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1. POLICY STATEMENT  
 

Early recognition of the deteriorating patient and the provision of a prompt and 
appropriate response are essential components of safe quality patient care.  
 
SESLHD facilities utilise a standardised clinical emergency response system (CERS) to 
facilitate early recognition and respond to patients with signs of clinical deterioration. The 
agreed CERS system is the Clinical Excellence Commissions (CEC) Between the Flags 
program 

 
This procedure shall be read in conjunction with NSW Ministry of Health Policy - 
PD2020_018 - Recognition and management of patients who are deteriorating.   
 
For Maternity patients (greater than 20 weeks gestation and less than 6 weeks post-natal) 
refer to the SESLHD Procedure SESLHDPR/705 Management of the Deteriorating 
Maternity Woman.  
 
For paediatric patients refer to SESLHD Procedure SESLHDPR/284 - Management of the 
Deteriorating PAEDIATRIC Inpatient.  
 
For neonates in special care nurseries, post-natal wards or within the maternity unit refer 
to SESLHD Procedure SESLHDPR/340 - Management of the Deteriorating NEONATE 
Inpatient. 

 
 

2. BACKGROUND 
 
Failure to recognise, respond and appropriately manage patient’s deterioration in physical 
and mental state is a known contributing factor to adverse patient outcomes.  
 
This SESLHD procedure will outline specific measures to be implemented across the 
district to allow a standardised approach to recognising and managing the deteriorating 
adult inpatient. 
 

3. GOVERNANCE 
 
SESLHD will: 

• Provide leadership and support the management and continuous improvement of 
the deteriorating patient safety net system through the SESLHD Deteriorating 
Patient Programs (DPP) Committee.   

• The SESLHD DPP committee consists of clinical experts from each facility 
• SESLHD DPP provides local guidance and directives on the Clinical Emergency 

Response System (CERS) to ensure consistency across all local sites  
• Provides guidance on education requirements as per  NSW Health Deteriorating 

Patient Education Strategy  
• Provides guidance on reporting requirements for each facility 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/84
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/84
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/84
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/84
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/84
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/84
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• Communicates with stakeholders, including patients, carers, families, clinicians 
and the Clinical Excellence Commission (CEC), to provide feedback on the 
performance and effectiveness of the Deteriorating Patient Safety Net System. 

 
4. ASSESSMENT OF DETERIORATION 

4.1 Assessment 
• A baseline systematic assessment (A-G or agreed equivalent) is to be performed 

and documented in the patients’ health care record and be inclusive of a mental 
state assessment. Baseline assessment should include patients/families/carers 
where able, to ascertain a baseline and is inclusive of physical and mental state. 

 
4.2 Standard clinical tools 

• In SESLHD general observations for adult patients must be recorded on the NSW 
Health Standard Adult General Observation (SAGO) chart for all patients over 16 
years, women with gestation under 20 weeks and women 6 weeks post-partum. 
For all other patients, refer to the below SESLHD procedures 

o SESLHDPR/705 – Deterioration of the Maternity Woman  
o SESLHDPR/284 - Management of the Deteriorating PAEDIATRIC Inpatient 
o SESLHDPR/340 - Management of the Deteriorating NEONATE Inpatient 

 
4.3 Minimum requirement for vital sign monitoring 

• Frequency of observation are to be attended as per appendix 2 unless: 
o An individualised monitoring and assessment plan is documented by a 

Medical Officer (MO) (registrar level or above) in the health care record 
• Observations can be increased by both nursing and medical staff. Observations 

frequency is to be increased when: 
o A patients’ observations fall into the coloured zone of Between the Flags 

(BTF) 
o The patient further deteriorates 
o The patient has a CERS call 

• In addition, a full set of vital signs observations must be performed at the time of 
admission, within one hour of arrival to ward or clinical unit, and within one hour 
prior to discharge. 

 
4.4 Individualised monitoring and assessment plans 

• Patients who require less monitoring due to clinical situation or diagnosis may have 
an individualised monitoring and assessment plan as determined by the clinical 
team and in consultation with the Admitting Medical Officer (AMO).  This plan must 
be documented in the health care record with associated rationale and goals of 
care 

• All yellow and red zone breaches must be escalated as per local CERS unless an 
alternative response is documented in the resuscitation plan.  Frequency of 
observations are to be increased following a CERS call and documented in the 
monitoring and assessment plan.  

 
4.5 Alterations 

https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/84
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/84
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/84
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• Standard calling criteria may be altered by a MO (registrar level or above) following 
assessment of a patient only in consultation with the AMO / delegated clinician 
responsible.  When altering calling criteria, a rationale must be documented in the 
health care record.  This must include a minimum timeframe for review. 

 
4.5.1 Chronic 
Chronic alterations may be set to align with patients altered baseline, and can be set 
for the duration of the patients’ episode of care. 

 
4.5.2 Acute 
Acute alterations are to be set for no longer that eight (8) hours and are not to be used 
for extended periods of time. Regular clinical review of the patient is required.  

 
4.6 Vital sign monitoring for patients in non-hospital/residential care settings 

• All non- hospital/residential care setting must develop local protocols for the 
monitoring and escalation of physiological or mental state deterioration.  This must 
include frequency of assessment and escalation process in line with BTF calling 
criteria. 

 
4.7 Palliative care and last days of life 

• All palliative or end of life patients are to have an individualised monitoring and 
assessment plan documented in the health care record that aligns with their goals 
of care. This is to include: 

o Ceiling of care documented on the Resuscitation plan     
o Consultation with patients’ and their families/carers when determining the 

appropriate plan 
o Initiation of end of life care plan 
o The use of the not for Rapid Response (NRR) function on the BTF 

observation chart.  
 
5. CLINICAL EMERGENCY RESPONSE SYSTEMS (CERS) 

• All facilities must have a CERS in place.  The agreed CERS program for SESLHD 
is BTF. 

• All facilities are to have CERS protocols in place in accordance with the principles 
outlined in NSW Ministry of Health Policy - PD2020_018 Recognition and 
management of patients who are deteriorating and address the following: 

o Clearly outline CERS team members and responsibilities 
o Clearly outline the patient carers and family escalation process 
o Clearly define the assessment and management of mental state 

deterioration 
o All facilities are to use the Clinical Review, Rapid Response and Code Blue 

process 
o All calls are via 2222 
o All facilities are to have an agreed set of emergency equipment based upon 

best practice guidelines 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
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o A Patient and Family Escalation model that enable patients, carers and 
family’s to directly escalate clinical concerns to a clinician whom is not 
routinely involved in the patients care. The clinician is to respond to the call 
within 30 minutes.  

 
5.1 CERS in specialty areas 

• All speciality areas that require a CERS response must have localised protocols in 
be entered into QARS. 

 
5.2 Clinical review process 

• Each facility must have local protocol in place for the clinical review process 
according to the principles outlined in NSW Ministry of Health Policy - PD2020_018 
Recognition and management of patients who are deteriorating and address the 
following: 

o 2222 
o Additional calling criteria (eg low urine output) 
o Clinical review to be documented on the BTF yellow zone form in eMR 

  
5.2 Rapid response process 

• Each facility must have local protocol in place for the rapid response process 
according to the principles outlined in NSW Ministry of Health Policy - PD2020_018 
Recognition and management of patients who are deteriorating and address the 
following: 

o 2222 
o Additional calling criteria (eg increasing oxygen requirements) 
o Rapid response to be documented on the BTF red zone form in eMR 

 
5.3 Code blue process 

• Code blue is a medical emergency, immediately or potentially life threatening and  
includes loss of airway, breathing, circulation or disability (A,B,C,D) 

• Each facility must have local protocol in place for the code blue process according 
to the principles outlined in NSW Ministry of Health Policy - PD2020_018 
Recognition and management of patients who are deteriorating  and address the 
following: 

o 2222 
o Additional calling criteria (eg patient unresponsive) 
o Code blue to be documented on the Emergency Resuscitation form and/or 

BTF red zone form in eMR 
 
5.4 Patient transfer processes 

• Yellow zone: Patients with observation in the yellow zone may  be transferred 
between clinical areas provided there is a clinical plan in place 

• Red zone: Each facility must have local process in place for the intra-hospital 
transfer of patients in the red zone. 

 
5.5 Non-hospital / residential care facilities 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
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• Each clinical setting must have local escalation process for yellow zone/ clinical 
review, red zone / rapid response, and code blue / deterioration.  This will include 
the transfer process to acute facility. 

 
6. EDUCATION 
 

• Education will be provided as per the CEC Deteriorating Patient Education 
Strategy   

 
7. EVALUATION AND AUDIT 

• Evaluation will occur as per SESLHD Evaluation Strategy.   
 
8.       REFERENCES  

 
9. REVISION AND APPROVAL HISTORY  

Date Revision 
No. Author and Approval 

December 2020 DRAFT Initial draft  

December 2020 DRAFT Draft for comment period. 

February 2021 DRAFT Second draft for comment period. 

March 2021 DRAFT Final version approved by Executive Sponsor.  

May 2021 DRAFT To be tabled at Clinical and Quality Council for approval.  

June 2021 0 Endorsed by Clinical and Quality Council. 
 

http://internal.cec.health.nsw.gov.au/__data/assets/pdf_file/0005/964058/deteriorating-patient-education-strategy-v2-may2018.pdf
http://internal.cec.health.nsw.gov.au/__data/assets/pdf_file/0005/964058/deteriorating-patient-education-strategy-v2-may2018.pdf
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Appendix 1 – KEY TERMS 
Key terms as defined by NSW Ministry of Health Policy - PD2020_018 Recognition and 
management of patients who are deteriorating  

 
 

https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2020_018.pdf
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2020_018.pdf
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Appendix 2 – Minimum number and frequency for vital sign observations 
Table 2 NSW Ministry of Health Policy - PD2020_018 Recognition and management of patients 
who are deteriorating  
 

 

https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018


 
SESLHD PROCEDURE 
Management of the Deteriorating ADULT inpatient 
(excluding maternity) 

SESLHDPR/697 

 

Revision: 0 Trim No. T20/86148 Date: June 2021 Page 12 of 13 
COMPLIANCE WITH THIS DOCUMENT IS MANDATORY 

This Procedure is intellectual property of South Eastern Sydney Local Health District. Procedure content cannot be duplicated. 

 



 
SESLHD PROCEDURE 
Management of the Deteriorating ADULT inpatient 
(excluding maternity) 

SESLHDPR/697 

 

Revision: 0 Trim No. T20/86148 Date: June 2021 Page 13 of 13 
COMPLIANCE WITH THIS DOCUMENT IS MANDATORY 

This Procedure is intellectual property of South Eastern Sydney Local Health District. Procedure content cannot be duplicated. 

 
 


	8.       REFERENCES
	9. REVISION AND APPROVAL HISTORY
	Appendix 1 – KEY TERMS
	Appendix 2 – Minimum number and frequency for vital sign observations

