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The Royal Marsden Manual of Clinical Nursing Procedures

2  Overview
This introductory chapter presents an overview of the current con-
text of nursing as well as outlining the purpose of the book and 
providing details of how it is structured. It also includes an expla-
nation of the system used to grade the evidence that supports the 
clinical procedures.

 Background

The first edition of The Royal Marsden Manual of Clinical Nursing 
Procedures was produced in the early 1980s as a core procedure 
manual for safe nursing practice within The Royal Marsden NHS 
Hospital, the world’s first cancer hospital. Implicit behind that first 
edition was the drive to ensure that patients received the very best 
care, including clinical procedures carried out with professional 
expertise combined with an attitude of respect and compassion. 
This vision is still at the forefront of nursing in The Royal Marsden 
today, reflected in two of the themes of The Royal Marsden’s Nurs-
ing Strategy 2016–2018 (Royal Marsden NHS Foundation Trust 
2015) (Box 1.1).

­Context­of nursing

It is argued that the role of the nurse is as essential in responding 
to the healthcare needs of society today as it was over 30 years 
ago. In the current NHS England Leading Change, Adding Value: 

A Framework for Nursing, Midwifery and Care Staff (NHS England 
2016) it is stated that:

Though the world has changed, our values haven’t. As nurs-
ing, midwifery and care staff we know that compassionate 
care delivered with courage, commitment and skill is our 
highest priority. It is the rock on which our efforts to promote 
health and well-being, support the vulnerable, care for the sick 
and look after the dying is built. (NHS England 2016, p.5)

However, in 2020 the context of nursing is different in many ways 
from that in 1984, when the very first manual was published. In 
this chapter, two specific influences are identified: political and 
professional.

Political­context
Nurses are the largest group of employees in the NHS, so the context 
of nursing in the 21st century is shaped by the situation in the NHS. 
The aforementioned Leading Change, Adding Value: A Framework for 
Nursing, Midwifery and Care Staff (NHS England 2016)  (Figure 1.1) 
was based on the NHS’s Five Year Forward View (NHS England 
2014), which highlighted the changes taking place in society:

• changes in personal health needs and preferences as we live 
longer with increasingly complex and more long-term condi-
tions, as well as a need to take increased responsibility for our 
own wellbeing

• changes in technology and developments in medical research 
with opportunities arising from these advances that need to be 
embraced to further enhance treatment and care

• reductions in funding provision because of the global recession 
that began in 2008.

Unwarranted variation
One of the core principles of the NHS when it was founded 70 
years ago was that it should ‘meets the needs of everyone’ (NHS 
Liverpool Heart and Chest Hospital 2018, p.1; see also NHS Eng-
land 2018a). This has continued to guide the development of the 
NHS; however, as identified in the Five Year Forward View (NHS 

Box 1.1 Themes of The Royal Marsden’s Nursing Strategy 
2016–2018

1 Delivering safe, effective and harm-free care
2 Providing a positive experience of care that exceeds expecta-
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Figure­1.1­ Leading Change, Adding Value: A Framework for Nursing, Midwifery and Care Staff. Source: Reproduced from NHS 
England (2016) with permission of the NHS.
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England 2014), changes in society are contributing to three dis-
tinct gaps that, if they are not addressed, will impact the long-
term provision of healthcare and increase inequalities:

• Health and wellbeing: a focus on prevention is needed or the 
inequalities in health will continue to grow and the budget for 
healthcare will need to be spent on avoidable illness and not on 
the development of new treatments.

• Care and quality: health needs will go unmet unless we reshape 
care, harness technology and address variations in quality and 
safety (NHS England 2018b, p.8).

• Funding and efficiency: without efficiencies, a shortage of 
resources will hinder care services and progress (NHS England 
2018b, p.8).

An implicit part of the role of nursing is therefore to be an inte-
gral part of closing these gaps, whether at a strategic, national 
level or locally at the bedside or in the outpatient department. It is 
suggested that the impact of these gaps is exaggerated because 
of ‘unwarranted variations’, which is ‘a term used to describe 
inequalities that cannot be justified by variations in geography, 
demography or infrastructure’ (NHS England 2018b, p.9). At a 
local level, nurses can be involved in challenging unwarranted 
variations in the ways shown in Box 1.2.

NHS Long Term Plan
The NHS Long Term Plan (NHS England 2019) sets out a new ser-
vice model for the 21st century. This responds to ‘concern – about 
funding, staffing, increasing inequalities and pressures from a 
growing and ageing population’ and optimistically holds ‘the pos-
sibilities for continuing medical advance and better outcomes of 
care’ (NHS England 2019, p.6).

The plans set out have various implications for nursing. The key 
chapters of the NHS Long Term Plan with direct relevance to nurs-
ing practice in an acute setting are set out in Table 1.1 with refer-
ence to the chapters in this manual that might be of specific sig-
nificance to nurses who are involved in implementing new ways 
of working.

Professional­context
There are many factors influencing the professional context of 
nursing in 2020. The two highlighted here are patient safety and 
quality of care, and new roles required to respond to the increasing 
demand for services.

Patient safety and quality of care
Core to nursing, wherever it takes place, is the commitment to car-
ing for individuals and keeping them safe, so wherever the proce-
dures are used, they are to be carried out within the framework of 
the Nursing and Midwifery Council’s Code (NMC 2018a).

One of the original purposes of The Royal Marsden Manual of 
Clinical Nursing Procedures was to promote patient safety through 
standardized and evidence-based approaches to care. Patient 
safety is an essential part of nursing care that aims to prevent 
avoidable errors and patient harm. The Royal College of Nurs-
ing (RCN) (2019) highlights four key factors that are important in 
patient safety:

1 Developing a culture of safety: this involves promoting attitudes 
and behaviours that encourage staff to learn from preventable 
incidents, which will make it less likely that the incident will 
happen again. Organizations fostering a proactive approach to 
patient safety should be open, just and informed, and reporting 
and learning from error should be the norm (Carthy and Clarke 
2009).

2 Designing for reliability: this involves making healthcare more 
reliable  –  that is, taking a standard approach to patient care, 
agreeing to ways of working based on research and evidence 
where it is available, and agreeing at an organizational level to 
apply that knowledge to practice.

3 Taking a systemic approach to work: the system of work – which 
includes equipment, devices, medication and information 
 systems – makes a considerable difference to quality and safety. 
Changes to the design of physical things can make a big dif-
ference to how well people work. For example, the interfaces 
of devices, control panels, packaging and lighting levels can 
improve the speed, accuracy and reliability of a procedure.

4 Human factors: this refers to the way teams work together 
and the culture that influences how they act. The discipline 
of human factors can be defined as enhancing clinical perfor-
mance through an understanding of the effects of teamwork, 
tasks, equipment, workspace, culture, organization of human 
behaviour and abilities, and application of that knowledge in 
clinical settings (Clinical Human Factors Group 2019). To para-
phrase Ives and Hillier (2015), nurses within healthcare are one 
of healthcare’s greatest sources of strength and the science of 
human factors and ergonomics is about providing a system 
which allows them to work to the very best of their ability to 
provide safe, high-quality care for patients.

Adapted by the RCN, the consultancy Leadership Manage-
ment and Quality’s Human Factors Model (Figure 1.2) illustrates 
the interaction between the direct factors (dexterity (mental or 
physical), awareness/memory, distraction/concentration and 
 decision  –  in the orange circle) that impact performance and 
therefore the patient experience and the potential factors (stress, 
fatigue, safety culture, communication, teamwork, leadership and 
work environment  –  in the teal circle), which have the potential 
to make the situation either better or worse. The interventions or 
managing factors (green circle) manage the effect of the potential 
factors and improve the direct factors (RCN 2019). The interven-
tions or managing factors are many, both at the organizational 
and the individual levels. The Royal Marsden Manual of Clinical 
Nursing Procedures has a role at the organizational level, providing 
standardized procedures on which training can be based, and at 
the individual level, supporting the development of problem pre-
vention and problem solving through the acquisition of knowledge 
associated with clinical processes.

Professional competency
The development of clinical competency is an integral part of 
delivering safe care; the Nursing and Midwifery Code states that 
nurses must:

• have the knowledge and skills for safe and effective practice 
without direct supervision

• keep their knowledge and skills up to date throughout their 
working life

• recognize and work within the limits of their competence (NMC 
2018a).

Box 1.2 Unwarranted variation: turning intention into action

• Taking a closer look at what we do: for example, benchmark-
ing our procedures against the evidence-based procedures in 
The Royal Marsden Manual of Clinical Nursing Procedures.

• Uncovering activities that we need to change, add or take 
away.

• Challenging established practice because we understand 
that service can be delivered in a better way: for example, 
using the online version of The Royal Marsden Manual of 
Clinical Nursing Procedures to upload and disseminate agreed 
examples of good practice across an organization.

• Striving for high-value care: for example, reviewing equip-
ment and the medication involved in procedures, or exploring 
whether procedures are being carried out by the most appro-
priate member of the team.

Source: Adapted from NHS England (2018b, p.11) with permission of the NHS.
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The Nursing and Midwifery Council (NMC) ‘has a duty to 
review the standards of proficiency it sets for the professions 
it registers on a regular basis to ensure that standards remain 
contemporary and fit for purpose in order to protect the pub-
lic’ (NMC 2018b, p.3). In fulfilling this duty, it published Future 
Nurse: Standards of Proficiency for Registered Nurses (NMC 
2018b)  (Figure 1.3). This document details the knowledge and 
skills that all registered nurses must demonstrate when caring 
for people of all ages and across all care settings, reflecting 
what the public can expect nurses to know and be able to do in 
order to deliver safe, compassionate and effective nursing care. 
These proficiencies have a legal standing, fulfilling Article 5(2) 
of the Nursing and Midwifery Order 2001, which requires the 
NMC to establish standards of proficiency necessary for nurses 
to be admitted to each part of the register and for safe and effec-
tive practice under that part of the register (NMC 2018b). The 
proficiencies are designed to apply across all fields of nursing 
practice (adult, child, mental health and learning disabilities), 
‘because registered nurses must be able to meet the person-
centred, holistic care needs of the people they encounter in their 
practice who may be at any stage of life and who may have a 
range of mental, physical, cognitive or behavioural health chal-
lenges’ (NMC 2018b, p.60).

Table 1.1 The NHS Long Term Plan (NHS England 2019) and The Royal Marsden Manual of Clinical Nursing Procedures

New­ways­of­working­identified­in­
the­NHS­Long­Term­Plan­with­direct­
relevance­to­nursing­practice

Relevant­chapter(s)­in­The Royal 
Marsden Manual Related­content­in­The Royal Marsden Manual

Chapter 1:­A­New­Service­Model­for­
the­21st­Century

Personalized health budget and self-
care

Chapter 5: Communication, 
psychological wellbeing and 
safeguarding

Information giving and decision making.

Same-day emergency care and clinical 
standards for critical illness

Chapter 12: Respiratory care, CPR 
and blood transfusion
Chapter 13: Diagnostic tests
Chapter 17: Vascular access 
devices: insertion and 
management

Nursing procedures for emergency care, e.g. CPR.

Improved discharge Chapter 3: Discharge care and 
planning

Processes and procedures for arranging discharge 
with Social Services.

Chapter 3:­Further­Progress­on­Care­
Quality­and­Outcomes

Whole chapter All chapters The foundation of this textbook is to provide 
evidence-based procedures and to underpin 
rationale for the day-to-day procedures used 
by nurses in the acute setting with the aim of 
promoting quality care for the best outcome. This 
is discussed in more detail in the section below.

Chapter 4:­NHS­Staff­Will­Get­the­
Backing­They­Need

Workforce changes, including increased 
flexibility and access to professional 
development to help manage the 
pressures of working in the NHS

Chapter 19: Self-care and wellbeing This chapter specifically considers strategies to 
help nurses cope with the pressures of working in 
the NHS.

Chapter 5:­Upgrading­Technology­
and­Digitally­Enabling­the­NHS

Whole chapter n/a This theme is not specifically addressed; however, 
references are made where appropriate to digital 
support for procedures, plus the online version of 
the manual is continually being enhanced.
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Figure­1.2­ The Human Factors Model. Source: Adapted from 
RCN (2019) with permission of the Royal College of Nursing.
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The proficiencies are grouped around seven platforms (Box 1.3). 
These reflect what the nursing profession expects a newly regis-
tered nurse to know and be capable of doing safely and proficiently 
at the start of their career (NMC 2018b).

In addition, there are two annexes that describe what registered 
nurses should be able to demonstrate they can do at the point 
of registration in order to provide safe nursing care. Annex A 
specifies the communication and relationship management skills 
required, and Annex B specifies the nursing procedures that regis-
tered nurses must demonstrate that they are able to perform safely 
(NMC 2018b).

Many of the chapters in this edition of The Royal Marsden Man-
ual of Clinical Nursing Procedures map onto the NMC proficiencies 
in Annex B of the Standards of Proficiency for Registered Nurses 
(NMC 2018b); these are detailed in the Appendix in this edition of 
the manual. The manual provides theory and exploration of anat-
omy and physiology related to nursing procedures, recognizing 
that competence is not just about knowing how to do something 
but also about understanding the rationale for doing it and the 
impact it may have on the patient.

The revision of the standards for nursing also has implica-
tions for the education and training of nurses  –  specifically, 
ensuring they are prepared for the future roles they will be ful-
filling (Figure 1.4).

New roles
The changes in demand for healthcare and the limited resources 
(particularly staff) available to provide it have prompted govern-
ment, employers and the profession to consider new roles. These 
new roles could potentially provide a faster route to solving staff-
ing problems and offer career development opportunities that 
could also help to improve retention. These include expanding 
physician associate and advanced nurse practitioner roles and the 
new nursing associate roles (King’s Fund 2018).

Nursing associates
The report Raising the Bar: Shape of Caring  –  A Review of the 
Future Education and Training of Registered Nurses and Care Assis-
tants (Health Education England 2015), led by Lord Willis, made 
recommendations for the education of nurses and care assistants. 
One of the key areas it identified was the skills gap between care 
assistants and registered nurses (NMC 2018c). The nursing asso-
ciate role, announced by Ben Gummer, Health Minister, in 2015, 
was developed to address this gap:

The new nursing support role is expected to work along-
side healthcare support workers and fully qualified nurses 
to deliver hands on care, ensuring patients continue to get 
the compassionate care they deserve. Nursing associates 
will support nurses to spend more time using their specialist 
training to focus on clinical duties and take more of a lead 
in decisions about patient care. (Department of Health and 
Social Care 2015)

The NMC is the regulator for these new roles and has set out 
standards of knowledge and skills expected of a nursing associ-
ate for safe and effective practice (NMC 2018c). The Standards of 
Proficiency are structured in a similar way to those for registered 
nurses and are based around six platforms (Box 1.4).

The procedures that it is expected a nursing associate will be 
able to undertake competently on registration are defined in Annex 
B of the Standards of Proficiency, which states: ‘Nursing associates 

Future nurse: 
Standards of 

registered nurses
proficiency for

Published 17 May 2018

Figure­1.3­ Future Nurse: Standards of Proficiency for Registered Nurses. Source: Reproduced from NMC (2018b) with permission 
of the Nursing and Midwifery Council.

Box 1.3 The seven platforms of Standards of Proficiency 
for Registered Nurses

1 Being an accountable professional
2 Promoting health and preventing ill health
3 Assessing needs and planning care
4 Providing and evaluating care
5 Leading and managing nursing care and working in teams
6 Improving safety and quality of care
7 Co-ordinating care
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are expected to apply evidence-based best practice across all proce-
dures. The ability to carry out these procedures, safely, effectively, 
with sensitivity and compassion is crucial to the provision of per-
son-centred care’ (NMC 2018c, p.15). It is hoped that this manual 
will be a resource for nursing associates in helping them to develop 
the understanding necessary to apply evidence-based practice to 
all the procedures they undertake. The procedures specified in 
Annex B of the Standards of Proficiency for Nursing Associates 
are mapped against the chapters in this manual in the Appendix.

Advanced nurse practitioners
‘New solutions are required to deliver healthcare to meet the 
changing needs of the population. This will need new ways of 
working, new roles and new behaviours’ (NHS England 2017, 
p.1). Advanced clinical practice roles are seen as an essential 
part of these solutions (Nuffield Trust 2016). A multi-professional 

advanced clinical practice framework has been developed to 
define advanced clinical practice and set out the core capabilities 
expected across professions and care settings to foster the devel-
opment of these new roles in a consistent way to ensure safety, 
quality and effectiveness (NHS England 2017) (see Box 1.5).

KEY CHANGES TO THE STANDARDS FOR NURSES

The Nursing and Midwifery Council (NMC)
has reviewed and updated the standards of

proficiency for registered nurses and the
standards for education and training.

The new standards have been developed to
reflect the changing role that nurses will play

in the future.

YOUR FUTURE NURSES

The new standards have a greater emphasis on
leadership, multi-disciplinary working and

working across di�erent settings.
The new standards will be ready for use from

28 January 2019.

All programmes o�ered by Approved Education
Institutions must be aligned to the new standards

by September 2020.

The new pro�ciencies and nursing procedures apply
to all �elds of nursing practice. They emphasise the
importance of good communication and relationship

management skills, such as de-escalation
strategies and techniques.

Programme Content

There is no longer a limit to the number of learning
hours spent in simulation.

Newly quali�ed registrants can access community
prescribing course (V150) straight away.

Quali�ed nurses can access the advanced
prescribing course (V300) after one

year’s experience.

Assessment of practice is outcome focused and
evidence based.

Students will learn to undertake venepuncture,
cannulation and blood sampling.

Student supervision and assessment

Students are assigned a practice supervisor,
practice assessor and an academic assessor.

Practice supervisors can be any registered health
and social care professional and contribute to the

student’s record of achievement.
Practice assessors cannot simultaneously be the

supervisor for the same student.

Students are no longer required to spend 40% of
their time being supervised.

The level of supervision can decrease as student
pro�ciency and confidence increases.

Students can undertake procedures to provide
person-centred care without direct oversight once

they are proficient.

Supervisors and assessors receive ongoing training
and support to carry out these roles.

The new standards for nurses are grouped under seven platforms

Being an
accountable
professional

1.

Promoting health
and preventing ill

health 

2.

Assessing needs
and planning

care

3.

Providing and
evaluating care

4.

Leading and
managing

nursing care and
working in teams

5.

Improving safety
and quality of

care 

6.

Co-ordinating
care

7.

Figure­1.4­ Summary of key changes to the standards for nurses. Source: Reproduced from NHS Employers (2018) with 
permission of the NHS.

Box 1.4 Standards of Proficiency for Nursing Associates

• Platform 1: Being an accountable professional
• Platform 2: Promoting health and preventing ill health
• Platform 3: Provide and monitor care
• Platform 4: Working in teams
• Platform 5: Improving safety and quality of care
• Platform 6: Contributing to integrated care Box­1.5­ Definition of advanced clinical practice

Advanced clinical practice is defined as follows:

Clinical practice is delivered by experienced, registered health 
and care practitioners. It is a level of practice characterized 
by a high degree of autonomy and complex decision making. 
This is underpinned by a master’s level award or equivalent 
that encompasses the four pillars of clinical practice, leader-
ship and management, education and research, with demon-
stration of core capabilities and area specific clinical compe-
tence.

Advanced clinical practice embodies the ability to manage 
clinical care in partnership with individuals, families and car-
ers. It includes the analysis and synthesis of complex prob-
lems across a range of settings, enabling innovative solutions 
to enhance people’s experience and improve outcomes. (NHS 
England 2017, p.7)

Source: NHS England (2017). Reproduced with permission of the NHS.
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dures have obvious risks attached and, although every individual 
nurse is accountable for their own actions, every healthcare organ-
ization has to assume vicarious liability for the care, treatment and 
procedures that take place. An organization will have expectations 
of all of its nurses in respect of keeping patients, themselves and 
the environment safe. There are obvious ethical and moral rea-
sons for this: ‘Nurses have a moral obligation to protect those we 
serve and to provide the best care we have available’ (Wilson 2005, 
p.118). Clinical governance has therefore become an integral part 
of day-to-day nursing work; for this reason, the clinical governance 
implications of the areas of practice have been integrated into each 
chapter of this edition of the manual.

­Evidence-based­practice

The moral obligation described above extends to the evidence 
upon which we base our practice. Nursing now exists in a health-
care arena that routinely uses evidence to support decisions, and 
nurses must justify their rationales for practice. Whereas, histori-
cally, nursing and specifically clinical procedures were based on 
rituals rather than research (Ford and Walsh 1994, Walsh and 
Ford 1989), over the past 30 years evidence-based practice (EBP) 
has formed an integral part of practice, education, management, 
strategy and policy in healthcare. As Draper (2018) states, ‘as the 
global demand for healthcare services increases exponentially, it 
has never been more important to demonstrate clinical effective-
ness to achieve the best outcomes … while ensuring value for 
money” (p.2480). Research has played a key role in identifying the 
specific interventions that lead to the best outcomes, or, in other 
words, identifying the evidence to underpin clinical practice – that 
is,  evidence-based practice.

What­is­evidence-based­practice?
EBP was first described by David Sackett, a pioneer in introducing 
EBP in UK healthcare, as follows:

[EBP is] the conscientious, explicit and judicious use of cur-
rent best evidence in making decisions about the care of the 
individual patients. The practice of evidence-based medicine 
[or nursing] means integrating individual clinical expertise 
with the best available external clinical evidence from system-
atic research. (Sackett et al. 1996, p.72)

A hierarchy of evidence (Box  1.6) has been developed to pro-
vide an indication of the strength of the evidence and therefore, 
by implication, its usefulness for evidence-based and evidence-
informed decision making and clinical practice (Draper 2018, 
 Ingham-Broomfield 2016).

Glover et al. (2006) present for nursing research a hierarchy of 
evidence as a pyramid (Figure 1.5), with the seventh level or base 

of the pyramid being ideas, opinions, anecdotes and editorials. 
Other sources (e.g. Ingham-Broomfield 2016) have created similar 
pyramids, and it must be noted that the pyramids vary slightly 
between authors, organizations and professions.

These hierarchies assume that the most robust evidence is that 
derived from systematic reviews and meta-analyses of large-scale 
randomized controlled studies (Draper 2018, Greenhalgh 2014, 
Ingham-Broomfield 2016). However, they provide no means of 
including qualitative research studies (Greenhalgh 2014) or those 
seeking to answer questions about patients’ experiences or con-
cerns (Del Mar et al. 2013). Draper (2018) therefore proposes that 
typologies of evidence are a more appropriate way of defining the 
quality of evidence. Petticrew and Roberts (2003) propose the fol-
lowing features to be used in evaluating evidence: effectiveness, 
service delivery, salience, safety, acceptability, cost-effectiveness, 
appropriateness and satisfaction. Glasby et al. (2007) propose a 
different approach suggesting three different types of evidence: 
theoretical, empirical and experiential (Box 1.7).

This typology is reflective of the seminal work of Carper (1978), 
who delineated four different forms of knowing encompassed in 
clinical expertise in nursing. These are:

• empirical evidence
• aesthetic evidence
• ethical evidence
• personal evidence.

The issue of determining which evidence is acceptable in prac-
tice is evident throughout this manual, where clinical expertise 

Box 1.6 The traditional hierarchy of evidence

1 Systematic reviews and meta-analyses
2 Randomized controlled trials with definitive results (i.e. con-

fidence intervals that do not overlap the threshold, clinically 
significant effect)

3 Randomized controlled trials with non-definitive results (i.e. 
a suggested clinical significant effect but with confidence 
intervals overlapping)

4 Cohort studies
5 Case-control studies
6 Cross-sectional surveys
7 Case reports

Source: Adapted from Greenhalgh (2014, p.41).

Background information/expert opinion

Case-controlled studies
Case series/reports

Cohort studies

Randomized controlled trials
(RCTs)

Critically appraised individual
articles (article synopses)

Critically appraised
topics

(evidence syntheses)

Systematic
reviews

Q
ua

lit
y 

of
 e

vi
de

nc
e

Figure­1.5­ Hierarchy of evidence pyramid for nursing. 
Source: Adapted from Glover et al. (2006) with permission of 
Lei Wang.

Box 1.7 A typology of evidence to inform practice

• Theoretical evidence: ideas, concepts and models used to 
describe an intervention, and explain how and why it works.

• Empirical evidence: information about the actual use of the 
intervention, its effectiveness and outcomes when it is used.

• Experiential evidence: information about people’s experiences 
of the intervention or service.

Source: Adapted from Glasby et al. (2007, p.434).
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dures. Indeed, these other types of evidence are highly important 
as long as we can still apply scrutiny to their use.

Porter (2010) describes a wider empirical base upon which 
nurses make decisions and argues for nurses to take into account 
and be transparent about other forms of knowledge, such as ethi-
cal, personal and aesthetic knowing, echoing Carper (1978). By 
doing this, and through acknowledging limitations to these less 
empirical forms of knowledge, nurses can justify their use of them 
to some extent. Furthermore, in response to Paley’s (2006) critique 
of EBP as a failure to holistically assess a situation, nursing needs 
to guard against cherry picking (i.e. ensuring that EBP is not bran-
dished ubiquitously and indiscriminately) and know when judi-
cious use of, for example, experiential knowledge (as a form of 
personal knowing) might be more appropriate.

Evidence-based nursing (EBN) and EBP are differentiated 
by Scott and McSherry (2009) in that EBN involves additional 
elements in its implementation. EBN is regarded as an ongo-
ing process by which evidence is integrated into practice and 
clinical expertise is critically evaluated against patient involve-
ment and optimal care (Scott and McSherry 2009). For nurses to 
implement EBN, four key requirements are required (Scott and 
McSherry 2009):

1 to be aware of what EBN means
2 to know what constitutes evidence
3 to understand how EBN differs from evidence-based medicine 

and EBP
4 to understand the process of engaging with and applying the 

evidence.

We contextualize our information and decisions to deliver best 
practice for patients; that is, the ability to use research evidence 
and clinical expertise, together with the preferences and circum-
stances of the patient, is essential to arrive at the best possible 
decision for a specific patient (Guyatt et al. 2004).

Knowledge can be gained that is both propositional  –  that is, 
from research – and non-propositional – that is, implicit knowledge 
derived from practice (Rycroft-Malone et al. 2004). In more tangi-
ble, practical terms, evidence can be drawn from a number of dif-
ferent sources, and this pluralistic approach needs to be set in the 
context of the complex clinical environment in which nurses work 
in today’s NHS (Pearson et  al. 2011, Rycroft-Malone et  al. 2004). 
Rycroft-Malone et al. (2004) proposed that the evidence that informs 
clinical nursing practice can be considered as arising from four 
main sources:

1 research
2 clinical experience, expertise and tradition
3 patients, clients and carers
4 the local context and environment (Pearson et al. 2011, Rycroft-

Malone et al. 2004).

These four sources have all informed the evidence base that is 
integral to this manual, which acknowledges that ‘in reality prac-
titioners draw on multiple sources of knowledge in the course of 
their practice and interaction with patients’ (Rycroft-Malone et al. 
2004, p.88).

Evidence-based­practice­and The Royal Marsden 
Manual of Clinical Nursing Procedures
The evidence that informs clinical nursing procedures is integral 
to The Royal Marsden Manual of Clinical Nursing Procedures. It is 
critically discussed in the sections within each chapter on ‘related 
theory’ and ‘evidence-based approaches’. In these sections, the 
source of evidence (reflecting the sources described by Rycroft-
Malone et al. 2004) is indicated in the rationale that supports the 
steps in procedures. In previous editions, the level on the research 
hierarchy was also included, in an attempt to represent the robust-
ness of the evidence. In this edition, that nomenclature has been 

dropped for two reasons: because the hierarchy does not include 
qualitative studies, some of which are significant in informing 
nursing practice, and because the hierarchy does not recognize 
the quality of a study, just the methodological approach.

The following key is used to indicate the sources of evidence:

• Clinical experience (E)
Encompasses expert practical know-how, gained through work-

ing with others and reflecting on best practice.
Example: (Dougherty 2008, E). This is drawn from the follow-

ing article that gives an expert clinical opinion: Dougherty, L. 
(2008) Obtaining peripheral vascular access. In: Dougherty, 
L. & Lamb, J. (eds) Intravenous Therapy in Nursing Practice, 
2nd edn. Oxford: Blackwell.

• Patient (P)
Gained through expert patient feedback and extensive experi-

ence of working with patients.
Example: (Diamond 1998, P). This was gained from a personal 

account of care written by a patient: Diamond, J. (1998) 
C: Because Cowards Get Cancer Too. London: Vermilion.

• Context (C)
Can include audit and performance data, social and profes-

sional networks, local and national policy, guidelines from 
professional bodies (e.g. the RCN) and manufacturers’ recom-
mendations.

Example: (NMC 2018a, C). This reference is: NMC (2018a) The 
Code: Professional Standards of Practice and Behaviour for 
Nurses, Midwives and Nursing Associates. London: Nursing 
and Midwifery Council.

• Research (R)
Evidence gained through research.
Example: (Stevenson et al. 2017, R). Stevenson, J.C., Emer-

son, L. & Millings, A. (2017) The relationship between adult 
attachment orientation and mindfulness: A  systematic 
review and meta-analysis. Mindfulness, 8, 1438–1455.

In the text, the source will be represented as shown in Box 1.8. 
If there is no written evidence to support clinical experience or 
there are no guidelines to justify undertaking a procedure, the 
text will be referenced as an ‘E’ but will not be preceded by an 
author’s name. Through this process, it is hoped that the reader 
will be aware of the source of the evidence upon which the care of 
patients is based and continue to critically evaluate their practice, 
engaging in research and audit where there are gaps or where best 
practice is not confirmed.

­Structure­of the manual

The chapters have been organized into five broad sections that 
represent – as far as possible – the needs of a patient along their 
care pathway. The first section, ‘Managing the patient journey’, 
presents the generic information that a nurse needs for every 
patient who enters the acute care environment. The second sec-
tion, ‘Supporting patients with human functioning’, relates to the 
support a patient may require with normal human functions such 
as elimination, nutrition and respiration, and includes procedures 
relevant to those areas. The third section, ‘Supporting patients 
through the diagnostic process’, relates to all aspects of supporting 
a patient through the diagnostic process, from simple procedures 

Box 1.8 Examples of sources

• Clinical experience and guidelines (Dougherty 2008, E)
• Patient (Diamond 1998, P)
• Context (NMC 2018a, C)
• Research (Stevenson et al. 2017, R)
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9such as taking a temperature to preparing a patient for complex 
procedures such as a liver biopsy. The fourth section, ‘Support-
ing patients through treatment’, includes procedures related to 
specific types of treatment or therapies a patient is receiving. An 
additional final section and chapter has been added focusing on 
the wellbeing and self-care of the nurse. This has been included 
for two reasons. Firstly, the new NMC Standards of Proficiency for 
Registered Nurses state that self-care is a professional responsibil-
ity: ‘in order to respond to the impact and demands of professional 
nursing practice, [nurses] must be emotionally intelligent and resil-
ient individuals, who are able to manage their own personal health 
and wellbeing, and know when and how to access support’ (NMC 
2018b, p.3). Secondly, there is a common tendency for nurses and 
other care workers to become ‘invisible patients’ because their 
own needs are often ignored or pushed to the bottom of the list 
(Sheridan 2016). The health and wellbeing of those who care for 
patients is being recognized as one of the most important aspects 
of enabling them to care safely (Sign Up to Safety 2019). The final 
chapter is included to provide accessible strategies that any nurse 
or care worker can put into practice.

­Structure­of the chapters

The structure of the chapters is consistent throughout the manual. 
The core of each chapter is the procedures or guidelines. The other 
sections provide supporting information so that the procedure can 
be carried out with understanding of the clinical, technical, physi-
ological, psychological and professional knowledge and evidence 
from which it has been developed. In each chapter there are the 
following elements:

• Overview: as the chapters are large and have considerable con-
tent, each one begins with an overview to guide the reader, 
informing them of the scope and the constituent sections of the 
chapter.

• Definition: each section begins with a definition of the terms and 
an explanation of the aspects of care, with any technical or dif-
ficult concepts explained.

• Anatomy and physiology: if it is necessary to understand the 
anatomy or physiology of a part of the body to perform a pro-
cedure, then the chapter or section includes a discussion of 
the related anatomy and physiology. If appropriate, this is illus-
trated with diagrams so the context of the procedure can be fully 
understood by the reader (e.g. electrical functioning of the heart 
to explain how electrocardiography works).

• Related theory: if it is necessary to understand theoretical princi-
ples in order to understand a procedure, then these are included 
(e.g. theory of communication).

• Evidence-based approaches: these sections provide background 
information and present the research and expert opinion in the 
relevant area. If appropriate, the indications and contraindica-
tions are included, as are any principles of care.

• Clinical governance: these sections outline any professional 
guidance, law or other national policy that may be relevant to the 
procedures. If relevant, this also includes any professional com-
petences or qualifications required in order to perform the proce-
dures. Any risk management considerations are also included in 
these sections, including principles of harm-free care.

• Pre-procedural considerations: when carrying out any proce-
dure, there are certain actions that may need to be completed, or 
equipment prepared, or medication given, before the procedure 
begins. These are made explicit under this heading.

• Procedure: each chapter includes the current procedures that are 
used in the acute hospital setting. They have been drawn from 
the daily nursing practice at The Royal Marsden NHS Foun-
dation Trust. Only procedures about which the authors have 
knowledge and expertise are included. Each procedure gives 
detailed, step-by-step actions, supported by rationales. Where 

available, the known evidence underpinning these rationales is 
indicated.

• Problem solving and resolution: if relevant, each procedure is fol-
lowed by a table of potential problems that may be encountered 
while carrying out the procedure as well as suggestions as to 
the cause, prevention and any action that may help to resolve 
the problem.

• Post-procedural considerations: care for the patient does not end 
with the procedure. This section details any documentation the 
nurse may need to complete, education and information that 
needs to be given to the patient, and ongoing observations or 
referrals to other members of the multiprofessional team that 
may be required.

• Complications: any ongoing problems or potential complications 
associated with the procedure are discussed in a final section. 
Evidence-based suggestions for resolution are also included.

• Illustrations: colour illustrations have been used to demonstrate 
the steps of some procedures. These will enable the nurse to see 
in greater detail, for example, the correct position of the hands 
or the angle of a needle.

• Websites and references: many of the chapters have a list of 
related websites that can be consulted for further information. 
All of the chapters end with a reference list. Only texts from the 
past 10 years have been included, unless they are seminal texts.

­Finally

This book is intended as a reference and a resource, not as a 
replacement for practice-based education. None of the procedures 
in this book should be undertaken without prior instruction and 
subsequent supervision from an appropriately qualified and expe-
rienced professional. We hope that The Royal Marsden Manual of 
Clinical Nursing Procedures will continue to be a resource to help 
nurses deliver high-quality care that maximizes the wellbeing and 
improves the health outcomes of patients in acute hospital set-
tings.

To paraphrase the quote from Leading Change, Adding Value 
(NHS England 2016, p.5) near the beginning of this chapter, com-
passionate care delivered with courage, commitment and skill is 
our highest priority as nurses. This is made more explicit in Com-
mitment 4 of Leading Change, Adding Value (NHS England 2016, 
p.21), which highlights the importance of putting the person at the 
centre of care (Box 1.9).

It is important to remember that even if a procedure is very 
familiar to us and we are very confident in carrying it out, it may 
be new to the patient, so time must be taken to explain it and 
gain consent, even if this is only verbal consent: ‘the views of the 
person [receiving the treatment] should also be taken into account 
when choosing which treatment is most likely to be successful for 
an individual’ (NMC 2018a, p.38). The diverse range of technical 
procedures to which patients may be subjected should act as a 

Box 1.9 Commitment 4: We will focus on individuals 
experiencing high value care

We will ensure that individuals are always supported to influ-
ence and direct their own healthcare decisions, so that they are 
confident that ‘no decision is taken about me without me’.

Care planning should involve the development of a personal-
ized plan for each individual who is entering, leaving or transi-
tioning care environments whether within a hospital, in their 
own home, care home or rehabilitation unit.

We need to encourage people to take more responsibility for 
their health by focusing on personalized care planning, self-
management and behaviour change.

Source: Adapted from NHS England (2016) with permission of the NHS.
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10 reminder not to lose sight of the unique person undergoing such 
procedures and the importance of individualized patient assess-
ment in achieving this.

When a nurse
Encounters another
What occurs is never a neutral event
A pulse taken
Words exchanged
A touch
A healing moment
Two persons
Are never the same

(Anon. in Dossey et al. 2005)

Nurses have a central role to play in helping patients to manage 
the demands of the procedures described in this manual. It must 
not be forgotten that for the patient, the clinical procedure is part 
of a larger picture, which encompasses an appreciation of their 
unique experience of the reason they have needed nursing care in 
the first place.
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