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PROMOTION OF SAFE, HIGH QUALITY HEALTH AND SOCIAL C ARE IN 
UNDERGRADUATE CURRICULA 

 

Introduction 
 
This guidance aims to build on the publication “Safety First:  A Framework for 
Sustainable Improvement in the HPSS” (March 2006 DHSSPS) in relation to 
undergraduate education.  The aim of this guidance is to promote the concept of 
safe, high quality care across all healthcare and social work curricula and instill a 
culture which recognises patient / client safety as the number one priority.  It is 
recognised that much work has already been undertaken within specific curricula 
to promote both multidisciplinary and uni-disciplinary education on the topic of 
high quality care but what is needed is an explicit focus on safety and quality.  It 
is further recognised that to gain essential skills and competencies in safe 
practice a student on placement needs to be accepted and recognised as a 
member of the multidisciplinary team and not merely as an observer. 
 
This guidance builds on discussion which has taken place with academic leaders 
from both the Queen’s University of Belfast and the University of Ulster.  The key 
stakeholders involved were those responsible for the teaching of students of 
dentistry, medicine, midwifery, nursing, pharmacy, professions allied to medicine 
and social work.  Safe, high quality care is the common thread which crosses all 
undergraduate curricula in healthcare and social work. 
 
The guidance is divided into three sections: 
 

1. screening of students undertaking healthcare and social work 
studies; 

 
2. safe, effective practice as part of clinical and social care governance; 

and 
 

3. supporting documentation including useful references and further 
information. 

 
A number of annexes are included which provide more detail and examples to 
support the above three sections. 
 
Conclusion 
 
This document and appendices are aimed at promoting an understanding of how 
to ensure safe, high quality health and social care.  It is a generic document 
applicable to all core disciplines in healthcare and social work and is designed to 
assist universities in a structured, coordinated approach to their teaching of 
Clinical and Social Care Governance to undergraduates. 
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SECTION 1 – SCREENING OF STUDENTS UNDERTAKING HEALTHCARE 
AND SOCIAL WORK STUDIES 
 
 
1.1 Screening of students 
 
Applicants for admission to all healthcare and social work courses which include, 
or may include, periods of practice placement involving substantial access to 
children and/or vulnerable adults, are subject to checks under the Protection of 
Children and Vulnerable Adults (NI) Order 2003 (POCVA*) against information 
held by the police (PSNI or Garda Siochana as necessary), the DHSSPS, the 
Department of Health (England and Wales) and the Department of Employment 
and Learning in relation to behaviour which might have a bearing on their 
suitability for placement or employment after graduation (it should be noted that 
the only hospitals currently covered by POCVA are designated children’s 
hospitals but new legislation is being drawn up which will cover the loophole 
which exists at present in relation to other hospitals). 
 
 
1.2 Current practice in N. Ireland is shown at Tabl e 1. 
 
Table 1: Current Practice re POCVA Checks by Healthcare and Social Work 
Degree Courses 
 

 Medicine  Dentistry  Pharmacy  Nursing  AHP Social 
Work 

ENTRY       
POCVA Check �  �   �  �  �  (3) 
DURING       
Annual POCVA Check    (2)   
Annual Self 
Declaration 

   � (UU) � (UU)  

POCVA Check Prior 
To Every Placement 

     �  

COMPLETION       
POCVA Check By 
University prior to 
registration 

   � (QUB)   

POCVA Check By 
 Employer 

�  �  �  (1) �  �  �  

 
1. POCVA checks will be a condition of entry to the MPharm course at QUB 

from 08/09 onwards and this has been included in the undergraduate 
prospectus for 08/09.  All students already on the course will be informed 
that they will be subject to a POCVA check before going on clinical 
placements in 07/08. 

                                                 
* POCVA will be replaced by a new vetting and barring scheme 
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2. QUB nursing and midwifery students are required to inform the School of 
any change or potential change in criminal history at any time throughout 
their course. 

3. Social work students are also required to register with the Northern Ireland 
Social Care Council (NISCC) as a condition of entrance to the course. 

 
1.3 Recommended best practice for checks for health care and social 

work courses 
 
1.3.1 Entry to the Course 
 
All applicants, upon confirmation of an offer of a place on a healthcare or social 
work course, are required to complete a Consent & Declaration Form which:  
 

·  provides details of any criminal history (the applicant must indicate if they 
have ever been convicted of a criminal offence, cautioned by the police, or 
bound over, or anything else that appears on a criminal record including 
minor offences such as motoring offences and ‘spent’ convictions); and 

·  gives permission for a POCVA check to be undertaken. 
 

A copy of the declaration form currently in use at one university is provided at 
Appendix 1 (a). 
 
If an applicant withholds his / her consent, or does not reply within 2 weeks of 
receiving the form, his / her offer of admission becomes invalid. 
 
Where the POCVA check reveals no relevant information in relation to criminal 
convictions, the applicant’s offer is automatically confirmed. 
 
Where the check reveals a criminal record, University procedures are followed to 
ascertain the applicant’s ‘fitness to practice,’ ‘fitness to register’ and their 
potential employability on completion of the course. 
 
1.3.2 During the Course 
 
Students are required to complete an Annual Declaration Form at the beginning 
of each academic year to: 
 

·  declare any criminal offences, charges, cautions etc they may have 
incurred or that may be pending; OR 

·  confirm they have not acquired any criminal charges or offences 
during the past year / since commencing the course. 

 
An example of such an annual declaration form is provided at Appendix 1(b). 
 
Students must be made aware that deliberate inaccur ate/untruthful 
completion of a Self Declaration Form will be viewe d as serious 
professional misconduct and dealt with accordingly.   Students should be 
advised “if in doubt, declare.” 
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1.3.3 Completion of the Course 
 
All healthcare students are required to complete a further self declaration form.  
Social work students are required to re-register with NISCC on the social work 
part of the register in order to practice as a registered social worker. 
 
 
1.4 Student responsibilities and learning outcomes 
 
Students must: 
 

- understand the necessity and importance of the criminal records 
checks under the POCVA Order (2003) in relation to behaviour which 
may have a bearing on their suitability for placement or future 
employment; 

- be aware of duty to inform the School immediately of involvement in 
any criminal activity and, where applicable, the professional regulatory 
body; 

- accept responsibility to disclose details of all convictions, cautions or 
bind-over orders; 

- understand their obligations as students in a healthcare or social work 
profession in relation to conduct, performance and behaviour; and 

- understand that misconduct (whether inside or outside the university) 
will be taken seriously and that particularly firm action will follow any 
abuse of others, violence / threat of violence, dishonesty and drug or 
alcohol related intoxication. 

 
Placements: Where the applicants are to be formally employed by a Health and 
Social Care Board or Trust for a placement period, the Board or Trust shall be 
responsible for initiating the POCVA checks.  For other applicants, the University 
shall be responsible in relation to healthcare students.  In the case of social work 
students, placement providers (whether in the statutory, voluntary or private 
sectors) are responsible for initiating POCVA checks for students undertaking 
practice learning in their organisation. 
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SECTION 2 – SAFE PRACTICE AS PART OF CLINICAL AND SOCIAL CAR E 
GOVERNANCE 
 
2.1 An explicit focus on safety 
 
Much material relevant to improving patient and client safety is already implicit in 
undergraduate curricula but it is recognised that there needs to be an explicit 
focused and coordinated approach to instill the knowledge, skills and attitudes 
needed for safe practice.  Fundamental to this is instilling in undergraduates: 
 

·  recognition that health and social care is not as safe as it should be and 
that we need to significantly improve. Recognising that there is a problem 
is an important basic step for teachers as well as students; 

·  recognition of the risks involved in healthcare and social work; 
·  the primary importance of patient and client safety; and 
·  recognition that social work has specific legal duties to promote the 

welfare and safety of children. 
 
2.2 The problem with health and social care 
 
The average healthcare organisation performs many very complex and risky 
procedures in a time pressurised environment every day.  The same applies in 
social work although the procedures are different – social workers work with 
some of the most vulnerable and excluded people in society and their daily 
practice involves assessing and managing risks in volatile and complex situations 
primarily in the community.  The human beings carrying out these complex tasks 
in these environments will make errors.  95% of errors that cause harm involve 
conscientious competent individuals trying hard to achieve a desired outcome – 
only 5% of harm is caused by incompetent health and social care professionals 
or poorly intended care.  The traditional equating of errors and mistakes with 
personal failure or incompetence leads to ignorance about or denial of the 
circumstances that result in mistakes and harm.  There is a great need to move 
from the assumption of error free performance if highly trained to how to ensure 
errors are minimised and those that occur are detected and mitigated before they 
cause harm i.e. a safety environment.1 

 
2.3 Components of a safety environment 
 
The fundamental components of a safety environment1 include: 
 

·  effective teamwork and collaboration between disciplines; 
·  structured systems; 
·  open communication surrounding errors and shared learning; and 
·  patient/client involvement. 

 
Much is already taught in undergraduate curricula about teamwork, 
communication and patient/client involvement but traditionally little if anything has 
been taught about the systems of healthcare and the necessity of respect for 
these systems.  Similarly while the statutory basis for social work practice is 
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addressed in teaching, there would not be the same emphasis on teaching about 
the systems to support safe and accountable practice.  
 
Undergraduates need to be taught about systems that help ensure protection 
against error/avoidable harm by decreasing reliance on memory and cognition 
and respect for these systems needs to be instilled. Systems include legislation 
and low tech systems such as written guidelines, protocols, reminders, visual 
prompts and standardised forms for completion.  High tech systems include 
infusion pumps, bar coding and computerised medication systems. 
 
Anaesthetics utilises highly standardised systems and it is no coincidence that 
anaesthetics is the safest healthcare specialty. 
 
It is important to instill recognition at undergraduate level that patient/client safety 
is the number one priority in healthcare and social work. In addition, students 
should know that the internationally recognised key dimensions of a high quality 
service include that it is: 
 

(a) safe – avoidance or reduction of actual or potential harm; 
(b) effective - practical examples of how interventions achieve desired 

outcomes, the use of evidence based practice, delivered to 
established  standards with practical examples of this e.g. National 
Institute for Health and Clinical Excellence, Social Care Institute for 
Excellence; 

(c) patient/client centered –  based on and responding to patient / 
client’s needs with dignity, respect, confidentiality and an 
understanding of the principles of consent to treatment; 

(d) timely - the right care at the right time delivered seamlessly, topics 
covered should include the need for integrated working across 
different programmes of care, with practical examples of the 
benefits and risks for patients and clients; 

(e) efficient; and 
(f) equitable. 

 
 
2.4  Clinical and Social Care Governance (CSCG) 
 
Clinical and Social Care Governance (CSCG) is the framework through which 
HSC organisations are accountable for continuously improving the quality of their 
services and safeguarding high standards of care.  Undergraduates need to learn 
about and understand the key components of CSCG which include: 
 

·  recognition of the crucial role of patient / client involvement in delivering 
a safe, high quality service.  Most patients and service users want to 
play an active role in decisions about their treatment or care plans.  They 
want information about the choices open to them, they want fast, 
effective advice and care when they need it, they want to know what 
they can do to help themselves and they want to decide what’s best for 
them and not to be told what to do.  Patients and service users are also 
a valuable source of information about the quality and provision of the 
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services they receive and often have simple, yet effective, ideas about 
how services can be improved.  Further information is provided at 
Appendix 2; 

·  the importance of evidence based practice in reducing unacceptable 
variation in healthcare and social work; 

·  the necessity to keep up to date via continuing professional 
development; 

·  individual accountability and “speaking-up” as part of a safety culture.  
Once students set foot in a health and social care setting they join the 
front line.  Like the healthcare and social work professionals they will 
become, students have the opportunity to contribute to the safety and 
quality of care provided.  This includes speaking up when things go 
wrong although it is recognized that this may be difficult for students in 
our hierarchical structures; 

·  the importance of risk assessment and risk management including 
adverse incident / near miss reporting and complaints management; 

·  the imperative of learning lessons from what has gone wrong (including 
from regional and national  reports such as Murtagh, McCleery, 
McClarnen, Briggs, Bristol, Shipman and Climbe) and addressing 
deficiencies so as to prevent reoccurrence; 

·  the importance of supervision / support and mentorship; 
·  the principles of audit and the necessity to ‘close the loop; and 
·  appraisal and professional regulation (Appendix 3). 

 
The Northern Ireland Clinical and Social Care Governance Support Team4 is 
available as a resource to the universities.  Materials available include practical 
guides/workbooks such as a portfolio for GPs and a practice workbook for social 
care governance. 
 
2.5 Why things go wrong  
 
Undergraduates should be helped to understand the common reasons why care 
is not as safe as it should or could be: 
 

·  failure to recognise; 
·  failure to rescue / act; 
·  failure to communicate; and 
·  failure to plan.  
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2.5.1 Failure to recognise 
 
Assessing Deterioration of Condition or Circumstances 
 
It is recognised that most changes in health or social status are not sudden or 
unpredictable.  The Resuscitation Council (2006) suggests that in many 
instances progressive physiological deterioration occurs over a period of time 
and “is either not noticed by staff or is recognised but treated poorly.” The 
consequences are that “many cardiac arrests, deaths and unplanned admissions 
to intensive care are associated with the failure to establish appropriate and early 
preventative treatments.”5 

 

Likewise in social work, failure to assess the deterioration of circumstances and 
instigate appropriate action can lead to significant harm or even death; examples 
include situations of domestic violence, child abuse or potential for self-harm.  In 
these situations the same principles apply, ie early detection of increased risk or 
changed circumstances requires prompt intervention and effective management.  
 
Proper care of the ‘at risk’ patient/client requires a multi professional approach 
and demands good teamwork. 5  
 
Student responsibilities and learning outcomes 
 

·  recognise the factors associated with risk of deterioration in the physical, 
psychological or social well being of patients or clients and/or their 
circumstances, to facilitate early detection of deterioration; 

·  prioritise and act effectively to prevent deterioration of physical, 
psychological or social well being of patients/clients; 

·  be aware of the signs and symptoms of deterioration or indicators of 
abuse and apply this knowledge to identify the ‘at risk’ patient or client;  

·  use recognised and agreed early warning scores or assessment tools to 
aid early identification and assessment of risk.  Specific tools are available 
for different client groups and some examples are given at Appendix 4.  It 
is important to note that those given are examples only of what is 
accepted currently- a good tool today may be out of date tomorrow.  
Universities need to ensure that curricula encompass current best practice 
and / or Departmental guidance in respect of any tools/procedures taught; 

·  acknowledge own limitations and promptly identify the most appropriate 
person within the Multi Professional Team to carry out a comprehensive 
assessment of risk and work with the patient/client so as to ensure that 
any immediate necessary action is taken; 

·  demonstrate effective communication to initiate timely and efficient 
management of the situation (SBAR tool recommended, see Appendix 5); 
and 

·  where appropriate, ensure involvement of line management in planning 
and responding to identified risk. 
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2.5.2 Failure to rescue/act 
 
‘Rescue / Action’ will be very specific to the clinical / social work situation in 
question and management of these situations will already be covered in 
undergraduate curricula. 
 
2.5.3 Failure to plan 
 
Failures often occur because organisations have not put in place specific 
structures, protocols, policies and guidelines that underpin the provision of safe 
care.  Failure to plan can also occur because of the action / inaction of individual 
professionals, for example, in relation to making a diagnosis / assessment, 
drawing up a treatment or management plan or in relation to specific 
interventions such as calling a rescue team or planning an admission to care. 
 
2.5.4 Failure to communicate 
 
Effective communication is an underpinning theme of the clinical and social care 
governance agenda and poor communication is often cited as a key factor when 
things go wrong in healthcare and social work.  It can be difficult for staff to 
ensure that all professionals engaged in a patient’s or client’s care are fully 
informed and kept updated of any changes. 
 
Common communication failures that result in harm to patients/clients include:  
 

·  failure to communicate known patient/client/carer information to 
professional colleagues and other members of the multidisciplinary team.  
This can occur for many reasons including: 

 
- information not recorded in care records; 
- assuming wrongly that information has been passed on; and 
- recognising a problem but afraid to “speak up” and / or presuming 

that the other person must know about it. 
 

·  providing care where information is incomplete or missing including: 
 

- poor record keeping eg allergy status not documented, respiratory 
rate not recorded, suicidal risk assessment documentation 
incomplete; and 

- records unavailable. 
 

·  poor hand over of care so that key information is not communicated; this 
can occur in a variety of situations including: 

 
- shift change; 
- from one professional to another; 
- transfer of care to another team; 
- admission to care; and 
- hospital to community (including GP) and vice versa. 
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·  communication with patients/clients/carers about important aspects of 
treatment/management/care plan which has not been fully understood; 
examples of resultant problems include: 

 
- mistakes with medication (wrong dose, drug interactions); 
- unprepared for a medical procedure (eg eating / drinking before an 

anaesthetic); and 
- necessary supervision does not occur (child protection and mental 

health settings). 
 
The following quote refers to patients but equally applies to clients and carers: 
 
“The active role of patients in their care should be recognised and encouraged.  
Patients have a key role to play in helping to reach an accurate diagnosis, in 
deciding about appropriate treatment, in choosing an experienced and safe 
provider, in ensuring that treatment is properly administered, monitored and 
adhered to, and in identifying adverse events and taking appropriate action.” 6 

 
Student responsibilities and learning outcomes 
 
Students should be able to: 
 

·  communicate effectively with patients, clients and their carers; 
·  understand the importance of effective team working and the role they 

play in the multidisciplinary team; 
·  identify the barriers to good communication; and 
·  understand their obligations in relation to good record keeping. 

 
Skills requirement 
 
In order to demonstrate their competence students must demonstrate that they 
have the following skills: 
 

·  explain their role and purpose of contact; 
·  involve all key people, including carers, in the decision making process; 
·  listen actively to what people have to say; 
·  inform people about what steps need to be taken; 
·  give information about treatment / care options and likely outcomes; 
·  seek and gain consent for treatment or care; 
·  clearly explain reasons for any action to be taken without consent  (eg 

under the Mental Health Order or legal action in child protection); 
·  seek and gain consent for treatment or care; 
·  be honest if they cannot offer the treatment or care needed; 
·  recognise the expertise of patients or service users about their own 

situation and have regard for their wishes; and  
·  encourage and support people to give feedback about the quality of 

services, and where appropriate, to make a complaint. 
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(A very effective communication tool for patients / clients is Ask me 3 
described at Appendix 5) 

 
2.6 Making Care Safer 
 
Solutions and tools/techniques to make care safer will be discipline specific but 
all undergraduates should receive teaching on human factors, communication 
skills2 and team working.  All students should be able to carry out basic first aid 
and health care students should be competent in cardiopulmonary resuscitation 
(CPR).  
 
Two causes of harm in particular are internationally recognised as meriting 
special attention.  These are: 
 

·  harm from medication; and 
·  healthcare associated infection. 

 
2.6.1 Medication harm 
 
Medication errors are the most common single preventable cause of patient 
injury and adverse drug events (harm from medication) present the single 
greatest risk of harm to patients in any setting.  Likewise, many social work 
clients are at risk of harm from medication and social workers need to be aware 
of the importance of the safe management of medication. 
 
Reducing the incidence of adverse drug events is not just the job of pharmacists, 
nurses or doctors but is the job of anyone who interacts with patients and clients.  
Organisations that have been most successful in reducing harm from 
medications have made changes for improvement in four fundamental areas in 
parallel: 
 

·  culture; 
·  high-hazard medications; 
·  core medication processes; and 
·  reconciliation. 

 
A few key points about each of these four areas are provided at Appendix 6 
along with a reference to good practice in social care; the different undergraduate 
schools should major on specific topics in detail, as appropriate.  The Northern 
Ireland Medicines Governance Team already contributes to undergraduate 
curricula and alerts students to medication related risks. 
 
2.6.2 Healthcare Associated Infection (HAI) 
 
Healthcare associated infections are a major cause of morbidity, mortality and 
excess costs despite work on infection control that has been ongoing for the last 
fifty years.  In recent times treatment of these infections has become more 
complex due to an alarming rise in antibiotic resistance.  Infections caused by 
methicillin- resistant Staphylococcus aureus (MRSA) are particularly problematic 
and their incidence has steadily increased over the past decade.  The intensive 
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antibiotic therapy used to treat MRSA and other antibiotic-resistant pathogens 
predisposes to infection with Clostridium difficile (C. difficile) which itself can then 
be transmitted from patient to patient via the hands of staff and the environment.  
The incidence of C. difficile is also increasing and, worryingly, a new and more 
virulent strain is circulating internationally. 
 
Reducing MRSA infection (and other HAIs) is multifactorial and components 
include: 
 

·  hand hygiene; 
·  decontamination of the environment and equipment; 
·  active surveillance; 
·  contact precautions for infected and colonised patients; and 
·  fastidious care of invasive devices such as central venous lines and 

ventilators. 
 
The details of these components will be taught in the various schools as 
appropriate but Hand Hygiene warrants special emphasis in the teaching of all 
health and social work students.  MRSA (and other infections) are not confined to 
hospital settings and can also be found in the community (e.g. residential/nursing 
homes) and in patients’ homes. 
 
Student responsibilities and learning outcomes 
 
Students must: 
 

·  understand that MRSA infection is serious and causes needless morbidity 
and mortality; 

 
·  be aware that they are individually accountable for reliable performance of 

basic infection control practices such as hand hygiene; 
 
·  realise that by far the principal mode of spread is via the contaminated 

hands of caregivers and that even casual contact with the patient / client 
or their immediate environment can contaminate the caregiver’s hands.  
MRSA can survive for hours or even days on inanimate objects such as 
table tops, bed rails, computer keyboards etc; 

 
·  be aware that whereas gloves provide some protection, hands are 

frequently contaminated in the process of removing gloves; 
 

·  understand that hand hygiene is of pivotal importance in preventing the 
transmission of MRSA from patient to patient, even if the patient is on 
contact / barrier precautions and gloves are worn; 

 
·  understand that personal equipment such as stethoscopes, thermometers 

etc if inadequately disinfected, can become an inadvertent source for 
transmission of MRSA to other patients; and 
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·  be made aware that alcohol hand rubs rapidly kill bacteria including MRSA 
but have no effect on C. difficile spores. 

 
Clinical teachers and, where appropriate, social work practice teachers, must 
ensure that all students: 
 

·  understand key elements of hand hygiene practice (and demonstrate 
knowledge); and 

 
·  use appropriate technique when cleansing their hands (and demonstrate 

competence). 
 
2.6.3 Basic Life Support and First Aid 
 
Sudden cardiac arrest, particularly from coronary heart disease, remains one of 
the commonest causes of death in the United Kingdom.  Many of these deaths 
occur outside of the hospital setting in the community.  All healthcare and social 
work professionals may be called upon to assist in the management of a cardio–
pulmonary resuscitation.  The aim is to increase the chances of survival of the 
arrest.  The single intervention that improves the prognosis in a cardio-pulmonary 
arrest is early external defibrillation.  Many public places now have automated 
external defibrillators (AED) and many lay people have been trained as “first 
responders”.  Whilst the level of knowledge and detail will vary depending on the 
primary role of the student in healthcare or social work, all students should have 
a working knowledge of how to assist in cardio-pulmonary resuscitation.  It is 
recommended that social work students are trained as ‘First responders.’ 
Learning Outcomes (appropriate to medical and nursing students) are provided 
at Appendix 7.  
 
All students should be taught basic first aid. 
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APPENDIX 1 (a) 
 
Form currently used for undergraduate nursing cours es at QUB 
 
SECTION 10.  PROTECTION OF CHILDREN AND VULNERABLE ADULTS 
(POCVA) CHECK. 
 
NB: YOU MUST COMPLETE AND RETURN THIS FORM WITH YOUR 
APPLICATION FORM OTHERWISE YOUR APPLICATION TO THE 
PROGRAMME WILL BE REJECTED AT THIS POINT. 
 
NAME:  COURSE:  
 
National Insurance Number  ________________________  
 
INFORMATION ABOUT, AND CONSENT TO THE POCVA CHECK O F 
APPLICANTS FOR POSTS INVOLVING WORK WITH CHILDREN A ND 
VULNERABLE ADULTS . 
 
Admission to healthcare courses is subject to The Rehabilitation of Offenders Act 
(1974) Section 4 (2) (Exemption) Order 1975; The Rehabilitation of Offenders NI 
Order 1978 and DHSS Circular HV (88) 0 guidelines regarding child protection 
and police checks  and The Protection of Children and Vulnerable Adults (NI) 
Order (2003). A POCVA (NI) check is made to ensure that people who might be 
a risk to children and vulnerable adults are excluded from the programme. 
 
The programme for which you have applied involves substantial access to 
children and vulnerable adults.  As part of the selection process POCVA checks 
are required. The checks will indicate whether you have a criminal record, or 
whether the DHSSPS holds any other information about you which might have a 
bearing on your suitability for entrance to a nursing course.  Any information 
received will be treated confidentially, and may be discussed with you before a 
final decision is made.  After a final decision is made the information will be 
destroyed. 
 
We will only ask for the check if you are being made a conditional or 
unconditional offer. When providing us with this information, you must  tell us if 
you have ever been convicted of a criminal offence, cautioned by the police, or 
bound over, or anything else that appears on your criminal record, or have any 
prosecutions pending.  You must include all offences, even minor matters such 
as motoring offences, and ‘spent’ convictions, including, things that happened a 
long time ago.  Please complete the slip below to give us this information and 
return it with your application form.  Applicants whose checks reveal a criminal 
record not originally declared on this form will have their applications or any 
subsequent offer withdrawn irrespective of whether or not they have registered 
with the University. 
 
An applicant who attracts a criminal record after applying and before  the date of 
admission to the University must inform the School of Nursing Registry Office 
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Manager in writing without delay. If an applicant has failed to disclose the 
information required, they will have their application, or any offer, withdrawn.  
 
This form asks you to give written consent to the POCVA check. Please note 
that if you do not consent, your application will b e rejected.  
 
DO YOU CONSENT TO PRE-EMPLOYMENT AND POCVA CHECK? 
 
YES ��� �  NO ��� �  
 
DO YOU HAVE A CRIMINAL RECORD 
 
YES ��� �  NO ��� �  
 
If YES, please list below details from your complete criminal record , including 
all prosecutions pending.  Give as much detail as you can, including, if possible, 
the offence, the approximate date of the court hearing and the court which dealt 
with the matter. You may continue on a separate sheet and attach it to your 
application providing you sign and date it. 
 
 
 
 
 
 
 
 
I understand that a POCVA check must be carried out before my selection can 
be confirmed and I am aware that my full criminal record, including spent 
cautions and convictions, will be disclosed. The need for my criminal record has 
been explained and the information I have given above is accurate. I consent to 
the check being made and I understand that non-declaration will result in my 
application being rejected. 
 

SIGNATURE:  DATE:  
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APPENDIX 1 (b)  
 

DECLARATION FORM 
POCVA (NI) CRIMINAL RECORD CHECK  

 
The course for which you are enrolling is a ‘regulated position’ under Article 31 of 
The Protection of Children & Vulnerable Adults (NI) Order 2003.  It may involve 
access to children and/or vulnerable adults and is therefore subject to a criminal 
record check under this order on initial registration. 
To ensure that students are not enrolled who might be a risk to children and/or 
vulnerable adults while on periods of placement, you are asked to complete the 
declaration below: 
 
Since your initial registration onto this course, 
do you have any prosecutions pending?  �   Yes �   No 
       (please tick (� ) as appropriate) 
If YES, please give details. 
________________________________________________________________
________________________________________________________________ 
________________________________________________________________
________________________________________________________________ 
 
Since your initial registration onto this course, have you been  
convicted at a court or cautioned by the police for any offence? �   Yes �   No 
       please tick (� ) as appropriate) 
 
If YES please list details of all convictions, cautions or bind-over orders.  Give as 
much information as you can, including, if possible, the offence, the approximate 
date of the court hearing and the court, which dealt with the matter.  Continue on 
a separate sheet of paper if necessary. 
________________________________________________________________

________________________________________________________________

________________________________________________________________ 

Since your initial registration onto this course, have you been  
the subject of an Adult or Child Abuse investigation?    �   Yes �   No 
       (please tick ( ��� � ) as appropriate) 
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If YES, please list full details below. If possible please provide the approximate 
date/s. 

________________________________________________________________

________________________________________________________________

________________ 

I declare that the information I have given is accurate. 

Name (Print): ___________________ Registration No:  ____________ 
 
Date of Birth: ___________________ Date: _______/__ _____/_______ 
 
Course: ______________________ Signature:  ________ _________ 
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APPENDIX 2:  PATIENT/USER INVOLVEMENT 
 
Involving patients and services users in their treatment or care and encouraging 
them to take responsibility for their health and wellbeing are positive ways of: 
 

·  ensuring care and treatment plans are compatible with the individual’s 
needs and wishes; 

 
·  increasing motivation to take responsibility for completing courses of 

treatment or care; 
 

·  improving satisfaction; and 
 

·  improving services so that they are more responsive and person-centered. 
 
Assessment requirement 
 
In order to successfully complete professional training, all healthcare and social 
work students must demonstrate: 
 

·  their understanding of the policy requirements and principles of effective 
patient / user involvement;  

 
·  a critical understanding of models and methods of involvement; and 

 
·  appropriate to level of practice, competence in involving individuals in 

plans and decisions regarding their care. 
 
Knowledge requirement 
 

·  principles and methods of patient/user involvement; 
 
·  theoretical models of involvement (consumerist, citizenship, mutualism); 

 
·  legal rights of patients and users to refuse treatment/care; 

 
·  legal requirements to gain consent; 

 
·  theoretical model(s) of person-centred practice; and 

 
·  policy requirements for involvement. 
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APPENDIX 3: APPRAISAL  
 
Appraisal is a professional process in which the individual being appraised has a 
formal structured opportunity to reflect on his / her work and to consider how his / 
her effectiveness might be improved.  It is a positive employer led process to give 
employees feedback on their performance, to chart their continuing progress and 
to identify individual needs.  Appraisal processes may change following 
publication of Trust, Assurance and Safety (DH 2007). 
 
Maintaining High Standards of care through professi onal regulation  
 
The purpose of regulation is to protect, promote and maintain the health, 
wellbeing and safety of the public by ensuring that appropriate standards of 
practice are in place.  For individuals it is about their individual performance and 
their conduct, behaviour and health, all of which have the potential to impact on 
the quality of care provided. 
 
Generic Learning Outcomes 
 
Students should understand the general functions of a professional regulator in 
respect of: 
 

a) standard setting for professional practice, including at undergraduate 
level; 

b) administering systems for registration and licensing of professionals 
and controlling entry to a profession; and  

c) dealing fairly when fitness to practise is called into question.  
 
Students should have a working knowledge of regulation that takes place at 
different levels: 
 

a) personal level - based on a commitment to quality and care including 
putting patients / clients and safety first.  They should understand their 
obligations as students in their chosen professional field, particularly in 
relation to conduct, performance, health and behaviour;   

b) team level - based on the concept of the importance of team working, 
the requirement to take responsibility for the performance of the team 
and to act if an individual’s conduct, performance or health is placing 
the public at risk; 

c) workplace level - which reflects the responsibilities of health and social 
care organisations to ensure that staff are appropriately equipped and 
trained to undertake care to an appropriate standard; and 

d) professional level - the role of the statutory regulator already described 
above. 
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APPENDIX 4:         TOOLS USED TO IDENTIFY AT RISK PATIENTS/C LIENTS 
 
1. ACUTE CARE 
 
Make use of ‘calling criteria’ or early warning sco res 
 
Score 3 2 1 0 1 2 3 
 
Heart rate 

 <40 40-50 51-100 101-110 111-
129 

>130 

 
Blood 
Pressure 

 
<45% 

 
< 30% �  

 
15% �  

Normal 
for 
patient 

 
15%�  

 
30%�  

 
>45%�  

Respiratory 
rate 

  
< 8 

  
9-14 

 
15-20 

 
21-29 

 
>30 

 
Temp  

  
<35.0 

 35.0-
38.4 

  
<38.4 

 

CNS    A V P U 
Urine nil <1ml/kg/2h <1ml/kg/1h  >3ml/kg/2h   
 
Score is dependent on local policies and protocols.  
A score of > 4 indicates need of medical assistance  
 
(Reproduced with permission: Stenhouse, C., Coates, S., Tivey, M., Allsop, p. 
and Parker, T. (2000) British Journal of Anaesthesia, 84, p.663 
 
Source 
Smith, G. (2003) Acute Life-threatening Events - Recognition and Treatment (2nd 
edition) 
 
Immediate assessment, monitoring and treatment usin g A-B-C-D-E  
 
To assist identification of the need for medical assistance. 
 
A:  Airway - obstruction of the upper airway is a medical emergency 
 

B: Breathing – look listen and feels for evidence of respiratory distress 
 

C: Circulation – cool peripheries and rapid pulse  
 

D: Disability – level of consciousness 
 

E: Exposure – perform a focused examination 
 
AVPU – scale for assessing conscious level  
 
A - Alert 
 

V - Responds to voice 
 

P - Responds to pain} get medical help 
 

U - Unresponsive} get medical help 
 

Pupils should also be examined for size, equality and reaction to light. 
 
Early warning score observation charts are now in use in most acute hospitals 
across Northern Ireland.  An example is provided on the next page. 
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Example of an early warning score observation chart  
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2. SOCIAL CARE – Early intervention and risk assess ment tools 
 
Source : Department of Social Services and Public safety (2006) Developing a 
Workplace Policy on Domestic Violence and Abuse (p.8) – Guidance for 
Employers Ref No: 7/2006 
 
Identifying Domestic Violence  
 
Possible signs of domestic violence: 
 

·  late or high absenteeism rate without explanation; 
·  uncharacteristic depression, anxiety, distraction or problems with 

concentration; 
·  changes in the quality of work performance for no apparent reason; 
·  receipt of repeated upsetting calls / faxes / e-mails, or the individual being 

a victim of vandalism or threats; 
·  obsession with time; 
·  needing regular time off for appointments; 
·  inappropriate or excessive clothing; 
·  repeated injuries, or unexplained bruising or explanations that do not fit 

the injuries displayed; and 
·  increased hours being worked for no apparent reason. 

 
It is important to note that this is not a checklist.  Some victims may display no 
signs of violence or abuse. 
 
Source 
The following assessment tools have been taken from the Probation Board for 
Northern Ireland Child Protection Policy and Procedures (June 2003) 
 
Recognition of child abuse  
 
All professionals working with children and their families need to be aware of the 
indicators of child abuse. 
 
The following signs and symptoms should be considered as a guide and are not 
to be used as a checklist.   In all cases there needs to be an assessment of the 
nature of the injury or allegation in relation to the explanation offered and the 
family circumstances.  Injuries alone are not conclusive.  Suspicions should be 
raised by: 
 

·  discrepancy between the injury and explanation; 
·  conflicting explanation, or no explanations for injury; 
·  delay in seeking treatment; 
·  injuries of different ages; 
·  history of previous injuries or concerns; 
·  failure to thrive; 
·  parent showing little or no anxiety about the child’s condition; 
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·  evidence of marital violence; and 
·  evidence of factors associated with child abuse e.g. alcohol or drug abuse. 

 
Signs which may suggest physical abuse: 
 

·  any bruising on baby (pre-toddling); 
·  multiple bruises other than on shins; 
·  bruises and scratches to face and head; 
·  both eyes black; 
·  torn upper lip frenulum (where the skin joins lip and gum); 
·  finger tip bruising on chest and back or finger / hand marks anywhere; 
·  linear or outline bruising (particularly on the buttocks or back); 
·  ligature marks (strangling or tying up); 
·  bites; 
·  burns (cigarette, object shaped, linear); 
·  scalds inconsistent with an accident (more likely to have clear outlines); 
·  fractures (particularly in a non-ambulant child.  A fracture should be 

suspected if there is pain, swelling and discolouration over a joint or limb.  
A child may limp, refuse to walk or avoid using an affected part); 

·  head injury (sub-dural haematoma) which may present as drowsiness or 
vomiting (often in association with finger tip bruising; and 

·  poisoning. 
 
Behavioural indicators: 
 

·  wary or watchful of adult contact; 
·  behaviour extremes, aggression / withdrawal; and 
·  afraid to go home. 

 
Signs which may suggest neglect 
 
Each indicator should not be seen in isolation  and any assessment of neglect 
will need to take into account information from all professionals who are involved 
with the family.  It should take account of the child’s age and development and is 
often persistent or severe.   Consideration should be given to whether the 
neglect has resulted in significant impairment of the child’s health or development 
before child protection procedures should be applied.  Concerns about neglect 
should not be ignored by professionals.  
 
It is important to be aware that the following signs may be caused by other 
aspects of the child’s living environment such as poverty, bereavement, stressful 
change or discrimination. 
 
Indicators of neglectful behaviour: 
 

·  failure to provide sufficient food on a regular basis (child therefore being 
small and underweight); 

·  failure to provide appropriate food for age and health needs (e.g. when a 
child has special dietary needs such as diabetes); 
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·  failure to ensure personal hygiene, including keeping skin / hair clean and 
washed regularly (e.g. excessive nappy rash, ingrained dirt, urine / 
excrement smells); 

·  failure to make medical appointments.  Failure to give medication. Failure 
to seek development and cognitive assessments when necessary; 

·  failure to ensure that the child attends school regularly and punctually or 
receives other appropriate education; 

·  failure to ensure appropriate hygienic conditions in the home (e.g. 
ingrained dirt, rotten food, excrement and urine, animal faeces, soiled 
bedclothes); 

·  failure to provide adequate warmth either in the house or outside, 
including appropriate bedding or clothing; and 

·  failure to provide appropriate supervision within the home (left alone, left 
with unsuitable carers, locked in bedrooms) or outside the home (young 
children regularly in the street at late hours). 

 
3. MENTAL HEALTH – Early intervention and risk asse ssment tools 
 
Source 
Cutliffe, J.R. (2004) The nurse’ Global Assessment of Suicide risk (NGASR) 
developing a tool for clinical practice, Journal of Psychiatric and mental health 
Nursing, 11, pp.393-400. 
 
www.tidal-model.co.uk  Basic information for nursing staff and other 
professionals. 



26  

Risk assessment for suicide  
 
The nurses’ global assessment of suicide risk 
 
Predictor variable                                                                                                         
Value 
 
Presence / influence of hopelessness 

 
3 

Recent stressful life event, for example job loss, financial worries, 
pending court action 

 
1 

 
Evidence of persecutory voices / beliefs 

 
1 

 
Evidence of depression / loss of interest or loss of pleasure 

 
3 

 
Evidence of withdrawal 

 
1 

 
Warning of suicidal intent 

 
1 

 
Evidence of a plan to commit suicide 

 
3 

 
Family history of serious psychiatric problems or suicide 

 
1 

 
Recent bereavement or relationship breakdown 

 
3 

 
History of psychosis 

 
1 

 
Widow/widower 

 
1 

 
Prior suicide attempt 

 
3 

 
History of socio-economic deprivation 

 
1 

 
History of alcohol and/ or alcohol misuse 

 
1 

 
Presence of terminal illness 

 
1 

 
Total 

 

 
Level of risk and corresponding suggested levels of  engagement  
 
Score of 5 or less 

Low level of risk estimated. 
Suggested level of engagement – 
level four 

 
Score between 6 and 8  

Intermediate level of risk. Suggested 
level of engagement level three 

Score between 9 and 11 High level of risk. Suggested level of 
engagement level two 

Score 12 or more Very high level of risk. Suggested 
level of engagement – Level one 
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Source: 
Harrison, A. and Hart. C. (2006) Mental Health care for Nurses – Applying mental 
health skills in the general hospital, Oxford: Blackwell Publishing Ltd (p.141) 
 
Self-harm and suicide prevention assessment categor ies 
 
1.Background history and general observations Yes  No 

·  Does the person pose an immediate risk to self, you or others/   
·  Does the person have any immediate (i.e. within the next few minutes or 

hours) plans to harm self or others? 
  

·  Is the person aggressive and / or threatening?   
·  Is there any suggestion or does it appear likely that the person may try to 

abscond? 
  

·  Has the person got a history of self-harm?   
·  Does the person have a history of mental health problems or psychiatric 

illness? 
  

If yes to the above record details below: 
 

  

2. Appearance and behaviour   
·  Is the person obviously distressed?   
·  Is the person behaving appropriately to the situation?   
·  Is the person quiet and withdrawn?   
·  Is the person inattentive and unco-operative?   

If yes to any of the above, record details below: 
 

  

3. Issues to be explored   
·  Why is the person presenting now? What recent event(s) precipitated or 

triggered this presentation? 
  

·  What is the person’s level of social support (i.e. partner/ significant other, 
family members, friends? 

  

·     
4. Suicide risk screen – greater numbers of positive responses suggests greater level of 
overall risk 
 Yes No D/K  Yes No D/K 
Previous self harm    Family history of suicide    
Previous use of violent 
methods 

   Unemployed/retired    

Suicide/plan expressed 
intent 

   Male gender    

Current suicidal thoughts 
ideation 

   Separated/widowed/divorced    

Hopelesness/helplessness    Lack of social support    
Depression    Family concerned about risk    
Evidence of psychosis    Disengaged from services    
Alcohol and/or drug 
misuse 

   Poor adherence to 
psychiatric Tx 

   

Chronic physical 
illness/pain 

   Access to lethal means of 
harm 

   

Action plan and outcomes following initial risk scr een: 
Describe all actions and interventions following assessment. Include details of referral to 
other team(s) telephone calls/ advice and discharge/transfer or follow-up plans 
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APPENDIX 5: RECOMMENDED COMMUNICATION TOOLS 
 
SBAR 
 
• Situation - what is happening at present time 
• Background - circumstances leading up to situation 
• Assessment - what I think the problem is 
• Recommendation - what I think should be done to correct the problem 
 
 
Ask Me 3 – communication tool for patients/clients 
 

• Quick effective communication tool. 
• Three simple but essential questions that patients should be encouraged 

to ask in every health care interaction: 
 

1. What is my main problem? 
2. What do I need to do? 
3. Why is it important for me to do this? 
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APPENDIX 6: MEDICATION SAFETY 
 
Develop a Culture of Safety 
 

·  Patient safety is the number 1 priority. 
·  Speak up and report errors, near misses and adverse events. 
·  Talk freely about safety problems and how to solve them without fear of 

blame or punishment (undergraduates should understand that while not all 
organisations yet have the ideal safety culture each professional can 
influence the culture by his / her behaviour). 

 
Improve Core Processes for Ordering (prescribing), Dispensing and 
Administering medications  
 

·  Ordering (prescribing) – generic names, allergy status confirmed, correct 
drug / dosage / route of administration and recognition of interactions. 

·  Dispensing - separating drugs that look or sound alike. 
·  Administering – patient identification, involve patients in medication checks 

and check allergy status. 
 
High-Hazard Medications 
 
Particular attention needs to be given to the core processes (ordering, dispensing 
and administering) in relation to high-hazard medications such as: 
 

·  Anticoagulants – careful monitoring and management; 
·  Insulin - use standard tools and coordinate care processes; 
·  Intravenous medications including electrolytes - use known safe practices 

with iv meds and equipment; 
·  Chemotherapy - extra safety measures needed as adverse drug events 

can be extremely serious due to the toxicity of these drugs; 
·  Narcotics and Sedatives – careful monitoring and management to prevent 

harm especially from overdose; and 
·  Antibiotics – association with C difficile. 

 
Medication Reconciliation 
 
This is the process of obtaining the most accurate list possible of all medications 
(including over the counter preparations) a patient is taking (including drug name, 
dosage, frequency and route) and comparing this with what is being prescribed at 
admission, transfer or discharge.  The aim is to provide the correct medications 
at all transition points - it is known that 40% of all medication errors occur at 
transition points. 
 
Social Care 
 
Good practice in the management of medicines is set out in the Care Standards 
for regulated services.  These standards would also be applicable in non-
regulated services. 
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APPENDIX 7: BASIC LIFE SUPPORT 
 
Generic Learning Outcomes – Basic Life Support 
 
Theoretical knowledge of: 
 
a) Common medical emergencies and resuscitation, to include: 

·  Cardiac and respiratory arrest; 
·  Emergency management of anaphylactic reactions; 

b) National guidelines of basic adult and paediatric life support; 
c) Automated external defibrillation guidelines; 
d) Professional responsibilities, as an individual and as part of a team; and 
e) How to access a standardised crash call system in a health or social care 

setting. 
 
Practical skills and competence in cardio-pulmonary resuscitation 
 
The student can demonstrate competence in relation to: 

a) identification of possible sources of danger when approaching a collapsed 
victim (either to himself or to others) and management of this danger; 

b) identification of the common causes of unconsciousness; 
c) listing the common causes of cardiac arrest; 
d) describing the main signs of cardiac arrest; and  
e) performing appropriate cardio-pulmonary resuscitation to include: 

·  checking for risks to himself, the victim and others; 
·  assessing the victim’s level of responsiveness; 
·  summoning help and sending for AED, if appropriate;   
·  opening the airway; 
·  establishing the absence of normal breathing; 
·  alerting the ambulance service; 
·  performing chest compression; 
·  giving rescue breaths; and 
·  maintaining CPR with correct ratio of chest compressions to rescue 

breaths. 
 
Automated External Defibrillation 
The student should be able to demonstrate appropriate practice when using an 
AED in accordance with national guidelines.  In particular, he / she should know: 
 

a) the function of an AED; and 
b) when an AED should be used. 


