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[bookmark: _Toc199855948]Guideline Statement
This document guides Canberra Health Services (CHS) Network team members in the recognition of physiological deterioration, appropriate response and escalation in Mental Health, Justice Health and Alcohol & Drug Services (MHJHADS) bedded services remote to Canberra Hospital (CH), University of Canberra Hospital (UCH) and North Canberra Hospital (NCH).
Background
The early recognition of physiological deterioration, followed by prompt and effective action, may improve outcomes and reduce the level of intervention required to stabilise a consumer. Clear processes to assess, recognise and respond to serious deterioration and appropriate escalation of care i.e. calling for emergency assistance, ensures that CHS staff respond consistently and effectively to improve the outcomes of consumers. A key component of early recognition is the measurement of vital signs including documentation and escalation of Modified/Paediatric Early Warning Score (MEWS/PEWS).
MHJHADS provides a broad range of services to improve the mental health and wellbeing of people who experience mental ill health and their families and carers. Services can be delivered in person, in acute hospital setting, community-based and residential settings, in people’s homes and in other outreach settings. 
Key Objective
This guideline has been developed to:
Improve the documentation of consumer vital signs.
Identify variances in consumer vital sign and ensure these are authorised in line with Vital Signs and Early Warning Scores Procedure – Canberra Hospital.
Ensure timely clinical review/assessment of a consumer and appropriate management occurs in the event of physiological deterioration.
Provide an escalation pathway for recognising and responding to acute physiological deterioration and escalation as required.
Alerts
This guideline should be read in conjunction with the CHS Code Blue emergency response plans located on Emergency plans and responses and the Policy and Guidance Documents Register. 
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[bookmark: _Toc199855949]Scope
[bookmark: _Toc171683075][bookmark: _Toc171684202]This guideline applies to all clinical staff, working at the services listed below, who are measuring vital signs or making assessment of consumers with regards to possible physiological deterioration.  It applies to the following staff working within their scope of practice:
Medical Officers
Nurses 
Allied Health Professionals
Students under direct supervision by a registered professional.
This guideline applies to the following MHJHADS bedded services:
Alcohol and Drug Services - Withdrawal Unit (WU) is a 10-bed inpatient facility located on Hospital Road, Garran. Although located on Canberra Hospital campus the WU requires an ambulance response for all medical emergencies.
The Alexander Maconochie Centre (AMC) is a correctional facility located in Hume, accommodating up to 500 detainees. Justice Health Services provides primary health care to all detainees. Advice may be sought from the Justice Health on-call General Practitioner (GP) after hours.
Bimberi Youth Justice Centre (BYJC) is a youth correctional facility located in Mitchell accommodating young people aged 12 to 21 years. Advice may be sought from the Justice Health on-call GP after hours.
The Eating Disorders Residential Treatment Centre (EDRTC) is a standalone 12 bed facility located in Coombs accommodating people aged 16 years and over. There are no resident medical officers after hours. The EDRTC staff can access the on-call psychiatric medical team for advice. The EDRTC requires an ambulance response for all medical emergencies.
Dhulwa Forensic Mental Health Unit (DMHU) is a standalone 25 bed forensic inpatient facility located on Mugga Lane, Symonston. DMHU staff can access the Justice Health on-call GP for advice. DMHU requires an ambulance response for all medical emergencies.


Note: The Adult Mental Health Rehabilitation Unit (AMHRU), University of Canberra Hospital responds as per the University of Canberra Hospital (UCH) - Vital Signs and Early Warning Scores procedure located on the Policy and Guidance Documents Register.
The Adult Mental Health Unit, Ward 12B, Mental Health Short Stay Unit and the Child and Adolescent Unit (CAU) based at Canberra Hospital responds as per the CHS Procedure Vital Signs & Early Warning Scores – The Canberra Hospital Inpatients Procedure.
See also - MHJHADS escalation pathway diagrams (Attachments G & H).
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[bookmark: _Toc199855950]Section 1 - Adult Vital Signs
[bookmark: _Toc179357440]Vital Signs 
Vital sign observations are recorded in the Digital Health Record (DHR). A full set of vital signs should always be obtained.
Respiratory Rate
Oxygen Saturations (Sp02)
Heart Rate
Blood Pressure (BP)
Temperature 
Sedation Score (level of consciousness)
Refer to Canberra Hospital Vital Signs and Early Warning Scores Procedure for direction on measuring and recording vital signs.
Any vital sign that has been identified and recorded as abnormal cannot be omitted from ongoing observations. Abnormal vital signs must continue to be monitored and recorded with each observation interval until that vital sign has returned to a normal value.
A consumer’s Usual Blood Pressure (UBP) needs to be recorded and entered into the DHR, as MEWS escalation criteria are dependent on this. 
[bookmark: _Toc179357441][bookmark: _Hlk172532356]Frequency of Vital Signs
Initial Frequency
A full set of vital signs should be documented for all consumers in the Digital Health Record (DHR) at the following times:
On admission and at the time of initial assessment.
At least twelve hourly, or as determined by a medical officer or Nurse Practitioner (NP) and documented in the medical treatment plan. 
Increased Frequency
As prescribed by a Medical Officer or NP 
If the consumer’s physical condition deteriorates
As per MEWS escalation plan (see Paediatric for PEWS below) specific to the unit/service (see Section 3)
If a family member or carer is concerned about deterioration
Recovery post procedure as ordered (e.g. Electroconvulsive therapy (ECT))
Clinicians can increase the frequency of vital sign monitoring according to their clinical assessment of the consumer.
In some circumstances more frequent or less frequent vital sign observations will be appropriate. The clinical reasoning for this should be documented in the consumer’s progress notes and reflected in the DHR PEWS/MEWS chart.
Paediatrics
This applies to the EDRTC consumers aged 16 to 17 years and Bimberi consumers aged 12 to 17 years.
Vital signs should be documented on all patients at the following times:
· On admission and upon an initial assessment.
· Eating Disorders consumers aged 16 to 17 years - eight hourly for first 48 hours, followed by daily for consumers who have been medically cleared, or as specified by a medical treatment plan.
Decreased Frequency
· Admission status is Rehabilitation/Non-Acute Care  
· A decrease in frequency of vital sign measurements must only be done on the direction of a Medical Officer or NP. Any decrease in frequency of vital sign measurements needs to be communicated to the relevant Nurse In Charge (NIC) or Clinical Nurse Consultant (CNC).
Note: A clear vital sign monitoring plan needs to be documented in the medical treatment plan individualised for the consumer, including the frequency of vital signs, taking into account the consumer’s diagnosis, proposed treatment, and care service setting.
[bookmark: _Toc179357442]Digital Health Record 
The Observation Flowsheet is the predominant workspace to document vital signs. Various flowsheets exist, however the DHR applies the correct flowsheet according to digital workflow, location and/or age of the person. 
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[bookmark: _Toc174037496][bookmark: _Toc174609603][bookmark: _Toc199855951]Section 2 - Modified Early Warning Score (MEWS/PEWS)
Modified Early Warning Score
[bookmark: _Hlk170484103]Refer to Vital Signs and Early Warning Scores Procedure – Canberra Hospital for definitions and variance of MEWS and PEWS. MHJHADS Nurse Practitioners can authorise a variance of MEWS and PEWS in non-acute conditions.
Note: A variance should not be used in acute conditions. The MEWS/PEWS chart is a tool and should be used in conjunction with clinical judgement.

Physical Deterioration recognised, Not Yet a Medical Emergency:
Conduct a complete set of vital signs as above.
Review vital signs and the relevant MEWS/PEWS escalation table (see Attachment A-F) to determine if any action or escalation is required.
If the consumer does not consent to having vital signs taken, document on the electronic medical record ‘Consumer declined’ and notify the NIC. 
Ensure care plan for physical health matters is implemented as per treating medical officer instructions.
Inform the NIC of consumer’s physiological deterioration as soon practicable.
The NIC is responsible for:
Initiating the MEWS/PEWS Escalation Pathway if not already attended. See specific advice for each area in the attachments.
Alerting, allocating and supporting staff to observe for potential further deterioration (i.e., medical emergency warranting Ambulance Response).
Notifying the treating doctor (business hours) or on call medical officer (MO) (via Switchboard and alert After Hours Hospital Manager (AHHM) of the deteriorating consumer and their total MEWS score, advising they may need to review, should deterioration continue. If the total MEWS=3, is sustained for 24hours a medical officer must review the consumer.
Following the escalation pathway in the attachments for increased MEWS/PEWS for these units: 
· WU
· EDRTC
· GMHU
· Justice Health Primary Health, BYJC, DMHU is via the Justice Health Services General Practitioner (GP).
Support team members (i.e. Assistant in Nursing (AIN)/Health Service Officer (HSO4)/Allied Health Assistant (AHA)) responsibilities:
Complete the tasks allocated to them by the NIC and/or other Nurse. 
Provide support and reassurance to other consumers whilst nurses are managing the deteriorating consumer.
Report concerns/observations of consumer deterioration to the NIC and/or allocated nurse.
Complete documentation. 
Medical Emergencies (Code Blue):
[bookmark: _Toc171683085][bookmark: _Toc171684216][bookmark: _Toc171685876]Code Blue relates to a medical emergency that has the potential to be life threatening and/or cannot be managed with the available resources at hand. Code Blue can be activated for inpatients and out-patients. For visitors and staff members an ambulance needs to be called by dialling 000 (using a mobile) or 0-000 (calling using an internal phone line). 
Code Blue emergencies in AMC and BYJC are used for nursing responses and not always part of the ACTAS/Emergency Department transfers. 
[bookmark: _Toc171683086][bookmark: _Toc171684215][bookmark: _Toc171685877]Note: If a staff member is worried about the consumer’s AIRWAY, BREATHING or CIRCULATION, a Code Blue can be activated regardless of whether the consumer meets the calling criteria for a medical emergency as per the escalation pathway for that unit/service.
Code Blue Emergency Criteria should be used for immediate Ambulance Call and transfer to the Emergency Department
In the event of a medical emergency: 
Alert staff via duress handset alarm/personal radio.
Remove consumer from harm/hazard.
NIC and other nursing staff attend the location.
Consumer to receive a clinical review within 30 minutes (MO or NP). 
NIC to delegate tasks to each team member, including:
· Retrieve Emergency Equipment 
· Call an ambulance 
· Provide a clinical handover using ISBAR to ambulance personnel.
· Ensure a staff member has been delegated to receive the ambulance at the designated entrance
Notify carer/parent/Guardian/Leave Panel/ACAT Tribunal/Nominated Person.
Other interventions for consideration when a consumer requires escalation:
Carry out appropriate interventions e.g. electrocardiogram (ECG), blood glucose level (BGL)
Review Oxygen requirement
Manage fever, pain, blood loss or distress
Commence fluid balance chart
Manage/remove other persons from immediate area (e.g. visitors, consumers, and staff)
Post Medical Emergency Incident
Check and restock emergency trolley within one (1) hour, by two (2) nurses
Conduct a post incident debrief with the team in coordination with the CNC if in business hours. 
Support staff and consider if further follow-up is required following acritical incident.
Alert: If transferring a person from DMHU please refer to the following Operational Procedure: Dhulwa Mental Health Unit - Operational Procedure under section 5.2.4.3 Medical intervention. 
For DMHU Afterhours Clinical Deterioration Escalation Pathway, refer to Attachment H.
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[bookmark: _Toc199855952]Section 3 - Emergency Equipment to Support the Deteriorating Patient
Automated External Defibrillator (AED)
BLS Algorithm
Oxygen Mask – High Concentration (Non-Rebreather Mask)
Oxygen cylinder 
Mask resuscitator (single use)
Portable suction, tubing and Yankauer Sucker
Ligature cutter (911 tool)
Glucose-containing liquid
Observation Kit
Stethoscope
Blood pressure machine
Pulse oximeter
Thermometer
Blood glucose level monitor
Personal Protective Equipment
Gloves (small, medium, large) 
Disposable gown
Eye Goggles / Face shield
Hand sanitiser 
Clinical waste bag 
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[bookmark: _Toc199855953][bookmark: _Hlk170467190]Section 4 - Transfer of consumer back to unit
[bookmark: _Hlk177032883]Consumers that have been transferred to the Emergency Department may be assessed as not requiring a hospital inpatient admission therefore are well enough to return to their home unit. 
Consumers that have been admitted to an inpatient hospital bed but then no longer need acute medical care can be considered for transfer back to their home unit. If a consumer is to be returned to a mental health unit that is not attached to a hospital, they should be medically ready for discharge to the community, and this should be documented in the discharge summary.
During business hours, clinical discussion (requesting return to home unit) should occur between consultant to consultant.
During after hours, the consumer must have a written plan of care (by MO) on transfer back to their home unit. The CHS transfer team will complete a System SmartPhrase – ACTMEDCLEFORMENTALHEALTH [148704] entry on DHR that articulates medical readiness for transfer back to unit. 
A consumer’s suitability for transfer back to home unit should be equivalent to a consumer being suitable for discharge home. 
DHR Smart Phrase Medical Readiness Form
ACTMEDCLEFORMENTALHEALTH [148704]
	[bookmark: _Hlk177737138]Medical Readiness Form
 (For transfers to mental health facility)

	Medical team has documented medical clearance 
	Yes ☐
	No ☐

	Relevant Medical History (please list):
	 

	Patient weaned of oxygen
	Current sats:

Comment:
	Date:
	Time:

	Has the patient been afebrile for the last 24 hrs

Comment:
	Yes ☐
	No ☐

	Current Total MEWS/PEWS
	 

	Does the patient require IV medications or fluids?
	Yes   ☐                  
	No ☐

	Cannula removed?
	Yes   ☐                  
	No ☐

	Any other devices (eg NGT or IDC)
	Yes   ☐                  
	No ☐

	Tolerating Oral intake
	Yes ☐
	No ☐

	Assistance required with ADL’s/mobility:
	Yes ☐
	No ☐
	Comment:

	Mental state screen completed
	Yes ☐
	No ☐

	Behaviours of concern (BOC) score:
	 

	MHCL review attended?
	Yes ☐
	No ☐

	AIN special required?
	Yes ☐
	No ☐
	For review ☐

	Active mental health orders:
	ED 3  ☐
	ED 11 ☐
	PTO ☐

	Agreed transport to mental health facility
	PTV/wards person van ☐
	Ambulance/ACTAS ☐
	Risks:

	Form completed by (Full name)
	Date
	Time
	Designation
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Outcomes
Consumers being cared for by MHJHADS, Canberra Health Services will have their vital signs monitored as documented in this procedure.
Consumers with signs of physiological deterioration will be escalated to a medical officer for a clinical review.

Measures
All areas that incorporate vital signs assessments and documentation are required to conduct the Vital Signs Inpatient Audit as part of the Quality and Safety - Clinical Audit Program. The duration and frequency of the audit is directed by the CHS Quality and Safety. 
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[bookmark: _Toc389473287][bookmark: _Toc393203347][bookmark: _Toc43904312][bookmark: _Toc174609613][bookmark: _Toc199855955]Related Policies, Procedures, Guidelines and Legislation
Policies
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
Procedures
Infection Prevention and Control Procedure
Patient Identification and Healthcare Activity Matching
Emergency Management Plans – Code Blue
Vital Signs and Early Warning Scores – Canberra Hospital Inpatients
University of Canberra (UCH) - Vital Signs and Early Warning Scores
Vital Signs and Early Warning Scores – North Canberra Hospital
Clinical Handover 
Dhulwa Mental Health Unit Operational Procedure 
Eating Disorders Residential Treatment Centre Procedure
MH Inpatient Services Ligature Use, Response, Management and Audit Tool
Guidelines 
Consent for Healthcare Treatment
Providing Physical Health Care Across Mental Health, Justice Health and Alcohol and Drug Services (MHJHADS)
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
NSQHS Standard 8, Recognising and Responding to Acute Deterioration. National Consensus Statement – Essential elements for recognising and responding to acute physiological deterioration, Third Edition November 2021
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ISBAR	Introduction/Identification, Situation, Background, Assessment, Recommendation
MET 		Medical Emergency Team
MEWS 	Modified Early Warning Score
PEWS		Paediatric Early Waring Score
Code Blue	Medical Emergency 
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[bookmark: _Toc174609605][bookmark: _Toc199855960][bookmark: _Toc171683090]Attachment A: Alcohol and Drug Services Withdrawal Unit
	[bookmark: _Hlk177123025]MEWS Escalation Table
(Adult)

	MEWS
	Notify
	Escalate
	Observations
	Transfers/escort

	4
	Medical Officer to provide clinical review within 30 minutes from being notified.
	After total 60 minutes: If nil review or nil improvement escalate as per MEWS equal to or greater than 6
	every 30 minutes for 1 hour or until MEWS 
less than 4
then
Hourly for
4 hours
then
4 hourly for
24 hours
Return to every 30 minutes if MEWS returns to equal to or greater than 4
	RN
Notify Patient Flow and Coordination Hub 

	5
	Medical Officer to review within 30 minutes and escalate to consultant. Consider transfer to CH ED via Ambulance (ACTAS).
	After total 30 minutes: If nil review or nil improvement escalate as per MEWS equal to or greater than 6
	
	RN
Notify Patient Flow and Coordination Hub 

	 Equal to or greater than 6
	 Transfer consumer to ED via an ambulance 
	
	
	RN
Notify Patient Flow and Coordination Hub 


If the CODE BLUE criteria is met at any time during these timeframes, (i.e threat to AIRWAY, BREATHING or CIRCULATION), call an ambulance. Refer to Attachment H.
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[bookmark: _Toc174609607][bookmark: _Toc199855961]Attachment B: Justice Health Services - Alexander Maconochie Centre (AMC)
	MEWS Escalation Table
(Adult)

	08:00hrs to 17:00hrs Monday to Friday

	[bookmark: _Hlk184888683]MEWS
	Notify
	Escalate
	Observations
	Transfer

	

4 to5
	
Team Leader

Medical Officer to review within 30 minutes.
	
After total 60 minutes: If nil review or nil improvement, escalate per MEWS equal to or greater than 6
	Vital Signs:

30 minutely for one hour or until MEWS less than 4

Then Hourly for minimum 4 hours 
Then twice daily nursing assessment and Vital Signs for 48 hours once MEWS less than 4

Request ACT Correction Services (ACTCS) move person to Crisis Support Unit (CSU).

	
Notify Correctional Officer level 3 (CO3) office prior to calling Ambulance.

Notify Patient Flow and Coordination Hub

	
Greater than or equal to 6
	
Team Leader and CNC

Medical Officer to review within 30 mins.

	
After total 60 minutes
If nil review or nil improvement (MEWS remains equal to or greater than 6)

Transfer to ED via ambulance (ACTAS).
	
	
Notify CO3s prior to calling Ambulance.

Notify Patient Flow and Coordination Hub

	Afterhours and Weekends/Public Holidays

	MEWS
	Notify
	Escalate
	Observations
	Transfer

	

4 to 5
	
Team Leader

Contact JHS on-call medical officer for immediate advice.
	After total 60 minutes
If nil improvement, contact JHS on-call Medical Officer.
Consider MO review at AMC or transfer to ED via Ambulance (ACTAS).
	Vital Signs:

every 30 minutes for 1 hour until MEWS less than 4

Then Hourly for 4 hours then twice daily nursing assessment and Vital Signs for 48 hours

Request ACTCS move person to CSU

	
Notify CO3s prior to calling an ambulance.

Notify Patient Flow and Coordination Hub

	

Equal to or greater than 6
	
Inform Team Leader and AHHM.

Contact JHS on-call medical officer.

Transfer to ED via ambulance  
	
	Notify CO3s prior to calling an ambulance.

Notify Patient Flow and Coordination Hub



If the CODE BLUE criteria is met at any time during these timeframes, (i.e. threat to AIRWAY, BREATHING or CIRCULATION), call an ambulance. Refer to Attachment H.
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[bookmark: _Toc174609608][bookmark: _Toc199855962] Attachment C: Justice Health Services - Bimberi Youth Justice Centre (BYJC)
	08:00hrs to 17:00hrs Monday-Friday

	
PEWS
	
Notify
	
Escalate
	
Observations
	
Transfer

	

4 to 5
	
CNC/Team Leader

Contact JHS on-call medical officer for immediate advice/review within 30 minutes
	
After total 60 minutes: If nil review or nil improvement, escalate per MEWS equal to or greater than 6


	Vital Signs:
Every 30 minutes for one hour or until MEWS less than 4
then
Hourly for minimum four hours
then

Twice daily nursing assessment and Vital Signs for 48 hours once MEWS less than 4

	

Notify Bimberi Operations prior to calling an ambulance.

Notify Patient Flow and Coordination Hub

	
Equal to or greater than 6
	
Team Leader and CNC

Contact JHS on-call medical officer to review within 30 minutes
	
After total 30 minutes:
If nil review or nil improvement (MEWS remains equal to or greater than 6)

Transfer to ED via ambulance (ACTAS).


	
	
Notify Bimberi Operations prior to calling an ambulance.

Notify Patient Flow and Coordination Hub


If the CODE BLUE criteria is met at any time during these timeframes, (i.e threat to AIRWAY, BREATHING or CIRCULATION), call an ambulance. Refer to Attachment H.
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[bookmark: _Toc174609609][bookmark: _Toc199855963]Attachment D: Forensic Mental Health Services – Dhulwa
	MEWS Escalation Table (Adult)

	[bookmark: _Hlk169702312]08:30hrs to 17:00hrs Monday - Friday

	[bookmark: _Hlk184888808]MEWS
	NOTIFY
	ESCALATE
	OBSERVATIONS
	TRANSFERS

	
4 to 5
	Medical Officer to provide clinical review within 30 minutes from being notified.
	If after total 60 minutes a clinical review has not taken place or there is no improvement in the consumer’s physical state escalate per MEWS equal to or greater than 6
	Vital Signs:
every 30 minutes until 
MEWS 
less than 4

Hourly for 4 hours

4 hourly for 24 hours
	Notify MH Bed Access Coordinator 
Notify Patient Flow and Coordination Hub


	
Equal to or greater than 6
	

Transfer consumer to ED via an ambulance
	
	Notify MH Bed Access Coordinator
Notify Patient Flow and Coordination Hub 


	Afterhours and Weekends / Public Holidays or when Medical Officers are NOT onsite

	MEWS
	NOTIFY
	ESCALATE
	OBSERVATIONS
	TRANSFERS

	
4 to 5

	Escalate to Team Leader
Contact Justice Health Services on-call Medical Officer for advice via Canberra Hospital switchboard. 

	
If after 60 minutes nil review and MEWS remains equal to or greater than 4, consider transfer consumer to ED via an ambulance.
	Vital Signs:
every 30 minutes until 
MEWS 
less than 4

Hourly for 4 hours

4 hourly for 24 hours
	
Notify Weekend CNC 
Notify Patient Flow and Coordination Hub 

	equal to or greater than 6
	Transfer consumer to ED via an ambulance 
	
	Notify Weekend CNC 
Notify Patient Flow and Coordination Hub 


If the CODE BLUE criteria is met at any time during these timeframes, (i.e. threat to AIRWAY, BREATHING or CIRCULATION), call an ambulance. Refer to Attachment H.
Back to Contents


Back to Contents
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	[bookmark: _Hlk174440630]MEWS/PEWS Escalation Table (Adult and Paediatric)

	08:30hrs to 17:00hrs Monday to Friday when medical staff on site

	MEWS
	NOTIFY
	ESCALATE
	OBSERVATIONS
	TRANSFERS

	3
	
Inform Team Leader and CNC.
Seek review by NP or MO.
	If after total 60 minutes nil review, escalate as per MEWS 4
If the consumer has not improved at 4 hours escalate as per equal to or greater than 4
	 Hourly observations until MEWS less than 3. 
	
Remains at the Centre with increased frequency of observations.

	4
	
Consultant psychiatrist, GP or NP to review within 30 minutes.

	
If after total 60 minutes nil review and MEWS equal to or greater than 4 escalate as per MEWS equal to or greater than 6

	Vital Signs: every 30 minutes until MEWS less than 4. 
Blood Glucose Level (BGL) to be taken.
If MEWS less than 4 Continue hourly vital signs for 4 hours.
Then 4 hourly for 24 hours
	

Notify Patient Flow and Coordination Hub

	Equal to or greater than 6
	Transfer to ED via an ambulance
	
	

	Afterhours and Weekends / Public Holidays or when medical staff NOT on site

	MEWS
	NOTIFY
	ESCALATE
	OBSERVATIONS
	TRANSFERS

	3
	Inform Team Leader and After-hours Hospital CNC.
Phone on-call JMO for advice.
	If MO not contactable, escalate as per MEWS 4 to 5
If the consumer has not improved at 4 hours escalate as per equal to or greater than 6
	 Hourly observations until less than 2.
If further deterioration, then action as per the MEWS.

	
Remains at the Centre with increased frequency of observations.

	
4 

	Phone on-call psychiatrist.
	If after 30 minutes nil review and MEWS remains equal to or greater than 4, escalate per MEWS equal to or greater than 6
	Vital Signs:
every 30 minutes until MEWS less than 4
BGL to be taken
Continue hourly vital signs for 4 hours.
Then 4 hourly for 24 hours
	

Notify Patient Flow and Coordination Hub

	≥6
	Transfer consumer to ED via an ambulance.
	
	


If the CODE BLUE criteria is met at any time during these timeframes, (i.e. threat to AIRWAY, BREATHING or CIRCULATION), call an ambulance. Refer to Attachment H.
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[bookmark: _Toc199855965]Attachment F: Dhulwa Afterhours Clinical Deterioration Escalation Pathway
[image: A diagram of a medical emergency
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Back to Contents


[bookmark: _Toc199855966]Attachment G: Code Blue Emergency Criteria 
If the consumer meets any of the following criteria call an ambulance immediately and transfer the consumer to the Emergency Department.
	
All Cardiac and Respiratory Arrests (including strangulation or ligature event) and acute changes in physiology of:

	AIRWAY
	Threatened (including strangulation or ligature events)

	
BREATHING
	ALL RESPIRATORY ARRESTS
Respiratory Rate less than 5/min
Respiratory Rate greater than 36/min
Sp02 less than 85%

	
CIRCULATION
	ALL CARDIAC ARRESTS
Pulse rate less than 39 bpm
Pulse rate greater than 140 bpm
Systolic Blood Pressure less than 90mmHg

	
NEUROLOGY
	Sudden drop in level of consciousness (Fall in GCS greater than 2 points)
Repeated or prolonged seizures

	
TRAUMATIC INJURY
	Serious Self-Harm
Serious Assault
Serious Accidental Injury

	OTHER
	A single clinic observation leading to a MEWS equal 4
Any client you are worried about that does not fit the above criteria


(Adult based on CHS22/206 and CHS24/075)
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