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Guide to the book
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Content warning

Please be advised that the T Level Technical Qualification in Health (Supporting the Adult Nursing Team Occupational Specialism) does cover topics that some learners may find upsetting. This textbook therefore includes references to domestic abuse, female genital mutilation, self-harm, suicidal feelings and disorders due to mental ill health, within the context of healthcare practice. If you have been affected by any of the topics covered in this book, do reach out to trusted support.
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Learning outcomes

Core knowledge outcomes that you must understand and learn. These are presented at the start of every chapter.
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Skills outcomes

Core knowledge skills you must understand and practise. These are presented at the start of every chapter.
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Key term

Definitions to help you understand important terms.
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Reflect

Tasks and questions providing an opportunity to reflect on the knowledge learned.
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Test yourself

A knowledge consolidation feature containing short questions and tasks to aid understanding and guide you to think about a topic in detail.
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Research

Research-based activities – either stretch and challenge activities, enabling you to go beyond the course, or industry placement-based activities, encouraging you to discover more about your placement.
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Practice point

Helpful tips and guidance to help develop professional skills during the industry placement.
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Case study

Placing knowledge into a fictionalised, real-life context. Useful to introduce problem solving and dilemmas.
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Health and safety

Important points to ensure safety in the workplace.
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Assessment practice

Core content containing knowledge-based practice questions at the end of each chapter.
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Answers can be found online at: https://www.hoddereducation.com/answers-and-extras
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Healthcare PO1: Assisting with an individual’s overall care and needs to ensure comfort and wellbeing
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Physical and mental health care is provided by practitioners who are experts in their field. This work is supported by healthcare practitioners who:


	•  meet an individual’s needs as identified in a care plan

	•  monitor an individual’s signs or symptoms.



The Roper–Logan–Tierney care planning model is one example of a type of nursing model used in healthcare. This model offers an holistic approach that co-ordinates ongoing healthcare intervention and monitors and evaluates the effectiveness of treatment. It ensures that patients receiving healthcare are encouraged to maintain their independence, while having their health needs met.

All nursing tasks must:


	•  meet the rigorous standards of care in the UK

	•  provide a person-centred care package for each patient.
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Learning outcomes

The core knowledge outcomes that you must understand and learn:


	K1.1  0the implications of health and safety regulations, their influence on practice and how they promote person-centred care within the supporting healthcare role

	K1.2  0the requirements for safeguarding individuals and their wider family/carers and promoting principles to others in practice

	K1.3  0the requirements for following a duty of care and duty of candour within the scope of the supporting healthcare role

	K1.4  0required standards, codes of conduct and health and safety including risk assessment relevant to your role in supporting healthcare

	K1.5  0how to respond to incidents and emergencies relevant to your role in supporting healthcare

	K1.6  0how to use a range of techniques for infection prevention and control

	K1.7  0how current best practice and agreed ways of working support healthcare needs

	K1.8  0how to support individuals’ care needs, ensuring privacy and dignity is maintained while recognising the importance of personal health and wellbeing

	K1.9  0how to interpret individual care plans in order to support a person’s health, comfort and wellbeing

	K1.10  how to recognise indicators of good physical and mental health

	K1.11  the importance of fluids, nutrition and food safety when providing overall care

	K1.12  how to recognise the signs and symptoms of a person who is experiencing pain and discomfort and/or whose health and wellbeing is deteriorating

	K1.13  how and why to report changes and deterioration when supporting individuals

	K1.14  how to safely move and handle people when supporting their care needs using appropriate moving and handling aids

	K1.15  the main types of mental ill health and their impact on people’s lives

	K1.16  how to recognise indicators and limitations in mental capacity and how to respond appropriately in line with local policies and procedures

	K1.17  the importance of early diagnosis in relation to cognitive issues

	K1.18  the possible signs of mental ill health

	K1.19  the possible signs of learning disability

	K1.20  factors that may be mistaken for mental ill health

	K1.21  how changes in cognition can impact health and wellbeing

	K1.22  how to report changes and deterioration in cognition while following appropriate procedures

	K1.23  how to support others to report changes and deterioration in cognition

	K1.24  how to escalate changes and deterioration in cognition.
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Skills outcomes

You must understand and practise the following core skills and be able to:


	S1.25  safeguard individuals and their wider family/carers if required and promote principles to others in practice

	S1.26  implement a duty of care and candour when working with individuals and their families/carers, speaking clearly and confidently using appropriate tone and register that reflects audience and purpose

	S1.27  follow all required standards, codes of conduct and health and safety requirements/legislation, including risk assessment, in the healthcare environment

	S1.28  maintain a safe and healthy working environment, take appropriate action in response to incidents or emergencies, following local guidelines

	S1.29  use a range of techniques for infection prevention and control (for example waste management, spillage, handwashing, use of PPE) and have a thorough understanding of the context of the work

	S1.30  provide person-centred care and support to individuals, carers and relevant others

	S1.31  provide an effective clinical environment, taking safety into consideration, and promote a good experience for the individual

	S1.32  move and handle individuals safely when assisting them with their care needs, using appropriate moving and handling aids

	S1.33  assist with individuals’ overall comfort and wellbeing

	S1.34  recognise issues and deterioration in mental and physical health, report and respond appropriately, supporting others to do so

	S1.35  recognise and respond to signs of pain and discomfort in the individual

	S1.36  recognise limitations in mental capacity and respond appropriately

	S1.37  use appropriate techniques and PPE to ensure effective infection prevention and control in the healthcare environment

	S1.38  contribute, record and follow information in care plans

	S1.39  promote physical health and mental wellbeing through providing opportunistic advice within scope of role, knowledge and responsibilities.
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Working in a person-centred way

Person-centred care is the foundation of good practice. It begins with a positive working partnership between an individual, their informal carers (such as family) and healthcare professionals.

Care needs should be agreed through consultation with all parties and by making decisions that are in the best interest of the person who requires support. Services and professionals should develop a holistic care plan that empowers and respects the individual and includes the informal care provided by loved ones.


K1.1 The implications of health and safety regulations, their influence on practice and how they promote person-centred care within the supporting healthcare role


Care planning

The role of the healthcare professional is to contribute to and develop the most suitable care plan to meet the holistic needs of an individual.

The Roper–Logan–Tierney Model was developed by Nancy Roper, Winifred Logan and Alison Tierney in 1980 and was last edited in 2020. It is most commonly used in nursing and analyses an individual’s needs and capabilities in terms of performing everyday tasks. Ideally, these ‘activities of daily living’ (ADLs) should be carried out independently by the individual or with the least amount of external intervention possible.

The theory is a biopsychosocial model and takes into account:


	•  the physical needs of the patient, service user, resident or client

	•  the socio-economic and environmental circumstances at their home

	•  the patient’s current mental wellbeing.



A patient’s capabilities for self-care are measured on a continuum, with ‘dependent’ and ‘independent’ at each end of a sliding scale, as shown in Figure 1.1.
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Figure 1.1 The self-care continuum



The Roper–Logan–Tierney Model lists 12 ADLs, as shown in Figure 1.2.
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Figure 1.2 The 12 ADLs in the Roper–Logan–Tierney Model
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Key terms

Holistic: a way of approaching the delivery of healthcare that considers the whole person, not just the part that requires physical treatment. It also takes into account an individual’s intellectual, emotional and social needs.

Individual: a person who may require care, assessment, investigation, support or treatment.

Roper–Logan–Tierney Model: it defines what living means and the daily tasks a person needs to perform. It provides a framework to assess a patient’s ability to carry out these tasks independently.

Biopsychosocial: involving the interaction of biological, psychological and social factors.

Patient: a person receiving care, support or treatment.
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Care planning assessments analyse an individual’s physical impairments and their ability to perform and manage a wide range of ADLs, such as:


	•  getting out of bed

	•  washing themselves

	•  getting dressed

	•  other aspects of life, such as shopping and eating or adequate and appropriate sleep patterns.



Assessments might also be carried out for reasons such as:


	•  to see how medication might reduce a high temperature – a measurement is taken as a baseline assessment, medication is then given, the individual’s temperature is monitored and medication is altered until the correct core temperature is reached

	•  to enable a package of interventions and support to be agreed – observation of an individual’s ability to carry out ADLs is carried out first.



Care planning should also explore an individual’s outlook motivation and emotional intelligence, and it should take into account their history and home environment. For example:


	•  Does their family provide informal care?

	•  Does the individual have the means to provide essential resources so they can live comfortably?



A person-centred approach seeks to maintain an individual’s rights. For this reason, an assessment must include the patient’s opinions, wishes and goals, as empowerment is the ultimate objective. A vulnerable individual might reject support and show symptoms of depression, such as self-neglect, disregard for personal hygiene, not eating, and poor physical and mental wellbeing.



Communication

In healthcare, there are frequent verbal, recorded and electronic communications between patients and the various professionals who provide an integrated service and work together as a multidisciplinary team (MDT).

The patient has a right to privacy, and their confidentiality must be maintained in line with the Data Protection Act 2018, also referred to as UK GDPR. An individual’s emotional security and safety depend on healthcare communications where:


	•  control measures are implemented

	•  information is shared only on a need-to-know basis

	•  records are stored securely.



Failure to comply with legislation covering communications standards in healthcare can have serious implications, from affecting patients’ wellbeing to legal action being taken against the practitioner or the organisation within which they work. It is good practice to seek guidance when sharing any personal details, even between multidisciplinary professionals; this respects the individual and is in accordance with delivering person-centred care.



Duty of care

Healthcare professionals have a duty of care in terms of taking all necessary and appropriate precautions to protect the physical and mental wellbeing of individuals. This is a legal obligation and must be in the best interest of the patient. For example, a check should be in place to monitor a person’s capabilities in terms of managing their medication, ensuring they take the right dose at the right time. Once it is clear that this can be carried out independently, this ADL will no longer need supervision or support unless the circumstances change, such as a deterioration in the person’s condition.
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Key terms

Emotional intelligence: an individual’s ability to manage their own emotions and to understand the emotions of the people they come into contact with.

Family: the people identified by an individual as significant and important to them.

Integrated service: various health services collaborating as a multidisciplinary team, enabling them to offer responsive, easily accessible services that meet the population’s health needs.

Multidisciplinary team (MDT): a group of professionals from one or more clinical disciplines collaborating to provide the appropriate medical treatment for an individual.

Practitioner: a person appropriately qualified in the practice of an occupation, for example a maternity support worker or a midwife. Practitioners may be registered or unregistered.

Person-centred care: focusing care on the needs, values and preferences of the individual, and ensuring any clinical decisions are guided by these needs, values and preferences.
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Risk assessment

Health and safety regulations require a risk assessment to be completed, to evaluate the likelihood of harm when an individual is preparing for or completing a specific task independently. During such assessments, particular attention should be paid to ensuring the safe use of equipment such as mobility aids.

Recorded risk assessments need to be reviewed regularly, as a patient’s situation either improves or deteriorates, or if safety concerns have been raised.

Risk assessments must also be carried out for the staff supporting an individual. They must meet the regulations set out in the Management of Health and Safety at Work Regulations 1999. Risk control measures may require that support be given during an activity and will therefore examine the role of the healthcare worker. For example:


	•  coaching a patient in using a bed grab handle

	•  working with a patient with a brain injury who has outbursts of aggression.



In such cases, two members of staff might be required for specific moving and handling tasks, or those with specialist training in therapeutic holding may be required to manage potential aggression and reduce the risk of harm to the practitioners.

The specifics around transporting or escorting patients to appointments, domiciliary (home) welfare visits and the provision of an advocacy service must all be recorded in a risk assessment. Advance care planning looks at preferences and priorities for future care.



Regulatory bodies

In healthcare, there are different levels of regulatory bodies such as:


	•  the Nursing and Midwifery Council (NMC)

	•  the National Health Service (NHS) England

	•  the Care Inspectorate (CI) in Scotland

	•  the Regulation and Quality Improvement Authority (RQIA) in Northern Ireland

	•  the Healthcare Inspectorate Wales (HIW)

	•  the Care Quality Commission (CQC)

	•  the Health and Safety Executive (HSE).



While these bodies have standardised guidelines for healthcare provision, each acts independently to provide care that is safe and of a high quality, always striving to improve these standards. You are probably aware of these organisations and the role they play in overseeing safe, quality practice when delivering person-centred care.

In the UK, healthcare provision is devolved to the four home nations: England, Scotland, Northern Ireland and Wales.


NHS England

In England, the CQC is independent from the government. It regulates and monitors standards in the statutory public and private sectors and provides guidelines. A statutory service is a public service paid for by taxpayers, which is free to use by everyone. Services in the private healthcare sector are paid for by the individual and often offer better facilities with no waiting times. All services, however, are regulated by the CQC in exactly the same way.

The CQC’s five standards are:


	1  Safe

	2  Effective

	3  Caring

	4  Responsive

	5  Well-led.



Services provided by the CQC include care home and hospital inspections. During these:


	•  nursing practices and the delivery of quality clinical skills will be observed

	•  management systems and effectiveness will be checked.



Following an inspection, the CQC will award a grade for each service and publish a report on its findings on its website that can be accessed by the public.



NHS Scotland

There are two separate regulating organisations in Scotland.

The CI regulates individual care services, such as GPs and hospitals. Its work is based on five principles:


	1  Dignity and respect

	2  Compassion

	3  Be included

	4  Responsive care and support

	5  Wellbeing.



Leadership is regulated by a separate organisation called Healthcare Improvement.

As with the CQC in England, all services are inspected. A report will be produced that lists where areas of care are being well provided and also highlights concerns where identified and provides instructions on how to rectify these within a certain timeframe. The purpose is to monitor standards and continuously improve services.



Northern Ireland

In Northern Ireland, the NHS is referred to as Health and Social Care (HSC).

The RQIA inspects and monitors both healthcare and social care provision against four key domains:


	•  Safe

	•  Effective

	•  Compassionate care

	•  Leadership.





NHS Wales

The HIW is an independent organisation that regulates healthcare in Wales to ensure that safe, high standards are maintained.

The HIW aims to be a trusted organisation that works to improve healthcare services. Its four stated priorities are to:


	1  focus on the quality of healthcare provided to people and communities as they access, use and move between services

	2  adapt its approach to ensure it is responsive to emerging risks to patient safety

	3  work collaboratively to drive system and service improvement within healthcare

	4  support and develop its workforce to enable them, and the organisations they work for, to deliver its priorities.
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Research

Choose one of the UK home nations (England, Scotland, Northern Ireland or Wales) to carry out your research.

Your task is to research the principles, standards and focus areas involved in an inspection by a regulatory body. Explore:


	•  what each point means

	•  what influences it has on day-to-day practice

	•  how it promotes person-centred care within the supporting healthcare role.



The websites listed below will help you in your research.


	•  England – Care Quality Commission: www.cqc.org.uk

	•  Scotland – Care Inspectorate: www.careinspectorate.com

	•  Northern Ireland – Regulation and Quality Improvement Authority: www.rqia.org.uk

	•  Wales – Healthcare Inspectorate Wales: www.hiw.org.uk
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K1.2 The requirements for safeguarding individuals and their wider family/carers and promoting principles to others in practice


Safeguarding legislation

There are seven main pieces of legislation in the UK that aim to prevent harm to adults and maintain their right to live safely and feel secure (see Figure 1.3).
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Figure 1.3 The UK’s main adult safeguarding legislation




The Care Act 2014

The Care Act aims to safeguard both the service user and their care providers.

Part of this legislation – Section 43 – requires every local authority to establish a Safeguarding Adults Board (SAB) for its area. The directive is aimed at all local statutory services responsible for adult provision and the integration of care and support between health and local authorities. It delivers guidance at a strategic level which then filters down to how an individual organisation, such as a stroke unit, implements a safeguarding policy at ground level. For example, having one entrance to a facility that the public can access, which is monitored, and having a clear visitor policy.
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Key term

Service user: a person receiving or using healthcare services.
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Regular reviews are part of the Care Act’s safeguarding strategy to monitor working practices. These require all organisations to feed back any issues that are a cause for concern, so that the safeguarding guidance can be continuously improved.

The Care Act includes the six key principles of adult safeguarding (see page 10 for more details).



Safeguarding Vulnerable Groups Act 2006

This legislation prevents people who have a background of criminal behaviour, such as burglary, from working with vulnerable adults. The majority of criminal behaviours may result in a person being considered unsuitable to work with vulnerable adults, and a Disclosure and Barring Service (DBS) check will identify those who should not be in a position of responsibility or have unmonitored access to people who need care.

People working in health and social care roles will frequently work on a one-to-one basis with their service users and be largely unsupervised. With this in mind, pre-employment checks for positions of trust that involve regular and direct contact with vulnerable adults include:


	•  checking references from former employees

	•  shadowing another employee during an induction period.



Once qualified, a nurse, midwife or nursing associate is required to register with their specific regulating body, the Nursing and Midwifery Council (NMC), before being able to work in the UK. Where concerns are raised about a nurse’s, midwife’s or nursing associate’s practice, the NMC will investigate and identify what corrective actions should be taken. In severe cases, this may result in the professional’s removal from the register.



Mental Capacity Act 2005 (amended 2019)

This legislation determines whether a person has capacity to make decisions about matters that affect their life and care, accepting that some decisions are unwise. It safeguards and protects the rights of individuals with learning disabilities or degenerative health conditions that affect their cognitive abilities, which may deteriorate over time, helping them make their own decisions and have support that is in their best interest.

There is a complex balance between keeping someone safe, their rights and managing potential risks. For example, a person living with dementia may want to shop independently but is at risk of becoming disoriented or confused when out.


	•  In this situation, a decision to support the person must meet physical and emotional safety requirements, with all options analysed.

	•  A mental capacity assessment aims to find the least restrictive option to support a person’s best interest, allowing them to remain in control of as much as they can.

	•  A balanced approach would see the provision of a care worker to keep the individual company when going to the shops, assisting only when there is a threat of significant harm.
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Key term

Least restrictive: it refers to practice decisions that support a person’s basic rights to freedom, with care actions that interfere with these rights at the lowest level necessary to provide safety.
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Mental Health Act 2007

The Mental Health Act (MHA) considers all relevant factors in an individual’s life:


	•  the impact of mental illnesses

	•  protecting the individual’s rights

	•  supporting the implementation of services that best meet their needs

	•  those who care for them

	•  society as a whole.



The MHA ensures that an individual’s comfort and wellbeing needs are provided for by presenting clear guidance in relation to professionals, facilities and the extent of services available. For example, an individual can see a psychiatric consultant either as an inpatient or outpatient, and there are community psychiatric nurses often based at GP surgeries who work in the local community. A specialist group of experts form part of mental health crisis teams that are available 24 hours a day, commissioned to monitor people who are on the cusp of requiring urgent care.

Individuals who are experiencing episodes of acute mental ill health are vulnerable and may present a danger to themselves without realising it. This legislation means that the care provided must protect a person who may not realise how vulnerable they are, or who is in denial, or someone who experiences mental ill health but is not aware of this. In most cases, this legislation maintains a person’s right to live with a minimally invasive care package and encourages empowerment and security. The dilemma, however, is that it is also necessary to consider possibilities such as a person who is at risk of suicide, the risk of harm to others or risks to public safety. Should such individuals be kept in a secure hospital facility for treatment, under a court section that goes against the Human Rights Act and the right to freedom?



Equality Act 2010

Originally, there were multiple pieces of legislation in place to protect individuals from discrimination, including the Sex Discrimination Act 1975, the Race Relations Act 1976 and the Disability Discrimination Act 1995. The Equality Act 2010 replaced these Acts, making it a legal responsibility for employers to protect their workforce from discrimination based on nine characteristics. These characteristics are:


	•  age

	•  gender reassignment

	•  being married or in a civil partnership

	•  being pregnant or on maternity leave

	•  disability

	•  race, including colour, nationality, ethnic or national origin

	•  religion or belief

	•  sex

	•  sexual orientation.





Human Rights Act 1998

The Human Rights Act 1998 sets out the fundamental rights and freedoms that everyone in the UK is entitled to. It incorporates the rights set out in the European Convention on Human Rights (ECHR) into domestic British law. Articles that relate to safeguarding in particular are:


	•  Article 2: Right to life

	•  Article 3: Freedom from torture and inhuman or degrading treatment

	•  Article 14: Protection from discrimination in respect of these rights and freedoms.
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Figure 1.4 Equality is not about treating everyone the same, we are not the same; it is about a provision for all, taking account of people’s differences and providing inclusivity




Domestic Abuse Act 2021

The Domestic Abuse Act supports individuals who are victims of domestic abuse or are survivors of past abuse, including coercion. In the case of coercion, although a victim often has a choice, they are under duress and fear the consequences of not complying with demands. The legislation recognises the rights of victims and survivors and the destructive impact of abuse on victims and their families.

NICE publishes guidance on how to recognise and respond to domestic violence and abuse. You can find more information here: https://www.nice.org.uk/about/nice-communities/social-care/quick-guides/recognising-and-responding-to-domestic-violence-and-abuse

Domestic abuse can take place between intimate partners or between family members.

There are organisations that specialise in providing domestic violence support for women and separately for men. A different skillset may be required, depending on the gender of the person affected by domestic violence (there are more than two genders). Partnership work refers to local solutions carried out between the integrated services and the victim or survivor, who is at the forefront of any decisions made.

When providing person-centred care, a team of professionals will work with a victim to maximise their safety from a basis of empowerment. Accountability refers to contact and communication with a perpetrator that makes it clear that their behaviour has been unacceptable and that they will be held responsible (accountable).
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Key terms

Coercion: the practice of persuading someone to do something by using force or threatening them.

Partner: the person considered by an individual to be their life partner.
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Research

The Domestic Violence Disclosure Scheme (DVDS) is statutory guidance that enables the police to disclose information where this would protect a member of the public who may be at risk of harm from domestic abuse. It is also known as Clare’s Law, after Clare Wood, a woman murdered by an ex-boyfriend who was known to the police as having a history of violence to previous partners.

This means that a member of the public now has the ‘right to ask’, under a certain set of circumstances (see the DVDS’ statutory guidance, section 3), if a person has previously used violence or has a record of abusive offending. A ‘right to know’ is triggered by the police making a proactive decision to disclose information to protect a potential victim or victims.


	•  How do these police procedures relate to Article 8 of the Human Rights Act 1998?

	•  What are the implications of DVDS? How does it influence practice, and how does this promote person-centred care within the supporting healthcare role?



These websites will be helpful for your research:


	•  Domestic Violence Disclosure Scheme (DVDS): https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1162788/Domestic_Violence_Disclosure_Scheme.pdf

	•  Human Rights Act 1998, Article 8: www.equalityhumanrights.com/human-rights/human-rights-act/article-8-respect-your-private-and-family-life
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Local policy and procedure

Any organisation caring for vulnerable adults will have a management system in place to implement and review local policy and procedure, such as making disclosure guidelines an integral part of ongoing training.

Figure 1.5 illustrates the policy creation, implementation and review process.

Legislation and regulations can be amended and policies reviewed in order to remain up to date. The process incorporates complaints or issues that have occurred since the previous review. Policies are often reviewed annually to ensure they continue to be fit for purpose.
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Figure 1.5 The policy creation, implementation and review process





Lines of reporting and raising concerns

Designated Safeguarding Officers (DSOs) are individuals who have undertaken specific training in order to effectively understand the concerns reported and be able to take appropriate action. Usually, concerns that arise with an individual prior to admission, when planning discharge or seeing an outpatient are reported to the local authorities who operate safeguarding teams. It is these teams who then investigate and take action where necessary.

The overseeing DSO will be responsible for investigating when concerns are reported for a patient during their time spent in a healthcare setting. In some cases, concerns are reported to the police, who will also investigate whether any criminal activity may have occurred.



Departmental procedures

Different care services will have particular departmental procedures in place, for example a robust complaints procedure specific to the type of service and service user. A department that specialises in caring for patients who are largely unconscious or have profound or multiple learning disabilities will have a specialist safeguarding policy and procedures for this area of work.



The six principles of adult safeguarding

Enshrined within the Care Act 2014 are six key principles of adult safeguarding (Figure 1.6).
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Figure 1.6 The six key principles of adult safeguarding
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Test yourself


	1  A principle is a foundation of key values. Explain the purpose of the six principles in safeguarding vulnerable adults.

	2  Give an example of how a nursing home setting might adhere to each of the 6 principles.

	3  Explain how you would train new healthcare professionals to promote the six key principles of safeguarding while they are working with service users and their family and friends.
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Key terms

Informed consent: before making a final decision, a person receiving care or treatment has the right to be given all the relevant information about it.

Duty of care: the legal obligation to always act in the best interest of individuals and others to prevent negligence causing harm. It means you should act within your level of competence and not take on anything you do not believe you can safely do.

Duty of candour: the legal obligation to be open and honest with individuals and/or their families about incidents as promptly as possible.
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K1.3 The requirements for following a duty of care and duty of candour within the scope of the supporting healthcare role

The similarity between a duty of care and a duty of candour is that they are both legal obligations within any healthcare role.


	•  A duty of care refers to your responsibility to act in the best interest of individuals, their health and their welfare when delivering quality care. This includes carrying out only those tasks you are competent to do and not duties outside your job description, training or level of skill.

	•  A duty of candour refers to your responsibility to act with integrity and be open and honest with individuals and their families.



When an incident occurs that has the potential to cause harm, or has caused harm, it must be addressed promptly and with transparency to identify what went wrong and the actions that will be taken to resolve it and reduce the likelihood of a repeat. In a situation where wrongdoing has occurred, the person responsible needs to be genuine and convey sincerity, which means you need to understand the difference between expressing regret and apologising:


	•  Regret is only the expression of sorrow, for example feeling disappointed in oneself.

	•  Apologising means acknowledging or owning the wrongdoing, so you are taking responsibility alongside an expression of regret.



An apology should never be delivered in such a way that the individual affected by the wrongdoing is expected to offer forgiveness.


The 6Cs

The nursing values known as the 6Cs – care, compassion, competence, communication, courage and commitment (see Figure 1.7) – were launched in the Compassion in Practice vision and strategy published by NHS England in 2012. They guide practitioners working in the care sector to deliver person-centred care through everyday actions.

These values are at the heart of good practice in nursing, and they are the moral responsibility of individual staff working in a position of responsibility in a care setting, such as a community nurse working with patients in their own homes.



NHS values

NHS England values are principles and strategic values at organisation level that influence facilities, funding and provision of all statutory services.

The National Health Service (NHS) employs more than 1.27 million full-time equivalent staff in England (as of April 2023). Its facilities, provision and staffing must deliver a service that adheres to the six values listed in the left-hand column of Table 1.1. It is the duty of care of the NHS to provide staff with the means and training that will enable them to carry out their duty of care for individuals and to support colleagues.
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Figure 1.7 The 6Cs: values essential to compassionate care



Table 1.1 NHS values




	NHS England
	NHS Scotland
	NHS Wales
	HSC Northern Ireland





	The values are:

	•  working together for patients

	•  respect and dignity

	•  commitment to quality of care

	•  compassion

	•  improving lives

	•  everyone counts


	There are principles for healthcare patients similar to those applied in England:

	•  a commitment to deliver person-centred care

	•  care and compassion

	•  dignity and respect

	•  openness

	•  honesty and responsibility

	•  quality

	•  teamwork


	The core values that underpin the service are:

	•  putting quality and safety above all else

	•  integrating improvement into everyday working

	•  focusing on prevention, health improvement and inequality

	•  working in true partnership with partners

	•  investing in staff


	The values jointly represent the principles behind the services that are delivered. The purposes of these are a reflection of the overall culture of its provision, services and professionals:

	•  working together

	•  excellence

	•  openness and honesty

	•  compassion







Table 1.1 shows the values for the NHS and HSC in all four home nations.



[image: ]

Research

Choose one of the UK’s home nations to carry out your research.

Your task is to research the NHS values (or Health and Social Care values in Northern Ireland) in detail and produce your own notes. Explore:


	•  what each point means

	•  how it ensures good practice

	•  how these values promote person-centred care within the supporting healthcare role.



[image: ]






Personalisation agenda

The NHS personalisation agenda has three broad themes:


	1  a person-centred care approach

	2  offering greater choice to service users

	3  supplying information to service users.



The non-profit organisation Skills for Health was established to identify the skills and competencies required by healthcare workers to enable them to deliver consistent, safe, quality care. This is an ongoing process, with Skills for Health working with regulatory bodies to source feedback on areas to improve in the health sector.

Analysis carried out as part of the personalisation agenda identified skills gaps in:


	•  leadership

	•  advocacy

	•  motivational questioning

	•  ongoing evaluation

	•  commissioning.
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Practice points

S1.25 Safeguard individuals and their wider family/carers if required and promote principles to others in practice

A patient has been admitted to a ward following treatment in Accident & Emergency (A&E) for an eye socket fracture (orbital fracture). They are noticeably malnourished, dehydrated and unkempt, and they refused to give any details while they were in A&E.

It is decided that further investigation is required in the shape of a kidney function test, and you have been instructed to take baseline measurements for blood pressure, temperature, oxygen saturates and blood glucose levels.

Demonstrate and explain how you would:


	1  monitor signs/symptoms of abuse, record any safeguarding concerns, and escalate if appropriate

	2  ensure all the 6Cs of nursing and the eight core values of the Care Certificate are maintained; give examples in context

	3  uphold the values of the NHS or the values of the Northern Ireland HSC, and the four overarching principles of the NMC Code of professional standards of practice and behaviour (also known as the NMC Code of Conduct)

	4  promote the six principles of adult safeguarding.



[image: ]




It was found that entry-level staff needed to have a broader understanding of what personalisation means, with further training needed in certain aspects of person-centred care. Technical skills gaps that limited existing staff were identified, for example a restricted scope of practice for capable staff who felt they were not challenged at the time or were prevented from moving on to the next stage in their career because the step up to promotion was too big.

Additionally, the area of soft skills required specific training in relation to the communication skills that were needed to demonstrate empathy and convey active listening, and the actions that were needed to demonstrate valuing a person. Developing opportunities for improving soft skills through mandatory and optional further training will increase job satisfaction for employees and raise the standard of care provided.

As a direct result of the 2012 personalisation agenda, NHS England Chief Nursing Officer, Jane Cummings, introduced the 6Cs in December 2017. These play an integral role in ensuring an enhanced patient experience.

Employee appraisals are now more rigorously seen as an important part of a health professional’s overall professional development and offer an opportunity to review both current workload and ongoing aspirations for professional growth. Services were also introduced for qualified staff to provide additional support to the workforce, such as independent advocates and access to counselling.



Mental Capacity Act 2005 (amended 2019)

As mentioned earlier (page 7), the Mental Capacity Act was implemented in 2005, giving clear guidance on how care for people experiencing mental ill health should be provided. The act was further improved in a 2019 amendment. A standardised minimum level of care in supporting patients with medical and therapeutic treatments is a multidisciplinary team duty of care. When weaknesses in practice are identified an organisation such as a secure unit has a duty of candour and should seek ways to prevent a recurrence or implement control methods to limit an undesirable impact.



Person-centred care planning

Person-centred care planning means matching the individual who requires healthcare intervention with suitable services and professionals working with them. Every individual with healthcare or wellbeing support needs is entitled to quality care that meets their holistic needs in the most appropriate way, in terms of, for example:


	•  the location of care provision

	•  access to care and services

	•  the convenience of seeing a trained practitioner.





The role of candour in informing practice

If professionals have had to apologise multiple times for similar aspects of care, for example a fall in hospital or the failure to administer a prescribed medication resulting in potential for harm, an investigation is needed. Although certain aspects may be out of the hands of a staff member, the duty of candour has identified issues that need to be addressed.



Whistleblowing

Organisational whistleblowing policies are put in place to support the reporting of institutionalised abuse and neglect. It is a legal obligation for every member of staff to report other staff who are neglecting their duty of care, and to take action to safeguard those individuals affected.

One of the most important values in the 6Cs is courage. Senior managers may themselves be involved in a system of abuse and neglect by ignoring malpractice and misconduct. Whistleblowing may not be easy, but whistleblowers are protected and have the right to remain anonymous.



Conflict between rights and responsibility

You will need a similar level of courage to make the right choice when faced with a care dilemma that represents a conflict between rights and responsibility. To empower someone but also take away an aspect of choice is not always clear-cut – for example if medication for a mental illness is no longer working and is causing damage to liver function over time, which requires a prescription change, yet the patient has a level of emotional dependency on the drug and their distress is causing an episode of anxiety that is counterproductive to their wellbeing.
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Reflect

In a scenario such as the dilemma of a patient who feels an emotional dependency on a medication, and which is a conflict between rights and responsibility, the duty of care is to act in the best interest of the patient.


	•  Would the decision involve more than one practitioner and someone acting as an advocate on behalf of the patient?

	•  What might be the implications from the patient’s perspective?
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K1.4 Required standards, codes of conduct and health and safety including risk assessment relevant to your role in supporting healthcare


Care Quality Commission (CQC) 13 fundamental standards of care

The Care Quality Commission (CQC) 13 fundamental standards of care state the minimum requirements for an organisation’s facilities, leadership, and staff competencies and skills. These standards are all in place to enable the provision of person-centred quality care and to ensure that all services deliver this.

The standards are shown in Figure 1.8.
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Figure 1.8 The CQC 13 fundamental standards of care


The CQC regulates at an organisational level and inspects every registered healthcare setting in England. As part of its inspections, it undertakes an overview of the service providers, including talking with patients and their families about whether they feel they are receiving a high level of care. Having a formal complaints process that is promoted and that service users are encouraged to use is a helpful tool to find solutions and improvements. Every care setting will have complaints, and when the CQC reviews this area, perfection is not expected; there is a focus on the steps and actions taken to resolve an issue to everyone’s satisfaction. The outcome should be recorded to demonstrate the learning that has occurred.
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Research

Research any one from: the CQC 13 fundamental standards of care in England, the five principles of the Care Inspectorate in Scotland, the four domains of the Regulation and Quality Improvement Authority in Northern Ireland or the four priorities of the Healthcare Inspectorate Wales. Familiarise yourself with what each standard covers.
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The standards and values of NHS England, NHS Scotland, Health and Social Care Trust Northern Ireland and NHS Wales

The standards for these organisations are patient-focused and incorporate the roles of families, carers and frontline staff in delivering care. Patients are encouraged to share their experiences and opinions in the care they receive; this is an important element in feeling valued and listened to. Furthermore, they must be involved in all decisions made about their care, as responsive care considers both physical and emotional wellbeing.

To maintain the standards, staff will hold qualifications and acquire competencies to carry out their duty of care effectively, considering how they would want to be treated if the roles were reversed.



Private healthcare standards

Although non-statutory organisations, such as Bupa, and independent private hospitals are not part of the NHS, in England they must implement the same CQC standards as registrants; however, their services were not given a rating until April 2019. Specifically adapted documentation was published called ‘A fresh start for the regulation of independent healthcare’, to aid the application of the standards in non-statutory provision.



Occupational standards

The Nursing and Midwifery Council (NMC) has expected standards for the workforce of all of its registrants and revalidation is compulsory. National Occupational Standards (NOS) were first approved in 2001 but have evolved over time. Skills for Health is an advocate of and has been influential in setting these standards. NOS describe the knowledge and skills required to undertake particular tasks and set a competency excellence level that directly impacts the scope of practice.
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Key term

Revalidation: a process which all nurses and midwives in the UK must complete to check their competence and maintain their registration with the NMC.
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The clarity in the standards leads to the introduction and overhauling of qualifications and training developed by Skills for Health. Entry level and progression is guided by the NOS, which are recommended good practice but are not compulsory.



Organisational codes of conduct

In order to follow the CQC’s standards of care, organisations, such as hospitals in England, develop and implement codes of conduct through their policies and procedures. This ensures that all aspects of a hospital are held to consistently high standards. A code of conduct will state the expected standards for all departments and clinics, with additional specific guidelines for different departments, such as oncology or the ear, nose and throat team.



Individual risk assessments for patients

Individual risk assessments are carried out in order to ensure health and safety standards are met for both employees and service users. For instance, a patient may be at risk of a fall and measures identified in a risk assessment to prevent or reduce harm to the patient and their supporting staff. Where a person is identified as being at a high risk of falls, equipment may be used to alert the healthcare team to the fact that the person is standing up and attempting to walk unsupported.

Risk assessments for patients with serious mental health conditions will aim to minimise the possibility of actions that might lead to self-harm or suicide. Such assessments are documented and all staff who are in contact with the patient made aware of the measures in place.

A risk assessment for a patient who has aggressive and violent outbursts will inform the procedures used when staff are in contact with them, which could include avoiding triggers, observing early warning signs and ensuring medication is administered at the correct times.



Personal health and safety responsibilities

All employees and volunteers also have a duty to abide by the health and safety guidelines for their own benefit. They must be aware of their responsibilities and demonstrate their commitment to maintaining the skills and knowledge to adhere to the guidance and safety mechanisms.

For example, a hospice will have its own code of conduct that staff should comply with, which includes self-care, such as debriefing with a senior member of staff or counsellor at regular intervals. The aim of this is to protect the mental wellbeing of specialist staff as a matter of course, and it is also a service that can be requested at difficult times. In order to preserve appropriate professional boundaries and maintain the standard of care while supporting both patient and family, there is mandatory monitoring of wellbeing. The code of conduct could also include following fire evacuation procedures or filling in an accident at work form.

Volunteers have to take part in mandatory training and benefit from the same level of support in this situation as their paid colleagues.

Code of conduct guidance clearly shows the steps to take to stay in line with protocol when dealing with a potential safeguarding issue or a complaint. Any complaint would then be directed at the organisation rather than the individual.

To be deemed fit to practise, professionals must deliver safe and person-centred care. Otherwise, they might be barred from practice in the future, prevented from working with vulnerable adults and have a permanent note added to their DBS file.



Current health and safety legislation

Legislation is implemented in the workplace by employees following protocol as laid out in the organisation’s policies. For example:


	•  A record-keeping policy will ensure that documentation (such as a patient risk assessment) is completed accurately, moving, lifting and handling procedures are carried out correctly, and escalation procedures are clear in an emergency.

	•  A safeguarding policy will deliver all aspects of the laws around safeguarding vulnerable groups. An administration of medicines policy will describe the processes of managing medications, taking into consideration all groups of medication, the required storage and disposal processes and the patient’s involvement in taking and storing medications independently. It will also detail the actions to be taken where medications incidents have occurred and the importance of reporting such incidents.
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Case study

S1.26 Implement a duty of care and candour when working with individuals and their families/carers, speaking clearly and confidently using appropriate tone and register that reflects audience and purpose

S1.27 Follow all required standards, codes of conduct and health and safety requirements/legislation, including risk assessment, in the healthcare environment

Anne, who is living with dementia, is admitted to a surgical ward after investigations into a bowel obstruction that resulted in surgery. Two days later, the patient is dehydrated, the nursing staff having failed to monitor the fluid intake of a patient who does not recognise thirst. In addition, when a relative visits Anne, they notice she is more disorientated and confused than she had been prior to being admitted, and they share their concern with a nurse. The ward has been particularly busy, and the fluid chart has not been kept up to date as instructed.

There is a duty of care breach in this situation, and there will be a system in place for duty of candour to address this error. Appropriate communications will need to take place between the supervising nurse and Anne’s visiting relative.

Demonstrate the following:


	1  Clarify and define the duty of care and duty of candour as standards.

	2  Show your knowledge of one of the following: the relevant CQC fundamental care standard(s), the relevant principle(s) of the CI, the relevant domain(s) of the RQIA, or the relevant priority/ies of the HIW.

	3  Describe a risk assessment specifically for patients living with dementia who do not recognise thirst.

	4  Explain how dehydration can make confusion worse.

	5  Explain the purpose of a fluid intake chart and the robust monitoring of hydration.

	6  Compose an appropriate apology.

	7  Describe future steps to prevent a recurrence and note how you would reassure the relative.

	8  Record the incident of wrongdoing in case there is a formal complaint and disciplinary measures are needed.
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K1.5 How to respond to incidents and emergencies relevant to your role in supporting healthcare


Local guidelines

Local guidelines are specific to a clinical area or location. They provide detailed guidance for a specific purpose, such as:


	•  maximum waiting times between a cancer diagnosis and the start of treatment

	•  for rural areas, providing mobile screening or treatment units like those for breast screening or dialysis at home

	•  a hospital’s major incidents protocol – for example Significant Emergency (level 1), Serious Emergency (level 2), Catastrophic Emergency (level 3) – all planned and practised

	•  observations using a NEWS2 early warning signs chart, with swift escalation if a patient deteriorates and becomes critical

	•  the government target for all ambulance trusts, which sets a minimum response time of eight minutes for Category 1 calls.





Who should undertake basic life support?

Anyone in a healthcare role may be faced with a patient who stops breathing or chokes. Having basic life support knowledge means you can respond immediately until supported by more specialist professionals. Everyone can undertake basic life support, but it is important for employees to do so within the organisation’s procedures. Without a clear order, mistakes and delays can occur when responding to incidents and emergencies, as different professionals jump in to carry out treatments such as cardiopulmonary resuscitation (CPR).

Figure 1.9 shows a group of trainees practising CPR.
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Figure 1.9 A group of trainees practising CPR





Reporting and recording procedures

There will be policies in place with procedures that explain who incidents and emergencies should be reported to. If there is a serious incident, it will need recording with the HSE as part of RIDDOR compliance. These procedures are vital, as misunderstandings between staff can mean a serious concern is not reported to the right person and there is an omission on a patient’s records, which could have serious consequences.

Information and data that is recorded before, during and after an emergency or incident can be referred to later if legal action is deemed necessary, and staff with responsibility for receiving reports can be identified and held responsible.




K1.6 How to use a range of techniques for infection prevention and control

Standard infection control precautions (SICPs) are used by all healthcare professionals, in all care settings (for example nursing homes). They are techniques that are used to prevent and control infection, such as a cleaning regime, the restocking and correct usage of personal protective equipment (PPE), and closing a ward if there is an outbreak of diarrhoea and vomiting.
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Test yourself

S1.28 Maintain a safe and healthy working environment, take appropriate action in response to incidents or emergencies, following local guidelines

When responding to an incident in the outpatients department, where a patient who is known to have epilepsy falls and has a seizure, explain each action below and give an example of what you would do in these circumstances:


	1  Think ahead

	2  Stay calm

	3  Assess emergency

	4  Summon help

	5  React within the scope of your role and understand your own limitations

	6  Record details if asked

	7  Be involved in the debrief and give feedback if required
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Key term

Standard infection control precautions (SICPs): basic infection prevention and control measures as part
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Maintain good personal hygiene



	•  Your hair should be clean and tidy – it should be off the collar or tied back.

	•  You should take appropriate care of your nails (see the Hand care section on this page) – and remove nail polish or nail jewellery.

	•  Your uniform should be kept clean and well maintained.





	•  Keeping your hair tied up and off the collar reduces the risk of particles of hair falling on to wounds. It also gives a more professional appearance.

	•  Washing your uniform at a temperature of 60°C removes almost all microorganisms.

	•  For patients who are immunocompromised, an otherwise minor infection can cause complications that quickly become life-threatening. If a staff member has even the slightest cold, they should not be in contact with these vulnerable individuals. Infections such as flu and norovirus (a winter vomiting bug) are particularly contagious, and staff should not return to work until their symptoms have cleared. They should also consult their organisation’s infection prevention policy.





Handwashing technique
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	•  the Ayliffe technique, promoted by the National Institute for Health and Care Excellence (NICE)

	•  the World Health Organization (WHO) 5 moments technique

	•  the WHO/NHS 12-step technique.
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Hand care



	•  Your nails must be kept short and clean, and you must not use nail polish, nail products or artificial nails.

	•  After you have washed them, your hands should be dried with disposable paper towels, and you must make no contact with a towel dispenser or with a bin when disposing of them.

	•  If you have any cuts they must be covered and sealed with a waterproof dressing.







	Ayliffe technique
	WHO 5 Moments for Hand Hygiene
	WHO/NHS 12 steps in 60 seconds





	

	•  Palm-to-palm friction

	•  Palm to palm, fingers interlaced

	•  Back of fingers to opposing palms with fingers interlocked

	•  Rotational rubbing of right thumb clasped in left palm, and vice versa

	•  Rotational rubbing backwards and forwards with clasped fingers of right hand in left palm, and vice versa


	

	•  Moment 1: before touching a patient

	•  Moment 2: before a procedure

	•  Moment 3: after a procedure or body fluid exposure risk

	•  Moment 4: after touching a patient

	•  Moment 5: after touching a patient’s surroundings


	

	1  Wet hands with water

	2  Apply enough soap to cover all hand surfaces

	3  Rub hands palm to palm

	4  Right palm over left dorsum with interlaced fingers, and vice versa

	5  Palm to palm with fingers interlaced

	6  Backs of fingers to opposing palms with fingers interlocked

	7  Rotational rubbing of left thumb clasped in right palm, and vice versa

	8  Rotational rubbing backwards and forwards with clasped fingers of right hand in left palm, and vice versa

	9  Rinse hands with water

	10 Dry thoroughly with a single-use towel

	11 Use towel to turn off tap

	12 Your hands are now safe to use










Personal protective equipment (PPE)




	•  gloves

	•  goggles/masks

	•  headwear

	•  footwear.

	•  disposable plastic apron

	•  full-body gown
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Spillage


Blood and body fluids
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	•  A patient with norovirus (a winter vomiting bug) may vomit profusely without warning, contaminating floors and furniture. This vomit then harbours the virus which can easily be transmitted to others.

	•  A patient attending the Accident and Emergency department might attend with a serious laceration to their hand which is bleeding profusely. This blood may drip on the floor of the waiting room and pose a risk to others using the department.





	•  Drops of spilled blood can be wiped clean with a disposable paper towel and then the area should be disinfected thoroughly.

	•  For larger amounts of fluid, the surrounding area and all of its surfaces should also be thoroughly cleaned for potential splashes and splatters, using a hospital-grade disinfectant.

	•  In some cases, a spillage kit will be required. This contains absorbent disposable material which turns the liquid into a solid, so that it can be cleaned up more easily and disposed of in the correct way. The area can then be disinfected and made safe while the surface dries. If the spillage is in an area where someone may walk, a ‘wet floor’ sign will need to be set up.





Spillage of chemicals and other liquids





Waste management



	•  Infectious/hazardous waste should be collected in a yellow waste bag and incinerated.

	•  Chemical waste refers to waste generated from contact with hazardous chemicals or remaining unused chemicals. For example, cytotoxic medications used in chemotherapy treatments and items that have been in contact with them, such as intravenous bags, tubing and PPE. Specially designated, clearly labelled containers with purple lids are used to collect cytotoxic waste. Waste can also be disposed of in disposal bags that are yellow with purple stripes.

	•  Safe needle use (sharps) and the disposal of scalpels and other medical equipment that has the potential to cause a puncture wound are closely monitored in healthcare. Sharps bins are collected and disposed of safely by the local council or a licensed biohazard waste disposal company.





Appropriate cleaning regime





	Stage
	Task





	1
	Pre-clean



	2
	Main clean



	3
	Rinse



	4
	Disinfection



	5
	Final rinse



	6
	Drying
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	1  Appropriate PPE to wear when changing a dressing, and how you would put this on and safely dispose of it.

	2  Effective communication to reassure the patient and alleviate stress levels.

	3  Spillage steps to take to clean up the vomit on the floor.
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Providing overall care


K1.7 How current best practice and agreed ways of working support healthcare needs




Simple dressings
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Catheter and stoma care
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Personal care and hygiene



Washing and bathing






Dressing







Toileting










	  1  Put on (don) gloves and an apron, and close dignity curtains.

	  2  Roll the patient, or gently raise their hips, and place a barrier, such as a bed incontinence pad, on top of the bed. Slide the incontinence pad along with a bedpan under the patient’s bottom. A bed incontinence pad contains an absorbent layer which draws any spilled urine away from the patient’s skin.

	  3  Position the patient on the bedpan correctly. The deeper portion of the bedpan should be directed towards their toes, and the patient should be centred on the bedpan.

	  4  Cover the patient with a dignity blanket or bath towel.

	  5  Raise the head of the bed to a comfortable level for the patient.

	  6  Leave toilet tissue, dry wipe and wet wipe within reach of the patient.

	  7  Leave the call light within reach of the patient.

	  8  If you can safely leave the patient wait nearby, allowing for patient privacy.

	  9  When the patient signals, return and assist them with hand hygiene care.

	10  Gently remove the bedpan using the roll technique and cover the bedpan to avoid contamination of the environment.

	11  Assist the patient with perineal care where required.

	12  Remove the dignity blanket/bath towel and the incontinence bed pad for either disposal or laundry, then help the patient back into a comfortable position.

	13  Leave the ward and empty the bedpan, using the ward’s bedpan cleaning protocol.

	14  Remove (doff) the gloves and apron and dispose of them in the correct receptacle.





	•  Electric hoists are useful for patients who cannot weight bear, and who are unable to undress or assist in any way. They require sufficient space to manoeuvre safely and are always used by two people for safety.

	•  A commode is a chair on wheels with a concealed toilet bowl. It can be moved near a lowered hospital bed or wheelchair, with the brakes applied. An individual can then remove their own clothing and move across to use the toilet with support. It may still be necessary to assist them with low-level perineal care afterwards.

	•  A mobile toilet frame can be placed over a toilet, giving additional rails to help patients get on and off independently, with easy access to a call cord in case they have difficulties.






Fluids and nutrition
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	•  What would you like in this scenario if you were the patient – independence or assistance with eating?

	•  Whether a patient eats independently or with assistance, the food will be nutritious and will aid recovery. How could you as a care provider empower a patient in their choices?
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Supporting with mobility



	•  A mobility risk assessment is documentation that is required and can be referred to in order to ensure that the correct level of assistance is provided.

	•  Movement should be at the pace of the individual. A patient will need time to find their comfortable balance and confidence with any mobility equipment.

	•  Checking on patients’ comfort is good practice in assisting with any mobility tasks, such as asking them if they are ready to be lifted in the hoist. During the early stages of adapting to the mobility changes, effective communication should demonstrate empathy and compassion. Encouragement and reassurance may be all that is needed for some patients; others might need time and patience to adjust, or a conversation that distracts away from what the patient can no longer achieve independently.

	•  Sitting up in bed takes core muscle usage; it may be an action that can be carried out independently or it might require assistance. Having a firm bedrail to support leverage may assist patients to get in and out of bed independently, or with minimal assistance. For patients who require complete assistance to get in and out of bed, you will need to use a hoist (Figure 1.14) to transfer them from bed to chair, and back again.

	•  You will assist immobile patients to maintain their personal hygiene through bed baths and bedside washing. As individuals recover, assisting them to sit on a shower chair could support independent washing. Handrails in the shower may be required as a person’s health improves; a risk assessment will be carried out to assess the level of risk due to slips and falls, and the necessary support measures will be put in place.

	•  A patient may have balance issues which mean they require to use a walking frame to stand without support, while others will require assistance to stand, followed by close monitoring. A walking frame is a sturdy piece of mobility equipment on which a patient can lean using both hands, using the frame to bear their weight. Once the patient feels balanced, the frame can be moved a small distance forward by a temporary lift. An occupational therapist is responsible for setting the correct height for the frame and demonstrating its safe use. They will then check the patient is using it correctly by observation.

	•  A more suitable mobility aid for some patients is a walking stick. This provides minimal support for balance or can be used to take the pressure off a foot or ankle injury. The height is set and guidance given on safe use. If a patient wishes to have more support than a walking stick but less than a frame, a tetrapod walking stick with four-leg support may be a suitable option. A reasonable amount of arm strength and co-ordination is required for these, so this equipment is not appropriate for all patients.






K1.8 How to support individuals’ care needs, ensuring privacy and dignity is maintained while recognising the importance of personal health and wellbeing


Individual care needs



Establishing consent




	•  If a patient is unconscious their care plan will highlight the need to address personal hygiene daily and this will be carried out at a time convenient to healthcare professionals, outside visiting times.

	•  In cases where a patient lacks capacity, care is carried out in the person’s best interest. For example, for personal hygiene tasks it is expected that health professionals will support this element of care without requiring consent.

	•  Asking a patient about their preference and permission to assist with food at the bedside is appropriate. Assisting with food can mean there are dribbles and potential spillage on a patient’s clothing. It may be appropriate to draw the curtains for privacy and to wipe food from around the patient’s mouth between mouthfuls to preserve their dignity.

	•  Preparation for a patient before surgery requires a change of clothes into a hospital gown and disposable under garments. Gaining verbal consent prior to assisting with this task and understanding the level of privacy they are happy with is necessary practice.
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Respecting cultural differences





Assisting with personal care and hygiene






Assisting with fluids and nutrition





Continual/ongoing care





Consider communication barriers



	•  Language barriers: a patient who does not speak English, and is not accompanied by a relative who does, will require a translator. A translated leaflet may be all that’s needed for you to get consent and explain hospital practices for their care.

	•  Learning barriers: a patient may have difficulty in making themselves understood, for example an individual who has had a stroke or has a physical or learning disability. The use of simplified vocabulary or a picture exchange communication system (PECS) may help you to overcome this barrier.

	•  Hearing barriers: a patient who is deaf could require health professionals to face them when they are talking so that they can lip read. Where possible you should assess the patient’s exact communication preferences by consulting them, in order to overcome this barrier. Hearing aids might be required, and you should make sure you speak clearly and do not shout.

	•  The experience of pain, anxiety or distress will alter the ability to communicate, therefore care should be taken to ensure pain is managed well and anxiety alleviated in order to enhance communication.








Privacy and dignity





	•  Closing doors and windows (for example with hospital curtains): closing the door behind a patient who has been escorted for bathing or toileting tasks and being guided by them in terms of the level of assistance they require is good practice which maintains their dignity. Some hospital bays have beds that are visible from a corridor or external window, so actions such as drawing curtains to obscure the view or keep out cooler air may be needed.

	•  Preserving modesty when assisting with bathing (for example a dignity covering): a dignity blanket or towel can be draped over parts of the body that are not being attended to and moved about as a covering that delivers dignified care.

	•  Confidentiality of all information applies to all aspects of care, including hospital notes, patient care records and personal identifiable information such as name, date of birth, address etc. All healthcare workers are bound by a code of confidentiality.
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	1  simple dressings (such as plasters, sterile pad)

	2  urinary catheter care

	3  personal care washing

	4  personal care dressing

	5  personal care bathing

	6  personal care toileting

	7  removal of soiled bedding and clothing

	8  assisting with fluids and nutrition

	9  supporting with mobility.
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Importance of own personal health and wellbeing



Occupational health





Mental health





Physical health






	•  physical activity, diet and hydration

	•  mental health, sleep and self-care

	•  supporting nurses and health at work

	•  smoking and alcohol

	•  menstrual health and menopause

	•  caring responsibilities

	•  financial support

	•  bereavement

	•  helping nurses to provide patient care

	•  faith/community groups.
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	•  the organisation’s infection prevention procedures (she is aware the cause of the meningitis is bacteria)

	•  how needles are being used in his care (she has read a news report about how a canula was left in a surgical patient in the UK)

	•  how she can visit her husband with their children.
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K1.9 How to interpret individual care plans in order to support a person’s health, comfort and wellbeing



Physical needs




Emotional needs
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Choices




Independence and dignity




Social needs




Supportive relationships





Activity







Engagement





Cultural and religious needs



	•  A Muslim male who needs to take part in Friday prayers might need to be supported and lowered to a prayer mat, or to have adapted actions enabled that allow some form of participation.

	•  Another person of the same religion may accept that this practice will have to be delayed until they have recovered enough to take part without assistance.
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	•  How can compassion be conveyed and sympathy avoided through the use of effective interpersonal skills?

	•  What age-appropriate care can be offered in a stroke ward when the other patients are older people?

	•  How can care planning include support for intellectual and emotional rehabilitation as well as meeting social needs?
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K1.10 How to recognise indicators of good physical and mental health



Mood




Appetite




Body language




Mobility




Normal bodily functions




Sleep pattern




Personal hygiene





K1.11 The importance of fluids, nutrition and food safety when providing overall care


Fluids



	•  neurodegenerative disease

	•  a brain injury caused by an accident or stroke.
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Nutrition





Food safety











K1.12 How to recognise the signs and symptoms of a person who is experiencing pain and discomfort and/or whose health and wellbeing is deteriorating
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Body language and reactions



	•  People who have injuries that cause paralysis still feel pain. They may not be able to identify where the pain is coming from, but they experience neuropathic pain in varying levels, causing discomfort similar to that experienced by someone with no such paralysis.

	•  An individual with a language barrier could display body language that indicates pain, for example restlessness, fidgeting and wincing.

	•  The use of a visual analogue scale (VAS) may be suitable to measure a patient’s pain intensity. VAS is a scale from zero to ten which is accompanied by simple outline drawings of a face. Zero is a smiling face and ten shows a face with obvious grimacing and tears. A patient can point to where they think their pain is on the rating scale; this can be repeated to assess any increase or decrease in pain intensity.






Appearance




Pain assessment tools



	•  numeric rating scale (NRS) – the patient rates their pain by a number between 1 and 10

	•  visual analogue scale (VAS) – the patient matches their pain level to colours or smiley/upset faces.
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K1.13 How and why to report changes and deterioration when supporting individuals



How to report





Why to report
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K1.14 How to safely move and handle people when supporting their care needs using appropriate moving and handling aids


When to move



	•  You may need to assist an individual with getting in and out of bed or a wheelchair, after which they may also need assisting to get on the toilet.

	•  A patient who has been sedated or is unconscious will need to be turned at intervals, as decided by the team overseeing the patient’s care.

	•  In order to prevent a pressure injury from forming, a patient’s position will need to be changed to vary the places where their weight is putting pressure on the surface of their skin and reducing blood flow to the area.

	•  When a patient arrives by ambulance they will need to be moved from the hydraulic stretchers to a bed in the Emergency Department.






How to move


Risk assessment


The TILE model
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The 5 Manual Handling Principles (5Ps)
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Prepare the environment




Encourage active participation




Performing the move


	•  Moving requires a suitable place to grip and you should ensure you have a firm hold.

	•  Keep the weight close to your body, your back straight and your knees bent.

	•  If a patient does not feel comfortable or is unable to say when the move or lift should start, there must be an agreed countdown between all people involved in the move, for example ‘move on 3’.

	•  It usually involves at least two members of staff to ensure a patient is moved safely.

	•  Handling aids and/or mobility equipment can be used, depending on the type of movement or lift, for example a transfer belt to support a patient’s balance when moving from seated to standing, or a hoist (Figure 1.19).

	•  If you have any concerns about worn or faulty equipment this must be reported as a maintenance concern and you should record it.
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	1  Aamina is a 28-year-old female and is recovering from a car accident. She has no control of her legs due to a spinal injury. Although she has paraplegia she feels pain but cannot identify where it originates.

	•  You must assist Aamina to move from her hospital bed to standing for dressing, using a transfer belt then a walking frame for support when putting her trousers on.

	•  Once Aamina is dressed you will use a transfer board to assist movement from the bed to a self-propelled wheelchair.

	•  Aamina is taking pain medication, but at times when her pain is not managed well additional pain relief is required. You will observe signs of discomfort and report these.

	•  The care plan states that progress in social interaction is needed, so you need to encourage contact with society through visitors, the spine injury support group and social media.




	2  Jonathon is a 62-year-old male and is recovering from a car accident. He sustained a brain injury and has just arrived at the rehabilitation unit. He is unable to move due to difficulties with co-ordination and balance. While his progress has been positive, there are concerns about small signs of deterioration. Jonathon’s wife, Lynda, spends a lot of time at his bedside and must be informed about care tasks and their purpose.

	•  You must use a glide sheet to reposition Jonathon for skincare and comfort despite the use of a specialised mattress.

	•  You must use a hoist to move Jonathon from bed to manual wheelchair.

	•  When his wife is not present you are to support Jonathon at mealtimes, where he needs some assistance.

	•  You notice a deterioration in Jonathon’s co-ordination meaning he can no longer eat without full assistance. Describe and escalate your concerns appropriately.
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K1.15 The main types of mental ill health and their impact on people’s lives



The main types of mental ill health



	•  mood disorders, for example depression or bipolar disorder, causing inconsistencies in motivation and self-care during episodes of low mood, or risk-taking behaviours during a bipolar episode, over a period of time

	•  anxiety disorders, for example obsessive compulsive disorder (OCD), affecting sleep and functioning, such as being unable to be in close proximity to a doctor without infection prevention measures that are out of proportion

	•  personality disorders, for example narcissistic personality disorder, making the patient inconsiderate and unapologetic with other patients

	•  psychotic disorders, for example schizophrenia, where a person may be paranoid about being poisoned and will therefore refuse medication and hospital food

	•  eating disorders, for example anorexia or bulimia nervosa, leading to secretive behaviour around eating, such as objecting to being observed to ensure food is consumed and not disposed of

	•  trauma-related disorders, for example post-traumatic stress (PTS), which has specific triggers that must be identified and strategies implemented to avoid these triggers if possible

	•  substance abuse disorders can mean patients’ behaviours are unpredictable during withdrawal, and care should be taken that, where possible, re-exposure to the substance is avoided.





The impact of mental ill health




Decision making



	•  a patient with poor self-worth may refuse to take medication or engage in therapies

	•  during visiting times, an individual could involve a relative in bringing in alcohol or other substances, which must be avoided with the type of medication they have been prescribed

	•  a patient who needs monitoring while medication dosages are being trialled may spontaneously decide to sign a Discharged Against Medical Advice form before discussing potential consequences.





Physical wellbeing






Emotional and psychological wellbeing






Interactions with others




Stigma






Impact on family and carers
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Financial and social impacts







K1.16 How to recognise indicators and limitations in mental capacity and how to respond appropriately in line with local policies and procedures




	•  A person who has severe and unmanaged schizophrenia may make unsuitable or dangerous choices during episodes of delusion or paranoia.

	•  A brain injury can change an independent adult into one who cannot concentrate, make safe and reasonable decisions or carry out ADL tasks such as managing their finances.

	•  A patient who experiences symptoms of dementia may lose the power to self-manage at times but have good days (where they need minimal safeguarding support) and bad days (characterised by verbal repetition and increased agitation), meaning their capacity fluctuates.




Mental Capacity Act 2005 (amended 2019)




Recognising indications and limitations in mental capacity



	•  lack of understanding of specific information, such as the importance of taking medication at a set time, the correct dosage and what the prescription is treating

	•  inability to retain information, for example remembering when to take medication or not forgetting an appointment

	•  difficulty in weighing up information or how to start the process of making a decision, for example whether to have a shower or bath

	•  finding it a challenge to communicate a choice, which takes a level of concentration; thought processing may take longer and feeling there is a pressure to answer might add to a person’s stress; someone in this situation may remain quiet or ask the healthcare worker to make the decision for them.










How to respond appropriately


Adapt information





Use of an advocate







Adapt communication
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K1.17 The importance of early diagnosis in relation to cognitive issues




	•  Formulation and/or adaptation of care plans is required to support a person’s changing needs throughout their life stages and phases.

	•  The sooner a cognitive deficit is noticed and assessments carried out to analyse the causes of behaviours, the sooner appropriate treatments and support can be provided.

	•  Introducing an advocate at the early stages of a cognitive deterioration will give time for a relationship to develop. The advocate can get to know the person in times of lucidity, be able to speak on their behalf and guide professionals on how best to communicate with the patient. Getting to know the needs, wishes and preferences of a person who lacks capacity takes quality time. Early involvement is preferable, especially for a person who finds social situations threatening.





K1.18 The possible signs of mental ill health
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K1.19 The possible signs of learning disability




K1.20 Factors that may be mistaken for mental ill health



External factors



Lifestyle



	•  Alcohol and other drugs are often used as a coping strategy and are sometimes described as ‘self-medicating’. However, while these substances can enhance a mood, they often contain chemicals that act as depressants; therefore, they can be a contributory factor in the cause of depression in addition, for example, to the damage that excess use of alcohol can cause to the liver.

	•  A recreational stimulant drug is taken by someone who is seeking a high; however, more often than not, this is followed by a natural period of low mood. At some point, there may be a realisation that a substance has become an out-of-control addiction that is damaging to self-image and mood.

	•  Sudden weight loss can cause concern and may be closely linked to the onset of an eating disorder, or it can be a symptom of a physical illness, including overactive thyroid, coeliac disease or cancer.





Life events





Adaptations from childhood to adulthood


Puberty and the menopause





Sexuality






Gender identity







Low mood and lack of motivation




Delirium and confusion




The normal ageing process





Changes in sleep patterns





Changes in mood



	•  medical conditions, such as stroke or dementia

	•  stress, including care-giver stress

	•  chronic pain, a cause of sleep problems.







K1.21 How changes in cognition can impact health and wellbeing


Stress, anxiety and frustration






Intellectual wellbeing and social relationships
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K1.22 How to report changes and deterioration in cognition while following appropriate procedures




K1.23 How to support others to report changes and deterioration in cognition


Working collaboratively with colleagues, family, carers or nominated next of kin
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Signposting to appropriate specialism





Providing opportunities to discuss concerns and holding regular multidisciplinary meetings





	•  A patient says their skin graft site is itching. A dermatologist can inform them that cells release a substance that causes inflammation where skin has been removed; this causes itching, which is a sign of healing.

	•  A mental health professional may conclude that the itching may also be a symptom of a delusional state called parasitophobia, where the patient becomes obsessed with thoughts of insect infestation. This itching is described as ‘psychogenic’ and can easily be mistaken for a problem with the skin or an allergic reaction.






K1.24 How to escalate changes and deterioration in cognition


Following appropriate procedures





Recording changes within the care plan








Contacting emergency services
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	•  Document aspects of daily living, for example the urine output or any sleep apnoea concerns.

	•  Document when moving and handling has taken place, for example using a walking frame to go to the bathroom.

	•  Document comments from individuals about Piotr’s care, for example the fact that he is fixated on going home.





	•  Read the care plan on commencement of duty.

	•  Implement care as written down in the care plan: daily physiotherapy exercises, independent use of a walking frame when bathing and toileting, independent eating, and self-management of pain relief and high blood pressure medications.

	•  Discuss with Piotr changes to the care plan to introduce seated exercises to support weight loss strategy, a nutritious diet and calorie intake, cessation of smoking and reduction of alcohol units.
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	•  the six principles of safeguarding (see page 10)

	•  the 6Cs of nursing (see page 11)

	•  any one from: the CQC 13 fundamental standards of care (see page 14), the five principles of the CI (see page 5), the four domains of the RQIA (see page 6) or the four priorities of the HIW (see page 6)

	•  any one from: the standards and values of NHS England, NHS Scotland, Health and Social Care Trust Northern Ireland or NHS Wales (see page 14).






	1  Bed bath including oral care

	2  Dressing

	3  Hoist from bed to chair

	4  Feeding and fluids

	5  Change of small dressing

	6  Observe and report signs of deterioration

	7  Introduce a hospital befriending volunteer

	8  All communications with the patient must inform in an appropriate manner.
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