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Context
This document articulates comprehensive nursing proficiency standards divided into three progressive sections encompassing assessment, care planning, implementation, evaluation, coordination, documentation and leadership responsibilities. These standards are essential for the delivery of person-centred, safe and effective nursing care across diverse clinical environments.
This document is intended as a guide to clarify the proficiencies required at each stage of education (known as a Part). It provides students, practice assessors and practice supervisors with a structured summary of competencies, supporting shared understanding of expectations and objectives. By specifying the proficiencies to be completed in each Part, the document seeks to facilitate the assessment process by making it more transparent and manageable.
These proficiencies equip students with the foundational knowledge and skills upon which they are to build as they gain practical experience and fulfil their professional obligation to maintain and advance their competencies continuously.
The proficiencies apply universally across all four fields of nursing practice (adult, child field (CF), learning disabilities (LD) and mental health (MH)) and in every care setting. This approach ensures that student nurses can provide holistic, person-centred care to individuals at any life stage who may present with a variety of mental, physical, cognitive or behavioural health needs. Additionally, student nurses are required to demonstrate an in-depth understanding and advanced skills pertinent to their chosen area of practice, thereby meeting specific care requirements within their specialty. Where relevant, field specific expectations are shown.
A guide to abbreviations is available in Appendix 1. 









	Nursing Part 1 Proficiencies

	Part 1
	Guided participation in care and performing with increasing confidence and competence - Demonstrate knowledge and skill
	Proficiency numbers

	Holistic nursing assessment and care planning

	Using open or closed ended questions (verbal and non-verbal), assess patients need based on a person’s age and development and make a person-centred care plan for the day including but not limited to the following
· physical needs such as:
· Pain (including Pain Scale – Wong Baker), CF: FLACC
· Breathlessness
· Comfort levels 
· Rest and sleep
· Skin integrity, personal hygiene and oral care
· Mobility, activities of living and maintaining safety 
· Signs and symptoms of dehydration and fluid balance
· Nutritional and hydration needs 
· Elimination needs
· ABCDE assessment
· Signs of deterioration of physical health – NEWS, AVPU, SBAR, CF: PEWS, LD: Behaviour charts
· Withdrawal monitoring tools: CIWA, COWS

· psychological needs: Importance of therapeutic relationships – support people with mental health, behavioural, cognitive and learning challenges
· Anxiety
· Confusion 
· Communication needs (preferred method of communication)
· Create a psychologically safe space/ low stimulation setting (LD and MH)
· Signs of distress considering mental, cognitive and behavioural health

· socio-cultural needs:
· Family circumstances, support in times of need
· Encourage/promote independence
· Engage patient, families and carers in the person–centred care plan, MH: Community crisis plan, LD: Patient Passports.
	Part 1 No: 1, 2, 3, 4, 5, 6, 7, 8, 10, 16

	Implementation and evaluation of care
	· Maintains privacy and dignity
· Assists with washing, bathing, shaving and dressing including bed washes
· Bed making using appropriate techniques
· Bed making – safe decontamination of surfaces, safe disposal of laundry
· Supports with diet selection, nutritional and hydration needs, including access to drinking water, cultural practices
· Using appropriate aids to assist with eating and drinking
· Accurately completes fluid balance charts
· Uses a range of moving and handling techniques and equipment, e.g. slide sheets, slings and hoists, sara steady return etc.
· Hand washing techniques 
· Use of PPE, can verbalise best practice guidelines from IPC
· Safe segregation and disposal of waste and sharps 20
· Takes a set of observations manually and using electronic devices
· Interprets vital signs – differentiate between normal and abnormal 
· Escalates high or low values appropriately – Tachycardia, Bradycardia, Tachypnoea, Bradypnea, Hyper/hypotension etc.
· Accurately measures height and weight, calculates BMI, recognises healthy ranges and significance. (MUST, CF: Growth charts)
· Accurately completes patient risk assessments – MUST, Waterlow, manual handling, bed rails, falls etc (including improvement tools)
· Using the principles of Health and Safety to maintain a safe working environment in the ward, e.g. Alerts on the clinical floor - wet floor signs, bed signs – risk of fall, NPO, appropriate supervisor for the shift, isolation precautions 

	Part 1 No: 9, 11, 12, 13, 16, 17, 18, 19, 20, 21, 22, 24, 25

	Co-ordinating care
	Demonstrates an understanding of: 
· Partnership working, e.g. discharge co-ordinators, pharmacists, dieticians, physiotherapists, service user/patient, next of kin, etc
· Challenges of providing safe care for patients with co-morbidities
· Principles and processes involved in supporting patients and families to maintain independence
	Part 1 No: 26, 27, 28

	Documentation of care
	· Handover: give accurate and clear verbal, digital or written information
· Accurate, clear documentation in chronological order in the patient’s notes
	Part 1 No: 29

	Part 1 and Part 2 Cross over: Can be done in placements in Part 1 or 2.

While maintaining privacy and dignity

	· Assist with toileting, e.g. use of bottles, bed pans, commodes
	Part 1 No: 14


	
	· Select appropriate and use continence and feminine hygiene products, e.g. sheaths, pads, etc. 
· CF: Select appropriate and use continence and baby hygiene products, e.g.  barrier creams, nappies, etc.
	Part 1 No: 15


	
	· Specimen collection – collect and observe sputum, urine and stool for the lab. Urine dip (routine analysis and document findings), CF e.g. PNA; nappy dipstick, others same as adult
	Part 2 No: 23

	
	· Wound care – using aseptic technique manage wounds and drains, including suture care/removal, Vacuum Assisted Closure (VAC) care/ removal
	Part 2 No: 10




	Nursing Part 2 Proficiencies

	Part 2
	Active participation in care with minimal guidance and performing with increased confidence and competence.
	Proficiencies numbers

	
Assessing, planning and provision of person-centred care

	
· Assess motivation for health improvement (wellbeing) – CBT.
· Assessing patient’s capacity – Understanding of their care and ability to consent DOLS in relation to the Mental Capacity Act. (Safeguarding, CF: Gillick Competence/Frasers Law).
· Skin assessment – prevention and management of skin breakdown.
· Assessment of bowel and bladder continence – assess need for support and intervention (need to catheterise)/ potential for self-management).
· Nutrition assessment – MUST and referral to specialists for intervention, e.g. eating disorders, malnutrition etc, knowledge of feeding charts and following dietician advice
· Moving and handling assessments – based on patient’s acuity assess the need for support and plan intervention/ self-management.

	
Part 2 No: 1, 9, 11, 13, 16

	
Implementation and evaluation of care

	
· Provide accurate information as updates on care and patients health progression following MDT rounds and appropriately answering any queries about treatment and care.
· Use repetition and positive reinforcement while speaking with patients and next of kin (NOK) when they have planned procedures/ interventions
· Informed choices – check patient’s capacity, explain procedures and process to patients before they consent 
· Use translation service if needed.
· Review effectiveness of the plan of care with the patient and their NOK/carers 
· Utilise negotiation techniques 
· Manages risk of falls – use best practice approaches, e.g. cohort nursing
· MH: Manages risks of self-harm - use of best practice approaches, including observations and how to escalate to whom and when.
· Maintain accurate, clear and legible documentation of care – using digital technologies
· Commonly encountered presentations – Dynamic assessments - making informed judgements and initiate evidence-based care plans, e.g. patient in pain, breathless, has nausea and vomiting, fever, MH: anxiety, depression etc. 
· Specific and measurable evidence in documentation that is clear to all readers.
· Use safety techniques/ devices for manual handling and rationale for use, e.g. slide sheets, sara steady, walkers/ frames, hoists etc.
· Use standard precaution protocols and isolation procedures – side rooms/ bay isolation etc.
· Check blood glucose using appropriate device and interpret findings.

	
Part 2 No: 2, 5, 6, 7, 8, 17, 18, 21, 22, 23

	Co-ordination of care and maintaining safety

	· Understands and applies to practice:
· Risk management – intervention from risk assessment, e.g. falls bundle. MH: Mini Mental State Exam (MMSE). CF: Use of cot sides and managing risk of children in a ward environment. LD: Patient Passports
· Risk aversion – e.g.  risk feeding, hypoxic TB patient at risk because of confusion. MH: avoidance strategies in anxiety.
· Positive risk taking – e.g. encouraging a patient to walk when they are at risk of falls.
· Resilience for student – Solution focused therapies/ talking therapies, PNA RCS - 1:1 / group supervision, coaching approach.
· Participates in planning of safe transfer/ safe discharge.
· Negotiate on behalf of and advocates for patients – reasonable adjustments in APIE
· Conflict resolution – de-escalation strategies, team management approach for dealing with concerns and anxieties.

	Part 2 No: 29, 30, 31,32, 33

	Part 2 and Part 3 - Cross over
Can be done in placements in Part 2 or 3.

Assessing needs and planning person-centred care

	· Assess risk of self-harm, suicidal ideation - shows knowledge of appropriate risk assessment tools and the skill to use them 
· MH: PHQ9 including who and how to escalate care should the need arise.

(Case studies available in ‘Assessment of Proficiencies in Practice’)
	Part 2 No: 3 



	
	· Understands patient’s and their family’s needs and the end of life and implements the care plan including awareness of advance directives

	Part 2 No: 4

	
	· Recognises signs of deterioration takes prompt and appropriate action 
· Mental distress – reduce risk of harm, confusion care pathway. MH: MMSE
· Emotional vulnerability – anxiety (distraction, diversion)
· Physical symptoms – NEWS, PEARL, ACVPU, CF: PEWS national chart, SBAR, Sepsis 6, Medical emergencies.

	Part 3 No: 4

	
	· Take a set of neurological observations and assessments, interprets and escalates care, e.g. recognises and manage seizures. CF: altered GCS for under 2yrs old, ACVPU. LD: Behaviour chart.

	Part 2 No: 15

	
	· Completes a respiratory assessment including pulse oximetry, peak flow, chest auscultation for breath sounds (Wheeze, Stridor, Crackles, Pleural rub, etc) and management using oxygen therapy. Use of various types of oximetry age dependent.
· Recognise various types of ‘work of breathing’ e.g. bilateral chest rise, barrel chest, pigeon chest, see-saw breathing, CF: tracheal tug. 
· Care and Management of patients with chest drains.

(Case studies available in ‘Assessment of Proficiencies in Practice’ for MH and LD)
	Part 2 No: 19


	
	· Completes a cardiac assessment - including auscultation of heart sounds

(Case studies available in ‘Assessment of Proficiencies in Practice’ for MH and LD)

	Part 2 No: 24


	
	· Take an ECG and interpret findings (CF: 12 lead differences from Adults)

	Part 2 No: 24

	Part 2 and Part 3 - Cross over
Can be done in placements in Part 2 or 3.

Planning, provision and management of care

	· Wound care: aseptic technique wound care and management – drains, sutures, VAC and wound healing. Stoma site and PEG site care.

	Part 2 No: 10

	
	· Artificial nutrition and hydration: Insert, manage and remove oral and nasal gastric tubes – Fine bore NG tubes (refer Trust policy). CF: PEG feeding and management
(Case studies available in ‘Assessment of Proficiencies in Practice’ for MH and LD)

	Part 2 No: 12
 

	
	· Urinary catheters – insert, manage and removes catheters (refer Trust policy)
(Case studies available in ‘Assessment of Proficiencies in Practice’ for MH and LD) 

	Part 2 No: 14


	
	· Demonstrate nasal and oral suctioning technique
	
Part 2 No: 20


	Part 2 and Part 3 - Cross over
Can be done in placements in Part 2 or 3.
Assessing, providing and evaluating care

	· Managing care of patients receiving IV fluids, administering
· IV fluids (refer Trust policy) 
· Fluids and nutrition via infusion pumps (refer Trust policy)
· Medication via infusion/ syringe pumps (refer Trust policy)
· Monitor and manage effectiveness of medication via infusion pumps or other devices
· Accurate fluid balance – intake and output
· Understanding of potential complications
(Case studies available in ‘Assessment of Proficiencies in Practice’ for MH and LD) 

	Part 3 No: 12, 13, 14


	
	· Manage care of patients with urinary and/or faecal incontinence – urinary conduits / stoma care
	Part 3 No: 15


	
	· Conduct rectal examination and digital evacuation
	Part 3 No: 16


	
	· Administer enemas and suppositories
	Part 3 No: 16

	
	· Demonstrate knowledge and skill
· Safe and effective venepuncture 
· Interpret blood test results – normal and abnormal blood profiles 
· Safe and effective canulation (trust policy) 
· Manage and monitor blood component transfusion (trust policy) 
· Identify signs and symptoms of sepsis and interventions for management 
(Case studies available in ‘Assessment of Proficiencies in Practice’ for MH and LD) 

	Part 2 No: 25, 26, 27, 28











	Nursing Part 3 Proficiencies

	Part 3
	Practicing independently with minimal supervision and leading and co-ordinating care.
	Proficiency numbers

	
Assess and plan person-centred care
	
· Person-centred care plan:
· Undertake a comprehensive whole-body assessment using various techniques, resources and diagnostic equipment. MH: MMSE
· Identify patient’s needs for fundamental nursing care accurately 
· Develop and document evidence-based care plans
· Assess person’s capacity and make best interest decisions – Mental Capacity Act, DOLS. CF: Gillick Competence, Frasers Law, Safeguarding. 
· Make reasonable adjustments for patients who do not have capacity, parental desires vs YP requirements, if competent.

	
Part 3 No: 1, 2, 3

	
Deliver and evaluate care
	
· Document care provided accurately and legibly including use of digital platforms (electronic patient records)
· Working in partnership – using own skills of communication and offering support in a therapeutic way to guide patients, families and carers to shared decisions and managing their own care
· Manages a range of commonly encountered symptoms with increasing complexity, e.g. pain, distress, anxiety and confusion, fever, breathlessness, hyper and hypoglycaemia etc. 
· Use skills such as active listening, questioning, paraphrasing and reflection to support therapeutic intervention. CF: Picture pain chart (e.g. Wong/Baker)
· Supporting people who are distress by hearing voices, experiencing distressing thoughts and perceptions. 
· Referral to specialist support.

	
Part 3 No: 5, 6, 7, 8, 9

	
Confidently manages the procedures in assessing, providing and evaluating care

	· Manages all aspects of personal care, promotes independenc, based on dynamic assessments refer the patient to other professionals – dentist, optician, audiologist, podiatrists, psychiatrist, specialist.
· Manage care of patient with specific nutrition and hydration needs, demonstrate an understanding of the interventions by the dietician and the MDT.
· Demonstrate the ability to respond and manage IPC risks, participate in proactive measures to protect public health, e.g. vaccination programmes, health teaching, preventive measures. 

	
Part 3 No: 10, 11, 17.

	
Confidently leads and manages person-centred care and working in teams

	
· Manage the care of a group of patients:
· Understand the different roles, responsibilities and scope of practice of all members of the MDT 
· Interacts confidently with the MDT while working with them to provide safe, holistic and evidence-based care 
· Effectively prioritises and manages care for a group of patients (4 -6)
· Use appropriate leadership and communication skills when delegating responsibility of patient care to others in the team.
· Monitors and evaluates the quality of care delivered by all members in the team to promote improvement initiatives 
· Understand the process of performance management.

	
Part 3 No: 18, 19, 20

	
Confidently contributes to improving safety and quality of person-centred care

	
· Actively participates in audit activity – Clinical audits 
· Demonstrate understanding of quality improvement strategies 
· Undertake accurate risk assessments – Understand the framework, laws, relevant policies for managing and reporting risks – RIDDOR, COSSH etc.
· Participates in the decision making regarding:
· Safe staffing levels
· Appropriate skill mix
· Understand the process of escalating concerns about staffing.
· Understand the process involved in:
· Managing near misses
· Critical incidents
· Major accidents

	
Part 3 No: 21, 22, 23, 24

	
Confidently coordinates person-centred care

	
· Coordinates care for patients with co-morbidities to manage multiple care needs:
· Understand the principles of partnership working 
· Interagency working – Social services, District nursing team, Acute care teams.
· Evaluates the quality of patient’s experience
· Manage patient complaints
· Maintain persons independence
· Avoid disruption in care and unnecessary interventions
· Engages in difficult conversations with compassion and sensitivity
· Breaking bad news
· MH: taking about self-harm and suicide
· Facilitates safe discharges and transfer of patients with complex needs
· Complex discharges – Conversations between the Acute and Community MDT’s, transport hubs, care hubs, etc.
· Advocates on behalf of the patient where appropriate.
· Safe transfer of a deteriorating patient from one unit/ department to another.
· End of life care
· Assess and review care needs and preferences of a patient at the end of their life.
· Assess and review needs and preferences of the family or carers respecting cultural requirements and preferences.

	
Part 3 No: 25, 26, 27, 28, 29




Appendix 1 Abbreviations

	Abbreviation
	Description
	
	Abbreviation
	Description

	ABCDE
	Airway, Breathing, Circulation, Disability, Exposure
	
	NEWS
	National Early Warning Scores

	ACVPU
	Alert, Confusion, Voice, Pain, Unresponsive
	
	NG
	Naso Gastric

	APIE
	Assessment, Planning, Implementation, Evaluation
	
	NOK
	Next of Kin

	BMI
	Body Mass Index
	
	NPO/NBM
	Nil Per Oral/ Nil by Mouth

	CBT
	Cognitive Behaviour Therapy
	
	PEARL
	Pupils Equal And Reactive to Light

	CF
	Child Field Nursing
	
	PEG
	Percutaneous Endoscopic Gastrostomy

	CIWA
	Clinical Institute Withdrawal Institute
	
	PEWS
	Paediatric Early Warning Scores

	COWS
	Clinical Opiate Withdrawal Scale
	
	PHQ9
	Patient Health Questionnaire 9

	CoSSH
	Control of Substances Hazardous to Health
	
	PNA
	Professional Nurse Advocate

	DOLS
	Deprivation of Liberty Safeguarding
	
	PPE
	Personal Protective Equipment

	ECG
	Electrocardiogram
	
	RCS
	Restorative Clinical Supervision

	FLACC
	Face, Legs, Activity, Cry, Consolability
	
	RIDDOR
	Reporting of Injuries, Diseases and Dangerous Occurrences Regulations

	IPC
	Infection Prevention and Control
	
	SBAR
	Situation, Background, Action, Recommendation 

	IV
	Intravenous
	
	TB
	Tuberculosis

	LD
	Learning Disabilities Nursing
	
	VAC
	Vacuum Assisted Closure

	MDT
	Multidisciplinary Team
	
	YP
	Young Person

	MH
	Mental Health Nursing
	
	
	

	MMSE
	Mini Mental Status Examination
	
	
	

	MUST
	Malnutrition Universal Screening Tool
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Proficiency attainment must be demonstrated on a number of occasions over a period of time.
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