Introduction
Welcome to this portfolio of competencies developed to support the training for the role of the Hospital at Night (H@N) Advanced Nurse Practitioner (ANP). This package is intended to provide a framework that lists clinical competencies and enables recommendations about the necessary training required for the role. This will be further embedded and evidenced by the forthcoming work of the Scottish Government with ‘Transforming Roles’ and the recent launch of the West of Scotland ANP Academy.
A comprehensive training programme has been devised to support the development of the role, including undertaking of an accredited ‘Clinical Assessment’ module, the ‘Recognition and Management of the Acutely Unwell Adult’ module, Non-Medical Prescribing (NMP) module and ongoing Work Based Learning (WBL) with an initial period of supernummary practice (individually assessed) allowing for education, development and consolidation.
Education and training is central to any role development and therefore evidenced based education for practice should underpin all developments. Nurses should be aware of the limitations of their own knowledge and recognise the need to refer to additional information.
Clinical Supervision

Clinical Supervision is a formal process of professional support and learning which enables individual practitioners to develop knowledge and competence and assume responsibility for their own practice and enhance. Clinical Supervision underpins the principles of clinical governance and is an integral component of staff support and development. A properly aligned system of clinical supervision should also support staff in thinking and reflecting systematically on the contribution they can make to service improvement and the delivery of care. You will be assigned a clinical Supervisor however the wealth of experience and knowledge within all the ANPs is vast so all ANPs within the teams can be drawn upon. Advanced nurse practitioners require effective clinical supervision and support, through the use of competence frameworks and locally agreed supervision models. This combination of academic preparation, clinical competence development and effective supervision is the tripartite approach to the training and education of the ANP. Completion of this “triangle of capability” will vary from individual to individual, based on training needs analysis, however in principle 2-3 years is a common time line for completion of all aspects of development, including educational preparation which involves theory and practice, and it is suggested that any implementation strategy for an advanced practice service is inclusive of that. At key points along this timeline, such as competence in clinical examination and full prescribing significant clinical impact can be seen, however full development may take 2-3 years from the point at which they start this career pathway.
NHS ePortfolio

All ANPs are encouraged to register and continually update an e-Portfolio. NHS Education for Scotland have developed a career-long  ePortfolio (Turas) which you can use to support you to generate and store evidence for your professional development throughout your career and your ANP training.

The ePortfolio is a useful tool that will support you to continue to maintain a record of your personal and professional development providing an easy way to gather, store, download or print parts of your ePortfolio for:

·  Career development opportunities

· CPD

· NMC requirements (e.g. PREP/revalidation)

· Job applications

· Supervisor meetings

· KSF development reviews

 The Advanced Nurse Practitioner (TNR 2016)
“An Advanced Nurse Practitioner (ANP) is an experienced and highly educated Registered Nurse who manages the complete clinical care for their patient, not solely any specific condition. Advanced practice is a level of practice, rather than a type or speciality of practice”. (TNR, 2016)

Advanced nursing practice has four pillars of practice, which the advanced nurse practitioner must have as part of their core role and function. These four pillars are:- 

· Clinical practice 

· Leadership 

· Facilitation of learning 

· Evidence research and development. 

The H@N advanced nurse practitioner has a primarily clinical remit. For other non-clinical aspects of the ANP role please review the NES advanced practice tool kit. The advanced nurse practitioner must demonstrate competence within all four pillars of advanced practice, however given the focus on clinical practice, it is those competencies that are explicitly stated here. For competencies within the other three pillars, reference should be made to the NES Advanced Practice Toolkit, and RCN advanced nursing practice documents.
TNR Identified competencies:- 

a) Comprehensive history taking 
b) Clinical assessment 
· Carries out comprehensive clinical examination of the patient in their entirety, inclusive of: 

· Physical examination of all systems 

· Mental health assessment 

c) Differential diagnosis 
· Applies high level decision-making and assessment skills to formulate appropriate differential diagnoses based on synthesis of clinical findings. This takes account of managing clinical risk in dealing with undifferentiated client groups across the age spectrum. 

d) Investigations 
· Has the freedom and authority to request, where indicated using judgement and clinical reasoning, appropriate diagnostic tests / investigations based on differential diagnoses. 

· Interprets and analyses previously ordered results of tests/investigations and work collaboratively with other healthcare professionals when needed. 

· Acts on the results to confirm diagnosis and thereby optimise treatment and management outcomes. 

e) Treatment 
· Formulates an action plan for the treatment of the patient, synthesising clinical information based on the patient’s presentation, history, clinical assessment and findings from relevant investigations, using appropriate evidence based practice. 

· Is an independent non medical prescriber 

· Implements non-pharmacological related interventions/therapies, dependent on situation and technical requirements of care 

f) Admission, discharge and referral 
· Has the freedom and authority to admit and discharge from identified clinical areas, dependent on patient need at time of review. This includes the freedom and authority to refer to all appropriate health care professional groups and agencies, working collaboratively with them. 

Documentation

Record keeping is an integral part of nursing practice which provides accurate information concerning the condition and management of a patient. All actions and procedures undertaken must be documented in the patient’s medical notes. As a RN you have both a professional and a legal duty of care. Your record keeping should therefore be able to demonstrate:

· A full account of your assessment and the care you have planned and provided.

· A record of plan for ongoing management and safety planning.

Please refer to Appendix I for a suggested proforma for documentation. You will find as time elapses that documentation is very individual and you may have a preferred format of documentation.

Further Information

Each competency statement is supported by a list of underpinning theory/assessments. These can be achieved by various methods i.e. RAM, ALS, SIGN/NICE guidelines, Learnpro, eLearning for Health and or supervised practice within WBL. Each theory/assessment is discussed between the practitioner and assessor and scored as to where they feel the level of practice is and review date set as appropriate with further training/supervision arranged. Clinical time/practice can be arranged in a variety of clinical settings within GG&C  in order for trainee to identify areas for further learning.
KEY

‘Practice New Skills’

A = Would like more supervised practice

B = Still areas to develop

C= Confident

‘Level’
0 = Novice

1 = Competent

2= Proficient

3= Expert
ANP Trainee Name:...............................................................................................
Clinical Supervisor/Mentor:...................................................................................

Date for Review:.....................................................................................................
RESPIRATORY: AIRWAY MANAGEMENT
	Competency statement: 1
· Able to assess and manage the patient’s airway


	Theory/Assessment

	Level
	Practice
New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Assess patients presenting with breathlessness & provide first line treatment.
	
	
	
	
	

	Assess the patient’s airway recognising a patent airway, partial or full obstruction.
	
	
	
	
	

	Demonstrate ability to recognise a medical emergency.
	
	
	
	
	

	Understand the significance of peripheral & central cyanosis.
	
	
	
	
	

	Understand the significance of paradoxical chest & abdominal movements.
	
	
	
	
	

	Demonstrate ability to listen to breath sounds & interpret findings.
	
	
	
	
	

	Recognise & manage upper airway obstruction.
	
	
	
	
	

	Demonstrate ability to use (appropriately and safely):
· Chin lift/head lift manoeuvre

· Insertion of oropharyngeal airway

· Insertion of nasopharyngeal airway


	
	
	
	
	

	Ability to manage all aspects of tracheostomy airway.
	
	
	
	
	

	Able to use bag & mask to maximum oxygenation.
	
	
	
	
	

	Ability to manage all aspects of tracheostomy airway.
	
	
	
	
	


RESPIRATORY

	Competency statement: 2

· Provide nursing care for a patient requiring respiratory assessment


	Theory/Assessment
	Level
	Practice 

New Skills

A

B

C


	Learning Activities
	Assessor 

Signature & Date
	Date for Review

	Understands normal respiration.
	
	
	
	
	

	Demonstrates ability to assess a patient’s respiratory pattern including:
· Depth

· Rhythm

· Rate

· Symmetry of respiration

· Use of accessory muscles 
	
	
	
	
	

	Observe the colour, amount, consistency and odour of sputum. 
	
	
	
	
	

	Identify the indications for Chest Auscultation.
	
	
	
	
	

	Demonstrate correct listening positions.
	
	
	
	
	

	Auscultate the lungs and recognise deviations from normal sounds:

· Equal or unequal air entry

· Crackles

· Crepitations

· Rub

· Wheeze

· Stridor

· Collapse

· Consolidation
	
	
	
	
	


RESPIRATORY
	Competency statement: 3

· Provide nursing care for a patient requiring oxygen therapy


	Theory/Assessment
	Level
	Practice 

New Skills

A

B

C


	Learning Activities
	Assessor

Signature & Date
	Date for Review

	Identify the indications for oxygen therapy.
	
	
	
	
	

	Identify the different devices used to administer oxygen:

· Nasal cannula

· Simple face mask

· Re breathing mask

· Venturi mask 
	
	
	
	
	

	Start oxygen therapy at the correct rate and concentration as per patient protocol.
	
	
	
	
	

	Assess the effectiveness of oxygen therapy.
	
	
	
	
	

	State complications of oxygen therapy.
	
	
	
	
	


RESPIRATORY
	Competency statement: 4

· Provide nursing care for a patient requiring pulse oximetry


	Theory/Assessment
	Level
	Practice

New Skills

A
B
C

	Learning Activities
	Assessor

Signature

& Date
	Date for Review

	Identify indications to monitor patient with pulse oximetry.
	
	
	
	
	

	Demonstrates understanding of normal parameters.
	
	
	
	
	

	Understanding limitations of oximetry reading in relation to peripheral circulation & blood gas analysis.
	
	
	
	
	

	Identify normal & abnormal waveforms & resolve problems.
	
	
	
	
	

	Report clinical deviations from normal parameters & take appropriate action.
	
	
	
	
	

	Monitor skin integrity to prevent development of decubitus ulcers.
	
	
	
	
	


RESPIRATORY
	Competency statement: 5

· Provide nursing care for a patient requiring blood gas analysis & interpretation


	Theory/Assessment
	Level
	Practice

New Skills

A
B
C

	Learning Activities
	Assessor

Signature

& Date
	Date for Review

	Identify the indication for obtaining arterial blood samples.
	
	
	
	
	

	Demonstrates ability to collect arterial blood gas measurements.
	
	
	
	
	

	Demonstrates knowledge of the normal range of blood gas measurements.
	
	
	
	
	

	Demonstrates a systematic approach in the interpretation of blood gas results.
	
	
	
	
	

	Demonstrates ability to describe
· Respiratory acidosis/alkalosis
· Metabolic acidosis/alkalosis

And how they are caused.
	
	
	
	
	

	Demonstrates ability to recognise the deteriorating condition & describe appropriate action for above conditions.
	
	
	
	
	


RESPIRATORY
	Competency statement: 6
· Provide nursing care for a patient requiring a chest drain


	Theory/Assessment
	Level
	Practice

New Skills

A
B
C

	Learning Activities
	Assessor 

Signature & Date
	Date for Review

	Understands that tension haemo/pneumothorax are life threatening.
	
	
	
	
	

	Demonstrates ability to assess chest sounds, order chest x-ray & describe haemo/pneumothorax, atelectasis & collapse.
	
	
	
	
	

	Able to assemble correct equipment for insertion, assist with procedure& be aware of complications.
	
	
	
	
	

	Understand the principle of under-water seal drainage.
	
	
	
	
	

	Ensure chest x-ray is performed and checked post insertion.
	
	
	
	
	

	Able to set up suction apparatus correctly.
	
	
	
	
	

	Demonstrate understanding of accurate measurements of drainage.
	
	
	
	
	

	Demonstrate the ability to manage all equipment safely.
	
	
	
	
	

	Demonstrate ongoing nursing management of UWSD including the complications of inadvertent disconnection.
	
	
	
	
	

	Demonstrates ability to remove drain safely.
	
	
	
	
	


RESPIRATORY
	Competency statement: 7

· Provide nursing care for patient with asthma


	Theory/Assessment
	Level
	Practice

New Skills:

A

B

C


	Learning Activities
	Assessor

Signature

& Date
	Date for Review

	Ability to recognise signs & symptoms of asthma:

· Wheeze

· Shortness of breath

· Chest tightness

· Cough

· Tachypnea

· None 
	
	
	
	
	

	Demonstrate the ability to follow relevant course of action as per guidelines.
	
	
	
	
	

	Ability to recognise the need to obtain medical assistance.
	
	
	
	
	


RESPIRATORY

	Competency statement: 8

· Provide nursing care for patient with tension pneumothorax


	Theory/Assessment
	Level
	Practice

New Skills

A

B

C


	Learning Activities
	Assessor 

Signature

& Date
	Date for Review

	Ability to recognise signs & symptoms of tension pneumothorax:

· Tachycardia

· Tachypnoeic

· Hypoxia

· Circulatory collapse 
	
	
	
	
	

	Ability to initiate first line treatment.
	
	
	
	
	

	Ability to recognise the need to obtain medical assistance.
	
	
	
	
	


RESPIRATORY

	Competency statement: 9
· Demonstrate the ability to safely care for patients receiving CPAP or NIV




	Theory/Assessment
	Level
	Practice

New Skills

A

B

C


	Learning Activities
	Assessor

Signature

& Date
	Date for Review

	State the indications of the use of CPAP & NIV.

	
	
	
	
	

	State the contraindications to CPAP & NIV.

	
	
	
	
	

	State the potential problems associated with CPAP & NIV therapy & offer solutions.

	
	
	
	
	

	Demonstrate the safe care of patients receiving CPAP & NIV including:

1. Correct setting up of equipment
2. Checking of equipment prior to use

3. Observations of patients whilst therapy is in progress

4. Patient comfort during therapy

5. Early identification of patient complications.
(Refer to NIV protocol in IRH G South)

	
	
	
	
	


RESPIRATORY

	Competency statement: 10

· Care of a patient with a tracheostomy



	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature &Date
	Date for Review

	Demonstrates knowledge for the indications for a tracheostomy tube.
	
	
	
	
	

	Demonstrates knowledge of the physiological changes caused by a tracheostomy tube.
	
	
	
	
	

	Demonstrates the ability to recognise the complications of a tracheostomy tube.
	
	
	
	
	

	Demonstrates a knowledge of the nursing care of a patient with a tracheostomy tube including: 
· Care of the site

· Care of the cuffed tube

· Care of the uncuffed tube

· Criteria for tracheal suction 

	
	
	
	
	


CARDIOVASCULAR

	Competency statement: 1

· Management of cardiac arrest



	Theory/Assessment
	Level
	Practice New Skills

A
B
C

	Learning Activities
	Assessor Signature & Date
	Date for review

	Demonstrate the ability to recognise a patient in a state of cardio respiratory arrest.
	
	
	
	
	

	Demonstrates ability to palpate carotid pulses.
	
	
	
	
	

	Establish an airway and adequate ventilation.
	
	
	
	
	

	Demonstrate ability to perform effective BLS/ALS.
	
	
	
	
	

	Demonstrate correct defibrillation technique.
	
	
	
	
	

	Demonstrate knowledge and understanding of drugs used in cardiac arrest.
	
	
	
	
	

	Demonstrates ability to start IV fluids as per treatment protocol.
	
	
	
	
	

	Demonstrates ability to function as an effective team member or team leader.
	
	
	
	
	

	Discuss ethical issues related to resuscitation attempts and DNAR decisions.
	
	
	
	
	


CARDIOVASCULAR
	Competency statement: 2

· Provide nursing care for the patient requiring cardiac monitoring


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrates understanding of cardiac conduction system.
	
	
	
	
	

	Prepare patient skin before electrode placement.
	
	
	
	
	

	Demonstrate correct electrode placement.
	
	
	
	
	

	Demonstrate correct connection to monitor and set alarm limits according to local policy.
	
	
	
	
	

	Demonstrate recognition of normal sinus rhythm.
	
	
	
	
	

	Demonstrate recognition of abnormal rhythms:

· Asystole

· EMD

· VT

· VF

· VF/Pulseless VT

· VEs

· AF

· SVT


	
	
	
	
	

	Recognise artefact and electrical interference from patient’s rhythm.

	
	
	
	
	


CARDIOVASCULAR
	Competency Statement: 3 

· Provide care for the patient requiring a 12 lead ECG




	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Identify the indications for a 12 lead ECG.
	
	
	
	
	

	Check equipment is safe and functional.
	
	
	
	
	

	Explain procedure to the patient.
	
	
	
	
	

	Demonstrate understanding of cardiac conduction system.
	
	
	
	
	

	Demonstrate skills required to setup and record a 12 lead ECG accurately, demonstrating correct lead placement.
	
	
	
	
	

	Identify life threatening arrhythmias and respond appropriately.
	
	
	
	
	

	State potential causes of abnormal readings.
	
	
	
	
	

	Interpret 12 Lead ECGs (continuing development).
	
	
	
	
	


CARDIOVASCULAR

	Competency Statement: 4

· Provide nursing care for a patient requiring central venous pressure monitoring



	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Identify the indications for CVP monitoring.
	
	
	
	
	

	Assemble the necessary equipment for insertion of a CVP catheter.
	
	
	
	
	

	Assist with the procedure. Demonstrate/discuss correct positioning of patients during insertion of line.
	
	
	
	
	

	Ensure CXR is performed and checked post line insertion.
	
	
	
	
	

	Discuss complications associated with CVP line insertion.
	
	
	
	
	

	State normal CVP reading.
	
	
	
	
	

	State potential causes of abnormal reading.
	
	
	
	
	

	Monitor patient for accidental line disconnection or development of a venous embolus.
	
	
	
	
	


CARDIOVASCULAR

	Competency statement: 5

· Venepuncture is performed according to Trust Policy




	Theory/Assessment
	Level
	Practice New Skills 

A
B
C

	Learning Activities
	Assessor Signature & Date
	Date for Review

	Has completed appropriate training to undertake venepuncture.
	
	
	
	
	

	Demonstrates awareness of the local hospital and unit policies in relation to venepuncture and the Scope of Professional Practice.
	
	
	
	
	

	Obtain consent from patient and provides explanation.
	
	
	
	
	

	Select appropriate site for venepuncture.
	
	
	
	
	

	Demonstrates understanding of infection control issues.
	
	
	
	
	

	Obtain blood samples required (correct order of draw & mixing).
	
	
	
	
	

	Dispose of sharps immediately.
	
	
	
	
	

	Apply pressure to puncture site and apply dressing.

	
	
	
	
	


CARDIOVASCULAR

	Competency statement: 6

· Peripheral cannulation is performed according to Trust Policy (Appendix ?)



	Theory/Assessment
	Level
	Practice New Skills
A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Has appropriate training to undertake cannulation (Appendix II).
	
	
	
	
	

	Demonstrates awareness of local hospital and unit policies in relation to cannulation and the scope of Professional Practice.
	
	
	
	
	

	Obtain consent from patient and provide an explanation.
	
	
	
	
	

	Select the appropriate site for peripheral cannulation.
	
	
	
	
	

	Select the appropriate equipment, justifies selection.
	
	
	
	
	

	Demonstrates awareness of infection control issues.
	
	
	
	
	

	Insert cannula and apply appropriate dressing.
	
	
	
	
	

	Dispose of sharps immediately.
	
	
	
	
	

	Document on PVC chart.
	
	
	
	
	

	Understands importance of observation of site for signs of infection/extravasation.
	
	
	
	
	


CARDIOVASCULAR
	Competency Statement: 7

· Makes appropriate and informed decisions regarding interventions for pain management




	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrate the ability to provide description of chest pain: 
· Location

· Duration

· Quality

· Associated symptoms 
	
	
	
	
	

	Use appropriate communication and questioning skills to assess pain.
	
	
	
	
	

	Identifies the most appropriate strategies for managing pain.
	
	
	
	
	

	Evaluates the effectiveness of interventions to reduce chest pain.
	
	
	
	
	

	Ability to recognise the need to refer for specialist advice.
	
	
	
	
	


CARDIOVASCULAR
	Competency Statement: 8

· Care of a patient with heart failure




	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrate knowledge of the aetiology and development of heart failure in relation to the patient.
	
	
	
	
	

	Demonstrates knowledge of the investigations into heart failure.
	
	
	
	
	

	Demonstrate the ability of recognition of haemodynamic instability and appropriate response.
	
	
	
	
	

	Demonstrate a knowledge of pharmaceutical preparations in the management of heart failure including:
· ACE inhibitors

· Diuretics

· Beta Blockers


	
	
	
	
	


CARDIOVASCULAR
	Competency Statement: 9

· Care of the patient receiving thrombolysis




	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrates knowledge of the clinical conditions which may require thrombolysis.
	
	
	
	
	

	Demonstrates knowledge of the contraindications of thrombolysis.
	
	
	
	
	

	Demonstrates knowledge of the criteria for each thrombolytic agent (as per hospital policy).
	
	
	
	
	

	Observes for and responds appropriately to adverse effects of therapy.
	
	
	
	
	

	Demonstrated knowledge of the thrombolytic agents used locally and can describe:
· Observations required during therapy

· Potential problems associated with administration

· Reversal agents for thrombolysis therapy 

	
	
	
	
	


CARDIOVASCULAR
	Competency Statement: 10

· Care of a patient with shock




	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrates the awareness of the different types of shock i.e. septic, hypovolaemic, cardiogenic.
	
	
	
	
	

	Demonstrate knowledge of the general signs and symptoms of shock i.e. cold, clammy skin, rapid shallow breathing, weak/rapid pulse, thirst, fluctuating level of consciousness, low blood pressure, low urine output.
	
	
	
	
	

	Demonstrate knowledge of SSI/ Sepsis Six/Sepsis Screening Tool.

	
	
	
	
	


CARDIOVASCULAR

	Competency statement: 11

· Care of a patient with sepsis


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrates knowledge of the general signs and symptoms of sepsis.
	
	
	
	
	

	Demonstrate knowledge of signs and symptoms of organ dysfunction in severe sepsis and septic shock.
	
	
	
	
	

	Demonstrate a knowledge of the most common sources of sepsis.
	
	
	
	
	

	Demonstrate a knowledge of appropriate treatment.
	
	
	
	
	


CARDIOVASCULAR

	Competency Statement: 12

· Care of the patient with anaphylaxis



	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrate knowledge of treatment algorithm.
	
	
	
	
	

	Demonstrate knowledge of the signs and symptoms.
	
	
	
	
	


CARDIOVASCULAR
	Competency Statement: 13
· Able to make informed and appropriate decisions regarding interventions for major haemorrhage



	Theory/Assessment
	Level
	Practice New Skills
A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Ability to recognise signs and symptoms for major trauma.
	
	
	
	
	

	Ability to initiate first line treatment.
	
	
	
	
	

	Ability to recognise the need to obtain medical assistance.
	
	
	
	
	


RENAL
	Competency Statement

· Assess renal function ensuring appropriate action is taken preventing deterioration


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Understand the importance and the significance of accurate fluid balance.
	
	
	
	
	

	Demonstrate ability to take accurate history including medication.
	
	
	
	
	

	Demonstrate knowledge of haematology &biochemistry results.
	
	
	
	
	

	Recognise signs of renal failure.
	
	
	
	
	

	Recognise signs of dehydration/fluid overload.
	
	
	
	
	

	Recognise signs and symptoms of infection.
	
	
	
	
	

	Commence IVF if NMP.
	
	
	
	
	

	Demonstrate understanding of action to take if potassium level high.
	
	
	
	
	

	Ability to catheterise both male and female bladder.
	
	
	
	
	

	Demonstrate knowledge of when/how to contact relevant medical personnel. Awareness of Renal Drug Database.
	
	
	
	
	


ENDOCRINOLOGY
	Competency statement: 1
· Care of a patient with hypoglycaemia




	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Ability to state normal blood glucose levels and describe signs and symptoms of hypoglycaemia.
	
	
	
	
	

	Ability to recognise and provide appropriate treatment for a moderate to severe hypoglycaemic episode.
	
	
	
	
	

	Recognise and discuss possible reasons for hypoglycaemia with diabetic patient to prevent recurrence.
	
	
	
	
	

	Recognise when treatment may need to be adjusted.
	
	
	
	
	


ENDOCRINOLOGY
	Competency Statement: 2

· Care of the patient with hyperglycaemia


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Describe signs and symptoms of hyperglycaemia.
	
	
	
	
	

	Administer treatment to resolve hyperglycaemia in accordance with individual management plan.
	
	
	
	
	

	List possible reasons for hyperglycaemia.
	
	
	
	
	

	Work in partnership with the patient to identify possible causes of hyperglycaemia.
	
	
	
	
	

	Recognise when treatment may need to be adjusted.
	
	
	
	
	


EXPOSURE
	Competency Statement

· Ability to examine patient with dignity


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrates ability to expose and examine the whole patient whilst maintaining an acceptable level of privacy and dignity.
	
	
	
	
	

	Knowledge of the role of wound drains (site specific).
	
	
	
	
	


INTRAVENOUS THERAPY

	Competency Statement

· Provide nursing care for a patient requiring intravenous fluid therapy/blood & blood transfusion products


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Administer IV Drug Therapy in accordance with protocols.
	
	
	
	
	

	Aware of the local hospital and unit policies in relation to IV drug Administration and the Scope of Professional Practice.
	
	
	
	
	

	Describe the action and side effect of drugs commonly used. Aware of drug incompatibilities.
	
	
	
	
	

	Aware of the local hospital and unit policies in relation to the administration, checking and labelling of intravenous fluids and blood products.
	
	
	
	
	

	Obtain and utilise the most appropriate venous access.
	
	
	
	
	

	Monitor venous access for inflammation, infection and extravasation of peripheral access.
	
	
	
	
	

	Observe for blood transfusion incompatibilities, reactions and takes appropriate action.
	
	
	
	
	

	Document fluid intake and output.
	
	
	
	
	


GASTRO-INTESTINAL
	Competency statement: 1

· Provide nursing care for the patient with an acute abdomen


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrate the ability to assess the patient in pain.
	
	
	
	
	

	Demonstrate ability to recognise developing surgical emergency.
	
	
	
	
	

	Recognise need for urgent investigations: biochemistry, haematology, coagulation, screening, abdominal X Ray.
	
	
	
	
	

	Ability to interpret investigation findings.
	
	
	
	
	

	Ability to provide first line treatment.
	
	
	
	
	

	Ability to recognise the need to obtain medical assistance.
	
	
	
	
	


NEUROLOGICAL
	Competency Statement: 1
· Perform neurological assessment



	Theory/Assessment
	Level
	Practice New Skills
A
B
C

	Learning Activities
	Assessor Signature & Date
	Date for Review

	Assess patient’s level of consciousness using GCS/AVPU.
	
	
	
	
	

	Assess when expert help is required for the patient with a falling GCS understanding this may be a life-threatening event.
	
	
	
	
	

	Assess when airway protection is required.
	
	
	
	
	

	Assess pupil response and reflex to light.
	
	
	
	
	

	Identify clinical signs of raised intracranial pressure, the significance of HR, BP, resp rate, urine output changes and pupil response.
	
	
	
	
	

	Discuss the effects of ICP in relation to:
Raised CO2

Position of patient

Fluid balance

Physiotherapy

Noxious stimuli

Can identify and describe seizure activity.
	
	
	
	
	


NEUROLOGICAL
	Competency Statement: 2

· Nursing care of a patient with epilepsy


	Theory/Assessment
	Level
	Practice New Skills

A
B
C

	Learning Activities
	Assessor Signature & Date
	Date for Review

	Recognise a generalised tonic-clonic status epilepticus:
· Secure airway
· Give oxygen

· Assess cardiac and respiratory function

· Secure IV access in a large vein 
	
	
	
	
	

	Recognise the need to collect blood samples for:
· Blood glucose

· FBC

· U&Es

· LFTs

· Calcium

· Coagulation
	
	
	
	
	

	Ability to measure ABGs to assess extent of acidosis.
	
	
	
	
	

	Ability to recognise the need to refer for specialist advice.
	
	
	
	
	


NEUROLOGICAL

	Competency statement: 3

· Care of a CVA patient


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrates an awareness of the signs and symptoms of a CVA.
	
	
	
	
	

	Demonstrates an awareness of first line treatment of a CVA.
	
	
	
	
	


PAIN MANAGEMENT
	Competency Statement
· Provide nursing care for the patient requiring analgesia


	Theory/Assessment
	Level
	Practice New Skills

A
B
C

	Learning Activities
	Assessor Signature & Date
	Date for Review

	Demonstrates knowledge of the range of analgesia available to patients.
	
	
	
	
	

	Demonstrates knowledge and clear understanding of the route of administration and complications.
	
	
	
	
	

	Demonstrate the ability to perform accurate timely and comprehensive assessment of pain utilising relevant tools available.
	
	
	
	
	


ORTHOPAEDIC
	Competency Statement

· Provide nursing care for the orthopaedic patient


	Theory/Assessment
	Level
	Practice New Skills

A
B
C

	Learning Activities
	Assessor Signature & Date
	Date for Review

	Understands normal musculoskeletal function.
	
	
	
	
	

	Demonstrate ability to assess patients with a range of orthopaedic conditions/injuries and recognise when to obtain medical assistance.
	
	
	
	
	

	Ability to provide first line treatment and safe transfer to trauma centre if indicated.
	
	
	
	
	

	Ability to recognise the signs and symptoms of the following complications and refer on to other appropriate staff:
· Compartment Syndrome

· Fat embolus

· VTE

· PE

· Cast/splint complications

· Dislocation of prothesis (A)
	
	
	
	
	

	Ability to give basic pre-operative, post-operative advice to patients and staff following orthopaedic surgery conditions and injury.
	
	
	
	
	


ADMISSION and TRANSFER

	Competency Statement

· The safe admission and transfer of patients to the wards from A&E/MAU

· The safe transfer of patients from the wards, MAU or A&E to higher or lower level of care


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Understand the importance of assessment of patient prior to transfer. 
	
	
	
	
	

	Understand the dangers of transferring a patient without the appropriate personnel and equipment in place. 
	
	
	
	
	

	Demonstrate the ability to manage the equipment used for the transfer, or ensure the appropriate personnel are in place to manage equipment. 
	
	
	
	
	

	Understand the importance of recording NEWS before transfer to provide a comparison on arrival in ward/hospital. 
	
	
	
	
	

	Demonstrate appropriate management of irregular discharge.


	
	
	
	
	


VERIFICATION OF DEATH
	Competency Statement 
· Provide nursing care for the deceased patient


	Theory/Assessment
	Level
	Practice New Skills

A
B
C

	Learning Activities
	Assessor Signature & Date
	Date for Review

	Knowledge of hospital policy related to the verification of death and ability to carry out procedure.
	
	
	
	
	

	Ensure documentation within case-notes is correctly completed. Appendix (III)
	
	
	
	
	

	Offer emotional support to the family.
	
	
	
	
	


LEGAL & ETHICAL ISSUES
	Competency Statement
·  Manage and prioritise legal and ethical responsibilities


	Theory/Assessment
	Level
	Practice New Skills

A
B
C

	Learning Activities
	Assessor Signature & Date
	Date for Review

	 Demonstrate recognition of the need for accurate, comprehensive, timely documentation and communication.
	
	
	
	
	

	Demonstrate the knowledge and ability to activate local procedures for handling patient/relative complaints and comments.
	
	
	
	
	

	Discuss the implications of informed consent and adults with incapacity (AWI).
	
	
	
	
	

	Discuss the principles of negligence of care.
	
	
	
	
	

	Discuss the principles of child protection issues.
	
	
	
	
	


COMMUNICATION

	Competency Statement
· Demonstrate effective communication with patient, family and multidisciplinary team


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Participates as an effective and professional member of the H@N team. Participates in the Clinical Handover (Appendix IV) 
	
	
	
	
	

	Interacts effectively with the H@N colleagues and MD team.
	
	
	
	
	

	Identifies and carries out referral to professional colleagues.
	
	
	
	
	

	Communicates the role of the H@N ANP both within and out-with the trust.
	
	
	
	
	

	Provides clear and concise written patient information in accordance with H@N protocol.
	
	
	
	
	


ACUTE ALCOHOL & DRUG WITHDRAWAL

	Competency Statement

· Safe management of violence and aggression and minimisation of conflict


	Theory/Assessment
	Level
	Practice New Skills

A
B
C

	Learning Activities
	Assessor Signature & Date
	Date for Review

	Recognises the potential for escalating aggression and violence.
	
	
	
	
	

	Demonstrates appropriate de-escalation strategies when confronted with aggression and potential violence.
	
	
	
	
	

	Utilises appropriate resources and protocols to ascertain assistance.
	
	
	
	
	

	Demonstrates safe management of chemical withdrawal:

· Recognise signs of physical withdrawal

· Reiterates awareness of high risk policy

· Applies first line interventions to manage symptoms in accordance with trust protocols 
	
	
	
	
	

	Be aware of the 4AT and TIME/delirium bundle and GMAWS scale.
	
	
	
	
	


PROFESSIONAL RELATIONSHIP & MANAGEMENT SKILLS
	Competency Statement

· Recognises and acknowledges professional boundaries and self-limitations


	Theory/Assessment
	Level
	Practice New Skills

A

B

C


	Learning Activities
	Assessor Signature & Date
	Date for Review

	Continues professional and personal development whilst acknowledging own limitations.
	
	
	
	
	

	Acquires new skills in maintaining role development.
	
	
	
	
	

	Ensures all new skills are supported with appropriate level of theoretical knowledge.
	
	
	
	
	

	Create and populate ePortfolio.
	
	
	
	
	


Appendix I

Documentation Proforma

Date: 


Time:                Designation:                (In side column)
‘ATSP’ - Asked To See Patient: Rational why you were reviewing the patient. For example a direct quote is sometimes helpful i.e. “patient chesty”. NEWS score could also be used.

‘PC’-
Presenting Complaint

 ‘HPC’ -History of Presenting Complaint, reason for this admission 

‘PMH’ -Past Medical History

‘O/E’ - 
On Examination

A:  Intact/ compromised? Completing sentences? Adjuncts?

B:  Resp rate, SpO2, work of breathing, accessory muscles, colour…palpation, auscultation, percussion.

C: BP, HR and rhythm, CRT, temp, JVP

D: BM, GCS plus pupil size and reaction, AVPU. AMT score

E: Top to toe examination, abdominal examination (palpation, percussion, auscultation), any drains etc. REVIEW OF CHARTS - Drud kardex, fluid balance chart, BM chart, Pain tool….

CLINICAL IMPRESSSION – Overall impression/differential diagnoses

PLAN – Ongoing management. Refer to medical ST? Any actions carried out? Instructions to ward staff, safety planning (when to recheck NEWS/when to recontact H@N ANP/medical staff).

Sign and print name with page number/designation

Appendix II
Cannulation

	Competency statement: 

· Peripheral Intravenous Cannulation is performed safely and competently.



	Performance Criteria
	Practice New Skills:
	Comments

	
	
	
	
	
	
	
	

	Correctly identifies the patient and informs the patient what procedure is to be undertaken
	
	
	
	
	
	
	

	Selects and prepares the most appropriate site for the procedure. Assesses veins visually and by palpation
	
	
	
	
	
	
	

	Demonstrate a knowledge 

of cannula sizes and chooses appropriate one. 
	
	
	
	
	
	
	

	Completes cannula insertion correctly and safely
	
	
	
	
	
	
	

	Demonstrates compliance with standards and precautions in the prevention and control of infection and disposal of sharps
	
	
	
	
	
	
	

	Secures and flushes cannula appropriately
	
	
	
	
	
	
	

	Demonstrates knowledge of cannulation guidelines and policy, phlebitis scoring system and completes appropriate paper work.
	
	
	
	
	
	
	

	Competency Agreed date:


	Assessor Signature:
	Practitioners Signature:


Appendix III
Clyde Hospitals

Policy for Verification of death by Hospital at Night Advanced Nurse Practitioners

This policy allows the verification of adult deaths by hospital at night advanced nurse practitioners (ANP) when the death has been notified to them by nursing staff.
The ANP will notify the hospital at night team leader that the death has been verified and ensure that the patient’s own medical team are informed the next working day. No death Certificates will be issued at night. Relatives if present will be informed of this by ward staff and an arrangement made with them to collect the certificate.

The expected outcomes of this policy are: -
· That the death is dealt with in a timely, sensitive and caring manner, respecting the dignity of the patient, relatives and carers.

· The death is dealt with in accordance with the law.

· There will be a reduction in delays in transporting the deceased to the mortuary.

· The ANP will have had the relevant training to undertake verification of the fact of death.

· The ANP will formally record the death in the patient’s case notes.

The nurse practitioner should: -

Check that the recognised clinical signs of death are all apparent before death is verified.

1. Absence of a carotid pulse over one minute

2. Absence of heart sounds over one minute

3. Absence of respiratory movements and breath sounds over one minute

4. Fixed, dilated pupils, unresponsive to bright light.

5. No responses to painful stimuli, determined by sternal rub for 10 seconds.

The results of these observations must be recorded in the patients notes along with the date and time of death. The nurse must sign and print their name.

All registered nurses verifying death must have the competence, skills and knowledge to enable them to determine the physiological aspects of death.

The NMC code of conduct places specific responsibilities on nurse practitioners to maintain professional knowledge and competence. To practice competently within these procedures, nurse must possess the knowledge, skills and abilities required for lawful, safe and effective practice without direct supervision. Nurses will acknowledge the limits of their professional competence and only undertake practice and accept responsibilities for those activities in which they are competent.

Appendix IV
Hospital At Night (H@N) and Clinical Handover Meeting
Background

Hospital at Night (H@N) is a model of care implemented across Clyde directorate in August 2006.The background to this change has been influenced by 2 factors.

Modernising Medical Careers (MMC), which is a major national change to junior doctors training & European Working Time Directive (EWTD). A combination of MMC and EWTD means that we need to look at different ways of providing care for patients.

The H@N model addresses some of the changes needed to provide patient care in the “out of hours” (OOH) period. The team is made up of doctors, advanced nurse practitioners and support workers with the knowledge and skills to manage a range of tasks, clinical assessments and treatment plans to patients in the OOH period.

Communication and Team-working

Although most healthcare professionals have an understanding of their own role, they may not necessarily understand others work and how their role fits in with the rest of the healthcare team, therefore good communication and team working is essential to ensure effective management and treatment of patients during the night. 

All members of the H@N team must work together as a coherent team to better understand what needs doing, help each other out and offer support.

For the medical staff, this means concentrating on what the patient needs and less on what your current daytime primary speciality allocation is.
Team members must be proactive rather than reactive, seeking out problems as well as responding to emergencies.

Appendix IV (cont’d)

Evening Handover Process

THE HANDOVER WILL TAKE PLACE IN: -

Board room Level E 

THE HANDOVER TIME IS: -

 2100 PROMPT.

It is essential for the following Team Members to attend. NB: ALL TEAM MEMBERS ARE EXPECTED TO CROSS COVER DIRECTORATES.

Night Team Members:                                       

ST Medicine – Team leader

H@N ANP x 2 

H@N CSW x 1

GPST1/FY2 MED/MFTE

FY1 

SHO Surgery

SHO Orthopaedic

SHO Anaesthetics

Day Team Medical staff from all above areas

The information that should be brought to the handover from nursing and medical staff is collated on the SBAR form for sick patients. Other than the SBAR form at handover, information that should be handed over from the following:   

Accepted and referred patients due to be assessed.

Patients who need reviewed.

Patients with NEWS that has been triggered or has been deteriorating.

Patients transferred from ICU or HDU within the last 24hrs.

Patients on NIV in wards.

Patients with tracheostomies in general wards. 

Outstanding essential tasks e.g. drug levels, venepuncture, cannulation, ECG’s

The advanced nurse practitioner will have information from the walk round of the wards  prior to 2100 hrs of patients the Nursing staff are concerned about that may need reviewed.

Written and Verbal information given and discussed at the handover will be used to: - 

Formulate management plans.

Prioritise care.

Delegate outstanding tasks.

Roles and Responsibilities of team members

ALL TEAM MEMBERS ARE PART OF THE RESUSCITATION TEAM.

Team leader (Medical SpR /ST)

The team leader must lead the handover and maintain regular contact with all members of the team throughout the night, ensuring that workloads are being shared.

· Provide Medical Leadership for the H@N team.

· Outstanding jobs or responsibly to review a patient should be discussed and allocated to the most appropriate team member. 

· Allocate primary responsibilities to GPST1/FY2’s

· Provide supervision and education for FY1

· Review and supervise new admissions and referrals to adult medicine.

· Review complex patients at request of GPST1/FY2 doctor or ANP

· Provide support, advice and guidance for H@N team.

· Develop an overview of all admissions to areas covered by H@N team overnight.

GPST1/FY2 Doctors 

GPST1 or FY2 doctors are generic doctors who should have the competency to look after ill patients’ out-of-hours no matter to which primary department they are attached. They will cover all areas sharing the workload.

· Check the admission process is complete for all new admissions including checking blood results.
· Clerk in medical, surgical and surgical specialty referrals from A&E. In IRH, GPST/FY2 have primary responsibility for MFTE/Stroke ward (K South)

· Receive GP calls for surgical and surgical specialities.

· Provide first line support for SPR/ST

· Supervise F1 doctor on call.

· Pass on relevant information to daytime teams.

FY1 Doctors are generic at night
· Develop out-of-hours clinical skills, especially in assessment and management of acutely unwell ward patients.

· Develop knowledge of hospital systems.

· Follow up on any outstanding routine work.

· Assist ST/GPST/F2 with admission of patients to ward areas.

· Support Han team in duties throughout the hospital.

Advanced Nurse Practitioners

· Filter all ward calls out-with JC and JN

· Patient clinical assessments and undertaking any clinical tasks within competence.

· Liaise and refer to medical staff relevant clinical issues.

· Attend resuscitation calls.

· Assist and support ward staff.

· Champion NEWS/Sepsis 6

· Falls assessment

· Verification of Death

· Unable to prescribe blood products.

Hospital at Weekend (day shift)

The IRH operates a hospital at weekend service (H@W) consisting of 2 advanced nurse practitioners and a clinical support worker. 

The weekend team should meet in J North at 0900 to handover any patients who need reviewed and catch up on what still needs to be done.

The primary role of this team is to support the ward staff and on call medical teams in the provision of a comprehensive weekend service.

· ANP covers GN and GS primarily. FY1 for medical wards covers JS, JC and when completed workload assists in other medical wards where required.

· Carrying out phlebotomy and following up blood results. 

· Reviewing the routine J North downstream transfers from the past 24hrs.

· Responding to routine pre and post operative issues and emergencies.

· Assisting with clinical emergencies in all wards and departments.

Commonly asked questions?
Question: My name is on the attendance sheet to come to the H@N meeting, is it really necessary? 
Answer: Yes, each individual has a responsibility to attend the meeting & if required, participate in Handing over a patient, receiving handover, coordinating the plan of action for the night or simply having an awareness of any outstanding patients in the hospital, that you may later become involved with. . 

Exceptions to non-attendance: Resuscitation of a patient, or a case in Theatre etc. In cases like this you should identify a deputy to attend in your absence or ask someone to telephone the H@N ANP on Bleep 51380 with an update to report in your absence.

· Question: What will be required of me before, during and after the Handover? 

Answer: Before the Handover you will be expected to clear up any outstanding issues & work. Anything not attended by you should be reported at the handover. When at the handover, you should hand over your patient and then leave.

However, as a supportive learning environment if you wish to stay then you are most welcome.  

Date
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