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QUICK REFERENCE GUIDE
This policy must be followed in full to ensure that all patients within Yeovil District Hospital
NHS Foundation Trust (YDH), who are acutely ill or at risk of physical deterioration, are
identified and responded to promptly and appropriately at all times.
For quick reference the guide below is a summary of actions required. This does not negate
the need for all staff to be aware of and follow the detail of this policy.
All patients admitted to YDH will:
1. Be monitored using track and trigger early warning scores within YDH: National Early
Warning Score (NEWS 2) | Royal College of Physicians for all adult patients; PEWS for
Paediatric Patients, and MEOWS for Maternity/Obstetric patients.
2. Patients will have a complete set of physiological observations using the specific early
warning score (EWS) recorded at the time of admission or initial assessment, immediately
prior to transfer to another healthcare setting, for example ward to ward transfers, and within
15 mins of arrival in the new healthcare setting.
3. Have physiological observations recorded at least every 12 hours and the frequency
increased appropriately if abnormal physiology or clinical concern is present (unless end of
life pathway is in place). A rationale for deviation from this standard must be recorded in the
patient’s record.
4. The escalation tool of the track and trigger system will identify the appropriate response to
abnormal physiological observations recorded and guide clinicians in what actions to take.
5. Sepsis should be considered in any patient with a known infection, signs or symptoms of
infection, or in patients at high risk of infection. The appropriate Sepsis Screening & Action
Tool should be completed either electronically where available, or on paper for any patient
with NEW score of 5 or more (or if a single parameter scores 3), or if the early warning trigger
is reached in PEWS or Modified Obstetric Early Warning Score MEOWS) plus known or
potential infection. http://ycloud/teams/Outreach/SitePages/Sepsis.aspx
6. The communication tool ‘SBAR should be used to ensure effective communication occurs
between healthcare professionals (Appendix 1)
7. The healthcare professional responding must document their actions and management plan
clearly in the patient record.
8. If admission to the Intensive Care Unit (ICU) is required, the most senior doctor available
should refer to the ICU Anaesthetist. The responsible Consultant for the referring team should
be aware and have agreed for the need for critical care referral. The decision to admit to ICU
will be made by the ICU Consultant in consultation with the referring team.
Any patient transfers from ICU to general ward areas:
 Should occur as early as possible during the day and whenever possible, be avoided between
22.00-07.00.
 Should involve both a clear verbal handover and agreed written care plan to promote continuity of
care
 Will be reviewed by the Critical Care Outreach team within an appropriate time span.
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1. INTRODUCTION
This policy relates to all aspects of the treatment and care of patients who are acutely ill or at
risk of physical deterioration within YDH and aligns with the following guidance:
1. NICE Clinical Guideline 50. Acutely ill patients in hospital. Recognition of and response to
acute illness in adults in hospital. July 2007
https://www.nice.org.uk/Guidance/CG50
2. NPSA. PSO/5. Safer care for the acutely ill patient: learning from serious incidents (2007)
http://www.nrls.npsa.nhs.uk/resources/?EntryId45=59828
3. Resuscitation Guidelines (UK) 2015. http://www.resus.org.uk/pages/guide.htm
4. National Early Warning Score (NEWS) 2
https://www.rcplondon.ac.uk/projects/outputs/national-early-warning-score-news-2
5. Patient Safety Alert Resources to support the safe adoption of the revised National Early
Warning Score (NEWS 2) 25th April 2018 https://improvement.nhs.uk/news-alerts/safeadoption-of-NEWS2/
6. Resources to support safer care of the deteriorating patient (Adult and children) 12th July
2016 https://improvement.nhs.uk/documents/177/Patient_Safety_Alert_Stage_2__Deterioration_resources_July_2016_v2.pdf
7. NICE guidance NG51 Sepsis – Recognition, Diagnosis and Early Management
https://www.nice.org.uk/guidance/ng51
8. NICE guidance CG169 Acute Kidney Injury – prevention, detection & management
https://www.nice.org.uk/Guidance/CG169
9. Somerset Treatment Escalation Plan (STEP). and Resuscitation Decision Policy

2. PURPOSE
The aim of this policy is to standardise the processes by which the patients within YDH who are
acutely ill or at risk of physical deterioration, are identified and responded to appropriately.






In ED the initial set of observations will be recorded in the Trakcare record, then paper
NEWS2 or PEWS charts will be used for the duration of the ED attendance for patients.
If neurological observations are required a supplemental neuro obs sheet should be
used.
All adult inpatients observations will be recorded using the Vitalpac e-obs platform.
Paediatric inpatients observations will be recorded on PEWS paper charts
MEOWS Maternity Obstetric Early Warning Score charts will be used on Freya and
Labour Ward.

3. SCOPE
This policy applies to the care of paediatric and adult patients (excluding patients receiving end
of life care and those in ICU who are directly under the care of ICU Consultants) in YDH, who
because of clinical status, conditions, interventions or procedures are at risk of physical
deterioration.
This policy applies to all staff (students, locums and agency) of Yeovil District Hospital NHS
Foundation Trust.

4. DEFINITIONS
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Cardiopulmonary Resuscitation (CPR)
Cardiopulmonary Resuscitation is a combination of artificial ventilation, chest compressions,
drug therapy and defibrillation.
Classification of Critical Care Patients (3)
Level 0
Patients whose needs can be met through normal ward care in an acute hospital
Level 1
Patients at risk of their condition deteriorating, or those recently relocated from
higher levels of care, whose needs can be met on an acute ward with additional
advice and support from the Critical Care Outreach Team (CCOT)
Level 2
Patients requiring more detailed observation or intervention including support for a
single failing organ system or post operative care, or those stepping down form
higher levels of care.
Level 3
Patients requiring advance respiratory support alone or basic respiratory support
together with support of at least 2 organ systems, includes all complex patients
requiring support for multi organ failure.
Clinical Staff
A member of staff whose duties involve elements of direct patient care.
Critical Care Outreach Team
Provide support to clinical staff across YDH caring for acutely ill and deteriorating patients and
those patients recovering from a period of critical illness to enable early intervention or transfer
(if appropriate) to an area suitable for care for that patient’s individual needs.
VitalPAC™ - An electronic track and trigger system that provides a recording mechanism for
patient’s vital signs and essential screening tools. The data entered generates an Early
Warning Score (EWS) and when appropriate prompts the clinical practitioner to escalate the
patient’s condition appropriately. The system also alerts the practitioner if a set of vital signs are
overdue (Appendix 2).
National Early Warning System (NEWS 2)
NEWS 2 is the tool for bedside evaluation for all adult patients within YDH other than the
Maternity unit. It is based on assigning a score to physiological parameters such as pulse;
temperature; systolic blood pressure; respiratory rate; ACVPU (the level to which the patient
responds and indicator of NEW Confusion), oxygen saturation, plus the patient’s inspired
oxygen requirements for adult patients. The ‘triggers’ and escalation guidance used match the
national guidance for NEWS2 as published by the Royal College of Physicians 2017. Patients
with a NEWS of 5 or more are at serious risk of clinical deterioration and a poor clinical
outcome, and need urgent assessment and intervention.
NEWS has been shown to be a highly effective system for detecting patients at risk of clinical
deterioration or death, prompting a more timely clinical response, with the aim of improving
patient outcomes in the NHS. (Appendix 3,4)

However, NEWS 2 does not replace clinical judgement for example
some patients may have a low NEWS but are acutely unwell and
require urgent assessment – if the patient’s condition is causing
concern despite a low NEWS score this must be escalated.
Modified Obstetric Early Warning Score MEOWS is the EWS for the Maternity Department
as in Appendix 7 and
Paediatric Early Warning Scores (PEWS) are used to monitor paediatric patients on the
relevant age related chart (PEWS) as in Appendix 6.
Escalation Protocol for use with the appropriate Early Warning System (EWS)
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Once the EWS has been completed the escalation protocol will prompt staff to take action
depending on the score.
High Dependency
Patients requiring observation, care and treatment interventions at Level 2.
SBAR - A communication tool used by clinical staff to structure communication when handing
on information to a clinical colleague about a deteriorating patient. The SBAR communication
tool is Situation, Background, Assessment, Recommendation. Appendix 1.
2222 is the emergency number for calling the Cardiac Arrest Team (this is the emergency
response team for all adult emergencies); the Paediatric & Neonatal Emergency Teams at YDH
or for fast bleeping an individual team member.

5. DUTIES AND RESPONSIBILITIES
Recognition Rescue & Resuscitation Committee (RR&R)
The Recognition and Rescue Group (R&R) reports via the Patient Safety Steering Group
(PSSG) which is a sub-committee of the Clinical Governance Assurance Committee which
reports into the Board of Directors. Its purpose is to develop, implement, and monitor work
streams relating to the recognition and rescue of deteriorating patients and is Chaired by the
Clinical Director for Patient Safety and is responsible for ensuring:







This document is up to date, technically accurate, is in line with evidence-based best
practice and has been produced following consultation with stakeholders
The effectiveness of this policy and the Trust’s procedures for the identification and
management of the deteriorating patient
Monthly audit of the compliance with this policy take place as part of the ‘safety
thermometer’
Sepsis and AKI audit data is monitored
Reviews of all inpatient Cardiac arrest & emergency calls take place.
Compliance with the STEP policy for Treatment Escalation Plans.

Line Managers
Line Managers are responsible for:
 Ensuring all clinical staff are trained to undertake and record observations using the
relevant Early Warning Score and follow the guidance on escalation.
 Ensuring that the clinical staff they are responsible for are aware of and apply this policy
into clinical practice.
Clinical Staff
Unregistered staff (including students) who undertake observations must inform registered Staff
of any concerns regarding patient deterioration or triggering early warning staff.
Registered staff must assess the patient using an ABCDE approach and escalate to medical
staff and Critical Care Outreach Team if required using SBAR.
If the patient is at risk of a cardiac or respiratory arrest, or their condition is deteriorating rapidly
then the appropriate emergency team eg. Cardiac Arrest Team for adult patients must be called
using the emergency 2222 number.
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6. Patient transfers
The member of staff responsible for patient care prior to transfer to a new location including
departments within YDH eg. Radiology or must ensure a complete set of vital signs and an
early warning score has been recorded immediately prior to transfer. The medical notes should
accompany the patient.
The escalation protocol must be followed and if the nurse in charge or doctor have been
informed of an increased EWS score they must assess the patient to determine if the transfer
should be delayed for clinical reasons.
On admission to a new ward/unit the member of staff taking over the patient care must
complete set of vital signs and an early warning score within 15 minutes of the patient’s arrival
in the new locality.
If a deteriorating patient is being transferred to a critical care area they must be accompanied
by a Registered member of staff with appropriate equipment. If the patient requires a
monitor/defibrillator and suction for transfer please use the R-Series defib and portable suction
unit from the equipment library.
Patient transfers from critical care to general ward areas should occur as early as possible
during the day and whenever possible be avoided between 22.00-07.00.
The critical care area transferring team and the receiving ward team should work together to
ensure the patient is transferred safely. They should jointly ensure there is continuity of care
through a formal structured handover of care from critical care area staff to ward staff (including
both medical and nursing staff). This must be supported by a written plan and the receiving
ward, with support from Critical Care Outreach if required, to ensure the ward can deliver the
agreed plan.
The Patient Transfer Policy is found at:
http://ycloud/apps/policies/Policies%20and%20Procedures%20Published%20Documents/Trans
fer%20of%20Patients%20Policy.pdf

7. Referral to Critical Care Outreach
A referral to Critical Care Outreach (CCO) should be 'considered' for any acutely ill or
deteriorating patient who is causing concern or is prompted by the EWS escalation protocol.
The exception to this would be patients who are receiving end-of life care, or those for who
escalation beyond ward care has clearly been documented as not appropriate.
Critical Care Outreach can be contacted 24hrs a day via Bleep 6483

8. Referral to Intensive Care
For patients requiring admission to ICU:
 For urgent help bleep the on call ICU Anaesthetist on 6680
 The referral should be made by the most appropriate senior doctor involved in the
patient care at that time.
 The decision to admit to ICU will be made by the ICU consultant in critical care in
consultation with the referring team;
 The responsible consultant for the referring team should be aware and have agreed for
the need for critical care referral.
All relevant patient information will be required by critical care including:
- referring clinicians name and grade
- patients name and hospital number
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- patient’s location
- relevant patient history
- current vital signs and EWS score
- recent important investigations and treatment should be at hand when you make the call.

9. Patients discharged from ICU
All patients discharged from ICU will be reviewed by the Critical Care Outreach team to monitor
progress and provide support to the ward staff. After the decision to transfer a patient from ICU
to the general ward has been made, the patient should be transferred as early as possible
during the day. Transfer from ICU to the general ward between 22.00 and 07.00 should be
avoided whenever possible, and an incident form completed if it occurs.

10. TRAINING REQUIREMENTS
All line managers have a responsibility to ensure that following induction all clinical staff receive
additional training relevant to their role, level of responsibility and clinical area. For areas using
VitalPAC™, this must include recording vital signs, responding to the escalation prompts
appropriately and care and maintenance of the equipment.
All Trust Resuscitation Training embodies the statements and guidelines published by the
Resuscitation Council (UK). This recommends that resuscitation training incorporates the
identification of patients at risk of deterioration, EWS and the escalation protocol. All clinical
staff must be trained annually in cardiopulmonary resuscitation to a level appropriate to their
clinical roles and responsibilities, which will include an annual update in aspects of care of the
deteriorating patient and calling for help, including the relevant Early Warning System.
Simulation training is provided in clinical areas by the simulation fellow and can be adapted to
meet the needs of the department and staff. Simulation training is often used as part of the
action plan following clinical incidents.

A NEW2 e-learning module is available on Moodle on YCLOUD, this is
mandatory for all clinical staff involved in recording or viewing
observations.
11. EQUALITY IMPACT ASSESSMENT
No exclusions apply to this policy

8

APPENDIX 1 – THE SBAR COMMUNICATION TOOL
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APPENDIX 2 - LOCAL ESCALATION MESSAGES ON
VITALPAC DEVICES
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APPENDIX 3 – NEWS 2 SCALE 1 PAPER CHART – Target Oxygen
Saturations ≥94%
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APPENDIX 4 - NEWS 2 SCALE 2 PAPER CHART – Target
Oxygen Saturations 88-92%
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Appendix 5
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APPENDIX 6 - PAEDIATRIC EARLY WARNING CHARTS
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PEWS ESCALATION PLAN
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APPENDIX 7 - Modified Early Obstetric Warning System
(MEOWS)
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APPENDIX 8 – SOMERSET TREATMENT ESCALATION PLAN
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