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1.0 Introduction 
 
The National Institute for Health and Clinical Excellence (NICE) has produced evidence which suggests that 

patients who are or become acutely unwell in hospital may receive suboptimal care. This may be because 

their deterioration is not recognised, or despite indications of clinical deterioration it is not recognised or 

acted upon quickly enough. NICE CG50 (2007) advocate the use of a physiological track and trigger systems 

to ensure early recognition of all patients with potential or established acute illness ensuring early, 

appropriate treatment from appropriately skilled staff. The goal of using this system is to prevent harm, 

reduce in-hospital cardiac arrests and mortality rates, and facilitate appropriate use of critical care 

resources, through early recognition and treatment of the deteriorating patient. 

 
A report by the Chief Medical Officer for England found the most frequent problems with preventable 

deaths in hospital related to clinical monitoring. Clinical monitoring problems included failure to act upon 

clinical signs or to set up monitoring systems to respond to patient deterioration or to increase the 

intensity of care when required. It is well documented that patients who deteriorate and require admission 

to critical care or who suffer cardiac arrest have abnormalities that are detectable by physiological 

observations well in advance (Dubois 1988; Kause et al, 2004; McGloin et al, 1997; McQuillan et al, 1998; 

NCEPOD, 2005).  

 

The current Trust physiological track and trigger system used for adults is the National Early Warning Score 

(NEWS) which is a well validated track-and-trigger early warning score system that is used in the majority of 

UK hospitals to identify and respond to patients at risk of deteriorating. It is based on a simple scoring 

system in which a score is allocated to physiological measurements already undertaken when patients 

present to, or are being monitored in health care settings. The following six simple physiological 

parameters are included in the scoring system: 

1. Respiratory rate 

2. Oxygen saturations 

3. Temperature 

4. Systolic blood pressure 

5. Pulse rate 

6. Level of consciousness or new confusion* 

*The patient has new-onset confusion, disorientation and/or agitation, where previously their 
mental state was normal – this may be subtle. The patient may respond to questions coherently, but 
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there is some confusion, disorientation and/or agitation. This would score 3 or 4 on the GCS (rather 
than the normal 5 for verbal response), and scores 3 on the NEWS system. 

A score is allocated to each parameter as they are measured, with the magnitude of the score reflecting 

how extremely the parameter varies from the norm. The score is then aggregated and uplifted by 2 points 

for people requiring supplemental oxygen to maintain their recommended oxygen saturation. An elevated 

NEWS score does not provide a diagnosis; it helps identify a sick patient who requires urgent clinical review 

in a standardised way. NEWS also allows healthcare professionals to communicate about deteriorating 

patients in a common language. 

The Trust has just completed the process of implementing Vital PAC, an award-winning software system 

that helps monitor the condition of hospital patients, ensuring deteriorating patients are quickly identified 

and making it easier to determine which patients are well enough to be discharged. Vital PAC utilizes 

NEWS.   

 

 

2. Purpose and Scope 
 

The purpose of this guideline is to enhance patient safety through minimising risks associated with clinical 

deterioration and ensure that acute changes in patient’s vital signs are appropriately dealt with by staff in 

the multi-disciplinary team. This guideline has been produced, adapted and updated by the Critical Care 

Outreach Service (CCOS) to ensure that clinical staff have up to date guidance and standardisation on the 

appropriate management of acutely unwell patients and know how to refer patients using the NEWS 

graded response strategy. The aims of the Critical Care Outreach Service are to improve the care of patients 

at ward level whose condition has deteriorated, to share critical care skills with ward staff and promote 

continuity of care between critical care areas and ward areas.  

 

For the purpose of this guideline, multi-disciplinary team (MDT) refers to nurses (RGN), midwives (RM), 

doctors, allied health professionals (AHPs) and health care assistants (HCA). The scope of this policy applies 

to adult patients in the acute setting; it excludes maternity patients. This guideline applies to all MDT 

members who are required to measure, record and act on the findings of patient physiological observations 

in the course of their work. 

 

This is a fluid document that will continually be reviewed and the content relates to the common issues but 

does not cover all scenarios relating to the deteriorating in-patient.  
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3. Definitions 
 

3.1 Acutely unwell/deteriorating patients 
 
Patients who are either at risk of or who are acutely ill in ward environments have been classified 

by the Department of Health (DOH) as requiring level 1, 2 or 3 care. The definitions were originally 

developed after the publication of Comprehensive Critical Care in 2000, and latterly revised to 

reflect the Critical Care Minimum Dataset (CCMDS) which has been mandated since April 2006. It 

follows the approach of allocating levels of care to patients according to their clinical needs 

therefore clinical judgement should be used to determine which level of care would be most 

appropriate based on the criteria below.  

 
Level 0 Criteria refers to patients whose needs can be met through normal ward care in an acute 
hospital with observations required less frequently than 4 hourly.  

 
Level 1 Criteria refers to 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 CCOS. 

 
Level 2 Criteria refers to patients requiring more detailed observation or intervention including 
support for a single failing organ system or post – operative care and those ‘stepping down’ from 
higher levels of care.  
 
Level 3 Criteria refers to patients requiring advanced respiratory support alone or monitoring and 
support for two or more organ systems. This level includes all complex patients requiring support 
for multi-organ failure.  
 
3.2 Physiological observations 
 
Various measures are taken by the MDT in order to assess fundamental physiological functions.  
 

3.3 Vital PAC 

An electronic track and trigger system that provides a recording mechanism for patient’s 

observations and essential screening tools. The data entered generates an Early Warning Score 

(NEWS) and when appropriate prompts the clinical practitioner to escalate the patient’s condition 

appropriately. The system also alerts the practitioner if a set of observations are overdue. Recorded 

observations can be reviewed by authorised staff, to enable an accurate overview and prioritisation 

of patient assessment, treatment and discharge planning. 

 

3.4 National Early Warning System (NEWS)  

NEWS is an aggregate scoring system in which a score is allocated to physiological observations, 

already recorded in routine practice, when patients present to, or are being monitored in hospital. 
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NEWS is based on seven physiological parameters: respiratory rate, oxygen saturations, any 

supplemental oxygen requirements, temperature, systolic blood pressure, heart rate, and level of 

consciousness (AVPU - the level to which the patient responds) NEWS is incorporated into Vital 

PAC. A NEWS score should be recorded for every set of adult patient observations measured. 

(Appendix 1) 

 

3.41 National Early Warning Score 2 (NEWS2) was published by the Royal College of 

Physicians in December 2017; NEWS2 is an improvement on the original NEWS, in key 

areas including: better identification of patients likely to have sepsis, improved scoring for 

patients with hypercapnic respiratory failure and recognising the importance of new-onset 

confusion or delirium. The Trust has updated from using NEWS to now using NEWS2, as 

recommended by NHS Improvement (Patient Safety Alert, April 2018) 

 

3.5 Escalation Protocol for use with NEWS2 

Once the NEWS2 score has been completed the escalation protocol will prompt staff to take action 

depending on the NEWS2 score.  

 
3.6 Critical Care Outreach Service (CCOS) 
 
The CCOS provides a MDT approach to the identification of patients at risk of developing critical 

illness. The Critical Care Outreach Specialist Nurses are supported by consultants in critical care 

medicine with a named daily CCOS consultant mirroring the Specialist Nurse service hours. The 

CCOS respond either directly to an elevated NEWS2 score providing a primary assessment or as a 

secondary responder and as a conduit for further critical care intervention or ICU follow-up as 

appropriate.  

The CCOS philosophy is that educating and training clinical staff in the early detection and rapid 

treatment of the deteriorating patient is a fundamental part of the service reinforcing clinical 

practice. In conjunction with the clinical workload the CCOS recognises, enhances and supports the 

care of the acutely unwell patient at Ashford & St Peter’s hospital through many educational 

strategies. These include Acute Illness Management (AIM) Courses, Acute Kidney Injury & Sepsis 

Study Days and the Simulation Tricky Trips (STriCT) transfer of the critically ill patient Course. 

 

3.7 Hospital at Night 
 
The Hospital at Night team is co-ordinated by the Clinical Site Nurse Practitioners (CSNPs) and 

provides the allocation of resources to the appropriate clinical needs between 20.00hrs and 
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08.00hrs. Patients identified at-risk of deterioration by the CCOS are highlighted to the CSNPs via 

formalised electronic handover (Careflow). The CSNPs review these patients at night and then liaise 

with senior medical and critical care staff for clinical review if required.   

 

3.8 Do Not Attempt Resuscitation/CPR (DNAR) 

This states that CPR (cardiopulmonary resuscitation) is not to be initiated in the event of 

cardiorespiratory arrest. Having an active DNAR decision in place does not exclude the patient from 

active clinical treatment, NEWS scoring and CCOS referral unless otherwise documented by the 

clinical team having overall responsibility for the patent.  

Please see current Trust Resuscitation policy for further guidance. 

 

3.9 Recommended Summary plan for Emergency Care and Treatment (ReSPECT) 

The Trust now uses the nationally recognised ReSPECT form and associated process that creates 

personalised recommendations for a person’s clinical care in a future emergency in which they are 

unable to make or express choices. It provides health and care professionals responding to that 

emergency with a summary of recommendations to help them to make immediate decisions about 

that person’s care and treatment. ReSPECT can be complementary to a wider process of 

advance/anticipatory care planning. 

The plan is created through conversations between a person and their health professionals. The 

plan is recorded on the ReSPECT form and includes their personal priorities for care and agreed 

clinical recommendations about care and treatment that could help to achieve the outcome that 

they would want, that would not help, or that they would not want. 

ReSPECT can be for anyone, but will have increasing relevance for people who have complex health 

needs, people who are likely to be nearing the end of their lives, and people who are at risk of 

sudden deterioration or cardiac arrest. Some people will want to record their care and treatment 

preferences for other reasons. 

 

The ReSPECT form has an integral DNAR section and this is the only document used to document 

DNAR decisions.  
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4. Accountabilities and Responsibilities 
  
Staff caring for patients in acute hospital settings should be competent in the monitoring, measurement, 

interpretation and prompt response to the acutely ill patient appropriate to the level of care they are 

providing. Education, training and assessment should be provided to ensure that staff have achieved these 

competencies and can demonstrate them. (NICE 2007). The RN caring for the patient is ultimately 

responsible for ensuring that physiological observations are recorded and acted upon.  

 

 Specific responsibilities: 

4.1 The Chief Nurse has a responsibility to ensure that this guideline is disseminated to 

Clinical Nurse Leaders (CNLs) and Ward Managers (WM) to inform clinical staff of their 

responsibilities in the accurate recording of the NEWS and to act appropriately when 

patients begin to deteriorate. In collaboration with CNLs and WM, the Chief Nurse must 

ensure that adverse clinical incidents in relation to physiological monitoring in their clinical 

areas are reported and investigated and action plans produced to prevent future 

occurrence. 

4.2 Ward Manager/Line manager 

Ward/ Line Managers are responsible for ensuring all clinical staff receive training in the use of 

Vital PAC on local induction to the clinical areas, monitoring data from Vital PAC to ensure there is a 

local plan to address any areas for improvement. They are also responsible for ensuring that the 

clinical staff they are responsible for are aware of and apply this policy into clinical practice. It is the 

responsibility of the manager to ensure all observations are undertaken as necessary and recorded 

fully on each occasion and operational procedures are in place when patients trigger on the 

NEWS2. 

4.3 The Nurse in Charge (NIC) of the shift takes overall responsibility for ensuring and reviewing 

that observations are recorded on all patients, at the appropriate frequency and that appropriate 

referrals are made.  It is the responsibility of the NIC on a shift to shift basis, to ensure that staff 

have been trained before they are allocated observations as part of their role.  

 

4.4 The Registered Nurse (RN) has the responsibility for accurately recording the observations 

using the Vital PAC handheld devices and ensuring the observations recorded by non-registered 
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nurses are reviewed.  They must also ensure that the frequency of observations for patients (refer 

to point 9.0) and ensure that the observations are acted upon using the escalation pathway.  

4.5 HCAs and Student Nurses are responsible for ensuring that they have received the appropriate 

training in relation to observations/ Vital PAC and for accurately recording the observations and 

reporting any abnormalities to the Registered Nurse and/or the nurse in charge. 

4.6 Clinical Practice Educators at ward level should ensure that all staff undertaking 

observations/Vital PAC have been trained to undertake these procedures and understand their 

clinical relevance.  

4.7 Medical Director is responsible for ensuring governance, patient safety and assurance systems 

within this guideline are fulfilled that this policy is disseminated to Consultants who supervise 

medical staff in training and that education and training facilities are available to ensure medical 

staff can maintain level of clinical standards to appropriately manage patients who trigger on the 

NEWS2 scoring system. 

4.1.8 Consultant is the professional with the overall clinical responsibility for their patients. The 

Consultant will ensure that clinical standards are maintained and that any necessary deviation from 

this guideline is documented and explained in the medical notes. The Consultant will supervise 

medical staff in training to ensure that all patients have a documented medical management plan 

including frequency of observations. The Consultant will be responsible for setting goals and 

acceptable parameters to guide other clinical staff in their role of monitoring, interpreting and 

acting upon abnormal parameters. The medical team under the named consultant or the on-call 

medical team are the personnel responsible for assessing the deteriorating patient when referred 

and or via the NEWS escalation pathway.  

 

4.9 The CCOS are responsible for the secondary response to the primary identification of patients 

at risk of physiological deterioration, in conjunction with the medical team responsible for the 

patient.  

 

5. Procedure/Course of Action Required  

 

5.1 Identification of Adult Patients at Risk of Deterioration 

The Trust has implemented Vital PAC and the National Early Warning Scoring (NEWS2) and a 

graded response system to detect and monitor patients who are acutely ill or at risk of physical 
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deterioration. During an adult in-patient episode all patient observations (excluding theatre and 

recovery) are recorded and scored as per NEWS2 system. Where the electronic Vital PAC system is 

not available or there is a failure with the IT system or for those areas where Vital PAC is not 

available the paper copy of the Vital Pac observations chart must be used. (Refer to the VitalPAC 

Operational Policy) 

All physiological observations must be recorded and acted upon by staff that have been trained to 

undertake these procedures and use the Vital PAC equipment. Registered and unregistered nursing 

staff caring for adult patients will have an introduction to Vital PAC on their induction to the Trust 

and they will develop competency in the clinical area under the supervision of the clinical manager. 

When a patient triggers as being “at risk‟ of clinical deterioration on the NEWS2 tool, action must 

always be taken depending on the score or level of concern as stipulated in the NEWS2 Clinical 

Response Strategy.  

When a patient’s NEWS2 score requires action to be taken, the score and actions taken should be 

documented contemporaneously within the deteriorating patient records and the frequency of 

monitoring adjusted accordingly. 
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5.2 NEWS2 and the Clinical Response Strategy 

 
 

If the patient is sufficiently unwell that their condition is deemed to be a medical emergency then a 

priority call 2222 must be called to ensure a rapid MDT approach. The patient does not need to be 

in cardiac arrest to make this call. 

Any decision made locally to alter parameters for observations must be taken by a SpR level doctor 

or the CCOS nurse and agreed with the named nurse. This must be documented clearly in the 

medical and nursing notes with a clear plan of action, and communicated to the nursing team 

caring for the patient. 
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When communicating about the acutely-ill patient, all MDT should utilise the SBAR (Situation, 

Background, Assessment, and Recommendation) as a method of communication to facilitate 

concise and effective dialogue and patient handover. 

 

6.0 Routine Monitoring Minimum Standards for Monitoring Patients Physiological Observations.  
 
A complete set of observations for all patients should be undertaken within 1 hour of admission 

 
A complete set of observations must include all these parameters: 
 
• Blood pressure (mmHg) 

• Heart Rate/pulse (beats per minute) 

• Respiratory rate (Breaths per minute) 

• Temperature (Degrees Centigrade) 

• Oxygen saturation and any Supplemental oxygen required (Percent - %) 

• Sedation/Conscious Level /AVPU score  

(AVPU scale: whether the patient is Alert, only responds to Voice, only responds to Pain, or is 

Unresponsive. Also any new confusion or agitation)  

• NEWS2 score  

(The NEWS2 score is generated automatically by the Vital PAC system when the observations are 

recorded, which includes the frequency of observations. Staff must increase the frequency of 

observations and NEWS accordingly if abnormal physiology is detected) 

• Urine Output (where indicated)  

• Pain score (score 0 – 3), nausea and sedation score (where indicated)  

 

All patients’ should have their blood sugar measured and recorded at the point of admission; this will 

provide a baseline from which to prescribe nursing and medical interventions. However it is recognised that 

more frequent monitoring of blood sugars will be required for those patients who are diabetic, or who are 

giving cause for concern. 

 
The following additional observations or monitoring can also be required following patient assessment 
and specific patient presentation: 
 
• Glasgow coma score (GCS) [if head injury suspected or reduced level of consciousness]  

GCS must be recorded dependent upon the individual presentation/ clinical need. All patients who 

have sustained unwitnessed falls/ known head injuries either prior to admission, or during their 
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period of hospital admission, must have the Glasgow Coma Score recorded in compliance with NICE 

56: Head Injury (2007).  

• Capillary Refill Time (seconds) 

• ECG [cardiac or respiratory symptoms; collapse with unknown cause, all patients in ED resus]  

• BM [confused, altered level of consciousness, diabetic, drug / drink overdose; all ED resus patients]  

• Peak flow [for asthmatics and those requiring nebulisers]  

• Bilateral blood pressure [chest / abdominal pain radiating to back]  

• Urinalysis [confused, unconscious, diabetic patients, unexplained vomiting, suspected UTI]  

• Pregnancy test [menstruating females]  

• Distal pulse and capillary refill time [vascular and circulatory problems]  

 
 
7.0 Monitoring Patients Physiological Observations 
 

7.1 Blood pressure 
The gold standard for assessing accurate blood pressure is to use the manual technique using a 

sphygmomanometer and stethoscope. There is a role for the use of automated electronic devices 

to measure blood pressure however results may not be accurate if the patent is tachycardic, has an 

arrhythmia, is hypotensive or if the incorrect size of cuff is used.  

Acutely unwell patients can often maintain an adequate blood pressure due to physiological 

compensation therefore hypotension is often a late sign of clinical deterioration. It is the systolic 

component of the blood pressure reading which is used in the NEWS2 score.  

 

7.2 Pulse/heart rate 

All observations of heart rate pulse must include the manual palpation and recording of an arterial 

pulse (the radial artery is commonly used) as a minimum standard in order to detect any 

irregularities such as atrial fibrillation, which would not routinely be detected by automated 

electronic devices. Furthermore manual assessment of the pulse allows assessment of pulse 

volume and peripheral temperature both of which are important markers of perfusion.  

 

7.3 Respiratory rate 

Respiratory rate is regarded as a very significant marker of severity of illness therefore when 

assessing the patient the respirations must be observed for at least one full minute. This will able 

the assessment to take into account any influence of irregular breathing patterns. Assessment 

should include observation of the respiratory rate, pattern, depth, symmetry, accessory muscle use 
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and colour of the patient.  If the patient is in receipt of oxygen therapy the percentage of oxygen 

being administered must also be checked at source and documented on the observation chart.  

  
In patients with chronic respiratory disease, the patient’s normal respiratory rate may be high 

however changes in respiratory rate are still significant and patients. 

 
7.4 Oxygen Saturation (SpO2) 
 
The current British Thoracic Society (BTS) Guideline for Oxygen use in Adults in Healthcare and 

Emergency settings advises when prescribing oxygen to always specify a safe target range of 

oxygen in the blood, which can then be monitored. This vital action is designed to ensure that 

patients are not given too little or too much oxygen which can result in greater illness, and in rare 

cases even death. 

The rationale for giving emergency oxygen treatment is to treat low blood oxygen levels 

(hypoxaemia) where the body’s cells are starved of oxygen, which can cause damage to vital organs 

which can lead to death.  Oxygen can be used to help treat a number of lung diseases, such as 

pneumonia or deteriorations in asthma or chronic obstructive pulmonary disease (COPD). Oxygen is 

also used with other diseases such as heart failure and sepsis, which do not directly involve the 

lungs. (BTS, 2017) 

Oxygen Saturation measures the percentage of oxygen that the blood is carrying. Most patients will 

have oxygen saturations of 95% or above. A level of below 95% is clinically significant. SpO2 

significantly below 90% requires urgent attention. In patients with chronic respiratory disease and 

the elderly, SpO2 may be towards lower ranges. If this is the case, this needs to be clearly identified 

in the patients’ notes prior to the trigger being reset. 

 

Levels of SpO2 should be recorded using a fully operational pulse oximeter. Oxygen saturation 

monitoring probes should only be used in accordance to the manufacturers guidelines Oximeter 

probes can be single or multiple uses and are designed to attach to specific parts of the body. Adult 

oximeter probes can be attached to either a finger or an ear, but are not interchangeable between 

these sites. If an oximeter probe intended for the finger is attached to the ear (or vice versa), or a 

probe intended for an adult is attached to a baby or a child (or vice versa), it can produce a reading 

up to 50% lower or 30% higher than the real value. (NHS Improvement, Patient Safety Alert, 2018) 

The clinical implication of an inaccurately high reading, especially as part of NEWS2, is that staff 

may be falsely reassured about a patient’s condition, when in reality the patient is deteriorating, or 
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may make an inappropriate intervention when in fact a patient is stable or improving. If the device 

does not record a saturation level, this may be a sign that the patient is not perfusing their 

peripheries appropriately. This should be noted and escalated to the RN designated to that patient 

who must then seek Senior Nursing and/or Medical Advice.  

 

 The recommended target saturation range for acutely ill patients not at risk of 

hypercapnic respiratory failure is 94–98%  

 For most patients with known COPD or other known risk factors for hypercapnic 

respiratory failure (e.g. morbid obesity, cystic fibrosis, chest wall deformities or 

neuromuscular disorders, or fixed airflow obstruction associated with bronchiectasis), a 

target saturation range of 88–92% is suggested pending the availability of blood gas 

results (grade A for COPD, grade D for other conditions). (BTS, 2017) 

 (Please refer to the Trust Oxygen Policy for further information) 

8.0 Monitoring Equipment  

 

The equipment required to undertake and carry out the observations referred to within this policy includes:  

• An automatic non-invasive blood pressure recording machine  

• A manual sphygmomanometer and stethoscope  

• Blood pressure cuffs (various sizes)  

• Pulse oximetry device and probes  

• A urinalysis machine or testing strips  

• Blood glucose monitoring equipment  

• A pen torch  

• A thermometer  

• A peak flow recorder  

• Weighing scales  

• ECG Machine  

Monitoring equipment must be kept in good working order with regular planned servicing and calibration 

in accordance with manufacturer’s recommendations. Equipment must be available in a variety of sizes e.g. 

large blood pressure cuffs, in order to support accurate monitoring of patients physiological observations. 

Appropriate infection control measures should be taken to prevent/minimise the risk of cross infection.  
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It is the responsibility of the Ward Manager to ensure adequate monitoring equipment resources, are 

available and if not, this should be escalated to the departmental CNL. Out of hours this should be 

escalated to the CSNP/ senior on-call manager. It is the responsibility of the Ward Manager to ensure that 

in liaison with their CNL, funds are kept available to repair / maintain, or purchase equipment, so safe levels 

of monitoring equipment are available to nursing staff. This must be in conjunction with Trust Biomedical 

Engineering Services (BME). 

 

9.0 Frequency of observation recording 

 

It is recommended that all adult inpatients have their observations and NEWS2 scores recorded at a 

minimum frequency of 4 hourly unless the patients clinical condition e.g. post anaesthesia, administration 

of medication such as epidural, head injury, or the NEWS2 score itself indicates a more frequent 

observational monitoring regime. A minimum frequency of 4 hourly observations and NEWS2 scores are 

recommended as, some patients who are, or become, acutely unwell in hospital may receive sub‑optimal 

care because their deterioration is not recognised, not appreciated or not acted upon sufficiently quickly. 

All in-patients must have routine physiological observations recorded at least every 12 hours (NPSA 2007). 

The Intensive Care Society Levels of Critical Care (2009) recommend that level 0 patients may have 

observations recorded less frequently than 4 hourly conversely level 1 patients should have a minimum of 4 

hourly based on individual clinical need.  

The clinical monitoring plan should not just be based on the last set of observations and NEWS score but 

also take into account the patient's diagnosis, presence of any comorbidities and any supplemental 

therapies such as non-invasive ventilation, continuous positive airway pressure or high flow humidified 

nasal oxygen therapy in progress.  NEWS2 can improve the quality of trends of patient observations and 

monitoring however NEWS2 is not a predictor of outcome or a comprehensive clinical assessment tool or 

replacement for clinical judgement.  

 

A complete set of observations and NEWS2 should be recorded and documented at the point of all ward to 

ward transfers.  

 

Where a patient has refused observations despite an explanation being given, the RN should inform 

Medical Staff to determine whether non-compliance may be attributed to an underlying medical condition 

or if assessment of the patient’s mental capacity should be considered. Any action taken must be 

documented in the nursing documentation and patient’s care records. For further information refer to the 

Mental Capacity Policy. 
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Commonly patients on the End of Life Care Pathway do not need regular vital signs monitoring but if they 

deteriorate may require a medical review for symptom control.  

 

In order to monitor patients’ effectively there needs to be a documented plan to minimise or prevent 

further deterioration in patients. This should include the frequency of monitoring required the escalation 

process between the MDT including the process for escalation in and out of hours.  

As not all patients will require every part of the NEWS observation chart to be completed. Specific 

parameters can be omitted or set as bespoke parameters personalised for individual patients according to 

their clinical needs, this must be an agreement between senior nurses and medical practitioners and 

recorded in the health records. 

  

9.1 Additional factors to consider  

9.1.1 In some COPD patients inappropriate oxygen supplementation could raise oxygen 

saturations above the target range, this emphasises the need for close monitoring and 

supervision of these patients. 

9.1.2 Urine output has been included on the NEWS chart to highlight the importance or 

recording urine output when considered clinically appropriate to do so. 

 
10.0 Monitoring of Patients in Specific Circumstances 
 

10.1 Patients with an infection 
 
Many patients requiring level 1 or 2 care may have infections that require the patient to be isolated 

in a cubicle. In this context, nurses in charge of ward area will need to seek advice from Infection 

Control Team and CCOS/CSNP regarding the risks and benefits. 

 

10.2 Patients requiring Non Invasive Ventilation (NIV) 
 

 As in all severely ill patients, serial vital signs (and National Early Warning Scores, where 

implemented) should be recorded. 

 
  Continuous monitoring of oxygen saturation is essential.  

 
 ECG monitoring is advised for all patients with a tachycardia >120 bpm, dysrhythmia or 

known cardiomyopathy.  
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 All staff that prescribe, initiate or make changes to acute NIV treatment should have 

evidence of training and maintenance of competencies appropriate for their role.  

 

 Acute NIV should only be carried out in specified clinical areas designated for the delivery 

of acute NIV (ED, Aspen, BACU, Critical Care and Theatre Recovery) as only staff in these 

areas have the specialist skills required to safely manage these patients 

 

 Patients who meet evidence-based criteria for acute NIV should start NIV within 60 min of 

the blood gas result associated with the clinical decision to provide NIV and within 120 min 

of hospital arrival for patients who present acutely.  

 

 All patients should have a documented escalation plan before starting treatment with 

acute NIV. 

 
 Staff should refer to the Trust guidance for NIV (appendices 2.1, 2.2, 2.3) and use the Trust 

Non-Invasive Ventilation Observation chart (appendix to record NIV observations as well as 

documented on VitalPac.  

 

 Clinical progress should be reviewed by a healthcare professional with appropriate training 

and competence within 4 hours and by a consultant with training and competence in acute 

NIV within 14 hours of starting acute NIV.  

 

 All patients treated with acute NIV should have blood gas analysis performed within 

2 hours of commencing treatment; failure of these blood gas measurements to improve 

should trigger specialist healthcare professional review within 30 min.( BTS, 2016,BTS, 

2018) 

 

10.3 Patient Controlled Analgesia (PCA) 

All patients should have 15 minute observations for the first hour after the PCA has been 

commenced, then hourly for the next 3 hours. Then 2 hourly for a minimum of 12 hours or longer 

as the patient’s condition deems necessary. After 12 hours provided the patient’s observations 

remain within the normal range the observations should be done 4 hourly. This is to detect side 

effects of opioids as well as to assess whether the pain is associated with other physiological 

abnormalities which may indicate serious health events or complications of treatment. 
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Observations should include level of consciousness, respiratory rate and oxygen saturations, blood 

pressure, pulse, pain sore, nausea score and vomiting score. 

 
10.4 Epidural Analgesia 
 
The patient MUST have a full documented assessment when the nurse taking over the patients care 

changes (e.g. shift change). Observations should include level of consciousness, respiratory rate 

and oxygen saturations, blood pressure, pulse, pain sore, motor function, nausea score and 

vomiting score. Sensory function should also be assessed at least once a shift or following any 

significant changes in other observations (especially blood pressure, pain or motor function) (NB: 

Observations will need to be performed more frequently if the patient’s condition changes).  

Observations should then be recorded every 15 minutes for the first hour (on arrival in recovery, or 

if inserted in ITU/HDU - once the epidural infusion is started) then: 

 At least hourly for the next 3 hours 
 At least 2 hourly for a minimum of 12 hours or for 24 hours if this is assessed by the nurse in 

charge or the Inpatient Pain Service as necessary 
 At least 4 hourly after that provided the patient’s observations remain within the normal 

range (see guidelines below) 
 During a ‘top up’ procedure the patient’s observations should be recorded every 3 minutes for 

a minimum of 30 minutes, then at 15 minute intervals for a further 30 minutes 
 Following an increase in rate, increase the frequency of the observations to every 15 minutes 

for at least 30 minutes then return to previous frequency   
 At least once a shift check the epidural site to ensure the catheter is still in situ, to monitor for 

signs of infection or leaking  
 At least once a shift check the sensory block. Recheck the sensory block if the patient reports 

pain or if there are any significant changes in the other observations (especially blood  
pressure and/or motor function) 
 

10.5 Suspected Sepsis 
 
The Trust Emergency Department (ED) utilizes a comprehensive sepsis proforma which includes 

anti-microbial guidelines (appendix 13.5) In ward areas the Trust has implemented the Adult 

National In-patient Sepsis Screening & Action Tool which uses NEWS to prompt staff to screen 

patients for sepsis and incudes the Sepsis Six pathway (appendix 13.6) Furthermore VitalPac alerts 

staff to a new episode of sepsis by displaying a visible sepsis icon when the system detects certain 

physiological abnormalities and/or pathology results that may be attributed to sepsis. There is an 

updated VitalPac Sepsis module being introduced to the Trust in the near future. 

 

Every patient with suspected sepsis should have a complete set of observations and NEWS score 

and every patient with suspected sepsis should also be examined for: 

 Mottled or ashen appearance 
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 Cyanosis of the skin, lips or tongue 

 Non-blanching rash of the skin 

 Any breach of skin integrity (for example, cuts, burns or skin infections) 

 Any rash indicating potential infection. 

 The person, parent or carer should also be asked about the frequency of urination in the 

past 18 hours. 

(Sepsis: recognition, diagnosis and early management (2016) NICE guideline NG51) 

 
10.6 Patients with tracheostomies or laryngectomies 
 
The majority of patients within the Trust will have had tracheostomies inserted in critical care as 

part of airway and/or respiratory support for acute respiratory failure although very few patients 

will leave ITU with a tracheostomy in situ. If the tube remains in situ after discharge from critical 

care this will be because the patient is not fully recovered and is at risk of deterioration. Patients 

with tracheostomies must only be nursed in the following ward areas: ED, Aspen Ward and Critical 

Care as only staff in these areas have the specialist skills required to safely manage these patients. 

(Tracheostomy and laryngectomy Guidelines are available on Trust Clininet)  

 
Any patient admitted to hospital as an emergency with a tracheostomy or those stepped down 

from critical care, should be on a minimum of 4 hourly observations and NEWS2 Score calculation 

until its discontinuation is advised by a clinical expert (experienced ward staff, CCOS or critical care 

team, anaesthetist, respiratory physiotherapist, or ENT medical team). Any concern about 

positioning of the tracheostomy or respiratory compromise in a patient with a tracheostomy should 

urgently be referred directly to the anaesthetic registrar on call bleep 5007.  

 
10.7 Supplemental Oxygen 
 
In addition to routine monitoring the delivery device and flow rate should always be recorded on 

the physiological observation chart via Vital Pac. The patient’s target oxygen saturations and 

oxygen being delivered should be recorded on the medication chart as prescribed by the British 

Thoracic Society 2008 (BTS) Target saturations should be considered as per BTS guidelines (2008): 

Non-COPD aim for Spo2 94% – 98% 

COPD aim for Spo2 88% – 92% 

Medical Emergency >96% 

 

10.8 High Flow Humidified Nasal Oxygen (HFNO) 
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The CCOS provide a CCOS led service for patients who require high flow humidified oxygen via nasal 

cannula (HFNO) outside of critical care areas. Other clinical staff providing HFNO for patients should 

have the competency to use the equipment appropriately on the ward. Staff caring for patients 

receiving HFNO should also have the knowledge and skills to respond appropriately to changes and 

problems relating to this treatment. Staff should be assessed and deemed competent before 

setting up and using this equipment. The CCOS/critical care team, respiratory physiotherapist and 

CSNP staff are available for advice on HFNO as required. The CCOS will manage the initiation and 

subsequent management of all patients that they commence on HFNO.  

 

Patients requiring HFNO should have continuous SpO2 monitoring as increased oxygen 

requirements may be recognised by deteriorating oxygen saturations (SaO2) and/or progressive 

increases in the fraction of inspired oxygen (FiO2). The initial extent of hypoxaemia should be 

assessed by arterial blood gas (ABG) analysis prior to commencing HFNO. Patients requiring HFNO 

should have a minimum of 4 hourly observations and NEWS2.  

 
10.9 Following Surgery with General/ Spinal Anaesthesia 
 
Patients who are deemed to be at greatest risk of deterioration following surgery include those 

who have undergone major surgery: intra-abdominal, urological, orthopaedic, gynaecological, and 

major vascular and/or those who have multiple comorbidities. 

For this reason these patients must as a minimum standard, have routine monitoring recorded:  

 Immediately on return to the ward from theatre. 

 At least hourly for the first four hours after return to the ward 

 At least four hourly for the first 24 hours after the first hour 

 Where Surgical and/or Anaesthetic Consultants or the CCOS deem the above inadequate 

 

10.10 Following discharge form Critical Care 

Routine monitoring must be commenced prior to the patient leaving critical care. A print out of 

observations must be provided as pre discharge baseline. Decisions to discharge any patient from 

Critical Care are made at consultant level. 

Any NEWS2 scores >5 should be discussed with the Consultant covering critical care prior to 

discharge. Routine monitoring should commence with a set of observations immediately as the 

patient arrives on the ward and should be repeated at least four hourly for the first twenty-four-

hours after discharge. This is necessary because these patients are at high risk of deterioration. This 

group of patient’s will be routinely followed up by the CCOS, it is the responsibility of the ward 
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nurses and doctors to read the discharge letters provided by the Critical Care team as this will detail 

key information. The CCOS can be contacted and will review any patient stepped down form critical 

care, at any stage, that the ward staff have concerns regarding.  

 
10.11 Following Transfer from one clinical area to another (ward, department including x-ray) 
 
Routine observations should be undertaken prior to transfer. Any abnormalities should prompt the 

repetition of observations immediately prior to transfer to ensure that the patient is fit to leave the 

ward/department or to identify the need for additional monitoring during transfer. Any patient 

leaving the ward with a NEWS2 score of 5 or above must be accompanied by a RN. 

Any patient who has been transferred into a ward or department must have routine monitoring 

immediately after they arrive in the area if there is any clinical concern. 

 

10.12 Transfer of unstable patients for investigations or between wards and departments  
 
Patients who are deemed unstable by clinical staff will require a RN/Medical escort. For complex 

patients with high oxygen demands or cardiovascular support or other technical requirements, 

advice should be obtained from the CCOS or from other specialist areas (e.g. respiratory 

ward/anaesthetist on call). 

 
10.13 Acute Head Injury/Brain Injury (including inpatient falls where head injury cannot be 
excluded e.g. unwitnessed falls or post fit.) 
 
In hospital observations for a patient with a head injury (HI) should only be conducted by 

professionals competent in the assessment of an HI.  For patients admitted for HI observation the 

minimal acceptable documented neurological observations are: Glasgow Coma Scale* (GCS), pupil 

size and reactivity, limb movements, respiratory rate, heart rate, blood pressure, temperature, 

blood oxygen saturations. Perform and record observations on a half hourly basis until GCS equal to 

15 has been achieved. The minimum frequency of observations for patients with a GCS equal to 15 

should be as follows, starting after the initial assessment in the emergency department:  

 Half-hourly for 2 hours, then 

 1 hourly for 4 hours, then 

 2 hourly thereafter 

 

Patients admitted to hospital following a head injury, or sustaining a head injury whilst an in-

patient (e.g. following a fall), should be considered at risk of deterioration and observed closely. If 

the fall was unwitnessed and head injury cannot be excluded the patient should be treated as being 
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at risk of deterioration until clinically significant head injury has been excluded by medical staff. 

Refer to the Trust Inpatient Fall’s Policy (2018) for further guidance. 

Routine monitoring plus pupil size and reaction and Glasgow Coma Scale should be commenced 

immediately by competent nursing staff on instruction of the reviewing doctor (NICE 2007b). The 

Vital PAC Special Observations chart should be used for documenting these observations which will 

allow documentation of routine monitoring and the NEWS2 score. 

These should be performed on a half-hourly basis until GCS = 15 

When GCS = 15, minimum frequency of observations is: half-hourly for 2 hours then 1-hourly for 4 

hours then 2-hourly thereafter. (NICE 2007b). 

Any deviation from these frequencies should be documented in the medical plan. 

 

*The Glasgow Coma Scale (GCS) is a tool that has the ability to communicate the level of 

consciousness of patients with acute or traumatic brain injury. Developed by Graham Teasdale and 

Bryan J. Jennett, professors of neurosurgery at the University of Glasgow's Institute of Neurological 

Sciences, this scale is the gold standard used for all acute medical and trauma patients. The GCS is 

integrated into VitalPac.  

 

10.14 Clinical Variance to the NEWS2 score 
 
This occurs in certain clinical or chronic conditions where patient’s normal physiological parameters 

would trigger unnecessarily on the NEWS2. Any decision to adjust the monitoring of the patient’s 

vital signs must be discussed, agreed and recorded with a senior member of the patient’s medical 

team. This will guide members of the multi-disciplinary team taking and recording NEWS2, when to 

increase or decrease the frequency of observations and when to appropriately escalate their care 

during physiological deterioration or recovery. 

The patient’s own medical team will review the patient every 24 hours. Any decisions to adjust the 

monitoring of the patient’s NEWS2 must be documented in the patient’s health record with a clear 

plan of action and communicated to staff responsible for taking and recording NEWS2. In certain 

clinical or chronic conditions where patient’s normal physiological parameters would trigger 

unnecessarily on the NEWS2, a variance to this standard can be authorised by a reviewing doctor 

(FY2 or above) or the CCOS 

 
10.15 Patients who are not for Resuscitation (DNAR) and the ReSPECT process 
 
There are two types of patient with a documented DNAR decision in place. One group consists of 

patients who are dying and for whom treatment aims are limited to symptom control. These 
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patients do not need regular NEWS2 assessment, but if they deteriorate may require medical 

review for symptom control and comfort. 

The other group of patients with a DNAR decision are those who are still requiring a treatment 

escalation plan for which the Trust has adopted the ReSPECT process and form. The plan is created 

through conversations between a patient and one or more of the health professionals who are 

involved with their care which will include a ceiling of treatment and escalation. Active 

management, such as oxygen, fluids, antibiotics and physiotherapy can be provided but 

resuscitation will be withheld if they sustained cardiorespiratory arrest. If patients in this second 

group deteriorate they may require an urgent senior medical review, as there may still be 

appropriate treatments that could be instituted. It will still be appropriate to place a priority 2222 

call in the event of a medical emergency other than cardiorespiratory arrest. 

The plan should stay with the person and be available immediately to health and care professionals 

faced with making immediate decisions in an emergency in which the person themselves has lost 

capacity to participate in making those decisions. 

The management plan for all such patients needs to be very specific about acceptable physiological 

parameters for observations. The CCOS or CSNP support should be sought for the care of any 

patient where technical clinical support or advice is required regardless of their DNAR status. 

 

10.16 Patients with an Acute Kidney Injury (AKI) 

The Trust has implemented an AKI care Bundle (appendix 13.8) for clinical staff that provides 

guidance on the recognition, treatment and monitoring of patients with AKI. VitalPac also alerts 

staff to a new episode of AKI by displaying an AKI icon when the system detects certain 

physiological abnormalities and/or pathology results that may be attributed to AKI. Pathology staff 

will alert the ward teams by telephone when a new AKI occurs. Further guidance on AKI can be 

located on Trustnet in Clininet.  

All patients with a suspected or recognised AKI must have accurate fluid balance measurement and 

recording. Urine output has been included on the NEWS2 chart to highlight the importance or 

recording urine output when considered clinically appropriate to do so. 
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11.0 Incident Reporting 
 
A DATIX report should be completed by any MDT member that detects any failure to comply with this 

policy, e.g. Failure to escalate to appropriate senior clinical level or failure to increase frequency of 

observations as prompted by the Vital Pac system. 
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13. Appendices  
 
APPENDIX  1.    National Early Warning Score (NEWS2) 
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APPENDIX 2   Trust Observation Chart with integral NEWS2 
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APPENDIX 3    Trust NEWS2 Escalation Responses 
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Appendix 13.4 Trust NIV Proforma 
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APPENDIX 5     Trust ED Sepsis Proforma 
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APPENDIX 6    Trust Adult In-Patient Sepsis Screening & Action Tool 
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APPENDIX 7   Trust Acute Kidney Injury Care Bundle 
 

 


