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V2.1 16/11/19 Transferred to new Trust Template and updated Trust Name
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Appendix 12 - SWARM 59

Attachments Restore 2 Mini attachments
ABBREVIATIONS
Abbreviation Full Description
GHC Gloucestershire Health and Care NHS Foundation Trust
NEWS2 National Early Warning Score version 2
PEWS Paediatric Early Warning Score
ReSPECT Recommended Summary Plan for Emergency Care and Treatment
RESTORE Recognise Early Soft signs, Take Observations, Respond and Escalate
SBARD Situation, Background, Assessment, Recommendation, Decision
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Escalation Procedure Action Card 1 - Community Eating Disorders Team

- -
Gloucestershire Health and Care

with you, for you NHS Foundation Trust

lation Pr re Action Card 1
Community Eating Disorders Team
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Escalation Procedure Action Card 2 - Children’s Community Nurse Service

- e
Gloucestershire Health and Care

with you. for you NHS Foundation Trust

Escalation Procedure Action Card 2

Children’s Community Nurse Service (under 18yrs)
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Escalation Procedure Action Card 3 - Community Dental Team

- e~
Gloucestershire Health and Care

with you, for you NHS Foundation Trust

Escalation Procedure Action Card 3

Community Dental Team
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Escalation Procedure Action Card 4 - Community Settings including Integrated Urgent
Care (IUC)

) | NHS

: Gloucestershire Health and Care
with you, for you NHS Foundation Trust

Escalation Procedure Action Card 4

Community Settings
(including Integrated Care Teams, Integrated Urgent Care Service
(IUC), Physical Health, Mental Health and Learning Disability
Community Nursing Teams)

‘ Medical Emergency

Manage patients symptoms within clinicians competencies
ABCDE assessment and physical/clinical observations
Complete NEWS2/PEWS chart and review the ReSPECT form (if available)

l

N O_I Is the patient for full escalation/active

| treatment (or if no ReSPECT form) ___YES
If not for full escalation, i i i
; ; A - Consider discussing
mﬁn;ld"-" dﬁ;‘_‘“'_ﬂﬁ For any Life with SPCA, District
Nmt MH Threatening 4—|_ Nurse Triage, GP /OOH
Nurse Triage, Emeroen Dr/Palliative Care/
ergency
Dr/Palliative Care/ CINAPSIS/ Rapid
CINAPSIS/ Rapid l Response/IHoT/
Response/IHoT/ : - (as appropriate)
(as appropriate) Dial (9)999

Use SBARD to handover to ambulance service

A copy of patients notes, health record summary, drug chart, NEW52/PEWS,
ReSPECT {as applicable) and all relevant paperwork should accompany patient

transfer
Inform Next of Kin
Complete progress notes, Datix as required and inform GP [if appropriate)
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Escalation Procedure Action Card 5 - Hope House and SARC

.. NHS

with you, for you Gloucestershire Health and Care
NHS Foundation Trust

lation Pr re Action Car
Hope House and SARC (Gloucester)
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Escalation Procedure Action Card 6 - Maxwell Centre

with you, for you

NHS|

Gloucestershire Health and Care

NHS Foundation Trust

Escalation Procedure Action Card 6

Maxwell Centre

Client arrives at Maxwell Centre
Assessed by staff using the NEWS2 chart

!

NEWS2 score O

!

One off physical
observations are to
be completed.
Repeat if clinically
indicated

|

Proceed to 5136
assessment

'

NEWS2 score 1-4

'

Registered professional
to consider frequency of
physical observations
and contact the on-call
duty Doctor

|

See the
Escalation Procedure
Action Card for Mental
Health Inpatient Settings

Activate on site
emergency response
procedures

Call (9)999 for an
ambulance (if required)

l

k J

NEWS2 score 5+ or 3 or

more in one parameter

. :

Dial 2222 and ambulance

on (9)999
Follow on site
emergency response
procedures
Ambulance MUST be
called

l

See the
Escalation Procedure
Action Card for Mental
Health Inpatient Settings

Activate on site
emergency response
procedures

Call (9)999 for an
ambulance

!

Post Event Complete: Progress notes, complete
MEWS2 chart and Datix
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Escalation Procedure Action Card 7 - Urgent Care Rapid Response

- e
Gloucestershire Health and Care

with you, for you NHS Foundation Trust

Escalation Procedure Action Card 7
Urgent Care — Rapid Response
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Escalation Procedure Action Card 8 - Urgent Care and Overnight District Nursing Service

~ Gloucestershire Health and Care
with you, for you NHS Foundation Trust

Escalation Procedure Action Card 8
Urgent Care Evening and Overnight District Nursing Service

‘ Medical Emergency ‘

Manage patients symptoms within clinicians competencies
ABCDE assessment and physical/clinical observations
Complete NEWS2 chart and review the ReSPECT form/DNACPR status (if available)

v

Is the patient for full escalation/active
treatment (or if no ReSPECT form)

i NO ‘ YES l
If not for full escalation, discuss .
with GP / OOH Dr / Palliative Care / Dial (9)999
Rapid Response (as appropriate) l

Consider discussing with GP /OOH ‘
Dr / Palliative Care / Rapid Response
(as appropriate) ‘

;

' If condition continues to deteriorate
call (9)999 to re-categorise

Use SBARD to handover to ambulance service
A copy of patients notes, health record summary, drug chart, NEWS2, ReSPECT
(as applicable) and all relevant paperwork should accompany patient transfer

v

Inform Next of Kin
Complete progress notes, Datix as required and inform GP
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Escalation Procedure Action Card 9 - Mental Health Inpatient Settings

“ Gloucestershire Health and Care

with you, for you NHS Foundation Trust

lation Pr re Action Car

Mental Health Inpatient Settings (inc. Honeybourne & Laurel
House)

NO YES

=
i
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Escalation Procedure Action Card 10 — Berkeley House

NHS
“ Gloucestershire Health and Care

with you, for you NHS Foundation Trust

Escalation Procedure Action Card 10

Berkeley House Inpatient Setting

NO YES
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Escalation Procedure Action Card 11 — CLH and WLH (Delay in Ambulance)

NHS
~ Gloucestershire Health and Care

with you, for you NHS Foundation Trust
Escalation Pr re Action Card 11
Charlton Lane and Wotton Lawn Hospital
Wh when there i lay in an ambulan rriving for ien
i he expect ime frame an r ncern
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Escalation Procedure Action Card 12 - Physical Health Community Hospital Sites

“ Gloucestershire Health and Care

with you, for you NHS Foundation Trust

Escalation Procedure Action Card 12
Physical Health Community Hospitals Site Escalation

Clinical Emergency

Is it within the hospital building or grounds?
Using your clinical judgement and a dynamic risk assessment

YES Can you maintain your own safety, and the safety of people in j—NO
your care?
Call (9) 999
Call for help/use emergency bell if available if appropriate
) Initial assessment of ABCDE -
If further help is required and patient is for escalation
Dial (9)999 if appropriate
'
Request assistance from Hospital Shift Lead (HSL), via If inpatient is not for
Mitel phone emergency number for the hospital site escalation, discuss with
HSL to collect First Response bags GP/ACP/OOH Dr/
(green rucksack, blue oxygen bag and AED) Rapid Response

—

HSL and porter (if available) to attend. HSL to ensure (9)999 has been dialed
On hearing the phone/radio alert, MIIU staff (if available) to attend with MIIU
Response bags

-

Manage patient within clinicians clinical competencies
Continue ABCDE assessment, complete NEWS2 physical observations
If patient deteriorates, consider (9)999 if the call needs to be re-categorised
Use SBARD communication tool, handover to ambulance crew. A copy of patients
notes, health record summary and drug chart to accompany patient for transfer
v
Inform Next of Kin

Complete progress notes, NEWS2 chart, Datix as required and inform GP
HOLD A DEBRIEF

CLP105 Deteriorating Patient Policy V3.9 Page 16 of 59 21/11/2024

working together | always improving | respectful and kind |



Escalation Procedure Action Card 13 - PEWS GHC MIiU Escalation Level Action Card

ESCALATION LEVEL

TRIGGER
CRITERIA:

Respond as per
the highest
level based on
CHANGE in
ANY ONE of
these criteria

LOW (L)

Murse/clinician concem
that patient needs a

Escalation Procedure Action Card 13 - PEWS — GHC MIiU Escalation Level

MEDIUM (M)

HIGH (H)

EMERGENCY (E)

New Suspicion of sepsis

AVPU: Change to AVPU

Or New suspicion of
septic shock

Responsive only to V' Voice

AVPU: Change to AVPU
‘P* Responsive only to ‘Pain’
or ‘Unresponsive’ OR
abnormal pupillary response

| Nurse/clinician concemn that

patient needs a ‘Review’

patient needs a ‘Rapid

Murse/clinician concemn that

Murse/clinician concern that
patient needs emergency
review for life-threatening

situation

Carer uses the words that
suggest the child has
collapsed or significanthy
deteriorated

‘increased’ monitoring irespective of PEWS Review' irespective of
despite low PEWS PEWS

Carer uses words that Carer concem that patient Carer uses words that
suggest the child needs needs a ‘Review’ suggests the child needs a
‘increased’ monitoring or irespective of PEWS ‘Rapid Review' irrespective
intervention despite low of PEWS

PEWS
14 0 58 9-12

=13

Communication and
Response

« Situation

» Background

+ Assessment

+ Recommendation
+ Decision

Remove clothing (rash), consider Urinalysis/fluid intakefurine output and check blood g

‘Paeds advice/referral if
required via Cinapsis

Feed back plan to carers

Consider clinical
presentation & need for
discussion with Paeds or
referral via Cinapsis
Consider 999 transfer

Feed back plan to carers

Paed discussion is required
+/-
Referral/999 transfer

Feedback plan to carers

lucose
999 transfer

Feed back plan to carers

Review Timings /
Observations

MNurse/clinician must
reassess within 60 minutes
(and document ongoing
plan)

FOR EMERGENCY OR LIFE-THREATENING SITUATIONS: CALL (9) 999

Within 30 minutes

Within 15 minutes

Continuous monitoring
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INTRODUCTION

1.1 This policy states the position of Gloucestershire Health and Care NHS Foundation Trust
(GHC) standards on the prevention and management of the deteriorating patient, and aims
to reduce patient harm which can occur from the risk of deterioration.

1.2  The policy will highlight the importance of recognising the deteriorating patient and contains
the associated documentation required to assess those at risk of further deterioration. The
policy will aid clinicians to recognise and respond to physical / clinical deterioration in a
timely manner.

2. PURPOSE
The Trust is committed to ensuring the best possible physical health for all of its service
users and patients. This policy provides documented and approved processes for
assessing and managing clinical conditions and the risks associated with deteriorating
patients.

3. SCOPE
This policy applies to practitioners and support staff employed by Gloucestershire Health
and Care NHS Foundation Trust (GHC), who are patient facing and undertake physical /
clinical observations as part of their clinical role.

4. DUTIES

4.1 General Roles, Responsibilities and Accountability
Gloucestershire Health and Care NHS Foundation Trust (GHC) aims to take all reasonable
steps to ensure the safety and independence of its service users and patients, and to
support them in making decisions about their care and treatment.

Responsibility for the development, maintenance, review and ratification of this

policy lies with the Trust board. This level of responsibility has been delegated to the

Director of Nursing, Therapies and Quality.

In addition, the Trust will ensure that:

¢ All employees have access to up-to-date evidence-based policy documents.

e Appropriate training and updates are provided.

e Access to appropriate equipment that complies with safety and maintenance
requirements (dependent on the level of training attended and equipment available for
role).

4.2 Managers and Heads of Service will ensure that:

o All staff are aware of and have access to policy documents.

e All staff access training in accordance with the Trust Training Matrix

e All colleagues participate in the appraisal process, including the review of
competencies.

4.3 Employees (including bank, agency and locum staff) must ensure that they:

e Practice within their level of competency and within the scope of their professional

CLP105 Deteriorating Patient Policy V3.9 Page 18 of 59 21/11/2024

1er | always improving | respectful and kind |




bodies where appropriate.

Read and adhere to Trust policy

Identify any areas for skill update or training required and attend training in line with the
Trust’s Training Matrix, ensuring training remains current.

Participate in the appraisal process.

Ensure that all care and consent comply with the Mental Capacity Act (2005) - see
section on MCA Compliance below.

4.4 Roles, Responsibilities and Accountability Specific to this Policy:

The Director of Nursing, Therapies and Quality — Accountable for ensuring the
Care of the Deteriorating Patient Policy is agreed, implemented, and regularly
reviewed within the clinical governance framework.

Associate Director of Quality Assurance and Clinical Compliance

Responsible for ensuring that agreed actions are implemented.

Resuscitation Committee - To provide assurance and oversight regarding Care of
the Deteriorating Patient activity across GHC, this will include and not be limited to;
policy guidelines and activity regarding processes and procedures (such as
equipment, training etc.) The Group will monitor incidents and set standards.

MENTAL CAPACITY ACT COMPLIANCE

5.1  Where parts of this document relate to decisions about providing any form of care
treatment or accommodation, staff using the document must do the following: -

Establish if the person able to consent to the care, treatment or accommodation that is
proposed? (Consider the 5 principles of the Mental Capacity Act 2005 as outlined in
section 1 of the Act. In particular principles 1,2 and 3) Mental Capacity Act 2005
(legislation.gov.uk).

Where there are concerns that the person may not have mental capacity to make the
specific decision, complete and record a formal mental capacity assessment.

Where it has been evidenced that a person lacks the mental capacity to make the
specific decision, complete and record a formal best interest decision making process
using the best interest checklist as outlined in section 4 of the Mental Capacity Act 2005
Mental Capacity Act 2005 (legislation.gov.uk).

Establish if there is an attorney under a relevant and registered Lasting Power of
Attorney or a deputy appointed by the Court of Protection to make specific decisions
on behalf of the person (N.B. they will be the decision maker where a relevant best
interest decision is required. The validity of an LPA or a court order can be checked
with the Office of the Public Guardian) Office of the Public Guardian - GOV.UK
(www.gov.uk).

If a person lacks mental capacity, it is important to establish if there is a valid and
applicable Advance Decision before medical treatment is given. The Advance Decision
is legally binding if it complies with the MCA, is valid and applies to the specific situation.
If these principles are met it takes precedence over decisions made in the persons best
interests by other people. To be legally binding the person must have been over 18
when it was signed and had capacity to make, understand and communicate the
decision. It must specifically state which medical treatments, and in which
circumstances the person refuses and only these must be considered. If a patient is
detained under the Mental Health Act 1983 treatment can be given for a psychiatric
disorder.
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6.1.1

6.1.2

6.1.3

6.1.4

6.1.5

6.2

6.3

e Where the decision relates to a child or young person under the age of 16, the MCA
does not apply. In these cases, the competence of the child or young person must be
considered under Gillick competence. If the child or young person is deemed not to
have the competence to make the decision then those who hold Parental Responsibility
will make the decision, assuming it falls within the Zone of Parental control. Where the
decision relates to treatment which is life sustaining or which will prevent significant
long-term damage to a child or young person under 18 their refusal to consent can be
overridden even if they have capacity or competence to consent.

POLICY DETAIL
General Position Statement

This policy provides documented and approved processes for triaging and managing the
clinical condition and risks associated with the potentially deteriorating patient; it applies to
practitioners and clinical support staff employed by GHC who undertake physical/clinical
observations as part of their clinical role.

Early detection, timeliness and competency of the clinical response comprise a triad of
determinants of clinical outcome in people with acute illness.

Physical / clinical observations should be undertaken by competent staff, however,
qualified staff must be aware of their accountability if and when delegating this task.

No distinction is made between medical, nursing and allied healthcare professionals.

This policy is designed to provide a ratified process to support the physical assessment
and clinical management of deteriorating patients, to ensure early treatment and escalation
where indicated, providing guidance for taking physical/clinical observations, recording
finding and ongoing care / referral of patients within clinical areas.

At all times the registered practitioner can use their own clinical judgement of the patient’s
condition and can escalate their concerns in accordance with locally agreed escalation
protocols, this must be documented in the patient’s electronic records, with a rational for
the decision-making process.

When tools and paper charts are used to support this decision-making process, all findings
should be recorded/documented on the charts, and then uploaded in the patient’s
electronic records.

Every effort should be made to provide appropriate supportive care and treatment to the
patient to minimise or prevent further deterioration.

DEFINITIONS
Deteriorating Patient - Defined as patients in and out of hospital (NICE, 2016, and NHSE
2017).

National Early Warning Score2 (NEWS2) - The Royal College of Physicians developed
a National Early Warning Score to facilitate a standardised and unified national approach
to alerting clinical staff to the deteriorating patient and to the appropriate clinical response.
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Paediatric Early Warning Score (PEWS) - Vital signs and observations are essential to
assess the child’s clinical status; using Paediatric Early Warning Score (PEWS) system
enables the early recognition of sick patients and management of any deterioration.

Neurological Observations — are investigations and examinations that relate to the
assessment of the nervous system, commonly focussing on 6 key areas: level of
consciousness, pupillary activity, motor function, sensory function, FAST (stroke
recognition and vital signs.

ReSPECT — Recommended Summary Plan for Emergency Care and Treatment is a
personalised recommendation for a person’s care in a future emergency, in which they do
not have capacity to make or express choices, such events could include death or cardiac
arrest but are not limited to those events.

RESTORE 2 (Mini) - uses a ‘soft signs’ approach as a pre-diagnostic indicator of concern
to facilitate earlier treatment and avoid unnecessary transfers to hospital. Please see
Restore Mini2 attachment 1 and attachment 2.

SBARD (Situation, Background, Assessment, Recommendation, Decision) - is a
recognised handover tool that can be used to frame conversations, especially critical ones
requiring a practitioner’s immediate attention and action. The tool consists of standardised
prompt questions, to ensure that staff colleagues are sharing concise and focused
information. It allows colleagues to communicate assertively and effectively, reducing the
need for repetition.

SEPSIS - is a life-threatening reaction to an infection. It happens when the body’s immune
system overreacts to an infection and starts to damage the body’s own tissues and organs.

8. PROCESS FOR MONITORING COMPLIANCE
Are the systems or processes in this document monitored in YES
line with national, regional, trust or local requirements?
Monitoring Requirements and Methodology Frequency Further Actions
Monitoring of this policy will vary according to the On-going Any matters of non-
specific pathway or team being reviewed and may compliance will be
form part of supervision of staff by managers in escalated in line with
applicable situations Governance and Policy.
9. INCIDENT AND NEAR MISS REPORTING AND REGULATION 20 DUTY OF
CANDOUR REQUIREMENTS
9.1 To support monitoring and learning from harm, staff should utilise the Trust’s Incident
Reporting System, DATIX. For further guidance, staff and managers should reference the
Incident Reporting Policy. For moderate and severe harm, or deaths, related to patient
safety incidents, Regulation 20 Duty of Candour must be considered and guidance for staff
can be found in the Duty of Candour Policy and Intranet resources. Professional Duty of
Candour and the overarching principle of ‘being open’ should apply to all incidents.
10. TRAINING
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https://2gethertrust.interactgo.com/Interact/Pages/Content/Document.aspx?id=11041
https://eur01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fintranet.ghc.nhs.uk%2FInteract%2FPages%2FContent%2FDocument.aspx%3Fid%3D2236%26SearchId%3D195434%26&data=05%7C02%7CCaroline.Miller%40ghc.nhs.uk%7C7c5d2c78da2b4b32aadd08dc07858a7d%7Cf8120e622f9442d0beb68143b2f833fb%7C0%7C0%7C638393517327531940%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=3fWR8Fm54KzJ6v%2BMTEeh6pMf1FdybvktTm%2FVXEBx4wI%3D&reserved=0

10.1 All clinical staff have a duty to update their knowledge to ensure their practice adheres to
the standards set by both their regulatory bodies and the detail of this policy.

10.2 Regular monitoring and early, effective treatment of sick/deteriorating patients improves
the clinical outcome and prevention of cardiopulmonary events. Learning opportunities are
available, further courses and training can be accessed through the Care to Learn.
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12. ASSOCIATED DOCUMENTS

CLP110 Resuscitation Policy

CLP113 Verification of Death for Adults and Children Clinical Policy

CLP245 Physical Examinations for MH and LD Inpatient and Community Services
CLPOO05 Health Records and Clinical Record Keeping Policy

CLGO090 Administration of Subcutaneous Fluids in End-of-Life Care for Adults Clinical
Guideline

CLPO053 Patient Group Direction Policy

e CLP062 Venepuncture (including blood cultures) Policy

e CLPO77 A to Z of Equipment Decontamination (Infection Control) Policy
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Appendix 1 — Sample copy of the GHC047 NEWS2 Chart

Narne:
o Total Please document action and further comments below
Time and date NEWS ; i Staff name Gloucestershire Health and Care .
EWs2 (Give reason for any ‘refusals’) N EWSZ cha rt NHS Foundation Trust | Date of Birth: IMME
Date ol adimissicr T R MRN / Ri0 Number:
Targeted SpO. [please tidk] le s ik 1WA G 01 (ke
Sign below if using Sp0, Scale 2 {eg canfirmed hypercapnic respiratory failure} NHS Number:
e Toneture Dete
{OR AFHIX HOSPI1AL LABEL HERE)
NEWSZ KEY | [IEDR
[ o
Code relevant at time observations were recordes
[FRapid Tranquilisation (RT) Record physical observations every 15 mins for first & hrs post AT - note medication, dose & im e in Variants Section on raverse of chart
oy — W3 Daily — QDS 32 iy - BD Jaly = 0D ekl = W “Rapid Trag = AT Cther = O fpecily r Varians sectir)
Ty T
p¥i3 £
288 RECORD =il L
1
3
xygen saturation (%)
o||SpO, Scale 2+ 2
B3 oxyged ssturation ¢ [ 1
S Use Seale 2 1 rger
range & 88 S7%
*Only use 5p0,Scale 2 0
under the direction of I
a qualfied clinician g
i
3
1
2
5
3
2
v 5T
RECORD 2
AS -2
7
]
<30 3
. Aart
Confusion
X 3
7
1
=
3 <3
I T T T T 1T T T 1. m
A N N Y | || Fec e
N S S O N O A | T |
GHCO47/09_03
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NEWS2 §
LOW RISK
0

Frequency of monitoring

Continue with routine monitaring

al response

Continue routine manitoring and obsarve for any clinical changes

Total 1-4

Consider Sepsis

Increase frequency of physical
observations

Reqgisterad Practitioner to assess patient and to decide if
increased fraquency of menitoring andfor escalation of
care s required. See local guidance
Registerad Practitioner to discuss with either: Medical Team, Out
Of Hours or Rapid Response-Red Team Lead (0300 421 6570}

Use SBARD to handover

LOW-MEDIUM
RISK
3 insingle
parameter
Lonsider Sepsis

Increase frequency of physical
observations to a Minimumn 4 hourly

Consider increasing frequecy of physical
observations as nacessary.

Registzrad Practitioner to discuss with either: Medical Team, Out
Of Hours or Rapid Response-Red Team Lead (0300 421 6570).

Use SBARD to handovar

MEDIUM

Increase frequency of physical
observations to a Minimu

RISK
Total 5-6

Complete Sepsis
Screening Tool

SEPSIS REG FLAG SIGNS
Slurred speech
Extreme shivering/muscle pain
Passing no urine {in a day}
Savere breathlessness
"I feel like | might die”
Skin mottled/discoloured

Variants:

Print name

Refer to the Sepsis Screening Tool

Registered Practitioner to immediately seek urgent medical
review/advice. If applicable refer to ReSPECT form.

For Rapid Respanse-Red Team Lead (0300 421 6570) will decide
if medical input can be provided in the community

SWAST Health Care Professional Line (0300 369 0094)
Use SBARD to handover

Initizte emergency response and <all (3)999 if transfer of patient
is required

If a decision is made to deviate from the clinical response guidance above,this MUST be documented in
the patient’s progress notes and care plan with a rationale for the decision.

Nothing in this scheme should prevent a Practitioner making an appropriate response based upon their

clinical judgement.

Registered Practitioner to detall any variation in specific NEWS2 parameters:

Physiological
Parameter 2 | [ ‘ g ‘ ! | 2
Respiration rate 9-11 12-20 21-24
Sp0, Scale 1 92-93 94-95 296
$p0, Scale 2 84-85 86-87 8a-92 | 93-S4an (EEEEEE
=93 on air oxygen oxygen
Air or Oxygen Oxygen Air
Systalic BP {mmHg) 91-100 101-110 111-219
Pulse 41-50 51-90 91-110 111-130
Consciousness Alert
Temperature ("C) 35.1-36.0 36.1-38.0 38.1-39.0 2391
Total Please document action and further comments below
Time and date NEWS2 (Give reason for any ‘refusals’) Staffname

Signature

Review date

., Background, Asses:

Situation State name, pasition and location. patients details, reason for calling

Any recent relevant events, g: MHA status, date & reason for admission, medical histary,
Background A,
Assessment MEYYS2 score, ABCDE assessment, clinical concerns
Recommendation Be specific, explain what you need, make suggestions, clarify expectations
Decision Record what has been agreed in the patients progress notes
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Fupdl Scda o)

Time

Minimum fraquency for actual / suspacted head Injury.

perform every 30 minutes until GCS 15 for a minimum of 2 howrs, then 1 hourly for 4 hours, then 2 hourly thereafter.

Consider Sepsis

1
.
2
4
T 3
HE 3 °
g [open 7 4
nona 1
arientated 5 ,
F | conused 4
H ‘E; w3 .
= |B® |2 B
£ o 1
5 | cbey conmands 3 .
g [lncdise pain 5 7
& [wibdraws 4
£ [ Besion 10 pain 3 .
‘E axtorsion to pain F) .
= | nome 1
GLasgow Coma Score [GCS)|
- Size. ~reats
Fight Reacten -no reaction
Puplls -
Laft Sire. «eyes dosed
Recction by swelling
Narmal powsr
[Wi wesiness
g [Severe woakness
g | 2 [t fuon theres 2
= Extirmion deference
HlT= Crety
b Hormal powsr nght (% 2nd
E| |Midwednes )
=l IS e separately
= [Spasic laim
Exnsion
Vo respame
NEWS2 Score Frequency of monitoring Clinical response
I‘OWDRISK Continue with routine monitoring Continue mutine monttorng and observe for any dinical changes
Increase frequency of physical observations | Registered Practitioner to assess patlent and to decids ff Increased frequency of
monitoeing andior escalation of
Total 1-4 e |s required. Ses local guidance

Regtered Practitioner o discuss with esther: Medical Team, Out Of Hours or
Rapid Response-Red Team Lead (0300 471 6570}

lUsa SBARD to handover

| Increase frequency of physical observations Regbtered Practitioner to discuss with either: Medical Team, Out Of Hours or
LOW Rhqu,EKDIUM toa Minimum 4 hourly Response-Red Team Lead (0200 421 6570).
in single Consider Increasing frequecy of physical observa- Use SEARD to handover
e tions as mecessary.
Consider Sepsis
Increase frequency of physical Registered Practitioner seek gent If
to a Minimum 1 hourly appiicsble refer to ReSPECT form.
MEDIUM
For Rapid Response-Red Team Lead (0300 431 65700 will decide If medical Input
SEPSIS REG FLAG SIGNS
RISK Slurred speach can be provided In the community
Total 5-6 Extreme thivering/miscle pan SWAST Health Care Professional Line (0300 369 00%€)
Passing no urine {Ina day) e toh
Complete Sepsis | - el ||:e'iu:‘n':lgnmr
= ing Tool Skin Inttiate emergency response and call (20990 If transfer of patient ks required
Refer to the Sepsis Screening Tool
Continwous monltoring Imitiate emergency response and call (31099 for emergency ambutance to transfer
of patient's physical observations patient to nearest acute hospital shie.
I applicable refer to ReSPECT form.
HIGH RISK L
For Rapid Response-Red 471 8570)
Total 7 or more can be provided In the community
SWAST Health Care Professional Line (0300 369 0096)
Use SEARD to handover

CLP105 Deteriorating Patient Policy V3.9

Page 27 of 59

Appendix 2 — Sample copy of the GHC036 Adult Neuro Observation and NEWS2 Chart

NHS|

Gloucestershire Health and Care

NHS Foundation Trust

Adult Neurological Observation

and NEWS 2 Chart

Name:
Date of Birth: I !
RiQ Number:

NHS Number:

(DR AFFIX HOSPITAL LASEL HERE)

[ o

=l [ ]
o[1]2 B

[ [ome

=

GCS 15 15 for

of 1 eers, then hourly for & hours, then  hourly therasfter. |

|

ALR [T

Froquency [ Fraquancy

-4

Record 1330

B-20

. [FRT]

FRT]

[~
ww

B
| EES

5p0,Scala 2°

]

51
257 o 0,
55 BGon 0,

Une Sk 7 61
5] PO e

03 Sdon D,

fr =S

20 on alr

*Dnly usa Scaks 2

B6-&7

jor the direction of
Hied chinlcian

0, limin

Alr or Oxygen?

BA_85
sBI%

0, Limn

[pasn aqa you ajeas "ods ybinaay ssan

Foom Alr

[
5 s s o

121130

-1

10110

91100
[1]

]

E 1E1-700
161150 161180
x TTE0 AT

-

PEPTHLCOLS 0 YIS T2 WATEMAL EARCT WA RNBYG 50 ALY 1T
LIPATSE: WD DRTMISR 017 AP RN ST
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Appendix 3 — GHC055 Non-Contact Physical Observations

NHS

. Gloucestershire Health and Care
with you, for you NHS Foundation Trust

Non-Contact Physical Observations
(When it is not possible to use NEWS2 Physical Observation Chart, e.g. during and after restrictive interventions/manual restraint)

Name: Date of birth:

If any statement from the red box is true, raise the al and DO NOT leave the patient

* Airway obstructed? Silence? Coughing? Swelling?
Gurgling?

Risk of vomiting.

Consider moving onto their side into the recovery
position and carry out constant observations to
prevent choking.

* Talking (not just moans and groans).
* Airway clear.

Breathing is quiet and regular.

Breathing between 12-20 breaths per minute.
Breathing causes no extra effort of difficulty e.g. no
wheezing or gurgling.

Noisy or difficult breathing even with an open airway. Breathing
Breathing rate is more than 20 breaths per minute.
Breathing rate is less than 12 breaths per minute.
Consider: COPD hypercapnic respiratory failure,
asthma, heart failure

Breathing

Mobility normal.
Presenting as normal.
Warm, pink skin, comfortable presentation.

Circulation

Change in ability to mobilise.

Pale or flushed, clamming, sweating, cold, swollen,
blue tinge to skin.

Dehydrated and / or malnourished.

Trauma / bleeding.

Alert and orientated.

Responsive to voice responding to voice could
indicate a decrease in level of consciousness.
Drinking & eating.

Active.

Circulation

Disability

Unresponsive.
Unexpected sleepy/drowsy, confusions, fitting. Monitor and record findings and visual observations
Pain, only responds to physical stimulus. Exposure using the non-contact physical observations.
Consider checking all observations including blood Consider additional monitoring for asthma, diabetes,
glucose level and epilepsy. epilepsy, intoxication etc., medication side effects.

Disability

working together | always improving | respectful and kind | making a difference

Patient Name If any RED statements are triggered overleaf,

tick the relevant A, B, C, D or E box below. Name, Signature
Do Note your concerns to red trigger in larger box provided and Role
NHS No (include escalations, support, monitoring and outcomes)

A B C D E

All green statements?
(Circle if true)

All green statements?
(Circle if true)

All green statements?
(Circle if true)

All green statements?
(Circle if true)

All green statements?
(Circle if true)

All green statements?
(Circle if true)

All green statements?
(Circle if true)

All green statements?
(Circle if true)

Important Notes: NEWS2 is always preferred, in conjunction with an ABCDE assessment. The decision to use only this Non-Contact Physical Health Guidance
& Assessment Framework tool is a Registered Clinician decision, on a case by case basis and should be determined each time physical health observations
are required. This tool aids assessment, but the clinician should always act on their best professional clinical judg t too. NB: Circumstances why
non-contact PHO rather than full NEWS2 should be summarised on the NEWS2 chart along with Respiratory Rate and ACVPU and conscious level.

Differentiating between unconsciousness and sleep: Being asleep is not the same as being unconscious. If someone is asleep we would expect them to
occasionally change position while sleeping and for them to have a “normal” complexion for them. If you are at all concerned that the patient is not sleeping,
and may be unconscious escalate / evoke full ACVPU a sment of consci immediately.
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CLP105 Deteriorating Patient Policy V3.9

Appendix 4 - RESTORE2 Mini

Get your message across

Ralse the Alert within your home e.g. to a senior carer, registered nurse
oF manager.

If possible, record the observations using a NEWS2 based systemn.

Report your concerns to a health care professional e.g. Nurse/GP/GP
HUB/111/999 using the SBARD Structured Communication Tool.

Sltuatlon e.g. what's
happened? How are they?
NEWS2 score if available

Key prompts / decisions

Background e.g. what is
their normal, how have
they changed?

Assessment e.g. what
have you observed / done?

Recommendation
‘| need you to..."

Declslon what have you
agreed? (including any
Treatment Escalation Plan
& further chservations)

Don't Ignore your 'gut feeling’ about what you know and see.
Give any Immediate care to keep the person safe and comfortable.

—
A

RESTGREZ"m

Recognise Early Soft Signs, Take Observations, Respond, Escalate

Ask your resident — how are you today?

Does your resident show any of the
following 'soft slgns’ of deterioration?

Increasing breathlessness or chestiness
Change in usual drinking / diet habits

= Ashlvery fever — feel hot or cold to touch

,-’-_-._-“"\
\‘H.._..-—' ’

2

= Reduced mobility - "off legs’ / less
co-ordinated

= New or increased confusion/ agitation /
anxiety / pain

= Changes to usual level of alertness /
consclousness / sleepling more or less

‘Can’t pee’ or 'no pee’, change in pee
appearance

Dlarrhoea, vomiting, dehydration

Any concerns from the resident / family or
carers that the person is not as well as normal.

[ If YES to one or more of these triggers — take action! ]

CE50E5E MHS Craative 1273015
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Appendix 5 - ReSPECT V3

Full marmsa

Diate of birth

Address

Preferred name

MHS/CHIHealth and care number

1

Summary of relevant infarmation for this plan including dizgnoses and relevant personal circumstandes:

Details of other relevant care planning documants and where to find them {e.g. Advance or Anticipatory
Care Flan; Advance Decision to Refuse Treatment or Advance Directive; Emergency plan for tha carer):

I have a lagal welfare proxy in place {o.g. registered welfare attorney, person
with parental responsibility) - if yes provide details in Section 8

Livvimg as lomg as Gl ity of lIife and
possille matters comfort matters

st o e maost to me

Wwhat | most vabue: What | most fear §wish to avaid:

4, Clinical recommendations for emergency care and treatment

Prioritise extending life Balance extending life with Prigritise comfort
comfart and valuad outcomes g

clifician -5..;_|r..a+_ur|:- climiciam & griature

Mow provide clinical quidance on gpecific realistic interventions that may or may not be wanted or
clinically appropriate (inclwding being taken or admitted to hospatal +- recelving life support) and your
reasoning for this guidance:

CPR atterngts racommended | For modified CPR : CPR attermpts NOT recommanded
Adule o child Child anly, as detailed abowe | [§ET: PR RG]

clindcian signature tlinigian signature

W, respectprocess.ong. Uk
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5. Capacity for involvement in making this plan

Does the person have capacity [ | yea If na, In what way does this person lack capacity?

to participate in making

recammendatiaons on this plan?

Dooument the full capacity asessment in | 1 the person lacks capacity a ReSPECT comversation must
the clinical record, take place with the family andior legal welfare proxy,

6. Involvement in making this plan
The climiclands) sigring this plan wfare confirming that (select A8 o C, OR complete section [ balow]:
| | A This persan has the mental capacity to participate in making these recommendations. They have
g Iull'g,l irvalved in this plan,

[ B This person does net have the mental capacity, even with support, to participate in making these
recommaendations, Thelr past and pretent views, whers ascertainable, have been takan inte
account. The plan has been made, where applicable, in consultation with their legal prosy, or
where no proxy, with relevant family mambersifriends.

| € This person i less than 18 years ald {16 in Scatland) and {please salact 1 or 2, and also 3 as
applicable ar explain in saction O below):
| 1 They have sufficient maturity and understanding to participate in raking this plan

| 2 They do not have sufficient maturity and understanding te participate in this plan, Thair views,
when known, have beon taken into accownt.

| 3 Those holding parermal responsibility have been fully invelved in discussing and making this plan.

D If no other option has been selected, valid reasons must be stated here: (Doosment full explanation in
the dinical record.)

7. Clinicians® signatures

Clinician name GMO/NMCHOPC o, Signature Date & time

Serviar repansible dinican:

Marme (tick if invedved in planning) | Role and relationship | Emergency contact no. | Signaturg

A eli’y B HILF el E

|efrh s

IT this page & Groa separate sheet from the first paga: Kamic Dol 10 Pl e

WY L PR SRRl S G Ak
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Appendix 6 - SBARD Communication Tool

with vou. for vou Gloucestershire Health and Care
ro ! NHS Foundation Trust

SITUATION Identify self, environment and person using
services. What is happening?
Give a concise statement of the problem.

BACKGROUND State the pertinent information relating
to the situation. What data will help to clarify? —
Observations — Early Warning Score — Relevant history

ASSESSMENT what do you think is going on? What is
your clinical opinion? What are you concerned about?

RECOMMENDATION What is your request or
recommended action and when is it required?

DECISION/DOCUMENTATION Document times of
communication with medical staff, ambulance staff etc.
Remember to include people who use services and all
advice received from other professionals.
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Appendix 7 — NICE Traffic Light System for identifying risk of serious illness in under 5s

Traffic light system for identifying risk of serious illness in under 3=

Fefer to Te summary version of Eie 3 for the MICE guidelne on sepes 'HHIHFHEIEE'TE
Wi Tever and SYmploms of Sgns hat Indicie possibie sepsis
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Appendix 8 — Example Copies of the PEWS Charts

Please click on each link below to view the relevant chart - Charts will need to be ordered from
Colour Connect. Online training for these PEWS charts is available on Care to Learn

Appendix 8a: PEWS — 0 to 11mths National Paediatric Early Warning System Observation and
Escalation Chart (GHCO071) Sample Copy

Appendix 8b: PEWS — 1 to 4 years National Paediatric Early Warning System Observation and
Escalation Chart (GHC070) Sample Copy

Appendix 8c: PEWS — 5 to 12 years National Paediatric Early Warning System Observation and
Escalation Chart (GHC068) Sample Copy

Appendix 8d: PEWS — 13 years and above National Paediatric Early Warning System
Observation and Escalation Chart (GHC069) Sample Copy
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with you, for you

NHS

Gloucestershire Health and Care
NHS Foundation Trust

Page for Age — 3 months

{Body weights listed are averaged on lean body mass from 50t centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight Skg
Heart Rate- refer to PEWS chart 110-160 bpm
Respiration Rate- refer to PEWS chart 30-40 bpm
Systolic BP- refer to PEWS chart 70-90mmHg
OP Airway 00

Adrenaline 1.V (1:10,000) 10mg/1ml

Cardiac arrest
10 meg kg (or 0.1mL kg™
1 in 10:000 solution

50mcg (0.5ml) repeat 3-8mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within 3
minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (5, 7", 9" etc)).

Sodium Chloride 0.9% solution .V
(20ml/kg up to a maximum of 500mil)

Smaller volumes may be required in patients with
pre-existing cardiac or kidney disease

100ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10ml)

Cardiac Arrest
5mg/kyg

25mg (0.8ml) after 3™ & 5™ shock only
In the treatment of shockable rhythms, give an initial IV
bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if still
in VF/pVT.

Amiodarone |.V 180mg/3ml amps

Cardiac Arrest
5 mg/kg

25mg (0.5ml) after 3™ & 5™ shock only
In the treatment of shockable rhythms, give an initial IV
bolus dose of amiodarone 5 mg kg™ after the third
defibrillation. Repeat the dose after the fifth shock if still
in VF/pVT.

Adrenaline I.M (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

150mcg (0.15ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)

severe hypoglycaemic reactions, which occur in
the management of patients with diabetes
receiving insulin

500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 5mg/2.5ml

2.5mg (1.25ml)

Seizures Repeat after 10 minutes if still convulsing. Max 5mg
Midazolam (Buccal) 2.5mg/0.5ml 2.5mg (0.5ml)
Seizures

Repeat after 10 minutes if still convulsing. Max SmL

REFER TO RELEVANT PGD PRIOR TO ADMINISTRATION OF ANY MEDICINES
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with you, for you

NHS

Gloucestershire Health and Care
NHS Foundation Trust

Page for Age — 6 months

{Body weights listed are averaged on lean body mass from 50t centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 7 kg
Heart Rate- refer to PEWS chart 110-160 bpm
Respiration Rate- refer to PEWS chart 30-40 bpm
Systolic BP- refer to PEWS chart 70-90mmHg
OP Airway 00

Adrenaline 1.V {(1:10,000) 10mg/mil

Cardiac arrest
10 mcg kg™ (or 0.1mL kg™
1 in 10:000 solution

70meg (0.7ml) repeat 3-5mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (5%, 7t 9% etc.).

Sodium Chloride 0.9% solution .V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

140ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10ml)

Cardiac Arrest
5mg/kg

35mg (1.2ml) after 3™ & 5™ shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone L.V 150mg/3ml amps

Cardiac Arrest

35mg (0.7ml) after 3™ & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg™ after the third

Suspected/confirmed anaphylaxis

5 mg/kg defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.
Adrenaline I.M (1:1000) 1mg/1ml 150meg (0.15ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)
severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 5mg/2.5ml 5mg (2.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 10mL
Midazolam (Buccal) 2.5mg/0.5ml 2.5mg (0.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 5mg |

REFER TO RELEVANT PGD PRIOR TO ADMINISTRATION OF ANY MEDICATIO

Page for Age — V3 October 2023 (Chief Pharmacist)
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with you, for you

NHS

Gloucestershire Health and Care
NHS Foundation Trust

Page for Age — 9 months

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 9 kc_;
Heart Rate- refer to PEWS chart 110-160 bpm
Respiration Rate- refer to PEWS chart 30-40 bpm
Systolic BP- refer to PEWS chart 70-90mmHg
OP Airway 00

Adrenaline .V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

90mcg (0.9ml) repeat 3-5mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9" etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

180ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10mil)

Cardiac Arrest
Smg/kg

45mg (1.5ml) after 3" & 5 shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

45mg (0.9ml) after 3" & 5™ shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

150mcg (0.15ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)
severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 5mg/2.5ml 5mg (2.5mi)
Seizures Repeat after 10 minutes if still convulsing. Max 10mL
Midazolam (Buccal) 2.5mg/0.5ml 2.5mg (0.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max Smg |

REFER TO RELEVANT PGD PRIOR TO ADMINISTRATION OF ANY MEDICATION

Page for Age — V3 October 2023 (Chief Pharmacist)

CLP105 Deteriorating Patient Policy V3.9

Page 37 of 59

21/11/2024

r | always improving | respectful and kind |




s
‘Fr- “
B

-

with you, for you

NHS

Gloucestershire Health and Care
NHS Foundation Trust

Page for Age — 12 months (1 year)

{Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 10 kg
Heart Rate- refer to PEWS chart 110-150 bpm
Respiration Rate- refer to PEWS chart 25-35 bpm
Systolic BP- refer to PEWS chart 80-95mmHg
OP Airway 00 or 0

Adrenaline L.V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

100mcg (1.0ml) repeat 3-5mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9" etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

200ml

Given over less than 10 minutes

Amiodarone LV (300mg/10ml)

Cardiac Arrest
Smg/kg

50mg (1.4ml) after 3" & 5™ shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

50mg (1.0ml) after 3" & 5™ shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.M (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

150mcg (0.15ml)
Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)
severe hypoglycaemic reactions, which
occur in the management of patients with

diabetes receiving insulin

500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 5mg/2.5ml 5mg (2.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 10mg

Midazolam (Buccal) 5.0mg/1ml 5.0mg (1ml)
Seizures Repeat after 10 minutes if still convulsing. Max 10mg

REFER TO RELEVANT PGD PRIOR TO ADMINISTRATION OF ANY MEDICATION
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Page for Age — 18 months

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 11 kg
Heart Rate- refer to PEWS chart 110-150 bpm
Respiration Rate- refer to PEWS chart 25-35 bpm
Systolic BP- refer to PEWS chart 80-95mmHg
OP Airway 00 or0Q

Adrenaline .V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

110mcg (1.1ml) repeat 3-5mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9" etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

220ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10mil)

Cardiac Arrest
Smg/kg

55mg (1.8ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

55mg (1.1ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

150mcg (0.15ml)
Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)
severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 5mg/2.5ml 5mg (2.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 10mg
Midazolam (Buccal) 5.0mg/1ml 5.0mg (1ml)
Seizures Repeat after 10 minutes if still convulsing. Max 10mL

REFER TO RELEVANT PGD PRIOR TO ADMINISTRATION OF ANY MEDICATION
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Page for Age — 24 months (2 years)

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 12 kg
Heart Rate- refer to PEWS chart 95-140 bpm
Respiration Rate- refer to PEWS chart 25-30 bpm
Systolic BP- refer to PEWS chart 80-100mmHg
OP Airway Qor1

Adrenaline .V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

1200mcg (1.2ml) repeat 3-5mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9" etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

240ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10mil)

Cardiac Arrest
Smg/kg

60mg (2.0ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

60mg (1.2ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

150mcg (0.15ml)
Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)
severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 5mg/2.5ml 5mg (2.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 10mg
Midazolam (Buccal) 5.0mg/1ml 5.0mg (1ml)
Seizures Repeat after 10 minutes if still convulsing. Max 10mL

REFER TO RELEVANT PGD PRIOR TO ADMINISTRATION OF ANY MEDICATION
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Page for Age — 3 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 14 kg
Heart Rate- refer to PEWS chart 95-140 bpm
Respiration Rate- refer to PEWS chart 25-30 bpm
Systolic BP- refer to PEWS chart 80-100mmHg

OP Airway

1

Adrenaline .V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

140mcg (1.4ml) repeat 3-5mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9" etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

280ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10ml) pfs

Cardiac Arrest
5 mg/kg

70mg (2.3ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

70mg (1.4ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

150mcg (0.15ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)
severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 5mg/2.5ml 5mg (2.5mi)
Seizures Repeat after 10 minutes if still convulsing. Max 10mL

Midazolam (Buccal) 5.0mg/1ml 5.0mg (1ml)
Seizures Repeat after 10 minutes if still convulsing. Max 10mg |

REFER TO RELEVANT PGD PRIOR TO ADMINISTRATION OF ANY MEDICATION
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Page for Age — 4 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 16 kg
Heart Rate- refer to PEWS chart 95-140 bpm
Respiration Rate- refer to PEWS chart 25-30 bpm
Systolic BP- refer to PEWS chart 80-100mmHg

OP Airway

1

Adrenaline .V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

160mcg (1.6ml) repeat 3-5mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9" etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

320ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10ml) pfs

Cardiac Arrest
5 mg/kg

80mg (2.7ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

80mg (1.6ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

150mcg (0.15ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon .M (1mg per vial
severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 5mg/2.5ml 5mg (2.5mi)
Seizures Repeat after 10 minutes if still convulsing. Max 10mL

Midazolam (Buccal) 5.0mg/1ml 5.0mg (1ml)
Seizures Repeat after 10 minutes if still convulsing. Max 10mg |

REFER TO RELEVANT PGD PRIOR TO ADMINISTRATION OF ANY MEDICATION
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Page for Age — 5 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 18 kg
Heart Rate- refer to PEWS chart 110-160 bpm
Respiration Rate- refer to PEWS chart 30-40 bpm
Systolic BP- refer to PEWS chart 70-90mmHg

OP Airway

1

Adrenaline L.V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

180mcg (1.8ml) repeat 3-5mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7th 9% etc.).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

360ml

Given over less than 10 minutes

Amiodarone L.V 300mg/M0ml pfs

Cardiac Arrest
5 mg/kg

90mg (3ml) after 3™ & 5" shock only

In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if

still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

90mg (1.8ml) after 3" & 5" shock only

In the treatment of shockable rhythms, give an initial

IV bolus dose of amiodarone 5 mg kg' after the third

defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

150meg (0.15ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon .M (1mg per vial)
severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 10mg/Smi 10mg (5ml)
Seizures Repeat after 10 minutes if still convulsing. Max ZOmL
Midazolam (Buccal) 7.5mg/1.5ml 7.5mg (1.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 15mg
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Page for Age — 6 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 20 kg
Heart Rate- refer to PEWS chart 80-120 bpm
Respiration Rate- refer to PEWS chart 20-25 bpm
Systolic BP- refer to PEWS chart 90-110mmHg

OP Airway

1

Adrenaline L.V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

200mcg (2.0ml) repeat 3-5mins
For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9 etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

400ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10ml)pfs

Cardiac Arrest
5 mg/kg

100mg (3.3ml) after 3@ & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

100mg (2.0ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

150mcg (0.15ml)
Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)

severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

25kg or over
1mg as a single dose
by IM or SC injection

under 25kg
500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 10mg/Smi 10mg (5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 20mg |
Midazolam (Buccal) 7.5mg/1.5ml 7.5mg (1.5ml)
Seizures

Repeat after 10 minutes if still convulsing. Max 15mL
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Page for Age — 7 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 23 kg
Heart Rate- refer to PEWS chart 80-120 bpm
Respiration Rate- refer to PEWS chart 20-25 bpm
Systolic BP- refer to PEWS chart 90-110mmHg
OP Airway 10r2

Adrenaline .V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

230mcg (2.3ml) repeat 3-5mins
For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51", 7t", 9 etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

460ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10ml)

Cardiac Arrest
5 mg/kg

115mg (3.8ml) after 3 & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 1560mg/3ml amps

Cardiac Arrest
5 mg/kg

115mg (2.3ml) after 3 & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.M (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

300mcg (0.3ml)
Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)

severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

25kg or over
1mg as a single dose
by IM or SC injection

under 25kg
500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 10mg/Smi 10mg (5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 20mg |
Midazolam (Buccal) 7.5mg/1.5ml 7.5mg (1.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 15mL
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Page for Age — 8 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 26 kg
Heart Rate- refer to PEWS chart 80-120 bpm
Respiration Rate- refer to PEWS chart 20-25 bpm
Systolic BP- refer to PEWS chart 90-110mmHg
OP Airway 1or2

Adrenaline .V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

260mcg (2.6ml) repeat 3-5mins
For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51", 7t", 9 etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

500ml

Given over less than 10 minutes

Amiodarone L.V (300mg/10ml)

Cardiac Arrest
5 mg/kg

130mg (4.3ml) after 3 & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 1560mg/3ml amps

Cardiac Arrest
5 mg/kg

130mg (2.6ml) after 3 & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.M (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

300mcg (0.3ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)

severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

25kg or over
1mg as a single dose
by IM or SC injection

under 25kg
500microgrammes (0.5mg) as a single dose
by IM or SC injection

Diazepam rectal solution 10mg/Smi 10mg (5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 20mg |
Midazolam (Buccal) 7.5mg/1.5ml 7.5mg (1.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 15mL
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Page for Age — 9 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 29 kg
Heart Rate- refer to PEWS chart 80-120 bpm
Respiration Rate- refer to PEWS chart 20-25 bpm
Systolic BP- refer to PEWS chart 90-110mmHg
OP Airway 1or2

Adrenaline .V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

270mcg (2.7ml) repeat 3-5mins

For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7th 9% etc.).

Sodium Chiloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

500ml

Given over less than 10 minutes

Amiodarone L.V 300mg/M10ml pfs

Cardiac Arrest
5 mg/kg

145mg (4.8ml) after 3™ & 5™ shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg™ after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

145mg (2.9ml) after 3 & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.M (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

300mcg (0.3ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon .M (1mg per vial)
severe hypoglycaemic reactions, which occur in
the management of patients with diabetes
receiving insulin

1mg as a single dose

by IM or SC injection

Diazepam rectal solution 10mg/Smi 10mg (5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 20mg_
Midazolam (Buccal) 7.5mg/1.5ml 7.5mg (1.5ml)
Seizures Repeat after 10 minutes if still convulsing. Max 15mg
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Page for Age — 10 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 30 kg
Heart Rate- refer to PEWS chart 80-120 bpm
Respiration Rate- refer to PEWS chart 20-25 bpm
Systolic BP- refer to PEWS chart 90-110mmHg
OP Airway 20r3

Adrenaline L.V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

300mcg (3.0ml) repeat 3-5mins
For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9 etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

500ml

Given over less than 10 minutes

Amiodarone L.V 300mg/10ml pfs

Cardiac Arrest
5 mg/kg

150mg (5.0ml) after 3 & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

150mg (3.0ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

300mcg (0.3ml)
Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)

severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

1mg as a single dose

by IM or SC injection

Diazepam rectal solution 10mg/mi 10mg (5ml)
Seizures Repeat after 10 minutes if still convulsing. Max ZOmL
Midazolam (Buccal) 10mg/2mi 10mg (2ml)
Seizures Repeat after 10 minutes if still convulsing. Max 20mg
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Page for Age — 11 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 35 kg
Heart Rate- refer to PEWS chart 80-120 bpm
Respiration Rate- refer to PEWS chart 20-25 bpm
Systolic BP- refer to PEWS chart 90-110 mmHg
OP Airway 20r3

Adrenaline L.V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

380mcg (3.5ml) repeat 3-5mins
For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9 etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

500ml

Given over less than 10 minutes

Amiodarone L.V 300mg/10ml pfs

Cardiac Arrest
5 mg/kg

175mg (5.8ml) after 3@ & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

175mg (3.5ml) after 3" & 5" shock only

In the treatment of shockable rhythms, give an initial

IV bolus dose of amiodarone 5 mg kg' after the third

defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

300mcg (0.3ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)

severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

1mg as a single dose

by IM or SC injection

Seizures

Diazepam rectal solution 10mg/Smi 10mg (5ml)
Repeat after 10 minutes if still convulsing. Max ZOmL
Midazolam (Buccal) 10mg/2mi 10mg (2ml)

Repeat after 10 minutes if still convulsing. Max 20mg
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Page for Age — 12 years

(Body weights listed are averaged on lean body mass from 50" centile for male and female)
{Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight 38 kg
Heart Rate- refer to PEWS chart 70-100 bpm
Respiration Rate- refer to PEWS chart 15-25 bpm
Systolic BP- refer to PEWS chart 100-130 mmHg
OP Airway 20r3

Adrenaline L.V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

380mcg (3.8ml) repeat 3-5mins
For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest

For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (51, 7", 9 etc)).

Sodium Chloride 0.9% solution L.V
(20ml/kg up to a maximum of 500ml)

Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

500ml

Given over less than 10 minutes

Amiodarone L.V 300mg/10ml pfs

Cardiac Arrest
5 mg/kg

190mg (6.3ml) after 3 & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

190mg (3.8ml) after 3" & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline I.LM (1:1000) 1mg/1ml

Suspected/confirmed anaphylaxis

300mcg (0.3ml)
Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)

severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

1mg as a single dose

by IM or SC injection

Diazepam rectal solution 10mg/mi
Seizures

10mg (5ml)
Repeat after 10 minutes if still convulsing. Max 20mg

Midazolam (Buccal) 10mg/2mi
Seizures

10mg (2ml)
Repeat after 10 minutes if still convulsing. Max ZOmL
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Page for Age over 12 years of age

(Drug doses are based on Resuscitation Council UK Guidelines 2021 recommendations)

Guide Weight Above 40kg
Heart Rate 70-100 bpm
Respiration Rate 15-25 bpm
Systolic BP 100-130 mmHg
OP Airway 20r3

Adrenaline L.V (1:10,000) 10mg/ml

Cardiac arrest
10 meg kg™ (or 0.1mL kg™
1 in 10:000 solution

Calculate dose based considering age and
development
repeat 3-5mins

maximum 500mcg
For non-shockable rhythms give adrenaline as soon
as circulatory access is established, preferably within
3 minutes of identification of cardiac arrest
For shockable rhythms give the initial dose of
adrenaline immediately after the third shock and then
following alternate shocks (5%, 7t 9% etc.).

Sodium Chloride 0.9% solution .V
(20ml/kg up to a maximum of 500ml)
Smaller volumes may be required in patients
with pre-existing cardiac or kidney disease

500ml

Given over less than 10 minutes

Amiodarone L.V 300mg/M10ml pfs

Cardiac Arrest
5 mg/kg

200mg (6.7ml) after 3™ & 5% shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Amiodarone .V 150mg/3ml amps

Cardiac Arrest
5 mg/kg

200mg (4.0ml) after 3™ & 5" shock only
In the treatment of shockable rhythms, give an initial
IV bolus dose of amiodarone 5 mg kg' after the third
defibrillation. Repeat the dose after the fifth shock if
still in VF/pVT.

Adrenaline .M (1:1000) 1mg/1mi

Suspected/confirmed anaphylaxis

If child is small pre-pubertal give: 300mcg (0.3ml)
If child not small give: 500mcg (0.5ml)

Repeat dose after 5 minutes if Airway/ Breathing/
Circulation problems persist

Glucagon Injection (1mg per vial)
severe hypoglycaemic reactions, which
occur in the management of patients with
diabetes receiving insulin

1mg as a single dose

by IM or SC injection

Diazepam rectal solution 10mg/Smi

Seizures

20mg (10ml)
Administer an additional 10mg after 10 minutes if
still convulsing. Max 30mg

Midazolam (Buccal) 10mg/2mi

Seizures

10mg (2ml)
Repeat after 10 minutes if still convulsing. Max 20mg
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Appendix 10a — Sepsis Screening Tool Community Care for Under 5’s

SEPSIS SCREENING TOOL COMMUNITY CARE ' Under5 |

START THIS CHART IF THE CHILD LOOKS UNWELL, IF PARENT
IS CONCERNED OR PHYSIOLOGY IS ABNORMAL e.g. PEWS

RISK FACTORS FOR SEPSIS INCLUDE:
[]impaired immunity (e.g. diabetes, steriods, chematherspy) || Indwelling lines / IWDU / broken skin
[[]Recent trauma [/ surgery / invasive procedure

v SEPSIS
COULD THIS BEDUE TO AN INFECTION? UNLIKELY,
LIKELY SOURCE: EgHEIIPER
E gi:lpr:ralnry Sg:‘:’lal B E:E,,I.:: joint / wound [ Indwelling device DIAGNOSIS
~ ANY RED A4

+~ FLAGS PRESENT?

] Mental state or behaviour is acutely altered

|| Doeen't wake when roused / won't stay awake R E D F LA G
|| Looke very unwell to healthcare professional vES

[] Sp02 <0% on air or increased 02 requirements

%Sw&n& tachypnoea [see chart]

Severe tachycardia [see chart]
START BUNDLE

| Bradycardia [<40 bpm|
[] MNon-blanching rash / mottled / ashen / cyanotic
Temperature <36°C

[ 1f under 3 months, termperature 38°+

ANY AMEER
FLAGS PRESENT?

IF IMMUNITY IMPAIRED TREAT AS RED FLAG SEPSIS SAME DAY ASSESSMENT

[ Not behaving normally BY GP / TEAM LEADER
[]Reduced activity { very sleepy
Parental or carer concarn IS URGENT REFERRAL TO
] Moderate tachypnoea [see chart] HOSPITAL REQUIRED?
Moderate tachycardia [see chart]
DSpDz-:?Z% on air or increased Oz requirement AGREE AND DOCUMENT
L] Nasal flaring ONGOING MANAGEMENT PLAN
O Capillary refill time 2 3 seconds [INCLUDING OBSERVATION
[] Reduced urine output [<1mlfkg/h if catheterised| FREQUENCY AND PLANNED
| Leg pain / cold extremities SECOND REVIEW)

Immunocompromised
[11f 3-6 months, te mperature 37°+

NO AMBER FLAGS = ROUTINE CARE AND SAFETY-NETTING ADVICE
RED FLAG BUNDLE: COMMUNICATION: Ensure communication

of ‘Red Flag Sepsis to crew. Advise crew

DIAL 999 AND ARRANGE BLUE LIGHT TRANSFER topre-alert as Red Flag Sepsis’

ere possible a written handover is

IF PRESCRIBER AVAILABLE & TRANSIT TIME r;tqmmended including observations and
>1HRGIVE IV ANTIBIOTICS o il

Sepsi
¥ TRUST

UKST 2024 1.0 PAGE 1 0F 1

Tha contralied copy of this document 15 raintainad by The U Sepsis Trust. Any caples of this doc
umenit held catside of that area, In whatever format fe.g paper, emaill attachment] are: considensd
to have passed out of control and should be checked for currency and validitg. The UK Sepsis Trust
registered chanty number {England & Wales) 1158243 {Scottand) 50050277, Company registration
number 8544035, Sepsis Entenprises Dol company ember 953335 VAT reg. number 293133408

Tachycardia
|breaths per minutel [beats per minute)

| sovoro | moserate | sevors | mesarate |
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Appendix 10b - Sepsis Screening Tool Community Care Age 5-11

SEPSIS SCREENING TOOL COMMUNITY CARE

START THIS CHART IF THE CHILD LOOKS UNWELL, IF PARENT
IS CONCERNED OR PHYSIOLOGY IS ABNORMAL e.g. PEWS

RISK FACTORS FOR SEPSIS INCLUDE:
[l impaired immunity leg. diabetes, steriods, chemotherapyl || Indwelling lines / IVDU / broken skin
[ Recent trauma / surgery / invasive procedure

V SEPSIS
COULD THIS BE DUE TO AN INFECTION? UNLIKELY,
LIKELY SOURCE: E?H%I‘DER
Egs:l;::ralnry Sg;:;?cal Siﬁ:: joint / wound L Indwelling device DIAGNOSIS
. ANY RED A4
~~ FLAGS PRESENT?

[[] Mental state or behaviour is acutely altered
[] Doesn't wake when roused / won't stay awake
[ Loaks very unwell to healthcare professional
] 5p02 <%0% on air or increased 02 requirements
Severe tachypnoea [see chart]
Severe tachycardia [see chart]
[] Bradycardia [<40 bpm]
[ Non-blanc hing rash / mottled / ashen / cyanotic

START BUNDLE

ANY AMBER
FLAGS PRESENT?

IF IMMUNITY IMPAIRED TREAT AS RED FLAG SEPSIS SAME DAY ASSESSMENT

[ Mot behaving normally BY GP / TEAM LEADER
[ ] Reduced activity / very sleepy
Parental or carer concern IS URGENT REFERRAL TO
[] Moderate tachypnoea [see chart] HOSPITAL REQUIRED?
[] Moderate tachycardia [see chart]
E]Spﬂz <92% on air or increased Oz requirement AGREE AND DOCUMENT
] Nasal flaring ONGOING MANAGEMENT PLAN
[] Capillary refill time 2 3 seconds {INCLUDING OBSERVATION
[ ] Reduced urine output [<1ml/kg/h if catheterised) FREQUENCY AND PLANNED
Leg pain / cold extremities

SECOND REVIEW]

Immunocompromised
Temperature <34°

NO AMBER FLAGS = ROUTINE CARE AND SAFETY-NETTING ADVICE
RED FLAG BUNDLE: COMMUNICATION: Ensure communication

of ‘Red Flag Sepsis’ to crew. Advise crew

DIAL 999 AND ARRANGE BLUE LIGHT TRANSFER 1o pre-alert as Red Flag Sepsis’

Where possible a written handover is

IF PRESCRIBER AVAILABLE & TRANSIT TIME recommended including observations and
>THR GIVE IV ANTIBIOTICS Bt et at

SEpsi
¥ TRUST

UKST 2024 1.0 PAGE 1 0F 1

Tha contralied copy of this document 15 maintainad by The U Sepsic Trust. Any caples of this doc
umant hald catside of that area, in whatever format fe.g. paper, small artachment) ane considened
to have passed ot of control and should be checked for currency and validing The UK Sepsls Trust
registened charity numier {England & Wales) 1158243 {Scotland) 50050277, Company reglstration
number 8244035, Sepsis Entenprises B company nusmber qsmmvmmmmnalm

Tachycardia

Age Tachypnoea
Iyears) [Breaths par minutel [baats per minuts)
rate

| sovrs | moserata | sevors | meserats |
» EEE a BESE e
or A w2 EEN e
e SR 2 IS vene
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Appendix 10c - Sepsis Screening Tool Community Care Age 12-15

SEPSIS SCREENING TOOL COMMUNITY CARE Age 12-15

START THIS CHART IF THE YOUNG PERSON LOOKS UNWELL,
IF PARENT IS CONCERNED OR HAS ABNORMAL e.g. PEWS

RISK FACTORS FOR SEPSIS INCLUDE: CONSIDER ANY ADVANCE DIRECTIVE / CARE PLAN

[l impaired immunity leg. diabetes, steriods, chemotherapyl | Indwelling lines / IVDU / broken skin
[] Recent trauma / surgery [ invasive procedure

v SEPSIS
COULD THISBEDUE TO AN INFECTION? UNLIKELY,
LIKELY SOURCE: CONSIDER

L Respiratory [ Urine [Jskin/ jeint / wound [Jindwe lling device OTHER
DIAGNOSIS

[ Brain DSurgical [l other

ANY RED 4

. FLAGS PRESENT? RED FLAG

O Objective evidence of new or altered mental state

O Respiratory rate 2 25 per minute
[] New need for 0z [40% or more] to keep Sp02 > 92% [>88%COPD)
L Systolic BP = 90 mm Hg [or drop of =40 from normal]

[[JHeart rate > 130 per minute

[_] Not passed urine in 18 hours [<0.5ml/kg/hr if estheterised] STA RT BU N D L E
O Mon-blanching rash / mottled / ashen / cyanotic

ANY AMBER
FLAGS PRESENT?

IF IMMUNITY IMPAIRED TREAT AS RED FLAG SEPSIS SAME DAY ASSESSMENT
O Family report abnormal behavior or mental state BY GP / TEAM LEADER

[] Reduced funtional ability 1S URGENT REFERRAL TO

O Respiratory rate 21-24 HOSPITAL REQUIRED?

[ systolic BP 91-100 mmHg

[ Heart rate 91-130 or new dysrhythmia AGREE AND DOCUMENT

O Sp0z < 92% on air or increased Oz requirement ONGOING MANAGEMENT PLAN

[ Not passed urine in 12-18 hr (INCLUDING OBSERVATION
0.5mlfkg/hr to 1ml/kg/hr if catheterized) FREQUENCY AND PLANNED

| Immunocompromised SECOND REVIEW)

O Signs of infection including wound infection
DTemper'ﬂlure <36°C

NO AMBER FLAGS = ROUTINE CARE
AND SAFETY-NETTING ADVICE:

CALL 111 IF CONDITION CHANGES OR DETERIORATES.
SIGNPOST TO AVAILABLE RESOURCES AS APPROPRIATE.

Slurred spssch or confuslon

Extreme shivering or muscle paln
Fassing no urine (in a day)

“I fenl | might die’

Skin mottled, azhen, blus or very pals

RED FLAG BUNDLE:- e THE UK
DIAL 999 AND ARRANGE BLUE LIGHT TRANSFER SEPSIS
IF PRESCRIBER AVAILABLE & TRANSIT TIME TRUST
>1HR GIVE IV ANTIBIOTICS UKST 2024 1.0 PAGE 1 0F 1

Ensure communication of ‘Red Flag Sepsis’ to crew. Advise crew to pre-alert as

‘Red Flag Sepsis’. Where possible a written handover is recommended including The UK Sepsis Trust registernd charity number [England &

observations and antibiotic allergies wales| 1158843 (Scotland) SCO50277. Company registration
= mumber 8644035, Sepsis Enkerprises Lid. company nusmber

The controlled copy of this docsment ks FEEIIIS. VAT reg nasmber 233133408

format {e.g. paper, email attachment) a
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Appendix 10d - Sepsis Screening Tool Community Care Age 16+

SEPSIS SCREENING TOOL COMMUNITY CARE

START THIS CHART IF THE PATIENT LOOKS

UNWELL OR HAS ABNORMAL PHYSIOLOGY
RISK FACTORS FOR SEPSIS INCLUDE: CONSIDER ANY ADVANCE DIRECTIVE / CARE PLAN
[age>75 ] Indwelling lines / IVDU / broken skin
Ll Impaired immunify le.g. distetes, steriods, chemotherapy] [ Recent trauma / surgery [ invasive procedure

v SEPSIS

COULD THIS BEDUE TO AN INFECTION? UNLIKELY,
LIKELY SOURCE: COHSIIPER

L Respiratory [ Urine [Jskin/ jeint / wound [Jindwe lling device OTHE

DBra'Ln DSurgical DOlher DIAGNOSIS
~ ANY RED v

. FLAGS PRESENT? RED FLAG

O Objective evidence of new or altered mental state

[[] Respiratory rate = 25 per minute YES
[] New need for 0z [40% or more] to keep SpD2 > 92% [>88%COPD)
L Systolic BP = 90 mm Hg [or drop of =40 from normal]

[[JHeart rate > 130 per minute

[_] Not passed urine in 18 hours [<0.5ml/kg/hr if estheterised] STA RT BU N D L E
O Mon-blanching rash / mottled / ashen / cyanotic

ANY AMBER .
FLAGS PRESENT? SAME DAY ASSESSMENT

O Family report abnormal behavior or mental state BY GP / TEAM LEADER

[] Reduced funtional ability 15 URGENT REFERRAL TO

D Respiratory rate 21-24 HOSPITAL REQUIRED?
[ systolic BP 91-100 mmHg

[ Heart rate 91-130 or new dysrhythmia AGREE AND DOCUMENT

O Sp0z < 92% on air or increased Oz requirement ONGOING MANAGEMENT PLAN

[ Not passed urine in 12-18 hr [INCLUDING OBSERVATION
0.5mlfkg/hr to 1ml/kg/hr if catheterized) FREQUENCY AND PLANNED

| Immunocompromised SECOND REVIEW)

O Signs of infection including wound infection
DTemper'ﬂlure <36°C

NO AMBER FLAGS = ROUTINE CARE
AND SAFETY-NETTING ADVICE:

CALL 111 IF CONDITION CHANGES OR DETERIORATES.
SIGNPOST TO AVAILABLE RESOURCES AS APPROPRIATE.

Slurred spssch or confuslon

Extreme shivering or muscle paln
Fassing no urine (in a day)

“I fenl | might die’

Skin mottled, azhen, blus or very pals

RED FLAG BUNDLE:- THE UK
DIAL 999 AND ARRANGE BLUE LIGHT TRANSFER SEPSIS
IF PRESCRIBER AVAILABLE & TRANSIT TIME TRUST
>1HR GIVE IV ANTIBIOTICS UKST 2024 1.0 PAGE 1 0F 1

Ensure communication of ‘Red Flag Sepsis’ to crew. Advise crew to pre-alert as
Red Flag Sepsis’. Where possible a written handover is recommended including The UK Sepsk Trust registerad charity number (England &
observations and antibiotic allergies Wales) 1158623 (Scotland) 500502 77. Company registration
mumber 8644035, Sepsis Enkerprises Lid. company nusmber
The controlled copy of this document is vtained by The sk Aty 5 of this doosment held cutside of that anea, in whatewer FEEIIIS. VAT reg nasmber 233133408
format {e.g. paper, email attachment) a sidered 1o t of contr id shauld be checked for currency and valiciey,
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Appendix 10e - Sepsis Screening Tool - Acute Mental Health 16+

SEPSIS SCREENING TOOL - ACUTE MENTAL HEALTH B (/3 /1%

START THIS CHART IF SEPSIS IS SUSPECTED

Factors prompting screening for sepsis include:

[] NEWS2 has triggered [] Patient looks unwell
[] Carer or relative concern [] Evidence of organ dysfunction (e.g. lsctate >2mmal/1)
[T] Recent chemotherapy/ risk of neutropenia [] Assessment gives clinical cause for concern

Consider any advance directive or care planning carefully

CALCULATE NEWS2 SCORE USING LATESTVITALSIGNS
Risk assess. Always interpret vital signs and NEWS2 in context of patient's
medications, medical history and reponse to treatment

IS NEWS27 OR ABOVE? Y “HISNEWS250R 6?

ORIS NEWS2 5 OR 6 ANDONE OF: g - DRIS NEWS2 1=-L AND ONE OF:

[] Any one NEWS2 parameter with score of 3 ] Any one NEWS2 parameter with score of 3

[[] Mottled or ashen skin [ Mottled or ashen skin

[ Non-blanching rash [l Non-blanching rash

[] cyanosis of skin, lips or tongue [ cyanosis of skin, lips or tongue

[] patient looks extremely unwell [] patient looks extremely unwell

[] patient is actively deteriorating (] Patient is actively deteriorating

[ Risk of neutropenia (chemotherapy, immunosuppression) (] Risk of neutropenia (chemotherapy, immunosuppression)

SAME DAY ASSESSMENT

R E D F L a G BY GP/ TEAM LEADER
IS URGENT REFERRAL TO
HOSPITAL REQUIRED?
AGREE AND DOCUMENT
ONGOING MANAGEMENT PLAN
[INCLUDING OBSERVATION

START BUNDLE FREGUENCY AND PLANNED

SECOND REVIEW )

NO AMBER FLAGS OR UNLIKELY SEPSIS?: Routine care, Consider
other diagnosis

COMMUNICATION: Enzura
RED FLA.G SEPSIS BU N D LE = communication of ‘Red Flag Sepsis’
to craw. Advize craw to pre-alert as
‘Red Flag Sopsis’. Where pessible a
written handover iz recommended

DIAL 999 AND ARRANGE BLUE LIGHT TRANSFER  'cluding oh=arvations and antibiotic

allargies.

. THE LIK
a SEPSIS
UKSTMENTAL HEALTH 2024 1.0PAGE 1 0F 1 TRUST

Thw centraled capy of this docement & mainbined by The LE Sepei Trest. Ay copias af this dacuman: beld cutside of that are, in whatwssr farmat (a.g, paper, smail attacheesd] are camsidered to haom passed sut of costrsl and
should ba chacked for currsncy and vafisity. The UK Sepeiz Tret ragisersd charity mumbar (Evgland & Walsz) | 158543 (Scotand) $C050177. Company ragitrason numbse BS4+4035, Sapeis Entarprizes Lo, compary sumser
EB3IIE VAT rag. rumier 293133408,
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Appendix 10f - Sepsis Screening Tool Community Care Pregnant or up to 4 Weeks Post
Pregnancy

SEPSIS SCREENING TOOL COMMUNITY CARE . PREGNANT

START THIS CHART IF THE PATIENT LOOKS UNWELL,
OR PHYSIOLOGY IS ABNORMAL

RISK FACTORS FOR SEPSIS INCLUDE:
[Jimpaired immunity le.g. disbetes, steriods, chemotherspyl | Indwelling lines / IVDU / broken skin

[] Recent trauma [ surgery { invasive procedure

v
COULD THIS BEDUE TO AN INFECTION?

LIKELY SOURCE:

W Respiratory Curine [ infected caesarean / perineal wound
[ Breast abscess [ Abdominal pain [ distension [ Choricamnionitis / endometritis

ANY RED )4

«. FLAGS PRESENT? R E D FI AG
[l Objective evidence of new or altered mental state
DSystnlic BF = 90 mmHg lor drop of 40 from normal) YES
[] Heart rate > 130 per minute
O Respiratory rate =z 25 per minute

[] New need for 02 [40% or mare] to keep Sp0z2 > 92% (~-88%COPD)

[] Nan-blanching rash / mottled / ashen / cyanstic
[ Nt passed urine in 18 hours [<0.5ml/kg/hr if cathetarised| STA RT BU N D L E

ANY AMBER 5
FLAGS PRESENT? SAME DAY ASSESSMENT

[] Acute deterioration in functional ability BY GP / TEAM LEADER

O Family report mental status change

[ Respiratory rate 21-24 IS URGENT REFERRAL TO

[ Heert rate 100-130 or new dysrhythmia
[ Systolic BP 91-100 mmHg HOSPITAL REQUIRED?

Eﬁ;‘;:fﬂj:’ﬂ";gg“““ nlast beeks AGREE AND DOCUMENT

[] Has diabetes or impaired immunity ONGOING MANAGEMENT PLAN
[] Close contact with GAS (INCLUDING OBSERVATION
O Prolonged rupture of membranes FREQUENCY AND PLANNED

[] offensive vaginal discharge SECOND REVIEWI
D Mot passed urine in 12-18 h [0.5mlfkg/br to 1mlfkg/hr if catheterized)

L—_| Wound infection

NO AMBER FLAGS = ROUTINE CARE
AND SAFETY-NETTING ADVICE:

CALL 111 IF CONDITION CHANGES OR DETERIORATES.
SIGNPOST TO AVAILABLE RESOURCES AS APPROPRIATE.

Slurred speech or confusion

Extreme shivering or muscle paln
Fassing no urine (In a day)

‘I feal | might die’

Skin mottled, ashen, blus or very pale

RED FLAG BUNDLE: e THE UK
DIAL 999 AND ARRANGE BLUE LIGHT TRANSFER SEPSIS
IF PRESCRIBER AVAILABLE & TRANSIT TIME TRUST
>1HR GIVE IV ANTIBIOTICS UKST 2024 1.0 PAGE 10F 1

Ensure communication of ‘Red Flag Sepsis’ to crew. Advise crew to pre-alert as

‘Red Flag Sepsis’. Where possible a written handover is recommended including The UK Sepsts Trust registered chiarity rumber [England &

observations and antibiotic allergies. ‘Wales) 1158843 (Scotland) 5C050277. Company registraticn
= rumber 8644039, Sepsis Enterprises Lid. company nusmber

The contralled copy of this dooument is maintained by Th psis Tnust. Asvy copies of this doosment held cutside of that area, in whatever SEEIIIE, VAT reg. nomber 293133408

foemat {e.g. paper, emal attachment) are considened 1o have passed outof control and should be chedked for curnency and valiciey.
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CLP105 Deteriorating Patient Policy V3.9

Appendix 11 -1 STUMBLE

“ISTUMEBLE" Algorithm for Falls (adapted from the West Midiands Ambuiance Service)

To be completed by registered nurse

Post Fall Assessment Tool To be completed by Registered nurse

Mameofpatient . o MNHSMor
Mame of Registered Staff Member
Signed (staffmember): .
Diate of Fall Time of Fall
Location of Fall:
Primary Unable to identify Unweell Behavioural change
"‘,:-ym;:l_mm pmor Visual impaimment Dizziness/loss of Dementia (Usual state)
to fall (please
tick ane) Other Details:
Assessmentofinjury Tick & Initial
Lewel of Responsive as normal
CONSCIOUSNESS
Pain/Discomfort Mo evidence of pain/discomfort

Mild pain/discomfort

Severe pain/ discomfort

Where is the Pain
[if any}?

Injury orweounds | Mo evidence of injury, bleeding or wounds

Slight or mild imjury

Evidence of significant swelling. bruising, bleeding, ordeformity of limbs

Where is the
injury?

Maovement / Able to mowe all imbs as normal for the resident

mability Able o mowve limbs but has pain on movemnent

Unable to move imbs or there is a major change in mobility

Observations
Mews scone | | Glasgow Coma Score | | Blood sugar | | Tick & sign
Conclusion of assessment Tick & Initial
Mo apparent Seek or provide appropriate treatment
;:}Eg‘”m'“‘“ Complete NEWS 2 score and act on score as appropriate
‘Commence neurt chservations if on anticoagulants even if no obvious sign of rmuma to head —
if sign of detenoration call for assistance or, i out of hours, call 889
Inform relatives
Complete incident form (record Datix Mumber)
Review Falls Assessment
Major imjury Give first aid! resuscitate CALL 385 - DO NOT MOVE PATIENT
Complete NEWSZ scome and aot on score a5 appropriate
Commence Meuro cbservations
Inform relatives
Complete Incident form (record Datix number)
Repeat falls assessment
INDICATE Caontinue to mamage Call for assistance Call 205 Other:
DUTCOME:
Continue to manage Call for assistance (Call Doctor)

Page 58 of 59
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Appendix 12 - Sample copy of the SWARM - algorithm for post falls and reporting head
injuries

INHS |

Gloucestershire Health and Care
MNHE Foundation Trust

Name:
Date of Birth:
—— MRN Number:
- g\?\?ﬁ;ﬁ{:ls NHS Number:
(DR AFFIX HOSFITAL LABEL HERE)
Date [ Time [
Completed by | Job title [
Location of incident (ward/area)
Environmental Factors
Specific location detail
Consider potential issues:
Condition of floor?
Furniture involved?
Lighting?
Other?
Patient Factors
Specific patient details Delirium? Sensory impairment?
YO NO YO NO
Cognitive impairment? UTLLRTI?
YO NO YO NO
Patient account
Witness account
Consider other potential
issues:
Walking aid?
Footwear?
Post-op patient? /Anaesthetic
block?
Related to bathroom/toileting?
Fualls Prevention Care Plan in
place with completed actions?
‘At risk of falls sign in place?
Staff Team Factors
Specific ward details Bed occupancy (%)
Consider potential issues:
Staffing ratios?
POST FALLS SWARM FORM Pags 10of2

working together | always improving | respectful and kind |

Where were stafi?

Other issues on ward?

Nursing comments?

Analysis and Plan

Incident recorded on Datix? Completed Safety Cross?

YO NO YO NO

Post Falls Protocol followed? Reviewed Falls Prevention Care Plan?

YO NO YO NO

Root Cause Plan

Signature: Print Name Designation Date
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	2.  PURPOSE
	The Trust is committed to ensuring the best possible physical health for all of its service users and patients. This policy provides documented and approved processes for assessing and managing clinical conditions and the risks associated with deter...
	This policy applies to practitioners and support staff employed by Gloucestershire Health and Care NHS Foundation Trust (GHC), who are patient facing and undertake physical / clinical observations as part of their clinical role.
	4.  DUTIES
	4.1  General Roles, Responsibilities and Accountability
	Gloucestershire Health and Care NHS Foundation Trust (GHC) aims to take all reasonable steps to ensure the safety and independence of its service users and patients, and to support them in making decisions about their care and treatment.
	4.2 Managers and Heads of Service will ensure that:
	4.3 Employees (including bank, agency and locum staff) must ensure that they:
	4.4 Roles, Responsibilities and Accountability Specific to this Policy:
	6.        POLICY DETAIL
	11.  REFERENCES

