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1. Introduction - the future of

nurse education

The Royal College of Nursing (RCN) welcomes
the opportunity to respond to the series of
consultations focusing on changes to the Nursing
and Midwifery Council’s (NMC’s) Standards

to enable registered nurses to better serve the
population health needs for future generations.
We welcome the proposed changes and believe
them to be timely and necessary.

With a membership of around 435,000
registered nurses, midwives, health visitors,
nursing students, health care assistants and
nurse cadets, the RCN is the voice of nursing
across the UK and the largest professional union
of nursing staff in the world. RCN members work
in a variety of hospital and community settings
in the NHS and the independent sector. The
RCN promotes patient and nursing interests on
a wide range of issues by working closely with
the Government, the UK parliaments and other
national and European political institutions,
trade unions, professional bodies and voluntary
organisations.

To reflect the importance of the proposed changes
to nursing education, and the potential impact

on future delivery of care for those requiring
nursing, as well as those who deliver nursing

care, we have engaged widely with our members
and key stakeholders. We also wanted to mitigate
some of the risks associated with consultation

on such a wide programme of change for the
nursing profession, to increase awareness of, and
engagement with, the changes proposed. The NMC
Standards need to identify the signifying practices
for future nurses and enable the development of
curricula that constructively align the learning
outcomes, content and assessment of degree level
programmes to ensure future nurses are fit for
practice at the point of registration. This requires
debate between practitioners and academics
around what knowledge and skills are needed and
why. We have used a variety of means to achieve
this, including planned engagement events, an
online survey, social media and our formal and
informal meetings; these have all contributed to
influencing and informing our response.

Over 600 members shaped this response through
participation at 18 workshop events across the
UK. The workshops supported members to
discuss and debate four key areas relating to

the NMC consultation and the future of nurse

education: Practice learning environment;
Assessment; Knowledge and skills; and an
additional area, Preceptorship. These were
derived from previous membership feedback
over 2016 and 2017 that gave greatest concern to
members. The debate and key recommendations
were captured at each event and fed into the
iterative drafting of the RCN response.

High level steering was provided by members
with specific expertise and experience including
the Education Forum Committee, RCN Students
Committee and through our governance
structures, including the Nursing Policy and
Practice Committee.

Building on this wide reaching programme

of engagement, we launched a survey in July
2017 to test initial findings and gather member
feedback on some emerging RCN positions.
The survey was promoted on RCN social media
channels as well as directly mailed to a large
proportion of RCN members. 7,380 members
provided complete responses to this survey.

We asked our members to comment on our draft
statements relating to the following:

« simulation in learning

» supervision and assessment arrangements

e pre-registration prescribing

« ability to undertake nursing/clinical
assessments.

The results of this survey are reflected in the
body of this response, and also available in
Appendix 1.

We have also drawn on the literature and
relevant available research to supplement and
support our response. Where appropriate, we
have integrated this into the questions but we
have also offered a section (Background and
Overview) to offer a more detailed exposition of
current evidence and our position on the issues
raised.

We recognise the substantive engagement

the NMC has undertaken throughout the
development of these standards and in their
subsequent consultation and would like to thank
Professor Dame Jill McLeod Clark in particular
for her work and dedication.
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2. Background and overview

As with many professions that exist to serve
public need, the value and function of nursing
has changed over time. Nursing has had to
respond to changing health care needs, new
developments and approaches to treatment and
care, as well as the political context which drives
priorities for funding and definitions of health
care need.

This is challenging because the public and the
media believe they know what nurses should be
doing and yet this is often founded on historical
and mythical ideals and stereotypes. These
include beliefs that nursing is predominately
women’s work, based on simple caring
interventions and so it is neither highly skilled
(and thus low paid) nor does it require degree
level education. Nurses themselves often struggle
to define and articulate the unique contribution
of nursing.! Frequently, this results in the public,
media, politicians and even some nurses wanting
to recreate the past, rather than acknowledging
that nursing is evolving. This review of the

NMC Standards required for entry onto the
nurse register is a welcome opportunity to
enable the profession to actively address nurses’
contribution to the emerging challenges facing
the current health and social care landscape.

This would seem to be one of the fundamental
messages that must be acknowledged if the new
Standards are to be successful. Health care is
evolving, and so the nursing contribution must
also evolve and nurses must articulate how they
will nurse in the future. These Standards offer a
useful platform to explain that, whilst the work
of nursing is changing, it is still fundamentally
concerned with the wellbeing and needs of
individuals in society. We must reassure and
communicate to the public, politicians and
nurses that the needs of the users of services
remain central to the nursing endeavour.

We would wish to support the NMC in its
communications plan to ensure this is achieved.

We also believe that the new Standards must
achieve a balance between prescription, to
ensure consistency and achievement of the

right outcomes leading to nurse registration,
and enabling flexibility in response to future
needs and innovation for change. The Standards
should be implemented to reflect the principles
of “Right Touch Regulation”? and require the
NMC to demonstrate a robust and transparent
quality assurance framework to assess and

monitor achievement of the Standards in
practice. Whilst we are supportive of the need
for change in the way the NMC regulates nurses,
including the changes to pre-registration
proficiencies, we have concerns about the impact
of the proposed changes to the draft education
framework. We would caution the NMC that any
changes to enable innovation and flexibility in
implementation of new approaches to learning
and teaching, particularly in practice settings,
must be set as requirements rather than
desirable. The current mandated frameworks,
whilst overly prescriptive, ensure that there is a
standard against which to measure performance
(and this helps drive investment in resources).
Currently, no other body holds a mandate to
enforce these standards or requirements, and
noncompliance with the these represents a real
risk to public protection. One of the issues that
requires further development to achieve this is
clarity between the use of the words competence
and proficiencies; these are often used
interchangeably in the text for the Standards.

Throughout the document, we are commenting
on implementation as well as the proposed
standards and frameworks, but do realise that
the consultation itself is only on the latter.
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3. Consultation on standards of
proficiency for registered nurses

Summary

There is currently unwarranted variation in the
pre-registration training of nurses in all four
fields — adult, child, learning disability and
mental health — regarding the clinical skills that
students are exposed to and develop competence
in during their training. The RCN therefore
supports the NMC move towards standardising
the student nurse experience, so that students,
employers and patients and service users know
what they can expect of a newly registered nurse,
by clearly outlining the clinical and professional
skills of all newly registered nurses. This will
definitely enhance patient and service user care
and increase confidence in the newly registered
nurse. We further believe that all nurses,
whatever their field of practice, should be able

to undertake full assessments of patients and
service users, including mental health, physical
health and cognitive abilities and welcome this
in these standards.

We also acknowledge that valid and reliable
assessment of these skills is essential and we
believe that this would be enhanced by a national
practice assessment document.

Finally, although practice learning is vital,

we believe that simulation of up to 600 hours
throughout their training could provide a
valuable alternative teaching strategy and would
be well assessed through the use of Objective
Structured Clinical Examinations (OSCEs).

Evidence on skills acquisition,
competencies and assessment

The evidence base on nursing skills,
competences and their acquisition and
assessment has gaps and lacks standardisation
in terms of what clinical/nursing-specific skills
should be taught, and how these should be
assessed.?*>%" This is, perhaps, reflective of

the diversity of nursing roles and differences

in nursing education between systems and
national and international countries. There is no
universal consensus on the outcomes required
to demonstrate competence at the point of
registration, nor is there agreement on how these
should be assessed.®* 1% So the development of
an outcomes-focused education framework is

needed and welcomed. This currently means that
the knowledge, skills and competencies gained
may not be transferable across different clinical
settings or across different countries since

there are no agreed standards of competence

at an international level'l. At a qualitative level,
assessment tools tend to prioritise human “soft
skills”, personal qualities and attributes and
often fail to make clear the context in which

the assessment is made. On a quantitative

level, assessment tools focus too much on tasks
and task mastery, leaving undone the complex
competences related to caring, interpersonal
interactions and decision-making. The new
Standards for education need to ensure the two
elements are assessed and acknowledged as
equally important. This will need to be tested out
in the pilots throughout initial implementation.

Existing literature identifies the type of skills
taught on most health care professional
undergraduate programmes as a combination
of general, or generic, skills, such as critical
thinking, problem solving, interpersonal

skills, situational awareness, reflection and
leadership. 1213 14.15.16,17 Similarly, a systematic
review'® identified 14 global and health care
competences which included social justice,
cultural competency, collaborative partnerships,
assessment and management skills,
environment, disease burden and epidemiology,
ethics and professionalism, determinants of
health, health systems delivery, travel and
immigration, research, health promotion and
illness prevention. These are reflective of the
NMC skills outlined in the draft standards of
proficiency, however there is a lack of inclusion
of social justice, global health, immigration

and sustainability. The focus on generic skills
and competences in the literature, rather than
specific nursing skills such as cannulation and
venepuncture, may be linked to some observers’
assessment of newly graduate nurses not being
seen as “practice-ready”.!?°

An informal and unpublished RCN survey
among nursing students and newly qualified
nurses echoed this. It found that students
sometimes perceived themselves as stuck
between the often unrealistic expectations
of mentors and wider nursing colleagues,
and a perception that neither their university
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education nor their clinical placement education
provides them with the necessary clinical skills
to be able to work effectively in clinical practice.
This finding is supported by wider evidence?
and it may therefore be reasonable to argue that
nursing students and newly qualified nurses
remain subject to wide variations in how they
are educated, trained, supervised and supported
throughout their three years of university
learning and their first year of clinical practice
post-qualification. The proposed standards do
address this issues, and the development of a
national practice assessment document would
further address this variation and ensure all
students achieve an agreed level of competence
by point of registration.

In our evidence gathering with members,
Australia was often mentioned as a good
comparator country to the UK because it

has an increased focus on teaching clinical
skills. Evidence from Australia?? identified

over 1300 skills taught to nursing students
through a documentary analysis of nursing
programme curriculum documents. These were
a combination of specific clinical nursing skills,
in addition to a range of generic skills that could
equally be applied across a range of health care
professional students. The evidence further
suggests that the range of skills taught remains
challenging as a result of the limited time that
is available to expose nursing students to these
skills, as well as the time to practise them in
order to achieve registration. This is why Quality
Assurance (QA) is important to ensure that

the level of innovation among programmes is
balanced against consistency in outcomes for
registration.

We believe that there is a need to identify the
core skills for all registrants required at the
point of registration, but it is also important

to acknowledge that skills acquisition requires
more than knowledge and observation — it

also requires practice to become proficient.

We recommend that the focus of skills and
competence development should be grounded in
how individuals make judgements and decisions,
rather than a reliance on reproduction of
behaviours.?

We would encourage the NMC to continuously
consider new emerging evidence, in
particular from the pilots throughout the
early implementation, given the importance
of successful implementation of the new
standards, and in particular, consider that
proficiency cannot be fully achieved upon
registration. There is evidence of the need for

a clear distinction in nurse education between
the possession of general competencies and the
mastering of particular nursing acts, and that
such a distinction may be the source of useful
discussions between stakeholders.?

Simulation

It is clear that in the existing education model
it is impossible to plan and ensure equal
exposure to a set range of clinical issues and
corresponding skills to all students. One of the
key methods identified that may impact on
improved skills acquisition and competency
assessment has been identified as greater use
of simulation strategies in nursing education
programmes.25, 26, 27,28, 29, 30, 32,32, 33

Simulation is one method in a range of technical
approaches for instruction, which includes
clinical patient instructors, standardised
patients and computer-based simulation (low
fidelity simulation) and patient-based simulators
(high fidelity simulation)**

Simulation is increasingly used in nurse
education programmes and there is evidence
that it leads to higher student satisfaction, and
greater clinical knowledge skills and behaviours
when compared with no instruction®.

A meta-analysis®® evaluated the effects of high
fidelity human simulation (HFHS) on the
cognitive, affective and psychomotor outcomes
of learning. High fidelity simulation is assumed
to be closer to reality and it is viewed as superior
to low fidelity simulation. However, high fidelity
simulation is often accompanied by higher
levels of complexity which may lead to reduced
learning because it places too much cognitive
load on the learner.?” Cognitive outcomes
include problem-solving, critical thinking,
clinical judgement and clinical skills acquisition.
Affective outcomes include self-efficacy and
satisfaction, and psychomotor outcomes include
clinical competency. The results reveal that

the use of HFHS tended to show a beneficial
effect on cognitive and psychomotor outcomes,
but also revealed that the effect of HFHS on
affective outcomes was inconclusive. The authors
conclude that HFHS could enable nursing
students to learn and practice formative skills in
a less threatening and controlled environment.
This is echoed in our recommendations. They
suggest that a HFHS education approach, if
implemented appropriately, can be used in
higher education institutions as an affective
learning methodology.
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There is evidence that recommends that

higher education institutions and provider
organisations have a responsibility to adopt
clinical simulation training, recognising that
this involves continued investment into the
appropriate level of resources.3® % Therefore we
have recommended that simulation hours could
be increased 300 to 600 maximum, out of a total
4,600 hours, but that the Approved Education
Institution (AEI) in collaboration with practice
placement providers can decide how to best use
them, acknowledging differences in provision.
The QA framework will assess this in a robust
and transparent manner to ensure quality.

Assessment of skills, knowledge and
competency

There are a range of instruments for assessing
a student’s skills, knowledge and competency
and these include Objective Structured
Clinical Examinations (OSCE)?*%#.-23.43- which
are also referred to as Objective Structured
Clinical Assessments (OSCA)**%%; the Objective
Structured Long Examination Record
(OSLER)*; and the Amalgamated Students
Assessment in Practice (ASAP) model?”. These
methods are ideally placed to assess learning in
simulated environments.

The OSCE was developed in Scotland and has
been extensively used to assess competence

in medical students and nursing students.

The OSCE commonly consists of a number

of small tasks referred to as stations, which
usually last for five minutes, and they have
become increasingly used by nursing schools
internationally*®. It enables the examination of
what clinical and professional skills a student
undertakes and it emphasises assessing
components of competence in a structured way.
It is also said to be superior to other forms of
assessment like oral presentations, written work
or the physical examination of real patients®.
There is evidence to suggest that OSCEs may be
used in a formative way to improve learning, or
in a summative way to assess competence, and
they benefit from a partnership between mentors
and nurse lecturers®. Early introduction

of OSCEs with an integrated approach to
pharmacology and medications management
teaching has been shown to improve student
learning®'.

Despite the projections from some researchers
that the OSCE offers a useful mechanism for
assessing the skills and competences gained
and practised by student nurses, others argue
that the UK Nursing and Midwifery Council has

not stipulated its mandatory use.*? Therefore
we would welcome clarity in the proposed
Standards which makes explicit how OSCE can
support achievement of proficiencies.

Responses to the specific
NMC consultation
questions

Q1. In developing the draft standards
and requirements, we aimed to:

o reflect on what people will need from
nurses in the future that can be applied
all fields of nursing practice (adult,
children, learning disabilities and mental
health)

e provide outcomes that are open to
objective assessment

o reflect higher level knowledge and skills
that emphasise research and evidence
skills

e ensure a focus on compassion and
expertise in evidence-based fundamental
nursing care

« allow for flexible approaches to
programme delivery

e provide entrants to nursing with an
understanding of mental and physical
health and care.

« contain outcomes that prepare nurses for
working effectively in multi-professional
and interagency teams

» include outcomes that focus on
leadership and the nurse’s role in
managing complex care

o ensure that there is sufficient emphasis
on health and wellbeing

« emphasise public health, dementia,
frailty and end of life care

o ensure that the new standards of
proficiency are sufficiently accessible to
the public

* beunambiguous, clear and concise

o provide the building blocks for continued
professional development and advanced
practice across a range of contexts.
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Qla. Do you agree that these principles
have been met and seek to protect the
public?

These higher-level principles do appear to be
reflected in the way that the standards have been
written, however, this will only become apparent
upon implementation and are thus reliant on

the NMC, in its role as regulator, to ensure
adherence is demonstrated in order to support
protection of the public. It would also be helpful
to have skills annexe as a separate document to
allow for technological and digital changes.

There are a number of issues that would benefit
from clarification and or, inclusion:

“Provide outcomes that are open to objective
assessment” It is unclear how some of the
standards will be assessed; for example,
standards 1.5 healthy lifestyle and 1.6 emotional
intelligence and resilience. Whilst we do agree
that these should be included in the standards,
we do question how these will be objectively
measured

“Reflect higher level knowledge and skills that
emphasise research and evidence skills™

We strongly support the emphasis on research
and evidence skills and think that these need
to be more strongly accentuated across the
standards. The ability to critically evaluate
and source evidence is an essential skill for

all newly registered graduate nurses, and a
key component of a degree based profession.
However, this is not clearly articulated across the
standards. This will be particularly important
in the context of new roles and routes being
introduced in to the profession across the UK,
such as Nursing Associates in England, as the
bachelor’s degree-level education will be the
main distinguishing criterion between these
and registered nurses. This differentiation

is important because, as a recent study has
confirmed, ward-based registered nurse
staffing is significantly associated with reduced
mortality for medical patients.>® We are aware
that there have been questions raised about
whether there is parity between nursing and
other graduate degrees. Both Rutty (1998)>* and
Rafferty (1998) > suggests that this prejudicial
belief that intelligence and the capacity to care
are somehow incompatible is widespread.

This reflects a prejudicial view of nursing,
based on stereotyping of nursing and a lack

of understanding of contemporary nurses’
contribution to health outcomes.

10

We will continue to work with the NMC as the
Standards for Nursing Associates are developed
to ensure the different contribution of these roles
is explicitly addressed and articulated.

Clinical decision-making needs to be emphasised
more strongly across the standards, whilst
remembering that the standards of proficiency
are for newly registered nurses, so they must be
realistic and reflect that clinical decision-making
is developed over time.

In order to address transition into the
profession, a preceptorship period, or a Newly
Registered Nurse (NRN) period is essential.

This is supported by the English Department of
Health®® and the NHS Education Scotland Flying
Start programme®”. A similar model is used in
the Republic of Ireland.>® Preceptorship has been
implemented in the teaching profession through
the Newly Qualified Teacher (NQT) status®.

Any such period would need to be clearly
defined, ideally through a national framework or
standards set.

Q2. The future nurse will work within a
range of settings and therefore we have
designed our draft new proficiencies to
apply across all four fields of nursing
(adult, children, learning disabilities,
mental health). Do you feel we have
achieved this approach?

We agree with the need for such a design. We
do wish to draw attention to the following
(potential) issues in this approach:

« Toresolve any potential tension between
generic and field-specific training, a
sound curriculum must be written and
regularly assessed for its relevance and
fitness for purpose. It is vital that there is
parity of esteem between fields, which was
highlighted in the Raising the Bar report®.
There are concerns that core skills must have
relevance across all fields and that a robust
practice learning framework will enable
this to happen. These should be mainly
about principles that are transferable. More
creativity could be adopted in utilising
clinical simulation to ensure competency
across all fields. This could include the use of
case studies.

In pursuit of all nurses having a broader
repertoire of skills that crosses different
fields of nursing practice it is vital that
specialist knowledge and skills are not
‘dampened down’.

Survey respondent — Nurse Educator in
Higher Education
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«  There has to be the necessary infrastructure
and capacity in place in practice with
sufficient supervisors, assessors and the
necessary QA processes that identify
placement areas as suitable to meet agreed
placement standards — especially if these
become more diverse. Placements need to be
safe for practitioners as well as patients. This
is not addressed in the proposed education
framework and there is anxiety regarding
QA when the NMC Standards to Support
Learning and Assessment in Practice are
removed. We also need to do more to prepare
students for their placements and make
increasing use of coaching models and peer
support.

e Inline with the aspiration of the new
standards to be relevant across all settings,
the design of practice placements must
provide access to a range of practice
experiences. Community and primary care
placements are particularly essential in
preparing the workforce of the future and
the length of the placement needs to be
proportionate to the skills and proficiencies
to be achieved. “Suitably experienced”
should be replaced with “suitably
competent”.

« Asnew settings are added, existing staff
need to be prepared and this requires
investment. We believe there must be
correlation with fitness to practise and the
quality of placements and the NMC should
develop a QA process to ensure the education
settings are appropriate — or that they are
able to hold those responsible to account
for this aspect of the education. With the
entry into a free market for education
provision and the fact that 50% of education
is in practice there needs to be a line of
sight between the regulator and this aspect
of education. The RCN guidance® ®? on
mentorship attests to the importance of good
practice learning environments and still
apply even if terminology changes to practice
supervisor and practice assessor.

Q3. Do you agree that the draft
standards of proficiency provide the
necessary requirements for safe and
effective nursing practice at the point of
entry to the register?

We would like to raise the need to be clear about
the terms “proficiency” and “competency” — they
are not the same, but are used interchangeably
in the documents. The number of practice

n

hours needs to be clarified, but simulation is a
safe option to practise for unusual situations.
It is also important that skills are always
underpinned by theory and evidence. It is
essential that students are taught the skills of
self-compassion and self-care, building their
emotional resilience and intelligence to ensure
that they are safe and effective practitioners.

Q4. Do you agree that the draft
standards of proficiency underline the
importance of person-centred care?

As we have set out in our work on transforming
mental health services in Scotland, each

person who uses health and social care services
is unique and should be able to determine

their own goals and outcomes for health and
wellbeing. The registered nurse has a role in
supporting and enabling the person to have

real choices, make informed decisions, set

and achieve goals, and live what they define

as a meaningful life. The personal health and
life outcomes the person receiving care has
prioritised should inform how care is planned
and provided. Working in partnership with
people means nurses and other professionals
need to really understand their individual life
and life assets; to think about “what pre-existing
skills [does the person] have? Why are they not
using them? What’s going on in their life around
them?”3

Increasingly, health policy is focused on

enabling health promotion, prevention and self-
management, rather than treatment of illness
alone. The integration of health and social care
sets out aspirations for high quality person-
centred care which is delivered at home or a
homely environment, moving the focus away from
health care delivered predominantly in hospitals.
This is the context in which registered nurses
now, and in the future, will be working and the
proficiencies required need to reflect this.

It is important that the basics of Nursing are
not lost in pre-registration training. Whilst
it is clear that Advanced Nursing Practice
is the future of nursing it is imperative that
basic nursing care remains core throughout
training.

Survey respondent — Registered Nurse

(Primary Care)

There needs to be a focus on skills in self-
management support and prevention,
particularly in supporting patients in the
self-management of their long-term health
conditions. This will also include skills in co-
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production and a patient enablement approach.
In an integrated system, registered nurses

will need to use asset-based approaches to
connect their patients with local services and
resources. Their work, including use of all of
these approaches, should be informed by the
“PANEL’ principles for applying a human rights
based approach in practice — Participation,
Accountability, Non-discrimination and
Equality, Empowerment, and Legality.

Service users must be included in all aspects of
curriculum development and delivery, including
the assessment of skills.

Finally, there is an issue around language used
in the document here — the term “disabled
people” should be replaced with “people with a
disability”.

Q5. Do you agree that the draft
standards of proficiency confirms the
role of the registered nurse in ensuring
that people are encouraged and
supported to self manage their care?

We do not think that this is confirmed strongly
enough, but do see that is has been considered.
There is a need for graduate registered nurses

to be proficient in person-centred approaches
that focus on co-creation, co-production and
self-management support, which anticipates and
responds to individual need and which ensures
strong collaboration across professions and
sectors.

We would like to highlight current technology
and digital literacy and assessment of online
resources to support promotion of self-
management. The effective use of information
and current technologies is a key enabler in
delivering health and social care, now and

in the future. The impact of technology and
the potential that it has to transform care is a
professional issue touching on care delivery,
practice, education and research.®* The very
recent work we have done with Health Education
England on defining digital literacy in nursing
can serve as a helpful resource here.®

Q6. Do you agree that the draft
proficiencies state the role of the
registered nurse in providing
opportunities and in enabling people
to have control of their own health and
lifestyle decisions?

Existing, tried and tested approaches and tools
that support a person-centred approach to care
should be utilised to support this proficiency.

12

Newly registered nurses need to be able to
understand the range of other disciplines who
can support and be able to sign post to patients.
The following frameworks will support this:

the work in England on the person-centred
approaches education and training framework®s;
the work in England on a person-centred
approaches education and training framework®”
and the realistic medicine strategy in Scotland®®
and Choosing Wisely, a global campaign to
promote five key questions that patients can ask
to get the best from their conversations with
doctors and nurses:

1. Do Ireally need this test, treatment or
procedure?

What are the risks or downsides?

2
3. What are the possible side effects?

4. Are there simpler, safer options?

5. What will happen if I do nothing?®°

Q7. The draft standards of proficiency
place an increased emphasis on
leadership skills. Do you agree that this
will be achieved for the nurse at the point
of entry to the register?

It is difficult to comment on whether this will

be achieved for every student as there is not
enough detail in the proposals, although we
recognise that it is included. A stronger emphasis
is required, however, on the development of
clinical leadership skills through the three years,
underpinned by evidence. Better preparation for
leadership of groups of patients and teams also
includes role modelling in the practice setting
and hence will require the upskilling of some of
the current workforce when implemented.

The final module of every pre-registration
programme has a 12 week management
placement and this is vital in terms of learning
management and leadership skills. Students
need to practice and develop confidence in their
management and leadership skills in this final
placement. It has been suggested at engagement
events that this could be non-supernumerary to
demonstrate the importance of this.

Assessment of leadership needs to be a
continuum for the student from the first year

of training onwards and they need a clear
pathway throughout their studies and their
career. Investment in early career nurses should
support development of future ward sister
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and team leaders. Strong and effective clinical
leadership is one of the most influential factors
in transforming organisational culture. 7

These management and leadership skills should
be built on in the following preceptorship period.
There needs to be a continuum for all nurses
from initial training onwards throughout their
careers.

It is imperative that the practical aspects

of nursing are adequately covered in pre-
registration training. Perhaps a probation
year after the three-year degree programme
could be considered so new registrants
would be able to develop skills in a practice
environment.

Survey respondent — Registered Nurse
(Mental Health)

Q8. The draft standards of proficiency
place an increased emphasis on

working in multidisciplinary teams and
coordinating care across multi-agency
organisations. Do you agree that this
will be achieved for the nurse at the point
of entry to the register?

We feel that this has been partly achieved, but
could be strengthened through ensuring practice
placements which better reflect multidisciplinary
working. The recent joint professions’

statement, of which we are a signatory, affirms
our commitment to multiprofessional team
working, and the importance of recognising

the contribution of others whilst being clear

of nursing’s unique contribution. Nurses will
continue to work in ever more integrated and
multi-disciplinary teams with nursing care
taking place across a variety of settings including
NHS, independent, care home, voluntary and
third sectors. This would be supported by a
shared inter-regulatory standard for learning in
practice. The RCN toolkit to Integrating health
and social care across the UK provides the
framework for this.”

We acknowledge the need for inter-professional
learning, and support the proposal that all
practice supervisors do not necessarily need
to be NMC registrants. If practice supervisors
do not need to be NMC registrants, this would
also open up more placement possibilities in

a wider variety of settings and better prepare
for a range of settings and multidisciplinary
work on registration. However, safeguards
would need to be in place to ensure though
that these practice supervisors have the right
experience, skills and knowledge to be able to
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make accurate observations of student learning
and achievement. They should all be registered
health care practitioners and a QA framework
will ensure quality and consistency.

Q9. The draft standards of proficiency
apply across all four fields of nursing
practice (adult, children, learning
disabilities and mental health nursing)
as nurses of the future will work across a
variety of settings and encounter people
of all ages with varying complex needs
across mental, cognitive, behavioural
and physical health. Should the nursing
procedures in annexe B be similarly
applied across all four fields of nursing
practice?

We believe these should not be similarly applied
across all fields. Registrants will need a level of
understanding of all the skills whatever their
field, but an increased level of knowledge and
skills in those applicable to their field. It is about
an understanding rather than proficiency, for
some skills, depending on field.

Nurses should be skilled in holistic
assessments...but advanced skills should

be appropriate to setting they work in,

e.g. not every clinical area has the need

for venepuncture therefore they will soon
deskill if trained in it at point of registration
but then do not remain competent in it.

Survey respondent - Registered Nurse
(Primary care, non-practice setting)

We believe that all newly registered nurses
should be able to undertake mental, physical,
cognitive and behavioural assessments. These
skills should be applicable across all fields and
included in the pre-registration programme,
with a clear reference to the level of competence
required.” To ensure that this happens a
common practice assessment document is
required.

Q10. If you responded strongly
disagree or disagree should there be
more emphasis in the level of nursing
procedures that is specific to a field of
nursing? (For example we may include
greater emphasis on advanced physical
assessment skills in the adult nursing
field and greater emphasis in advanced
mental health assessment in the mental
health nursing field).

Yes, and see Q9 response. See Appendix 2 where,
following feedback from RCN Forums, we have
outlined skill sets required for different fields.
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Q11. The draft standards of proficiency
provide increased clarity about the
achievement of competency in nursing
procedures and communication and
relationship management skills (see
annexes A and B). Have we omitted any
core skills with this approach?

There is an increased clarity and consistency of
what must be achieved, which we support.

Upskilling the current workforce will be
essential for implementation. Feedback from
engagement events has raised consistent
concerns that supervision for current nurses
undertaking clinical skills training such as
cannulation, venepuncture, health assessment
and prescribing is often problematic, especially
in the community, so this will need to be
resolved through improved CPD opportunities
and offers.

There must be investment in practice learning
capacity — the very people that have been
identified to supervise and assess practice (as
per roles outlined) are also providers of service.
They will need protected time for these roles, as
well as clear requirements and expectations of
the quality of provision.

Core mental health/psychological skills need

to be explicit across all fields, e.g. motivational
interviewing. There also needs to be a stronger
emphasis on professional skills, rather than just
specialist and task-oriented skills. Similarly,
change management skills, consent and capacity
skills need to be highlighted. Reflection is key,
as is the acknowledgement that clinical skills
are viewed not just as procedures, but have
theoretical underpinning.

Q12. Are there any nursing procedural
skills stated in annexe B that you think
are unnecessary?

Not in terms of having an understanding of
these, but as outlined above, we do not think all
registrants should be proficient in every skill.
Considering chest auscultation, for example:

it would be useful if the registrant had a full
understanding of the anatomy and physiology
of the body systems and know what is normal/
abnormal and when to escalate. They would
not, however, be expected to carry out a full
respiratory assessment and diagnose. There is a
danger of confusion if this foundation level is not
explicitly specified.
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As discussed above, the competence of practice
supervisors and assessors will also need to be
considered as skills will not be equally available
across the workforce.

Many of the skills are regarded as having an
acute/physical focus and will not necessarily be
used equally by all registrants once registered.
However, an understanding of the skills is
considered beneficial for all registrants. Clearly
different work environments will require
different skills sets.

Q13. Are there any nursing procedures
contained within annexe B which
would be difficult to achieve in practice
settings, for example due to a lack of
opportunity to be exposed and practice
the skill?

It will require a wide range of placements and
suitably prepared practice supervisors and
assessors to enable this. As above, current
staff may require upskilling to teach enhanced
ranges of skills, but involvement of other
multi-disciplinary colleagues will aid the
exposure, teaching and assessment of certain
skills, for example pharmacists for medicines
management. The development of skills and
knowledge can also be supported through
simulation as discussed above.

Q14. Should competence of certain
nursing procedural skills be achieved in
simulated practice settings before being
assessed in practice settings?

Increased use of simulation, as discussed below,
offers an opportunity for teaching and learning
new skills, but not achieving proficiency.
However, for simulation to be effective, there
must be clear standards and quality assurance in
place.”

There is emerging evidence supporting the use
of high fidelity simulation to provide nursing
students with opportunities to learn and practise
formative skills in a less threatening and
controlled environment”. High Fidelity Human
Simulation (HFHS) can complement clinical
placement experience as a way of preparing
students for practice together with the potential
to reduce the need for prolonged exposure to
clinical placements.” 777 However, it requires
investment (not all AEIs have simulation
facilities, for example) and should be taught by
current practitioners, with support from the
wider multi-professional team and service users.
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There is a need for clear definitions, standards
and outcomes, as well as standardised resources
for simulation.

High-quality simulation is a good solution and
can add real value to placements. The NMC’s
role in quality assuring simulation needs to be
strengthened; standards need to ensure rigour in
the quality assessment and clear responsibilities
for AEIs. However, time spent in practice with
patients is however paramount.

Q15. Are there any communication

and relationship management skills or
nursing procedures contained within the
annexes which could be fully achieved in
stmulation?

All skills and procedures need to be practised in
the practice setting and summatively assessed
as competent there. Simulation offers the
opportunity for individuals to practise skills

and apply principles in a safe environment. To
become proficient, they must be able to transfer
these principles and gain proactive experience
in real life settings, where complexity and acuity
will require them to be adaptable to demonstrate
effective skill acquisition.

Q16. Are there any nursing procedures
that cannot be fully achieved in
simulated practice settings?

See Q15.

Q17. Do the proficiency annexes set out
all of the necessary communication

and relationship management skills
needed for the future nurse to be safe and
effective at the point of registration?

We have noted that there is little in the
communication annexe about co-production

— enabling and supporting self-care and self-
management. These are important skills in
supporting the wellbeing of patients and carers.

Q18. Do the proficiency annexes
adequately describe the nursing
procedural skills, and communication
and relationship management required
within each of the four fields of nursing
(adult, children, learning disabilities,
mental health)?

There are some omissions. For example, in a
child the respiratory assessment is pivotal due

to higher risk of respiratory arrest rather than
cardiac arrest. Similarly, people with learning
disabilities may have different health priorities.”
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Q19. Should there be some variation

in the level of communication and
relationship management skills and
nursing procedures that is field of
nursing specific? For example we may
include greater emphasis on advanced
physical assessment skills in the adult
nursing field and greater emphasis on
advanced mental health assessment in
the mental health nursing field.

It is necessary to define what is meant by
“advanced assessment skills” — this is not
achievable at the point of registration. All
nurses, however, should be able to carry out a
full assessment that includes physical, mental
and emotional health and wellbeing. They
should know when to refer and who to refer to,
recognising priorities and urgency.

Q20. In order to demonstrate that
students have met the communication
and relationship skills stated in annexe
A to practise safely and effectively at the
end of their programme, should student
nurses be required to demonstrate
proficiency (please select one option
only):

All registrants should be proficient across
all fields in terms of communication and
relationship skills.

Q21. Nurses will enter the register

in one or more of the four fields of
nursing practice (adult, children,
learning disabilities and mental health
nursing). This means that nurses will
be expected to achieve all the nursing
procedural skills, and communication
and relationship management skills
stated in the annexes. Final sign off

of proficiencies, communication and
relationship management skills and
nursing procedural skills are necessary
Jor safe and effective practice. Should
nurses be proficient:

Communication and relationship management
skills are essential across the four fields, but
proficiency in some procedural skills should
apply in the selected field of practice only. What
is generic and what is field-specific needs to be
clearly defined. There are particular concerns
regarding omissions from the proficiencies for
learning disability nursing.”” The RCN Guide to
The Needs of People with Learning Disabilities
covers what all pre-registration students should
know.®° See Appendix 2 for feedback on skills
required for different fields.
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Q22. Are there any aspects of nursing
practice that you would expect to
have seen in the draft standards of
proficiencies which are missing?

Yes, these are:

« literacy and numeracy, including
technological (digital) literacy

« teaching skills, including coaching,
supervision and assessment, particularly if
newly registered nurses are expected to be
practice supervisors without any further
training

« developing resilience (with particular
reference to systems resilience)

« quality improvement
« significant event analysis.

Additionally, we believe the following areas need
strengthening significantly:

Public Health:

As all nurses and health care professional
colleagues should have skills in public health
practice, there needs to be a much stronger focus
on population-level nursing practice, which
would help future-proof these standards. There
is no reference in the proposed standards to
the big challenges for the public’s health and
wellbeing (e.g. ageing, co-morbidities, obesity,
diabetes, coronary heart disease). The only
real mention of the prevention agenda is when
referring to infection prevention, and it is
referred to as Patient-centred care, which does
not acknowledge or recognise the distinction of
the public health term.

We are also concerned that terms such as
“population health” or “health inequalities” are
not in the standards. They do not say that nurses
are required to demonstrate understanding

of the wider determinants of health (instead

it says “assess the circumstances”) and health
inequalities at an individual, community and
population level in order to deliver evidence-
based care and interventions. At best they
mention health promotion, but this in itself is
not sufficient to educate the future of nursing to
deliver to a public health agenda.

We feel that the evidence for this emphatic
inclusion can be found in the Public Health
Skills and Knowledge Framework, which clearly
outlines the role of all health practitioners at
various stages in their careers. 8
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P6 gives a list of what the above framework
provides. The public health functions describe
areas of activity: technical, contextual and
delivery. The Function level describes the groups
of skills required, while the Sub-Function level of
the framework describes the activity attributable
to an individual and their role.

The following references will also attest to the
importance of all health professionals working in
a public health way. 822 82b, 82c

Sustainability:

Nurses are the largest professional group in the
health care workforce and have control over the
delivery of health care, health promotion and
the use of resources. The International Council
of Nursing® has drawn attention to the potential
role of nurses in taking a lead to address the
challenge of the sustainable development goals.

The delivery of health care has a negative
impact on the environment. For example, data
from 2015 show that the NHS carbon footprint
in England is 22.8 million tonnes of carbon
dioxide equivalents®. This contributes to
global warming, pollution and environmental
degradation, and has serious consequences

for health (for example physical and mental
health consequences of flooding, exacerbation
of asthma, rise in skin cancer), as well as
compromising our ability to deliver health care.

The lack of any requirement for nurses to have
an understanding of the impact of health care
on the environment or the health consequences
of climate change is a barrier to mobilising the
nursing workforce on these issues. Development
work has been undertaken to explore how
sustainability and climate change can be
embedded into nurse education.®® However we
believe that the NMC now has a clear role to
ensure that this is taken up in a standardised
manner across all nurse education providers, in
order to address the magnitude of the challenge
and the opportunity for change presented by

a future workforce appropriated trained and
motivated to deliver nursing care sustainably.

On that basis we recommend the work developed
under the “NurSusTOOLKIT project” 8 (which
has been designed to bring sustainability and
climate change competences into the NMC’s
standards for education and training. The

toolkit has been developed by a collaboration of
European Universities, including Plymouth for
the UK, and provides a sustainability literacy
and competency framework for nurses and
health care practitioners.
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Human factors and ergonomics

The NMC is a signatory to the National Quality
Board’s Human Factors Concordat®’, which
stated that the undersigned “believe that a wider
understanding of Human Factors principles
and practices will contribute significantly to
improving the quality (effectiveness, experience
and safety) of care for patients”. However,
“human factors” is mentioned only twice in

the draft standards: once in section 5 (Leading
nursing care and working in teams) and again
the glossary. The term does not appear at all in
section 6 (Improving safety and quality of care).

We believe this should be addressed. Nurse
registrants should have an understanding

of human factors principles and be able

to apply them in practical ways. Human
factors in practice would include structured
communication (e.g. read-back) and
techniques to increase situational awareness
(e.g. TeamSTEPPS)®®. In addition nurses will
contribute to safety management techniques
such as barrier management® where
multidisciplinary teams review how to anticipate
and monitor challenges to safety performance.

The key concerns of human factors and
ergonomics are also amenable to simulation-
based education. The Association for Simulated
Practice in Healthcare (ASPiH) is consulting
on a standards framework for simulation-based
education in the UK,

The appearance of the word “resilience” is also
of some concern. It is not defined in the glossary,
which suggests its meaning, and how to teach it,
are self-evident. In fact, resilience has a special
meaning in the context of system safety®!. In-
system safety resilience concerns itself with
how a system responds, monitors, learns and
anticipates challenges to system performance.

It is not an individual characteristic or an
expectation that people can somehow adapt

to poorly designed systems®2. We believe that
there should be stronger emphasis placed on the
science of human factors and ergonomics.

Q23. Do you have any other comments
about the future nurse standards

of proficiency and annexes we are
consulting upon?

We would like to see focused assessment
outcomes in all settings that are relevant to

all fields; at present these are acute and adult-
focused, and they need to be more closely related
to the settings where care is being delivered.
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4. Consultation on education
framework: standards for
education and training

Summary

We agree that the current education framework
requires review and should offer a more flexible
approach, but there are real concerns that this
is not currently sufficiently robust. If the NMC
removes the current mandated requirements
for learning and assessment in practice, the
unintended consequence is likely to be a lack of
investment in the infrastructure for practice-
based education and support. This will impact
on public protection.

The current practice-based learning model is one
whereby an individual mentor has responsibility
for the teaching, supervision and assessment

of a student nurse®. It is, as a framework,
generally considered to be lacking in flexibility
and overly bureaucratic®. It also does not ensure
consistency of student experience in terms of
quality®®. These fundamental proposed changes
to the framework are therefore welcomed.

Specific problems noted with the current
framework include the difficulties experienced
by students and mentors when nurses do not
wish to be mentors® . It is generally agreed

that we need more of a team approach to this.
Andrews and Wallis?” suggested the development
of a mentoring team, Grealish and Ranse *® the
development of a community of practice and
Killam and Heerschap® the need for a systems
approach that doesn’t just rely on individuals.
Generally, it would seem that the proposed new
education framework could allow for such much
needed changes to practice placement learning.

Another tension within the mentorship role

is that of the mentor being both teacher and
assessor 1, and so the separation of the practice
supervisor and practice assessor role certainly
does have some merit. The assessment element
of the mentorship role is often particularly
problematic, resulting in “failure to fail” 1%, and
this separation may alleviate that issue.

A further tension exists in the mentorship role,
between a mentor’s primary responsibility
to care for their patients and attending to the
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learning needs of their students. This applies
in particular to assessment!'?2, which takes time
to do.

Any new education framework will then need to
ensure the following:

» Effective student nurse preparation for and
support in placement.

¢ The support that is most often required is
to deal with the emotionally challenging
environments that students find
themselves in and practice supervisors
could be well placed to provide this
support, particularly as they do not
assess students!®®. However, the nature
of this preparation and support is

not clearly identified in the proposed
framework, and it needs to be.

o  Effective learning strategies and fair
assessment strategies must be adopted by
practice supervisors, practice assessors and
academic assessors.

Students need to be self-directed
learners and this requires a coaching
approach rather than didactic teaching
from practice supervisors, particularly
as students become more senior %4105,
Practice supervisors will then require
support and knowledge to do this, not
necessarily through a formal academic
programme of study. However, this does
need to be part of the pre-registration
nurse training curriculum. Practice
assessors and academic assessors need
to be knowledgeable and confident
assessors and so do require formal
training for the role. The skills and
knowledge required for these roles
needs to be clearly articulated in the new
education framework.

<o

« Interprofessional learning is essential
and should definitely feature in the new
framework. We recognise the fact that
practice supervisors do not always have to
be NMC registrants. However, it is not well
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understood how interprofessional learning current framework is that there is too much
should be implemented,!° and this cannot be  inconsistency in the quality of the student
achieved by nurses alone. We need to include  experience and the proposed introduction of a

other professions in this discussion, and to national practice assessment document would
identify and publicise exemples of where this  certainly help to address this. However, what
has worked well. is missing from this draft framework is a clear

sense of how it could be operationalised, whilst

«  Effective support for both practice ensuring consistency of quality across the UK.

supervisors and assessors is essential.
In order to achieve this, the following omissions

o If the range of skills and depth of need to be addressed:
knowledge of the NRN is increased, there
is a clear need to upskill the current « role descriptors for practice supervisors,
workforce and this will require funding practice assessors and academic assessors

and protected time to do so. o L
« guidelines and proficiencies for the

¢ Guidelines are also essential to clearly preparation of practice supervisors, practice
define the roles and responsibilities of assessors and academic assessors
both practice supervisors and practice

« clearly defined education career pathways
for nurses who have a particular interest in

¢ Valuing roles — the practice supervisor education
and practice assessor roles should form
part of a clear career pathway, hence
ensuring that only those who wish to do
so take on this role and it is incorporated
into their career progression.

assessors.

« proficiencies for students to achieve in their
pre-registration training to ensure that
they are well prepared to become practice
supervisors at the point of registration

« examples of models, including inter-

o Itis essential to have a named person :
professional, that work well

who takes responsibility for learning

and assessment in the placement setting
and who collaborates effectively with the
AEISs. This needs to be clearly articulated
in the new education framework.

« an acknowledgement of the need for funding
CPD for the current workforce to ensure that
they have the requisite skills and knowledge
to support all learners in the workplace

« A close relationship between AEI and
placement provider is essential'?” 198, Clarity
around the academic assessor role is also

» an acknowledgement of the need for
protected time for all these roles

essential. It needs to be made very clear « an emphasis on the need for clear lines of
in the new education framework that the responsibility and accountability in the
AEI and placement provider have equal practice placement setting and at executive
responsibility for the quality of placements. level within both the placement provider and
. the AEI

«  Furthermore, quality enhancement
processes need to be transparent, with « arobust evaluation strategy for early
ultimate responsibility and accountability for adopters of this new education framework,
the quality of all practice placements resting particularly regarding the practice
with Directors of Nursing and Deans'®. supervisor/practice assessor split,

preparation and support of practice
supervisors and assessors, student
experiences, and outcomes and effects on
patient safety and care. This evaluation
needs to be large-scale and longitudinal,
utilising a research methodology that does
not solely rely on reported experiences, for
example, action learning, or ethnography

»  Flexibility within the new framework is
essential to allow for a variety of different
and new practice settings to be added to the
placement circuit, but the preparation of
new placements requires resources — both
financial and time — to ensure that the areas
are suitably prepared.

Overall, fundamental change is welcomed
regarding practice-based learning and this
new proposed education framework is a
good start. One of the main criticisms of the

« the overarching quality assurance
framework for future nurse education also
needs to be clearly articulated.
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Responses to the specific
consultation questions

Q24. The education framework has
requirements for education institutions,
practice placement and work placed
partners which are increasingly focused
on outcome rather than describing
processes and inputs. Do you agree

with this approach to our education and
training standards?

Some outcomes are difficult to define and
assess, such as resilience, healthy lifestyle, and
emotional intelligence, although this could be
done through self-assessment and subsequent
action planning. Furthermore, evidence-based
processes are also important and must not be
neglected at the expense of an outcome focus
only.

Q25. The proposed programme of
change for education seeks to offer more
flexibility to education institutions

and their practice placement and work
placed partners to deliver nurse and
midwifery programmes in creative

and innovative ways. Is this ambition
apparent in our proposals?

More clarity is needed regarding the proposed
framework and the preparation and support for
the practice assessors/supervisors and academic
assessors. It is also currently unclear who is
responsible and accountable for the quality
assurance of this proposed framework. Robust
quality assurance processes from the AEI,
Quality Assurance Agency (QAA) and placement
provider will need to be in place, with the
standard for the quality of the practice assessors,
practice supervisors and academic assessors and
the framework, set at excellent, not adequate, or
appropriate.

Standardised elements, such as common
curricula, final exams, standard testing and a
national practice assessment document, should
be put in place to ensure effective delivery of a
more flexible programme that maintains high-
quality outcomes. This will also ensure that
registered nurses can work across all health care
sectors and all geographical areas within the
UK and internationally. This document could
then become the foundation of a skills passport.
A good example of this approach is the work
currently being undertaken by Capital Nurse in
London to develop a skills passport!!® that has
currency across London, following on from a
pan-London practice assessment document.!!!
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Regarding the practice educator role, we think
the Practice Education Facilitators (PEFs) in
Scotland, England, Wales and Northern Ireland
could be a way forward. For example, Practice
Education Facilitators and Care Home Education
Facilitators (CHEFs) have been created by NHS
Education Scotland (NES) as roles to support
mentors. They do not directly support students
as such and whilst there has been investment

in growing them in the workplace there are still
too few. It is a good model and one the AEIs and
practice placement areas in Scotland wish to
keep, but with the acknowledgement that there
are limitations with this system, and not least
that there are insufficient practice educators to
support the model. At the very least, consistency
in the role descriptors for practice-based
educators should be mandatory.

In order to achieve the proposals, it is essential
that existing staff are given the chance to upskill;
there is anxiety in the current workforce that
they will not be able to support the students to
achieve the practice learning outcomes. The
current workforce will require support and
training to fulfil their new roles effectively.
Consequently, there needs to be considerable
investment in the current workforce to provide
assurance of the standards of proficiency

in procedures and levels of knowledge. It is
essential that the current level of investment in
mentorship training programmes be retained,
but spent more effectively. It is also essential that
current mentors, recorded on mentor registers,
are supported to transition into new roles; this
resource must not be lost. Organisational sign-
up is also essential to support the supervising
and assessing roles. There must be a minimum
standard for practice assessors and this must
be linked to revalidation. As practice assessors
could be an independent cross-organisational
role, who funds such roles would have to be
clarified.

Q26. When developing the draft
education framework standards and
requirements, the objectives were:

« situates patient safety at the core of their
function

« enhanced outcome, future-focused
requirements

«  being right touch — consistent, clear,
proportionate and agile

« evidence-based regulatory intervention that
promotes inter-professional learning and
cross regulatory assurance
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« aframework that is applicable to a range of
learning environments

« ensuring that the education framework is
measurable and assessable

« promoting equality and diversity.

Q26a. Have these objectives have been
met?

These are difficult to evaluate and measure.
However, we do consider a national practice
assessment document, preferably digital, as
useful in this context and would be happy to be
involved in the development of such a document.
This has worked well in Wales!!2.

Q27. Do you agree that the education
Jramework can be applied to pre
and post registration education and
training?

It is very generic and high-level. It lacks the
detail required to ensure consistency of quality
of practice placement experiences. The NMC
must clearly define the standards required for
the education framework.

Q28. Do you agree that the education
Jramework can be applied to nursing and
midwifery education and training?

It is very generic and high-level. It lacks the
detail required to ensure consistency of quality
of practice placement experiences. The NMC
must clearly define the standards required for
the education framework.

Q29. Do you agree that the education
Jramework is likely to ensure effective
partnership working and shared
responsibilities between education
institutions, practice placement and
work placed learning providers?

It will not necessarily ensure it, but we do agree
that it is essential to have a close relationship
between AEIs, practice placement providers
and associated joint QA processes. This new
framework offers an opportunity, but requires
more detail to ensure effectiveness, for AEIs
and placement providers to work more closely
together, which would enhance nurse education.
A way forward would be to mirror the processes
involved in the Health Education England
Nursing Associate implementation project. In
each region joint processes and polices have
been developed locally to support the Nursing
Associate training programme, which has been
effective so far.!'®

Q30. Does the education framework
draft standards work equally well

Jor programmes delivered in flexible
educational modes: for example full-
time and part time university based, and
part-time work placed?

A common curriculum and clear progression
points should be implemented.

Q31. Do you agree that the education
Jramework promotes inter-professional
learning?

Yes, it could do, but this could be a stronger
theme and would require further detail to
implement. However, it is definitely a worthy
aspiration.

Interprofessional learning requires other
professions to agree to this type of learning.

We support it as an aspiration, in particular as
the health system moves to closer integration,
but it cannot happen without the buy-in from
other professions. It would be helpful if the NMC
could establish consensus about this across

the professions and their regulatory bodies,

as we would require a shared understanding
regarding issues such as information sharing
and confidentiality. An example of this could

be a framework which addresses the issue of
professionalism in an interprofessional learning
strategy'!*.

Q32. Do you agree that the education
Jramework prioritises the safety of
people during all education and training
that takes place in academic and
simulation settings?

There are improvements that could be made and
are alluded to below.

Q33. Do you agree that the education
Jframework prioritises the safety of
people and patients during all education
and training that takes place in practice
placement and work placed settings?

We think that this aspect of the framework needs
strengthening.

We would like to highlight that practice
supervisors and assessors need protected time
and that there needs to be a comprehensive
induction for all students, mirroring what
happens in Medical Education in the practice
setting. Those working in the placement setting
need to be in a position to support students in
adopting a self-care approach, which will result
in a more resilient group of nurses for the future.
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A clear and genuine commitment to the health
and wellbeing of all nurses must be evident in
the framework.

Until there is greater detail regarding the quality
assurance processes underpinning the proposed
framework, the safety of people and patients
cannot be guaranteed.

The RCN guidance!® !¢ to mentorship

attests to the importance of good practice
learning environments and still applies even if
terminology changes to practice supervisor and
practice assessor.

Q34. Is there any aspect of delivery and
management of education and training
that you would expect to have seen in the
education framework which is missing?

We strongly feel that preceptorship needs to

be included in the framework. The transition
period is crucial for patient safety, recruitment
and retention and is essential in our view. In
2010, the Department of Health described “a
period of structured transition for the newly
registered practitioner during which he or she
will be supported by a preceptor, to develop their
confidence as an autonomous professional, refine
skills, values and behaviours and to continue on
their journey of life-long learning.” 7 This has
been supported by the NMC: “The NMC supports
and strongly recommends that preceptorship be
made available to nurses and midwives following
initial registration.” We would certainly support
this aspiration, but would wish to go further by:

» clearly defining the preceptor role

« clearly defining the responsibilities of the
preceptor

« having a UK-wide preceptorship framework.

It is essential to include preceptorship into this
framework as the current Health Education
England RePAIR project exploring how to
increase student retention has found that a clear
transition plan from student to newly registered
nurse is vital in order to encourage students to
complete their training and then to remain in
the nursing profession, and that this must be
articulated in their training. This project is due
to report in March 2018.

Q35. Do you have any more comments
on the Draft Education Framework:
standards for education and training?
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Draft pre-registration
nursing programme
requirements

Q36. As part of our proposed new
requirements for learning and
assessment, we propose separating the
support and supervision of students
Jrom the assessment of students. Do you
agree with this approach?

We can see some merit in the proposal to split
the role of mentor and assessor and we believe
that this has the potential to lead to more
objective and consistent assessment decisions,
providing the correct standards are in place for
each role. 118

I believe the system in place when I was

a student needed to be changed. I think
having a mentor to teach skills and an
independent assessor to assess the student’s
skills and knowledge will ensure mentors
are able to mentor students to a high
standard and the students have the abilities
to learn and perform to a high standard.

Survey respondent — Registered Nurse
(Mental Health)

However, how this will be organised and
delivered at a local level is going to be
challenging, particularly if the practice assessor
comes from outside of the organisation.
Evidence from the engagement events attested
to the real lack of supervision and support
infrastructure currently in practice and this
needs to be urgently addressed. There has been
reduced investment in this area in nursing
(unlike medical colleagues, who ring-fence this
support) and this needs to be challenged.

Once selected, practice assessors need protected
time and clear career pathways — for example,
a clinical academic career. In addition, more
joint AEI and practice roles are required. A
tripartite assessment between student, mentor
and clinical assessor is a model adopted in
midwifery and Specialist Community Public
Health Nursing education and has proved
effective. Quality assurance of the practice
assessor must remain, as should the recorded
status of the assessors.

Q37. Do you agree with our proposal
that the practice assessor role should
be independent of the practice
supervisor role?
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This is a good opportunity for students to be
supervised by the experts in their field in a non-
judgemental way. There does, however, need to
be clear mechanisms for the practice assessors
to be able to gain feedback from supervisors

to support their judgement of the students;
capabilities, competence, and proficiency;
remembering that the professional skills are
just as vital as the clinical skills acquisition.
This process needs to be undertaken including
the student, practice supervisor, practice
assessor and the academic assessor. All practice
supervisors must be registered health care
practitioners working to a professional code.

Q38. Are there any other ways we can
ensure independence of the assessment
outcomes of student proficiency?

Practice assessors need to be adequately trained
and continuously supported, and they need to
have protected time to undertake their duties.

Participants have summarised that this could be
achieved through:

« personalising portfolios — recognising the
different experience of different students

« simulation — can be a positive thing, we can
do more with it, more e-learning and turn it
into formative rather than summative

« increasing the communication element in
practice and theory

« every module having a practice and theory
element tailored to the placement and
clinicians understanding what the theory is

« practice-based assessment of person-centred
care, which we acknowledge is more difficult
to assess, it does need to be assessed and
this requires further development.

« practice outcomes repeated per placement
and not just signed off and never assessed
again

« assessment by service users

o standardised assessments across the UK
such as the all Wales framework

« assessments being varied, continuous,
summative and formative

« students taking more responsibility for their
development — more ownership of learning
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« addressing any role conflict between the
practice assessor role and the university’s
own assessment.

039. We do not intend to set proficiencies
Sor the new roles which we have
proposed. Instead we will encourage
locally agreed innovative and creative
approaches to supervision and
assessment to be in place. Do you agree
with this approach?

We support the vision of enabling innovation
and place-based responsiveness of, and within,
the system. However, we do see real issues in
this approach and feel it does need some further
consideration and guidance, in particular on
ensuring consistency of the student experience.
Clear requirements regarding the roles and
responsibilities of supervisor and assessor would
be a starting point for this.

We also see a risk that this proposal could lead
to real fragmentation, lack of consistency and
different institutions doing different things, with
the role of the NMC being very light touch in
terms of their regulatory and scrutiny function.

Whilst supportive of flexibility there is a need

to ensure consistency if allowing flexible
educational modes, to have some standardised
guidance concerning aspects such as new roles
and training. A minimum standard should be
set for practice assessors, such teaching and
assessing modules already exist in AEIs, often
as part of a degree pathway, are bound by QAA
processes and would be monitored through
revalidation. We need clear algorithms depicting
the relationship between AEIs and practice areas
for governance purposes.

Q40. We will no longer require those
supporting, supervising and assessing
students to complete a programme that
the NMC approves. This will enable
local innovation, creative and inter-
professional approaches to take place.
Do you agree with this approach?

As above, we are supportive of enabling
innovative guidance but do think there is a
requirement for underpinning guidance to
ensure standards of student experience. There
is a significant risk, however, if training for
the roles no longer conforms to a mandatory
standard. This would have an adverse effect on
investment in CPD.

The mentorship preparation programme had
beneficial elements, for example on how to
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carry out assessments in practice, and it will be
important to maintain these elements in the new
framework. Further, because it was a mandatory
programme, it ensured a minimum training
standard for all mentors. Rather than the
programme itself, issues were related to people
undertaking the programme who either did not
want to be mentors in the first place, or saw it as
a mere part of career progression or gateway to
further CPD. We would expect that all practice
assessors would be doing that role because they
wanted to do so.

We would also like to highlight the fact that
doctors often expect payment to supervise and
assess so there is a risk of a two-tier system for
involving other professional groups.

Q40a. Please state any risks that you
perceive in relation to this proposal.

In line with the above, we perceive there to

be a real risk of inadequate, or no training

for practice supervisors and assessors in the
current proposal. If all registered nurses and
other registered professionals are to be practice
supervisors, the skills of teaching, coaching
and giving feedback must be incorporated into
the pre-registration training curricula. Practice
assessors need to be formally trained, ideally
through a framework which could culminate in
the award of either PGCE/PGDE, as this role
must form part of a clearly identified career
pathway.

Risk factors also include lack of time to
undertake the roles, lack of funding for further
training and no clear standards. These can be
mitigated through robust quality assurance,
which we think is essential to be in place.

Q41. The proposed model allows

that practice supervisors can be any
registered health and social care
professional who is suitably prepared
and does not have to be an NMC
registrant. This will enable educators to
decide locally the individuals and / or
groups that are best placed to supervise
learners. Do you agree with this
approach?

We agree that this approach would increase
practice placement capacity and are in broad
agreement, however, a minimum amount of
supervision by NMC registrants should be put
in place.

We are concerned that the term “suitably
prepared” is too vague: it will need to be very
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clearly defined to ensure minimum standards in
supervision by non-NMC registrants. There must
be shared standards for all practice supervisors.

Q41a. Please state any risks that you
perceive in relation to this approach.

In line with Q41, there is a risk of lack of directly
relevant and adequate supervision and lack of
professional socialisation if there is excessive
supervision of student nurses by professionals
other than nurses. These risks can be mitigated
through minimum standards for interaction
with NMC registrants and well as clear guidance
for supervising non-NMC registrants. The
responsibility for ensuring this rests at all levels
in the quality assurance process, but mainly with
the placement area, as they supervise the day to
day learning of all students placed there.

Q42. The proposed model states that,
while a range of academic and practice-
based educators will contribute to
assessing a student, there will be

two nominated assessors - a practice
assessor and an academic assessor

- who will be responsible for the
assessment of a student for each part
of the programme. (For example for the
first year of a three-year programme
or semester one of a post-registration
programme.) Do you agree with this
approach?

We agree with this approach in principle.
However, there may be issues with
implementation, in particular if the practice
supervisors and practice assessors are not from
the same organisation.

Q43. In the future it may not be
necessary for a student nurse to be
assessed by a nurse from the same field
of practice. Educators from academic
and practice settings would decide
locally who is best placed to assess

the student. Do you agree with this
approach?

We can see the merit in this approach in enabling
local innovative practices for the assessment of
specific skills, however, an assessor from the
same field of evidence is preferable and essential
at progression points.

More widely, AEIs and placement providers will
need to work closely and with clear audit trail on
these types of decisions. It could also be a route
for succession planning through “buddying” for
new clinical assessors.
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Depending on the placement area it may be
important to highlight risks attached to a nurse
from a different field of practice undertaking
assessments as some practitioners from

other fields would not pick up on nuances
underpinning safe practice.

Q44. Do you have any more comments on
the Draft requirements for learning and
assessment?

We would like to emphasise the following
principles:

«  All new roles and their responsibilities need
to be clearly defined.

« Responsibilities of the AEI, placement
provider and the student also need to be
articulated.

«  The requisite training and supervision for
all roles needs to be clearly defined, costed
and evaluated.

«  Career pathways for educators in practice
need to be identified.

« The use of language regarding “people”,
“service users”, “patients” needs to be

consistent.

« There needs to be greater standardisation
of practice assessment documentation and a
national final examination.

e Placement learning must be adequately
supported through funding and training by
central government.

«  Robust and transparent quality assurance
processes are essential for all aspects
of the proposed framework; these must
be carefully monitored and any changes
required made in a timely fashion. The NMC
must develop QA standards for practice
placements.

«  Principles of preceptorship needs to be
included into the framework. The initial
pre-registration training is only the
beginning of lifelong learning and the next
stages of that journey need to be clearly
signposted for students and employers.

«  Requirements for time spent in practice
need to be clearly stipulated (whilst
acknowledging that quality of experience
is more important than the number of
hours completed) and progression points
identified.
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We agree that the current standards to support
learning and assessment in practice!'® do need
changing, as they are inflexible and inconsistent
in terms of outputs. We also agree that the
proposed framework does have the potential to
unleash creative thinking and improved ways
processes through allowing local issues to be
solved through local solutions, but this has to be
within a context of nationally agreed frameworks
and standards. In order to develop this more
detailed framework, we would be keen to work
with the NMC and other key stakeholders to
coproduce these resources and processes.

Draft pre-registration
nursing programme
requirements

Q45. Our new programme requirements
allows approved education institutions
(AElIs) and their practice placement
partners to set entry criteria for literacy,
numeracy and digital literacy. We will
not set requirements in this area. Do you
agree with this approach?

We agree that it is more important to have clear,
consistent outcomes at end of programmes,
rather than at the beginning, but there is also

a need to monitor the continual progress of

all students in all these areas. Also it is vital

to remember that if students with lower levels
of literacy, numeracy and digital literacy are
accepted onto programmes, sufficient support
must be in place to ensure that they are
proficient at the end of the programme. AEIs
currently set their own standards and if they
continue to do so these must be transparent,
based on validated assessment tools and closely
monitored. There is an argument for national
assessment standards, if this can be proved to
lead to better student outcomes in both theory
and practice and in terms of subsequent practice.

Q46. Within the existing pre-registration
nursing entry criteria AEIs must have
processes in place to allow recognition
of prior learning to a maximum of 50%

of the programme provided all the
requirements are met in full. (This can
be either academic and practice learning
or both.) Do you agree that we should
continue to set a maximum limit for
recognition of prior learning?

Whilst there is currently a 50% limit on the
use of accreditation of prior learning (APL)
within pre-registration programmes, there is



RESPONSE TO THE NMC CONSULTATIONS ON PRE-REGISTRATION STANDARDS AND EDUCATION

no clear evidence base for this and there is an
acknowledged lack of research related to the
practice of APL in Higher Education Institutions.
We believe that further consideration should be
given to the use of recognition of prior learning
and how this impacts on the programme
outcomes leading to registration. Currently, it

is often influenced by context, including the
time and resources available and university
regulations, rather than aligning the needs of the
individual against the programme outcomes. We
would want the NMC to collect data against this
requirement to enable evaluation of impact of
this route onto the register.

We also need to understand if the requirement
of R3.5.5 in the current pre-registration nursing
education standards will continue to apply —
where “AEIs must have processes in place to
consider unlimited APL for first and second
level nurses registered with the NMC entering
programmes that lead to qualification in the
same or another field of practice, provided that
all requirements are met in full.”

Q46a. If you answered strongly agree or
agree what percentage of the programme
should be the maximum available for
recognition of prior learning?

Q47. In recognition of the importance of
theory and practice to student learning
and proficiency, we propose that we
continue to require an equal amount of
education to be delivered in practice and
theory. Do you support this position?

We would like to emphasise some points of
clarification and the wider context of practice
training requirements.

“Theory” and “practice” must have very clear
definitions: theory can be learnt in practice and
practice can be learnt in the AEL In recognition
of the burden the organisation of practice
placements places on both the AET and the wider
health system that implements them!?., it is
paramount that education content and outcomes
are clearly defined and communicated. If this
theory-practice continuum is not challenged
then the perception of a “theory practice gap”
will only persist.

More widely, the placement hours are mandated
by an EU Directive'?! and after the UK exits the
European Union, there will be the opportunity
to repeal directives in UK law. This could
include parts or all of the EU directive on the
Recognition of Professional Qualifications which
contains the provision for a minimum of 4,600
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hours required in the training of general care
nurses split equally between theoretical and
clinical.

Common EU standards for training and
recognition of qualifications have enabled
mobility, helped raise educational standards
and put safeguards in place across Europe,
which facilitated the UK to recruit from Europe
to make up for its own shortfalls and included
language checks on EU nurses and a duty to
inform other health regulators about suspended
or banned professionals.?? 123

Whilst we do not advocate for a reduction of
practice hours, we believe it to be essential that
the NMC is prepared for this future scenario
and the possibility that other stakeholders may
advocate this.

Most EU member states stipulate 4,600 hours

in total, but differences are apparent in the
percentage allocated to clinical placement!?*

as mandated by EU Directive 2013/55/EU.
There are variations reported on the length of
nurse programs across EU member states, and
Australia'?®, New Zealand'?® and the USA'?” have
far fewer hours allocated both in terms of total
hours and hours designated for placement.

There is no empirical evidence found that reports
relationships between total length (hours)

of clinical placement and specific outcomes.
However benefits of longer placements (i.e.
duration of individual blocks of placements) have
been identified by some authors!'?®. While most
placements appear to be offered in hospital/
ward settings, there is limited reporting in the
literature about the provision of placements
across community, primary and mental health
settings.

The benefits of longer placements have been
identified as providing students with a sense of
belonging and being part of a team!? greater
scope for experiencing a mutually beneficial
student-mentor relationship, leading to improved
clinical learning!®® and higher levels of student
satisfaction.!3!

Finally, it is vital that the quality of the
placement is evaluated by students and that
quality is maintained.

Q47a. If you strongly disagree or
disagree, should we leave decisions
about the proportion of practice

and theory to individual education
institutions and their practice placement
partners?
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Whilst we have not disagreed, we do want

to emphasise that it is essential that there is
close liaison and agreement regarding learning
content and location between the AEI and
placement partners.

Q48. There is currently a cap that limits
300 hours of practice learning to be
achieved in simulated practice learning
environments. We are proposing that
practice learning provided through
stmulation can be increased but should
not exceed the number of hours spent

in actual practice placement settings.
This means students may spend more
time in simulated practice learning
environments than they do now. Do you
agree with this approach?

Greater use of simulation is beneficial, as is

role play with service users, as it encourages a
variety of learning strategies to be used, and can
expose students to skills that they have not seen
in practice, but it should not be at the expense of
practice hours.

There is emerging evidence supporting the use of
high fidelity simulation to complement clinical
placement experience as a way of preparing
students for practice together with the potential
to reduce the need for prolonged exposure to
clinical placements.!32 133, 134

As a first-year student, nothing prepares
you for what you may encounter on
placement, and no lecturer fully explains
the realities. I feel more simulation exercises
in smaller groups would be beneficial.

Survey respondent — first-year student in
Adult Nursing

However, not all AEIs and trusts have the
resource required and student feedback revealed
an absolute requirement to learn from and to be
with patients in the clinical environment.

I think there should be more hours in
practice and less hours in simulated
situations because the class sizes are too big
so often you don’t even get a chance to try
the skill you are learning.

Survey respondent — Student in Adult
Nursing

I believe simulation allows for a certain
amount of nursing skills to be acquired, but
personally the experience I have gained
during my placements so far (I am half way
through second year) has been invaluable.
Working in a real environment with
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direct patient contact has allowed for the
development of communication, assessment
and prioritisation skills.

Survey respondent — Student in Adult
Nursing

If simulation is to remain and even have an
increased role in nurse education, then the
NMC'’s role in quality assuring simulation
needs to be strengthened, standards need to
be developed to assure to ensure the rigour in
quality and clear responsibilities for AEIs and
government agencies.

Q48a. If you answered strongly disagree
or disagree do you think there should
continue to be a limited number of hours
that states the cap for simulation hours
used for practice hours

Yes.

Q48b. If yes, how many hours should
the cap limit be set at? Please state the
maximum number of hours to be used as
simulation for practice.

It is difficult; however, to give an exact number
of hours, but we would suggest 600 hours
maximum.

Q49. The draft pre-registration nursing
programme requirements allow
education institutions to decide what
is required from a student at each
progression point of their programme.
Do you support this approach?

Yes, but there must be clear progression points
and ease of transfer from one AEI to another
must be ensured.

Q50. Throughout our pre-consultation
engagement, the introduction of

a UK-wide national standardised
practice assessment document has
been frequently proposed to improve
consistency of outcome judgments on
student proficiency. Do you agree with
this proposal?

Yes, a national UK-wide practice assessment
document is vital, preferably this would be in
digital form. This has been very successful in
Wales through the All Wales Initiative.

A standard national final exam has been
discussed at various events but this would need
further considerable discussion and research as
to the most effective method.
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Q51a. If you agreed or strongly agreed
with the previous question, should the
NMC work with others to support the
development of a standardised practice
assessment document?

Yes, it should and this work should include AEIs,
employers, professional bodies, students and
service users. We would be very keen to support
the development of this work in partnership,
recognising the good practice already in place
across the UK.
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5. Consultation on prescribing
and standards for medicines

Mmanagement

Summary

The College is supportive of the NMC’s proposals
regarding newly registered nurses being
“prescribing-ready”, in terms of an enhanced
theoretical knowledge of pharmacology,
pharmacokinetics and medicines management.
There is clear evidence for the benefits that
nurse prescribing can bring for patients, nurses,
the wider health service and other health care
professionals. The benefits attributed to patients
include timely treatment, reduced waiting times
and Continuity Of Care,135’ 136, 137,138, 139, 140, 141, 142,

143, 144 with patients generally being in favour of
nurse prescribing, 45 146, 147,148, 149,150, 151 There is
also evidence for nurse prescribing leading to
improved nurse-patient relationships, longer
consultations, improved quality of care!®? 153 154
155 and increased patient choice.!%% 157 158 Patient
adherence to their medication is not, however,
affected by nurse prescribing.!*

Nurses reported a number of benefits accruing
from nurse prescribing and these included
increased nursing skills and knowledge,'¢% 161 162,
163, 164, 165, 166 greater job Satisfaction,167’ 168, 169, 170
more credibility and increased patient trust.'” 17
Nurse prescribers reported how their improved
knowledge about medications enables them to
participate in discussions about medications use,
and felt it was important to ensure that nurse
prescribing was not simply viewed as generating
prescriptions.!”® Further evidence suggests that
nurse prescribing enables nurse innovations,
especially in relation to nurse-led clinics,"*

175 specialist nurse clinics!”® and critical care
outreach clinics.'””

The benefits to the wider health service
associated with nurse prescribing are evidenced
as the potential for more appropriate prescribing
and reduced prescribing and associated cost-
effectiveness.!”® 179180 In studies evaluating nurse
prescribing, it was found to be as good as, or
better, than medical prescribing.!8! 182 183

Doctors and other health care professionals

are generally positive about the value of nurse
prescribing.'84 185 There is clear evidence
showing that nurse prescribing in a community
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setting improved team working because it freed
doctors up to see more complex patients and
less patients with minor complaints.!®¢ Similarly,
HIV nurse prescribing has been shown to free
up doctors and encourage skill-mix.!®” However,
there is some evidence on the potential for role
conflict and blurring the boundaries between
nursing and medicine, the possibility that

nurse prescribing could lead to the deskilling of
junior doctors and a reduction in doctor-client
consultations.!882 1885189 The NMC must ensure
that it communicates all evidence thoroughly,
and seek engagement from all professions, before
implementation.

The move to increasing the knowledge and
understanding of newly registered nurses may in
turn expand the numbers of nurses prescribing.
However, its implementation will also entail
challenges. A key one identified across a wide
range of existing evidence is the potential of the
nurse prescriber roles to be viewed as leading
to the “medicalisation” of the nursing role, with
the focus moving more to the curing end on the
Caring _ Curing continuum'l‘)o, 191a, 191b, 192, 193, 194,
195,196,197, 198 We are clear that the essence of the
nursing role is to provide care and are confident
that it is possible to extend nurse prescribing
without it having a detrimental effect in this
respect.

It will also be essential that nurse prescribers
are adequately recognised in their extended
role. This includes considering their capacity
when expanding their existing duties, including
adequate cover for nurse-led clinics, wider
organisational enablement of nurse prescribing,
such as no restrictions to hospital prescriptions
only"?, and facilitation of required CPD and
training.20%- 20! Failure to do so may significantly
jeopardise the benefits of nurse prescribing:

a study of mental health nurse prescribing in
Scotland, for example, found that more than
half of their nurse prescriber participants were
not prescribing. The reasons given included
additional workload and responsibility, lack

of support, and a belief that the initiative was
politically motivated, without any additional role
recognition.?*
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As these changes are rolled out, the NMC,
employers, AEIs and all the professional bodies
will need to collaborate to raise awareness

and educate others about the role of the nurse
prescriber, and its impact on the role of other
professions.?%% 24 The evidence is clear that both
health care organisations and higher education
institutions need to work closely and jointly
implement a number of changes to improve the
uptake and effectiveness of nurse prescribing.

Nurse prescribing needs to be supported through
the provision of mentorship and training
programmes?°> 2% support for supervisors, a
buddy system?"’, a change in organisational
culture and looking at improvements in the
assessment of nurse prescribers?%,

There is evidence in secondary care where

the financial arrangements between trusts
acted as a key barrier to the implementation of
nurse prescribing.??” There is further evidence
from general practice that while nurses with
prescribing qualifications may experience
enhanced career prospects, budget conscious
employers may question investing in a more
expensive resource when a nurse on a lower
salary may produce similar outcomes.?'” There
is also evidence suggesting that a lack of pay
incentive may contribute to a slowing down of
the development of nurse prescribing?'%:2!2 — this
is of particular relevance in the ongoing pay
restraint nursing is undergoing.

As set out above, protected time for CPD is
essential to ensure nurse prescribers can keep up
to date with their pharmacology knowledge and
skills?13214.2153nd employers must facilitate this.
Ongoing continuing education and evaluation

of nurse prescribing practice is fundamental to
ensure prescribing decisions remain safe and
clinically appropriate.2

Some evidence from general practice
recommends that a profess ional lead for practice
nurse prescribers should be funded by primary
care trusts (PCT), GPs should ensure protected
study time, and practice nurse prescribing
should be brought into line with PCT employed
nurses. Furthermore there should be a clear
pathway for nurse prescribers working in general
practice.??”

A wide range of evidence is available on

the content, planning and delivery of nurse
prescribing education?!8:219 220,221, 222,223,224, whjch
must be considered by AEIs and the NMC
throughout implementation.
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Responses to specific
questions

Q1. Do you agree with our proposal to
use the Royal Pharmaceutical Society’s
Single competency framework for all
prescribers as the basis for our nurse
and midwife prescribing proficiencies
and within our post-registration
prescribing programme requirements?

We agree with the proposal that a shared
competency framework should be in place, and
that this could be the RPS one as suggested. The
current RPS framework had nursing input, is
endorsed by the RCN and has been the subject
of an RCN Twitter chat, so whilst the RPS hosted
its creation, it is already an interprofessional
document. This is not, however, a substitute

for the essential development of new medicines
management standards. Many of our

members are concerned that the emphasis on
prescribing could overshadow the need to drive
improvements in medicines management.

I am concerned about the proposal to

make newly qualified nurses “prescribing-
ready”. I would say that there is currently

a huge amount of work needed to improve
nurses’ competence in the administration of
medicine, which should be addressed before
prescribing competencies are added.

Survey respondent — Registered Nurse in
Adult Care (hospital)

Q2. If you answered strongly agree or
agree to the question above, do you think
this will promote a shared approach

to prescribing competency between
professional groups?

We believe this approach to be essential.

Q3. Increasingly care is taking place
closer to home. In order to support the
needs of people through new models of
care it is important to increase nurse and
midwife access to prescribing support,
supervision and assessment. Do you
agree with our proposal to remove the
designated medical practitioner role and
title and replace this with a prescribing
practice supervisor and assessor roles?
This could be any registered healthcare
professional with a suitable prescribing
qualification and relevant prescribing
experience.
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We strongly agree with this proposal as this has
been a limiting factor. We do need, however, to
clearly define “relevant prescribing experience”.

When prescribing was in its infancy, medical
supervisors were required to give assurance.
Now that prescribing is advancing and there are
many non-medical prescribers, it is essential
that experienced prescribers will be able to
support and supervise others.

Q4. During pre-consultation engagement
potential risk areas of prescribing
practice were highlighted, for example
remote prescribing, cosmetic prescribing
and independent prescribing practice.
Do you agree that additional guidance

in such areas as prescribing practice
should be developed in line with the Code
to ensure the public who seek access to
these areas of prescribing practice are
protected?

We believe this is necessary. Prescribing
standards are essential for all prescribing health
care professionals, including doctors, to ensure
patient safety and we feel that this is the role of
the regulator. This should include the principle
that prescribing incorporates advanced level
assessment of the patient by the prescriber.

We need a framework for independent practice
outside NHS and organisational services, so that
nurses who practise with these skills can set up
independently or in groups (perhaps similar to
GP services). We also need to consider indemnity
arrangements for these nurses.

Q5. Currently a nurse or midwife has

to be registered for two years before
being eligible to undertake a community
nurse prescribing programme (known
as V150). We are proposing that
immediately after successful completion
of their pre-registration nursing
programme and following registration
a registered nurse or midwife can
complete the practice requirements of

a community practitioner prescribing
programme (known as V150). Do you
agree with this approach?

We agree that in certain settings it would be
beneficial to care if nurses could complete V150
immediately after registration. If this were to
happen then there should be more theory in the
pre-registration nursing programmes concerning
pharmacology, pharmacokinetics, medicines
management and patient safety related to the
administration of medicines. This will prepare
students for their future role and ensure they are
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“prescribing-ready”. 68% of our July 2017 survey
respondents either agreed or strongly agreed
with this position (see Appendix 1).

V150 is a very limited formulary and only really
applicable in specific service areas; this could,
however, be an opportunity to extend the nurse
formulary.

Despite this, we recognise that many of our
members have shared concerns that the pace

of becoming prescribing-ready may mean that
newly qualified nurses have less time to develop
and embed general competencies

T would strongly disagree with [newly
qualified nurses being ready to undertake
a prescribing course]. I feel that time to
embed knowledge and develop competency
in practice is important and will aid breadth
of knowledge - especially if more time is
focused on simulated learning - students
need to gain experience of real world
nursing before becoming prescribing-
ready, especially with an increasingly aged
population with complex health issues and
co-morbidities.

Survey respondent — Registered nurse in
Adult Care (hospital)

There should, therefore, be a nationally agreed
standard/approach to this issue. Whilst
preparation for prescribing is essential, we

also need to ensure that organisations have
clear opportunities for staff to exercise their
prescribing skills if this role is going to be taken
on immediately after registration.

Q6. We are consulting on the
introduction of teaching and learning of
prescribing theory into pre-registration
nursing degree programmes. This
means that newly qualified nurses in

the future will be ready to commence a
V150 prescribing programme following
tnitial registration as long as they have
the necessary support in place. This

is intended to support proficiency of
prescribing practice across a range of
settings at an earlier stage of a nurse’s
career. Do you agree with this approach?

We agree with this approach in principle, but
we have a number of concerns. Generally,
implementation will depend on the individual
practitioner and the context in which they work
— V150 is not applicable to all settings.

A clear definition of the proposed “necessary
support” is essential.
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The consultation text states:

Demonstrate the knowledge of
pharmacology, inform safe prescribing
from an AGREED FORMULARY
recognising...

This is a description of V150 prescribing, not a
preparation thereof. We would support this if it
is appropriately integrated into the programme
and clearly defined as a foundation level
approach with a progression to V300 later, as
part of advancing practice. The products and
medicines covered by V150 prescribing are
often currently covered using a Patient Group
Direction, but this would give a standardised
approach. As the curriculum content regarding
medicines management in pre-registration nurse
training is now being considered, it would be
timely to also consider the curricula for V150
and V300 to ensure a consistent approach and
avoid repetition.

Successful implementation will also depend on
assessor capacity. Currently, it is difficult to get
medical supervision and support in place, and
if doctors are assessors, they expect payment.
Until capacity is built in the workplace for other
prescribing assessors from other professional
groups e.g. pharmacists, there will be reliance
on this support and it is unclear how these extra
costs will be funded.

Ability to prescribe should always be based on
service needs assessment where the registered
nurse is working — it may not be necessary.

Q7. The needs of people are changing and
new models of care are emerging. Nurses
in the future will demonstrate evidence
of enhanced theoretical knowledge

that supports earlier progression
towards prescribing practice. We are
proposing that registrants complete

one year post-registration practice
(currently three years) in order to be
eligible to commence a supplementary /
independent prescriber (known as V300)
programme. Do you agree with this
approach?

As above, we agree with this in principle, but the
individual practitioner and the context in which
they work will need to be considered. Not all
settings require nurses to have V300.

This will depend on the competence, scope of
practice and readiness of individuals to progress
to advanced level practice. It is essential that

a formal programme of health assessment
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has been obtained (degree/masters) before
commencing a V300 programme; so realistically,
it would be difficult to complete the training in
less than two years.

Q8. Requirement 4.6.1 states that a
pharmacology exam must be passed with
a minimum of 80%. Do you agree:

Yes, as this is in line with the current standard
for other professions.

Q9. Requirement 4.6.2 states that the
numeracy assessment needs to be passed
with a score of 100%. Do you agree with
the pass score being 100%?

Yes, as this is in line with the current standard
for other professions.

Q10. Governance and policy decisions
about safe management of medicines
should be made by organisations who
deliver care and services to people and
patients. Do you agree?

There should be national standards to guide local
policy. It is essential, however, that AEIs and
organisations work together more closely than

is often currently the case to develop relevant
policies collaboratively. It is not acceptable

that due to organisational policies in some

areas, students are denied access to learning
opportunities that are available to students in
other areas.

Q11. Evidence based practice, policies
and standards of management of
medicines should apply to all health
care professionals rather than having
separate standards (set by us) that only
apply to nurses and midwives. Do you
agree?

Yes, we agree. There is an increasing move
towards integrated care teams and all policies
and standards must reflect this move.

Q12. How often do you use the current
Standards for Medicines Management?

Many of our members rely on the standards

in their daily work. Similarly, the RCN has
historically based much of the advice it gives to
members on the standards.

Q12a. If you do use the Standards for
Medicines Management standards, what
do you use them for?
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As a professional body they form the basis of
much advice and guidance given to members.
It is in fact one of the NMC documents most
frequently used by the RCN.

Q12b. Are there certain aspects of
our current Standards for Medicines
Management that you use more than
others?

We refer to the whole document depending on
the nature of the enquiry.

Q13. Do you agree with our proposals to
withdraw our Standards for Medicines
Management?

We agree that they are out of date and should be
withdrawn, but there must be new standards to
replace them. We would be keen to work with the
NMC, RPS and other stakeholders to develop the
new standards.

Q14. If you strongly disagree or disagree
with our proposals to withdraw our
Standards for Medicines Management,
what aspect of medicines management
guidance for nurses and midwives
would enhance public safety and public
protection?

We believe the main risk of withdrawal is the
potential for inconsistency of practise and the
subsequent increased risk to patient safety.
Hence we believe that a robust new Standard for
Medicines Management is essential to mitigate
this risk.

Q15. What do you perceive to be the
risks of withdrawal of our Standards for
Medicines Management?

See Q14 response.
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Appendix 1: Survey results

The survey was promoted on RCN social

media channels and mailed directly to a large
proportion of RCN members. We had 7,380 of
complete responses to this survey, the results

of which are presented below. The survey was
launched on Wednesday 12 July 2017 and ran for
two weeks.

We asked our members whether they agreed
with the RCN on statements relating to the
following:

« simulation in learning

» supervision and assessment arrangements
«  pre-registration prescribing

ability to undertake assessments.

We also provided an open-ended qualitative
question allowing members to comment more
broadly on anything they had been asked, or on
other issues relating to the NMC consultation.
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Summary of results

1. Are you a member of the RCN?

Response Response
Percent Total
2 No I 3.06% 226
Analysis Mean: 1.03 Std. 0.17 Satisfaction | 3.06 answered 7380
Deviation: Rate:
Variance: 0.03 Std. Error: 0.04 skipped (0]

2. What is your current role?

Response Response
Percent Total
1 Nursing/midwifery student - 12.32% 909
2 Health care assistant/health care support I 0.51% 38
worker
3 Assistant practitioner I 0.16% 12
4 Trainee nursing associate I 0.09% 7
5 Nurse educator in a higher education I 2.78% 205
setting
6 Nurse educator in a practice setting I 4.38% 323
7 Registered nurse or midwife working in a _ 61.61% 4547
practice setting
8 Registered nurse or midwife working in a . 6.50% 480
non-practice setting
9 Nursing researcher I 0.84% 62
10 Retired nurse or midwife I 1.61% 19
1 Other: . 9.19% 678
Analysis | Mean: 6.62 | Std. 2.51 | Satisfaction 56.24 answered 7380
Deviation: Rate:
Variance: | 6.32 | Std. Error: 0.03 skipped [0}
Other (please specify): (678)
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3. What is your main field of practice/work?

Response Response
Percent Total
1 Adult care (hospital) _ 42.13% 3054
2 Children and young people . 8.68% 629
3 Learning disability I 1.92% 139
4 Management, leadership and I 3.28% 238
support services
5 Mental health . 9.31% 675
6 Midwifery I 0.33% 24
7 Nurse education I 3.23% 234
8 Primary care, community/public - 19.34% 1402
health services
9 Other: - 11.78% 854
Analysis Mean: 4.1 Std. 3.25 Satisfaction | 38.78 answered 7249
Deviation: Rate:
Variance: 10.58 Std. Error: 0.04 skipped 131

4. Which country do you work/study in?

Response Response
Percent Total

2 Wales . 6.21% 458

3 Scotland . 9.95% 734

4 Northern Ireland I 3.16% 233

5 Other: I 1.75% 129

Analysis Mean: 1.43 Std. 0.92 Satisfaction | 10.64 answered 7380

Deviation: Rate:
Variance: | 0.84 Std. Error: | 0.01 skipped (0}
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The NMC says: Simulation allows students to learn or practise skills in a safe situation that imitates reality.
Currently, simulation may be used for up to 300 hours of the 2,300 hours practice learning time. The NMC

is proposing that this is increased to up to 50% of the 2,300 hours. This will mean that up to half of nursing
students’ placement hours may be achieved through simulation based learning.

The RCN says: Increased use of simulation of up to 50%, in place of practice hours, offers an opportunity for
teaching and learning new skills, but not achieving proficiency. However, for simulation to be effective, there
must be clear standards and quality assurance in place.

5. How far do you agree with this draft RCN statement?

Response Response
Percent Total

1 Agree strongly - 31.84% 2350

2 | Agree _ 41.36% 3052

3 | Neither agree nor disagree . 8.43% 622

4 | Disagree - 12.95% 956

5 | Disagree strongly I 5.42% 400

Analysis Mean: 2.19 Std. 117 Satisfaction | 29.69 answered 7380

Deviation: Rate:
Variance: | 1.37 Std. Error: 0.01 skipped 0

The NMC says: The proposed new NMC education framework suggests that the role of mentor be split into
practice supervisor and practice assessor, with a different person in each role.

The RCN says: We can see some merit in this proposal and believe that this has the potential to lead to more

objective and consistent assessment decisions, providing the correct standards are in place for each role.

6. How far do you agree with this draft RCN statement?

Response Response
Percent Total

1 Agree strongly - 21.63% 1596

3 | Neither agree nor disagree - 13.78% 1017

4 | Disagree . 10.30% 760

5 | Disagree strongly I 3.09% 228

Analysis Mean: 2.22 Std. 1 Satisfaction 30.5 answered 7380

Deviation: Rate:
Variance: | 1 Std. Error: 0.01 skipped (¢}
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The NMC says: The NMC is proposing that newly registered nurses should be “prescribing-ready”. This

means they will have learnt the theory required for the initial prescribing qualification in their pre-

registration education. Nurses could then choose to take an independent non-medical prescribing course

after registration.

The RCN says: We agree there should be more theory in the pre-registration nursing programmes about
pharmacology and medicines management. This will prepare students for their future role and ensure they

are “prescribing-ready”.

7. How far do you agree with this draft RCN statement?

Response Response
Percent Total

1 Agree strongly - 29.34% 2165

2 Agree _ 38.86% 2868

3 Neither agree nor disagree . 10.05% 742

4 Disagree - 14.82% 1094

5 Disagree strongly l 6.92% 511

Analysis Mean: 2.31 Std. 1.23 Satisfaction | 32.78 answered 7380

Deviation: Rate:
Variance: | 1.51 Std. Error: 0.01 skipped O

The NMC says: All newly registered nurses should be able to demonstrate and apply knowledge of
commonly encountered mental, physical, cognitive and behavioural health conditions, to inform a full
nursing assessment and the development and review of person-centred nursing care plans.

The RCN says: We believe that all newly registered nurses should be able to undertake commonly

encountered mental, physical, cognitive and behavioural assessments. These skills should be applicable
across all fields and included in the pre-registration programme, with a clear reference to the level of

competence required.

8. How far do you agree with this draft RCN statement?

Response Response
Percent Total

1 Agree strongly _ 44.70% 3299

2 Agree _ 47.52% 3507

3 Neither agree nor disagree I 5.07% 374

4 Disagree I 2.20% 162

5 Disagree strongly I 0.51% 38

Analysis Mean: 1.66 Std. 0.72 Satisfaction | 16.58 answered 7380

Deviation: Rate:
Variance: | 0.52 | Std. Error: 0.01 skipped (0}
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Appendix 2

Feedback from RCN Forums on skills and knowledge for different fields

Proposed skill

RCN Learning Disability
Forum

Children and Young People’s
Forums

Use manual techniques and electronic
devices to take and record and interpret
vital signs including temperature, pulse,
respiration (TPR), blood pressure (BP)
and pulse oximetry

KEY skill

Yes very necessary. These
need to be contextualised in
relation to Paediatric Early
warning scores/at all levels

Undertake venepuncture and cannulation
and blood sampling, interpreting routine
blood profiles and venous blood gases

Yes somewhat, perhaps
less so venepuncture but
interpretation and analysis
important

Somewhat relevant to CYP
nurses as well as interpreting
routine blood profiles and
venous blood gases

Set up, manage routine electrocardiogram
(ECG) investigations and interpret normal
and commonly encountered abnormal
traces

Uncommon

3 lead YES At point of entry to
the register

12 lead - post registration and
depending on speciality’

Manage and monitor blood component
transfusions

Less likely to see

At point of entry to the register

Manage and interpret, cardiac monitors,
infusion pumps, blood glucose monitors
and other monitoring devices

Important to understand and
use

Yes in an incremental approach
and built into models of
preceptorship

Accurately measure weight and height,
calculate body mass index and recognise
healthy range and clinical significance of
low/high readings

Very important and features as
a significant issue in LD care

Yes - concerned that child
development missing, child
health surveillance, milestones
and theories

Undertake a whole body assessment
including respiratory, circulatory,
musculoskeletal, cardiovascular and skin
status

More emphasis on this

YES - concerned that neuro
is missing, very important
through the age ranges

stool specimens, undertaking routine
analysis and interpreting findings

Undertake chest auscultation and Yes With post registration and
interpret findings depending on speciality
Collect and observe sputum, urine and Yes Yes at point of entry to the

register

Measure and interpret blood glucose
levels

Absolutely YES

Yes at point of entry to the
register

Recognise and respond to signs of mental,
emotional or physical abuse

YES critical skills to have

YES and safeguarding,
SEXUAL and FGM

Undertake a full cardiovascular risk
assessment

In principle YES

Have knowledge and
understanding - Children tend to
have more respiratory problems

Undertake and interpret neurological
observations and assessments

Yes and suggest capacity ,
consent, best interests too

Yes at point of entry to the
register

Identify signs of deterioration and sepsis

YES critical skill set

Yes at point of entry to the
register

Administer basic mental health first aid

YES critical skill set

Yes at point of entry to
the register - could be
strengthened especially
motivational interviewing

and anaphylaxis, providing appropriate
intermediate life support

particularly key issue for
people with LD

Administer basic physical first aid CRITICAL/ ESSENTIAL for ALL | Yes
registrants and HCSWs
Recognise and manage seizures, choking Yes critical and this is a Yes
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RCN Mental Health Forum response

Standards of Proficiency of Registered Nurses

o In general, does not reflect or place enough emphasis on fields of nursing beyond adult nursing.

o The documents do not place enough distinctiveness or emphasis on the uniqueness of each field. We
would have preferred to have seen a Core Skills Framework and a separate skills framework for the
each branch. In particular we would like to see more emphasis in section 2 on promoting psychological
wellbeing among other things.

3. Requirements for pre-registration nurse programmes

o We have continued concern about the wide variation of programme experiences between AEls and
wonder what the NMC are doing to ensure that this is addressed via the new framework and standards
- the document continues to give considerable autonomy to AEls, which is important, but does not
necessarily go far enough to develop more consistent academic nurse training courses.

o Generic and field specific hours again are not clear and leave it exposed to too much variation across
programmes e.g. some courses may have a lot of physical health generic components for the MH
branch, but others may be more limited, effectively leading to people registering with different levels
of experience and understanding about the role of the mental health nurse in supporting good physical
health.

o We believe the NMC should set standards in the following areas; criteria for literacy, numeracy and
literacy, practice and theory hours ratios and the ability to decide what is required from a student at
each progression point. We are concerned about the wide variation in nurse training experience and
believe the NMC at this point should be setting more explicit standards to achieve a more consistent
standard of nurse registrants in future years.

4. Education Framework requirements for learning and assessment

o We strongly believe that those assessing in practice (Practice Supervisors) should be registered
nurses in the field of practice they are training in. From a day-to-day practice and perspective this
is critical for students to develop essential skills - the practice supervisor essentially is the key role
model in a placement and pivotal to the development of knowledge and skills in practice. The idea of
having practice supervision from a different registered professional completely disregards the cultural
distinctiveness and differences of various professional groups.

o We think supervisor proficiencies should be set by the NMC - locally based proficiencies will leave too
much variation in standard/ quality of practice-based supervisors and other new roles.

5. Standards for Education and Training

o The five pillars are useful, but we are not sure it goes far enough to address the wide variations in
course content across AEls. In particular, variations in curricular and content require further work
in these proposals. In a similar way that through revalidation the NMC has developed core materials
to remain competent in practice, there is an opportunity for the NMC to identify core materials for
training (which AEls can use as the basis of its curriculum design).
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RCN CYP forums also feel the following are missing:

¢ communicate with children and young people in an age (or developmentally) appropriate and child-
centred way

* lack of listening and talking skills

e therapeutic play

* enteral feeding

« care of central line/TPN

¢ management of fluid therapy

e tracheostomy care

e care of the dying child and care of the child after death

¢ eye and mouth care

¢ injection techniques (diabetic child for example)

¢ personal hygiene

¢ administration of medicines

« oxygen therapy/suctioning

e caring for the ventilated child

» aseptic technique/wound care

* stoma care

* catheterisation

< no mention of skills such as motivational interviewing or advanced communication, the lack of MH skills is
very disappointing

* neurovascular assessment

» clinical holding/restraint/distraction therapy

« child development, child health surveillance, milestones and theorists

¢ health promotion, including emotional wellbeing such as WRAP training or equivalent

e care of child with IV fluids, syringe driver, subcutaneous infusions

e pain assessment and management using appropriate tools

« feeding: breast, oral, enteral, parenteral, IV, etc.

¢ elimination: normal, assisted, urostomy, stoma care

« play, development and distraction

¢ communication skills (play, disability, non-verbal, non-English-speaking, signing, Makaton, child-centred ,
presentation and representation)

¢ negotiation, empowerment and delegation skills to include Rights of the Child evidence base

¢ lobbying, advocacy, diversity skills

¢ medication management skills including numeracy

¢ assessment of hydration and dehydration and developmental assessment

¢ involve the child, young person and family in care delivery

¢ recognise and care for the dying child

* deliver basic bereavement support

* break bad news
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