?
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Learning Disabilities Case Study 3     This case study has been developed to support the achievement of up to 4 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.      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 i ncluding  respiratory rate,  depth, accessory muscle use and pulse oximetry .      Explains the sounds they would be listening for on chest auscultation and the  implications of these sounds      Describes the process of oxygen administration using a range of  devices      Demonstrates oxygen administration   Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability  to undertake an ECG and interpret findings.      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   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      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.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Mental Health Case Study 3



This case study has been developed to support the achievement of up to 3 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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. 

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

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

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

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

· Demonstrate effective nasal and oral suctioning techniques 

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).

· Identify symptoms which may require pharmacological treatment, and non-pharmacological treatments that may also support patient.

· Describe the use of infusion pumps to deliver symptom relief medications, including risks and safety checks. 

· Explain how they would assess effectiveness of symptom relief medications.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.

· 


Case Study:

Sam is a 68-year-old man who lives in a nursing home and has a diagnosis of advanced frontotemporal dementia (FTD). His past medical history includes hypertension, high cholesterol and osteoarthritis in his knees and hips. He worked as a labourer on building sites from the age of 14 to 58, when he had to stop working due to behaviour changes from his FTD. His wife visits him daily and their son visits once or twice a week.

He requires a hoist to transfer and a specialist chair to support him when sitting. He is increasingly withdrawn and does not react to the presence of family or staff. Sam regularly requires oral suctioning to support management of his airways as his dysphagia has progressed.

Sam has an advance care plan in place that was developed in consultation with his family. It recognised that Sam was approaching the end of his life and was at high risk of aspiration pneumonia due to his dysphagia. It was agreed that admission to hospital was unlikely to be in his best interests and that in the case of aspiration pneumonia that could not be treated in the nursing home, the priority was for Sam to be supported to have a dignified death in a familiar environment and to be cared for by staff who knew him.

Sam develops shortness of breath and pyrexia, and his GP identifies that he is now in the last days of his life. He is prescribed a subcutaneous syringe driver to manage his symptoms of shortness of breath and pain (morphine sulphate), excessive airway secretions (glycopyrronium bromide) and terminal agitation (midazolam), with additional doses of morphine and midazolam prescribed PRN. This is changed every 24 hours. His abdomen becomes distended and a bladder scan reveals he is in urinary retention. A urinary catheter is inserted by the nursing home staff to provide comfort at the end of life.

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



		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		










Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Nursing home



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Sam, 78



Advanced frontotemporal dementia and aspiration pneumonia



Hypertension, high cholesterol, osteoarthritis



Wife visits daily and son once or twice a week



Risk of choking on saliva due to difficulty swallowing



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

		Assessment of pain (Abbey Pain Score), shortness of breath and signs of distress.



Patency of catheter – bladder scan if blockage suspected.



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Continue to provide oral suctioning as required and mouthcare.



Monitor battery life, delivery of syringe driver (rate and volume), condition of contents (cloudy, particulates) and site (redness, swelling).

Replace syringe every 24 hours.



Provide PRN morphine and midazolam if indicated. Consider positioning for breathlessness and using a fan.



Provide ongoing catheter care: daily cleaning of urethral meatus and emptying of catheter bag when required.







Suggested questions:

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. 

· What are the risks to Sam of an indwelling urinary catheter, and how can these be managed?

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

· Where in the mouth should the suction catheter be placed? Why?

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).

· How would you assess the effectiveness of the syringe driver for Sam? 

· What checks need to be made of the syringe driver?

· What non-pharmacological treatments might help manage Sam’s symptoms?





Mental Health Case Study 3     This case study has been developed to support the achievement of up to 3 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.        Outline the conditions that individuals of all genders may require urinary catheters and  the processes required for managing bladder drainage effectively      Demonstrate accurate insertion, management, and removal of urinary catheters for all  genders   Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning  techniques. (Part 2 or Part 3).      Identify a range of conditions when an individual would require nasal or oral suctioning  and sources evidence of best practice approaches      Demonstrate effective nasal and oral suctioning techniques    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).      Identify symptoms which may require pharmacological treatment, and non - pharmacological treatments that may also support patient.      Describe the use of infusion pumps to deliver symptom relief medications, including  risks and safety checks.       Explain how they would assess effectiveness of symptom relief medications.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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This case study has been developed to support the achievement of up to 3 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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. 

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

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

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

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

· Demonstrate effective nasal and oral suctioning techniques 

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).

· Identify symptoms which may require pharmacological treatment, and non-pharmacological treatments that may also support patient.

· Describe the use of infusion pumps to deliver symptom relief medications, including risks and safety checks. 

· Explain how they would assess effectiveness of symptom relief medications.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.



Case Study:

Oliver is a 63-year-old man with mild learning disabilities. He has been resident in a nursing home for 2 weeks following discharge from an acute hospital, as his previous care home was no longer able to meet his needs. He has oesophageal cancer, and no further treatment options are appropriate. He had been admitted to the hospital with a chest infection due to the aspiration of food and secretions. He did not want to stop eating despite the risk of aspiration as he loves sandwiches. In his care home he enjoyed socialising with other residents within the home, doing wordsearches and dancing. His speech can be difficult to understand at times, which causes him frustration. He has a sister who lives locally and visits him once a week. 

Despite treatment of his chest infection, during his hospital admission he had become rapidly less mobile and weaker. The multidisciplinary team recognised that Oliver was approaching the last weeks of his life. On review by one of the Clinical Nurse Specialists from the hospital palliative care team, he said he had a lot of pain in his abdomen and chest. As swallowing was difficult and he sometimes regurgitated analgesia given orally, a subcutaneous syringe driver of medication was prescribed and started. This contained morphine sulphate for pain, and glycopyrronium bromide to reduce saliva production, as excess saliva was causing Oliver distress when he could not swallow.  The CNS initiated an Advance Care Plan with Oliver and his sister. He did not want to die in the hospital, but his care home was unable to meet his increased needs. Due to his rapid deterioration and the terminal phase of his disease, he was eligible for fast-track NHS Continuing Healthcare (CHC) funding and a place at a local nursing home was secured.

Since moving to the nursing home, Oliver has begun to sleep for long periods of the day and is no longer able to mobilise out of bed. He has lost interest in eating and drinking. He still has a syringe driver and this is changed every 24 hours, with additional s/c morphine injections prescribed PRN. Despite the glycopyrronium he still requires some oral suctioning with a yankauer catheter to remove secretions, and during toothbrushing to remove fluid from his mouth. His nurse noted that he appeared to be in more pain and his abdomen had become distended. On assessment, the nurse noted that his bladder was distended. A urinary catheter was inserted, which drained 900mls on insertion. The catheter has been left in situ to improve comfort at the end of life. 

You are Oliver’s community learning disability nurse who is supporting the nursing home staff. Using the above information and resources please complete the SBAR template below, before having a discussion regarding Oliver’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		










Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Community learning disability nurse supporting Oliver

Nursing home



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Oliver, 63, oesophageal cancer, in the last days to weeks of life.



Mild learning disabilities.



Moved from care home to nursing home following hospital admission for chest infection.





		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Assess Oliver’s understanding of what is happening and ensure his wishes at the end of life have been respected (physical, psychological, emotional, social, spiritual, cultural and religious). Review advance care plan.



Evaluate effectiveness of pain management.  Regular assessments of verbal/non-verbal signs of pain and support nursing home staff in assessing Oliver. 



Evaluate effectiveness of secretion management.



Monitor syringe driver: rate and delivery of syringe contents, battery life, condition of infusion site.



Monitor bowel function for constipation (side effect of morphine and glycopyrronium). Ensure catheter continues to drain.



Assess oral health and comfort.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Oliver’s capacity for decision making for each intervention



Implement any Reasonable Adjustments – Equality Act (2010)



Ensure Oliver’s sister is aware that Oliver may die soon and ensure updated regularly. Ensure Oliver’s wishes at the end of life (e.g. social and spiritual support) and included in his plan of care.



PRN morphine/glycopyrronium to be administered as required. Syringe driver prescription to be altered if frequent additional doses required.



Ensure constipation is managed if present. Daily catheter care. Catheter to be changed if blocked.



Regular mouthcare to ensure comfort and address any issues identified in assessment.









Suggested questions:

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. 

· What are the risks to Oliver of an indwelling urinary catheter, and how can these be managed?

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

· Where in the mouth should the suction catheter be placed? Why?

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).

· How would you assess the effectiveness of the syringe driver for Oliver?

· What checks need to be made of the syringe driver?



Learning Disabilities Case Study 5   This case study has been developed to support the achievement of up to  3   proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.        Outline the conditions that individuals of all genders may require urinary catheters  and the processes required for managing bladder drainage effectively      Demonstrate accurate insertion, management, and removal of urinary catheters for  all genders   Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning  techniques. (Part 2 or Part 3).      Identif y   a range of conditions when an individual would require nasal or oral  suctioning and sources evidence of best practice approaches      Demonstrate effective nasal and oral suctioning techniques    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).      Identif y   symptoms which may require pharmacological treatment, and non - pharmacological treatments that may also support patient.      Describe the use of infusion pumps to deliver symptom relief medications, including  risks and safety checks.       Explain how they would assess effectiveness of symptom relief medications.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.     Case Study :   Oliver  is a 63 - year - old man with mild   learning disabilities . He has been resident in a nursing  home for 2 weeks following discharge from an acute hospital , as his previous care home  was no longer able to meet his needs . He has oesophageal cancer, and no further treatment  options are appropriate. He  had been   admitted to  the  hospital with a chest infection due to  the aspiration of food and secretions. He did not want to stop eating despite the risk of  aspiration as he loves sandwiches.  In his care home   he enjoyed socialising with other  residents within the home, doin g wordsearches and dancing. His speech can be difficult to  understand at times, which causes him frustration. He has a sister who lives locally and  visits him once a week.    D espite treatment of his chest infection, d uring his hospital admission he  had become   rapidly  less mobile and weaker.  The  multidisciplinary team recognised that  Oliver   was approaching  the last weeks of his life.  On review   by one of the Clinical Nurse Specialists from the hospital 
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This case study has been developed to support the achievement of up to 3 proficiencies. By the end of the case study the student should be able to:

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.

· 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 respiratory rate, depth, accessory muscle use and pulse oximetry.

· Explains the sounds they would be listening for on chest auscultation and the implications of these sounds

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

· Demonstrates oxygen administration

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

· 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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of blood test results. 



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Jo is a 25-year-old mental health inpatient who has a newly diagnosed psychotic illness. They have no other health concerns. Jo has agreed to start an antipsychotic medication.   They are prescribed olanzapine 5mg nocte. As this is their first prescription of an antipsychotic medication, the risk of side effects, including developing Neuroleptic Malignancy Syndrome (NMS), is greater and they will require careful physical health monitoring. A blood test for fasting blood glucose was taken prior to commencing olanzapine and was 4.2mmol/L.

You are asked to make a comprehensive respiratory and cardiac assessment of Jo. On assessment:

Jo is alert and responds to you appropriately. Their breathing appears easy and quiet, with a respiratory rate of 15. On auscultation, there are no additional breath sounds. Their Sp02 is 99% on room air.

Jo’s pulse is 84 and feels regular. Their skin feels a normal temperature and there is no evidence of sweating. An excerpt from their 12-lead ECG is shown below. Blood pressure is 132/82. Temperature is 36.6°C.

Jo cooperates with the assessment and appears to be moving easily.

[image: ]

ECG provided under Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License from litfl.com. It has been adapted to show only the lead II rhythm strip.

Using the above information and resources please complete the SBAR template below, before having a discussion regarding Jo’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 Supervisors/Assessors:

		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		Inpatient mental health unit





		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		Jo, 25, ‘psychotic illness’



No relevant PMH



Risk of NMS



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		A - patent

B – RR15, easy work of breathing. No additional breath sounds.

C – HR 84, BP132/82 ECG normal sinus rhythm with normal QT interval.

D – Alert and orientated. Fasting blood glucose in normal range.

E – Temp 36.6. No motor issues identified.



Risk of physical health effects including: weight gain, hypertension, high cholesterol, hyperglycaemia, NMS and movement disorders.



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		No abnormalities identified.

Continue to monitor physical observations.



Ongoing monitoring for olanzapine:

· Weekly BMI for first 6 weeks, 3 months and yearly thereafter

· Blood glucose/HbA1c 1 month, 3 months. 

· Annual physical review including U&E, FBC, blood lipids, HbA1c, liver function and 12-lead ECG










Suggested questions:

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.

· What assessments of Jo’s respiratory function would you make and why?

· What sounds would you listen for on chest auscultation?

· When might oxygen be indicated? What devices to deliver oxygen might you use in this setting?

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

· Why does Jo need an ECG? What adverse effects could olanzapine cause?

· What rhythm does the ECG show?

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).

· Why did Jo have a fasting blood glucose?

· What are the risks of venepuncture and how would you ensure this was safe?

· What were the implications of the results?
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Mental Health Case Study 1     This case study has been developed to support the achievement of  up to 3  proficiencies .  By  the end of the case study the student should be   able to:   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.      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 i ncluding  respiratory rate,  depth, accessory muscle use and pulse oximetry .      Explains the sounds they would be listening for on chest auscultation and the  implications of these sounds      Describes the process of oxygen administration using a range of devices      Demonstrates oxygen administration   Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability  to undertake an ECG and interpret findings.      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   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of blood test results.      Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Learning Disabilities Case Study 3



This case study has been developed to support the achievement of up to 4 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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.

· 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 respiratory rate, depth, accessory muscle use and pulse oximetry.

· Explains the sounds they would be listening for on chest auscultation and the implications of these sounds

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

· Demonstrates oxygen administration

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

· 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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal full blood count and urea and electrolyte blood test results. 

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

· 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.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Carly is 48 years old and has moderate learning disabilities. She 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 where there is 24-hour staff support. Carly lived with her parents until she was 23 and they visit her twice a week. 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 was diagnosed a year ago with breast cancer following a screening mammogram. A biopsy showed the cancer was oestrogen receptor positive. Following a surgical lumpectomy and 6 weeks of radiotherapy, she was started on tamoxifen 20mg orally once a day, with a planned initial duration of 5 years. 

At home, Carly suddenly develops shortness of breath, pain in her chest and starts coughing up blood. Support staff call for an ambulance and the paramedic makes a comprehensive respiratory assessment. She has a respiratory rate of 25 and oxygen saturations of 92% on room air. Her chest sounds clear. She is initially administered 15l/min of oxygen via a non-rebreather mask. Her heart rate is 115bpm and a rhythm strip (lead II) from her 12-lead ECG is shown below. She is apyrexial. She is transferred to the emergency department.

On arrival, her oxygen saturations have increased to 100% on oxygen, so oxygen delivery is decreased 2L/min via nasal cannulae, which maintains her saturations at 98%. She has blood tests taken for a full blood count, urea and electrolytes and a d-dimer. Her d-dimer is 1.2 mcg/L FEU *H (<0.5mcg/L FEU). Her other blood results are: haemoglobin 140 g/L (130 – 170 g/L); WCC 6.5 x10⁹/L (4.0 – 11.0 x10⁹/L); platelets 250 x10⁹/L (150 – 400 x10⁹/L);  sodium 140 mmol/L (135 – 145 mmol/L); potassium 4.2 mmol/L (3.5 – 5.0 mmol/L); urea 6 mmol/L (2.5 – 7.8 mmol/L); creatinine 90 µmol/L (60 – 110 µmol/L); eGFR >60 mL/min (>60 mL/min). She is cannulated so that a CT Pulmonary Angiogram (CTPA) can be performed. This reveals a pulmonary embolus (PE) and she is started on apixaban 10mg b.d. 

[image: A graph of a heart rate
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ECG provided under Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License from litfl.com. It has been adapted to show only the lead II rhythm strip.

You are the acute learning disabilities liaison nurse who has picked up Carly’s admission. Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		






Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Liaison Nurse supporting Carly



Emergency Department



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Carly, 48, Pulmonary embolism secondary to tamoxifen.



Breast cancer. Moderate learning disabilities, limitations with complex verbal communication; requires simple language supported with gesturing and signs. 



Supported living home with 24-hour staff support



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Carly’s physical and mental health, including vital signs/NEWS, pain assessment. 



A: patent

B: Shortness of breath, and chest pain Respiratory rate 25 

Oxygen saturations of 98% on 2L/min O2 via nasal cannulae.

Chest clear.

C: Heart rate 115bpm. ECG shows sinus tachycardia.

D: Alert, pain assessment needed

E: no other symptoms noted

NEWS 7: continuous monitoring of vital signs indicated.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Carly’s capacity for decision making for each intervention



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Carly with continuous monitoring of vital signs, ECG recording, administration of oxygen, venepuncture and cannulation, and CTPA.



Ensure analgesia prescribed and administered if required and effectiveness monitored.



Ensure family updated.



Referral to Community Learning Disability Team if not known.









Suggested questions:

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.

· What sounds was the paramedic listening for on chest auscultation?

· Why was peak flow not indicated?

· Why was oxygen administered to Carly? Why was Carly switched from high-flow oxygen to nasal cannulae?

· If Carly found the nasal cannulae difficult to tolerate, how else could 2L/min of oxygen be administered?

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

· How would you support Carly to have an ECG taken?

· What rhythm does the ECG show?

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).

· How would you support Carly with venepuncture?

· Why did Carly have a full blood count, urea and electrolytes and a d-dimer requested? What were the implications of the results?

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

· How would you support Carly with cannulation?

· What are the risks of a cannula and what checks need to be made of Carly’s cannula?
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Learning Disabilities Case Study 3     This case study has been developed to support the achievement of up to 4 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.      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 i ncluding  respiratory rate,  depth, accessory muscle use and pulse oximetry .      Explains the sounds they would be listening for on chest auscultation and the  implications of these sounds      Describes the process of oxygen administration using a range of  devices      Demonstrates oxygen administration   Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability  to undertake an ECG and interpret findings.      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   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      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.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Mental Health Case Study 1



This case study has been developed to support the achievement of up to 3 proficiencies. By the end of the case study the student should be able to:

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.

· 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 respiratory rate, depth, accessory muscle use and pulse oximetry.

· Explains the sounds they would be listening for on chest auscultation and the implications of these sounds

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

· Demonstrates oxygen administration

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

· 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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of blood test results. 



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Jo is a 25-year-old mental health inpatient who has a newly diagnosed psychotic illness. They have no other health concerns. Jo has agreed to start an antipsychotic medication.   They are prescribed olanzapine 5mg nocte. As this is their first prescription of an antipsychotic medication, the risk of side effects, including developing Neuroleptic Malignancy Syndrome (NMS), is greater and they will require careful physical health monitoring. A blood test for fasting blood glucose was taken prior to commencing olanzapine and was 4.2mmol/L.

You are asked to make a comprehensive respiratory and cardiac assessment of Jo. On assessment:

Jo is alert and responds to you appropriately. Their breathing appears easy and quiet, with a respiratory rate of 15. On auscultation, there are no additional breath sounds. Their Sp02 is 99% on room air.

Jo’s pulse is 84 and feels regular. Their skin feels a normal temperature and there is no evidence of sweating. An excerpt from their 12-lead ECG is shown below. Blood pressure is 132/82. Temperature is 36.6°C.

Jo cooperates with the assessment and appears to be moving easily.

[image: ]

ECG provided under Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License from litfl.com. It has been adapted to show only the lead II rhythm strip.

Using the above information and resources please complete the SBAR template below, before having a discussion regarding Jo’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 Supervisors/Assessors:

		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		Inpatient mental health unit





		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

IDENTIFIED RISK

		Jo, 25, ‘psychotic illness’



No relevant PMH



Risk of NMS



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN INCLUDING RISK

		A - patent

B – RR15, easy work of breathing. No additional breath sounds.

C – HR 84, BP132/82 ECG normal sinus rhythm with normal QT interval.

D – Alert and orientated. Fasting blood glucose in normal range.

E – Temp 36.6. No motor issues identified.



Risk of physical health effects including: weight gain, hypertension, high cholesterol, hyperglycaemia, NMS and movement disorders.



		RECOMMENDATION

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		No abnormalities identified.

Continue to monitor physical observations.



Ongoing monitoring for olanzapine:

· Weekly BMI for first 6 weeks, 3 months and yearly thereafter

· Blood glucose/HbA1c 1 month, 3 months. 

· Annual physical review including U&E, FBC, blood lipids, HbA1c, liver function and 12-lead ECG










Suggested questions:

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.

· What assessments of Jo’s respiratory function would you make and why?

· What sounds would you listen for on chest auscultation?

· When might oxygen be indicated? What devices to deliver oxygen might you use in this setting?

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

· Why does Jo need an ECG? What adverse effects could olanzapine cause?

· What rhythm does the ECG show?

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).

· Why did Jo have a fasting blood glucose?

· What are the risks of venepuncture and how would you ensure this was safe?

· What were the implications of the results?
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Mental Health Case Study 1     This case study has been developed to support the achievement of  up to 3  proficiencies .  By  the end of the case study the student should be   able to:   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.      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 i ncluding  respiratory rate,  depth, accessory muscle use and pulse oximetry .      Explains the sounds they would be listening for on chest auscultation and the  implications of these sounds      Describes the process of oxygen administration using a range of devices      Demonstrates oxygen administration   Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability  to undertake an ECG and interpret findings.      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   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of blood test results.      Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Mental Health Case Study 2



This case study has been developed to support the achievement of up to 5 proficiencies. By the end of the targeted discussion, the student should be able to:

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

· Describes a range of conditions when an individual might 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.

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal urea and electrolyte blood test results. 

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

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

· Demonstrates safe and effective cannulation in line with organisation policies.

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.

· 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

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.

· Identifies the conditions where an individual may require nutrition, hydration or 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  



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Ann is a 19-year-old patient in an eating-disorder unit. She is studying English Literature but has taken a break from her studies due to her health and has returned to live with her parents and younger brother. She has been diagnosed with anorexia nervosa and generalised anxiety disorder. She was transferred to an acute trust due to concerns about her physical health, including dehydration and hypokalaemia. On arrival, she has bloods taken, including urea and electrolytes, and a cannula inserted for intravenous fluids. She receives infusions of 0.9% sodium chloride with potassium chloride via an infusion pump. Her initial blood results show: sodium 155mmol/L (H), potassium 2.8mmol/L (L), urea 9.8 mmol/L (H) and creatinine 98 μmol/L (H).

Ann continues to decline oral food, and a decision was made to prescribe artificial nutrition and hydration via a naso-gastric (NG) tube to meet her health needs. Ann is initially unwilling to have an NG tube inserted, but after several discussions agrees to this. An NG tube is inserted, and a dietician advises on a feeding regime. This is administered via a feeding pump. Due to her very limited oral intake in the preceding days, Ann is at high risk of refeeding syndrome and needs regular blood tests including urea and electrolytes, phosphate, magnesium and corrected calcium.

Using the above information and resources please complete the SBAR template below, before having a discussion regarding Ann’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 Supervisors/Assessors:

		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		Transferred to acute trust from eating-disorder unit



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Ann, 19



Anorexia nervosa and generalised anxiety disorder



No PMH



Lives with parents and younger brother



Risk of life-threatening arrhythmia due hypokalaemia and kidney injury due to dehydration.



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		Assessment of mental capacity



Continuous ECG monitoring



Low potassium

High sodium, urea and creatinine due to dehydration



Fluid balance chart to monitor fluid intake and output and food chart



Assessment of risk of harm to self



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		Continue ECG monitoring



Regular blood tests for urea and electrolytes, phosphate, magnesium and corrected calcium to monitor hydration and identify refeeding syndrome.



Feeding via NG tube and IV fluids with potassium replacement



Position checking of NG tube by pH (or Xray) on insertion and prior to each use



Monitor position of tube and skin integrity



Monitor fluid intake and urine output







Suggested questions:

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

· Why was an NG tube indicated for Ann? What risks would need to be weighed against benefits before NG feeding was deemed suitable?

· What are the ethical issues that need to be considered around NG insertion? What are the legal frameworks that might be used in Ann did not agree? 

· What safety checks are needed to ensure the NG tube is safe to use?

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).

· Why was venepuncture indicated for Ann?

· What are the risks of venepuncture and how would you ensure this was safe?

· What were the implications of her blood results?

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

· Why was cannulation indicated for Ann?

· What are the risks of cannulation and what checks of Ann’s cannula should be made?

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.

· Why were IV fluids indicated for Ann?

· What markers would have alerted staff to dehydration?

· What are the risks of IV fluid administration to Ann and how would these be monitored?



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.

· Why are Ann’s fluid and nutrition delivered using infusion pumps?



Mental Health Case Study 2     This case study has been developed to support the achievement of  up to  5   proficiencies.  B y  the end of the targeted discussion, the student should be able to:   Part 2, No.12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal urea and electrolyte blood test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      Describes the anatomy and physiology for effective cannulation, the conditions when  individuals may require cannulation and the proces s   of undertaking safe cannulation      Demonstrates safe and effective cannulation in line with organisation policies.   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.      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   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.      Identifies the conditions where an individual may require nutrition, hydration or  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       Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide  to fill these. Your university may also have provided useful resources, or you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template   on the next page , which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      



LD2.docx
Learning Disabilities Case Study 2



This case study has been developed to support the achievement of up to 6 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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

· Describes a range of conditions when an individual might 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.

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. [Assessed in AEI if no opportunity in practice]

· Outlines conditions that may require urinary catheterisation in males and females.

· Explains risks of catheterisation and presence of an indwelling catheter and discusses principles of catheter management to manage risk.

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

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).

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

· Demonstrates safe and effective venepuncture

· Discusses the significance of abnormal full blood count and urea and electrolyte blood test results. 

Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy. [Assessed in AEI if no opportunity in practice]

· Describes the anatomy and physiology for effective cannulation, reasons someone may need cannulation, and the processes of undertaking safe and effective cannulation

· Demonstrates safe and effective cannulation in line with organisation policies

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.

· Outlines when an individual may require IV fluids, demonstrates knowledge of 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

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.

· Identifies when an individual may require nutrition, hydration or medication administered via infusion pumps or other devices

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





Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.



Case Study:

Howard is 68 years old and has mild learning disabilities. He has lived in a nursing home since having a stroke two years ago, and has a background of hypertension and high cholesterol. He is unable to verbally communicate following the stroke and relies on pictures and symbols, although he understands simple verbal language from others. He has left side hemiplegia and requires a transfer aid and assistance to move from chair to chair. He is not able to walk. He has dysphagia following the stroke. In the immediate management of his stroke, he received nutrition and hydration via a nasogastric tube. A Percutaneous Endoscopic Gastrostomy (PEG) was then inserted, which is now used for all his nutrition, hydration and medication. 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 with in the lounge, watching television. 

He recently experienced diarrhoea and vomiting during an outbreak of norovirus in his nursing home. Despite being given boluses of fluid via his PEG tube, he was becoming dehydrated and was admitted to hospital. On admission, blood tests were taken for urea and electrolytes and a cannula inserted. His initial blood tests were: urea 18 mmol/L *H (2.5 – 7.8 mmol/L); creatinine 220 µmol/L *H (60 – 110 µmol/L); eGFR 25 mL/min *L (>60 mL/min); sodium 148 mmol/L *H (135 – 145 mmol/L); potassium 4.8 mmol/L (3.5 – 5.0 mmol/L). He was in acute kidney injury (AKI) due to dehydration and a urinary catheter was inserted for accurate fluid balance monitoring. He was prescribed IV fluids to rehydrate him and manage his AKI. He required daily blood tests to monitor his kidney function. 

As the Acute Learning Disability Nurse you are supporting Howard and liaising with his nursing home. 




Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		












Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Nurse



Hospital in-patient



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Howard, 68 years, diarrhoea and vomiting (likely norovirus) leading to dehydration and acute kidney injury



Stroke 2 years ago

Dysphagia requiring a PEG

Mild learning disabilities

No verbal communication, dependent on non-verbal methods, understands simple verbal language



Lives in a nursing home

Left side hemiplegia, unable to walk



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Howard’s physical and mental health, including vital signs/NEWS, fluid balance chart, pain assessment.



Raised sodium (dehydration), raised urea and creatinine and decreased eGFR (AKI). Repeat blood tests to monitor renal function



Ensure stool sample sent.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Howard’s capacity for decision making for each intervention



Adherence to infection control precautions to prevent spread of norovirus. 



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Howard with cannulation, venepuncture and administration of IV fluids



Ensure fluid balance chart/monitoring in place for hydration and dehydration markers



Ensure nutrition, hydration and medication administered through the PEG



Ensure relevant referrals made based on assessments e.g. dietician, speech and language, physiotherapist.



Ensure nursing home and brother and family updated regularly.



Referral to Community Learning Disability Team if not known.







Suggested questions:

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

· Why was an NG tube not a long-term solution? What care will Howard need for his PEG tube?

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.

· [bookmark: _Hlk211596181]What are the risks to Howard of an indwelling urinary catheter, and how can these be managed?

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).

· How would you support Howard with venepuncture?

· Why did Howard require regular blood tests and what tests would he need?

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

· How would you support Howard with cannulation?

· What are the risks of a cannula and what checks need to be made of Howard’s cannula?

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.

· What are the risks of IV fluid administration and how will we monitor Howard’s response to the IV fluids?

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.

· What complications could Howard have related to his enteral feeding tube, and how can these be minimised?











Learning Disabilities Case Study 2     This case study has been developed to support the  achievement of up to 6 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to meet the following outcomes:   Part 2, No.   12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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.   [ A ssessed in AEI if no opportunity in practice]      Outlines conditions that may require urinary catheterisation in males and females.      Explains risks of catheterisation and presence of an indwelling catheter and discusses  principles of catheter management to manage risk.      Demonstrates insertion, management, and removal of urinary catheters for all  genders.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discusses the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.   [ A ssessed in AEI if no opportunity in practice]      Describes the anatomy and physiology for effective cannulation, reasons someone  may need  cannulation, and the processes of undertaking safe and effective  cannulation      Demonstrates safe and effective cannulation in line with organisation policies   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.      Outlines when an individual may require IV fluids, demonstrates knowledge of  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   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.      Identifies whe n   an individual may require nutrition, hydration or medication  administered via infusion pumps or other devices      Demonstrate s   effective care and management of an individual receiving nutrition,  hydration and medication via infusion pump or other devices       
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Learning Disabilities Case Study 3



This case study has been developed to support the achievement of up to 4 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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.

· 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 respiratory rate, depth, accessory muscle use and pulse oximetry.

· Explains the sounds they would be listening for on chest auscultation and the implications of these sounds

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

· Demonstrates oxygen administration

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

· 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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal full blood count and urea and electrolyte blood test results. 

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

· 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.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Carly is 48 years old and has moderate learning disabilities. She 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 where there is 24-hour staff support. Carly lived with her parents until she was 23 and they visit her twice a week. 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 was diagnosed a year ago with breast cancer following a screening mammogram. A biopsy showed the cancer was oestrogen receptor positive. Following a surgical lumpectomy and 6 weeks of radiotherapy, she was started on tamoxifen 20mg orally once a day, with a planned initial duration of 5 years. 

At home, Carly suddenly develops shortness of breath, pain in her chest and starts coughing up blood. Support staff call for an ambulance and the paramedic makes a comprehensive respiratory assessment. She has a respiratory rate of 25 and oxygen saturations of 92% on room air. Her chest sounds clear. She is initially administered 15l/min of oxygen via a non-rebreather mask. Her heart rate is 115bpm and a rhythm strip (lead II) from her 12-lead ECG is shown below. She is apyrexial. She is transferred to the emergency department.

On arrival, her oxygen saturations have increased to 100% on oxygen, so oxygen delivery is decreased 2L/min via nasal cannulae, which maintains her saturations at 98%. She has blood tests taken for a full blood count, urea and electrolytes and a d-dimer. Her d-dimer is 1.2 mcg/L FEU *H (<0.5mcg/L FEU). Her other blood results are: haemoglobin 140 g/L (130 – 170 g/L); WCC 6.5 x10⁹/L (4.0 – 11.0 x10⁹/L); platelets 250 x10⁹/L (150 – 400 x10⁹/L);  sodium 140 mmol/L (135 – 145 mmol/L); potassium 4.2 mmol/L (3.5 – 5.0 mmol/L); urea 6 mmol/L (2.5 – 7.8 mmol/L); creatinine 90 µmol/L (60 – 110 µmol/L); eGFR >60 mL/min (>60 mL/min). She is cannulated so that a CT Pulmonary Angiogram (CTPA) can be performed. This reveals a pulmonary embolus (PE) and she is started on apixaban 10mg b.d. 

[image: A graph of a heart rate

AI-generated content may be incorrect.]

ECG provided under Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License from litfl.com. It has been adapted to show only the lead II rhythm strip.

You are the acute learning disabilities liaison nurse who has picked up Carly’s admission. Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		






Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Liaison Nurse supporting Carly



Emergency Department



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Carly, 48, Pulmonary embolism secondary to tamoxifen.



Breast cancer. Moderate learning disabilities, limitations with complex verbal communication; requires simple language supported with gesturing and signs. 



Supported living home with 24-hour staff support



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Carly’s physical and mental health, including vital signs/NEWS, pain assessment. 



A: patent

B: Shortness of breath, and chest pain Respiratory rate 25 

Oxygen saturations of 98% on 2L/min O2 via nasal cannulae.

Chest clear.

C: Heart rate 115bpm. ECG shows sinus tachycardia.

D: Alert, pain assessment needed

E: no other symptoms noted

NEWS 7: continuous monitoring of vital signs indicated.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Carly’s capacity for decision making for each intervention



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Carly with continuous monitoring of vital signs, ECG recording, administration of oxygen, venepuncture and cannulation, and CTPA.



Ensure analgesia prescribed and administered if required and effectiveness monitored.



Ensure family updated.



Referral to Community Learning Disability Team if not known.









Suggested questions:

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.

· What sounds was the paramedic listening for on chest auscultation?

· Why was peak flow not indicated?

· Why was oxygen administered to Carly? Why was Carly switched from high-flow oxygen to nasal cannulae?

· If Carly found the nasal cannulae difficult to tolerate, how else could 2L/min of oxygen be administered?

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

· How would you support Carly to have an ECG taken?

· What rhythm does the ECG show?

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).

· How would you support Carly with venepuncture?

· Why did Carly have a full blood count, urea and electrolytes and a d-dimer requested? What were the implications of the results?

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

· How would you support Carly with cannulation?

· What are the risks of a cannula and what checks need to be made of Carly’s cannula?
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Learning Disabilities Case Study 3     This case study has been developed to support the achievement of up to 4 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.      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 i ncluding  respiratory rate,  depth, accessory muscle use and pulse oximetry .      Explains the sounds they would be listening for on chest auscultation and the  implications of these sounds      Describes the process of oxygen administration using a range of  devices      Demonstrates oxygen administration   Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability  to undertake an ECG and interpret findings.      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   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      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.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Learning Disabilities Case Study 4



This case study has been developed to support the achievement of up to 3 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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

· Identify the different components that can be used in blood transfusions

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

· Discuss the processes used in administering blood transfusion

· Describe potential side effects of administration of blood components

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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal full blood count and urea and electrolyte blood test results. 

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

· 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





Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

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 Myelodysplastic syndrome, a rare form of blood cancer, six months ago following symptoms of tiredness, bruising, pallor and decreased exercise tolerance. He was referred the Community Learning Disability Team and has an allocated Community Learning Disabilities Nurse. He is prescribed darbepoetin alfa subcutaneously weekly, which his practice nurse administers at the GP surgery, and requires regular blood transfusions every 3-4 weeks at his local acute hospital in the Haematology Day Unit. He requires regular blood tests, including a full blood count to monitor red blood cells, white blood cells and platelets.

As the Community Learning Disabilities Nurse, how will you support James? Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		












Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Community Learning Disability Nurse supporting James

Care provided in GP practice and Haematology Day Unit



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		James, 72 years



MDS, six months

Darbepoetin alfa s/c and regular blood transfusions



Mild learning disabilities

Requires simple verbal language and assistance with complex information



Lives alone in sheltered accommodation 

Has sister-in-law for support

Risk of deterioration requiring hospital admission



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Support James to attend annual health check and identify any physical or mental health issues requiring further investigation.



Blood tests prior to blood transfusion treatment



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



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of James’s capacity for decision making for each intervention



Treat/intervene with any physical or mental health conditions 



Liaison with Haematology Clinic/Day Unit regarding consistent appointment times – Reasonable Adjustments



Ensure transport arrangement for appointments



Complete hospital Passport and Personal Health Profile 



Handover to Acute LD nurses/Haematology Day Unit nurses each appointment for transfusion with essential information and contact details, identify named nurse for the treatment



Ensure James is prepared for cannulation and administration of blood products



Ensure support staff are aware of side effects of treatment. Awareness of ABO incompatibility reactions, TACO, allergic reactions, TRALI.



Update sister-in-law following every appointment



Provide therapeutic communication opportunities to discuss diagnosis and treatment 



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







Suggested questions:

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

· What blood components may James be receiving and why? How would you explain the reasons for the blood transfusion to James?

· What risks does blood transfusion entail and what steps need to be taken to ensure a safe and effective transfusion for James?

· What side effects could occur for James as a result of the transfusion? How would you identify these?

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).

· How would you support James with venepuncture?

· Why does James require regular blood tests?

· What would the significance be of a low haemoglobin result?

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

· How would you support James with cannulation?



Learning Disabilities Case Study 4     This case study has been developed to support the  achievement of  up to 3  proficiencies . To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to   meet the following outcomes :   Part 2, No. 27: Manage and monitor blood component transfusions in line with local  policy and evidence base practice. (Part 2 or Part 3).      Identify the different components that can be used in blood transfusions      Describe the reasons that individuals may require blood transfusion including  conditions and circumstances      Discuss the processes used in administering blood transfusion      Describe potential side effects of administration of blood components      Identify the risks involved in administering or post administration for individuals   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      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       Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide  to fill these. Your university may also have provided useful resources, or you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template   on the next page , which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Child Case Study 2



This case study has been developed to support the achievement of up to 2 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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. 

· Outlines conditions that may require urinary catheterisation in males and females.

· Explains risks of catheterisation and presence of an indwelling catheter and discusses principles of catheter management to manage risk.

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

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

· Describes the anatomy and physiology for effective cannulation, reasons someone may need cannulation, and the processes of undertaking safe and effective cannulation



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Chloe is 6 years old and her parents have brought her to the emergency department as she has had 24 hours of vomiting and diarrhoea and is unable to tolerate oral fluids. She is usually fit and well. On assessment, she appears pale and lethargic, with dry lips. Her parents aren’t sure when she last passed urine.

She has blood tests taken, which reveal she is severely dehydrated. She is cannulated and IV fluids administered. She remains anuric for several hours after IV fluids have been commenced, so a urinary catheter is inserted for close monitoring of urinary output. 

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



		SITUATION

		WHO/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 Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Emergency Department



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Chloe, 6

Severe dehydration due to diarrhoea and vomiting

No PMH



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

		Assessment of vital signs and ongoing monitoring

Monitoring of fluid balance status: fluid balance chart including output from catheter.



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Respond to any derangement of vital signs

Administration of IV fluids

Catheter care and removal as soon as possible.

Adherence to infection control precautions to prevent spread of diarrhoea and vomiting. Stool sample if diarrhoea continues.









Suggested questions:

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.

· [bookmark: _Hlk211596181]What are the risks of an indwelling urinary catheter, and how can these be managed?

· How would you support Chloe with catheterisation?

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

· How would you support Chloe with cannulation?

· What are the risks of a cannula and what checks need to be made of Chloe’s cannula?











Child Case Stud y   2     This case study has been developed to support the  achievement of up to  2   proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to meet the following outcomes:   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.        Outlines conditions that may require urinary catheterisation in males and females.      Explains risks of catheterisation and presence of an indwelling catheter and discusses  principles of catheter management to manage risk.      Demonstrates insertion, management, and removal of urinary catheters for all  genders.   Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      Describes the anatomy and physiology for effective cannulation, reasons someone  may need  cannulation, and the processes of undertaking safe and effective  cannulation     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide  to fill these. Your university may also have provided useful resources, or you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template   on the next page , which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Learning Disabilities Case Study 2



This case study has been developed to support the achievement of up to 6 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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

· Describes a range of conditions when an individual might 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.

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. [Assessed in AEI if no opportunity in practice]

· Outlines conditions that may require urinary catheterisation in males and females.

· Explains risks of catheterisation and presence of an indwelling catheter and discusses principles of catheter management to manage risk.

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

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).

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

· Demonstrates safe and effective venepuncture

· Discusses the significance of abnormal full blood count and urea and electrolyte blood test results. 

Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy. [Assessed in AEI if no opportunity in practice]

· Describes the anatomy and physiology for effective cannulation, reasons someone may need cannulation, and the processes of undertaking safe and effective cannulation

· Demonstrates safe and effective cannulation in line with organisation policies

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.

· Outlines when an individual may require IV fluids, demonstrates knowledge of 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

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.

· Identifies when an individual may require nutrition, hydration or medication administered via infusion pumps or other devices

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





Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.



Case Study:

Howard is 68 years old and has mild learning disabilities. He has lived in a nursing home since having a stroke two years ago, and has a background of hypertension and high cholesterol. He is unable to verbally communicate following the stroke and relies on pictures and symbols, although he understands simple verbal language from others. He has left side hemiplegia and requires a transfer aid and assistance to move from chair to chair. He is not able to walk. He has dysphagia following the stroke. In the immediate management of his stroke, he received nutrition and hydration via a nasogastric tube. A Percutaneous Endoscopic Gastrostomy (PEG) was then inserted, which is now used for all his nutrition, hydration and medication. 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 with in the lounge, watching television. 

He recently experienced diarrhoea and vomiting during an outbreak of norovirus in his nursing home. Despite being given boluses of fluid via his PEG tube, he was becoming dehydrated and was admitted to hospital. On admission, blood tests were taken for urea and electrolytes and a cannula inserted. His initial blood tests were: urea 18 mmol/L *H (2.5 – 7.8 mmol/L); creatinine 220 µmol/L *H (60 – 110 µmol/L); eGFR 25 mL/min *L (>60 mL/min); sodium 148 mmol/L *H (135 – 145 mmol/L); potassium 4.8 mmol/L (3.5 – 5.0 mmol/L). He was in acute kidney injury (AKI) due to dehydration and a urinary catheter was inserted for accurate fluid balance monitoring. He was prescribed IV fluids to rehydrate him and manage his AKI. He required daily blood tests to monitor his kidney function. 

As the Acute Learning Disability Nurse you are supporting Howard and liaising with his nursing home. 




Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		












Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Nurse



Hospital in-patient



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Howard, 68 years, diarrhoea and vomiting (likely norovirus) leading to dehydration and acute kidney injury



Stroke 2 years ago

Dysphagia requiring a PEG

Mild learning disabilities

No verbal communication, dependent on non-verbal methods, understands simple verbal language



Lives in a nursing home

Left side hemiplegia, unable to walk



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Howard’s physical and mental health, including vital signs/NEWS, fluid balance chart, pain assessment.



Raised sodium (dehydration), raised urea and creatinine and decreased eGFR (AKI). Repeat blood tests to monitor renal function



Ensure stool sample sent.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Howard’s capacity for decision making for each intervention



Adherence to infection control precautions to prevent spread of norovirus. 



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Howard with cannulation, venepuncture and administration of IV fluids



Ensure fluid balance chart/monitoring in place for hydration and dehydration markers



Ensure nutrition, hydration and medication administered through the PEG



Ensure relevant referrals made based on assessments e.g. dietician, speech and language, physiotherapist.



Ensure nursing home and brother and family updated regularly.



Referral to Community Learning Disability Team if not known.







Suggested questions:

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

· Why was an NG tube not a long-term solution? What care will Howard need for his PEG tube?

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.

· [bookmark: _Hlk211596181]What are the risks to Howard of an indwelling urinary catheter, and how can these be managed?

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).

· How would you support Howard with venepuncture?

· Why did Howard require regular blood tests and what tests would he need?

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

· How would you support Howard with cannulation?

· What are the risks of a cannula and what checks need to be made of Howard’s cannula?

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.

· What are the risks of IV fluid administration and how will we monitor Howard’s response to the IV fluids?

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.

· What complications could Howard have related to his enteral feeding tube, and how can these be minimised?











Learning Disabilities Case Study 2     This case study has been developed to support the  achievement of up to 6 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to meet the following outcomes:   Part 2, No.   12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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.   [ A ssessed in AEI if no opportunity in practice]      Outlines conditions that may require urinary catheterisation in males and females.      Explains risks of catheterisation and presence of an indwelling catheter and discusses  principles of catheter management to manage risk.      Demonstrates insertion, management, and removal of urinary catheters for all  genders.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discusses the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.   [ A ssessed in AEI if no opportunity in practice]      Describes the anatomy and physiology for effective cannulation, reasons someone  may need  cannulation, and the processes of undertaking safe and effective  cannulation      Demonstrates safe and effective cannulation in line with organisation policies   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.      Outlines when an individual may require IV fluids, demonstrates knowledge of  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   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.      Identifies whe n   an individual may require nutrition, hydration or medication  administered via infusion pumps or other devices      Demonstrate s   effective care and management of an individual receiving nutrition,  hydration and medication via infusion pump or other devices       
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Learning Disabilities Case Study 3



This case study has been developed to support the achievement of up to 4 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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.

· 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 respiratory rate, depth, accessory muscle use and pulse oximetry.

· Explains the sounds they would be listening for on chest auscultation and the implications of these sounds

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

· Demonstrates oxygen administration

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

· 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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal full blood count and urea and electrolyte blood test results. 

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

· 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.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Carly is 48 years old and has moderate learning disabilities. She 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 where there is 24-hour staff support. Carly lived with her parents until she was 23 and they visit her twice a week. 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 was diagnosed a year ago with breast cancer following a screening mammogram. A biopsy showed the cancer was oestrogen receptor positive. Following a surgical lumpectomy and 6 weeks of radiotherapy, she was started on tamoxifen 20mg orally once a day, with a planned initial duration of 5 years. 

At home, Carly suddenly develops shortness of breath, pain in her chest and starts coughing up blood. Support staff call for an ambulance and the paramedic makes a comprehensive respiratory assessment. She has a respiratory rate of 25 and oxygen saturations of 92% on room air. Her chest sounds clear. She is initially administered 15l/min of oxygen via a non-rebreather mask. Her heart rate is 115bpm and a rhythm strip (lead II) from her 12-lead ECG is shown below. She is apyrexial. She is transferred to the emergency department.

On arrival, her oxygen saturations have increased to 100% on oxygen, so oxygen delivery is decreased 2L/min via nasal cannulae, which maintains her saturations at 98%. She has blood tests taken for a full blood count, urea and electrolytes and a d-dimer. Her d-dimer is 1.2 mcg/L FEU *H (<0.5mcg/L FEU). Her other blood results are: haemoglobin 140 g/L (130 – 170 g/L); WCC 6.5 x10⁹/L (4.0 – 11.0 x10⁹/L); platelets 250 x10⁹/L (150 – 400 x10⁹/L);  sodium 140 mmol/L (135 – 145 mmol/L); potassium 4.2 mmol/L (3.5 – 5.0 mmol/L); urea 6 mmol/L (2.5 – 7.8 mmol/L); creatinine 90 µmol/L (60 – 110 µmol/L); eGFR >60 mL/min (>60 mL/min). She is cannulated so that a CT Pulmonary Angiogram (CTPA) can be performed. This reveals a pulmonary embolus (PE) and she is started on apixaban 10mg b.d. 

[image: A graph of a heart rate

AI-generated content may be incorrect.]

ECG provided under Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License from litfl.com. It has been adapted to show only the lead II rhythm strip.

You are the acute learning disabilities liaison nurse who has picked up Carly’s admission. Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		






Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Liaison Nurse supporting Carly



Emergency Department



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Carly, 48, Pulmonary embolism secondary to tamoxifen.



Breast cancer. Moderate learning disabilities, limitations with complex verbal communication; requires simple language supported with gesturing and signs. 



Supported living home with 24-hour staff support



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Carly’s physical and mental health, including vital signs/NEWS, pain assessment. 



A: patent

B: Shortness of breath, and chest pain Respiratory rate 25 

Oxygen saturations of 98% on 2L/min O2 via nasal cannulae.

Chest clear.

C: Heart rate 115bpm. ECG shows sinus tachycardia.

D: Alert, pain assessment needed

E: no other symptoms noted

NEWS 7: continuous monitoring of vital signs indicated.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Carly’s capacity for decision making for each intervention



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Carly with continuous monitoring of vital signs, ECG recording, administration of oxygen, venepuncture and cannulation, and CTPA.



Ensure analgesia prescribed and administered if required and effectiveness monitored.



Ensure family updated.



Referral to Community Learning Disability Team if not known.









Suggested questions:

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.

· What sounds was the paramedic listening for on chest auscultation?

· Why was peak flow not indicated?

· Why was oxygen administered to Carly? Why was Carly switched from high-flow oxygen to nasal cannulae?

· If Carly found the nasal cannulae difficult to tolerate, how else could 2L/min of oxygen be administered?

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

· How would you support Carly to have an ECG taken?

· What rhythm does the ECG show?

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).

· How would you support Carly with venepuncture?

· Why did Carly have a full blood count, urea and electrolytes and a d-dimer requested? What were the implications of the results?

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

· How would you support Carly with cannulation?

· What are the risks of a cannula and what checks need to be made of Carly’s cannula?
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Learning Disabilities Case Study 3     This case study has been developed to support the achievement of up to 4 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.      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 i ncluding  respiratory rate,  depth, accessory muscle use and pulse oximetry .      Explains the sounds they would be listening for on chest auscultation and the  implications of these sounds      Describes the process of oxygen administration using a range of  devices      Demonstrates oxygen administration   Part 2, No. 24: Undertakes an effective cardiac assessment and demonstrates the ability  to undertake an ECG and interpret findings.      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   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      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.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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This case study has been developed to support the achievement of up to 3 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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

· Identify the different components that can be used in blood transfusions

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

· Discuss the processes used in administering blood transfusion

· Describe potential side effects of administration of blood components

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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal full blood count and urea and electrolyte blood test results. 

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

· 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





Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

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 Myelodysplastic syndrome, a rare form of blood cancer, six months ago following symptoms of tiredness, bruising, pallor and decreased exercise tolerance. He was referred the Community Learning Disability Team and has an allocated Community Learning Disabilities Nurse. He is prescribed darbepoetin alfa subcutaneously weekly, which his practice nurse administers at the GP surgery, and requires regular blood transfusions every 3-4 weeks at his local acute hospital in the Haematology Day Unit. He requires regular blood tests, including a full blood count to monitor red blood cells, white blood cells and platelets.

As the Community Learning Disabilities Nurse, how will you support James? Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		












Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Community Learning Disability Nurse supporting James

Care provided in GP practice and Haematology Day Unit



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		James, 72 years



MDS, six months

Darbepoetin alfa s/c and regular blood transfusions



Mild learning disabilities

Requires simple verbal language and assistance with complex information



Lives alone in sheltered accommodation 

Has sister-in-law for support

Risk of deterioration requiring hospital admission



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Support James to attend annual health check and identify any physical or mental health issues requiring further investigation.



Blood tests prior to blood transfusion treatment



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



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of James’s capacity for decision making for each intervention



Treat/intervene with any physical or mental health conditions 



Liaison with Haematology Clinic/Day Unit regarding consistent appointment times – Reasonable Adjustments



Ensure transport arrangement for appointments



Complete hospital Passport and Personal Health Profile 



Handover to Acute LD nurses/Haematology Day Unit nurses each appointment for transfusion with essential information and contact details, identify named nurse for the treatment



Ensure James is prepared for cannulation and administration of blood products



Ensure support staff are aware of side effects of treatment. Awareness of ABO incompatibility reactions, TACO, allergic reactions, TRALI.



Update sister-in-law following every appointment



Provide therapeutic communication opportunities to discuss diagnosis and treatment 



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







Suggested questions:

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

· What blood components may James be receiving and why? How would you explain the reasons for the blood transfusion to James?

· What risks does blood transfusion entail and what steps need to be taken to ensure a safe and effective transfusion for James?

· What side effects could occur for James as a result of the transfusion? How would you identify these?

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).

· How would you support James with venepuncture?

· Why does James require regular blood tests?

· What would the significance be of a low haemoglobin result?

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

· How would you support James with cannulation?



Learning Disabilities Case Study 4     This case study has been developed to support the  achievement of  up to 3  proficiencies . To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to   meet the following outcomes :   Part 2, No. 27: Manage and monitor blood component transfusions in line with local  policy and evidence base practice. (Part 2 or Part 3).      Identify the different components that can be used in blood transfusions      Describe the reasons that individuals may require blood transfusion including  conditions and circumstances      Discuss the processes used in administering blood transfusion      Describe potential side effects of administration of blood components      Identify the risks involved in administering or post administration for individuals   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      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       Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide  to fill these. Your university may also have provided useful resources, or you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template   on the next page , which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Learning Disabilities Case Study 4



This case study has been developed to support the achievement of up to 3 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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

· Identify the different components that can be used in blood transfusions

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

· Discuss the processes used in administering blood transfusion

· Describe potential side effects of administration of blood components

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

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal full blood count and urea and electrolyte blood test results. 

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

· 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





Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

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 Myelodysplastic syndrome, a rare form of blood cancer, six months ago following symptoms of tiredness, bruising, pallor and decreased exercise tolerance. He was referred the Community Learning Disability Team and has an allocated Community Learning Disabilities Nurse. He is prescribed darbepoetin alfa subcutaneously weekly, which his practice nurse administers at the GP surgery, and requires regular blood transfusions every 3-4 weeks at his local acute hospital in the Haematology Day Unit. He requires regular blood tests, including a full blood count to monitor red blood cells, white blood cells and platelets.

As the Community Learning Disabilities Nurse, how will you support James? Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		












Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Community Learning Disability Nurse supporting James

Care provided in GP practice and Haematology Day Unit



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		James, 72 years



MDS, six months

Darbepoetin alfa s/c and regular blood transfusions



Mild learning disabilities

Requires simple verbal language and assistance with complex information



Lives alone in sheltered accommodation 

Has sister-in-law for support

Risk of deterioration requiring hospital admission



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Support James to attend annual health check and identify any physical or mental health issues requiring further investigation.



Blood tests prior to blood transfusion treatment



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



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of James’s capacity for decision making for each intervention



Treat/intervene with any physical or mental health conditions 



Liaison with Haematology Clinic/Day Unit regarding consistent appointment times – Reasonable Adjustments



Ensure transport arrangement for appointments



Complete hospital Passport and Personal Health Profile 



Handover to Acute LD nurses/Haematology Day Unit nurses each appointment for transfusion with essential information and contact details, identify named nurse for the treatment



Ensure James is prepared for cannulation and administration of blood products



Ensure support staff are aware of side effects of treatment. Awareness of ABO incompatibility reactions, TACO, allergic reactions, TRALI.



Update sister-in-law following every appointment



Provide therapeutic communication opportunities to discuss diagnosis and treatment 



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







Suggested questions:

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

· What blood components may James be receiving and why? How would you explain the reasons for the blood transfusion to James?

· What risks does blood transfusion entail and what steps need to be taken to ensure a safe and effective transfusion for James?

· What side effects could occur for James as a result of the transfusion? How would you identify these?

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).

· How would you support James with venepuncture?

· Why does James require regular blood tests?

· What would the significance be of a low haemoglobin result?

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

· How would you support James with cannulation?



Learning Disabilities Case Study 4     This case study has been developed to support the  achievement of  up to 3  proficiencies . To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to   meet the following outcomes :   Part 2, No. 27: Manage and monitor blood component transfusions in line with local  policy and evidence base practice. (Part 2 or Part 3).      Identify the different components that can be used in blood transfusions      Describe the reasons that individuals may require blood transfusion including  conditions and circumstances      Discuss the processes used in administering blood transfusion      Describe potential side effects of administration of blood components      Identify the risks involved in administering or post administration for individuals   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      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       Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide  to fill these. Your university may also have provided useful resources, or you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template   on the next page , which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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This case study has been developed to support the achievement of up to 5 proficiencies. By the end of the targeted discussion, the student should be able to:

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

· Describes a range of conditions when an individual might 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.

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal urea and electrolyte blood test results. 

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

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

· Demonstrates safe and effective cannulation in line with organisation policies.

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.

· 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

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.

· Identifies the conditions where an individual may require nutrition, hydration or 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  



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Ann is a 19-year-old patient in an eating-disorder unit. She is studying English Literature but has taken a break from her studies due to her health and has returned to live with her parents and younger brother. She has been diagnosed with anorexia nervosa and generalised anxiety disorder. She was transferred to an acute trust due to concerns about her physical health, including dehydration and hypokalaemia. On arrival, she has bloods taken, including urea and electrolytes, and a cannula inserted for intravenous fluids. She receives infusions of 0.9% sodium chloride with potassium chloride via an infusion pump. Her initial blood results show: sodium 155mmol/L (H), potassium 2.8mmol/L (L), urea 9.8 mmol/L (H) and creatinine 98 μmol/L (H).

Ann continues to decline oral food, and a decision was made to prescribe artificial nutrition and hydration via a naso-gastric (NG) tube to meet her health needs. Ann is initially unwilling to have an NG tube inserted, but after several discussions agrees to this. An NG tube is inserted, and a dietician advises on a feeding regime. This is administered via a feeding pump. Due to her very limited oral intake in the preceding days, Ann is at high risk of refeeding syndrome and needs regular blood tests including urea and electrolytes, phosphate, magnesium and corrected calcium.

Using the above information and resources please complete the SBAR template below, before having a discussion regarding Ann’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 Supervisors/Assessors:

		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		Transferred to acute trust from eating-disorder unit



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Ann, 19



Anorexia nervosa and generalised anxiety disorder



No PMH



Lives with parents and younger brother



Risk of life-threatening arrhythmia due hypokalaemia and kidney injury due to dehydration.



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		Assessment of mental capacity



Continuous ECG monitoring



Low potassium

High sodium, urea and creatinine due to dehydration



Fluid balance chart to monitor fluid intake and output and food chart



Assessment of risk of harm to self



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		Continue ECG monitoring



Regular blood tests for urea and electrolytes, phosphate, magnesium and corrected calcium to monitor hydration and identify refeeding syndrome.



Feeding via NG tube and IV fluids with potassium replacement



Position checking of NG tube by pH (or Xray) on insertion and prior to each use



Monitor position of tube and skin integrity



Monitor fluid intake and urine output







Suggested questions:

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

· Why was an NG tube indicated for Ann? What risks would need to be weighed against benefits before NG feeding was deemed suitable?

· What are the ethical issues that need to be considered around NG insertion? What are the legal frameworks that might be used in Ann did not agree? 

· What safety checks are needed to ensure the NG tube is safe to use?

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).

· Why was venepuncture indicated for Ann?

· What are the risks of venepuncture and how would you ensure this was safe?

· What were the implications of her blood results?

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

· Why was cannulation indicated for Ann?

· What are the risks of cannulation and what checks of Ann’s cannula should be made?

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.

· Why were IV fluids indicated for Ann?

· What markers would have alerted staff to dehydration?

· What are the risks of IV fluid administration to Ann and how would these be monitored?



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.

· Why are Ann’s fluid and nutrition delivered using infusion pumps?



Mental Health Case Study 2     This case study has been developed to support the achievement of  up to  5   proficiencies.  B y  the end of the targeted discussion, the student should be able to:   Part 2, No.12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal urea and electrolyte blood test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      Describes the anatomy and physiology for effective cannulation, the conditions when  individuals may require cannulation and the proces s   of undertaking safe cannulation      Demonstrates safe and effective cannulation in line with organisation policies.   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.      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   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.      Identifies the conditions where an individual may require nutrition, hydration or  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       Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide  to fill these. Your university may also have provided useful resources, or you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template   on the next page , which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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This case study has been developed to support the achievement of up to 6 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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

· Describes a range of conditions when an individual might 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.

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. [Assessed in AEI if no opportunity in practice]

· Outlines conditions that may require urinary catheterisation in males and females.

· Explains risks of catheterisation and presence of an indwelling catheter and discusses principles of catheter management to manage risk.

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

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).

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

· Demonstrates safe and effective venepuncture

· Discusses the significance of abnormal full blood count and urea and electrolyte blood test results. 

Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy. [Assessed in AEI if no opportunity in practice]

· Describes the anatomy and physiology for effective cannulation, reasons someone may need cannulation, and the processes of undertaking safe and effective cannulation

· Demonstrates safe and effective cannulation in line with organisation policies

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.

· Outlines when an individual may require IV fluids, demonstrates knowledge of 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

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.

· Identifies when an individual may require nutrition, hydration or medication administered via infusion pumps or other devices

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





Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.



Case Study:

Howard is 68 years old and has mild learning disabilities. He has lived in a nursing home since having a stroke two years ago, and has a background of hypertension and high cholesterol. He is unable to verbally communicate following the stroke and relies on pictures and symbols, although he understands simple verbal language from others. He has left side hemiplegia and requires a transfer aid and assistance to move from chair to chair. He is not able to walk. He has dysphagia following the stroke. In the immediate management of his stroke, he received nutrition and hydration via a nasogastric tube. A Percutaneous Endoscopic Gastrostomy (PEG) was then inserted, which is now used for all his nutrition, hydration and medication. 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 with in the lounge, watching television. 

He recently experienced diarrhoea and vomiting during an outbreak of norovirus in his nursing home. Despite being given boluses of fluid via his PEG tube, he was becoming dehydrated and was admitted to hospital. On admission, blood tests were taken for urea and electrolytes and a cannula inserted. His initial blood tests were: urea 18 mmol/L *H (2.5 – 7.8 mmol/L); creatinine 220 µmol/L *H (60 – 110 µmol/L); eGFR 25 mL/min *L (>60 mL/min); sodium 148 mmol/L *H (135 – 145 mmol/L); potassium 4.8 mmol/L (3.5 – 5.0 mmol/L). He was in acute kidney injury (AKI) due to dehydration and a urinary catheter was inserted for accurate fluid balance monitoring. He was prescribed IV fluids to rehydrate him and manage his AKI. He required daily blood tests to monitor his kidney function. 

As the Acute Learning Disability Nurse you are supporting Howard and liaising with his nursing home. 




Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		












Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Nurse



Hospital in-patient



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Howard, 68 years, diarrhoea and vomiting (likely norovirus) leading to dehydration and acute kidney injury



Stroke 2 years ago

Dysphagia requiring a PEG

Mild learning disabilities

No verbal communication, dependent on non-verbal methods, understands simple verbal language



Lives in a nursing home

Left side hemiplegia, unable to walk



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Howard’s physical and mental health, including vital signs/NEWS, fluid balance chart, pain assessment.



Raised sodium (dehydration), raised urea and creatinine and decreased eGFR (AKI). Repeat blood tests to monitor renal function



Ensure stool sample sent.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Howard’s capacity for decision making for each intervention



Adherence to infection control precautions to prevent spread of norovirus. 



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Howard with cannulation, venepuncture and administration of IV fluids



Ensure fluid balance chart/monitoring in place for hydration and dehydration markers



Ensure nutrition, hydration and medication administered through the PEG



Ensure relevant referrals made based on assessments e.g. dietician, speech and language, physiotherapist.



Ensure nursing home and brother and family updated regularly.



Referral to Community Learning Disability Team if not known.







Suggested questions:

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

· Why was an NG tube not a long-term solution? What care will Howard need for his PEG tube?

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.

· [bookmark: _Hlk211596181]What are the risks to Howard of an indwelling urinary catheter, and how can these be managed?

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).

· How would you support Howard with venepuncture?

· Why did Howard require regular blood tests and what tests would he need?

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

· How would you support Howard with cannulation?

· What are the risks of a cannula and what checks need to be made of Howard’s cannula?

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.

· What are the risks of IV fluid administration and how will we monitor Howard’s response to the IV fluids?

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.

· What complications could Howard have related to his enteral feeding tube, and how can these be minimised?











Learning Disabilities Case Study 2     This case study has been developed to support the  achievement of up to 6 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to meet the following outcomes:   Part 2, No.   12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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.   [ A ssessed in AEI if no opportunity in practice]      Outlines conditions that may require urinary catheterisation in males and females.      Explains risks of catheterisation and presence of an indwelling catheter and discusses  principles of catheter management to manage risk.      Demonstrates insertion, management, and removal of urinary catheters for all  genders.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discusses the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.   [ A ssessed in AEI if no opportunity in practice]      Describes the anatomy and physiology for effective cannulation, reasons someone  may need  cannulation, and the processes of undertaking safe and effective  cannulation      Demonstrates safe and effective cannulation in line with organisation policies   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.      Outlines when an individual may require IV fluids, demonstrates knowledge of  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   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.      Identifies whe n   an individual may require nutrition, hydration or medication  administered via infusion pumps or other devices      Demonstrate s   effective care and management of an individual receiving nutrition,  hydration and medication via infusion pump or other devices       
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This case study has been developed to support the achievement of up to 5 proficiencies. By the end of the targeted discussion, the student should be able to:

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

· Describes a range of conditions when an individual might 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.

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).

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

· Demonstrates safe and effective venepuncture

· Discuss the significance of abnormal urea and electrolyte blood test results. 

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

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

· Demonstrates safe and effective cannulation in line with organisation policies.

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.

· 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

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.

· Identifies the conditions where an individual may require nutrition, hydration or 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  



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.




Case Study:

Ann is a 19-year-old patient in an eating-disorder unit. She is studying English Literature but has taken a break from her studies due to her health and has returned to live with her parents and younger brother. She has been diagnosed with anorexia nervosa and generalised anxiety disorder. She was transferred to an acute trust due to concerns about her physical health, including dehydration and hypokalaemia. On arrival, she has bloods taken, including urea and electrolytes, and a cannula inserted for intravenous fluids. She receives infusions of 0.9% sodium chloride with potassium chloride via an infusion pump. Her initial blood results show: sodium 155mmol/L (H), potassium 2.8mmol/L (L), urea 9.8 mmol/L (H) and creatinine 98 μmol/L (H).

Ann continues to decline oral food, and a decision was made to prescribe artificial nutrition and hydration via a naso-gastric (NG) tube to meet her health needs. Ann is initially unwilling to have an NG tube inserted, but after several discussions agrees to this. An NG tube is inserted, and a dietician advises on a feeding regime. This is administered via a feeding pump. Due to her very limited oral intake in the preceding days, Ann is at high risk of refeeding syndrome and needs regular blood tests including urea and electrolytes, phosphate, magnesium and corrected calcium.

Using the above information and resources please complete the SBAR template below, before having a discussion regarding Ann’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 Supervisors/Assessors:

		SITUATION

		WHERE?

WHAT TYPE OF UNIT?

		Transferred to acute trust from eating-disorder unit



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Ann, 19



Anorexia nervosa and generalised anxiety disorder



No PMH



Lives with parents and younger brother



Risk of life-threatening arrhythmia due hypokalaemia and kidney injury due to dehydration.



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		Assessment of mental capacity



Continuous ECG monitoring



Low potassium

High sodium, urea and creatinine due to dehydration



Fluid balance chart to monitor fluid intake and output and food chart



Assessment of risk of harm to self



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		Continue ECG monitoring



Regular blood tests for urea and electrolytes, phosphate, magnesium and corrected calcium to monitor hydration and identify refeeding syndrome.



Feeding via NG tube and IV fluids with potassium replacement



Position checking of NG tube by pH (or Xray) on insertion and prior to each use



Monitor position of tube and skin integrity



Monitor fluid intake and urine output







Suggested questions:

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

· Why was an NG tube indicated for Ann? What risks would need to be weighed against benefits before NG feeding was deemed suitable?

· What are the ethical issues that need to be considered around NG insertion? What are the legal frameworks that might be used in Ann did not agree? 

· What safety checks are needed to ensure the NG tube is safe to use?

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).

· Why was venepuncture indicated for Ann?

· What are the risks of venepuncture and how would you ensure this was safe?

· What were the implications of her blood results?

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

· Why was cannulation indicated for Ann?

· What are the risks of cannulation and what checks of Ann’s cannula should be made?

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.

· Why were IV fluids indicated for Ann?

· What markers would have alerted staff to dehydration?

· What are the risks of IV fluid administration to Ann and how would these be monitored?



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.

· Why are Ann’s fluid and nutrition delivered using infusion pumps?



Mental Health Case Study 2     This case study has been developed to support the achievement of  up to  5   proficiencies.  B y  the end of the targeted discussion, the student should be able to:   Part 2, No.12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discuss the significance of abnormal urea and electrolyte blood test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.      Describes the anatomy and physiology for effective cannulation, the conditions when  individuals may require cannulation and the proces s   of undertaking safe cannulation      Demonstrates safe and effective cannulation in line with organisation policies.   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.      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   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.      Identifies the conditions where an individual may require nutrition, hydration or  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       Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice  Guide  to fill these. Your university may also have provided useful resources, or you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template   on the next page , which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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This case study has been developed to support the achievement of up to 6 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to meet the following outcomes:

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

· Describes a range of conditions when an individual might 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.

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. [Assessed in AEI if no opportunity in practice]

· Outlines conditions that may require urinary catheterisation in males and females.

· Explains risks of catheterisation and presence of an indwelling catheter and discusses principles of catheter management to manage risk.

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

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).

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

· Demonstrates safe and effective venepuncture

· Discusses the significance of abnormal full blood count and urea and electrolyte blood test results. 

Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective cannulation in line with local policy. [Assessed in AEI if no opportunity in practice]

· Describes the anatomy and physiology for effective cannulation, reasons someone may need cannulation, and the processes of undertaking safe and effective cannulation

· Demonstrates safe and effective cannulation in line with organisation policies

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.

· Outlines when an individual may require IV fluids, demonstrates knowledge of 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

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.

· Identifies when an individual may require nutrition, hydration or medication administered via infusion pumps or other devices

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





Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.



Case Study:

Howard is 68 years old and has mild learning disabilities. He has lived in a nursing home since having a stroke two years ago, and has a background of hypertension and high cholesterol. He is unable to verbally communicate following the stroke and relies on pictures and symbols, although he understands simple verbal language from others. He has left side hemiplegia and requires a transfer aid and assistance to move from chair to chair. He is not able to walk. He has dysphagia following the stroke. In the immediate management of his stroke, he received nutrition and hydration via a nasogastric tube. A Percutaneous Endoscopic Gastrostomy (PEG) was then inserted, which is now used for all his nutrition, hydration and medication. 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 with in the lounge, watching television. 

He recently experienced diarrhoea and vomiting during an outbreak of norovirus in his nursing home. Despite being given boluses of fluid via his PEG tube, he was becoming dehydrated and was admitted to hospital. On admission, blood tests were taken for urea and electrolytes and a cannula inserted. His initial blood tests were: urea 18 mmol/L *H (2.5 – 7.8 mmol/L); creatinine 220 µmol/L *H (60 – 110 µmol/L); eGFR 25 mL/min *L (>60 mL/min); sodium 148 mmol/L *H (135 – 145 mmol/L); potassium 4.8 mmol/L (3.5 – 5.0 mmol/L). He was in acute kidney injury (AKI) due to dehydration and a urinary catheter was inserted for accurate fluid balance monitoring. He was prescribed IV fluids to rehydrate him and manage his AKI. He required daily blood tests to monitor his kidney function. 

As the Acute Learning Disability Nurse you are supporting Howard and liaising with his nursing home. 




Using the above information and resources please complete the SBAR template below, 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 RISK

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK



		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENT 

MANAGEMENT PLAN

		












Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Acute Learning Disability Nurse



Hospital in-patient



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Howard, 68 years, diarrhoea and vomiting (likely norovirus) leading to dehydration and acute kidney injury



Stroke 2 years ago

Dysphagia requiring a PEG

Mild learning disabilities

No verbal communication, dependent on non-verbal methods, understands simple verbal language



Lives in a nursing home

Left side hemiplegia, unable to walk



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Ensure appropriate monitoring in place for Howard’s physical and mental health, including vital signs/NEWS, fluid balance chart, pain assessment.



Raised sodium (dehydration), raised urea and creatinine and decreased eGFR (AKI). Repeat blood tests to monitor renal function



Ensure stool sample sent.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Howard’s capacity for decision making for each intervention



Adherence to infection control precautions to prevent spread of norovirus. 



Implement any Reasonable Adjustments – Equality Act (2010)



Complete hospital Passport and Personal Health Profile 



Support Howard with cannulation, venepuncture and administration of IV fluids



Ensure fluid balance chart/monitoring in place for hydration and dehydration markers



Ensure nutrition, hydration and medication administered through the PEG



Ensure relevant referrals made based on assessments e.g. dietician, speech and language, physiotherapist.



Ensure nursing home and brother and family updated regularly.



Referral to Community Learning Disability Team if not known.







Suggested questions:

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

· Why was an NG tube not a long-term solution? What care will Howard need for his PEG tube?

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.

· [bookmark: _Hlk211596181]What are the risks to Howard of an indwelling urinary catheter, and how can these be managed?

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).

· How would you support Howard with venepuncture?

· Why did Howard require regular blood tests and what tests would he need?

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

· How would you support Howard with cannulation?

· What are the risks of a cannula and what checks need to be made of Howard’s cannula?

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.

· What are the risks of IV fluid administration and how will we monitor Howard’s response to the IV fluids?

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.

· What complications could Howard have related to his enteral feeding tube, and how can these be minimised?











Learning Disabilities Case Study 2     This case study has been developed to support the  achievement of up to 6 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to meet the following outcomes:   Part 2, No.   12: Demonstrates understanding of artificial nutrition and hydration and is  able to insert, manage and remove oral/nasal gastric tubes.       Describes a range of conditions when an individual might 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.   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.   [ A ssessed in AEI if no opportunity in practice]      Outlines conditions that may require urinary catheterisation in males and females.      Explains risks of catheterisation and presence of an indwelling catheter and discusses  principles of catheter management to manage risk.      Demonstrates insertion, management, and removal of urinary catheters for all  genders.   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).      Describes the processes for safe and effective venepuncture and when this would be  indicated for the patient/service - user      Demonstrates safe and effective venepuncture      Discusses the significance of abnormal full blood count and urea and electrolyte blood  test results.    Part 2, No. 26: Demonstrates knowledge and skills related to safe and effective  cannulation in line with local policy.   [ A ssessed in AEI if no opportunity in practice]      Describes the anatomy and physiology for effective cannulation, reasons someone  may need  cannulation, and the processes of undertaking safe and effective  cannulation      Demonstrates safe and effective cannulation in line with organisation policies   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.      Outlines when an individual may require IV fluids, demonstrates knowledge of  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   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.      Identifies whe n   an individual may require nutrition, hydration or medication  administered via infusion pumps or other devices      Demonstrate s   effective care and management of an individual receiving nutrition,  hydration and medication via infusion pump or other devices       
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This case study has been developed to support the achievement of up to 3 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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. 

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

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

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

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

· Demonstrate effective nasal and oral suctioning techniques 

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).

· Identify symptoms which may require pharmacological treatment, and non-pharmacological treatments that may also support patient.

· Describe the use of infusion pumps to deliver symptom relief medications, including risks and safety checks. 

· Explain how they would assess effectiveness of symptom relief medications.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.

· 


Case Study:

Sam is a 68-year-old man who lives in a nursing home and has a diagnosis of advanced frontotemporal dementia (FTD). His past medical history includes hypertension, high cholesterol and osteoarthritis in his knees and hips. He worked as a labourer on building sites from the age of 14 to 58, when he had to stop working due to behaviour changes from his FTD. His wife visits him daily and their son visits once or twice a week.

He requires a hoist to transfer and a specialist chair to support him when sitting. He is increasingly withdrawn and does not react to the presence of family or staff. Sam regularly requires oral suctioning to support management of his airways as his dysphagia has progressed.

Sam has an advance care plan in place that was developed in consultation with his family. It recognised that Sam was approaching the end of his life and was at high risk of aspiration pneumonia due to his dysphagia. It was agreed that admission to hospital was unlikely to be in his best interests and that in the case of aspiration pneumonia that could not be treated in the nursing home, the priority was for Sam to be supported to have a dignified death in a familiar environment and to be cared for by staff who knew him.

Sam develops shortness of breath and pyrexia, and his GP identifies that he is now in the last days of his life. He is prescribed a subcutaneous syringe driver to manage his symptoms of shortness of breath and pain (morphine sulphate), excessive airway secretions (glycopyrronium bromide) and terminal agitation (midazolam), with additional doses of morphine and midazolam prescribed PRN. This is changed every 24 hours. His abdomen becomes distended and a bladder scan reveals he is in urinary retention. A urinary catheter is inserted by the nursing home staff to provide comfort at the end of life.

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



		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		










Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Nursing home



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Sam, 78



Advanced frontotemporal dementia and aspiration pneumonia



Hypertension, high cholesterol, osteoarthritis



Wife visits daily and son once or twice a week



Risk of choking on saliva due to difficulty swallowing



		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

		Assessment of pain (Abbey Pain Score), shortness of breath and signs of distress.



Patency of catheter – bladder scan if blockage suspected.



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Continue to provide oral suctioning as required and mouthcare.



Monitor battery life, delivery of syringe driver (rate and volume), condition of contents (cloudy, particulates) and site (redness, swelling).

Replace syringe every 24 hours.



Provide PRN morphine and midazolam if indicated. Consider positioning for breathlessness and using a fan.



Provide ongoing catheter care: daily cleaning of urethral meatus and emptying of catheter bag when required.







Suggested questions:

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. 

· What are the risks to Sam of an indwelling urinary catheter, and how can these be managed?

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

· Where in the mouth should the suction catheter be placed? Why?

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).

· How would you assess the effectiveness of the syringe driver for Sam? 

· What checks need to be made of the syringe driver?

· What non-pharmacological treatments might help manage Sam’s symptoms?





Mental Health Case Study 3     This case study has been developed to support the achievement of up to 3 proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.        Outline the conditions that individuals of all genders may require urinary catheters and  the processes required for managing bladder drainage effectively      Demonstrate accurate insertion, management, and removal of urinary catheters for all  genders   Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning  techniques. (Part 2 or Part 3).      Identify a range of conditions when an individual would require nasal or oral suctioning  and sources evidence of best practice approaches      Demonstrate effective nasal and oral suctioning techniques    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).      Identify symptoms which may require pharmacological treatment, and non - pharmacological treatments that may also support patient.      Describe the use of infusion pumps to deliver symptom relief medications, including  risks and safety checks.       Explain how they would assess effectiveness of symptom relief medications.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.      
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Learning Disabilities Case Study 5

This case study has been developed to support the achievement of up to 3 proficiencies. To achieve these proficiencies, by the end of the targeted discussion, the student should be able to:

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. 

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

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

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

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

· Demonstrate effective nasal and oral suctioning techniques 

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).

· Identify symptoms which may require pharmacological treatment, and non-pharmacological treatments that may also support patient.

· Describe the use of infusion pumps to deliver symptom relief medications, including risks and safety checks. 

· Explain how they would assess effectiveness of symptom relief medications.



Information for students:

Please read the case study and consider the learning objectives. If there are gaps in your knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide to fill these. Your university may also have provided useful resources, or you may need to refer to any Trust-specific guidelines.

Use this to complete the SBAR template on the next page, which will help structure your discussion with your practice supervisor or assessor. They will ask you questions about the case study to assess your achievement of the learning objectives.



Case Study:

Oliver is a 63-year-old man with mild learning disabilities. He has been resident in a nursing home for 2 weeks following discharge from an acute hospital, as his previous care home was no longer able to meet his needs. He has oesophageal cancer, and no further treatment options are appropriate. He had been admitted to the hospital with a chest infection due to the aspiration of food and secretions. He did not want to stop eating despite the risk of aspiration as he loves sandwiches. In his care home he enjoyed socialising with other residents within the home, doing wordsearches and dancing. His speech can be difficult to understand at times, which causes him frustration. He has a sister who lives locally and visits him once a week. 

Despite treatment of his chest infection, during his hospital admission he had become rapidly less mobile and weaker. The multidisciplinary team recognised that Oliver was approaching the last weeks of his life. On review by one of the Clinical Nurse Specialists from the hospital palliative care team, he said he had a lot of pain in his abdomen and chest. As swallowing was difficult and he sometimes regurgitated analgesia given orally, a subcutaneous syringe driver of medication was prescribed and started. This contained morphine sulphate for pain, and glycopyrronium bromide to reduce saliva production, as excess saliva was causing Oliver distress when he could not swallow.  The CNS initiated an Advance Care Plan with Oliver and his sister. He did not want to die in the hospital, but his care home was unable to meet his increased needs. Due to his rapid deterioration and the terminal phase of his disease, he was eligible for fast-track NHS Continuing Healthcare (CHC) funding and a place at a local nursing home was secured.

Since moving to the nursing home, Oliver has begun to sleep for long periods of the day and is no longer able to mobilise out of bed. He has lost interest in eating and drinking. He still has a syringe driver and this is changed every 24 hours, with additional s/c morphine injections prescribed PRN. Despite the glycopyrronium he still requires some oral suctioning with a yankauer catheter to remove secretions, and during toothbrushing to remove fluid from his mouth. His nurse noted that he appeared to be in more pain and his abdomen had become distended. On assessment, the nurse noted that his bladder was distended. A urinary catheter was inserted, which drained 900mls on insertion. The catheter has been left in situ to improve comfort at the end of life. 

You are Oliver’s community learning disability nurse who is supporting the nursing home staff. Using the above information and resources please complete the SBAR template below, before having a discussion regarding Oliver’s case with your Practice Assessor/Supervisor.



		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		



		ASSESSMENT

		ASSESSMENTS REQUIRED/UNDERTAKEN

INCLUDING RISK

		



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/TREATMENTS

MANAGEMENT PLAN

		










Case Study Answers for Practice Supervisors/Assessors:

		SITUATION

		WHO/WHERE?

WHAT TYPE OF UNIT?

		Community learning disability nurse supporting Oliver

Nursing home



		BACKGROUND

		PATIENT NAME

AGE

PRIMARY DIAGNOSIS

PREVIOUS MEDICAL HISTORY

SOCIAL HISTORY

IDENTIFIED RISKS

		Oliver, 63, oesophageal cancer, in the last days to weeks of life.



Mild learning disabilities.



Moved from care home to nursing home following hospital admission for chest infection.





		ASSESSMENT

		ASSESSMENTS REQUIRED/ UNDERTAKEN

INCLUDING RISK

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



Assess Oliver’s understanding of what is happening and ensure his wishes at the end of life have been respected (physical, psychological, emotional, social, spiritual, cultural and religious). Review advance care plan.



Evaluate effectiveness of pain management.  Regular assessments of verbal/non-verbal signs of pain and support nursing home staff in assessing Oliver. 



Evaluate effectiveness of secretion management.



Monitor syringe driver: rate and delivery of syringe contents, battery life, condition of infusion site.



Monitor bowel function for constipation (side effect of morphine and glycopyrronium). Ensure catheter continues to drain.



Assess oral health and comfort.



Assessment of risk – harm to self, others, environment



		RECOMMENDATIONS

		RECOMMENDED INTERVENTIONS/ TREATMENTS

MANAGEMENT PLAN

		Assessment of Oliver’s capacity for decision making for each intervention



Implement any Reasonable Adjustments – Equality Act (2010)



Ensure Oliver’s sister is aware that Oliver may die soon and ensure updated regularly. Ensure Oliver’s wishes at the end of life (e.g. social and spiritual support) and included in his plan of care.



PRN morphine/glycopyrronium to be administered as required. Syringe driver prescription to be altered if frequent additional doses required.



Ensure constipation is managed if present. Daily catheter care. Catheter to be changed if blocked.



Regular mouthcare to ensure comfort and address any issues identified in assessment.









Suggested questions:

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. 

· What are the risks to Oliver of an indwelling urinary catheter, and how can these be managed?

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

· Where in the mouth should the suction catheter be placed? Why?

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).

· How would you assess the effectiveness of the syringe driver for Oliver?

· What checks need to be made of the syringe driver?



Learning Disabilities Case Study 5   This case study has been developed to support the achievement of up to  3   proficiencies. To  achieve these proficiencies, by the end of the targeted discussion, the student should be  able to:   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.        Outline the conditions that individuals of all genders may require urinary catheters  and the processes required for managing bladder drainage effectively      Demonstrate accurate insertion, management, and removal of urinary catheters for  all genders   Part 2, No. 20: Uses best practice approaches to undertake nasal and oral suctioning  techniques. (Part 2 or Part 3).      Identif y   a range of conditions when an individual would require nasal or oral  suctioning and sources evidence of best practice approaches      Demonstrate effective nasal and oral suctioning techniques    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).      Identif y   symptoms which may require pharmacological treatment, and non - pharmacological treatments that may also support patient.      Describe the use of infusion pumps to deliver symptom relief medications, including  risks and safety checks.       Explain how they would assess effectiveness of symptom relief medications.     Information for students:   Please read the case study and consider the learning objectives. If there are gaps in your  knowledge or skills, use the resources in the Assessment of Proficiencies in Practice Guide  to fill these. Your university may also have provided useful resources, o r you may need to  refer to any Trust - specific guidelines.   Use this to complete the SBAR template on the next page, which will help structure your  discussion with your practice supervisor or assessor. They will ask you questions about the  case study to assess your achievement of the learning objectives.     Case Study :   Oliver  is a 63 - year - old man with mild   learning disabilities . He has been resident in a nursing  home for 2 weeks following discharge from an acute hospital , as his previous care home  was no longer able to meet his needs . He has oesophageal cancer, and no further treatment  options are appropriate. He  had been   admitted to  the  hospital with a chest infection due to  the aspiration of food and secretions. He did not want to stop eating despite the risk of  aspiration as he loves sandwiches.  In his care home   he enjoyed socialising with other  residents within the home, doin g wordsearches and dancing. His speech can be difficult to  understand at times, which causes him frustration. He has a sister who lives locally and  visits him once a week.    D espite treatment of his chest infection, d uring his hospital admission he  had become   rapidly  less mobile and weaker.  The  multidisciplinary team recognised that  Oliver   was approaching  the last weeks of his life.  On review   by one of the Clinical Nurse Specialists from the hospital 
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