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Policy Statement

Physiological Observations Policy

Background

Physiological observations are fundamental to ensuring that patients in hospital are safe and
that healthcare professionals are aware of the health status of patients. Patients within all
hospital settings are at risk of physiological deterioration and not all patient deterioration can be
predicted, so all patients (with the exception of some patients at the end of their life) require
observation which includes the taking and recording of vital signs.

Statement

This policy outlines how LCHST will meet the duties set out in the NHSLA Risk Management
Standard (4.8), which requires that all organisations have an approved documented process for
managing the risks associated with the deteriorating patient.

It is intended that the NEWS and POPS systems be utilised by all members of clinical staff who
perform clinical observations as a part of patient management.

Responsibilities

Compliance with the guideline will be the responsibility of all Lincolnshire Community Health
Services NHS Trust staff.

Training

National Early Warning Score e-learning
Clinical Observation Teaching and Assessment Pack
Face to Face teaching clinical observations
LCHS POPS Teaching Package

Dissemination

Website/Intranet

Resource implication

Staff will require an understanding of process and time to complete training pack.
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Abbreviations / Definitions

Acronym Term / Definition
AVPU Alert, Pain, Verbal, Unresponsive
ECG Electro cardiogram
EWS Early Warning Score
GCS Glasgow Coma Score
GLUC Glucose
IV Intra-venous
LCHS Lincolnshire Community Health Services NHS Trust
NEWS National Early Warning Score
NICE National Institute for Clinical Excellence
NPSA National Patient Safety Agency
RCP Royal College of Physicians
SP0² Oxygen Saturation
WBC White Blood Count
POPS Paediatric Observation Priority Score
SBAR Situation, Background, Assessment, Response
MDT Multi-Disciplinary Team
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Introduction and Summary

Physiological observations are fundamental to ensuring that patients in hospital are safe and
that healthcare professionals are aware of the health status of patients (NICE 20071a.1,2

NPSA 20071,2. 3,4). This form of clinical monitoring may be regarded as being a ‘task’ and as
having a ‘low status’ / a task based activity by clinical professionals (NPSA, 20074), rather
than the gathering of clinical information. This poses a real danger for patients, without
effective leadership from nurses in senior roles, there is potential for patient observations not
to be seen as a serious responsibility

Patients within all healthcare and community settings are at risk of physiological deterioration
and not all patient deterioration can be predicted so all patients (with the exception of some
patients at the end of their life) require observation which includes the taking and recording
of vital signs. It is well documented that patients who deteriorate, have abnormalities that are
detectable by physiological observations well in advance. There is also evidence that there
is poor recognition of physiological deterioration and although deterioration can be
recognised through vital signs, these are not always regularly recorded by the healthcare
community despite being the primary indicator of altered physiology.

Early detection, timeliness and competency of clinical response are a triad of determinants of
clinical outcome in people with acute illness (RCP 20125 ), numerous national reports have
advocated the use of ‘early warning scores’ (EWS) to efficiently identify and respond to
patients who present with or develop acute illness and the use of Track and Trigger was
established within the Trust. Work by a Royal College of Physicians task force led to the
development of the ‘National Early Warning Score’, providing a standardised track and
trigger system for acute illness in people presenting to, or within hospital and this was
adopted by LCHS

The NEWS system is used as a surveillance system for all patients in hospitals, tracking
their clinical condition, alerting the clinical team to any deterioration and triggering a timely
clinical response. Patients within community hospital settings although not acutely ill, often
have complex medical conditions, co-morbidities, and multiple pharmacopeia predisposing
them to the risk of further episodes of acute illness and are therefore equally requiring of
continued physiological monitoring.

It is therefore important that all adult patients in hospitals settings, should have regular
physiological observations as a minimum standard. These observations should always lead
to the calculation and recording of an NEWS and if abnormal should be acted upon
according to protocol (see NEWS Clinical Response - Appendix 2), which describes a
graded response.

To facilitate this the healthcare team should be competent to undertake, document, interpret
and act upon these observations and should have access to appropriate monitoring and
measurement equipment (MHRA 20136, NICE 2007¹; NPSA 20073,4,).
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Heads of Clinical Service:
Responsible for identifying and implementing policies relevant to their area of responsibility.
They are also responsible for ensuring that all staff have access to and are made aware of,
policies that apply to them.

All staff
Responsible for the implementation of LCHS policies as part of their core duties.

Practitioners measuring and recording the observations
It is the responsibility of these individuals to ensure that they are competent to undertake,
record and report abnormalities in physiological observations in accordance with the
screening tools outlined in this policy.

Practitioners interpreting observations
It is the responsibility of these individuals to ensure that they are competent to interpret
observations and make judgements about them taking into account normal parameters,
baseline parameters for the individual patient and acceptable or target parameters according
to the plan of care. Interpretation should lead to appropriate action where there is
abnormality (NEWS/POPS) and use of the relevant sepsis screening tool if appropriate. This
action should consider necessary action by the interpreting individual or other clinical
professional. If there is any doubt about abnormal observations and the potential for sepsis
these should always be reported to a more senior and experienced professional (Senior
Nurse, Advanced Nurse Practitioner, Paramedic Specialist Practitioner,Doctor).

Practitioners responding to abnormal observations
It is the responsibility of the practitioner responding to abnormal observations and
undertaking the screening process to ensure that they are competent to intervene should
treatment be indicated and recognise the limits of their competence.

All clinical professionals

Who are involved in monitoring, recording, interpreting and acting to treat changes in
physiological observations should be aware of this policy and its principles. Documentation
and communication are pivotal to minimising risks for patients and all actions must be
documented contemporaneously or as soon as possible after the event in accordance with
the organisational policy.

Senior help and advice should be sought by all professionals who are concerned about
patients regardless of their observations. All should be aware of the screening systems
(NEWS/POPS) and what actions are necessitated by the range of scores generated. Any
individual recording observations should be able to interpret these in the light of the
NEWS/POPS protocols and should ensure that escalation is occurring in accordance with
the NEWS. This includes Registered (e.g. Nurses, Physiotherapists, Doctors) and non-
registered (e.g. Healthcare Assistants/Support Workers) staff.

Failures to comply with this policy and adverse clinical incidents occurring in relation to
physiological monitoring should be reported in accordance with Trust policy.

The senior clinician in charge of the clinical area
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It is the responsibility of the senior clinicain working in conjunction with Clinical Practice
Educators to ensure that all staff are competent to undertake their role in relation to
physiological observations to facilitate correct use of the NEWS/POPS tools. The senior
clinician should identify any additional training that may be required for appropriate staff.

This responsibility extends to ensuring that staff have access to appropriate monitoring
equipment (NPSA 2007a 1; 2007b 2) and documentation for the recording of observations.
All documents where patient’s observations are recorded should be located together and in
close proximity to the patient (NPSA, 2007b 2).

The senior clinicain, in collaboration with the matron and other relevant professionals such
as the Resuscitation Lead, should investigate all adverse clinical incidents in relation to
physiological monitoring and develop action plans to prevent their future occurrence.

Monitoring Compliance
The senior clinicain (usually ward manager in the case of in-patient areas ans team/locality
lead for urgent care) in charge of each clinical area is responsible for ensuring that the
standard of physiological monitoring in their clinical area is audited for compliance with this
document at least annually.
In addition for ward areas monthly sel-audit of compliance with National Early Warning
Scoring should be undertaken using the Trust NEWS Audit tool and reported to the
Resuscitation Lead.

Competence for Practice

Physiological observations should be recorded and acted upon by staff who have been
trained to undertake these procedures and understand their clinical relevance. (NICE, 2007a
1). An online training resource can be found via
http://www.mddl.org.uk/mddl/mod-basic-observations.php

All healthcare staff recording data for, or responding to, the NEWS should be trained in its
use and should understand the significance of the scores with regard to local policies for
responding to the NEWS triggers and the clinical response required. Training can be
accessed via https://tfinews.ocbmedia.com/

A clear understanding of the escalation protocols applicable to each service area MUST
form an element of the local induction process for staff. This understanding should be
checked regularly and the clinican in charge should ensure all staff are aware of any
changes.

All healthcare staff recording data for, or responding to, the POPS tool should be trained in
its use.(LCHS POPS Teaching Package – Appendix 6)

It is the responsibility of all individuals to ensure that they are competent to undertake their
role and responsibilities in relation to physiological monitoring. This competence should be
assessed and documented only by professionals who are themselves competent at this area
of practice, who are able to assess competence in others and who are registered
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professionals (e.g. Registered Nurse/ Clinical Educator/ Education & Workforce
Development Team).

Recording Vital Signs - Adults

Patient Observations – Urgent Care Services

Physiological observations remain the mainstay investigations for assessment of patients
physiology. Patients presenting at Urgent Care Services are by their very nature therefore
requiring a full and thorough assessment, including physiological observations, and the
results should therefore be subject to the NEWS process.

Patients attending Urgent Care Services who have physiological observations taken
should therefore all have the NEWS recorded.

Any parameter not assessed and not used for NEWS, through patient non-
concordance for example, should have an explanatory record detailing the reason or
rationale for omission.

Whilst prolonged periods of physiological monitoring are not allpicable to Urgent Care
settings the baseline the measurements provide can be of significant benefit to secondary
care and so these records should move with the patient whenever possible.

Routine Observations – In-patient Areas

All patients should have heart rate*, respiratory rate, blood pressure, level of consciousness
(AVPU), oxygen saturation (SP02), blood glucose and temperature recorded on admission
together with a pain score if appropriate. Other assessments e.g. MUST and falls should be
assessed as per local policy.
(*Important clinical information such as pulse volume, rate and rhythm, are all lost if
automatic equipment is used alone.)

All patients should have a NEWS score attributed to every set of observations.(RCP 20125)

All in-patients should have their weight recorded on admission

All in-patient’s observations should be recorded on the Trust observation chart.

Patients should retain the same observation chart, when moving between departments and
reference made to previous charts when transferred from other hospitals, in order that
physiological trends can be identified.

All patients should have a clear written monitoring plan that specifies which physiological
observations should be recorded and how often (NICE CG501). The plan should take
account of the patient’s diagnosis, presence of co-morbidities and agreed treatment plan. It
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is acceptable to state in this plan that patients should have ‘routine monitoring’ and in this
case the minimum parameters and frequencies described below will apply

Physiological observations should be recorded at least every 12 hours (Routine
Monitoring), (NICE CG501, Royal College of Physicians5.) unless a decision has been made
at MDT to alter the frequency of observation. A full and detailed rationale to support this
MDT decision must be recorded in the patient’s notes.

Some patient, may have pre-existing conditions and the scoring may need to be interpreted
accordingly, e.g. hypercapnoeic failure due to COPD and scoring is outlined within the
guidance (e.g. target saturations of 88-92% should be used (British Thoracic Society9),
scoring if the saturations drop below 92% and when supplementary oxygen is used.

However, should the scoring escalation protocol may be re-set by a competent clinical
decision maker to allow for long term physiological changes in one or more parameter the
rationale must be recorded in the patient record by completion of an Adjusted Parameter
form.

Any adjustment to escalation protocols MUST NOT result in a lowering of basic
observation frequency below the minimum 12 hourly unless the patient is on a
defined ‘end of life’ plan and DNACPR is in place or until an MDT decision and
rationale is recorded.
Patients with ‘abnormal’ physiology are at greater risk of deterioration and reducing
observation frequency could result in increased potential for un-noticed deterioration.

The frequency of monitoring should increase when abnormal physiology is detected or the
patient is at risk of deterioration e.g. exacerbation of condition, infection.

NEWS
The NEW Score should be used to inform the frequency of clinical monitoring within the im-
patient areas. In urgent care services it is accepted the majpority of patients may be
subjected to just a single set of recordings, although the resulting score will again inform of
the requirement for increased scrutiny.

0 the minimum frequency of monitoring should be 12 hourly

1-4 monitoring increased to 4–6 hourly unless more or less frequent monitoring is
considered appropriate by a competent clinical decision-maker (senior nurse
or ward doctor)
This may include patients undergoing rehabilitation or in a stable condition, daily
monitoring may be considered if supported by a documented rationale for the
decision.

5–6 The frequency of monitoring should be increased to a minimum of hourly or a
RED score (ie a score of 3 in any single parameter) until the patient is reviewed and
a plan of care documented.

7 Continuous care, monitoring and recording of vital signs for those with a NEWS
aggregate score of 7 or more.
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Clinical Response to NEWS

Depending on the NEW score there are recommendations for the frequency of clinical
monitoring, the urgency of clinical review, the competency requirements of the clinical team
required to undertake the review and the most appropriate environment for on-going care
(NEWS Clinical Response - Appendix 3).

Clinical response to the NEWS should be recorded on the chart. This will provide a
continuous record of actions taken in response to variations in the NEWS and act as a
prompt for escalating care if necessary.

Concern about a patient’s clinical condition should always override
the NEWS if the attending healthcare professional considers it
necessary to escalate care.

Within Urgent Care settings the escalation process used will depend on the environment and
clinical expertise available, to cover all settings within this policy is not possible. Staff MUST
be aware of the processes and escalation options available within their clinical setting.

Alteration of Routine Monitoring Frequency for In-Patient Areas

For all patients within in-patient areas NICE (CG501) expectations are that patients
physiological observations should be recorded at least every 12 hours, any alteration from
that minimum standard, such as reduction to daily observation recording, requires an MDT
decision and the rationale to be supported by detailed clinical notes by a senior clinician.
Until such time as the MDT has taken place observations must continue at the minimum
threshold of 12 hourly.

Exclusion from Routine Monitoring

This policy does not apply to patients who have been commenced on an ‘End of Life’ care
plan and are subject to a DNACPR order.
It is not considered appropriate to continue to undertake routine all physiological
observations in instances where deterioration changes will not result in active treatment.

However it is important to understand that some palliative treatments will still require some
vital signs to be monitored and recorded. In these circumstances a documented note
detailing what parameters should be monitored to facilitate safe treatment and the range of
acceptable results is required along with any escalation actions required if results are
outside of these ranges.

Altered Escalation Triggers
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Exceptions to standard monitoring protocols may be appropriate for patients with
physiological abnormalities due to long term conditions that permanently derange the score
in certain parameters.
The desired effect of the Altered Escalation Triggers Form is to alter escalation trigger levels
in response to elevated results in specified isolated NEWS scoring parameters by
“discounting” the score for the particular deranged observation.
E.g. A 72 year old patient with stable copd has a normal oxygen saturation of 91% and a
respiratory rate of 22 even at rest. It therefore be appropriate to consider the NEW Score of
3 for the SpO2 element and 2 for the respiratory element to be discounted from the total
when considering escalation actions for this patient.

However, the rationale for the decision must be documented in the patients
notes and an Altered Escalation Triggers Form completed to confirm the
revised plan.
This form alone cannot be used to effect the reduction of observation
frequency below the 12 hourly threshold, this requires a MDT decision and full
rationale documented.

It is important that the acknowledgement of altered physiology, and resultant NEW score
component results, should NOT change the basis for the calculation of the total score and it
is simply the trigger actions arising from increased scores in specified parameters that are
altered.

There has to be understanding by the entire care team that the NEWS escalation actions are
only reduced where increased scores are present in the clinical parameters specified in the
Adjusted Escalation Triggers paperwork.
Increased scores in any other parameters should result in the specified
escalation actions being followed.

Clinical notes should reflect revised escalation actions for the specified ‘abnormal’
parameters and also define any circumstances in which the reduced actions do not apply.

Patient consent

Informed verbal consent should always be obtained from the patient to undertake
observations. In most instances this will be a simple process of informing the patient
what needs to be done, why and what they are likely to experience.

In circumstances where observations are indicated and a patient refuses consent it is
important to give a clear explanation of the need to perform observations and to
explore the reason for refusal.

All explanations, refusal of consent by the patient and actions by clinical staff should
be dated, timed and signed as entries in the clinical or nursing notes.
Senior nursing staff/ doctor should always be informed when patients refuse consent for
observations and an entry made in the clinical record to reflect this reporting process.

Clinical staff, both nursing and medical, should constantly review the risk and implications of
not undertaking observations and should consider whether the patient has the mental
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capacity to consent. Mental Capacity must be formally assessed in circumstances
where there is any doubt.

Should any staff member have concerns regarding the refused consent for observations and
potential safeguarding implications the line manager should be involved and consider
whether specialist safeguarding advice is required.

Documentation

To facilitate standardisation and a national unified approach, a colour coded NEWS chart
has been developed to record routine clinical data and track a patient’s clinical condition.

‘Routine monitoring’, as described above, should be clearly and legibly recorded,
contemporaneously on the NEWS chart. The NEWS chart is colour-coded (Red, Amber,
Green – RAG coded) to provide both visual and numeric prompts to aid identification of
abnormal clinical parameters.
Other key parameters not incorporated in the score, including urine output and pain scores,
should be recorded separately in the sections included at the bottom of the chart or on
additional specific charts if required.

This chart must be completed in Black Ink. It should be noted that whilst the use of colour
(e.g.red ink) may appear to enhance visibility on the original document – this will not
necessarily be transferred to photocopies which may be used in the supply of documents to
other parties outside the Trust, for example in the case of litigation.

This chart must always be maintained even if another chart with similar information (for
example, the Neurological monitoring chart or Glasgow Coma Score) is also used.
The recorded entries for temperature, pulse and pain should be joined by a single
straight line to produce a graph against time.

National Early Warning Score (NEWS)

The NEWS is based on a simple scoring system in which a score is allocated to
physiological measurements. Six physiological parameters form the basis of the scoring
system:

i. Respiratory rate
ii. Oxygen saturation
iii. Temperature
iv. Systolic Blood pressure
v. Pulse rate
vi. Level of Consciousness

The NEWS scoring system

The NEW score should be determined from seven parameters (six physiological plus
one weighting score for supplemental oxygen):
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POPS Chart supplementary investigations

Blood Pressure
Blood Pressure is not part of the POPS scoring system but should be taken in any child who
there is concern about their cardiovascular status whether this be a primary cardiac problem
or secondary shock, dehydration or concern with renal problems.

Blood Sugar
A normal blood glucose level is between approximately 4-7mmol/L (Gilbert 200916, Hanas
200417). Although not an element of the POPS score blood glucose levels outside this range
in children not known to be diabetic will prompt further examination and will inform decision
making.

Blood sugar measurement is mandated for ALL patients
with a POPS score of 3 or more.

Capillary Refill Time (CRT)
“Poor capillary refill and differential pulse volumes are neither sensitive nor specific
indicators of shock in infants/children, but are useful clinical indicators when used in
conjunction with other signs”, also note that the presence of a temperature does not affect
the sensitivity of a delayed capillary refill in children with hypovolaemia, but a low ambient
temperature will reduce its specificity. It should not be used solely as an indication of
deterioration of clinical status (APLS 201618).

CRT is however a required element of the minimum observation dataset in any child under 5
who presents with suspected fever. (NICE CG16014)

Although not part of the POPS scoring system CRT should be recorded on the form to help
aid decision making.

Pupil Reactions
It is important to consider any existing or administered medication that may alter pupil
responses.

Assess pupil reactions and sizes, recording size in an ambient light and reactions using a
bright narrow torch beam. Reactions should be recorded thus;-

brisk reaction = +

no reaction = -

sluggish reaction = SL

Check visual acuity if child of an appropriate age. If the child is too young to check visual
acuity, ascertain whether the child can fix and follow - for toddlers try a toy, for infants try a
toy or a light.
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Additional POPS Chart Components

Pain Assessment
Many differing systems for assessing pain in children are in use. POPS uses a 10 point
scale that equates to scoring systems from both the FLACC BEHAVIOURAL SCALE (Merkel
et al, 199719) and the Wong Baker FACES Pain Scale 198820.

Analgesia given prior to presentation needs to be established and if analgesia administered
re-assessment at time of anticipated peak effect planned and recorded.

Communication
Good interactions and communications are essential to provide the best possible care post
referral or discharge. This component should be fully completed to provide evidence of best
practice and as prompts to inform or involve other services and systems.

Planned interventions Record
A visual indicator showing the need for each test or intervention and the timed history of
application or completion gives a timeline of treatment processes. In conjunction with the
monitoring score grid this gives a treatment history and allows ongoing assessment of
progress.

POPS Scoring Matrix

The POPS matrix was developed to provide an age related score for each parameter.
(Appendix 3)

Aggregate scoring provides a total used to discriminate potential treatment or referral
outcome, with higher values indicating a greater degree of potential illness.

The setting of response actions for each matrix band score are based upon local service
situations and availability of clinical services and expertise. Escalation of care requiring
greater resources is mapped and priority indicated.

The matrix boundaries, actions and priority ranking for LCHS are;-

POPS Score & Priority Ranking

0—1 Consider treatment options — A

2—3 Consider ED transfer — B

4—7 Urgent ED/Paeds referral — C

8+ ‘999’ Emergency Transfer — D

The Priority Ranking action statements are based upon the ability of LCHS to offer treatment
options and therefore POPS acts as a discriminatory triage tool.
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Practitioners must however not be limited in their ability to make referrals if concerned about
a child’s condition even if the POPS score suggests referral thresholds have not been
reached.

Children presenting with a POPS score beyond Level A show an obvious and significant
increase in admission rates. Commencing with Level B escalation to Emergency
Department treatment is indicated and at Level C a referral discussion is indicated. With
scores of 8 or more the Level D response, 999 transfer, a pre-alert for ED is required to
enable suitable paediatric attention on Arrival.

Escalation Handover
The POPS system is designed to assist all members of the healthcare team interacting with
children in an urgent care environment to provide an improved quality of care for patients.
The POPS tool includes a section on elements of communication specific to care of a child
and includes safeguarding considerations and use of the LCHS Safeguarding Discharge
Guidance.

Communication

It is well known that communication at transitions of care, handover, is frequently found to be
poor especially in high acuity environments.(WHO 200721)

In a 2013 review of studies addressing communication errors during handover, the greatest
problem reported was the omission of detailed patient information. The use of ‘scores’ for
handover was found to be potentially misleading, the communication of individual vital signs
had the highest confidence amongst clinicians. (Flemming et al. 201322)

It has also been recognised structured handover systems, such as SBAR, show significant
improvements both in the level of information transferred and the ability of clinicians to make
appropriate treatment decisions in a timely manner. (Pope et al 200823)

SBAR is the system recommended by the Royal College of Physicians clinical toolkits (RCP
2013,201524) and this should be used to provide a comprehensive handover dataset
including not just an overall warning score but the individual parameter results.

The POPS tool is
not used universally amongst healthcare providers

so communication with other organisations
needs to follow a structure that ensures

all relevant observation information is transferred and
the priority of care is explained.

Use SBAR, not just a POPS score!
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SBAR
The use of SBAR, (Situation, Background, Assessment, Recommendation) is now widely
used within UK healthcare. The system offers a sensible effective, timely communications
tool that improves information transfer between individuals from differing clinical
backgrounds and hierarchies.

This system should be used to convey information when making any referral or providing a
pre-alert:

Situation
I am (name) from (location)
I am calling about a patient (x)
I am calling because I am concerned that (BP is low/ high, pulse is low or high etc) and wish
advice on further actions/transfer

Background
Patient has presented with (for example a chest infection)
Vital signs obs are …..

Assessment
I think the problem is (x) and I have given (oxygen/ analgesia etc)
OR
I don’t know but I am really worried, the patient’s condition now is …….

Recommendation
Please advise on actions from now and transfer options?

SBAR hand-over is the LCHS system of choice and included within the Trust NEWS record
form.

Printable Documents

High printable versions of documents within this policy may be found in the Deteriorating
Patient & Resuscitation pages of the Trust intranet site.
Deteriorating Patient & Resuscitation : Printable Documents
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Monitoring Template

Minimum
requirement to
be monitored

Process for
monitoring e.g.
audit

Responsible
individuals/
group/
committee

Frequency of
monitoring/a
udit

Responsible
individuals/
group/
committee
(multidisciplina
ry) for review
of results

Responsible
individuals/
group/
committee for
development of
action plan

Responsible
individuals/
group/
committee for
monitoring of
action plan

POPS Patient
Observation
records

Audit
completed by
each clinical
area and
reported to
Resuscitation
Lead

Safeguarding
& Patient
Safety Group

Quarterly /
spot audits

Safeguarding
& Patient
Safety Group

Safeguarding
& Patient
Safety Group

Safeguarding
& Patient
Safety Group

NEWS
Patient
Observation
Records

Audit
completed by
each in-patient
clinical area and
reported to
Resuscitation
Lead

Safeguarding
& Patient
Safety Group

Monthly /
spot audits

Safeguarding
& Patient
Safety Group

Safeguarding
& Patient
Safety Group

Safeguarding
& Patient
Safety Group
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Equality Analysis

Name of Policy/Procedure/Function*

Phsyiologoical Observations Policy

Equality Analysis Carried out by: Tim Balderstone

Date: 3rd October 2017

Equality & Human rights Lead: Rachel Higgins

Director\General Manager: Lisa Green

*In this template the term policy\service is used as shorthand for what needs to be
analysed. Policy\Service needs to be understood broadly to embrace the full range of
policies, practices, activities and decisions: essentially everything we do, whether it is
formally written down or whether it is informal custom and practice. This includes existing
policies and any new policies under development.
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Section 1 – to be completed for all policies

A.
Briefly give an outline of the key
objectives of the policy; what it’s
intended outcome is and who the
intended beneficiaries are expected to
be

To ensure that patients presenting to LCHS
services are assessed in a uniform and
structured manner to inform trigger actions
which should be undertaken in the case of
abnormality.

B.
Does the policy have an impact on
patients, carers or staff, or the wider
community that we have links with?
Please give details

Impacts on patients and staff

C.
Is there is any evidence that the
policy\service relates to an area with
known inequalities? Please give
details

No

D.
Will/Does the implementation of the
policy\service result in different
impacts for protected characteristics?

Yes No
Disability x
Sexual Orientation x
Sex x
Gender Reassignment x
Race x
Marriage/Civil Partnership x
Maternity/Pregnancy x
Age x
Religion or Belief x
Carers x

If you have answered ‘Yes’ to any of the questions then you are required to carry
out a full Equality Analysis which should be approved by the Equality and Human
Rights Lead – please go to section 2

The above named policy has been considered and does not require a full equality analysis
Equality Analysis Carried out by: Tim Balderstone
Date: 3rd October 2017
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Section 2

Equality analysis

Title:

Relevant line in:

What are the intended outcomes of this work? Include outline of objectives and function aims

Who will be affected? e.g. staff, patients, service users etc

Evidence
The Government’s commitment to transparency requires public bodies to be open about the information on which they
base their decisions and the results. You must understand your responsibilities under the transparency agenda before
completing this section of the assessment.

What evidence have you considered?
List the main sources of data, research and other sources of evidence (including full references) reviewed to
determine impact on each equality group (protected characteristic). This can include national research, surveys,
reports, research interviews, focus groups, pilot activity evaluations etc. If there are gaps in evidence, state what you
will do to close them in the Action Plan on the last page of this template.

Disability Consider and detail (including the source of any evidence) on attitudinal, physical and social barriers.

Sex Consider and detail (including the source of any evidence) on men and women (potential to link to carers below).

Race Consider and detail (including the source of any evidence) on difference ethnic groups, nationalities, Roma
gypsies, Irish travellers, language barriers.

Age Consider and detail (including the source of any evidence) across age ranges on old and younger people. This
can include safeguarding, consent and child welfare.

Gender reassignment (including transgender) Consider and detail (including the source of any
evidence) on transgender and transsexual people. This can include issues such as privacy of data and harassment.

Sexual orientation Consider and detail (including the source of any evidence) on heterosexual people as well as
lesbian, gay and bi-sexual people.

Religion or belief Consider and detail (including the source of any evidence) on people with different religions,
beliefs or no belief.

Pregnancy and maternity Consider and detail (including the source of any evidence) on working
arrangements, part-time working, infant caring responsibilities.
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Carers Consider and detail (including the source of any evidence) on part-time working, shift-patterns, general
caring responsibilities.

Other identified groups Consider and detail and include the source of any evidence on different socio-
economic groups, area inequality, income, resident status (migrants) and other groups experiencing disadvantage and
barriers to access.

Engagement and involvement
Was this work subject to the requirements of the Equality Act and the NHS Act 2006 (Duty to
involve)? (Y/N)

How have you engaged stakeholders in gathering evidence or testing the evidence available?

How have you engaged stakeholders in testing the policy or programme proposals?

For each engagement activity, please state who was involved, how and when they were
engaged, and the key outputs:

Summary of Analysis
Considering the evidence and engagement activity you listed above, please summarise the impact of your work.
Consider whether the evidence shows potential for differential impact, if so state whether adverse or positive and for
which groups. How you will mitigate any negative impacts. How you will include certain protected groups in services or
expand their participation in public life.

Now consider and detail below how the proposals impact on elimination of discrimination, harassment and
victimisation, advance the equality of opportunity and promote good relations between groups.

Eliminate discrimination, harassment and victimisation
Where there is evidence, address each protected characteristic (age, disability, gender, gender reassignment,
pregnancy and maternity, race, religion or belief, sexual orientation).

Advance equality of opportunity
Where there is evidence, address each protected characteristic (age, disability, gender, gender reassignment,
pregnancy and maternity, race, religion or belief, sexual orientation).

Promote good relations between groups
Where there is evidence, address each protected characteristic (age, disability, gender, gender reassignment,
pregnancy and maternity, race, religion or belief, sexual orientation).

What is the overall impact?
Consider whether there are different levels of access experienced, needs or experiences, whether there are barriers
to engagement, are there regional variations and what is the combined impact?
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Addressing the impact on equalities
Please give an outline of what broad action you or any other bodies are taking to address any inequalities identified
through the evidence.

Action planning for improvement
Please give an outline of the key actions based on any gaps, challenges and opportunities you have identified. Actions
to improve the policy/programmes need to be summarised (An action plan template is appended for specific action
planning). Include here any general action to address specific equality issues and data gaps that need to be
addressed through consultation or further research.

Please give an outline of your next steps based on the challenges and opportunities you have
identified. Include here any or all of the following, based on your assessment

For the record
Name of person who carried out this assessment:

Date assessment completed:

Name of responsible Director/ General Manager:

Date assessment was signed:
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Appendix 1 – NEWS Observation Chart
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Appendix 2 – NEWS Parameters
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Appendix 3 – NEWS Clinical Response

A medium score (i.e., NEW score of 5–6 or a RED
score) should prompt an urgent review (<1 hour) by a
clinician skilled with competencies in the assessment of
acute illness. The Senior Nurse with appropriate skills,
GP responsible for the ward, Urgent Care Doctor or a
Nurse/EC Practitioner with relevant experience, should
consider whether escalation of care to the acute hospital
is required. This role will be undertaken by an Out of
Hours doctor or Nurse/EC practitioner to ensure clinical
cover 24 hours a day, 7 days a week.

A high score (NEW score of 7 or more) should prompt
emergency assessment (immediate) and/ or usually transfer
of the patient to an acute care setting. An urgent transfer (999)
will be arranged by the senior clinician within the clinical
area (where appropriate) using their clinical judgement and
this should not be delayed to await a more senior
assessment.



Chair: Elaine Baylis, QPM
Chief Executive: Andrew Morgan

Appendix 4 – Adjusted Escalation Triggers Form



Chair: Elaine Baylis, QPM
Chief Executive: Andrew Morgan

Appendix 5 – POPS Form
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