	Ref No.: FOI/2627/SG17961

	Date FOI request received: 28th January 2026

	Date FOI response: 26th March 2026

	REQUEST & RESPONSE: I would be grateful if you could provide the following:
1. All records from the last 8 years relating to the activity of the resuscitation committee or equivalent governance committee including papers, decisions and outputs

OUR RESPONSE: Please see attached notes from the Deteriorating Patient and Resuscitation Group meetings that were held.  Please note, records are held from 2022 from commencement of the Trust Deteriorating Patient and Resuscitation Group.  

Please also note, are withholding some information such as staff names as we believe that providing the full record would be in breach of Section 40(2) of the Freedom of Information Act 2000, as disclosure could lead to individuals being identified.  Section 40(2) is an absolute exemption and, as such, we have not carried a public interest test.
2. All records relating to the risk assessment of management of the deteriorating patient in areas where patients are seen face to face.

OUR RESPONSE: This information is exempt from disclosure under Section 21 of the Freedom of Information Act 2000 as it is published on our website. This is an absolute exemption and there is no requirement that we consider the Public Interest Test when relying upon this exemption. Please use the following links to access relevant policy: https://www.leicspart.nhs.uk/wp-content/uploads/2024/06/Deteriorating-Patient-policy-exp-Jul-27-updated-TNA.pdf .
3. All records relating to assurance of the provision of equipment and personnel in relation to the management of medical emergencies/cardiac arrest. 
As written, any records that relate to the provision of equipment and personnel in relation to the management of medical emergencies/cardiac arrest.

I would expect a minimum data set of 

1.
Minimum standard set of response equipment for each area that patients are seen face to face.

2.
Minimum standard of professional responder in relation to nationally accredited resuscitation courses.

3.
Audit pathways and subsequent results that demonstrate the above.

Who decided what minimum standards are in place in each care area, what is the governance pathway and what documents are available to support this structure.

OUR RESPONSE: 

1. Resus equipment is stored in either 3 and 5 drawer trolleys or response bags: this is the standard set of equipment, please see attached.

Resuscitation Services have oversight of the internal audit on emergency equipment availability along with the medical devices team who monitor its deployment.  These are created from RCUK advisements from the RCUK quality standards for resus equipment. Such lists are agreed at the Deteriorating Patient and Resuscitation Group.

· Nursing Associates – Resuscitation Level 3 (ILS) + Paediatric Immediate Life Support L3 (PILS) (only for those working with children)

· Registered Nurses - Resuscitation Level 3 (ILS) + Paediatric Immediate Life Support L3 (PILS) (only for those working with children)

· Medical staff - Resuscitation Level 3 (ILS) + Paediatric Immediate Life Support L3 (PILS) (only for those working with children)

The ILS and PILS courses delivered at LPT are accredited by the Resuscitation Council UK.

3.  The audit tool used in the Trust is AMAT.  For training compliance we have weekly reports to managers and governance groups, plus managers and staff can see their training requirements ‘live’ via our learning management system.

4. All records relating to the specific design of medical emergency systems on LPT patient care sites including community clinics.

4a. Any policies and procedures that relate to the above 

OUR RESPONSE: This information is exempt from disclosure under Section 21 of the Freedom of Information Act 2000 as it is published on our website. This is an absolute exemption and there is no requirement that we consider the Public Interest Test when relying upon this exemption. Please use the following links to access relevant policies below:

https://www.leicspart.nhs.uk/wp-content/uploads/2024/06/Deteriorating-Patient-policy-exp-Jul-27-updated-TNA.pdf 

https://www.leicspart.nhs.uk/wp-content/uploads/2023/11/Medical-Devices-Policy-Exp-Nov-27.pdf
https://www.leicspart.nhs.uk/wp-content/uploads/2025/09/Management-of-Sepsis-Policy-Exp-Sept-28-.pdf
https://www.leicspart.nhs.uk/wp-content/uploads/2023/10/Cardiopulmonary-Resuscitation-Policy-UHL-LLR-Alliance-LPT-exp-Oct-26.pdf 

In addition, please see attached specific clinical area Standard Operating Procedures.  

4b. The clear governance pathways that considered these matters and whom were involved in the decision making process.

- What are the minimum number and qualification status of staff responders (relating to nationally recognised and quality assured resuscitation course) expectations for each face to face patient setting

OUR RESPONSE: 

•
Nursing Associates – Resuscitation Level 3 (ILS) + Paediatric Immediate Life Support L3 (PILS) (only for those working with children)

•
Registered Nurses - Resuscitation Level 3 (ILS) + Paediatric Immediate Life Support L3 (PILS) (only for those working with children)

•
Medical staff - Resuscitation Level 3 (ILS) + Paediatric Immediate Life Support L3 (PILS) (only for those working with children)

The ILS and PILS courses delivered at LPT are accredited by the Resuscitation Council UK.
What is the minimum response equipment required by LPT in each of the face to face care settings this includes; Inpatient services Mental Health, Physical health Learning disability and paediatric (0-18yrs) settings 

OUR RESPONSE: Please refer to response 3. 1 above.
Who decides these operational standards/systems?

OUR RESPONSE: There is a governance group call Deteriorating Patient and Resus Group where clinicians review requirements in line with national policies and procedures.  This group reports to the Patient Safety Group and Quality Forum.
How are these standards/systems measured?

OUR RESPONSE:

· Regular audits

· Reviewing incidents 

· Regular reporting to managers, clinicians and governance groups.

Which decision making/governance groups oversee these matters directly.

OUR RESPONSE: Clinical decisions are agreed at DPRG who report to patient safety and Quality forum.  These groups are exec led.  Regarding education requirements these come through Training Education and Development Group which reports to Workforce Development Group and Joint People Committee in common.  Views are also sought from Clinical Reference group.

	Attachments: 
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1 
LPT cardiac arrest equipment list for 3 drawer resus trolleys 2024 


30/07/2024 


LPT Cardiac arrest equipment list for 3 drawer resus trolleys July 2024 


Some equipment can be obtained from pharmacy by completing the order form from  the following 


link: https://staffnet.leicspart.nhs.uk/resuscitation-2/resuscitation-equipment-order-form/ 


Items required that are not selectable via the online order form must be sourced from the ward’s 


clinical area and the normal ward supply chain.  


If there are any issues, please contact: lpt.resus@nhs.net 


 


 


 


 


Available in the clinical area but not stored on the resus trolley 


Suction Unit 


A Laerdal Suction Unit with suction 
tubing and suction Yankauer attached 
ready to use immediately must be 
available to take to a patient’s bedside. 
 
Clinical managers can decide where to 
put this based on a local risk 
assessment. 


 
 
 


1 


The suction unit must be placed in one 
of the followng areas: 
 
1. Wall bracket to secure unit. 
 
2. Worktop surface in the clincal room. 
 
3. On top of the resus trolley (please 
ensure if done, surface of the trolley is 
relatively clear). 


 


Item Quantity Notes 


Non-sterile gloves (Small, 
medium and large) 


1 of each  


Blood glucose analyser with 
test strips 


1 Must be calibrated as per 
manufacturer’s instructions 


Spare portable suction liner 1  


Spare portable suction tubing 1  


Spare suction yankaeur 1  


Spare Bag-valve-mask with size 
5 face mask 


1  


Yellow Hypo (Hypoglycaemia) 
box 


1 May be stored on top of the 
resus trolley 



https://staffnet.leicspart.nhs.uk/resuscitation-2/resuscitation-equipment-order-form/

mailto:lpt.resus@nhs.net





2 
LPT cardiac arrest equipment list for 3 drawer resus trolleys 2024 


30/07/2024 


Trolley contents list: 


Top of trolley 


Item Quantity Notes 


LifePak 1000 Defibrillator 1 Replace battery if only two 
bars 


Set of adult defib pads 1 Kept within defib pack 


Tuff-cut scissors 1 Kept within defib pack 


Razor 1 Kept within defib pack 


CD Oxygen cylinder 1 If cylinder dial is below green 
section (3/4 full) replace 


Non-rebreathe oxygen mask 
with reservoir bag 


1 Connected to the oxygen 
cylinder ready to use 


Medium latex free gloves 1 box  


Cardiac arrest proformas 5 Kept in the checklist folder 


 


Drawer 1 - Airway 


Item Quantity Notes 


Ligature Cutter 1  


Oropharyngeal airway size 2 1 Oral airway 


Oropharyngeal airway size 3 1 Oral airway 


Oropharyngeal airway size 4 1 Oral airway 


Nasopharyngeal airway size 6 1 Nasal airway 


Nasopharyngeal airway size 7 1 Nasal airway 


Lubrication sachets for 
nasopharyngeal airways 


4  







3 
LPT cardiac arrest equipment list for 3 drawer resus trolleys 2024 


30/07/2024 


Magill forceps 1  


Suction probe set 1 May be as one piece or as 
suction tubing and yankaeur 
separated.  


 


Drawer 2 - Breathing 


Item Quantity Notes 


i-gel supraglottic airway size 3 1 Lubrication and strap present 
in pack 


i-gel supraglottic airway size 4 1 Lubrication and strap present 
in pack 


Lubrication sachets 4  


Non-rebreathe oxygen mask 
with reservoir bag 


1  


Nebuliser mask 1 Complete with mask, tubing 
and nebuliser acorn 


Pen torch 1 Check working 


 


Drawer 3 - Circulation 


Item Quantity Notes 


Sharps container 1  


Button torniquet (single use) 2  


IV cannula pack 18g 2  


IV cannula pack 20g 2  


IV cannula pack 22g 2  


Micropore tape 1  


Pre-injection alcohol swab 5  







4 
LPT cardiac arrest equipment list for 3 drawer resus trolleys 2024 


30/07/2024 


21g hypodermic needle 5  


10ml syringe 5  


2ml syringe 5  


Sodium chloride (0.9%) flush 
ampules (10mls) 


5  


IV giving set 2 Can be blood administration or 
large bore set for rapid 
infusion 


Sodium chloride (0.9%) for IV 
infusion (500mls) 


2  


 


Bottom shelf 


Item Quantity Notes 


Bag-valve-mask with size 5 face 
mask attached 


1  


White emergency drugs box 1  


Blue cardiac arrest drugs box 1  


Latex free gloves (small and 
large) 


1 box of each  


Security seals for resus trolley 1 bag  
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Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 4th February 2022 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Agenda 
 


 Item Reference Lead 
1.  Welcome, Introductions and Apologies:   Chair  


2.  Notes from previous meeting 
 
 


 Chair  


3.  Review of Action Log    


4.  Terms of Reference    Chair  


5.  Workplan 
 


  Chair 


DETERIORATING PATIENT WORKSTREAM 


6.  • Update of Task and Finish Groups 
• NEWS2 
• Training and Compliance 
• Sepsis    


 


  


7.  • Monitoring: Overview of Ward Accreditation 
Results  


Verbal  


8.  • Review of NICE Guidance    
 


• Pneumonia and deteriorating patient in 
Community 


   


9.  • SI Sign Off – 2021-25215 Verbal  


RESUSCITATION WORKSTREAM 


10.  Emergency Equipment Audit Results     


11.  Update on Resus Trolley risk  
 


 


Verbal 
update 


 


12.  Items for escalation: 
DMT 
PSIG 


  


13.  AOB: 
  


 Chair 


14.  Date of Next Meeting: 
Friday 1st April 2022, 1.30 – 3.30pm via MS Teams 


  


 







 


 
 


Deteriorating Patients and Resuscitation Group 
Friday 4th February 2022 


1.30 – 3pm 
 


Virtually on MS Teams 
 


Meeting recorded for purposes of minutes 
 


No Item Lead Papers 


1. Welcome, Introductions & Apologies:  
Apologies:  


thanked all for attending. 


2. Minutes of the previous meeting  Paper A 


These were received as a true reflection of the meeting. 


2.1 Matters arising not on the agenda    
 


asked for any matters not arising on the agenda; there were no matters to note.  


3. Action Log  Paper B 


and the group went through and updated the Action Log. 


4. TOR    Paper C 
asked for comments,  said yes happy, but this is work in progress, there is a need to be clear who 
is feeding back to their respective directorates, and to understand the core membership.  


   
5. WorkPlan  Paper D 


 outlined the remit of the Workplan and will update this,  will update and circulate. 


DETERIORATING PATIENT WORKSTREAM 


 


6. Update of Task and Finish Groups   Verbal 


   
• NEWS2 –  
 
Work broken down into chunks – agreed going forward to have two levels NEWS Adult – 
there is training available on Ulearn and clinical facing new starters are also expected to do 
this within 4 weeks starting and a competency assessment.  All non-registered not dealing 







No Item Lead Papers 
with patients there is a competency assessment to upload onto ULearn,  refresher training 
will be available by BLS or ILS.  Work is ongong around a Self-declaration; next week’s 
work is escalation, community will not work, NEWs and Eating Disorders are not clear, soft 
skills for FYPC.   - Management of Dehydration? Not through NEWS, policy or SOP for the 
Trust. 
 
• Training and Compliance –  
had to leave the meeting an update will be provided. 
 
• Sepsis –  
 advised that the Group are looking at the pathways,  waiting to speak to re soft signs, 
pathways are on systemone.  Met with TPP to look at auto populate of the pathway if a 
patient triggers on NEWS.  Online learning, Elearning for health modules on ULearn, 
hoping to make essential for role for clinical staff,  is frustrated how long this has taken, 
there are issues with doing this and it may not be able to resolved but  needs further clarity, 
discussion at the Sepsis Workstream.  Review compliance and competencies in each 
directorate,  need to decide training and competencies and give information of levels to 
need to be specific in what is required,  has reviewed the starter booklet. Patient infection 
leaflet has been approved by SCTM and is awaiting printing, this gives practical advice.  
Maybe need a separate FYPC workstream for relevancy,  will pick up with .  Thank you to  
and workstream leads. 
 
• New Workstream – Hydration and Fluid Balance Workstream –  


  
7.  Monitoring: Overview of Ward Accreditation Results    


 asked –  has completed accreditations for all 11 CHS wards, is there anything that you have 
picked up in relation to deterioration?  Closing off the escalation tool – unfortunately Bridgt has not 
helped this is a concern.   asked  to check, and you do receive notification as long as staff pick the 
right role, good point re closing escalations these need to be closed asap and who this should go 
to,  said there are ongoing training issues regarding this, there is still an online training session on 
Thursday. 
 
8. Review of NICE Guidance    


Review of NICE Guidance  
 
Pneumonia and deteriorating patient in Community    
Action card has been generated, asked  to bring this to the meeting and should be incorporated 
into the policy – we do not need this Action Card and should be removed, we have NEWs 
escalation and pathways,  is working on updating the escalation. 
 
ACTION:  Feedback to CRG; this is not relevant    


9.  SI Sign Off – 2021-25215    


 
 Summarised this SI for the group. 
said this was about clinical assessment, training and knowledge, old fashioned nursing care good 
communication skills and teamwork.   advised there has been a reflective practice session with the 
Agency Nurse,  advised you would not know who the Nurse in Charge and there was will be work 
around this.  – training needs to be meaningful and there needs to be time to do this.  about the 
fundamentals of nursing care, NEWs would not have addressed this issue and escalating to OOH’s 
would not have addressed this lady’s problem.    said she thought that the NIC problem is across all 
directorates as staff are being promoted quickly this may be a Trust issue.   agrees and there is an 
issue with Agency Nurses who are in charge of the ward and are not competent to do this.   







No Item Lead Papers 
advised that the Agency contract expires in September and there will be a new company who is 
hoped will be more competent, TW asked if we have input into these negotiations. 
 
, work regarding NIC in CHS to ensure staff are competent and assured to do this, there is a 
workbook which has been previously used and this is being updated and will be circulated to 
wards. 
 


RESUSCITATION WORKSTREAM 


 


10.   Emergency Equipment Audit Results  Paper N 
 
More qualitative information is contained in this, 11 wards not completed AMAT audit at all, also 
some work around daily checks.  The Place of Safety unit has a resus bag that has been put 
together and differs to all other equipment and this needs to be standardised, this will be taken 
outside of the meeting.  Current guidance check trollies each month, only 11 wards that reported 
that all staff had completed, 3 wards then said they had staff who had not completed this so there 
is confusion around this, therefore over half of our wards are non-compliant around this, simplest 
solution is a list into the folder with staff members name who sign to say they have completed, can 
we agree to standardise this?   asked why there is a requirement for all staff to do this every month, 
MI it was highlighted that staff were not familiar in a resus situation but MI is not sure this will solve 
this problem,  thinks this could be undertaken differently.   said we would look to your steer on this,  
asked this be taken through the Resuscitation workstream, to be brought back to April meeting. 
 
 asked about the outdated Resus policy do we have an update on this?   said the Resus policy was 
written by UHL and there are things to be addressed within the policy but it will be a large piece of 
work, outdated and old fashioned policy,  said this needs to go onto the Workplan, this group owns 
the Policy.   drills were stopped at the end of November as we went to Level 4, once we are able 
these will be picked up again. 
 
11.  Update on Resus Trolley risk  Paper O 


 Resus trollies delivered will be delivered by end of March and on wards by end of April.   
 
 
12. Items for Escalation   


DMT   
Nurse in Charge issues digitally and in reality. 
Discussion around the new agency providers –  to take to PSIG. 
Place of Safety and different resuscitation equipment. 
Advice on monthly checks next time – inform DMT’s this may be changing 
Drills will be picked up asap. 
PSIG 
Look at risks around ILS and BLS training 
13. AOB   


 
 gave thanks to for being a member of the group and his support. 
 
 advised of an action from SI – this is to be an agenda item in April. 







No Item Lead Papers 
 
 advised this would be her last meeting,  thanked her for all her work and wished her well she will 
be missed. 
 
14. Next Meeting: 


Friday 1st April 2022, 1.30 – 3.30pm via MS Teams 
MS Teams 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 01 April 2022 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Agenda 
 
 


 Item Reference Lead 
1.  Welcome, Introductions and Apologies:    Chair  


2.  Notes from previous meeting 
 
 


   Chair  


3.  Review of Action Log     


4.  Workplan 
 


  Chair 


DETERIORATING PATIENT WORKSTREAM 


5.  • Update of Task and Finish Groups 
• NEWS2 
• Training and Compliance 
• Sepsis    


 


   
 


6.  • Monitoring: Overview of Ward Accreditation 
Results  


   


7.  • Review of NICE Guidance    
 


• Pneumonia and deteriorating patient in 
Community 


    All  
 


8.  • Patient Safety Update    For 
information 


RESUSCITATION WORKSTREAM 


9.  Emergency Equipment Audit Results Verbal 
Update   


 


10.  Update on Resus Trolley risk  
 


 


Verbal 
update 


 


11.  Items for escalation: 
DMT 
PSIG 


  


12.  AOB: 
  


 Chair 


13.  Date of Next Meeting: 
Friday, 3 June 2022, 1.30 – 3.30pm via MS Teams 


  


 







 


 
 


Deteriorating Patients and Resuscitation Group 
Friday 1st April 2022 


1.30 – 3pm 
 


Virtually on MS Teams 
 


Meeting recorded for purposes of minutes 
 


No Item Lead Papers 


1. Welcome, Introductions & Apologies:  
Apologies:  


   


2. Minutes of the previous meeting  Paper A 


These were received as a true reflection of the meeting. 


2.1 Matters arising not on the agenda    
 


asked for any matters not arising on the agenda; there were no matters to note.  


3. Action Log  Paper B 


and the group went through and updated the Action Log. 


4. WorkPlan  Paper D 


The Workplan was noted. 


DETERIORATING PATIENT WORKSTREAM 


5. Update of Task and Finish Groups 
 


  


Update of Task and Finish Groups 
• NEWS2 


 gave an update for the group there may be a need to look at non-contact obs for 
community MH patients,  will link in with  with regard to FYPC, News 2 for CHS and DMH 
has been agreed.  NEWs 2 training module has been agreed and no changes, one off 
competency training has been added for registered staff including medics, non-registered 
staff will be observed and before signing off.   Training should be completed within 1 month 
of starting.  Work is ongoing around this and the majority of work to be completed is in the 
FYPC directorate.  Protected training time should be valued for staff.  
  


• Training and Compliance 
No update. 







No Item Lead Papers 
 


• Sepsis    
 gave an update but is frustrated how slow progress is around this; the inpatient pathway 
has been updated but the community pathway was not allocated but it has now. The soft 
signs work from  needs to be put on SystmOne which are all work in progress, staff 
education is on hold,  will be holding workshops on the inpatient wards around clinical 
scenios.  The other challenges is Sepsis online training it is now essential to clinical staff is 
assured that this has priority, but she has been sent a list of 800 staff but she is unsure 
how to read this data as there are a lot of abbreviations,  and  have similar risks and there 
is a need to agree and not to duplicate work, this work is not progressing as it should be.  
The patient leaflet is almost complete, and an easy read version is being progressed.   
asked if there could be a DPRG bundle of training produced, FYPC do not complete all the 
training.  World Sepsis Day is 13th September – could we do a roadshow around three 
workstreams if some funding could be identified and use 13th September as our date to do 
this,  is happy to lead this work as she has been involved in this previously,  asked if role 
play could be included,  asked for comms to be sited early on this work. 
 
ACTION:   will take an action to identify funding for this event 


 
6. Monitoring: Overview of Ward Accreditation Results  Verbal 


 went through the report around this and advised she is now on the second wave of 
inspections and this data is from the first round of inspections.   identified a problem with 
closing down escalations in Brigid, these are really difficult to close,  advised where would 
this be escalated for rectification. 
 
ACTION:   will clarify the escalation route for Brigid issues 
  


  
7.  Review of NICE Guidance    


 was not in attendance for an update. 
 
8.  Patient Safety    


This alert is for information, please ensure staff are aware. 


RESUSCITATION WORKSTREAM 


9.   Emergency Equipment Audit Results  Paper N 
Discussed Earlier 
 
11.  Update on Resus Trolley risk  Paper O 


Discussed Earlier 
 
12. Items for Escalation   


DMT 







No Item Lead Papers 


• Nothing advised. 


PSIG 
• Brigit   
• Missed Training Targets and development of trajectories 


13. AOB ME  


 
• volunteered to attend this Group as he is acting up into a consultant post,  


welcomed this and thanked. 
• Changing drug protocols; we are out of step with Resus Council Guidelines, re 


rectal diazepam, is part of this group and will identify the governance route this will 
take;  thought we could link in with UHL around their procedures.  


 
14. Next Meeting: 


Friday; 10 June 2022, 1.30 – 3.30pm via MS Teams 
MS Teams 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 10 June 2022 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Agenda 
 
 


 Item Reference Lead 
1.  Welcome, Introductions and Apologies:    Chair  


2.  Notes from previous meeting 
 
 


   Chair  


3.  Review of Action Log    


DETERIORATING PATIENT WORKSTREAM 


4.  • Update of Task and Finish Groups 
 


• NEWS2 
• Training and Compliance (this was specifically for 


Resus workstream) 
 


• Propose that the working groups amalgamate- 
representation has been adhoc and capacity for staff 
to attend has been challenging 


•  is exploring a ‘train the trainer’ as a cascade 
approach moving forward 


• Compliance is explored at every meeting and leads 
advise of their actions to improve compliance 


• STAR working group in operation to address overall 
support for bespoke training days in services 


• Expectation that CDM’s and first line on-call managers 
are ILS trained 


• Sepsis training- halted for Paediatric services- 
requires review of staff cohorts following message 
from Director of FYPC/LD 
 


• Sepsis    
• NHSi Acute Deterioration and Sepsis in  the 


community 
 


 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
  


 
 


5.  • Review of NICE Guidance    
• Nothing for this meeting 
 
 


    All and  
 
 


6.  • Patient Safety Update  For 
information 







7.  To audit the use of Sepsis tools and pathways on 
Community Hospital and Bradgate Mental Health Unit 
inpatient wards 


   


RESUSCITATION WORKSTREAM 


8.  BLS and ILS training provision in LPT    


9.  Update on Resus Trolley risk  
 


 


    


10.  Future Plans for Meeting Discussion ALL 


11.  Workplan   ALL 


12.  Items for escalation: 
DMT 
PSIG 


  


13.  AOB: 
  


 Chair 


14.  Date of Next Meeting: 
Friday, 5 August 2022, 1.30 – 3.30pm via MS Teams 


  


 







 


 
 


Deteriorating Patients and Resuscitation Group 
Friday 10 June 2022 


1.30 – 3pm 
 


Virtually on MS Teams 
 


Meeting recorded for purposes of minutes 
 


No Item Lead Papers 


1. Welcome, Introductions & Apologies:  
Apologies:  


   


2. Minutes of the previous meeting  Paper A 


These were received as a true reflection of the meeting. 


2.1 Matters arising not on the agenda    
 


 updated the Group with regards to a discussion around ‘The management of deterioration and 
sepsis in the community’ following a meeting with  who is a regional nurse from NHSE.  There is a 
plan for a regional working group from September to look at how we can take this work forward 
there are initiatives to bring all our work together and share with other organisations;  asked if was 
involved as there is a national and regional perspective to learn and influence and  hopes to be 
involved. 
 
3. Action Log  Paper B 


and the group went through and updated the Action Log. 


DETERIORATING PATIENT WORKSTREAM 


4. Update of Task and Finish Groups 
 


  


Update of Task and Finish Groups 
• NEWS2 No feedback 


 
• Training and Compliance 


 gave an outline of progress which was on the agenda. 
 
 has a paper on the agenda outlining a plan for training and went through the pertinent points for 
the meeting whilst reviewing this point.  


• E-ILS is the direction of travel for the Resuscitation Council, and this training should reduce 
the time away from clinical areas for staff. It is a different type of learning for the candidate 
although some staff are used to this type of model.   


• Cascade trainers – These would be an ILS provider who has undertaking a ‘how to teach 
session’ and these would then be certified to teach and assess BLS in the workplace, with  
the Resuscitation Team would assess on a yearly basis to make sure standards are kept.    







No Item Lead Papers 
said they are exploring all options and the overarching process is to get more staff out there 
to get more staff trained in work areas.   said we are not an acute trust and will struggle to 
get staff comfortable in delivering ILS training,  clarified that cascade training is not for ILS, 
the primary element is to get staff in areas to deliver and receive basic life support thought 
that it is good to be thinking differently around this training. 


 
There was a long discussion around this and advised this felt like a big shift.   thought this report 
was generating a lot of questions and we would need to look at this in more detail, suggesting that 
we test it.    said he would be worried about this as we have a significant risk out there.   thought a 
risk matrix needed to be put into this paper given that there is a big risk out there and what we are 
doing currently is not working.   highlighted that it is not fair to ask a HCA band 3 to manage a 
patient for 4 hours with chest pain whilst waiting for a doctor or paramedic, if a service does not 
have an RN in place we need to look at what the service we can provide safely. 
 
ACTION:   to strengthening the paper and  will be willing to help with this, then circulate to 
the Group for comment  
 
 is also taking a training paper to TED regarding peer assessors with a view to reduce training to 2 
hours, NEWS online and BLS. 
 
 advised the group is broadly supportive of this approach but will await the strengthened paper. 
 


• Sepsis   
 
 undated the group and the highlight report is attached for information. 
  
 
 
 advised the pathways are a work in progress and there was a long discussion around the training 
element of Sepsis;  said Sepsis training was an amber rag rating,  thought this group should be 
setting the standards and the Trust working towards that,  cannot agree to standards that are not 
good enough for the patient. 
 
The Group agreed to cease workstreams in June and this to become business as usual. 
 
5.  Review of NICE Guidance    


tTere was no NICE Guidance to review this month. 
 


6.  Patient Safety    


 advised that incidents of deterioration are not widely reported, and we do not see this as an 
incident, Tthought that a review of the ISMR’s at the Friday could be reviewed and those which 
involves a lot of deterioration and/or identifies deterioration could be put on the agenda for the 
group to consider. 
 
ACTION: Relevant Incidents of Deterioration from the IRM meeting to be sent to this meeting 
for inclusion and learning 
 
7. To audit the use of Sepsis tools and pathways on 


Community Hospital and Bradgate Mental Health 
Unit inpatient wards 


 Verbal 


 
 advised she had not seen this data as yet this item was deferred for the August meeting. 
 







No Item Lead Papers 
RESUSCITATION WORKSTREAM 


8.   BLS and ILS Training Provision  Paper N 
Discussed Earlier 
 
9.  Update on Resus Trolley risk  Paper O 


 
 advised he did not believe that the AMAT tool was capturing accurate data and that there were 
discrepancies between his data and that in AMat. AMAT is showing 100% and  is seeing 70% 
compliance. He has 77 response defibs in Trust but only 34 response kits and these need to be 
found.   will continue with the proposed solution for understanding,  is working to understand what 
level of equipment would be required in different areas of the Trust there is an opportunity to 
standardise equipment,  will circulate the papers separately; the data is only around the trolley 
being checked not opened – spot checks will be trialled by the Resus Team.   said that the ward 
may have got into the habit of thinking if the seal had not been broken it must be ok, the Ward 
manager should break the seal and check monthly.  thought the directorates should be informing 
this issue at the meeting with the compliance being fed from directorates to the meeting.   continuity 
in attending this meeting is key to this if  highlights this to PSIG TW will challenge the Heads of 
Nursing.   would like the message to go out to DMT that this data is under scrutiny. 
 
 to put Defibs on the risk register as does not have assurance that all of these are good to be used. 
 thought this meeting needed a basic template for this meeting,  asked if the template from PSIG is 
shareable?  
 
ACTION:  will put on risks around Defibs and Training 
ACTION:   will recirculate paper around Resus Trolley risk 
ACTION:  to put on risk around Sepsis  
ACTION:   will pull together a template 
ACTION:   to highlight the lack of continuity of personnel to this meeting to  to highlight at 
PSIG 
 
10. Future Plans for this meeting  Paper D 


• Purpose of the group – SIs and learning and what about the ones that don’t go to SI and 
this is a key way to disseminate learning Membership?   will escalate that  more and 
consistent engagement is required from directorates, especially CHS. 


• Directorates to advise they are doing everything they can to keep deteriorating patients safe 
• Review TOR 
• Finalise policy for the management of deterioration 


 
11. Workplan   


 to review Workplan. 
 
12. AOB   


 
• Hydration Policy – very little about fluid balance – will split so we can highlight the SL is 


undertaken a piece of work around policies. 







No Item Lead Papers 
 


•  asked  if Ligature Cutters and Battery Ingestion are mentioned in ILS and BLS training and 
also advised that MH are having problems ordering equipment –  asked for to email 
separately regarding these queries. 


 
13. Next Meeting: 


Friday; 5 August 2022, 1.30 – 3.30pm via MS Teams 
MS Teams 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 12 August 2022 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Agenda 
 


 Item Reference Lead 
1.  Welcome, Introductions and Apologies:    Chair  


2.  Notes from previous meeting 
 
 


    Chair  


3.  Review of Action Log     


PATIENT SAFETY 


4.  Taking a Quality Improvement Approach to Improving 
Patient Safety 


    


5.  Patient Safety = Quality Improvement Community 
Collaborative - Draft Concept Rainbow Driver Diagram 


 


  All and  
 


6.  Patient Safety:  Acute Physical Deterioration in the 
Community Setting 


 


  For 
information 


RESUSCITATION WORKSTREAM 


7. NICE   


DETERIORATING PATIENT WORKSTREAM 


9. • BLS and ILS training provision in LPT 
 
 
 
• LPT ‘Deteriorating Patient Policy’ update 


Update: 
 The policy in general terms is written, there are two 
 key elements that are being finally compiled.  


1. The self-assessment document for obs and 
declaration. 


2. EWS audit tool development. 
 The group have since been informed of other 
 workstreams in the trust (care homes) which impact 
 on the policy and so may need revision based on 
 these workstreams  


 A revised final draft will be submitted for next 
 DPRG.  


  
 
    


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


G Swinton 







• NHSi Patient Safety Community Collaborative Acute 
Deterioration and Sepsis in the community 
 


• Hydration task & finish group  
 


• Learning from Sis and Complaints 
 


o CHS inpatient incident/complaint 


 


 


10. AMAT Tool Resuscitation/Emergency Equipment 
 


     


11. Future Plans for Meeting  
 


 
 


Discussion ALL 


12. Workplan   ALL 


13. Items for escalation: 
DMT 
PSIG 


  


14. AOB: 
  


 Chair 


15. Date of Next Meeting: 
7 October 2022, 1.30 – 3.30pm via MS Teams 


  


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 12 August 2022 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Minutes 
 


 Item 
1.  In Attendance:  


Apologies:   
2.  Notes from previous meeting 


 
These were agreed as a true reflection of the meeting. 
 


3.  Review of Action Log 
This was reviewed and updated. 
 


4. NICE 
No new NICE guidance for this meeting. 
 


5. BLS and ILS training provision in LPT 
 
 went through this paper and advised there is a trial to EILS next week and  will report 
back how this went at the next meeting of DPRG. 
 
BLS course means different things to different people,  has no evidence there is a 
need for a change of direction and gave this view on this, it is hoped to take this out to 
different sites in the future.   is asking for agreement in principle from this Group. 
 
 


6. LPT ‘Deteriorating Patient Policy’ update 
 


Update: 
 The policy in general terms is written, there are two key elements that are being 
 finally compiled.  


1. The self-assessment document for obs and declaration. 
2. EWS audit tool development. 


 
 The group have since been informed of other workstreams in the trust (care 
 homes) which impact  on the policy and so may need revision based on 
 these workstreams  


 A revised final draft will be submitted for next DPRG.  


 
7. NHSi Patient Safety Community Collaborative Acute Deterioration and Sepsis in 


the community 
 
 







 gave an overview of this work, it is to be decided who will be the project lead for this 
piece of work, it is a great opportunity to be involved, we need the right governance 
and externally providing the right level of support this will run from August – Feb next 
week – this is just for Community Nursing/District Nursing this has been a must do to 
attend.   would like to avoid duplication from the work he is undertaking and is 
hopefully bringing the NEWS2 Policy to the next meeting of the DPRG.   advised she 
is happy with the approach there will be decisions around on going work and whether 
this will be continued but this is for the future. 
 


 
8. Non-Contact Observations 


 
  asked for guidance around the Non-Contact Observations and asked how this work 
could be roll out across the Trust he is attending PSIG to discuss this next week.  
advised that PSIG would be looking for a recommendation from this group around 
how this could be rolled out. 
 
ACTION:   will send invites to selected individuals to discuss further and bring 
back to October DPRG Meeting 
 


9. Sepsis 
 
 advised that the sepsis pathways have been updated, the soft signs work is on hold 
at the moment, but this could be linked in with the work  and are undertaking, infection 
leaflet work is ongoing, but this will incur cost in view of the work with the 
collaborative.   asked if charitable funds could be used to print a leaflet?  advised no.  
This is a safety net for patients and staff alike,  will progress.   advised that a free QR 
code could be generated to offset the cost of this work.   asked for a compliance 
report for online learning but unfortunately, she has not received that at the moment, 
the level of training has been challenged and  asked for this to be put on the risk 
register.  Sepsis Roadshow in September, this will be fun and interactive,  has 
banners, and these are patient facing and informative, World Sepsis date is 12th – 16th 
September.  Anti-Microbial audit is not fit for purpose unfortunately, Sepsis questions 
are incorporated into the NEWs audit and these will be expanded. 
 


10. Hydration task & finish group  
 
 and  advised the Hydration policy is being formulated and the paperwork is being 
finalised, this will be trialled on 3 wards initially and then rolled out if successful, 
initially this is for CHS inpatients, it was suggested this could be used across LPT; 
thought we should be setting a standard across the Trust, there was a discussion 
around this.   asked once this Policy has been completed could she meet to discuss.  
 
ACTION: will discuss with  
 


11. AMAT Tool Resuscitation/Emergency Equipment 
The resus service has questioned the accuracy of the AMAT tool and significant 
discrepancies have been found, we do not audit half of the equipment that is out in 
sites,  would like to suggest we redesign the tool and ask is the equipment physically 
present and does it work?  These are the only two questions that need to be 
completed.   would like to understand if what we are    is data incorrectly inputted or 
staff are auditing the wrong thing,  advised it is the questions being asked. 
Hopefully more drills will be undertaken as the Resus Officers have more time as 
training will be less time consuming.   advised that this has been adapted in DMH, 
conversation have been undertaken but not formalised. 







 
The Group agreed with  undertaking a redesign of the AMAT tool. 
 
Resus training for Paediatrics –  would like to bring this in but there will be a cost 
implication around this, also a bi-annual review of RA’s;  would like to create a rapid 
resus response unit to attend patients on our wards to act as a support mechanism,  
advised this is a DART Team. 
 


12. Future Plans for Meeting  
 


 advised that within Care Homes nationally there is work going on rolling out training 
on the Deteriorating Patient and looking at electronic training and this will be coming 
in soon.   wondered where the Governance would be around this work, has meetings 
around this.   thought that this Group should have Governance around this work. 
 


13. Workplan 
 
Attached for information and guidance. 
 


14. Items for escalation: 
DMT – Nothing advised 
PSIG – Nothing advised 
 


15. AOB: 
 
Chair of the Group 
 asked if would now be the chair of this group –  asked  to chair this but she is open to 
suggestions as there are more qualified staff in the room to do this, said well done. 
  


16. Date of Next Meeting: 
7 October 2022, 1.30 – 3.30pm via MS Teams 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 07 October 2022 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:   
 Chair  


2.  Notes from previous meeting 
 
 


   Chair  


3.  Review of Action Log    


PATIENT SAFETY 


4.  LPT Patient Safety Collaborative Storyboard     
 


5.  Outstanding LPT Policies    


RESUSCITATION WORKSTREAM 


6. Nothing Advised   


DETERIORATING PATIENT WORKSTREAM 


7. BLS and ILS training provision in LPT update 
 


 
    


 


8. Workplan   ALL 


9. Items for escalation: 
DMT 
PSIG 


  


10. AOB: 
  


 Chair 


11. Date of Next Meeting: 
2 December 2022, 1.30 – 3.30pm via MS Teams 


  


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 07 October 2022 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Minutes 
 


 Item 
1.  In Attendance:  


Apologies:   
2.  Notes from previous meeting 


 
These were agreed as a true reflection of the meeting. 
 


3.  Review of Action Log 
This was reviewed and updated. 
 


4. LPT Patient Safety Collaborative Storyboard  
 gave an overview of this this is linked to a National Collaborative; the gaps are 
contained on the storyboard and  went through these with the group and advised 
there were a lot of standards which we had achieved.  There had also been a survey 
within the Community Nursing Teams which had been well received,  asked if the 
questions could be shared with the group,  agreed.  Any learning and more 
information will be shared with this group.  There was a discussion around the 
Paediatric Sepsis Video and the need for a health warning around this before it is 
viewed. 
 


5. Outstanding LPT Policies 
These are noted and  and  are aware: 
Overdue: 
Combined UHL / LPT / LLR Alliance Cardiopulmonary Resuscitation  
Recommended Summary Plan for Emergency Care And Treatment  
Now  
 


6. Resusitation  
 


No updates 


 
7. BLS and ILS training provision in LPT update 


 
TED wanted assurance around the ILS training and assurance that these changes 
had gone through the right groups and it wasn’t a decision made in silo also an 
update as relaunching the training will skew the figures if the training goes to e-
learning.   has undertaken this training and it has not fundamentally changed except 
this is now an e-learning package.   said that all patient facing staff should be 
undertaking training around paediatric choking, but this is not included also we do not 
have staff who have undertaken advanced paediatric training. The Child Death 
Overview Panel wanted to have this as an action to monitor but  was of the view this 
was an LPT action and concerns this is a big gap for LPT 







 
ACTION:  There are gaps in Paediatric ILS Training CS/GS to discuss 


 
8. Workplan 


 
Attached for information and guidance. 
 


9. Items for escalation: 
DMT – Nothing advised 
PSIG – Nothing advised 
 


10. AOB: 
 
Fundamentals of Care Group 
 advised this is a new group in CHS to focus on what we can do and what is in our 
control, there is a problem with NEWS2 and Brigid and  went through the pieces of 
work which is being undertaken – CHS are undertaking a Deteriorating Patient focus 
in November.  This is sitting as a risk in IM&T but unfortunately this does not seem to 
be getting resolved,  asked that the group also considered and what? 
 
ILS and BLS Compliance 
 advised we have big gaps in compliance and this is a risk especially with our agency 
staff.  Bank staff promotion for them to be compliant by the end of December. 
 asked if Agency staff have defib in their ILS – what does ILS look like for Community 
Hospitals? 
 
Serious SI on Langley Ward 
There was a paracetamol overdose which the staff did not know about then another 
one – the patient then did not consent to go to hospital –  asked if staff would know 
how to manage this situation if it happened in your teams?   will share the learning 
when the SI is complete. 
  


11. Date of Next Meeting: 
02 December 2022, 1.30 – 3.30pm via MS Teams 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 02 December 2022 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:    
 Chair  


2.  Notes from previous meeting 
 
 


    Chair  


3.  Review of Action Log     


PATIENT SAFETY 


4.  LPT National QI Community Collaborative Acute 
Physical Deterioration 


    


5.  LPT Gaps and Actions – Patient Safety Community 
Collaborative project 


   


6.  Outstanding LPT Policies 
 


• Fluid Balance Policy 


    


RESUSCITATION WORKSTREAM 


7. Resuscitation Level 1    


DETERIORATING PATIENT WORKSTREAM 


8. Presentation of Findings regarding a QI project around 
deteriorating patient and NEWs2 


verbal  


9. BLS and ILS training provision in LPT update 
 


 


verbal 
 
    


 


10. Workplan   ALL 


11. Items for escalation: 
DMT 
PSIG 


  


12. AOB: 
• Meetings in 2023 


  


 Chair 


13. Date of Next Meeting: 
1.30 – 3.30pm via MS Teams 


  


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 2 December 2022 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Minutes 
 


 Item 
1.  In Attendance  


 


Apologies:   
2.  Notes from previous meeting 


These were agreed as a true reflection of the meeting. 
 


3.  Review of Action Log 
This was reviewed and updated. 
 


4. LPT National QI Community Collaborative Acute Physical Deterioration  
 
Work to see how we can improve our care of the deteriorating patient; was invited by 
NHS England to showcase the work in LPT and meeting with who are championing 
our work but there are gaps: 


• Looking at how we support staff 
• Pathway for blood cultures and clinical reviews and embedding the sepsis 


pathways 
• Governance process around the deteriorating patient 
• Sharing across directorates 
• Re-run the survey in February 
• Not always listening and acting on patient softer signs 
•  was well received at Conference and did really well 


If any directorates would like to link in around this work please contact or  
 


5. LPT Gaps and Actions – Patient Safety Community Collaborative project  
Discussed above. 
 


6. Outstanding Policies 
 
Managing Fluid Balance Policy 
It was advised DMH did not feel this policy fit their needs but  thought we could have 
an agreement that this is safe practice and this is our guide and practice around 
hydration and then a further version or updates will be added for each directorate;  
would welcome this approach as CHS really need to implement this as this is linked to 
a families complaint and we are committed to implementing this. 
 
ACTION: Finalised version of the Policy to February’s meeting 
  


7. Resuscitation 1 Training 
 







 went through the Resuscitation training proposal, which is being tabled at TED 
meeting next week,  shared the presentation and went through this for the Group and 
went through the options to ensure we are compliant and should would encourage 
that Option 3 is the preferred option for staff. 


All agreed to support Option 3 in this paper. 


 
 New Course 


Community Acute Management Court 
 gave the group and update on a new free course that is being run by Manchester 
University, lease contact for more details.  
 


8. Presentation of Findings regarding a QI project around deteriorating patient and 
NEWs2 
 
 went through her presentation which was well received by the group,  asked if it was 
challenging to get therapy staff on board with this change in working,  advised it was a 
challenge, but they are warming to this.   thought staff had to keep their specialities, 
but we need to stretch ourselves for patients.   answered queries from the Group.  
 
The group thought this was great work and it would be useful to transfer this learning 
across LPT. 


 
9. BLS and ILS training provision in LPT update 


 
• BLS 89.65 compliance 
• ILS is 82.2% and on an upward trend 
• CHS are doing very well with BLS and ILS training, MI has been booking staff 


onto this training and BH wondered if this approach would be useful for other 
directorates.   


 
10. Workplan 


 
Attached for information and guidance. 
 


11. Items for escalation: 
DMT – Nothing advised 
PSIG –  


• Deteriorating Patient Policy – this needs to be completed as we now have a lot 
of deteriorating patients this is sat with Ged Swinton who is off at the moment. 


• Defibs are now showing the correct time, one defib was 47 minutes out of 
synchronisation, we need a process of checking this going forward.  CS 
wondered if we needed a risk around this. 


• Concern from the Group that we only have 1 Resuscitation Officer for LPT due 
to sickness and a staff member leaving. 


 
12. 
 
12.1 
 
 
 
12.2 
 


AOB 
 
Battery Ingestion 
 has produced two flowcharts and is trying to make them trustwide and waiting for the 
final ok –  is asking if this could be included on the agenda next time. 
 
Debrief after Cardiac Arrest 







 
 
 
12.3 
 
 
 
12.4 


Looking at debrief process very DMH focused but would welcome CHS input around 
this,  asked for any names who would be interested to join this group please.  advised 
for DMH and  for CHS 
 
Themes following Deterioration 
 wondered if we needed to bring themes and trends back into this meeting around 
Deterioration. 
 
Resus Trolley Audit 
 is updating this and BH will bring this to the group once completed. 
 
 


13. Date of Next Meeting: 
3 February 2023, 1.30 – 3.30pm via MS Teams 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 03 February 2023 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:    
 Chair  


2.  Notes from previous meeting 
 
 


     Chair  


3.  Review of Action Log      


PATIENT SAFETY 


4.  Hydration SOP    


5.  Blood Glucose Discussion  Verbal  


6.  Baseline assessment of service users in respite please    


7.  Battery Flowchart 
     


  


8.  2022/15177 304190 SI report    


RESUSCITATION WORKSTREAM 


9.  Agency ILS training provision in LPT update 
 


  


DETERIORATING PATIENT WORKSTREAM 


10. LPT & NHFT Joint Collaborative Deteriorating Patient 
• We are looking to run a QI project across both 


organisations, ideas welcome 
 


verbal  
 


11. Workplan   ALL 


12. Items for escalation: 
DMT 
PSIG 


  


13. AOB: 
• Meetings in 2023 


  


 Chair 


14. Date of Next Meeting: 21 April 2023 
1.30 – 3.30pm via MS Teams 


  


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 3 February 2023 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Minutes 
 


 Item 
1.  In Attendance:  


 


Apologies:   
2.  Notes from previous meeting 


These were agreed as a true reflection of the meeting. 
 


3.  Review of Action Log 
This was reviewed and updated. 
 


4. Hydration SOP confirmed this SOP is for CHS Inpatient Ward settings a monthly audit 
on AMAT will be undertaken and also spot checks.   advised that Divisions are 
working to individual SOPs with a plan to have an overarching Trust Policy that these 
SOPs will sit in eventually. 
 


5. Blood Glucose Discussion 
 went through the ask around this business case for the group and set out the queries 
around this.  There are challenges in DMH around this as you require agreement to 
enable the clinician to see the readings on the app;  asked as a Trust how are we 
monitoring this, it is the right thing for the patient but not sure how we are sighted on 
this.  There was a discussion around this led by  and she wondered if a task and finish 
group would be required around this. 
 
ACTION:   to circulate the Blood Glucose Paper 
ACTION:   will discuss with , will also attend 
 


6. Baseline assessment of service users in respite please 
 went through the concerns around this issue and spoke of an incident that happened 
in the short breaks unit and asked what different areas are scoring GCS and Adpo 
across the Trust, EMAS are also asking.  thought staff needed to use their clinical 
judgement around this as a training session would cause confusion.   advised the 
patients involved would be respite patients nursed by HCA’s and not registered 
nurses and she wondered how other areas are managing this.   advised staff could 
say: I don’t know what is happening here, but my patient is different from their 
baseline, and I am concerned.   asked if we could share this message through the 
Medics also. 
 


7. Battery Flowchart 
 
 has a task and finish group around ingestion of batteries, but since this work has 
been completed there has been 5 instances of patients ingesting batteries, there is 
now one pathway to enable staff to be really clear around this.   has produced a 
flowchart around this and will circulate this to the Group and asked for comments 







please, this has also been circulated to the Legal Team for comment.    This is for 
ingestion when it is around a life-threatening situation. 
 
ACTION:  Comments to  by end of next week  
  


8. 2022/15177 304190 SI report 
This SI has been tabled around the Sepsis element and one of the pieces of work in 
Directorate should be put tasks on systemone when we request bloods and when 
escalating to an ANP the nurses are not documenting the conversation, SBAR and 
Timely reporting, do we need to strengthen we are still not getting Sepsis and 
escalation right.   advised the issues around this and the Management of Test Policy 
is being reviewed,  does not like the diary system and advised that this could be 
linked with the blood system on Systemone which is a good system,  is happy to show 
anyone who is interested how this works after the meeting. 
 


9. Agency ILS training provision in LPT update 
unfortunately does not have an up to date report around this but advised the DNA’s 
have been a lot better in January. 


 
9. LPT & NHFT Joint Collaborative Deteriorating Patient 


• We are looking to run a QI project across both organisations, ideas welcome 
 
 advised there is a task and finish group around being more collaborative around 
deterioration, there was an ask to discuss the QI work happening in LPT and find a 
project that both organisations could undertake around deterioration.   advised that 
could be a person to link in with, looking at learning points for sharing. 
would like ideas around a project.   thought it should be around work this group has 
undertaken and is working well that we could share and other work that we feel that is 
not working and any help would be appreciated. 
 
ACTION:   and  to discuss outside of the meeting  
 


10. Workplan 
 
Attached for information and guidance. 
 


11. Items for escalation: 
DMT – Nothing advised 
PSIG –  


• Agency ILS/BLS and the risk around staff strikes and agency staff only being 
BLS trained also the pressure on an ILS nurse looking after a poorly patient for 
a long time;  advised there is a push to get agency staff upskilled and this is 
ongoing, agency staff should be trained to the level of our substantive staff 


 
12. 
 
12.1 
 
 
 
12.2 
 
 
 


AOB 
 
Unscheduled Care Hub 
This service can give real time information on when an ambulance will attend.  
Sadvised that our escalation route is through 999 in the first instance. 
  
Therapy QI Project 
Clinically reason a News Score between 1 – 4 there is a document to give therapists 
guidance around this; it is in draft format at the moment,  asked where these patients 
were? the initial assessment as a baseline and repeat if any concerns, this is to 







 
 
 
 
 
 
 
12.3 
 
12.4 
 
 


support the lower numbers where staff were slightly confused and for therapists who 
do not have a medical background.  had concerns that this did not contradict any 
other work. 
 
ACTION:   will share for comments from this Group and then to SCTM, this 
document is specially for community therapists 
 
Thank you to in the Resus team for the Resus drills that have happened 
 
Deteriorating Patient Policy 
thought this went to PSIG?   advised it went to PSIG but it was on the wrong template,  
will enquire of  and let  know. 
 


13. Date of Next Meeting: 
21 April 2023, 1.30 – 3.30pm via MS Teams 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: Friday 21 April 2023 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:     
 Chair  


2.  Chairing of the Group and overall aims and future 
expectations from the Group discussion 
 
 


     Chair  


3.  Notes and Action Log from previous meeting   
 
 
 


 
  


 


Insight 


4.  Action from SI 


 


     


Incident 323399    


NEWS2 and Escalation    Chair 


Involvement Compliance and Feedback 


5. Audit risk 5205    


6 Training SBAR    


Improvement 


6. Workplan   ALL 


Document for Review 
 
The flow chart is based on one created from the 
National Audit for Inpatients Falls and in the LPT Falls 
steering Group we propose to adapt for use as part of 
the guidance around post falls management 
 
We would like the Deteriorating Patient Group to review 
the first section up to the Look/feel/move section and 
advise if this section is appropriate for LPT in particularly 
the use of NEWS2 guidance in the flow chart 
 


   SOC 







     


 Aspirin for Community Hospitals 
 
From– CHS Pharmacy 
 
There was an occasion a while ago, where a ward 
manager suggested that community hospitals should 
keep aspirin 300mg for suspected MI (they already have 
the 75mg tablets, but these would not normally be used 
in these circumstances). 
 wanted to check the view of the expert committee 
before agreeing to this. Obviously, there are prescribers 
on the ward most of the time Mon- Friday but when this 
is not the case, it would need to be considered on 
whose authority a nurse might administer, assuming that 
it could not wait until the ambulance arrives. 
There are obviously various options that can be 
considered as part of any discussion and will await a 
response? 
 
 


  Chair 


7. Items for escalation: 
DMT 
PSIG 


  


8. AOB: 
 


  


 Chair 


9. Date of Next Meeting: 2 June 2023 
1.30 – 3.30pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Friday 21 April 2023 
Time:  1.30 – 3.30pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Attending: NA  NA 
Apologies: NA  NA 
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 Taken from 
the monthly 
ORR 
register 


Chairing of the 
Group and 
overall aims and 
future 
expectations 
from the Group 
discussion 


  updated the meeting on the discussions 
that had been undertaken in LPT around the 
function and delivery of the DPRG meeting.  
has agreed to co-chair this group from a 
Executive perspective, therefore, the 
agenda needs to be realigned;  went 
through the aims of the group and advised in 
his opinion we should be responsible for: 
• Overseeing policy and guideline 


development and reviewing this on a 
regular basis 


• Receiving reports on Training updates re 
the deteriorating patient and escalation 
policies we have in place 


• Review aggregated data on audit activity 
• Identify data outcome points for patients 


who deteriorate 
• Monitoring compliance with regards 


National Standards around the 
Deteriorating Patient 


 and 
• Monitoring incident trends across the 


Trust for early identification 
• Collaboration with the Physical Health 


Group 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


 thought we needed to be clear about the 
TOR for this group and policies for 
deteriorating patients and escalation.   
advised the Deteriorating Patient Policy is 
nearly complete and he will circulate for 
feedback please reply by 3rd May before it 
goes to CRG,  advised this policy is a 
standard and any variations are to go into 
the policy as an appendix.   can feed back 
into Training Dept and  thought that we need 
to be more cited around the data;  has also 
checked on policies and SOPs associated 
with DPRG, the CPR policy has expired;  
thought we needed a Observation and 
Escalation policy for LPT, and this could be 
discussed after the Deteriorating Patient 
policy had been implemented. 
 
The Group supported the direction of the 
Group and TOR will be reviewed 
 


Notes and Action 
Log from 
previous meeting   
 


 These were agreed as a true reflection of 
the meeting and the actions updated. 


 


Action from SI 
 


 Alert patients’ relatives if patients are 
transferred this issue is in the new 
Deteriorating Patient Policy and will be 
completed once this has been agreed. 
 


 


Incident 323399  thought a front sheet for incidents would 
increase clarity for the Group,  agrees. 
 
 went through this incident which involved an 
IPad which was issued to a ward and which 
is down as a near miss.  advised this is 
under investigation and  wondered if this 
was issued to Charnwood Ward as surge 
ward equipment an audit trail is required for 
all equipment. 
 


 


NEWS2 and 
Escalation 


  went through this item and advised that the 
process undertaken in LPT and national 
guidelines/training is different, unfortunately 
the training cannot be reviewed, anomalies 
cannot be put into the training, our decision 
around NEWs response times was correct 
and we needed to change the training.  went 
through the escalation we would want to see 
for staff to be clear, a very well-defined 
escalation policy for all staff so all 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


understand and are trained accordingly.   
said in the policy there is a lot of early 
warning scoring tools that clinicians could 
use as appropriate.  Our staff need to be 
very clear around what they need to do, 
maybe flow charts for clarity are required.  
advised that we should be following the 
National News2 and was developed to take 
out the human factors, we then used Nerve 
Centre which escalates automatically so we 
need to make a process where staff do the 
right thing, Brigid has not helped in this and 
if we are not using NEWs2 we need to make 
it why we are doing this.   thought that if the 
training package is not fit for purpose this 
should change.   advised this training 
package meets the minimum standard and 
until we agree what we want to do it is not 
sensible to change the training.   thought 
face to face training was valuable and as 
NEWs is now in community thought 
repeating observations hourly would be 
problematic due to staff availability – 
advised we will not have one proforma 
around escalation and this will be a big 
piece of work for the Trust to undertake. 
 


Audit risk 5205   advised we have issued a number of 
defibrillators into LPT, but we did not supply 
the rest of the equipment that needed to be 
used with these and also there is no audit 
around this,  gave background around this 
issue.   advised that in clinics and centres 
we have defibrillators but they have to use 
other services equipment to go with these. 
This equipment needs to be put on AMAT 
for audit purposes.   advised she would be 
nervous of introducing more equipment into 
centres especially with mentally ill patients.   
thought that equipment issued in the 
community is different from inpatients and a 
decision around what is required is needed 
and this will be a huge piece of work. 
First step: conclude the equipment audit and 
also understand where LPT staff are 
working and where is the nearest 
defibrillator. 
 
What’s the standard we need to deliver on in 
terms of what is standard of expectation if 
there is a defibrillator on site?  How do we 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


compare with other organisations around 
this,  has not undertaken any formal 
benchmarking around this;  thought this was 
the information we required.   was advised 
that we were going over and above when 
these were installed we need to understand 
the regulatory standards around community 
settings, there was a discussion and there is 
no regulatory standard. 
 
ACTION:   to undertake an Options 
Appraisal for consideration at this Group 
to include benchmarking information 
 
ACTION:  will circulate a tool for 
Divisions to complete for information; 
please respond to this 
 


Training SBAR  Paediatric SBAR is attached for information 
and  went through this for the group, he 
advised we supply adult equipment for our 
children which is not really suitable and we 
do not undertake training for using 
equipment in young children.  would like to 
purchase equipment for children to sit 
alongside the adult equipment and a 
redesign of the training process also needs 
to be undertaken.   thought there was a gap 
for children in the Trust. 
 
 asked for this to now be presented at CRG. 
 


 


Workplan  This is not a reflection of the meeting at this 
time and  will re-write. 
 


 


Document for 
Review 
- LPT Post Fall 


Process 


 talked through this flow chart with the Group 
and would like comments on the first part 
regarding the observations around the 
NEWS2 scores, ,  and  thought this was a 
good pathway – there was a discussion 
around whether observations are taken on 
the floor or if you would get a patient onto 
the bed;  will discuss NEWS scores with the 
team and send comments to SOC and it 
was advised that we now have equipment to 
get patients off the floor and patients should 
not be left on the floor.   advised this is best 
practice and we need to have a good 
excuse if we do not follow this guidance.     
  


 


Aspirin for   advised that we do not have aspirin in all  
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Community 
Hospitals 
 


areas of the Trust there was a long 
discussion around this and  asked where are 
the areas that do not have this?   said it 
varies and may be available on site but not 
in the white box;  asked does the Group 
think aspirin should be available in the white 
box and if yes how that is communicated 
back.  
 
ACTION:   will respond to  in Pharmacy 
for more information around this and will 
bring back to the Group 


Items for 
escalation: 
DMT 
PSIG 


 • Defibrillator battery use update and 
training for bank and agency around the 
new equipment 


 


AOB  • advised this meeting is to be moved to 
Wednesday Afternoon to increase 
attendance from June and new dates will 
be circulated. 


•  will circulate a sheet with the information 
required for this meeting. 


• Any agenda items for this meeting 
please send to  


 


 
Chair of 
Committee: 


and  


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: 07 June 2023 
Time:  1.30 – 3.30pm 


Venue: MS Teams  
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:     
 Chair  


2.  Notes and Action Log from previous meeting   
 
 


     Chair  


3.  TOR 
 


  


4.  Report templates for use going forward: 
• Directorate Report Template 
• SI Summary for DPRG 


    


Insight 


5.  Action from SI 


 


Nothing 
received    


 


NEWS2 and Escalation    Chair 


Involvement Compliance and Feedback 


6. Vasovagal Pathway     


  Options Appraisal - Paediatric Resuscitation 
Training  


 


   


 Resuscitation Equipment report 


 


   


 Deteriorating Patient Policy    


Improvement 


7. Workplan   ALL 


Sepsis Box 
 
     


Discussion    


8. Items for escalation: 
DMT 
PSIG 


  







9. AOB: 
 


  


 ALL 


10. Date of Next Meeting: 2 August 2023 
1.30 – 3.30pm via MS Teams 


  


 







1 
 


 
 


 
Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 7 June 2023 
Time:  1.30 – 3.30pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Attending: NA  NA 
Apologies: NA  NA 
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 Taken from 
the monthly 
ORR 
register 


Notes and 
Action Log 
from previous 
meeting   
 


 These were agreed as a true reflection of 
the meeting and the actions updated. 


 


Report 
templates for 
use going 
forward: 
 


 • Directorate Report Template 
• SI Summary for DPRG 


 outlined the purpose of these templates for 
the Group and asked these are used going 
forward when submitting items to the 
meeting. 


 


TOR   asked if the group had any comments 
regarding the TOR; EW thought the 
membership of the Group needed updating, 
Sepsis Management needs to be included 
and  wondered if we needed a business 
case for someone to lead on this work;  
thought Sepsis needed to be a core part of 
this group as a recognition, all agreed 
Sepsis should be included within the TOR.  
asked for any further comments by 14 June. 
 


 


Action from SI 
 


 Discussed under Sepsis Box item. 
 


 


NEWS2 and 
Escalation  


 Discussed during the meeting. 
 


 







2 
 


Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Vasovagal 
Pathway 


 For information 
 


 


Options 
Appraisal - 
Paediatric 
Resuscitation 
Training  
 


  advised that children’s training is modified 
from the adult training but it is proposed that 
staff working with children will undertake 
paediatric resuscitation training instead of 
the adult training, this will incur a cost of 
purchasing equipment and there is an 
options appraisal in the paper around this,  
outlined the options for the Group.   and  
thought that option 4 was the best option 
 
The Group agreed on option 4. 
  


 


Resuscitation 
Equipment 
report 


 


  has concern around the audit data being 
returned around resuscitation equipment, we 
have 77 pieced of equipment but 39 do not 
have additional equipment and do not input 
into the audit.  This paper is around 
generating a resuscitation bag to go with the 
Equipment.  There is also an issue around 
children’s resuscitation as we do not have 
the equipment available, it is suggested to 
add a supplementary paediatric bag for 
areas who see children.  was concerned that 
there are wards within the 39 
 
ACTION:  Wards to confirm with  for 
assurance around checking resuscitation 
equipment  
 
ACTION:   will raise this at a senior level 
and an expectation of who is responsible 
for each piece of equipment 
 
 had queries around the proposed 
resuscitation grab bags and thought that the 
process mapping of these need to be 
thought out in the first instance.   thought we 
should understand the equipment we have 
given out before we purchase more 
equipment.   
 
 


 


Deteriorating 
Patient Policy 


  advised the policy is on version 8 at the 
moment and it aims to set a trustwide 
standard – every patient in our service on 
assessment has an early warning score 
assigned to them and all staff will be 
appropriately trained; this will then go to 
PSIG for sign off.   advised if any training 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


element is changed this will need to be 
debated in TED, there was further 
discussion around ILS training.  There is 
training in CHS that the CELs deliver but this 
is around early warning signs,  wondered if 
this training could be accredited.  thought 
the implementation of the standard would 
require more work, but this needs to be 
agreed in the first instance.  gave an 
overview of the training in LPT for the 
Group’s understanding.  did not feel this was 
achievable for all LPT services and thought 
that the Soft Signs work could help in 
transition, there was a discussion around 
this, but the group did not feel that all staff 
would be able to use NEWS2,  said all staff 
should be able to identify deterioration and 
escalate.   thought the scope paragraph 
within the policy needed to be reworded, 
and we needed to be really clear what we 
are trying to achieve. 
 
 will reword and re-circulate to the Group for 
agreement. 
 


Workplan  This is not a reflection of the meeting at this 
time and  will re-write, Sepsis Work to be 
included within DPRG Workplan. 
 


 


Sepsis Boxes   gave an update on the Sepsis Box issue 
and advised we are unique as a Trust in 
having this box, unfortunately meropenem is 
not in the box it is stored in a cupboard next 
to this.  took this to the Medicines 
Management meeting for a discussion and 
has 3 options for discussion: 
 


1. Do nothing 
2. All wards have meropenem on them 


as routine 
3. Put meropenem in the Sepsis Box 


and Pharmacy to put in a new 
process 
 


The Group discussed this and option 3 was 
identified as the best option 
 
ACTION:  take back to opinion of the 
group to for the meds management 
committee to action.  
UPDATE: This was an action for RH and 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


has been completed.  
 


Items for 
escalation: 
DMT 
PSIG 


 Nothing identified  


AOB  Non-Contact Observation 
The Group thought this piece of work 
needed to go to Training and Education as 
this will be part of the Deteriorating Patient 
Policy, this needs to be progressed. 
ACTION:  GS will take to TED for a 
discussion 
 
Mental Health First Aid Training 
 has a member of staff who is interested in 
attending the Mental Health First Aid 
Course, unfortunately there is no funding for 
this at the moment. 
 
National Collaboration for Deteriorating 
Patient 
 advised that an animated app is being 
produced around deterioration and SS will 
share once this is received. 


 


 
Chair of 
Committee: 


 and  


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 


Date: 06 September 2023 
Time:  1.00 – 3.00pm 


Venue: MS Teams  
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:  
 Chair  


2.  Notes and Action Log from previous meeting   
 
 


     Chair  


3.  TOR 
• For discussion and Sign Off 


  


4.  Report templates for use going forward: 
• Directorate Report Template 
• SI Summary for DPRG 


  


Insight 


5.  Action from SI 
 


 


Nothing 
Advised     


All 


NEWS2 and Escalation 
• Previously circulated  


   Chair 


Involvement Compliance and Feedback 


5. DPRG Policy   Chair 


6  DPRG Governance Data and Incidents 


 


  Chair 


7  Sepsis 


 


Discussion   Chair 


8  VTE Discussion   ALL 


9 Paediatric Emergency Equipment SBAR    


Improvement 


10 Workplan   ALL 


QI Projects 
 
     


    ALL  







11 Items for escalation: 
DMT 
PSIG 


  


12 AOB: 
 


  


 ALL 


13 Date of Next Meeting:  4 October 2023 
1.30 – 3.30pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 6 September 2023 
Time:  1.00 – 3.00pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Attending: NA  NA 
Apologies: NA  NA 
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 Taken from 
the monthly 
ORR 
register 


Notes and 
Action Log 
from previous 
meeting   
 


 These were agreed as a true reflection of 
the meeting and the actions updated. 


 


TOR   asked if there were any further comments 
on this TOR – the meeting agreed these and 
this will be updated in 12 months’ time. 
 


 


Action from SI 
 


 Nothing advised at this time.  


Discussion 
Forms for DPRG 


 There was a discussion around these,  
advised in other meetings there is an 
expectation of a highlight report,  would like 
these completed if you have any items to 
bring to the meeting as a discussion.   
thought this meeting was a doing and 
assurance group and sharing of learning;  
said that in her view in the future would be 
that directorates would bring a highlight 
report to this meeting – there was a long 
discussion around this.   thought this should 
be a strategy and vision group with some 
degree of doing but the main accountability 
should be in directorates.   


 


NEWS2 and   gave the group the background around this  
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Escalation 
Previously 
circulated 


and advised this has been to SCTM and 
went through the document and will explore 
if this could be shared with nursing, she has 
a meeting with to discuss;  advised there 
has been unfavourable feedback from GPs 
in the community and this is creating more 
work for them and this will be taken up with 
primary care colleagues.  advised there are 
steps to be taken before anything reaches 
the GP level and the Group discussed this. 
 
ACTION:  to discuss with and  
 
 thought the GP’s nervousness may be 
linked to historic work when we initially 
introduced NEWs and was worth perusing 
as this would be valuable.  thought an 
indication of timescale and response would 
be useful in the document,  agreed that this 
may make a difference. 
 


Action from SI 
 


 Discussed under Sepsis Box item. 
 


 


DPRG Policy   advised we are now on version 9 of this 
policy, this policy went to PSIG in July, 
advised this is a gold standard document 
with SOP’s as appendices when we step out 
of this process, there is a meeting to discuss 
this arranged.   advised she has read the 
policy and appreciate the challenges in 
pulling this together in one policy,  also 
thanked  for pulling this together as it is 
difficult –  wanted to be clear around the 
expectations around self-assessment 
competency record and who needed to 
complete this.   wondered if this needed to 
be tied in with an escalation policy for each 
directorate?  advised this would be coming 
in the SOP for each directorate, this is good 
work. 
 
Confident that it picks up all causes of 
deterioration is escalated in an appropriate 
manner and the Policy and SOPs will 
hopefully address that. 
 
 had an email from around a discussion on 
the NEWs Charts and what would go on 
ULearn,  remembers this as waiting for this 
policy to be ratified,  will feed back to ;   
thought that was the lead for NEWs, SL did 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


not think that was the case,  who is going to 
be SME on Deteriorating Patient that there 
is a plan around NEWs  will take a lead with 
this and the Group is happy to support. 
 
ACTION:  NEWs to be on DPRG Action 
Log for tracking progress 
 


DPRG 
Governance Data 
and Incidents 
 


 


 This is data for CHS and  thought this was 
very good for learning and wondered if the 
other directorates could also produce this 
data,  thought this data could be included in 
a directorate highlight report.  clarified some 
of the incidents on this report for the Group. 
 
ACTION:  FYPC and DMH to also bring 
data around DPRG Incidents going 
forward 
 


 


Sepsis 


 


 has taken our recommendations from DPRG 
around the Sepsis Box and  will meet with to 
ask the questions posed by directorates 
about this through incidents.   asked if 
Sepsis boxes should be tagged,  advised 
they are tagged by staff as and when they 
use them, not by pharmacy and monitored 
by staff. There was a discussion around the 
continuation of the Sepsis work and  thought 
that this worked better when there was a 
Sepsis Work Streams which met bi-monthly 
to take this agenda forward.  gave her 
thoughts around this and said the National 
Sepsis plan was updated in 2017 and 
maybe using this or NICE quality standards 
to take elements of this.  asked if  was 
willing to lead this working group and that 
was a yes.  wondered that as we are 
interviewing for Nurse Consultant role and 
this may be appropriate on their workplan,  
agreed that this should be a priority for a 
staff member to have this in their role with a 
working group to support them.  DPRG 
would encourage and support the need for a 
Sepsis Lead role. 
 
ACTION:  Business case for SEPSIS Lead 
ACTION:   to look at the original 
membership of the Sepsis Group and ask 
if they would be willing to contribute to 
this re-established work group 
ACTION:   to discuss with Pharmacy 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Team around tagging and assurance 
around the boxes 
 
World Sepsis Day is 13th September. 
 


VTE   advised there was an incident on the mental 
health ward in August where a young person 
passed away this was due to VTE and an 
investigation is now underway looking at 
this.  PSIG has asked for assurance from 
this group around VTE and what is 
happening there–  wanted to be clear 
around this and how DPRG is involved and 
the policy needs to pick up all causes of 
deterioration of patients.   asked the Group 
how directorates managed VTE and any 
issues around this.   advised that this person 
had a VTE and was initially assessed but 
this wasn’t re-assessed and if this had been 
completed this may have picked something 
up around this and he would like our 
assurance to be that patients are assessed 
on admission and then being re-assessed.   
advised that CHS has been working on this 
and we have an weekly audit around this for 
understanding as was confusion around 
accountability and who completes these.  
Information is now being circulated which is 
useful, this information goes to staff for 
review in the board round.  has a pharmacy 
report around VTE as a  reminder and DMH 
also receives this.   does not receive this 
information and said some areas are 
running on low on Junior medical doctors 
and wondered who took responsibility for 
completing these – could nursing staff do 
this?   advised that the responsible clinician 
should be responsible for undertaking this.   
did not think that nursing staff undertaking 
this is the answer we are just shifting the risk 
onto another group of staff, SG will discuss 
with .  There was a long discussion around 
this as the nursing staff may not be 
prescribers, but nurses could prompt if they 
have awareness and this is everybody’s 
business, but the prescribing sits with the 
responsible clinician.  Community nursing 
and therapist also pick up these patients and 
wondered if there was any training available 
for awareness, there was a discussion 
around training and  asked what was 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


advised in the policy this training is optional 
on ELearn for Health VTE is a one off on 
ULearn and there is no requirement for a 
refresher and is optional training. 
 
ACTION:  will complete the ULearn 
training module and report back to the 
Group 
ACTION:  VTE Policy is due for update, 
was the last author 
 


Paediatric 
Emergency 
Equipment 
SBAR 


  advised there has been an agreement for 
extra training around this and went through 
the recommendations for extra equipment 
also.   asked for agreement around this from 
the Group,  asked if this had been to FYPC 
LD DMT, Yes -  will send to FYPC to order 
this equipment. 
 


 


Workplan into 
Action Plan and 
Highlight 
Report 


 • VTE 
• NEWS 
• SEPSIS 
• QI Projects 


  


 


Items for 
escalation: 
DMT 
PSIG 


 Nothing identified  


AOB  SI on Welford Ward 
Patient had a allergy and there was an 
consideration for anaphylaxis emergency 
box on the crash trolley, the white box 
contains the drugs but  would recommend 5 
mil syringes and 5 needles, Pharmacy is not 
keep to do this and  is not a fan of a 
separate box we do not keep epi pens on 
the wards unless they are named,  will send  
an email for clarification and  will add to the 
ask for Pharmacy. 
 
QI project around Signs of Life 
This will be discussed in the joint DPRG 
meeting with NFT and LPT to scope this. 
 
RESPECT Form 
There are different versions in the Trust and  
advised this is still an issue and we are 
using different versions in the Trust, a clear 
picture around this needs to be established.   
thought it was difficult to understand which is 
the up-to-date version of the RESPECT 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


form.   advised that these forms do not 
follow the patient when they are transferred 
into UHL.  wondered where the work should 
sit in EOL or DPRG,  and  will discuss 
outside of the meeting. 
 
Resus Checklist Booklets 
 is looking to update these checklists on the 
crash trolley and this will be straightforward 
monthly and stay with the cart, is the kit 
there and it is ready for use hopefully this 
will hopefully commence on 1st January 
2024,  will bring a paper for signoff to this 
Group. 


 
Chair of 
Committee: 


and  


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
6 December 2023 


Date:   
Time:  1.00 – 3.00pm 


Venue: MS Teams  
This meeting will be recorded for note taking purposes 


 
Agenda 


 
 Item Reference Lead 


1.  Welcome and Introductions. 
Apologies:   


 Chair  


2.  Notes and Action Log from previous meeting   
 
 


          Chair  


3.  Report templates for use going forward: 
• Directorate Report Template 
• SI Summary for DPRG 


    


Insight 


4.  Action from SI    


5.  NHFT and LPT Collaboration update 
 
UPDATE: 
 advised we are at the planning stage, with aims, drivers and 
change ideas for testing has been agreed. The aim is to 
improve compliance of escalation and clinical response to 
NEWS2 thresholds. The primary change idea is to use a 
simulated training resource for clinical staff to ‘practice’ care 
of the deteriorating patient using real time scenarios and 
feedback to support learning and clinical decision making and 
escalation. The outcomes measured will include NEWS2 
completion, clinical response and escalation and staff 
confidence. The audit tool for baseline measurement and 
staff confidence questionnaire have been developed. Using a 
MH ward as a test site for LPT. 
 


  


6.  Access to BMHU during an emergency update   


7.  NEWS 2 Update   


Involvement Compliance and Feedback 


8. Policies Update 


• VTE Policy Update 
• VTE Results of deep dive information. 
• DPRG Policy 


     
 
 







• Recommended Summary Plan for Emergency 
Care and Treatment Policy 


9.  DPRG Governance Data and Incidents 


• CHS Data 
• DMH Data  
• FYPC Data  


     
  
  
  


 Chair 


10. Sepsis Boxes 


 


Discussion  Chair/ 


11. Resuscitation Trolley Update  Update     


12. Oxygen Training Discussion  


Improvement 


12. Workplan   ALL 


QI Projects 
 
     


    ALL  


13. Items for escalation to: 
DMT 
PSIG 


  


14. AOB: 
 


  


15. Date of Next Meeting:   
07 February 2024: 1.30 – 3.30pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 6 December 2023 
Time:  1.00 – 3.00pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Attending: 
 
 


NA  NA 


Apologies: NA  NA 
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 Taken from 
the monthly 
ORR 
register 


Notes and 
Action Log 
from previous 
meeting   
 


  went through the notes and actions from the 
last meeting and these were agreed. 


 


TOR  Agreed 
 


 


Action from SI 
 


 SI 330679. 
 advised it was an incident on with regards 
to and EMAS contact CQC.  The respect 
form was on an old photocopy and dated 
2021 and the nurse commenced CPR as  
did not think that the DNR was valid but 
EMAS advised it was. This raised a number 
of queries and went through these with the 
group;  raised queries but said that the staff 
did follow training advise and continue CPR 
if they had any queries,  thought there 
needed to be training and education around 
the RESPECT form and handover 
sometimes the signature will not show up on 
the form.  There was a discussion around 
access to the Evington Centre,  thought an 
SOP would be useful,  and  will link in to 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


develop a SOP for this site. 
 
Heard at RESPCT and Education forums 


NHFT and LPT 
Collaboration 
update 
 


  advised we are at the planning stage, with 
aims, drivers and change ideas for testing 
has been agreed. The aim is to improve 
compliance of escalation and clinical 
response to NEWS2 thresholds. The 
primary change idea is to use a simulated 
training resource for clinical staff to ‘practice’ 
care of the deteriorating patient using real 
time scenarios and feedback to support 
learning and clinical decision making and 
escalation. The outcomes measured will 
include NEWS2 completion, clinical 
response and escalation and staff 
confidence. The audit tool for baseline 
measurement and staff confidence 
questionnaire have been developed a MH 
ward will be used as a test site for LPT. 
 


 


Access to BMHU 
during an 
emergency 
update 


  went through this issue as it had been 
raised that it took 5 – 10 minutes to attend a 
patient when the Resus call had been made, 
various fixes have been tried but not 
deemed suitable, a group will be set up to 
discuss this.   presented several options 
when discussing with UHL and outlined 
them for the group, unfortunately they were 
not keen on any of the options offered, there 
is a need for a more robust way to access 
the site, but we should consider how staff 
can get through when they need to.   
advised that when she worked in the unit the 
process was that when the call goes out 3 
staff members are sent to man the 3 doors 
to let the resuscitation team in the unit, there 
was a discussion around if this could be 
included in the drills so all staff are aware 
this could be undertaken on the wards.  
There was a discussion around other ways, 
the cards expire after 1 month which causes 
issues,  wondered if they could be 
programmed for a longer life span, UHL did 
not want the responsibility of the cards -  
thought this process could be reinforced and 
discussed at the huddle on site.   wondered 
if a door release could be operated, and 
staff stationed to stop patients leaving?   
thought all doors may be affected if we do 
this.   thought that UHL and LPT security, 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Ops leads and GS need to take this forward 
for a solution. 
 


NEWS 2 
 


  advised there had been a joint meeting with 
Northampton around NEWs 2 and the QI 
project around this is underway and there 
will be feedback shortly and take forward if 
this is doable. 
 
NM CHS community escalation process for 
scores 1 – 4 this will be taken to CHS Senior 
Clinical Team meeting;  shared the 
presentation for awareness and gave 
background around the QI project 
beginnings.   advised that NEWs is just a 
tool, and you should rely on your clinical 
judgement and this can override any scores 
this is especially relevant for nurses.   
thought this could support our newly 
qualified nurse in the community. 
 
The Group thought this was a very good 
piece of work and asked for any updates to 
come back to the Group. 
 


 


Policies  VTE Policy 
 advised that the deadline for this policy had 
been extended to 31st January, this Policy is 
good for CHS, but other divisions have been 
asked to understand if it meets their needs 
and all information will be combined to 
update this.   gave the background of this 
work to the Group. 
 
Investigation of VTE 
This is underway. 
 
DPRG Policy 
This was agreed in DPRG, but PSIG 
meeting wanted each directorate to attach 
an addendum,  held discussion around this 
but has not received any information,  
thought we should publish this policy and 
add addendums when received. F advised 
that FYPC have such a variety of services 
they would need a lot of addendums and 
wondered if a sentence signposting to 
individual SOPs would work.   
 
ACTION:   will discuss with  around the 
Ask and  for clarification on process 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


 
 asked for clarification around who in CHS  
has linked in with as she had not been 
asked to comment,  will clarify with  and will 
attend PSIG in relation to this policy.  
attended a meeting around this and gave an 
update to the Group around the ask from  
but advised that she struggled to complete 
this work to its conclusion. 
 
Recommended Summary Plan for 
Emergency Care and Treatment Policy  
 advised this is an LLR policy which Caroline 
Barclay started and has stalled when CB left 
the organisation.   wondered if this was 
around introducing RESPECT forms into 
LLR,  is attempting to find out more about 
this. 
 


Deteriorating 
Patient Data 
 


 


  thanked all for the data and has it to review 
this for understanding of why we are looking 
at this data and what we are reviewing, RH 
will discuss with SG. 


 


Sepsis Boxes 


 


 There is a working group to discuss this, and  
is not aware this has been confirmed, the 
conversations keeps changing around this 
and  and  believes there is a need for a 
Sepsis Lead as there is a lot of work around 
needed,  will discuss with  and attend the 
working group to discuss. 
  


 


Resus Trolley 
Checks 


  advised that  is still working on the contents 
of the Resus Trolley for DMH, but the resus 
trolley check books are ready to be 
distributed and will make the audit process 
much simpler. 
 


 


Oxygen   attends the Medical Gases meeting, and it 
was advised that there is no training around 
this 
 
 advised  to discuss with TW for inclusion on 
the TED agenda for awareness. 
 


 


QI Projects   now has access to the QI reports and  has 
two projects underway. 
 


 


Workplan into 
Action Plan and 
Highlight 


 • VTE 
• NEWS 
• SEPSIS 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Report • QI Projects 
 
Workplan to be moved to the top of the 
Agenda going forward. 
  


Items for 
escalation: 
DMT 
PSIG 


 Nothing identified  


AOB  Teaching Resources 
 asked if anyone had any teaching 
resources regarding neuroleptic malignancy 
syndrome or serotonin syndrome as its 
something she has discovered in practice 
areas that newer qualified nurses have very 
little understanding of these conditions?   
advised there are additional slides added to 
the online medication management section 
for mental health staff and these may be 
useful. 
 


 


 
Chair of 
Committee: 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
6 March 2024 


Time:  12 non – 2.00pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:   
 Chair  


2.  Notes and Action Log from previous meeting   
 
 


 
            


Chair  


3.  Report templates for use going forward: 
• Directorate Report Template 
• SI Summary for DPRG 


    


4.  Workplan   


Insight 


5.  Action from SI 
 


• SI re death in the Community 
 


Discussion All 


6.  2222 System at GGH 
 


   


7.  NEWS 2 Update Verbal 
update 


 


Involvement Compliance and Feedback 


8. Policies Update 


• Resus Medical Emergencies Policy 
 


  
 
  


 
  
 


9.  DPRG Governance Data and Incidents 


• CHS Data 
• DMH Data  
• FYPC Data  


    To follow   
   


 Chair 


10. Call 4 concern and Martha’s story 


• https://www.uhd.nhs.uk/about-us/patient-
experience/call-4-concern 


• Martha’s Story 
 


Discussion 
 
  


 


11. Training 


• Resuscitation Training Figures 


 Update     



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.uhd.nhs.uk%2Fabout-us%2Fpatient-experience%2Fcall-4-concern&data=05%7C01%7Clinda.brookes4%40nhs.net%7C8635e24e2bb849fc49e708dbf436d524%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638372288553597562%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=PE1nfuZgsyHECCUxgd1GM2mccMXMZbbS%2FXUovJ4iE9g%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.uhd.nhs.uk%2Fabout-us%2Fpatient-experience%2Fcall-4-concern&data=05%7C01%7Clinda.brookes4%40nhs.net%7C8635e24e2bb849fc49e708dbf436d524%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638372288553597562%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=PE1nfuZgsyHECCUxgd1GM2mccMXMZbbS%2FXUovJ4iE9g%3D&reserved=0





• Paediatric Resus Course Update 


Improvement 


     12. QI Projects 
- Defibrillators AMAT results 
     


  Update 
   


  


13. Items for escalation to: 
DMT 
PSIG 


  


14. AOB: 
 


  


15. Date of Next Meeting:   
3 April 2024: 1.30 – 3.30pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 6 March 2024 
Time:  12 noon - 2pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Attending: 
 
 


NA  NA 


Apologies: NA  NA 
Every agenda 
item listed 


Low/ 
Medium/ 
High 


   


Notes and 
Action Log 
from previous 
meeting   
 


 The notes were agreed as a true reflection 
of the meeting. 
thanked Professor  for all of his support both 
professionally and wished  well in 
retirement. 


 


Discussion 
Forms for DPRG 


 These are to be used if submitting a paper 
for consideration at DPRG. 
 


 


Workplan 
 


  went through the workplan with the group 
and all items pertaining to the DPRG 
meeting were discussed. It was felt that the 
Group were making good progress against 
requirements of the workplan and a 
discussion was held against each point. 
 
DPRG recognise that they will need 
assurance around each action but will need 
to work with other key governance groups to 
enable full delivery of the actions. 
 


 


Action from SI 
 


  thanked  for submitting this item on the new 
paperwork, this is to ensure DPRG are sited 
on the ask. 
 
 gave an overview of this SI and there was a 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


long discussion around this.  The two 
recommendations were discussed: 
 
• There is currently no easy to view icon 


for DNAR on the bridgid handheld 
device. 
 


The Group wondered how having the DNAR 
on an electronic device would differ from 
discussing at handover, LM advised there is 
a piece of work around handovers underway 
in CHS Hospitals.  The group were 
concerned this could be missed on a device 
and this should be clear at handover. 
 
ACTION:  to feedback to  for awareness 
for the Respect form 
 
• Training re verification of death and 


processes following death, particularly 
unexpected. 


 advised that the Verification of Death 
process will change on 01 April and 
education around expectation would be 
valuable.   advised there is training available 
for nurses, and they just need to tap into 
this.  During Covid the OOH’s doctor’s role 
change and it has been a challenge to 
understand the current process. 
 
 


2222 System at 
GGH 
 


  advised this item is concerning the Mitel 
telephone system not connecting 2222 calls 
from the Bradgate wards to the UHL 
switchboard;  is recommending that the 
system be checked daily to ensure calls are 
being picked up by switchboard. 
 
There was a long discussion around this 
issue and  asked if there was a risk on the 
risk register around this?  Also why is the 
switchboard not checking calls go through to 
the wards.   advised that the infrastructure is 
now fixed but he cannot be 100% certain 
that the call will connect to the switchboard. 
 
 escalated the issue immediately to the 
Silver LEad who sought a solution and 
assurance regarding the system during the 
meeting. At the end of the meeting, it had 
been confirmed this risk was being mitigated 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


 
NEWS 2  The CHS Nurse Consultant has now left his 


post and there is no replacement yet, RH is 
aware. 
 


 


Policies  Resus Medical Emergencies Policy 
For information. 
 
Deteriorating Patient Policy 
asked all to please look at this updated 
Policy and send comments to  and  by 20th 
March 2024.   has a proforma he will be 
circulating to all wards and would be grateful 
to receive completed these asap.  
 


 


DPRG 
Governance Data 
and Incidents 
 


  thanked all for providing this data and it will 
be used to feed into the workplan with 
regards to improvement work going forward. 
 


 


Call 4 Concern 
and Martha’s 
Story 


 


  gave background story and said 100 
providers will undertake a pilot these will be 
acute and specialist providers so we will not 
be in the 100 but this is for LPT to be aware.   
 
The group wondered how a family would 
raise a concern around deterioration in LPT 
 


 


Training   gave a short presentation around the LPT 
training figures and advised there was 
capacity for all staff to attend each course, 
unfortunately due to DNA’s a lot of these 
courses were underutilised; the PILS course 
is provided by an external provided and this 
has evaluated very positively. 


 


QI Projects   advised that the Defibrillator AMAT results 
were very good at over 90% this will be a 
quarterly review. 
 


 


Items for 
escalation: 
DMT/PSIG 


 Nothing Advised  


AOB  Nothing Advised  
 


Chair of 
Committee: 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
04 June 2024 


Time:  1pm – 3pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:     
 Chair  


2.  Notes and Action Log from previous meeting   
 
 


 
            


Chair  


3.  Report templates for use going forward: 
• Directorate Report Template 
• SI Summary for DPRG 


     


4.  Workplan   Chair 


Insight 


5.  Action from SI 
 


Discussion Chair 


6.  Sepsis  
• SOP 
• Sepsis Workstream Highlight Report 


 


Discussion  


7.  NEWS 2 Update Verbal 
update 


 


8.  SBAR Defibrillator Battery Shortage    


9.  SBAR Trolley Contents    


10.  Aspirin 
 
 advised after reviewing the Resuscitation Council UK's 
list of accessible medications guidance, we have 
identified a potential improvement in our current 
practices. We believe that adding 300mg soluble aspirin 
to the white emergency boxes would improve 
accessibility and streamline patient care. While some 
wards already stock this medication, others do not. 
Previously concerns were raised about wards stocking 
both 75mg and 300mg which could result in an 
inadvertent administration of the wrong strength. 
 
Given these considerations, could you please ask 
DPRG whether they would support the addition of 
300mg soluble aspirin to the white emergency box?  


Discussion  







 


Involvement Compliance and Feedback 


11. Policies Update 


• Policy Report 
 
 


  
 


 
  
 


12.  DPRG Governance Data and Incidents 


• CHS Data 
• DMH Data  
• FYPC Data  


    To follow   
   


 Chair 


13. Implementation of first phase of Martha’s Rule Discussion 
   
 


 


14. Training  Update    
 


 


Improvement 


     15. QI Projects 
     


  Update 
   


 


16. Items for escalation to: 
DMT 
PSIG 


  


17. AOB: 
 


  


18. Date of Next Meeting:   
 7 August 2024: 1.00 – 3.00pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 04 June 2024 
Time:  1pm – 3pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


Attending: 
 
 


NA  NA 


Apologies: NA  NA 
Every agenda 
item listed 


Low/ 
Medium/ 
High 


   


Notes and 
Action Log 
from previous 
meeting   
 


 The notes were agreed as a true reflection 
of the meeting. 
 


 


Discussion 
Forms for DPRG 


 These are to be used if submitting a paper 
for consideration at DPRG. 
 


 


Workplan 
 


 went through the workplan with the group 
and all items pertaining to the DPRG 
meeting were discussed. It was felt that the 
Group were making good progress against 
requirements of the workplan, and a 
discussion was held against each point. 
 
Non-contact Observations 
Non-contact Observation training is now to 
go to TED to make this role essential as this 
Policy has been amended and has now 
passed through the process.  EW wondered 
who the subject matter expert would be if 
this training now went onto ULearn? RH will 
progress this. 
 
DPRG recognise that they will need 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


assurance around each action but will need 
to work with other key governance groups to 
enable full delivery of the actions. 
 
Training to be considered for unqualified 
staff to identify the deteriorating patient. 
CHS undertake training around this, there 
was a suggestion that DMH could replicate 
this training, we need to benchmark this 
training and the delivery to the training team.   
will gather information for August Meeting. 
 
Observations put onto System1 does not 
aggregate a score,  asked if that was the 
same in DMH? DMH use Brigid and the 
score does not go across,  advised that staff 
in DMH were observed using paper charts, 
there was a discussion why this was so, 
there is a feeling this is around wifi issues; 
teams in community need a note of RCN 
numbers on system1 where you are 
inputting the data, staff will have their own 
work rounds regarding this.  is unclear 
around who has picked the NEWs 2 work 
since  has left the Trust, we need to 
feedback the barriers to completing this on 
Systm1 and raise as a question,  advised 
CHS community have a NEWs2 audit and 
wondered where this fed into and who looks 
at this,  thought this was .  asked if this was 
highlighted to the CHS DHON, and she will 
raise this.   thought we needed audit results 
to come to this group for information.   
 


Action from SI 
 


 No SIs submitted for this month.  


Sepsis  Highlight Report 
 went through this report for the group, and 
asked about the Meropenem work,  advised 
this is waiting for the SOP. 
 
 went through the results of the survey and 
the conclusion was there was a positive 
response and 95% had completed the 
training and 41% knew where to find the 
pathway and 13% knew it was on systm1 
which led to questioning where the best 
place for this is to be completed, 
conversations could be undertaken with 
TTP. 72% were confident in managing 
sepsis in their area and there was a high 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


number of staff who feel competent in 
completing and escalating after training 
despite not having the pathway, but it would 
be good to have the tool to back this up.  
Only 41% said they had a sepsis box in their 
area, but most knew where this was located, 
this question could have be phrased to be 
more specific.  did a couple of drills in the 
Bradgate Unit and staff did not know where 
to get the Sepsis box, there was a 
discussion around this.   asked what the 
next steps around this work are,  said there 
would be a QI project and work on the areas 
we have identified as requiring work.   
advised that input from the training and 
education department would be useful, and 
it feels we are in a stalemate solution.   
thought this was a really good survey, and 
the group is making progress.   advised that 
Sepsis training is down as a one event and 
wondered if we needed to build in an update 
either annually or bi-annually,  thought we 
needed benchmarking around what other 
Trusts are undertaking.   thought LPT 
specific training around this would be best 
practice. 
 


Policies  Resus Medical Emergencies Policy 
For information. 
 
Deteriorating Patient Policy 
 advised there was a long discussion around 
this at CRG and they have accepted the 
policy,  advised there was a 
recommendation around mental health 
observations and read this for the group in 
essence there should be an audit around 
this, and  suggested this take place in 5 
months and return to DPRG in December. 
 
 advised this policy now needs to go to 
Quality Forum for adoption and inclusion on 
Staffnet; there was a discussion around how 
we get communication circulated around this 
and  will contact comms and  to publicise 
this.  There was a long discussion around 
who this training is for,  advised News 2 has 
already gone through the process to make 
this role essential training an email now 
needs to be sent to say these are the staff 
groups that DPRG have agreed are to 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


undertake NEWs 2, comms now needs to be 
sent to say there is a new policy and you 
have been identified as requiring NEWS2.  
has met with the DHONs and Therapy 
Leads to confirm staff groups who need to 
undertake this training, and this is in the 
policy, teams now need to identify individual 
staff roles,  will email leads,  will check with 
medics. 
 
ACTION:  Policy to Quality Forum for 
adoption and information to comms to 
publicise this 
ACTION:   and  to email Leads and 
Medics to identify staff roles 
 
wondered how we advise staff about their 
local escalations, these are in the SOP but 
need a note to advise staff to read these, 
these can be added as an additional 
information box. 
 
Escalation Tool 
 asked to discuss the escalation tool and 
advised this will replace the tool in the policy 
currently.  advised this request came out of 
an incident as staff are saying that 
equipment is not available in all areas, and 
this makes it clearer.  queried the statement 
that there will be a senior doctor review in 20 
minutes? She did not feel this was feasible,  
advised this could be over the phone or 
review of the notes,  thought this could be 
EMAS, there was a discussion and  thought 
the second bullet point covered this point. 
 
 asked if the Group was happy with this 
revised Escalation Tool this will replace the 
version in the policy – the Group approved. 
This will need to be updated on Brigid,  will 
do this. 
 


DPRG 
Governance Data 
and Incidents 
 


  thanked CHS for providing this data and it 
will be used to feed into the workplan with 
regards to improvement work going forward.  
thought this information had been captured 
incident forms submitted and not all patients 
who are transferred have incident forms 
submitted, there is a lot of work in the 
background around this. 
 


 







5 
 


Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


SBAR 
Defibrillator 
Battery Storage 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SBAR Trolley 
Contents 
 
 
 
 


  went through the issues around this, 
namely the provided has stopped producing 
the batteries and would like us to purchase 
new equipment.  It was agreed we would 
replace the battery at 1bar and  would like 
DPRG to agree this to maintain our 
defibrillator fleet and we will change the 
check books and start scoping what is 
available for the future.   suggested working 
with Medical Devices as they helped with 
the sourcing process previously. 
 advised this came out as an alert and this 
was raised by compliance and undertaking 
quality visit checks and we are asking 
DPRG are we comfortable with us going 
down to one bar which will deliver 30 shocks 
or 70 minutes monitoring the ECG, there is 
usually 2 defibrillators on a site and a spare 
battery could be provided if stored correctly 
there was a long discussion around what 
this entails practically.   thought we needed 
to ask medical devices to help with the 
spare batteries in standalone sites to ensure 
they are working. 
 
DPRG are happy to approve but the 
feeling of the group was we need to have 
a clear mitigation plan around standby 
batteries on peripheral sites and those 
sites have a clear process for checking 
those batteries. 
 
 went through the background of this item 
and advised some equipment is missing off 
the coho immediate life trollies and went 
through these and has developed 3 different 
response options, bag, trolley and ALS 
trolley,  asked if all agreed the configurations 
of contents in the options,  wondered if 
checking in with EMAS colleagues would be 
good practice.  agreed this was good 
practice.   went through the Audit and 
advised that 15 areas declared themselves 
no score, we are not seeing the data from 
the no declarers,  will pick this item up with 
outside of the meeting.  
 


 


Asprin   advised after reviewing the Resuscitation 
Council UK's list of accessible medications 
guidance, we have identified a potential 
improvement in our current practices. We 
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Agenda Item: Assurance 
level: 


Committee escalation: ORR Risk 
Reference: 


believe that adding 300mg soluble aspirin to 
the white emergency boxes would improve 
accessibility and streamline patient care. 
While some wards already stock this 
medication, others do not. Previously 
concerns were raised about wards stocking 
both 75mg and 300mg which could result in 
an inadvertent administration of the wrong 
strength. 
 
Given these considerations, could you 
please ask DPRG whether they would 
support the addition of 300mg soluble 
aspirin to the white emergency box?  
 


Call 4 Concern 
and Martha’s 
Story 


 


  gave background ’s story and said 100 
providers will undertake a pilot these will be 
acute and specialist providers; has asked 
ahead of the second phase what is the art of 
the possible and look at this in community 
hospital and scope a pilot site. 
 
ACTION:  to attend CHS Senior Clinical 
Team to discuss the option of a Pilot site 
in CHS 
 


 


Training   has produced a paper that summarised the 
training figures for DPRG, unfortunately this 
was not contained in the agenda, but this 
will be circulated after the meeting.   asked 
all to please read this and would value all 
opinions. 
 


 


QI Projects  Discussed throughout the meeting. 
 


 


Items for 
escalation: 
DMT/PSIG 


 Nothing advised  


AOB  Nothing advised. 
 


 


 


Chair of 
Committee: 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
28 August 2024 


Time:  1pm – 3pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:     
 Chair  


2.  Notes and Action Log from previous meeting   
 
 


 
 
            


Chair  


Insight 


3.  Action from SI 
 


Discussion Chair 


4.  Sepsis  
• SOP 
• Sepsis Workstream Highlight Report 


 


To follow  


5.  NEWS 2 Update     


6.  Options Appraisal for Delivery of Resus Level 3 (ILS)     


7.  LPT Cardiac Arrest Equipment List 
 
   
 


     


8.  SBAR for Emergency Drug Boxes 
• Verbal update on Childrens BLS training and the 


paediatric paper DPRG received last year 


   


9.  Outstanding SI Actions    Chair 


Involvement Compliance and Feedback 


10. Policies Update 


• Policy Report 
 
 


  
 


 
  
 


11.  DPRG Governance Data and Incidents 


• CHS Data 
• DMH Data  
• FYPC Data  


       
   


 Chair 







12. Implementation of first phase of Martha’s Rule Discussion 
   
 


EW 


13. ILS and BLS Training Figures   HB 


Improvement 


     14. QI Projects 
     


  Update 
   


GS  


15. Report templates for use going forward: 
• Directorate Report Template 
• SI Summary for DPRG 


    


16. Workplan 
 
 
 


  Chair 


17. Items for escalation to: 
DMT 
PSIG 


  


18. AOB: 
 


  


19. Date of Next Meeting:   
2 October 2024: 1.00 – 3.00pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 28 August 2024 
Time:  1pm – 3pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: 


Attending: 
 
 


NA  


Apologies: NA  
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 


Notes and 
Action Log 
from previous 
meeting   
 


 The notes were agreed as a true reflection of the meeting. 
 


Matters Arising   Non-Contact Observation Training 
 advised there was training on ULearn re non-contact obs, 
this has not been to TED and a role essential request has 
not been received.  This will be for HCSW and optional for 
staff within that for inpatient settings, this is now sitting on 
DPRG Workplan,  would like to know the roll out plan 
around this.   advised that Community LD teams would be 
recommended to be included in this training as role 
essential.   will send information to  to submit to TED.   
wondered whether we need to consider what training 
unqualified staff receive around a deteriorating patient, ’s 
understanding was that the one role essential across all 
services was the Non-Observation Training, all other 
training requirements need mapping to individual roles, this 
is a big piece of work that needs undertaking eg Sepsis, 
News, Non-contact Obs in a table for easy recognition.  
 
 
ACTION:   to take forward the work to make Non-
Contact Observation essential training 
ACTION: RH, EW and HB to map Training and bring 







2 
 


Agenda Item: Assurance 
level: 


Committee escalation: 


back to a further DPRG meeting 
 
 queries who require this non-contact obs training and there 
was a discussion around training and  thought that this was 
very confusing for staff and setting out training expectations 
for staff would be very useful. 
 
 confirmed: Staff groups who require the training: All clinical 
staff – non-contact observations and SEPSIS Registered 
Nurses, HCSWs and medics – NEWS2 Regularity of 
Update requirement: Non-contact – 2 yearly NEWS2 – 2 
yearly SEPSIS – One off. 
 
AAA Report 
 to submit a AAA report for submission to PSIG. 
 


Action from SI 
 


 No SIs submitted for this month. 


Sepsis  SOP 
Sepsis SOP was circulated, any comments to  please. 
Pharmacy is able to provide the meropenem but need the 
SOP signed off.  
 
Sepsis Workstream Highlight Report 
The time and focus is not invested in this work and would 
like this noted,  has questions to raise around this and will 
raise with.  Training is 97% across the Trust, there has 
been no time to implement the local training this is under 
discussion.   asked around training and asked if any 
benchmarking had been undertaken with other 
organisations? Is one off enough?  said we need to think 
about what is right and then look for the support to deliver 
this. 
 
World Sepsis Day 13th September. 
 
 thanked  and  for their hard work around this. 


NEWS 2 Update  advised there is Audit Data for CHS and this is attached 
and there is ongoing work around News2.   advised that 
data has been shared with DMH, DHONs for sharing and 
hopefully will have some data around this next month.   
wondered who was leading on this from an improvement 
and learning point of view in CHS,  advised that this goes to 
the community meeting in CHS Community Nursing for 
learning and discussion.  asked who else is doing this and 
rolling the learning out, we have this for community, but do 
we have this for inpatient and therapy areas – Knowing 
how we are Doing – and then so what?  We should be 
looking at this and be one of our key audits. 
 advised asking is a key role for this group as this is key for 
patients care,  thought the data was confusing there are a 
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Agenda Item: Assurance 
level: 


Committee escalation: 


lot of N/As and she wondered if the questions were correct,  
thought these audits should be as meaningful as possible. 
 
 will share this conversation with CHS Community.  
 


Options 
Appraisal for 
Delivery of resus 
Level 3 (ILS) 
 


  advised that Resus council course had to be cancelled as 
there must be a course direction to deliver this and if they 
were not available this is a  plan if both resus officers are 
unavailable to deliver the course.   went through the 3 
options for the Group and asked for their opinion,  would 
support option 3 and  gave his thoughts to  for this meeting. 
 
The Group would support Option 3.  
 


LPT Cardiac 
Arrest 
Equipment List 
 
 
 


  went through the report on the agenda and advised an 
options appraisal paper on trolley contents was circulated, 
it was assumed that the contents were the same as UHL 
but this was not the case, we need an agreement on this.  
Most have selected option 2 that has the same contents as 
UHL with a few extra items, shared the list of contents, 
emergency equipment is still on the trolley, asked for 
agreement from the Group, this is for the 5 drawer trolley in 
DMH and  went through some of the points that  had 
raised, he felt option 3 was his preferred option,  advised 
we needed a balanced approach that meets the needs of 
the staff and also UHL when then attend a patient in LPT;  
asked a few questions around the options and  shared the 
quality standards for the Group and the items were 
discussed,  advised that the CQC are not prescriptive on 
the contents of the trolley but the items should be 
proportionate to the environment.   advised this has been to 
the Trust Clinical Reference Group and now DPRG this 
now needs final sign off at DMH DMT Quality and Safety, 
this will also affect a ward in FYPC also.   thought we 
needed to think about our temporary workforce or staff from 
another ward when looking for boxes not on the trolley, this 
needs to be noted and clear EMAS when attending will also 
bring their own equipment.   has a different opinion to  and 
would pick option 2 and the equipment on the trolley should 
be there for the immediate situation and when help arrives 
they will attend with their own equipment.   advised there is 
another paper being worked on regarding the 3 drawer 
trolleys in CHS and this paper will come to DPRG for 
discussion when finalised.   advised that it was hard to 
standardise in LPT as the services are so diverse with 
differing standards. 
 
The Group would support Option 2 
 


SBAR for 
Emergency Drug 
Boxes 


  advised this was highlighted that the white emergency box 
was the same as the UHL paediatric drug box and we were 
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Agenda Item: Assurance 
level: 


Committee escalation: 


asked to move away from this for clarity.   advised there is 
a grey box that is not used and could accommodate our 
emergency drugs, this has been to CRG who supported the 
change.  This has been highlighted as confusing, the Group 
did not understand as this had never been raised by UHL 
before?   asked why we do not have paediatric drugs on 
trolleys.  advised if we agree to change these boxes it 
would be for all of LPT, the cost is £20 per box, this cost 
will go back to the ward budget.   asked if the Group agreed 
for aspirin to be added into this box?  The Group agreed.  
asked if FYPC sites could be included in this discussion.  
There was a long discussion around this ask and the group 
wondered why this had suddenly become an issue and 
asked for more context around this ask?   will have a 
further discussion around this and bring back to the 
meeting for a decision.  
 
The Group agreed to adding Aspirin to the Emergency box. 
 
Children’s BLS 
 advised that we will need an additional course for 
Children’s BLS, a provider has been identified and this is 
being scoped at the moment, had a query around 
compliance and if training would need to be repeated,  
advised compliance will not be reported on until April.   
asked why the children’s masks go out of date so quickly 
as there is a cost implication to the service around this,  
explained and advised other provides are being scoped. 
discussion that children use adult masks and turn upside. 
 


Outstanding SI 
Actions 


 


 There are two historic outstanding actions for discussion in 
this Group and  shared these with the Group: 
 
Recommendation that all HCSW’s should be trained in 
ILS  
 said ILS is just for staff members who are part of a 
resuscitation team,  thought this is too much of an ask for 
staff to do this and we would lose staff,  also agreed.    
advised that HCSW’s also undertake trolley familiarisation 
as an extra. 
 
DPRG have considered this as an option but as the training 
has been adapted and is core skills framework compliant, 
we are in line with other organisations and would not wish 
for someone to be worried for the extra responsibility to 
undertake this. 
 
Recommendation that the Resuscitation Officer 
attends all ILS Debriefs. 
This is standard practice and  read a statement from , the 
Group thought this is reflected in the job description and 
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Agenda Item: Assurance 
level: 


Committee escalation: 


there is a clear process around this,  wondered if there 
were any documentation, we could supply that would 
support this action.  thought that the ISMR could be 
strengthened to reflect actions undertaken and ask if a 
debrief has taken place and this could be shared with the 
Group. 
 


Policies Update  DPRG Policy is live, and  asked if there would be comms 
around this?   thought this was a good idea but the training 
around this needs finalising before this. 


DPRG 
Governance 
Data and 
Incidents 


  thought this was interesting data, and it is very useful to be 
aware of what is happening within the organisation.   
 


Implementation 
of first phase of 
Martha’s Rule 


  advised that work is progressing amount this and now we 
are looking to understand if we can pilot this in LPT and 
need to outstand how we can do this as we do not have an 
Operational Outreach Team.   will update at a future 
meeting. 


ILS and BLS 
Training 
Figures 


 The medical staffing figures are low and  will raise this and  
wondered why Enabling services had to undertake Sepsis 
and Paediatric training and  advised this training has been 
mapped to your position number and if this is not relevant 
to you please ask Workforce to change this for you;. 


QI Projects  No Projects advised. 
Report 
Templates for 
use going 
Forward 


 Please use these template when submitting to DPRG. 


Workplan  This was discussed going forward, there are two 
outstanding actions to be allocated to our Workplan and 
this will be discussed further at the October meeting.  
 
 wondered what we need to be assured of in DPRG she will 
invite to the next meeting for a discussion. 


Items for 
escalation: 
DMT/PSIG 


 Nothing advised 


AOB  Nothing advised. 
 


 


Chair of 
Committee: 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
2nd October 2024 
Time:  1pm – 3pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:     
 Chair  


2.  Notes and Action Log from previous meeting   
 
 


 
            


Chair  


3.  Workplan  Chair 


Insight 


4.  Actions from SI  
 


Standing Item Chair 


5.  Sepsis  
• SOP 
• Sepsis Workstream Highlight Report 


 


Standing Item 
  


 


6.  NEWS 2 Update Standing Item  


7.  VTE Standing Item Chair 


8.  LPT Cardiac Arrest Equipment – feedback from 
 
   
 


  


9.  Defib Batteries Update  


Involvement Compliance and Feedback 


10. Policies Update 


• Policy Report 
 
 


  
 


 
  
 


11, ILS and BLS training figures     


11.  DPRG Governance Data and Incidents 


• CHS Data - attached 
• DMH Data  
• FYPC Data  


Standing Item  
    


 Chair 







13. Implementation of first phase of Martha’s Rule Discussion 
   
 


 


Improvement 


     14. QI Projects 
     


  Update 
   


 


15. Items for escalation to: 
DMT 
PSIG 


  


16. AOB: 
 


  


17. Date of Next Meeting:   
4th December 2024: 1.00 – 3.00pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 02 October 2024 
Time:  1pm – 3pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: 


Attending: 
 
 


NA  


Apologies: NA  
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 


Notes and 
Action Log 
from previous 
meeting   
 


 The notes were agreed as a true reflection of the meeting. 
 


Matters Arising   Nothing advised. 
 


Workplan  • 314595 – awaiting feedback – work in progress 
• 324489   


Meropenem and Sepsis Equipment – working with– 
work in progress. 
Training of Quality Staff – covered in DPRG Policy. 
2222 Testing - daily testing recommended – 
assurance around audits. 


• 267219 and 289499 – DPRG Policy – assurance in 
DPRG 


• 343186 – EOL and Respect Audit – ANPs in CHS 
used to undertake this Audit – maybe EOL Steering 
Group –  will feedback 


• 343186 – Review NEWS 2 Policy – does the 
Deteriorating Patient Policy cover this sufficiently?   
The group to understand if we need another policy.  
wondered how would this meeting know each 
Directorate was compliant with NEWS2.  has an 
audit tool which can be completed, and this has 
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Agenda Item: Assurance 
level: 


Committee escalation: 


been shared with Directorates if they wish to use.  
There was a long discussion around this. 


• 343186 – VTE Assessments –  make role essential 
and if not undertaken the training do not undertake 
assessments, this is not role essential. Discussion at 
TED if this is role essential and then for Directorates 
to monitor, this needs to be linked in the Policy or 
this cannot be made role essential,  did not think this 
number was correct.  will discuss with . 


• 334108  
Written into VTE Policy – are DMH Medics aware, 
baseline audit needed and comms strategy; 
discussed.  to ask .   thought this was for CDs to 
share in DMH and should not be sitting with this 
Group? These should be Trust wide, the same with 
the next action. 
Food and Fluid Chart Monitoring as above should sit 
with the LPT Nutrition Group Meeting. 
 


Action from SI 
 


 No SIs submitted for this month. 


Sepsis  Sepsis Workstream Highlight Report 
Meeting on 26th September was unfortunately cancelled, 
there are ongoing concerns around time to commit to this 
work, a SOP has been developed and this is now for sign 
off, there are a few comments to add into this SOP, staff on 
the ward with replenish the boxes but a pack of IV 
medication will be provided.  Change requests have been 
sent to have the Sepsis pathways on Brigid. NEWs2 Audit 
has been rolled out in DHM and this has an element of 
Sepsis in this audit and this has been promoted to enable a 
deep dive; Snomed work is ongoing and Sepsis is to be 
coded, this is a large piece of work.  Actions to move this 
work forward has been developed and this will be shared 
with.  Training will be benchmarked for understanding. 
  


NEWS 2 Update  advised that further to last month’s DPRG meeting we 
agreed the role out of the NEWs2 training.  is remapping 
this to enable it to catch the right staff who need to 
undertake this training, reporting will start in November.  
This is the Group that looks at VTE and  was hoping that 
learning and oversight is discussed here.  A paper around 
planning will come to this meeting and we are working 
towards improving the process. 
 


SBAR for 
Emergency Drug 
Boxes 


  explained the ask from UHL around changing the contexts 
of the white box to contain children’ paediatric drugs and  
went back to UHL and read out the reply from UHL.   
thought we run the risk of confusing our own staff if we 
change the drugs in the white box, there was a discussion 
around this and the Group thought that it would be a safety 
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Agenda Item: Assurance 
level: 


Committee escalation: 


risk to our staff if we changed the content of the white box. 
 


Defibrillator 
Batteries  


  and   from Medical Devices attended the meeting to 
update the meeting on the discussion around the 
defibrillator batteries,  advised that the Lifepack 1000 
battery supply is not an issue any more and would like a 
discussion around when is a safe time to replace them and 
the level we would like to store batteries and also storage 
of batteries, also the SPI Ipad batteries will also need 
replacing next year.   wondered if we still needed 
replacement batteries on the crash cart and would a central 
storage be an option with regards to rotation of batteries to 
increase life.   asked if there is any national guidance 
around letting the batteries go to 1 bar? The decision 
around this was taken in LPT due to supply issues.   
advised that had asked  to update the trolley checklist, this 
could be a central store at the Bradgate unit or the central 
store at Medical Devices,  asked if these could be 
accessed over the weekend?  thought we could swop when 
the battery had 2 bars for a weekend.  wondered around 
the community sites and also single site units in an 
emergency,  recapped the discussion for .   would like to 
see resuscitation hubs around the Trust and that will 
ensure we can have our cardiac arrest trollies re-stocked,  
said could we have a store and an emergency central store 
for weekends etc.   thought that for a such essential piece 
of equipment we just have a spare battery and stay with 2 
bar replacement. 
 
ACTION:  asked  for an options appraisal around 
batteries for a discussion in DPRG.  
 
 advised that the Bradgate already have emergency 
cupboards on site and at the Willows there are other areas 
we can access a battery and having 2 batteries on the 
trolley means that they both go out of charge at the same 
time.   asked if staff were trained to change batteries?  did 
not think so, also EMAS bring their own equipment in a 
cardiac arrest.  thought that checking the battery was part 
of the trolley check in clinical practice.  could not remember 
doing this, said this is not the practice now.  advised that 
we have 3 different models of defibs in the Trust,  said we 
still have some residual stock that can be distributed 
around the Trust as required, Northampton have Ipad for 
everything.   advised that the fleet of 1,000s are 8 years old 
and so an exercise in looking at the options for replacement 
may be useful.   advised the Ipad was less sophisticated 
and there is a long time before we can get the first shock in.   
thought a further discussion and options appraisal around 
this would be useful.   
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Agenda Item: Assurance 
level: 


Committee escalation: 


 advised the guidance is currently saying the minimum is 2 
bars and the battery is to be changed at 1 bar for 
replacement and there is a spare on the trolley.  There was 
a discussion around the checklist asking for the checking of 
the spare battery lifespan. 
 
 said he had become aware of suction Units being charged 
elsewhere and not on the crash trolley and also not on 
charge, suction units should be kept on charge all of the 
while, some awareness is required for staff,  will look into 
this. 
 


ILS and BLS 
Training figures 


 These are attached for awareness and  checked on the 
medic training but has not had a reply. 
 
 advised that the paper on the drills had been to TED and 
further information around this would be forthcoming, there 
was a discussion around the number of drills per month the 
aim is for 4.   asked if PDNs could book as it says band 8s 
on ULearn –  advised it is limited for booking on ULearn but 
staff could email to require a drill.  advised there had been 
a massive improved in drills and medics made a valuable 
contribution to this.   asked how we know that GPs and 
Consultants in the Trust have undertaken training, UHL 
should monitor this if they are requiring staff and GPs 
would have BLS training only,  wondered if it was a 
contractual requirement for visitors to be trained.   thought 
this had been look at before and there is now an LLR 
shared workforce agreement, and that your base 
organisation has oversight and monitoring of core 
mandatory training, but  will confirm, also are the crash 
trolley equipment the same in LPT and UHL,  said no they 
are different, there was a discussion around this but said 
there was a personal and professional responsibility around 
this. 
 


Policies Update  For information. 
 


DPRG 
Governance 
Data and 
Incidents 


  thought this was interesting data, and it is very useful to be 
aware of what is happening within the organisation,  will 
give thought around how this is assessed.   
 


Implementation 
of first phase of 
Martha’s Rule 


  advised there is no progress around this and are not 
getting any information from UHL Maternity but  will try 
again to get this, we need to understand the implications 
around this better. 


QI Projects  No Projects advised. 
Report 
Templates for 
use going 
Forward 


 Please use these templates when submitting to DPRG. 
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Agenda Item: Assurance 
level: 


Committee escalation: 


Items for 
escalation: 
DMT/PSIG 


 Nothing advised 


AOB  Training 
 of the CEL Team asked the expectations around staff in 
the community when they recognise a News score of 1 – 4 
and the training and Non-Contact Obs recording on the 
Template?   
 
There was a long discussion around this, please refer to 
Appendix 5 of the Policy which contains the community 
pathway. 
 
De-Brief Cardiac Arrest 
The audit tool does not lend itself to the role of the 
Resuscitation officer in Debrief,  and  have discussed and 
there are tools that could be used,  and colleagues were 
not involved in the Debrief Policy which is a lost 
opportunity. 
 
Community Incident – Good News Story 
 advised that an  was resuscitated by two visitors 
(Community Dietitians) successfully and this is now on their 
way home. 
 


 


Chair of 
Committee: 


 


 


 
 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
4TH December 2024 
Time:  1pm – 2pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:    
 Chair  


2.  Notes and Action Log from previous meeting   
 
 


 
   
            


Chair  


3.  Standing Items Deferred to February Meeting; 
Urgent Business only 


  


4.  Workplan Standing Item Chair 


5 Action 294205 9 and 10: DPRG discussion and 
outcome required. 
 
Discussion to sign off Actions 


  
  


 


6. Any Other Urgent Business to be Discussed.   


Insight 


7. Actions from SI  Standing Item Chair 


8. Sepsis  
This is an updated version, as I had conversations with 
LDA teams yesterday afternoon. 
 
Can this be the draft version for DPRG today and for 
wider sharing if everyone is happy today. 
 
• LDA want the process they advised yesterday to be 


checked by  
• Need DMH community so  and  to check their areas 


process – as I don’t recall them feedback at any 
time.  I think if we share this for comments – they 
will raise any issues and amends can be made prior 
to going for final approval? 


• CHS Leads – have never fed back so I think  and 
and need to have sight of this again. 


 


   
  


 


9. NEWS 2 Update Standing Item GS 


10. VTE Standing Item Chair 







Involvement Compliance and Feedback 


11. Policies Update 


 


 
  


 
  
 


12, ILS and BLS training figures 


Training figures attached; these are November 2024 as 
the December ones don’t come out until after the DPRG 
meeting.  
 
Updates for DPRG. 
 
We have added the booking link for Brigid training and a 
training video to the resource section of NEWS2 training 
and to the vital signs day ulearn resources.  
Vital signs day to commence for all bank band 2 to 3 so 
we have evidence they have received training in 
observations and CBG testing, they will also be required 
to watch the non-contact obs video as part for this day – 
there is a competency form staff will then take into 
practice and complete a resus trolley check – I have 
attached the form, this has been created by and 
approved for use.  


 


   HB 


13.  DPRG Governance Data and Incidents 


• CHS Data  
• DMH Data  
• FYPC Data  


Standing Item  
     


 Chair 


Improvement 


     14. QI Projects 
     


  Update 
   


GS  


15. Items for escalation to: 
DMT 
PSIG 


  


16. AOB: 
 


  


17. Date of Next Meeting:   
5th February 2025: 1.00 – 3.00pm via MS Teams 


  


 







 


 
 


 
 


Trust Deteriorating Patient and Resuscitation Group 
4TH December 2024 
Time:  1pm – 2pm 


 


HIGHLIGHT REPORT 
The key headlines/issues and levels of assurance are set out below, and are graded as 
follows: 
 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 
The purpose of the report is to provide an overview of exceptional issues identified by the 
CHS Health and Safety Action Group 


 


Report  Assurance 
level* 


Committee escalation 
What impact does this have on the risk and why is this 
being escalated? Negative and Positive impacts to be 
captured. 


Every agenda 
item 


Low/ 
Medium/ 
High 


Agenda items 
Highlight Report 
and Actions 


High  went through the last highlight report and advised there 
has been a lot of work in the background and she has 
discussed DPRG Workbook actions with this has resulted 
in some being returned which were inappropriate for this 
meeting. 
 
Main actions for this meeting are - 
Non-contact Obs 
VTE – invite  to this meeting. 
 will check the invite of DPRG for relevance.  EW advised 
actions identified as Trustwide are aligned to a meeting. 
  


Action 294205 9 
and 10: DPRG 
discussion and 
outcome 
required. 
 
Discussion to 
sign off Actions 


Medium  advised that 294205 are DMH actions with required a 
discussion at DPRG, this is around non-contact 
observation training and  has discussed with  and this has 
been included on ULearn and is in the back of the DPRG 
Policy, understands that  has been asked to re-write this 
training,  does not have influence over this, and the action 
is out of her control to progress.   has no assurance other 
than she has asked for staff to complete this training and 
reminded all, is this sufficient to close this action.   advised 







 


Report  Assurance 
level* 


Committee escalation 
What impact does this have on the risk and why is this 
being escalated? Negative and Positive impacts to be 
captured. 


Every agenda 
item 


Low/ 
Medium/ 
High 


that this group needs to guide and advise and think this 
training should be role essential for some staff, we can 
make a recommendation,  advises this training would not 
be reportable.   thought that staff who complete 
observations should watch this video and local records 
kept, this should be common sense for nurses.   thought an 
interim position would be watch the video and keep a 
record whilst we explore if more training could be 
developed by , she will discuss with  and.  There was a 
long discussion around this exploring all options.   thought 
this could be tagged onto NEWs2 and have a completion 
or compliance tag around this. 
 
ACTION:  Identify staff who do not undertake NEWs2 
who would require non-contact observations as a role 
essential training 
ACTION:   to look at Section 4 and 5 in DPRG Policy to 
have an understanding if the current BLS training 
covers the non-contact observation element 
 
This is ongoing Trustwide work. 
 


Sepsis Medium  did not feel there was assurance from all around this policy 
and asked for the Group to take back to their areas for 
discussion and agreement.  Any comments to  please by 
next week,  advised this policy should now be tabled at 
CEG. 
 


ILS and BLS 
training figures 


 


Medium Agreed that these figures will come as a standing item to 
this meeting for oversight and this will continue going 
forward. 
  


Vital Signs 
Assessment  


Medium Vital Signs Assessment Days are to be organized for bank 
staff.   has concerns,  advised this ask is around the uplift 
of staff from band 2 to band 3 to demonstrate competency, 
the small number of staff who cannot demonstrate 
competency in other areas need to undertake this training.   
 
ACTION:  Speak to  and  and the HCA uplift Group for 
clarity around the ask 
 


Pediatric Life 
Support  


Medium This goes live in January to book on sessions,  asked for 
staff to bring their own face masks to the training. 
 


Incident on 
CHS Stroke 
Ward  


High  wanted to discuss an incident around a patient who was 
not wearing SCDs on a Stroke Ward an action was to 
discuss at this meeting, there was no SCDs as there was a 
shortage and the escalation route was not there to acquire 
more of these, this has been rectified and there is now a 







 


Report  Assurance 
level* 


Committee escalation 
What impact does this have on the risk and why is this 
being escalated? Negative and Positive impacts to be 
captured. 


Every agenda 
item 


Low/ 
Medium/ 
High 


joint contract with Cardinal Health with us and UHL.  LPT 
has also purchased 8 SCDs so we will always have an 
SCD device if required.  
 
 reminded the Group of the forms to be completed when 
bringing incidents for discussion at the Group,  will 
complete and send for inclusion in this highlight report.     


Any Other Urgent 
Business to be 
Discussed. 


Low Nothing advised. 


Chair   
Attendance: 
 Deputy Director of Nursing and Quality 


 DMH Physical Health Matron 


 CHS Deputy Head of Nursing 


 Deputy Head of Nursing - FYPC LDA 


 Deputy Head of Nursing 


 Assistant Resuscitation Officer 
 Practice Development Nurse - Rehabilitation pathway 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
5th February 2025 
Time:  1pm – 3pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:      
 Chair  


2.  Notes and Action Log from previous meeting   
 
 


   
            


Chair  


3.  Update TOR  All 


4.  Workplan Discussion Chair 


Insight 


1.  VTE –  attending 1.20 Standing Item  


2.  Actions from SI –  attending 1.30 
• 333945 


Standing Item 
 
 


 


3.  Sepsis  
 


Standing Item 
 


 


4.  NEWS 2 Update Standing Item  


5.  Midazolam Buccal 
 
Please can we add Midazolam buccal access to the next 
agenda? Currently only available in LD Inpatients 
 
Quality standards: Mental health inpatient care 
equipment and drug lists | Resuscitation Council UK 
 
Quality Standards: Community hospitals care equipment 
and drug lists | Resuscitation Council UK 
 
 


Discussion  


6.  Defib Batteries   


Involvement Compliance and Feedback 


11, ILS and BLS training figures Standing Item 
 
   


 



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.resus.org.uk%2Flibrary%2Fquality-standards-cpr%2Fquality-standards-mental-health-inpatient-care-equipment-and-drug&data=05%7C02%7Clinda.brookes4%40nhs.net%7C00a8231afd9e42e9cf2308dd1478aea6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638689230732285425%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Vd9wEQeXt8XyrdfftNWG7XK3I6Gk7YCrs2nbkG1I4mI%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.resus.org.uk%2Flibrary%2Fquality-standards-cpr%2Fquality-standards-mental-health-inpatient-care-equipment-and-drug&data=05%7C02%7Clinda.brookes4%40nhs.net%7C00a8231afd9e42e9cf2308dd1478aea6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638689230732285425%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Vd9wEQeXt8XyrdfftNWG7XK3I6Gk7YCrs2nbkG1I4mI%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.resus.org.uk%2Flibrary%2Fquality-standards-cpr%2Fcommunity-hospitals-care-equipment-and-drug-lists&data=05%7C02%7Clinda.brookes4%40nhs.net%7C00a8231afd9e42e9cf2308dd1478aea6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638689230732306706%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=G4Ruo68ncda1szTP5c4sWa%2FhmC44xwxTOnFHb%2FR8NjU%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.resus.org.uk%2Flibrary%2Fquality-standards-cpr%2Fcommunity-hospitals-care-equipment-and-drug-lists&data=05%7C02%7Clinda.brookes4%40nhs.net%7C00a8231afd9e42e9cf2308dd1478aea6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638689230732306706%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=G4Ruo68ncda1szTP5c4sWa%2FhmC44xwxTOnFHb%2FR8NjU%3D&reserved=0





12.  DPRG Governance Data and Incidents 


• CHS Data  
• DMH Data  
• FYPC Data  


Standing Item  
    


 Chair 


13. LD Community Access/Forensic/CRIST/Nursing: 
NEWS2 Trigger and Escalation Guidance 
 
Circulated separately also with narrative, please read 
before the meeting. 


  


Improvement 


     14. QI Projects 
     


  Update 
   


ALL  


     15. FYPC Update Update  


16. Items for escalation to: 
DMT 
PSIG 


  


17. AOB: 
 


  


18. Date of Next Meeting:   
02 April 2025: 1.00 – 3.00pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 5th February 2025 
Time:  1pm – 3pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: 


Attending: 
 
 


NA  


Apologies: NA  
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 


Notes and 
Action Log 
from previous 
meeting   
 


 The notes were agreed as a true reflection of the meeting. 
 


Matters Arising 
/ TOR 


 TOR needs to be updated and there is now a steer of some 
content from Corporate, attendance and co-chair needs to 
be identified and  asked for volunteers, this TOR will be 
updated and circulated virtually for sign off at the next 
meeting. 


Workplan   shared the current workplan and has identified that a lot of 
this has been completed but there is a gap relating to VTE; 
Item 343186 is around nurses not undertaking VTE and 
CHS undertake Stage 1 and do not undertake this 
assessment unless it is out of hours, ANPs would 
undertake this but it is part of Advance Practice training and 
it is expected you are able to assess.   and  thought that all 
registered nurses should be able to do this but CHS have a 
very junior staff and it is not felt they are able to do this at 
the moment, there was a discussion around this.  asked 
what the expectation was for nurses in L&D –  has a 
meeting in the diary to clarify expectations for all 
directorates around this.   
 
Review of the VTE Policy and assessments, LMcD outlined 







2 
 


Agenda Item: Assurance 
level: 


Committee escalation: 


the current practice around 24 and 72 hour assessments 
but NICE guidance advices assessment on admission  
thought we were aiming to capture this through the ward 
round, in CHS  advised that a ward round could be a week 
later and there is not medical cover ongoing,  invited to 
attend this meeting on a regular basis. 
 went through the remaining items on the workplan and 
there was a discussion around these: 
324489 – work ongoing to get Meropenem in the medicines 
box; Training is completed but ongoing monitoring is still 
required.  
267219 is complete. 
289499 – there was a long discussion around this and  is 
adapting the training for L&D;  would like a standardised 
training package going forward but advised that the video 
and content is good to use in the meantime but there is a 
need for ongoing monitoring around compliance and 
mapping around who needs to undertake this training.   
281541 is completed within the DPRG Policy,  will share a 
formatted version of the tool, the Deteriorating Patient 
Policy has been finalised and is now on the website.   
343186 sits with the LLR Respect Group and not DPRG. 
News2 is contained in the DPRG Policy and is a standing 
item on this agenda,  asked if all Directorates required a 
SOP around this,  said there is a community of Resus 
officers and could ask the question around were our 
standards are aligned nationally, L&D has a SOP, DMH 
also but this is being reviewed,  is not aware of a SOP in 
CHS but there is a common theme around the inability of 
nurses to continuously monitor advised you have 3 lead 
ECG monitoring for those where you disconnect the pads 
and you and in the 3 lead monitors that are kept within the 
rhesus troller.  We could make more staff aware of what 
they have to continually monitor a patient.   asked should 
we have this equipment or use the adapted equipment 
CHS CoHo framework is contained in the Policy so a SOP 
is not required.  An options appraisal around equipment 
would be needed around this.   thought our focus should be 
what is the best equipment and policies we can use for the 
patients in our care and other partners to understand what 
we can do and our threshold of care.   
331408 VTE assessment on admission but policy says 24 
and 72 hours,  advised there is a gap around prescribing 
within 14 hours to align to NICE Guidance.  
331408 not DPRG.  
Corporate 15, outlined in the DPRG Policy there is no CPR 
Policy,  will compare with an aim to complete next meeting. 


VTE 
 


 Discussed earlier. 


Actions from 
Internal 


  presented this SI as was unable to attend, and went 
through the incident and then the lessons learning and 
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Agenda Item: Assurance 
level: 


Committee escalation: 


Investigation 
333945 


actions,  was the investigator in this and we need to push 
forward with VTE training and awareness, there are 
pockets of work across the trust in relation to this work.  
There was a discussion around this incident and Soutlined 
the work that has been undertaken around this.   
 


Sepsis  There is monthly sepsis workstream meetings and there is 
ongoing issue around none being in this role, work around 
replacing boxes in ongoing and the policy is on its way.  
DMH are green for Sepsis training. These meetings will 
continue and feed into DPRG. 
 


NEWS 2 Update  Discussed earlier. 
 


Midazolam 
Buccal 
 


 gave a brief outline of the guidance around Midazolam on 
the ward and it is clear that this should be the drug of 
choice in LPT, previously there were concerns around 
training but this is more widespread – this is a controlled 
drug which leads to more complexity in managing this and 
we need to understand this needs to be prescribed.   said it 
would be found to put in a CD cupboard but would require 
robust       and training –  thought a conversation was 
required around training,  advised this is a controlled drug 
but patients have relatives who are trained to use this,  
asked  to link in with .   advised this should be the direction 
of travel after further conversations and  will bring this back 
in April  
 


Defib Batteries 
 
 
 


 Spare batteries are kept on the defib policies and swopped 
when there is 1 bar of battery life and it was found that the 
spare battery was low also.   set out the 3 options for the 
Group around ensuring that batteries are fully charged and 
advised that option 2 would be their preference.  will audit 
the crash trollies and update the SOP once agreed,  
thought option 2 but wondered about the business 
contingency plan over weekends and bank holidays,  
thought that 2 bars would be sufficient.   allows for 2 bars 
but change when it drops to 1, and asked when the defibs 
would be changing,  advised the defibs are 6 – 7 years old 
and will look to replace in the next few months and could tie 
into continuous monitoring issue, there was a discussion 
around expiry dates of the batteries and what this means?   
will ask the Striker representative and DPRG are not able 
to make a decision it is not a short process to acquire a 
new Defib. 
 
DPRG agreed an option 2 as an interim decision and then 
get clarification around new defibs. 
 


ILS and BLS 
Training Figures 


 advised that the L&D deteriorating patient training has been 
adapted from the CHS model, is there a need for this to be 
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Agenda Item: Assurance 
level: 


Committee escalation: 


generic training.   thought the danger we have around 
having different training is we constantly run the risk of 
treading on peoples’ toes, when you ask for observations 
you are asking for NEWS2, if there is no guidance looking 
into this continuously there may be confusion,  asked what 
was the focus for this training.   gave an update on the work 
around the Sign of Life game, there may be an opportunity 
to bring results back to the next meeting.   advised we have 
Resus Champions who can advise teams. 
 
 asked all to remind staff when attending ILS training, they 
need to complete the pre-learning which is part of the 
compliance and if this is not completed you will be refused. 
 


DPRG 
Governance 
Data and 
Incidents 


 Not available this month. 
 


LD Community 
Access/Forensic/
CRIST/Nursing: 
NEWS2 Trigger 
and escalation 
guidance 


  


 In the DPRG policy there is the trigger tool which does not 
reflect practice in L&D Community and has amended the 
trigger tool to reflect practices within L&D and she went 
through this for the Group.   advised the group had seen 
work around this previously and escalating tasks to the GP 
could cause issues, a telephone call would be better but 
calling if a score is 1 may not get the response you require.  
suggested an update to include observations 15 minutes as 
a minimum and use the ABCDE approach,  advised this 
escalation tool is just for staff undertaking NEWs2 as there 
is no weekend cover in the service to review and monitor.  
this is how we clinically safety net someone for a follow up 
and this is around communication, SL has 2 sets of 
guidance that has gone through Senior Clinical Team and 
maybe it would be good for  to link in with , if this is adapted 
from a CHS tool that may be needed to be update also and  
to review. 
 


Policies Update   
Items for 
escalation: 
DMT/PSIG 


 Nothing advised 


AOB  Nothing advised. 
 


 


Chair of 
Committee: 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
2nd April 2025 


Time:  1pm – 3pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:      
 Chair  


2.  Notes and Action Log from previous meeting   
 
 
Policies assigned to DPRG 


   
          


Chair  


3.  Updated TOR 
Please read before the meeting as this will be a 
discussion item. 
 


 All 


4.  Workplan  Chair 


5.  DPRG Corporate 15 request/review   


Insight 


1.  VTE Update Standing Item  


2.  Actions from SI  
 


Standing Item 
 


 


3.  Sepsis  
 


Standing Item 
 


 


4.  NEWS 2 Update 
 


• Soft signs of illness safety netting card – for 
discussion 


• LD Community Access/Forensic/CRIST/Nursing: 
NEWS2 Trigger and Escalation Guidance – now 
agreed 


Standing Item 
 
 


 


5.  Midazolam Buccal 
 
Midazolam buccal access is currently only available in 
LD Inpatients 
Quality standards: Mental health inpatient care 
equipment and drug lists | Resuscitation Council UK 
 
Quality Standards: Community hospitals care equipment 
and drug lists | Resuscitation Council UK 
 
 


Discussion  



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.resus.org.uk%2Flibrary%2Fquality-standards-cpr%2Fquality-standards-mental-health-inpatient-care-equipment-and-drug&data=05%7C02%7Clinda.brookes4%40nhs.net%7C00a8231afd9e42e9cf2308dd1478aea6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638689230732285425%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Vd9wEQeXt8XyrdfftNWG7XK3I6Gk7YCrs2nbkG1I4mI%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.resus.org.uk%2Flibrary%2Fquality-standards-cpr%2Fquality-standards-mental-health-inpatient-care-equipment-and-drug&data=05%7C02%7Clinda.brookes4%40nhs.net%7C00a8231afd9e42e9cf2308dd1478aea6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638689230732285425%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Vd9wEQeXt8XyrdfftNWG7XK3I6Gk7YCrs2nbkG1I4mI%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.resus.org.uk%2Flibrary%2Fquality-standards-cpr%2Fcommunity-hospitals-care-equipment-and-drug-lists&data=05%7C02%7Clinda.brookes4%40nhs.net%7C00a8231afd9e42e9cf2308dd1478aea6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638689230732306706%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=G4Ruo68ncda1szTP5c4sWa%2FhmC44xwxTOnFHb%2FR8NjU%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.resus.org.uk%2Flibrary%2Fquality-standards-cpr%2Fcommunity-hospitals-care-equipment-and-drug-lists&data=05%7C02%7Clinda.brookes4%40nhs.net%7C00a8231afd9e42e9cf2308dd1478aea6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638689230732306706%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=G4Ruo68ncda1szTP5c4sWa%2FhmC44xwxTOnFHb%2FR8NjU%3D&reserved=0





6.  Options Appraisal – Lifepak 1000 Defibrillator Battery 
Replacement 


  


Involvement Compliance and Feedback 


11, ILS and BLS training figures 


Please find attached the training figures for March 2025. 
The April figures will not be available until later this 
month.  
 
Please note Paediatric BLS is now on the report, the % 
compliance for this was set at 20% for 1st March – 
17.5% achieved as a trust total so is showing as red. 
The uptake of this session is good, so we expect this to 
increase monthly.  


Standing Item 
     


 


12.  DPRG Governance Data and Incidents 


• CHS Data  
• DMH Data  
• FYPC Data  


Standing Item  
    
 


 Chair 


Improvement 


     14. QI Projects 
     


  Update 
   


ALL  


     15. FYPC Update Update  


16. Items for escalation to: 
DMT 
PSIG 


  


17. AOB: 
 


  


18. Date of Next Meeting:   
04 June 2025: 1.00 – 3.00pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 2nd April 2025 
Time:  1pm – 3pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: 


Attending: 
 
 


NA  


Apologies: NA  
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 


Notes and 
Action Log 
from previous 
meeting   
 


 The notes were agreed as a true reflection of the meeting. 
 


Policies  Policies assigned to DPRG are in date but there is a 
question around how we assure we are getting the right 
information to DPRG;  and  will discuss further outside of 
this meeting. 
 


Matters Arising 
/ TOR 


  has updated the TOR and asked for any comments or 
suggestions from the Group.   will email this separately to  
and there will be a virtual signoff next week please get any 
comments to  before this.  There was a discussion around 
membership and the group suggested staff members who 
could be useful to attend this group, and  will amend the 
membership; There is still a need for a deputy chair to be 
identified from the Group.  
 
This will be virtually signed off if no further comments are 
received. 
 


Workplan  advised that all items that have been agreed and 
completed have been removed from this Workplan, there is 
one action around NEWs2 and the largest work is around 
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Agenda Item: Assurance 
level: 


Committee escalation: 


VTE. 
 


DPRG 
Corporate 15 
request/review 


  summarised his thinking below for the Group: 
 
Point a) therefore is covered by our deteriorating patient policy 
identifying what assessment tools we use. The policy itself 
details the processes involved.  
 
Point b) I don’t think is as clear in policy. There is an 
acknowledgement that staff conform to their training but it 
doesn’t actually state what that is. I think it just needs a heading 
that specifies what training packages we have that train staff in 
this specific element (our assessment tools and escalation). One 
will be the NEWS2 e-learning but also we have Helen Briggs’ 
Vital Signs course now which as I understand will be desirable 
for all HCSW in the trust. It should also acknowledge that we 
have non-contact obs video that staff can view (until we resolve 
this and it becomes a formal training package).  


Therefore, as long as it meets the corporate needs that we have 
this in ‘A’ policy (not necessarily the resus policy), I would say we 
just need to detail in the deteriorating patient policy the training 
we provide to meet this objective.  
 
If it’s a corporate requirement that this is specifically added to the 
resus policy, we will just need to amend the LPT portion to add in 
both point a (that we use NEWS2/PEWS/Marsi MEWS/Non-
contact Obs) and point b (This is how we train them to use it).  
 
 said this does meet corporate needs but wondered if this 
gave us any assurance, we are doing the best for our 
patients; we need to agree as a group are we happy that 
the Trust that this policy exists in this format, these points 
cover these wider points regarding physical health 
monitoring using NEWs2.  There was a long discussion 
around this,  and  are meeting with  to discuss the 
overarching LLR policy and following this discussion there 
may be more clarity, and it was decided to bring back to 
June’s meeting. 
 
ACTION: Further discussion is required in DPRG June 
Meeting  
 


VTE 
 


  advised that in the workplan there are 3 actions around 
VTE, this used to be discussed in CEG but has now been 
assigned to us,  has undertaken a lot of work on the Policy,  
is not assured DPRG can be assured around this work.   
thought a working group was required to undertake this 
work,  thought this was a good idea to understand the core 
issues and working through in detail and would happily be 
part of the group to move this forward,  would also like to 
be part of this group and gave an update of some of the 
issues around the conflicts around NICE guidance.  We 
need to understand what is safe for our patients and also 
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Agenda Item: Assurance 
level: 


Committee escalation: 


what is manageable. 
 
ACTION:   will undertake to set up a working group to 
understand VTE 
 


Actions from 
Internal 
Investigation 
333945 


  presented this SEIPs investigation around a patient who 
had a deterioration in her physical health and gave an 
overview for the Group. As part of the learning the patients 
NEWs scores had been between 0 and 1 so no significant 
deterioration and the DPRG policy does cover the other 
signs of deterioration and increase physical observations 
but there is nothing in the community NEWS2 triggers 
around physical deterioration; so the recommendation was 
around looking at the guidelines around increasing physical 
observations, this patients also vomited and had a PR 
bleed.   
 
 thought there was an over reliance on the NEWs scores 
and not around physical deterioration, it is about looking at 
the patient and not just the numbers, the ILS training says 
to look at the patient and  is struggling to understand why 
we have this problem on the wards, the NEWS2 training 
also says this.   said the tool is only as good as the staff 
using it and any NEWs score over 0 is abnormal should be 
questioned, also any other concerns you have should be 
escalated.   said this is covered in ILS training and we are 
rolling out additional NEWs training for teams,  advised 
they have found that the ILS training needs refreshing after 
6 month and nurses are not looking at the soft signs and 1s 
and 2s, there is a training package that goes through soft 
signs, News2, escalations etc, and this will be for COHO 
and hopefully on ULearn;  asked if this could be shared 
across Trust and  said yes.   previously had an idea around 
resus champion on each ward/unit who could be a point of 
call for any issues or queries and had formulated a 
package around this and expanded on this for the group.  
asked  to resubmit this request to , Medical Director as this 
may be a quick win.  thought that the Practice Development 
Nurses could move into this resus champion role,  also 
thought this should be a consistent systemwide approach. 
 
ACTION:   to suggest Resus Champions on wards and 
take to as a proposal 
 
 asked if there could be an offer for resuscitation drills for 
community staff;  advised that a Deterioration patient drill 
for community services could be undertaken anywhere 
please get in touch with  if you feel this would be beneficial 
to your service, please email. 
 


Sepsis   advised that the policy is now back to PSIG to be virtually 
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approvement and training on ulearn which will be an 
addition to the generic sepsis training. 
 


NEWS 2 Update  Soft Signs for Illness, Escalation Options depending on 
Score, Clinical guidance for patients with NEWs2 Score 
of 1-4 – Community Therapy, Community Nursing 
deteriorating patient escalation process.  


 
 gave an overview on the papers attached to the agenda 
around the updates on the soft signs and community 
escalations, these documents have been presented at CHS 
SCTM and and has also reviewed. 
 
 thought the leaflet needed to go to the Readers Group,  
will do this, this is clinical guidance and has been 
referenced to the Policy, where will this be stored?   
thought this should be in an appendix to the Policy.   
thought the therapy document could mirror the nursing 
document.  
 
 advised that  may be able to help in getting this onto 
Staffnet. 
 
 advised there is an EMAS professional line that we could 
be using which goes through the Operational clinical 
dispatchers,  has been using the DHU Professional line, 
and have a response time of 20 mins to respond to the staff 
raising the query.   thought these were a bit wordy, which 
can make things too complex, we should be asking staff to 
use their clinical judgement and staff should be free to 
escalate. 
 
 said these are comments to reflect on and happy to have 
these documents back if required. 
  
 had been advised that the GP back door telephone 
numbers are on hold at the moment as these are being 
worked on,  said they had been using these if staff had not 
been able to get through any other way and no concerns 
had been raised. 
 
LD Community Access/Forensic/CRIST/Nursing: 
NEWS2 Trigger and Escalation Guidance 
 
 had a comment on the 1 – 4 section there is a 
contradiction in the document around an urgent action by 
GP which was confusing, have a phone call to the GP and 
then an urgent task as the task may get missed, 
 


Midazolam 
Buccal 


  advised that NICE guidance has a move to use 
Midazolam, at a previous meeting this was agreed as the 
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 right thing to do, this is a controlled drug and  will take this 
but there is a training element around this also and  is 
looking for help around this.  advised to speak to   training 
and education to get a training package on ULearn  
advised there is no capacity to deliver any more training, 
but could help.   wondered if any other trust could help with 
a training package,  has something also the Diana Team, 
could help around this. 
 


Lifepak 100 
Defib Batteries 
 
 
 


  updated the group around the proposal around the 
replacement of defib batteries, there has been clarification 
from the manufacturers around questions raised and a 
option 2 would still be the recommendation for the group to 
consider, medical devices will have an oversight of expiry 
dates of batteries for further scrutiny.   wondered how we 
were going to manage the communication round this 
change for reassurance.  had a query around the single 
sites with no back up. 
 
 advised there are defibs in community services and asked 
if they also had a spare battery?  advised that  had 
previously undertaken an audit around this, and  has this 
information and there are lifepaks in non-inpatient settings 
and this can be linked into this work and ensure this aligns 
with this work.   wondered if the Resus Champions could 
not help with this?   advised there is not a champion in 
every area but this a good idea,  will utilise the resources 
he has to pull with work together. 
 
The Group was happy to support Option 2:  
ACTION:  will bring a paper with a working option to 
June DPRG. 
 


ILS and BLS 
Training Figures 


 Training figures for information;  undertakes the admin for 
ILS and advises the issues around cancellations, staff not 
completing the elearning element before they arrive etc,  
thought there needed to be collaboration with managers 
around rotas to aid attendance on courses, there has been 
scenario where there were 12 places booked and on 5 staff 
were able to attend or attended the training.   thought this 
was a professional issue and wondered if  could highlight 
this to the staff members manager and also this is an alert 
for the Triple A report.   has been advised that recently 
managers should get alerted of cancellations but not staff 
who do not turn up,  said in DMH managers do get an alert 
if staff do not turn up or cancel.  Paediatric life support has 
a lot of staff to train, and  did not think we would see an 
upward trend until the end of the year but compliance has 
been picked up,  advised  to speak to.  
 
ACTION:  Raise non-attendance at training as an Alert 
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in the Triple A report 
ACTION:  Raise with TED actions undertaken if staff 
are reported as not attending/cancelled repeatedly or 
not undertaken e-learning. 
 


DPRG 
Governance 
Data and 
Incidents 


 CHS provided a report and SS when through the pertinent 
reports within this for the Group.   thought an SPC chart 
would be useful to understand this more fully, transfers to 
acute providers is 87%, there was a further discussion 
around this and the challenges around this.   advised there 
are reintroduction of handovers between wards in UHL and 
CHS and this will be rolled out to all wards and is working 
with the systemone coho tab to have a medical 
management section on this. 
 
DMH had 34 incidents around physical health deterioration, 
does not know the breakdown at the moment, the SPC 
shows a slight dip in February, there was a question around 
the sub-categories under cause 2 and advised that would 
be able to help  to understand if these could be amended 
for further clarification/understanding. 
 
 thanked all for the data.  


QI Projects 


  


  
 


Policies Update   
Items for 
escalation: 
DMT/PSIG 


 Nothing advised 


AOB  Non-Contact Observations 
 
 would like to change the name of this to soft-signs. 


 


Chair of 
Committee: 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
4th June 2025 


Time:  1pm – 3pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:      
 Chair  


2.  Notes and Action Log from previous meeting   
 
 
 
 
Policies assigned to DPRG for information. 
 


 
          


Chair  


3.  Updated TOR 
For Agreement 
 


 All 


4.  Workplan  Chair 


5.  DPRG Corporate 15 request/review 
 


• Further Discussion Required 


  


Insight 


     6. Non-Contact Observations (Soft Signs) Update 
1.30pm 


 


7 Soft signs of illness - Advice for patients, relatives, 
and carers 
 
For dissemination to all services this been signed off 
through patient reader group and senior clinical team in 
CHS  
 


 
 


 


8 VTE Update Standing Item  


9 Actions from SI 356533 - returned. 
 


• Key elements for discussion in relation to 
NEWS2 recording /escalation 


 
 


 


10 Sepsis  
 


Standing Item 
 


 


11 NEWS 2 Update 
 


 


Standing Item 
 
 


 


12 Lifepak 100 Defib Batteries 
 


Verbal 
Update 


 







  


13 Midazolam Buccal   
 
Midazolam buccal access is currently only available in 
LD Inpatients 
 


Update  


14 Paediatric Life Support CPR mask provision 
 
 
 
 


Discussion 
 


 


15 ILS and BLS training figures  


  


Standing Item       


16  DPRG Governance Data and Incidents 


• CHS Data  
• DMH Data  
• FYPC Data  


Standing Item  
    
 


 Chair 


Improvement 


     17. QI Projects 
     


  Update 
   


ALL  


18. Items for escalation to: 
DMT 
PSIG 


  


19. AOB: 
• Maternal Cardiac Arrest 


 


  


20 Date of Next Meeting:   
6 August 2025: 1.00 – 3.00pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 4th June 2025 
Time:  1pm – 3pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: 


Attending: 
 
 


NA  
was in attendance 


Apologies: NA ,  
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 


Notes and 
Action Log 
from previous 
meeting   
 


 The notes were agreed as a true reflection of the meeting. 
 


Policies  All policies assigned to DPRG are in date. 
 


Matters Arising 
/TOR 


  has updated with comments, and this will be submitted as 
a final document. 
 


Workplan  All items on the workplan are covered in the agenda and 
this is added for continuity. 
 


DPRG 
Corporate 15 
request/review 


 This item has returned for a further discussion and  advised 
he had thought of an idea to simplify this request, he gave 
an update of the corporate ask – when reviewed if we 
consider our DPRG policy to be connected to our LLR CPR 
Policy then the DPRG policy says we use the NEWs2 
system but it is not in policy that staff undertake News2 
training to address this we need to identify what is 
mandatory training regarding NEWS2 and vital signs we 
need to put this in the Policy so we meet Corporate 15.   
asked who makes the decision this training is mandatory?   
thought we had these discussions and EW had a plan and 
took this to TED,  thought this was a separate issue we 
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level: 
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need to identify what we have that relates to NEWs2 and 
insert that and then we can identify gaps.  There was a long 
discussion around training requirements that could be 
required in different divisions,  thought this piece of work 
needs clarity. 
 
ACTION: Amendment to DPRG policy to add a line to 
make us compliant. 
 


Non-Contact 
Observations 
(Soft Signs) 
Hussain 


  was asked to review the training around Soft Signs and 
this originally training was a video, this could be an e learn 
package which could be mandatory, there was issues with 
access around this and should this be a paper form and 
this could be an online tool and  has created an online tool 
for non-contact observations to be accessed remotely and 
be available on Systmone –  shared his screen and went 
through the functionality of the questionnaire and this is in 
the community services unit but could be shared if required, 
please ask  to do this.    
 
There was a long discussion around this form and advised 
that the group needs to agreed escalation if they are in 
agreement with the tool and can have this as a template 
and have quick access buttons within this.  did not think a 
task button would be useful as this could be ignored but did 
like pop up with advice. 
 
 asked if there could be a community version,  said this is a 
Trustwide template for any service, the elearning package 
would advise how to access this template. 
LMcD really likes this tool and advised that a colleague has 
undertaken a lot of work around escalations.   asked if at 
the top of this template it should advised that this should 
only be used if NEWs2 assessment is not possible, staff 
should not default to this tool; also, is there was a policy for 
non-contact physical observations?  said this does not 
replace NEWs2 this is only to be used if this is not possible, 
within the DPRG policy is does not make non-observations 
mandatory and a good roll out and communication would 
be needed, this fills in a gap if NEWs2 cannot be used. 
 
 asked if this could be available on a handheld device so 
staff do not have to leave their patients when completing,  
will see if this can be completed on Brigid, also can the 
questions be switched around engagement as this will help 
with ’s rule which will be coming out, a 1 minute SBAr for 
safety huddles would be useful,  is happy to help with this. 
 
It was emphasised that this does not replace NEWs2 this 
would be a trust specific non-contact tool where we cannot 
undertake NEWs2 observations, we need to formulate a 
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plan on how we take this forward towards rollout. 
 
 summarised: broadly supportive and excellent piece of 
work there needs to be directorate specific input into what 
works in each department, we need to bring this together to 
formulate next steps and agreed timeline. 
 
ACTION:   and  will carry on this valuable work 
 


Soft signs of 
illness - Advice 
for patients, 
relatives, and 
carers 


  advised that from a CHS process this has been agreed 
and will be used in CHS and if other services want to use 
this, please do this.   gave a short explanation of when this 
document would be used and said this will be printed on A5 
on card.   thought this would be useful for carers also and  
thought this was a helpful document for patients and asked 
if there will be a communication brief around this.   will 
share with the DMH community teams and asked if this 
should be attached to the DPRG policy,  thought a one 
page SOP attached to the policy would be useful. 
 


VTE 
 


  advised a lot of our workplan relates to VTE and a task 
and finish group initial date has been identified to progress 
this work, if anyone is interested and would like to join this 
group, please let  know. 
 


Actions from 
Internal 
Investigation 
333945 
Returned 


  asked for this to be deferred as the ask is to make 
changes to the policy for recommendations for escalations.   
What is it we want the Group to do and how are we going 
to do this.  thought this tied into soft signs and 
recommendations of the recognition of when something is 
not right.  thought a proposal of recommendation need to 
be brought to this meeting and asked for this item to be 
deferred.  advised News2 is a tool and clinical judgement 
should be used when assessing patients. 
 
ACTION:  Deferred to August Meeting –  will bring a 
proposal for discussion 
 


Sepsis   advised this work has been agreed at PSIG and will then 
be discussed at Safety Forum,  will send notes of the 
meeting for information. 
 


NEWS 2 Update  Discussed earlier.  
  
 


Lifepak 1000 
Defib Batteries 
 
 
 


  gave a brief outline of Option 2 and advised an audit of all 
59 lifepack 1000 and 51 defibs had been undertaken by the 
team and when visiting sites, they found that all batteries 
were in date, there was only one machine expiring this 
year, and there were spare batteries that would expire 
earlier that the one in situ. 
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The audit was a useful exercise and reiterated that option 2 
the opinion of the team that Option 2 was the best option to 
take forward.   advised that the checklist would need to be 
updated and  offered to do this. 
 
The Group were happy for the team to progress Option 2 
 


Midazolam 
Buccal 
 


  is hoping to update the drug boxes to ensure we roll this 
out, he is hoping to access the support of the PDN’s to help 
with this.  
 
ACTION:  and  will meet and discuss how to progress 
the training around this.  
 


Paediatric Life 
Support CPR 
mask provision 
 


  advised that it had been raised that the pocket mask was 
not ideal for paediatrics,  has undertaken a scoping 
exercise and advised our practice is in line with other 
Trusts, this item was discussed in DPRG in 2021 and it was 
agreed to continue using adult masks.  Junior masks could 
only be used for young children and the mask manufacturer 
recommends that the adult mask is rotated for a child. 
 
 outlined the options around this going forward: 
Option 1 – remain as current. 
Option 2 – change to junior masks and there are various 
options within this. 
 
There was a discussion around this within the Group and  
 thought Option 1 and  and  agreed. 
 
The Group agreed with Option 1. 
 


ILS and BLS 
Training Figures 


  advised training continues to be provided and attendance 
is variable particularly ILS and PILS, could all please 
encourage staff who are booked onto training to attend,  
advised the mechanism is now in place to see staff 
members who regularly do not attend. 
 


DPRG 
Governance 
Data and 
Incidents 


  went through this CHS data and highlight patients who are 
returned to the acute provider.   asked if this data was 
pulled from Ulysses and advised that ANPs also record 
data and the two do not tally and some wards are not 
recording from an ANP point of view and  will take this to a 
team meeting.   shared the data for FYPC for the group,  
queried the wait times and RF advised this relates to the 
time patients are waiting to be assessed.   shared DMH 
data with the group and this was discussed. 
 
 advised that SPC charts should be used to make this 
information more useful,  will raise at IOG. 
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QI Projects 


  


 No QI project at this moment. 
 


Items for 
escalation: 
DMT/PSIG 


 Nothing advised 


AOB  Code of Conduct Issue around recognising 
deterioration for LD staff members 
 
 and  have discussed, and all registered nurses should be 
undertaking ILS if there is an appetite for bespoke training 
then this could be discussed, this would be in house and 
not mandatory.   went through the training in LD, staff can 
be incorporated into the ILS system if required but we need 
numbers.   thought this ask was around the standardisation 
of Training, some LD staff were not confident in recognising 
a deteriorating patient and  gave background around this.  
is concerned there is a gap around recognising a 
deteriorating patient and agreed,  thought this may be a 
confidence issue with staff. 
 
ACTION:  , ,  and  to meet and discuss additional 
deteriorating patient training with an update at August 
DPRG 
 
Obstetric Cardiac Arrest 
 brought this item for a discussion and is aware we have 
had multiple pregnant women on the Bradgate unit and 
other areas in the Trust and gaps have been identified 
when investigating a maternal death and it is hoped there is 
system wide training around anaphylaxis training.   went 
through the questions asked and wondered if a SOP would 
be useful for LPT, there was a long discussion around this 
and  advised that she agreed a SOP would be useful and 
this could be incorporated should it be needed.  advised we 
need to be aware of what we subscribe to, this would be 
advanced life support and we teach immediate life support 
and are we asking to much of staff when we do not teach 
advanced life support.   advised, there are elements within 
this tool that could be useful for LPT, but to have nothing 
keeps us wide open.   thought there were elements that 
could be useful for staff.   wondered if this equipment could 
sit with the physical health team in DMH, it was advised 
that only  and  are ALS trained in LPT. 
 
ACTION:   will take this back to the DMH Physical 
Health Team for a discussion to create a Pregnancy 
SOP to include this information 
 
Date of Next Meeting 
This is likely to change as the first week in August is not a 
convenient time for this meeting due to annual leave and 
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doctor’s changeover,  will advise of the new date. 
 


 


Chair of 
Committee: 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
 27 August 2025 


Time:  1pm – 3pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:      
 Chair  


2.  Notes and Action Log from previous meeting   
 
 
 


 
         


Chair  


3.  Updated TOR 
For Agreement 
 
Workplan for Information 
 


  
 
  


All 


Insight 


     4 Non-Contact Observations (Soft Signs) Update    


5 VTE Update Standing Item  


6 Actions from SI 356533 - returned. 
 


• Key elements for discussion in relation to NEWS2 
recording /escalation 


  
  


 


7 Sepsis  
 


Good a�ernoon 
I am sharing 3 different reports that have been published from 
HSSIB (atached). These three inves�ga�ons explore issues 
associated with sepsis in healthcare se�ngs that span GPs, 
hospitals, ambulance services and nursing homes. Each report 
examines an individual case of sepsis rela�ng to different 
condi�ons: 


1. a pa�ent with a urine infec�on 
2. a pa�ent with abdominal pain 
3. a pa�ent with diabetes and a foot infec�on. 


 
Please also find the link: Sepsis: inves�ga�ng under the Pa�ent 
Safety Incident Response Framework (PSIRF) 
 
It is recognised na�onally that many organisa�ons o�en do not 
learn from others & that systems for sharing learning & ac�ng on 
that learning is not robust, including na�onal reports/Inquiries. At 
LPT we are working towards being a truly learning organisa�on. 
 


Standing Item 
  
   
 
  
 


 



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.hssib.org.uk%2Fpatient-safety-investigations%2Fsepsis-investigating-under-the-patient-safety-incident-response-framework-psirf%2F&data=05%7C02%7Clinda.brookes4%40nhs.net%7Ce95f2f3f3e2f44095e1908ddb4acef7b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638865377685914361%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=m%2BQN1QqseEa2JI2oE0WzVqQJHE%2FIVvRGkzhOT3mzjUc%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.hssib.org.uk%2Fpatient-safety-investigations%2Fsepsis-investigating-under-the-patient-safety-incident-response-framework-psirf%2F&data=05%7C02%7Clinda.brookes4%40nhs.net%7Ce95f2f3f3e2f44095e1908ddb4acef7b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638865377685914361%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=m%2BQN1QqseEa2JI2oE0WzVqQJHE%2FIVvRGkzhOT3mzjUc%3D&reserved=0





As chair of DPRG I consider that you may agree there maybe 
opportuni�es for learning for LPT and ask that you consider and 
share with your key colleagues (some are ccd in) and the group to 
iden�fy: 
1. If there is any learning for us to keep our pa�ents safe & 
improve our care. 
2. There is opportunity to explore if we have gaps in systems & 
processes related to recommenda�ons iden�fied & develop a local 
improvement plan, or, link into local programmes of improvement. 
3. The opportunity to share what we are doing is best prac�ce & 
are already on a journey of improvement. 
 
I have atached is a template to formulate feedback should you 
wish to do so and return within 3 months of the date of this email. 
I would envisage this would be best reviewed at DPRG and then 
included in your DPRG report into PSIG or can be shared into  
 
If you would like to read more about how NHS could improve 
learning for our pa�ents, please visit: Mind the implementa�on 
gap - Pa�ent Safety Learning 


 
8 NEWS 2 Update Standing Item 


 
 


9 The use and regulation of pulse oximeters (information 
for healthcare professionals) - GOV.UK 
 
• Use of pulse oximeters and staff awareness of 


when they may not be accurate. 
• Training Slide against the updated guidance with 


the item looking at capturing from medical devices 
where they all are. 


 


Information   


10 Laryngoscope      


11 Facemasks    


12 ILS and BLS training figures  


  


Standing Item  
      


 


13 DPRG Governance Data and Incidents 


• CHS Data  
• DMH Data  
• FYPC Data  


Standing Item  
    
   


 Chair 


Improvement 


     14 QI Projects 
     


  Update 
   


ALL  


15 Items for escalation to: 
DMT 
PSIG 


  


16 AOB: 
 


   



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.patientsafetylearning.org%2Fblog%2Fmind-the-implementation-gap-the-persistence-of-avoidable-harm-in-the-nhs%23%3A%7E%3Atext%3DIt%2520calls%2520on%2520the%2520Government%2Cto%2520learning%2520and%2520safety%2520improvement.&data=05%7C02%7Clinda.brookes4%40nhs.net%7Ce95f2f3f3e2f44095e1908ddb4acef7b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638865377685935399%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=6pkt4tRLj%2BZjKqEyVcq0DbTSoOPBgCpDMH2zmgsf2Og%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.patientsafetylearning.org%2Fblog%2Fmind-the-implementation-gap-the-persistence-of-avoidable-harm-in-the-nhs%23%3A%7E%3Atext%3DIt%2520calls%2520on%2520the%2520Government%2Cto%2520learning%2520and%2520safety%2520improvement.&data=05%7C02%7Clinda.brookes4%40nhs.net%7Ce95f2f3f3e2f44095e1908ddb4acef7b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638865377685935399%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=6pkt4tRLj%2BZjKqEyVcq0DbTSoOPBgCpDMH2zmgsf2Og%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fguidance%2Fthe-use-and-regulation-of-pulse-oximeters-information-for-healthcare-professionals&data=05%7C02%7Clinda.brookes4%40nhs.net%7C59cbb778e609419da59408ddbedb562e%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638876571447427632%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=diF0wYLFm6RQIHtYzKPb3m6jiim%2F%2FTAGsuxNIlyTs04%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.gov.uk%2Fguidance%2Fthe-use-and-regulation-of-pulse-oximeters-information-for-healthcare-professionals&data=05%7C02%7Clinda.brookes4%40nhs.net%7C59cbb778e609419da59408ddbedb562e%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638876571447427632%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=diF0wYLFm6RQIHtYzKPb3m6jiim%2F%2FTAGsuxNIlyTs04%3D&reserved=0





 


17 Date of Next Meeting:   
1 October 2025: 1.00 – 3.00pm via MS Teams 


  


 







1 
 


 
 


 
Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 27th August 2025 
Time:  1pm – 3pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: 


Attending: 
 
 


NA  
No representation from FYPC. 


Apologies: NA  
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 


Notes and 
Action Log 
from previous 
meeting   
 


 The notes were agreed as a true reflection of the meeting. 
 


Policies  All policies assigned to DPRG are in date. 
 


Matters Arising 
TOR for 
information 
Workplan for 
information 


 • Corporate 15 – emailed  
• Defib Batteries – agreed option 2 – central storage, 


agreed changes to check books and  will be soon 
distributing these and spare batteries will be collected 
for the central stock. 


• Midazolam – meeting with PDN’s to understand 
training and this is an ongoing piece of work. 


• has now retired, and a replacement has not been 
recruited. 


• Pregnancy SOP underway 
 


Non-Contact 
Observations 
(Soft Signs) 
Hussain 


 Further update in October. 


VTE 
 


  advised the group looking at this has been established and 
new members would be welcome, VTE policies have been 
sourced from other Trusts for information and work to 
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Agenda Item: Assurance 
level: 


Committee escalation: 


create a LPT VTE policy is underway. 
 


Actions from 
Internal 
Investigation 
SI 356533 
Returned 


  advised this has been discussed before, but Governance 
thought this needed to be re-discussed.   gave background 
to this investigation and the reason.   
 
There is an ask to include another prompt on the system to 
repeat observations if there is a change in clinical 
presentation regardless of if the News score does not 
change. 
 
 advised the policy has been in place and thought CELS 
could support nurses to be clinically competent to use 
NEWs with a competency-based assessment.   advised 
there is not a NEWs2 policy it will be amending the DPRG 
Policy. 
 
advised there are escalation plans we should be using and 
there is an escalation tab on the escalation plan on 
SystmOne, if you are at all concerned around the patient 
repeat the obs this should be normal nursing intuition and 
not to rely on an algorithm.   thought this is around 
recognition of deterioration and all nurses should be able to 
do this.   advised it is emphasised in training that you use 
the A to E approach and NEWs2 is only a tool, registered 
nurses should be able to recognise a deteriorating patient.   
advised that therapists undertake clinical observations and 
training for community therapists for NEWs2 is very basic 
and there is a gap in learning. 
 
 agreed with the group, it is around recognition of 
deterioration for nurses and training is being rolled out by 
the CELs,  asked if the training was a one off or did this 
have to be repeated,  advised this is for new starters and 
advised therapists to have received training and the training 
can be accessed as a refresher.   thought that NEWS2 was 
perhaps 'sold ' to staff in the wrong way initially when it was 
rolled out? they do now rely on it. so that perhaps need to 
be revamped in the way it’s being thought of in practice, is 
there a paper prompt but is this also on Brigid to repeat?  
said no there are no prompts and trying to change Brigid is 
very difficult. 
 
DPRG believe this action is part of a registered 
professionals training and changing what is written in the 
policy is not going to change that, training is reinforcing that 
if a clinical presentation changes, we should be repeating 
observations and it is part of the NMC Code. 
 
 thought this issue was a staff and team issue to escalate 
and not a system issue. 
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Agenda Item: Assurance 
level: 


Committee escalation: 


 
Sepsis   advised that Section 28s are brought here for learning and 


information and we need to understand if there is any 
learning for LPT and report on anything we feel is a wider 
learning. 
 
Case 1 – Sepsis vascular case – there was communication 
issues when a patient was transferring from one hospital to 
another ward;  recognised how important this is when 
transferring patients from MH to UHL.   
 
Case 2 – out of hours GP team and took a long time to get 
a prescription to the patient and recognising soft signs in 
SEPSIS. 
 
Case 3 – second opinion and LPT is looking at piloting 
Martha’s rule. 
 
 asked all to read and she will take these to the Sepsis 
Group for discussion but any further comments to RH 
please. 
 


NEWS 2 Update   advised that the joint NEWs 2 QI group has not happened, 
and JM has not repeated the audit she will do this next 
time. 
 


The use and 
regulation of 
pulse oximeters 
(information for 
healthcare 
professionals) - 
GOV.UK 
 
 
 


 National alert around pulse oximeters – 
 
• Use of pulse oximeters and staff awareness of when 


they may not be accurate. 
• Training Slide against the updated guidance with the 


item looking at capturing from medical devices where 
they all are. 
 


 advised this is discussed in ILS and the limitations of them 
are discussed, this is another basic nursing skill and staff 
should already know, but GS is not assured this is the 
case.   advised this is covered in the vital signs training and 
Health Care workers undertake an ILCAT assessment for 
competency. 
 
There was a long discussion around this and the use of ear 
probes,  advised they do not receive requests for ear 
probes. 
 
The use and regulation of pulse oximeters (information for healthcare 
professionals) - GOV.UK 
 
 wondered if a reminder around how pulse oximeters 
should be used could be circulated for staff awareness, 
these are not to be put on ears. 



https://www.gov.uk/guidance/the-use-and-regulation-of-pulse-oximeters-information-for-healthcare-professionals

https://www.gov.uk/guidance/the-use-and-regulation-of-pulse-oximeters-information-for-healthcare-professionals
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Agenda Item: Assurance 
level: 


Committee escalation: 


 
Laryngoscope   
 


 This was a request proposed by  to consider the inclusion 
of laryngoscopes on all resuscitation trolleys. These 
devices are currently available in Bradgate where the 
teams have the support of the UHL resus teams. There 
have been instances where visualisation of the airway has 
been challenging during emergency situations. While there 
is no national mandate for their inclusion, standardising 
resus trolley contents across all LPT sites could improve 
preparedness and clinical response.  One consideration 
was whether ILS trainers could incorporate laryngoscope 
use into the training curriculum.  Competency in their use 
could be addressed during recertification. 
 
It was noted that tongue depressors are currently available 
on the trolleys. However,  raised concerns that introducing 
laryngoscopes without ensuring all staff confidence and 
competence could place us in a more vulnerable position.  
agreed, noting that in critical situations, additional support 
would be summoned via 999, with the arrival of teams 
trained in this equipment use. 
 highlighted the challenge of maintaining staff competency 
in using laryngoscopes, and  echoed this, adding that 
improper use could potentially cause harm. 
After discussion, the Group agreed to proceed with  
Option 2: Maintain the status quo, recognising the risks 
and training implications associated with introducing new 
equipment. 
 


Facemasks 
 


  gave background on this issue and gave the guidance 
around this, 5 drawer trollies on the Glenfield site have 
these facemasks and  is asking to put the additional 
different sized facemasks on the trollies to adhere for 
national guidance.   wondered why we have not had these 
before.    
 
The Group agreed for this to happen. 
 


ILS and BLS 
Training 
Figures 


  went through the training activity with 70% attendance and 
30% spaces that are lost due to non-attendance or not 
filled, this is impacting training rates.  There needs to be 
more investigation on managing attendance across the 
Trust,  gave examples of how this has been managed 
within other organisations. The second point is around drills 
and recognition by the Trust as a training tool and post 
incident reflections, 10 times were offered and 1 was taken 
up, the process of drills needs to be revisited, unannounced 
drills could be an option.   would like to write an options 
paper on how to take these issues forward and bring to a 
future meeting;  did not feel a paper was required around 
drills, it was proposed that dates are supplied when these 
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Agenda Item: Assurance 
level: 


Committee escalation: 


will be undertaken.   thought that the issue of repeat 
offenders was being looked at by L&D and  will take this 
back to TED for discussion. 
 


DPRG 
Governance 
Data and 
Incidents 


 Data trends for CHS attached for information. 


QI Projects 


  


 No QI project at this moment. 
 


Items for 
escalation: 
DMT/PSIG 


 Nothing advised 


AOB  Expectation of a CDM (Clinical Duty Manager) 
 was looking at this, but this work was then stood down, an 
action card was being looked at to go onto the crash 
trollies.   thought this was around all CDMs doing the same 
thing, will revisit the ask and have a further discussion with 
.   
 


 


Chair of 
Committee: 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
01 October 2025 


Time:  1pm – 3pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies: 
 Chair  


2.  Notes and Action Log from previous meeting   
 
 
 


 
         


Chair  


3.  Workplan for Information 
 


  All 


Insight 


     4 Non-Contact Observations (Soft Signs) 
 
     


  
  


 


5 VTE Update Standing Item  


6 Actions from SI  385147 
 


  


Discussion 
     
  


 


7 Sepsis   
 


Standing Item 
  


 


8 NEWS 2 Update Standing Item 
 


 


12 ILS and BLS training figures  


  


Standing Item  
      


 


13 DPRG Governance Data and Incidents 


• CHS Data - received 
• DMH Data  
• FYPC Data  


Standing Item  
       


 Chair 


Improvement 


     14 QI Projects 
     


  Update 
   


ALL  


 Policy Report    


15 Items for escalation to: 
DMT 
PSIG 


  







16 AOB: 
 


 


   


17 Date of Next Meeting:   
3 December 2025: 1.00 – 3.00pm via MS Teams 
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Trust Deteriorating Patient and Resuscitation Group 
Date: Wednesday, 01 October 2025 
Time:  1pm – 3pm 
 


Highlight Report 
Strength of 
Assurance  


Colour to use in ‘Strength of Assurance’ column below 


Low Red - there are significant gaps in assurance and/or  not properly 
assured as to the adequacy of action plans/controls 


Medium Amber - there is reasonable level of assurance, but some issues 
identified to be addressed. 


High Green – there are no gaps in assurance and there are adequate action 
plans/controls  


 


Agenda Item: Assurance 
level: 


Committee escalation: 


Attending: 
 
 


NA  
was in attendance 


Apologies: NA  
Every agenda 
item listed 


Low/ 
Medium/ 
High 


 


Notes and 
Action Log 
from previous 
meeting   
 


 The notes were agreed as a true reflection of the meeting. 
 


Policies  All policies assigned to DPRG are in date. 
 


Matters Arising 
/TOR 


 No items advised. 


Workplan  All items on the workplan are covered in the agenda and 
VTE is the only outstanding action, there is now a group to 
progress this, and it is a standard agenda item.   has been 
reflecting on safety metrics and gaps and thought there 
was a gap around how we receive date regarding 
deteriorating patients and NEWS2, VTE risk assessment 
data around insight and oversight and data around audits 
for a trustwide view,  thought that linking in with or would be 
useful.   
 


DPRG 
Corporate 15 
request/review 


 This item was discussion in the August meeting of the 
DPRG and  gave feedback. 
 
ACTION:  to check if the Group suggestion has been 
accepted. 
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Agenda Item: Assurance 
level: 


Committee escalation: 


Non-Contact 
Observations 
(Soft Signs) 
Hussain 


  gave background around this ask and HS shared his 
screen to show the work around the tool on the Brigid app 
this will be available trustwide, the questionnaire will sit in 
the systemwide option when live,  went through a test 
questionnaire for the Group and the quick reference guide 
on how to complete the tool on Systmone and Brigid. 
 
 went through the SOP and flowchart for the information of 
the Group, please use NEWs2 first, this is only if NEWs2 
cannot be completed.  A care plan has also been created 
and this will be put on line, unfortunately this will not 
collaborate with NEWs2 and  has been contacting other 
resuscitation officers in other Trusts around this work.   has 
also created an online training package and asked if the 
Group would be in agreement this could be trialled.   
thanked  for a very useful piece of work and asked how 
long the tool took to complete,  has trialled this and an easy 
refusal took approx. 3 minutes, another scenario of a 
patient with a PE prompted an escalation and  which could 
then prompt a medical review and the documentation does 
store on Systmone.   would like to trial this, and it was 
suggested Bosworth Ward, Belvoir Ward and Agnes Unit.   
advised this work will need to be signed of by the trustwide 
CSO’s before this is trialled hopefully in January. 
 
 thanked  for this excellent piece of work and thought that a 
medical review would need to be agreed in the Medical 
Review Group.  is looking into snomed scores and the 
template online may also need coding and a change 
request will need to be completed. 
 
The Group were happy for this to be progressed. 
 


VTE 
 


  advised there has been a second meeting of the group and 
the Policy is being reviewed, this work is ongoing. 
 


Actions from 
Internal 
Investigation 
385147 
Returned 


  went through this investigation for the awareness and 
information of the group, this was also discussed in the 
VTE Group.  There were potential gaps in clinical 
responses and the need for robust escalation protocol and 
handover practice.  The importance of adherence to SOPS 
for managing diagnostic results and initiating treatment.  
The role of the NEWSs score which remained low 
suggesting the deterioration may not always be captured by 
standard scoring and requires clinical vigilance.  The 
question was does DPRG think we need to link this to the 
VTE policy work,  thought this already did, if you escalate 
you should then act on the recommendations and actions.   
did not feel the Clinical Procedures SOP was relevant and 
may need a review and potential re-write,  agreed with this.  
EW thought this was about responsibility and accountability 
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Agenda Item: Assurance 
level: 


Committee escalation: 


for professionals, the starting point would be about the 
expectation.   commented that when reviewing Ulysses 
there is a major emphasis on the patient’s mental 
presentation and nothing around the physical presentation,  
advised this is being worked on to address the balance.  
  


Sepsis   said Well done for getting Meropenem into the pharmacy 
bundle,  advised this was rolled out in Sepsis week.   EW 
asked if a BAT had been completed,  said yes with no 
major updates.   has reached out to two paediatric 
consultants to help with Sepsis and is hoping they will join 
this group. 
 


NEWS 2 Update  A learning board has been completed and this could be 
presented in December’s meeting. 
 


ILS and BLS 
Training 
Figures 


  updated the group on ILS training, DNA rates have 
reduced significantly in September and courses are fully 
booked in October but looking towards the end of the year 
there are capacity, there were 12 extra spaces added on 
the ILS courses for staff who were not certified and staff 
were contacted to book but unfortunately this did not 
happen, due to the pre-learning it was suggested that staff 
should book themselves.   went through the ILS training 
figures for September and highlighted the last-minute 
cancellations it is only a few times a year that has a full 
class. The group discussed how and why staff may not 
attend for training, there may be an issue with the ILS 
Resuscitation Council website not showing that pre-
learning modules have been completed,  went through the 
reasons why staff would be turned away from courses, 
screen shots should be taken when completing pre-
modules as proof of completion if the student have not got 
these they will be asked to log in to prove they have 
completed the pre-learning modules and if they have not 
completed these they are asked to leave.  wondered if this 
training should be rostered in for staff to protect their time 
to undertake the pre-learning and then the training. RH 
thought this was a question for TED.   advised now there 
are 40 uncertified staff for ILS level 3, more than half of 
these staff are booked, this is our most important course for 
patient safety: there was further discussion around this and 
how to ensure staff are certified. 
 
ACTION:   to contact TED around how we can ensure 
staff are released to attend ILS Level 3 and put in Triple 
A report to PSIG as an Alert 
 


DPRG 
Governance 
Data and 


 CHS report taken as read. 
 
went through her report and advised that training is green 
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Agenda Item: Assurance 
level: 


Committee escalation: 


Incidents but ILS Level 3 is standing at 83%, AMAT results are not 
looking very good, the overall compliance is 49.8% with low 
level understanding, a lot of areas have not completed this 
and  has escalated there was a long discussion around this 
especially around the AMAT results around observations 
being completed once a day, although there are pockets of 
good practice throughout DMH.  There are issues around 
staff not using Brigid and using pieces of paper to note 
observations and scoring these later, staff have been asked 
not to do this, but this is concerning.   advised that the 
Resus Champion project could help, and asked if there was 
a daily routine around daily observations and non-contact 
observations could help,  advised the routing varies and 
there isn’t a consistent answer around this,  thought this 
could be mandated?   described the process on the wards, 
and it would require someone outside of this process to 
take this responsibility and there was a discussion around 
how this could work in practice as patients will not get up, 
do not consent etc; management needs to crack down on 
this issue on wards.  There is a risk on the register around 
Brigid not working on some of the wards in Bradgate and 
the risk around paper charts. 
 


QI Projects 


  


 No QI projects identified at this moment. 
 


Items for 
escalation: 
DMT/PSIG 


 • Brigid not working properly on some wards. 
• FYPC attendance at this Group 
• Staff ILS non-attendance issue 


 
AOB  BLS Training 


 is proposing changes to BLS courses, the idea is to 
change to the initial 2 courses to just one course and 
inpatients staff undertake the resus trolley review at 
induction, the courses will then be separated after 1 year, 
so inpatients undertake a separate course, matrons have 
been consulted and assurance that inpatient staff 
undertake resus trolley reviews at induction. The Group did 
not have any concerns around this. 
 
MARSI MEWs in Eating Disorders 
This document is now Medical Emergencies in Eating 
Disorders which replaces Marsipan and this document may 
need a review.   thought we needed to look at the 
Resuscitation Policy again,  will inform DPRG meeting on 
progress. 
 
Face to Face DPRG 
 would like a face-to-face DPRG meeting, planning for 
February meeting, GS offered to book a suitable room and  
agreed and thanked him for this. 
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Agenda Item: Assurance 
level: 


Committee escalation: 


 
Marthas Law 
Pilots have commenced in other community Mental Health  
trusts and  had reached out to Oxford for any early learning 
identified. 
 
Lifepack Battery Update 
 advised that this work is still progressing well, and comms 
will be issued shortly. 
 


 


Chair of 
Committee: 


 


 







 
  


Trust Deteriorating Patient and Resuscitation Group 
05 December 2025 
Time:  1pm – 3pm 
Venue: MS Teams  


This meeting will be recorded for note taking purposes 
 


Agenda 
 


 Item Reference Lead 
1.  Welcome and Introductions. 


Apologies:    
 Chair  


2.  Notes and Action Log from previous meeting   
 
 
 


         Chair  


3.  Workplan for Information 
 


  All 


Insight 


     4 Non-Contact Observations (Soft Signs) 
PNCAT – Non-contact assessment tool:  
Met with and today actually (27/11) to ensure the tool is 
workable from a CSO point of view and  is happy with some 
amendments that it will be signed off. The amendments are 
good, they ensure that the core assessments like RR, HR etc 
are coded and thus comparable with those assessments on 
NEWS.  
Likely to be delayed to trial to around April for 2 reasons: TEL 
have explained they couldn’t prioritise the work on this  to 
create the e-learning package as they have other jobs at 
present and gave me an 8-10 week delay before starting but 
the second is the change request to create the online care 
plan template for this has only just gone through and will 
require the same scrutiny that the assessment has received 
from the CSOs so we just have to wait for those 2 bits. I’d 
rather have the full set to measure in trial than part of it and 
have things go wrong as bits are introduced if that makes 
sense.  
I’d like to propose trial in 3 areas: Belvoir (likely patients will 
refuse obs), Agnes (LD patients may be more difficult to 
achieve obs) and Coleman (elderly mental health makes 
patients at risk and unpredictable for refusal of obs).  
Hope is then, it will begin in April.  
     


Update 
Attached 


  


 


 5 Guidance for Using the Patient Soft Signs of illness 
action card 
 
  
 


Discussion 
  
  


 


6 VTE Update Standing Item  


7 SLA Report to DPRG    







8 Actions from SI   
No items advised this month. 


Discussion 
     
  


 


9 Sepsis   
 


• Clinical Update 
Recognition, diagnosis, and early management of suspected 
sepsis: summary of updated NICE guidance 


 


Standing Item 
   


 


10 NEWS 2 Update Standing Item 
 


 


11 Supporting Staff Confidence in Using NEWS2 for 
Deteriorating Patients 
 


   


12 Preparation for Resuscitation Training 
 


Discussion 
  


 


13 ILS and BLS training figures  


 


  


Standing Item  
      


 


14 DPRG Governance Data and Incidents 


• CHS Data   
• DMH Data  
• FYPC Data  


Standing Item  
       
  
 
  


 Chair 


Improvement 


     15 QI Projects 
     


  Update 
   


ALL  


16 Items for escalation to: 
DMT 
PSIG 


  


17 AOB: 
 


 


   


16 Date of Next Meeting:   
4 February 2025: 1.00 – 3.00pm – Meeting Room 3 – 
Bradgate Unit 


  


 



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.bmj.com%2Fcontent%2Fbmj%2F385%2Fbmj.q1173.full.pdf&data=05%7C02%7Clinda.brookes4%40nhs.net%7C74e572cb940e403d450508de2818fa26%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638992284909388470%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=m3UsjhKon1mF%2Buh954vmnIoW0KRwD706GYoGkSRGTVU%3D&reserved=0
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Emergency Equipment Bag  
Photo contents book 


 
 


 
 


Gillivers/The Grange 
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Checking Procedure  
 


 
A Registered Nurse with relevant training must complete the resus 
equipment check daily.  
 
1. Check all items are present on top and side of bag. 
 
2. Break seal minimally once a week and open to check the entire 


contents of the bag ensuring all required items are present and are in 
date with at least a month prior to expiry. If any item is within one 
month of expiring, ensure replacement stock has been ordered and 
replace as soon as it arrives. 


 
3. Check AED as per instructions. Do not switch AED on. Check pads 


are in date – if within 1 month of expiry, ensure replacement pads are 
ordered. 


 
4. Check Laerdal Suction Unit as per instructions. Check 


      patient tubing is still in its wrapper and is in date. 
        
5. Check oxygen cylinder. CD cylinder – replace the CD cylinder if the 


needle is below the GREEN section. (¾) See medical gas SOP action 
card. 
 


 
 


 
6. When equipment check is finished complete the checklist and reseal 


the bag if required. Ensure seal number is documented on daily 
checklist. 
 


7. The trolley should be immediately checked after use in accordance 
with point 2.  


 


 
Checks should be carried out by both day and night staff to ensure all staff 
are familiar with the equipment.  
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This is an opportunity to familiarise staff with the equipment and to 


cascade information regarding the bag contents to members of staff who 


are unfamiliar with the contents or have not attended ILS training, but who 


will be required to assist in the event of an emergency. 


 
 
 
 
 
 


If any of the daily checking procedures fail to meet the required standard, 
please clearly document any action taken on the reverse side of the page. 


 
 


 
 


***Remember it is your responsibility to act on any deficiencies 
you find*** 


 
Ensure all items in bag are correct as per checklist 


 
If you find contents to be out of date or missing during the 


check, this must reported as an Incident Report via Ulysess. 
 


 


It is the responsibility of each area to check and maintain all 


emergency equipment. It should be checked DAILY and 


recorded that this has been carried out.   


It is advised that clinical areas should keep spares of 
consumables, and that expiry dates are checked on a regular 


basis. 
 


Following the emergency bag being used, the bag should be 


restocked, new equipment expiry dates recorded and daily 
checklist completed. 
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Checking procedures for Laerdal Suction Unit 
 
Daily 
 


• Unplug the Suction Unit from mains to carry out the test 


• Check that suction tubing is attached and has yankaeur sucker attached 
and is in date 


• Ensure the patient suction tubing is not blocked or bent 


• Ensure the canister liner, lid, connector and tubing are securely fastened, 
undamaged and unused 


• Turn operating knob up to 500mmhg 


• Check Vacuum indicator illuminates only 1 or 2 lights (more means there is 
a blockage) 


• Occlude (bend and block) suction tubing 


• Check that Vacuum indicator achieves 500mmhg indicated by LED indicator 
(at least one light from the top) 


• Release suction tubing and check that 3 or 4 LEDs are lit on the battery 
indicator. (Only 1 or 2 lit indicates a battery problem)  


• Turn knob back to 0mmmhg 


• Ensure suction unit is plugged back into mains on charge and record test 
results in daily emergency equipment check book 


 
After use 


• Ensure disposable inner lining is replaced or for devices that do not have 
inner lining that correct decontamination is carried out of the canister.  


• Remove used suction tubing and replace. 


•  Check the operation of the Laerdal Suction Unit by running device test  


• Check the outside of the Laerdal Suction Unit for cracks and other signs of 
damage e.g. dirt or contamination 


• Replace the suction unit on charge 
 
 
 
Periodically 
 


If any problems are detected Avensys should be informed immediately 
 


All checks should be recorded in the daily checkbook.For further information 
regarding maintenance, decontamination testing and troubleshooting please refer 


to the Laerdal Suction Unit manual. 
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Checking procedures for Automated External Defibrillator (AED) 
LifePak 1000  
Daily Checks 


• Unzip AED case. DO NOT SWITCH DEFIB ON. 


• Check a set of defibrillator pads are present, sealed/in 


undamaged packaging and are in date.  


• Check scissors and razor are present. 


• Check the status indicator in the upper right hand corner. 


 
Status Indicator Meaning 


 


The AED is ready to use. 
Check battery has at 
least 3 bars minimum.  


 


The wrench indicator 
appears on the readiness 
display when a condition 
exists that prevents or 
could prevent normal 
defibrillator operation. 


If your battery has reached 2 bars of charge, contact the LPT Medical 


Devices Team who will replace this for you from central stock, and supply & 


fit this into your defibrillator. There is no requirement for wards to order 


their own defibrillator batteries, any replacement costs will be recharged by 


the Medical Devices team to the wards accordingly. 


Medical Devices Email: lpt.medicaldeviceteam@nhs.net 


As part of the supply & fit process for any new battery, the Medical Devices 


team will apply a sticker to the defibrillator indicating when the battery was 


installed and its expiry date. This will avoid continued removal & reinsertion 


of the battery into the device. 


If any problems are detected contact Avensys on 01562 745858 immediately for 


further advice. An urgent job can be raised for assessment/repair within 24 hours. If 


any replacement equipment is required, contact the LPT Medical Devices team. 


For non-urgent information, please refer to the Operating Manual. 



mailto:lpt.medicaldeviceteam@nhs.net
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Bag Contents List 


Top of Bag             
 
  


Defibrillator with 2 set of pads. 1 x Adult pads. (Surgical Razor and scissors 
included)  


 
 
 


 
 
 


Internal space 
 
 


Bag Valve Mask with size 5 face mask x 1 
 


 
 
 
Non-rebreathe oxygen mask x 1 


 
 


 
 


 







 


 7  30/07/2024 


Pouch 1 
 
 


I-GEL supraglottic airway packs sizes 3, 4  x 1 of each size 
 


 


 
 


 
Pen torch x 1 (check working) 
 


 


 
 
 
 


Pouch 2 
 


Ligature Cutters x 1 pair 
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Oropharyngael airway size 2 x 1 
Oropharyngeal airway size 3 x 1 
Oropharyngael airway size 4 x 1 


 


 
 


Nasopharyngeal airway size 6 x 1 
Nasopharyngeal airway size 7 x 1 


 
 


    or    
                                             
Lubrication sachets for nasopharyngeal airways x 4 
 


 


 
 
 
Magill Forceps x 1 
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Pouch 3 
 
Nebuliser mask x 1 


 


 
 
 


Trachaeostomy mask x 1 
 


 
 


 
Pouch 4 


 
Suction tubing x 1  


 
 


 
 


 
Yankaeur sucker (adult) x 1 
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Suction catheter size 12 x 2 
Suction catheter size 14 x 2 


 


 
 
 


Side of Bag 
 


 
CD Oxygen cylinder with non-rebreathe mask attached 
( if cylinder dial is below green section (3/4 full) replace) 


 


 
 


 
Gloves latex free, selection of small, medium and large. 
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Bag of resus trolley/bag seals 
 


 
 


 
 


Treatment Room 
 


A Laerdal Suction Unit with suction 
tubing and Yankaeur sucker 
attached ready to use immediately 
must be available to take to a 
patient’s bedside. 
 
Clinical managers can decide where 


to put this based on a local risk 
assessment. 


 


The suction unit must be placed in 
one of the followng areas: 
 
1. Wall bracket to secure unit. 
 
2. Worktop surface in the clincal 
room. 
 
3. On top of the resus trolley (please 
ensure if done, surface of the trolley 


is relatively clear). 


 
 


Sharps container 
 


 
 
 
 
Non-steriles gloves (small, medium and large) 1 box of each.  
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Emergency drug boxes 
 


 White Box 
Yellow hypo box 


 


 
 
 
 


 
 
Arrest audit forms (kept at back of checkbook folder) 
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LPT Cardiac arrest equipment list for 5 drawer resus trolleys July 2024 


Some equipment can be obtained from pharmacy by completing the order form from  the following 


link: https://staffnet.leicspart.nhs.uk/resuscitation-2/resuscitation-equipment-order-form/ 


Items required that are not selectable via the online order form must be sourced from the ward’s 


clinical area and the normal ward supply chain.  


If there are any issues, please contact: lpt.resus@nhs.net 


 


 


 


 


 


 


 


 


Available in the clinical area but not stored on the resus trolley 


Portable Suction Unit 


A Laerdal Suction Unit with suction 
tubing and suction yankauer attached 
ready to use immediately must be 
available to take to a patient’s bedside. 
 
Clinical managers can decide where to 
put this based on a local risk 
assessment. 


 
 
 


1 


The suction unit must be placed in one 
of the followng areas: 
 
1. Wall bracket to secure unit. 
 
2. Worktop surface in the clincal room. 
 
3. On top of the resus trolley (please 
ensure if done, surface of the trolley is 
relatively clear). 


 


Sharps bin 


A sharps bin must be immediately 
available to take to the patient’s side 
during an emergency. 
 
Clinical managers can decide based 
on local risk assessment where they 
wish to store the sharps bin and the 
size of the sharps bin required. 
 


 


 
 
 


1 


The sharps bin must be placed in one 
of the following places. 
 
1. On top of the trolley 
2. Contained within drawer 5 of the 
trolley 
3 In the clinical area if it is deemed 
high risk to have the sharps bin on top 
of the resus trolley 


 



https://staffnet.leicspart.nhs.uk/resuscitation-2/resuscitation-equipment-order-form/

mailto:lpt.resus@nhs.net
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Item Quantity Notes 


Non-sterile gloves (Small, 
medium and large) 


1 box of each  


Blood glucose analyser with 
test strips 


1 Must be calibrated as per 
manufacturer’s instructions 


Spare portable suction liner 1  


Spare portable suction tubing 1  


Spare suction yankaeur 1  


Spare Bag-valve-mask with size 
5 facemask attached 


1  


Spare non-rebreathe mask 1  


Ryles tube size 14fr 2  


Nebuliser mask 1 Complete with mask, tubing 
and nebuliser acorn 


Medium concentration oxygen 
mask 


1  


10mls syringe 10  


Pre-injection alcohol swabs 5  


Needle free extension set 1  


Size 2 ambulance dressing 
(Wound pad) 


1  


IV cannula dressing 2  


Yellow Hypo (Hypoglycaemia) 
box 


1 May be stored on top of the 
resus trolley 
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Trolley contents list: 


Top of trolley 


Item Quantity Notes 


LifePak 1000 Defibrillator 1 Replace battery if only two 
bars 


Set of adult defib pads 1 Kept within defib pack 


Tuff-cut scissors 1 Kept within defib pack 


Razor 1 Kept within defib pack 


Bag-valve-mask with size 5 
facemask attached 


1 Hang on drip stand 


Security seals for resus trolley 1 bag  


Cardiac arrest proformas and 
2222 Audit forms 


5 Kept in the checklist folder 


 


Side of trolley 


Item Quantity Notes 


CD Oxygen cylinder with non-
rebreathe mask attached 


1 If cylinder dial is below green 
section (3/4 full) replace 


Suction catheter size 12ch 2  


Suction catheter size 14ch 2  


Tracheal tube introducer 
(bougie) 


1 DO NOT BEND 


 


Drawer 1 - Airway 


Item Quantity Notes 


Ligature Cutter 1  


Pen Torch 1  
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Oropharyngeal airway size 2 1 Oral airway 


Oropharyngeal airway size 3 1 Oral airway 


Oropharyngeal airway size 4 1 Oral airway 


Nasopharyngeal airway size 6 1 Nasal airway 


Nasopharyngeal airway size 7 1 Nasal airway 


Lubrication sachets for 
nasopharyngeal airways 


1  


 


Drawer 2 – Advanced airway 


Item Quantity Notes 


Laryngoscope handle and 
blade size 3 


1 Check working 


Laryngoscope handle and 
blade size 4 


1 Check working 


Tracheal stylet 1  


Endotracheal tube (cuffed) size 
6 


1  


Endotracheal tube (cuffed) size 
7 


1  


Endotracheal tube (cuffed) size 
8 


1  


10mls syringe  1  


ET tube tie 1 Cotton tie 


i-gel supraglottic airway size 3 1 Lubrication and strap present 
in pack 


i-gel supraglottic airway size 4 1 Lubrication and strap present 
in pack 


Lubrication sachets 2  
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14g non-valve cannula labelled 
for thoracocentesis 


1  


Catheter mount 1  


Magill forceps 1  


Tuff-cut scissors 1  


Micropore tape 1  


Eye goggles 1  


 


Drawer 3 - Breathing 


Item Quantity Notes 


Non-rebreathe oxygen mask 
with reservoir bag 


1  


Facemask for BVM size 3 1  


Facemask for BVM size 4 1  


Facemask for BVM size 1 1 Round mask 


 


Drawer 4 - Circulation 


Item Quantity Notes 


IV cannula pack size 16g 2  


IV cannula pack size 18g 2  


IV cannula pack size 20g 2  


IV cannula pack size 22g 2  
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Button Torniquet (single use) 2  


2mls syringe 2  


Blunt filtered needles 4  


21g hypodermic needle 
(green) 


4  


Normal Saline (0.9% Sodium 
Chloride) syringes - 10ml  


10 Pre-filled 


Needle free extension set 2  


Blood giving set 2  


Blood gas syringe with needle 2  


Sterile gauze swabs 5  


Disposable razors 3  


ECG electrodes in carry case 
with pack of 30 ECG 
monitoring electrodes 


1  


 


Drawer 5 – Fluids and drugs 


Item Quantity Notes 


Sodium chloride (0.9%) for IV 
infusion (500mls) 


2  


IV pressure bag 1  


Spare defibrillator pads 1  


White emergency drug box 1  


Red cardiac arrest drugs box 1  
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Available at Watermead and Welford 


Item Quantity Notes 


Spare cardiac arrest drugs box 1  


SOS – Suspicion of Sepsis box 1  
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Community Nursing deteriorating patient escalation process  


Response and escalation 


Ensure the NEWS2 and sepsis pathways and escalations are followed.  


 


Trigger


• If any concerns or changes in a patients condition or presentation, wounds, mental 
health status are identified this should trigger further assessment and possible 
escalation


Step 1 


• Complete a set of Obs, SBAR tool, NEWS2 score, the sepsis pathway if indicated,and 
take a clinical history- Ask the patient (Do not just rely on obs, view the patient 
holistically) 


Step 2


• Identify a route of escalation- GP, 111 (0300 323 0672- professional line), 999, virtual ward, clinical 
support from nurse in charge/ coordinator. Ensure contact with the GP via telephone or task is in line 
with the GP action criteria and appropriate to the urgency. When referring to the GP please use 
SBAR handover process, please refrain from using NEWS2 scoring as this is a local template not 
utilised by GP's.  


Step 3 
•Nurse to contact and hold clinical conversation with GP/111/ DHU professional line/ 999 to provide SBAR 
and share clinical findings (DO NOT DELEGATE TO FAMILY OR CARERS)


Step 4 


• Liaise and escalate to nurse in charge/ coordinator for support/ clinical review/ advice/ 
redistribution of visits (if a HCSW raises concerns it should be considered to send an 
RN to support)  


• Complete record keeping 


Critical 
response 


• Remain with the patient until ambulance arrives


• If the patients condition is life threatening, including SEPSIS then staff member 
to provide urgent care and remain with the patient until ambulance arrives and 
accepts handover


• (Cat 1 ambulance priority)


Urgent 
response 


• Assess and seek support to whether you need to remain with the patient, 
ensure clinical rationale for staying or leaving is documented


• If the patient requires urgent assesment /treatment i.e. Falls, sudden 
deterrioration, hypo/hyper, CVA etc- remain with patient, repeat clinical 
observations, discuss situation with Nurse in charge/ coordinator


• Contact DHU/ GP/ DHU professional line to discuss clinical findings, possible 
ambulance response time and safety netting advice.


• Contact any family/ carer support for the patient


• (Cat 2 ambulance)


Non urgent 
response 


• Assess the patients needs and consider what input is required


• If the patient requires non urgent response eg localised wound infection, 
increased pain score, transport to acute hospital for assessment, new or rising 
NEWS2 score, RN to hold clinical conversation with GP, DHU, DHU 
professional line, Virtual ward ACP.


• Contact Nurse in charge/ co-ordinator for advice, support and if required 
support with remaining clinical list


• Provide safety netting advice to patient and carers 







 


 


 


Safety Netting for cat 2 and 3 calls including: 


 


• Escalate any patient still wating for an ambulance at 7pm to: 


o Nurse in charge/ late coordinator  


o Contact DHU OOH’s GP to discuss leaving the patient. 


o Escalate to EMAS that staff need to leave as LPT do not offer community services after 


10pm and DHU do not provide support overnight. 


• Complete a minimum of 2 sets of NEWS2 observations and have a full clinical discussion with 


a senior clinician about the patient’s presentation (Clinician should ideally be the nurse in 


charge/Late Co-ordinator and the patient’s GP/DHU professional line if out-of-hours) 


• Is there a family member, friend or neighbour who could stay with the patient? 


 


 


 


 


 


 


 


 


Safety 
Netting 


•From 6pm-10pm weekdays and weekends contact your Nurse in charge/ coordinator to 
discuss the situtaion, gain safety netting advice.


•Utilise the DHU professional line for clinical support 


•Discuss with nurse in charge/ coordinator whether or not it is safe to leave the patient until 
the ambulance arrives.
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1. Executive Summary for the SOP 


National policy over the last five years has been driving healthcare providers to integrate physical 


and mental health provision by focusing on trying to reduce the discrepancy in life expectancy 


among people with severe mental health, which is largely attributable to poor physical health. 


Leicestershire Partnership Trust has committed to address this by the development of a 


dedicated multidisciplinary physical healthcare team to improve the physical health outcomes of 


the service users in the inpatient settings. This document looks to outline the basic standards for 


physical health our service users should expect and a guide for those healthcare staff dedicated 


to looking after them. 


This document provides advice on how to approach the physical health aspects of the admission 


process, how to approach examination and gain the relevant information to guide further 


investigation and support whilst the service user is admitted as an inpatient. Information to 


support effective communication around a service users physical health needs during any 


transfer either within or out of the unit is discussed and examples of best practice given.  


The major focus of the content of this guide is the detailed information and signposting to decision 


support tools around the common areas of physical health and chronic disease management 


seen within the inpatient setting. To keep this guide in a user-friendly format, the information 


contained within is intended to give an overview to the user and something they can refer to if 


they need further guidance. All members of staff have a professional obligation to maintain a 


basic knowledge and competence in their general skills and therefore this is deliberately not an 


exhaustive guide to absolutely all physical health aspects of care.  


The guide will be regularly reviewed and updated as needed by the physical health team. 


Throughout the guide we also encourage staff to contact the physical health team where they 


need further information and support.  


 


The key recommendations within this guide are as follows: 


• Physical health care is everyone’s responsibility 


  


• Physical health history and examination should be completed and documented on the 


electronic patient record, ideally within 24 hours of admission 


 


• Physical health aspects of a patient’s care, including acknowledgement of their physical 


observations, should be clearly communicated at each board and ward round. Any action 


plans should then be clear in the patient’s record alongside who is ensuring these aspects are 


followed up and acted upon. 


  


• Inpatient admission offers an opportunity to promote health and wellbeing by supporting 


smoking cessation, increasing physical activity, and offering education around healthy eating. 


  


• Inpatient admission offers an opportunity to intervene and empower patients to improve their 


chronic disease management 


  


• Physical health emergencies such as sepsis, venous thromboembolism and acute coronary 


events occur frequently on the inpatient setting and staff should feel confident at early 


recognition and initial management of these conditions 
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• Any on-going physical health issues and follow up required when the patient is discharged 


should be clearly documented in the discharge summary. 


  


• The physical health team actively encourage their involvement in a patient’s care and are 


happy to be contacted at any point in the inpatient journey. 


  


 


 


2. Introduction 


Physical Health in Mental Health 
 


People with mental health problems, particularly the most severe mental illnesses, are at much 
higher risk of a range of physical health conditions. The clearest and most alarming illustration of 
this is the finding that life expectancy for people with bipolar disorder or schizophrenia is 15 to 20 
years below that of the general population, largely because of raised rates of cardiovascular 
disease and other physical health conditions (Laursen et al 2014; Miller and Bauer 2014).  
Physical health issues are also highly prevalent among people with eating disorders, personality 
disorders, drug or alcohol use disorders, or untreated depression or anxiety. These striking and 
persistent inequalities serve as a powerful reminder that the case for integrated care for mental 
and physical health is imperative and new models of care need to be developed to meet the 
needs of these most vulnerable of people. 
The challenge outlined above is why we have developed a new model of physical health care 
delivery for the Bradgate Mental Health Unit. 
The Physical Health Team document also outlines our vision and goals for the development of 
the physical health team and the support offered to the mental health team within the BMHU 
(Bradgate Mental Health Unit) and HPC (Herschel Prins Centre). 


 


3. Purpose 


The purpose of this document is to describe the Standard Operating Procedures for the minimum 
standards to address physical health needs of patients admitted to the adult mental health in-
patient unit - Bradgate Mental Health Unit (BMHU). This document should be read in conjunction 
with the Trust Physical Health and Well Being directory and the Trust policies outlined within it. 
This document contains several decision support tools for a variety of physical health needs that 
could be experienced by service users during an acute admission. Whilst this is a broad list it is 
not exhaustive. Support and guidance can be sought from suitable health care professionals and, 
or the physical healthcare team in conjunction with this document. 
This document is also relevant to The Herschel Prins Centre as a point of reference in conjunction 
with their local policies, guidance, and procedures.  
 


 


4. Scope 


This SOP applies to all medical and nursing professionals working within the Bradgate Mental 
Health Unit within the LPT Department of Mental Health (DMH) as part of the admission process 
and ongoing considerations to enable the provision of high-quality physical health care during an 
acute admission to mental health services. 


 


5. Abbreviations and definitions 


 


BMHU Bradgate Mental Health Unit 


HPC Herschel Prins Centre 
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DST Decision Support Tool developed to 
support clinical decision making within the 
area of practice and according to specific 
conditions/care 


SystmOne Electronic Patient Record (EPR) system 


MDT Multi-disciplinary Team 


SMI Severe mental illness 


COPD Chronic Obstructive Pulmonary disease 


LMSG Leicestershire Medicines Strategy Group 
– Leicestershire-wide strategy for the 
prescribing of specialist medicines and the 
managed entry of new drugs and related 
technologies. Provides formularies and 
guidelines. 


PAAP Personalised Asthma Action Plan 


CVD Cardiovascular Disease 


UHL University Hospitals of Leicester – acute 
general hospital 


MHA Mental Health Act 


ReSPECT ReSPECT forms- highlights clinical care 
and treatment in future emergencies.  


CHS Community Health Services 


CVD Cardiovascular Disease 


AO Assertive Outreach 


CPN Community Psychiatric Nurse  


GP General Practitioner 


PRN As required medication 


LD Learning Disability 


DMH Department of Mental Health 


ADL Activities of Daily Living 


LMSG Leicestershire Medicines Strategy Group 


DOAC Direct oral anticoagulation 


 


6. Duties and responsibilities 


All clinical staff have a responsibility for ensuring they have an awareness of this SOP and where they 
can access it for future reference. 


 


7. Process 


 
7.1. Initial Assessment 


All new admissions will have their initial mental health and physical needs assessed within 24 
hours. 
The following processes are in relation to the expected physical health assessments for all 
patients in conjunction with mental health assessments made on admission as part of a holistic 
admission process. 
 


7.2. Within 24 hours of admission the responsibilities of the medical staff are: 


• Obtain a physical health history  


• Complete a physical examination 


• Complete a VTE assessment 


• Obtain a GP summary/ review SystmOne 


• Ensure the correct medication and doses are prescribed – this is supported by the unit's 
pharmacy teams.  


• If medication cannot be confirmed by LPT pharmacy teams ensure that the GP practice is 
contacted and/or view SystmOne for details to prevent prescribing delay. 
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7.3. Responsibilities of the admitting qualified nurse within 6 Hours of admission  


• Complete Waterlow Pressure Ulcer Risk assessment and commence a daily SSKIN chart as 
indicated (recorded on SystmOne) 


• Commence 72 hour monitoring pack : 
ADL assessment 
Food & fluid Chart 
Bowel Chart  
Aspects of this pack will be delegated to appropriate team members daily for the 72 hours 
period of assessment. 
Undertake an initial set of physical observations and document on Brigid. Continue twice daily 
physical observations for the initial 72 hours. See ‘Monitoring Physiological Observations’ for 
details about ongoing diabetes monitoring and vital signs. 
       


 
7.4. Responsibilities of the admitting qualified nurse within 24 hours of admission  
 Admitting nurses (or appropriately delegated clinician) are to complete: 


• Patient Risk assessment – ensure this includes all physical health needs 


• Patient Handling risk assessment 


• MUST (Malnutrition Universal Screening Tool) Nutritional Monitoring Tool 


• Multifactorial Falls Risk Assessment (FRAT) 


• Undertake any infection control screening as appropriate 


• Communication of any support needed with regards to physical health to the physical health 
team 


See the BMHU admissions assessments flowchart  
 
 
7.5. Within 72 hours of admission responsibility of the ward team 


 


• Daily review of the 72hour monitoring charts with a final sign off at 72hours.  
Each assessment must be reviewed daily during this time and discussed with the MDT 
so a plan can be made if any ongoing monitoring is required following the 72hr period.  


• Any plans must be added to the ward handover sheet and MDT template to ensure they 
maintain part of the daily review/MDT process 


• Ensure the ward has accessed or requested the necessary equipment/assessments for the 
patient as indicated by the admission assessment outcomes eg. Specialist beds, mattresses, 
moving and handling equipment, falls risks, dietary needs etc.  


• Support can be obtained from the Physical Health Team; Trust Moving and Handling Lead; 
Trust Medical Devices Team; Unit Occupational Therapists and Physio Therapist teams; 
Speech and Language Teams; Dieticians etc. 


• A diabetic foot screen for all known diabetic patients is to be carried out by an appropriately 
trained clinician as per the diabetic foot policy. 


• Referrals can be made to the Physical Health Nursing Team, as necessary. Details of the 
Physical Health Nurses role in supporting patients admitted with diabetes and other complex 
comorbidities can be viewed in the Physical health Team document which includes the 
relevant referral forms.   


 
7.6. Responsibility of the Medical Team  
 


• Familiarisation with the Trust Physical Examination Policy  


• Familiarisation with Trust Policies as relevant to physical health and the Physical Health and 
Wellbeing directory  


• Ensure access to Nerve Centre on allocated work Laptops/desktops/mobile devices 


• Ward rounds to include documentation of ongoing Physical Health problems/investigations or 
concerns and any ongoing monitoring requirements for nursing teams (see example on page 
26) 
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• Documentation of daily review of NEWS (Brigid) and any other physical health monitoring 
charts eg. bowels; fluid and diet charts. 


• Seek advice in a timely manner from appropriate other medical teams as needed 


• Effective communication of any physical health needs and plans within team and to nursing 
team 


• Effective communication and follow up of any pre-existing conditions or appointments the 
patient had elsewhere, prior to admission. 


• Handover any medical issues from the day team to duty doctor using SBAR communication 
tool 
 


7.7. Responsibilities of the Named Nurse 
 


The patient will be allocated a named nurse on admission whose responsibilities are: 


• If physical health needs are raised by family/carers escalate the information to all ward teams 


• To liaise with family/carers for those who lack capacity or that require additional information to 
help support their physical health care planning and establish any current management plans 
they may have in place; patient’s preferences and determine if there are any outstanding 
investigations or appointments for the patient.  


• To discuss and make plans to support a patient to attend any outstanding or new 
appointments in relation to their physical health and rearrange where necessary. Ensure this 
is clearly documented and shared with the ward team 


• Review and update assessments and care plans 
 


7.8. Responsibilities of Nurse in charge 


• The nurse in charge will clearly identify the roles and responsibilities of all physical health 
monitoring required during a shift and delegate this appropriately 


• Ensure that delegated tasks have been completed during each shift e.g., 72 hr monitoring; 
NEWS etc. 


• Ensure that any 72 -hour assessments are reviewed every 24 hours and signed off daily or 
delegate this clearly to an appropriate staff nurse to review and discuss with the ward medical 
team 


• To ensure they review and escalate any concerns raised from Brigid (as per NEWS2/Brigid 
guidance) and 72-hour assessments in relation to fluid and diet intake, bowels 


• To facilitate the patient’s attendance to any appointments in relation to their physical health in 
a timely fashion to allow for staffing and transport to be arranged.  
 


7.9. Overall responsibilities of the ward team 
 


• To review/revisit any outstanding assessments that have not been achieved during the 
admission process  


• Document the reasons patients have declined interventions or care. If there are any on-going 
concerns discuss with the team and determine appropriate plans of care. Consider 
documenting the patient’s capacity at the time. 


• To ensure the accurate completion of the 72-hour monitoring pack and present this for review 
and sign off (Admission assessments BMHU flowchart) 


• To ensure the timely planning for attendance to external clinics for physical health needs to 
enable attendants 


• To inform clinics if a patient is unable to attend and to discuss rescheduling of any 
appointments 


• To inform clinics or other teams to include the BMHU in all correspondence for appointments 
if the patient is expected to be a long-term in-patient (consent and capacity will need to be 
gained/assessed) 


• The MDT will refer to appropriate professional / agencies depending on identified needs if out 
of their scope of practice and do so in a timely manner 


• In the event of a patient declining assessments or plans of care in relation to their identified 
physical health needs a capacity assessment should be considered  
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• If a patient lacks capacity around specific aspects of their physical health care teams must 
discuss this within the MDT and consider a best interest meeting 


• Offer appropriate health promotional advice for patients in relation to increased physical 
health risk factors due to their mental health e.g. medication; weight control; diet; smoking 
cessation; diabetes; inhaler technique; screening etc 


• Reporting faulty and broken medical devices as per policy – see Medical devices section. 


 
 
 


8. Handovers and Communication 


 
Ensure all ongoing physical health needs are communicated and recorded on daily handover sheets 
as well as in the patient’s electronic record. The Nurse in Charge or appropriately delegated member 
of staff is responsible for updating the daily handover sheet. 
 
It is best practice that medical teams should ensure they have handed over any patients where 
physical health concerns have occurred during the day even if there are no expected changes for the 
on-call period. 
 
8.1. MDT Review  


 
The patient is reviewed weekly by the MDT team in ward round. During this process, the plan of care 
is reviewed. It would be best practice to include a section specifically related to physical health. This 
should include acknowledgement of having reviewed Nerve Centre for the physical health 
observations. 
 


9. Transfer/Discharge to/from UHL for physical health or other needs 


 
Physical health deterioration can occur at any stage of a patient’s journey.  
Changes in a patient’s condition may be identified from the staff working with them or via a formal 
change in their physical observations via the NEWS2 (National Early Warning Score2) score. 
Following identifying a concern about the patient’s physical health condition then the ward teams 
should use appropriate assessments and tools within their competence and look to escalate the 
patient’s care to the appropriately qualified member of staff to ensure a timely response.  
 


9.1. Transfer to UHL from BMHU 


• When there is a medical emergency, peri-arrest situation or arrest the team must dial: 
9999/2222 


• The ward teams will be trained in ILS and BLS appropriate to specific role requirements and 
expected to support in an arrest situation. 


• If a decision is made to transfer the patient, then ward teams will assess the need for the 
patient to be escorted by a staff member  


• All patients being transferred must have a detailed letter from the medical team which 
specifically states the reasons for transfer and the clinical question aiming to be answered by 
transferring the patient. 


• A medication chart and any other relevant forms should be sent with the patient e.g., 
supportive passports, ReSPECT forms, infection status etc. 


• Once a patient is admitted to UHL, the responsible clinician and team will decide if the patient 
needs to be discharged from their care or if they require ongoing mental health support from 
the service and/or is subject to Mental Health Act (MHA).  


• The ward staff will keep track of patients either on leave or discharged at UHL by 
communicating with the area the patient has been admitted to on a regular basis.  


• Ward teams to liaise with the medical teams at UHL if any patients need psychiatric input 
whilst in their care. 
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9.2. Discharge from UHL / or other acute hospitals 


• When a patient is deemed medically fit to return to their treating ward at the BMHU the bed 
coordinator/responsible clinician and team will be informed. 


• The bed co-ordinator should be empowered to check and challenge the information given with 
regards to physical health status, in keeping with knowing what physical health support and 
monitoring can safely be achieved in the in-patient environment.  


• The ward should request a full handover of the care given, any changes and ongoing 
investigations, physical health needs or referrals made whilst in the acute setting. 


• The handover sheet can also be completed and scanned onto SystmOne) 


• If ward teams require additional support in obtaining a handover they can contact the physical 
health team 


• If the patient does not have a discharge summary with them on return, the ward teams should 
contact the discharging service to obtain this within 24 hours and scan to the patient record in 
SystmOne.  


10. Internal transfer between wards 


• The transferring team should give a comprehensive handover which includes physical health 
concerns to the receiving ward 


• This should include the patient’s physical health history and a knowledge of the patient’s 
baseline observations 


• Outstanding investigations or physical health problems should be clearly highlighted and if 
known an expected timeline of when to follow up. 


• Record the handover details on the EPR 


• Ensure all relevant details are recorded on the wards daily handover sheet and identified on 
the ward board 


11. Discharge process 


Consider any discharge needs for physical health as early as possible 


• Support people to manage their own health needs and prepare for a safe discharge e.g., 
medication management, insulin administration, catheter care 


• Consider how they managed prior to admission, equipment they may need, mobility and 
access needs 


• Discuss any identified needs with the MDT to allow for supportive discharge plans 


• Consider referrals to supporting agencies such as community health services (CHS) via the 
single point of access (0300 300 1000) for ongoing wound care, catheter care, long term 
conditions teams 


• Referrals to CHS should be made in a timely manner to support effective planning, detailing 
any known identified risks whilst also promoting an improved approach to patients with SMI. 


• Consider informing support agencies such as their Community Psychiatric Nurse (CPN); 
Assertive Outreach (AO) or other visiting supportive agencies of any ongoing physical health 
needs 


• A discharge letter is sent to the GP within 24 hours of discharge  


• This should specifically contain a section relating to any physical health actions or ongoing 
input that has been identified during admission for the primary care team to ensure these are 
followed up.  


• Please also document any routine screening that may have occurred whilst an inpatient – foot 
checks, eye checks etc. 


Embed discharge flow chart here 
 
11.1. Discharge against Medical advice 


 
The reasons for discharge against medical advice are variable and outside the scope of this 
document.  
In the event that this does occur, from a physical health perspective it would be considered 
good practice to ensure the patient and their GP have access to the most up to date 
medication list.  
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Please refer to the Discharge Policy for further support and information 
http://www.leicspart.nhs.uk/Library/DischargePolicyv10September2017.pd 
 
 


12. Escorted leave and Unescorted Leave 


 


• When considering any leave plans staff should be aware of a patient's physical and mental 
health conditions 


• Consideration should be given by both the escorting member of staff and patient as to the 
possible need for medical devices and medications whilst on leave e.g. inhalers, GTN sprays, 
home oxygen, etc. 


• If patients require assistance with a medical device the escorting member of staff must feel 
competent at knowing when and how to use the relevant medications and devices to support 
the patient 


• If escorting the patient to an acute hospital setting it is advisable to take a summary copy of 
the patients' medications and medical diagnoses 


 


13. Medical devices & consumables 


A medical device refers to any piece of equipment that is used for patient care.  
Please refer to the Trust Medical Devices Policy for guidance support 


 


14. Maintaining standards of care delivery 


 
As part of Leicestershire Partnership Trust, the BMHU and HPC has a robust system of clinical audit 
processes which are part of the Trust wide quality improvement initiatives.  
The Physical Health team will regularly evaluate the services they offer and promote improvements in 
service provision with regards to all aspects of physical health. 
 
Role specific training requirements, which support this document, will be identified to staff during 
induction to the trust and allocated area of work.  


 
All staff have a personal responsibility to ensure that they undertake any training which is relevant to 
their role to ensure they are up to date and competent to carry out their duties. Training needs may 
also be identified via annual appraisal. The Physical Health Team will welcome enquiries as to 
relevant courses should staff members identify areas where they need training. 


 
 


Periodically the Physical Health Team, Pharmacy or other Trust agency will communicate via email 
any education updates and reminders. We would commend all staff to read these. 


15. Infection Prevention and Control 


All employees of the Trust have a responsibility to be aware at all times of their responsibility in 
ensuring Infection Prevention and Control requirements are met. Staff should ensure they are 
aware of how to access all policies and information pertaining to their role in the remit of Infection 
Prevention and Control. It is the responsibility of each individual member of staff to ensure they 
are appropriately trained and competent in the subject of Infection Prevention and Control and 
specific relation to their role. Any member of staff not feeling competent in the subject of Infection 
Prevention and Control must seek further training/advice from their manager. Where the 
adherence to Infection Prevention and Control procedures is comprised and causes or harm or 
presents a risk of harm to patients, this should be reported on the Trusts incident reporting system 
‘Safeguard’ and in line with the Incident Reporting Policy. 
 
Aspects to be aware of include but are not limited to hand hygiene; source isolation procedures; 
MRSA swabs (when/how to obtain these) and other swabs as requested; adherence to Uniform 



http://www.leicspart.nhs.uk/Library/DischargePolicyv10September2017.pd
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Policy; equipment decontamination etc. The IPC (Infection Prevention Control) Team are 
available for guidance.  


Link to Physical Health and Wellbeing Directory OR embed it here 


 


16. Physical Examination 


 


• Each ward has a specific set of examination equipment available to perform a full physical 
assessment. Each ward is expected to check the equipment is available and in working order 
as part of their ward checks. 


• If there are any concerns with equipment this must be reported to the ward manager and 
escalated appropriately and timely to resolve any problems (see Medical Devices section for 
the reporting process). 


• If there is a requirement for equipment that is not on the standard ward equipment list please 
contact the physical healthcare team for assistance.  


• A physical examination should be carried out by the admitting doctor upon admission. This 
should be clearly documented and any reasons as to why this is not possible if the patient 
declines.  


• Any outstanding examinations should be handed over to ensure this is followed up by the 
junior doctors the next day.  


• The aim is for the examination to be completed within 24 hours of admission. If the patient 
declines physical examination the medical team should document what they are able to about 
the physical condition of the patient.  


• Assessments should be documented in the physical health template within SystmOne.  


• Assessments should be carried out with in the clinic area with attention to privacy and dignity. 


• Offer a chaperone as indicated by the Chaperone Policy. 


17. Medical Emergencies 


 
All wards have a standardised resuscitation trolley, in the event of a medical emergency staff 
need to ring 2222 and 9999. HPC do not have access to a crash team and therefore only call 
9999. Staff will also activate their emergency PIT alarms. 
Staff should be aware and up to date with the Trust Combined UHL/LPT/LLR Alliance 
Cardiopulmonary Resuscitation Policy.  


18. Monitoring Physiological Observations 


18.1. Brigid and NEWS2 
 


An electronic recording system for vital signs (Brigid) is used across DMH inpatient settings, to record 
vital signs using the NEWS2 physiological assessment tool.  


• All patients admitted to DMH inpatient wards are expected to receive a set of base line 
physical observations on admission.  


• This is to include: blood pressure, heart rate, respirations, temperature, and oxygen 
saturations and if appropriate blood glucose. 


• Wherever possible it would be good practice to contact community teams or refer to patient 
EPR to obtain a recent set of baseline observations. The Physical health nurses will support 
with this during their assessment. 


• All vital signs are recorded upon the NEWS2 tool on the electronic recording system. 


• The system supports staff to early detect any deterioration or need for medical review 


• In the event of the electronic system is not functioning staff are to continue to record vital 
signs as per guidelines, on paper copies of NEWS2 


 
18.2. Frequency of monitoring physiological observations: 


 


• For the first 72 hours vital signs should be recorded twice daily 
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• After the initial 72 hours this will be reviewed by the ward team and reduced to a minimum of 
once daily if there are no concerns 


• The frequency of vital signs monitoring will increase according to the daily NEWS2 score  


• Elevated scores must be reviewed as per escalation protocol within the NEWS2 assessment  


• Staff should be aware of the SOP for NEWS2 and the electronic system  


18.3. Escalation Processes – NEWS2 
 


• Any staff, carrying out vital signs, should highlight any concern they have with the 
observations or NEWS2 score, to a senior member of the nursing team who should then 
discuss this with the ward or duty doctor  


• Persistently abnormal physiological parameters, even when this does not trigger a  NEWS2 
score, must be discussed at the weekly medical ward round for example a blood pressure 
persistently over 140/90 


• Manual vital signs should be carried out by an appropriately trained clinician to clarify any 
abnormal readings 


• Staff must ensure they are using the correct equipment for the patient e.g. correctly sized BP 
cuff 


• Vital signs must be carried out in the clinic room wherever possible to offer privacy and 
dignity. If someone declines to allow the assessment within the clinic room, document that 
they have done so and where they have consented to have them carried out. 


 
• The assessing doctor is responsible for deciding if further escalation or action is needed. 


• The responsible clinician should be informed if the patient is scoring 5 or above on NEWS2 or 
a decision is being made to transfer the patient out of the ward.  


• The doctor assessing the patient must leave clear instructions to the ward staff in relation to:  
o How frequently the physical observations are to be repeated after the patient is 


stabilised if they are to remain on the ward.  
o Red flags / safety net for reasons to call the ward/ duty doctor if the patient reports 


concerns. 
o Reiterate to the nursing team the threshold of vital signs that require intervention and 


leave clear instructions on who to contact if needs change 
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o If the patient is transferred out of the ward the patient should be sent with a transfer 
letter to assist the A&E team in their assessment. 


o Consider if the patient has a personalised physical health passport to support their 
transfer. 


18.4. Non-Contact observations Tool 
 
If someone declines to have their physical vital signs taken staff are advised to access the Non-
Contact Observation Tool to allow for monitoring to take place and be logged. 
Please see the SOP for Non-Contact Observations 
 


18.5. Training for physiological observations 
 


• All new starters (nursing and HCA) will be advised to complete the necessary training 
guided by LPT Learning and Development Induction 


• Staff will be LCAT assessed as required by Learning and Development criteria 


• Any training needs identified during the completion of the self-assessment competency 
needs to be planned with their line managers.  


• Training opportunities around Diabetes Care including blood glucose monitoring is 
available for staff via the ‘Diabetes on the Net: ‘Six steps to insulin safety’ module 


• NEWS eLearning must be completed on Ulearn 
• Trust Deteriorating patient and resuscitation training to be completed specific to role 


19. Sepsis & Sepsis Pathways 


Sepsis kills as many as 43,000 people every year (Sepsis Trust UK 2017). Early detection is vital 
for better outcomes from life threatening ‘Red Flag Sepsis.’  Inpatient services have an ‘Inpatient 
Sepsis Pathway’ that is used in conjunction with the NEWS2 scoring system. The pathways are 
a decision support tool to determine if a patient could have sepsis. Ward staff are prompted to 
THINK sepsis! if someone has a score of ≥3 or 3 in one parameter on the NEWS score in the 
event of a known or suspected infection.  


• Staff should complete a Sepsis Pathway to consider if this could be sepsis or ‘Red Flag 
Sepsis.’ The pathway may be on paper or SystmOne (if a paper form is completed staff must 
input the data to the SystmOne Sepsis pathway questionnaire  which is found in the 
‘assessment node’ on the clinical tree) 


• If it is suspected ‘Red Flag Sepsis’- staff are guided to obtain the sepsis box and request 
urgent medical review/9999/2222 


• HPC do not have a sepsis box 


• Wards with 24 hr medical cover and access to the GGH emergency response team have 
access to a sepsis box that is managed by the medical teams 


• The BMHU has two sepsis boxes that allow the medical team to assess and commence the 
sepsis 6 bundle whilst waiting for the emergency services to arrive 


• Both sepsis boxes are held in Watermead ward clinic room 


• Belvoir Unit have a sepsis box in their clinic room 


• The staff collecting the box must also take the IV (Intra Venous) antibiotics out of the 
cupboard (it IS NOT inside the box) - there are posters to remind staff to do this and staff are 
advised about this during awareness training video. 


• Unless nursing staff are trained to support with IVI and IV antibiotic administration the sepsis 
box actions are to be managed by the attending doctor 


• Ward nursing teams will support in this process within their own capabilities 


• The ward staff must log any actions and any aspect of the Sepsis 6 Bundle that is 
commenced on the sepsis pathway 


• The ward must communicate the actions commenced on the sespis pathway with the EMAS 
(East Midlands Ambulance Service) team to share with ED. 


• Any bloods/cultures taken must be taken directly to the pathology lab at GGH immediately 
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19.1. Sepsis Awareness Training  


• Ward managers must ensure that all staff and new starters are aware of the sepsis box and 
the sepsis pathway during their induction 


• Sepsis awareness training is available on Ulearn 


• There are videos available for staff to view which demonstrate the process and storage of 
boxes at the BMHU     


• Any medical staff be aware of their responsibilities regarding managing the sepsis box and if 
they are unsure to seek further training and advice during their induction 


 
 
 
 
 
 
 
 
 
 


20. Falls  


 
Slips, trips, and falls have implications for both LPT and the individual. A single fall is not always 
a sign of a major problem. It may simply be an isolated event. However, all witnessed falls, and 
unwitnessed falls in any inpatient setting, should be reported and investigated (NPSA, 2007). 
Due to the nature of the Leicestershire Partnership Trust’s patients it is necessary to balance the 
risk of falls with the process of rehabilitation.  
Please see the Prevention and Management of Slips, Trips and Falls Policy 
 


20.1. Staff responsibility in falls prevention and management   


• Staff must complete the trust Falls eLearning module accessed via ULearn  


• Staff can also view the videos to support their knowledge in the falls process in their local 
area 


• Staff must complete the admission documentation to assess people for falls risk and update 
when indicated 


20.2. Staff responsibility in the event of a fall  
 


• Support the patient and monitor (ABCDE) as per inpatient flow chart (attached here & within 
the Falls Policy) 


• Take physical observations and assess if neurological examination is required to continue 


• Assure patient has had access to an appropriate medical assessment 


• Complete a Management of Falls Checklist and Falls huddle  


• Update the Falls Risk Assessment Tool (FRAT), Multi Factorial Risk Assessment Tool 
(MFRAT) and the falls care plan  


• Inform NOK (gain consent to do so and log if declined) 


• Write an eIRF that contains the facts and actions post fall (see the falls ‘Guidance for staff & 
managers’) 


• Ensure the handover is updated to identify falls risk- add this to the office board 


20.3. Managers responsibility in falls management 
  


• Review and sign off eIRF   


• Ensure the falls process has been followed 


• Feedback to ward team 


• Support in the MDT process if ongoing risks are identified 
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21. Long Term Conditions 


Service users within DMH services have an increased risk of developing or experiencing poor 
physical health. Many people experience at least one physical health condition at the same time 
as their mental illness. 
 
Compared to the general population, people aged under-75 in contact with mental health services 
in England have death rates that are higher for conditions such as liver disease; respiratory 
disease; cardiovascular disease and cancer (Public Health England 2018).  
 


• Staff should gain an awareness of each services users past medical history (PMH) and any 
active medical conditions whilst in their care.  


• Whilst they are not always the responsible clinician for those health needs it would be 
reasonable to expect staff to support and empower service users to receive appropriate 
health checks and have an awareness to access services to improve their health, wellbeing, 
and self–management. 


 


• All staff must also retain an awareness that the patient may have had on-going medical health 
needs and appointments prior to their admission and these need to be kept track of and the 
patient supported to attend these appointments to ensure continuity of care. 


LPT have several resources available to support staff in making referrals or escalating concerns. 
In-patient settings can also contact these services for advice as well as seeking medical support 
from secondary services, as necessary. 


Please refer to the trust ‘Physical Health and Wellbeing Directory’ for a list of resources.  


 


22. Diabetes  


Type 2 diabetes can be a lifelong condition. It can also lead to other serious health problems like 
heart disease, stroke, and kidney failure. If people know they are at risk they can often prevent 
or delay type 2 diabetes by making healthy changes to their diet and lifestyle. 
Greater focus is required to target people with severe mental illness and young adults who have 
poorer outcomes. 
People with SMI and type 2 diabetes are, on average, younger than those with type 2 diabetes 
who do not have any mental health illness. This suggests that medical professionals should be 
alert to the risk of developing type 2 diabetes at an earlier age in people with SMI (NICE 2018: 
NICE impact diabetes). 
 


The overarching principles when caring for a patient with diabetes can be summarised in the following 
proposed aims:  


• To maintain the highest degree of quality of life and wellbeing without subjecting patients to 
unnecessary and inappropriate medical and therapeutic interventions. 


• To provide sufficient support and opportunity to enable patients to manage their own diabetes 
where this is feasible. 


• To ensure that patients with diabetes have individualised diabetes care plans to demonstrate 
any interventions and needs identified during collaborative conversations and that any follow-
up specialist care is available depending on clinical need. 


• By achieving an optimum level of metabolic control this can avoid the malaise and lethargy of 
hyperglycaemia; substantially reduces the risk of hypoglycaemia and allows the greatest level 
of physical and cognitive function to be attained. 
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(Retrieved and adapted from: Diabetes UK, Good clinical practice guidance for care home 
residents with diabetes, 2010) 


It is vital for services supporting those with SMI to receive appropriate health promotional advice 
and support whilst in the care of DMH, to help with the prevention or improved management of 
their diabetes. 


• All patients will have a HbA1c blood test taken on admission which must be reviewed when 
available at 72 hrs 


• Ward medical teams will assess and review diabetes management  


• Ward nursing staff (qualified/unqualified) must support in implementing diabetes care plans, 
supporting with blood glucose monitoring, reporting results, and discussing any concerns with 
the MDT. 


• When blood glucose levels are causing concern to the nursing staff/ patient the ward medical 
teams should review medication doses  


• Ward teams should consider factors that may be contributing to poor diabetes management 


• Refer to the Diabetes Care BMHU flowchart  


• If a patient declines to allow for blood glucose monitoring staff should discus this with the 
medical teams 


• Refer to the ‘Monitoring Blood Glucose Levels’ in this document. 


• The Physical Health Team at the BMHU will offer to assess diabetes risk of all patients that 
are admitted to the unit (using the ‘Know Your Risk Assessment Tool’)  


• The Physical Health Team can provide support with care planning 


• Ward teams will have an awareness of the signs and symptoms of both hypoglycaemia and 
hyperglycaemia and how to effectively manage these 


• Advice for any newly diagnosed diabetics on or during admission to DMH in-patient services 
can be sought from the Physical Health Team. Referrals can be made to the BMHU GP clinic 
(referral forms and criteria are outlined within the Physical Health Team document)  


• Wards will have an awareness of the ‘Safe Administration of Insulin Policy’ 


• All staff responsible for prescribing and administering insulin must complete the Diabetes on 
the Net; Six Steps to Insulin Safety (as per Trust Policy and National Patient Safety Agency. 
This can be accessed via Ulearn 


• If a diabetic patient is physically unwell e.g flu, nausea & vomiting please refer to the ‘Sick 


Day Rules’ document. 


 


 
Medical management of diabetes is complex and constantly changing due to the development of new 
medications to help patients manage their condition. Due to the complexity and intricacy in the 
management it is an area where we are committed to supporting best practice and on-going learning. 
The physical health team can help and assist you if you have any specific queries. 
 
There are many support materials available to guide drug management for diabetes but the NICE 
guidelines express a need to individualise patients HbA1c targets and medical management. The 
NICE and Sign guidelines offer tables and charts to support drug management choices as well.  
 
All junior doctors are encouraged to look and review the material at the following website which has 
been developed by University Hospitals Leicester, but is used across the country, to help guide 
management of a variety of scenarios for both Type 1 and Type 2 diabetes. You can download this to 
both your desktop and mobile phone and it contains several helpful quick overview flow charts to help 
keep patients safe. https://www.inpatientdiabetes.org.uk/ 
 
22.1. Monitoring blood glucose levels 


 
The frequency of blood glucose monitoring should be assessed and determined by the medical 
team on admission guided by Trust guidance for blood glucose monitoring. 



https://www.inpatientdiabetes.org.uk/





 


V1 22.6.2022 RH/JM 


All staff who are responsible for monitoring patients' blood glucose levels should be aware of 
the individual frequency of monitoring for each patient as documented in their individual care 
plan and medical records. This individualised care plan should be updated and amended as 
determined by the physical health status of the patient. All blood glucose readings must be 
clearly documented. 


 
20.2 Emergency blood glucose levels 


 
In an emergency it will be necessary to monitor the blood glucose regardless of the individual 
care plan – i.e. if the patient is experiencing signs and symptoms of low blood glucose or suddenly 
display signs of being unwell 
 


• Any additional blood glucose tests taken in the event of an emergency should be 


documented and any required PRN must also be recorded 


 
 


23. Respiratory Conditions 


 
23.1. Chronic Obstructive Pulmonary Disease  


 
Individuals with SMI are more than twice as likely to smoke than the general population 
(Himelhoch et al,2004), causing those individuals to be at significant risk of developing COPD. 
Research has shown there is a disparity in the quality of care received by COPD sufferers with 
SMI compared to individuals who have COPD without SMI. Individuals with both SMI and COPD 
are less likely to have received flu vaccines; smoking cessation support; be referred to pulmonary 
rehabilitation or achieve their annual reviews. (Garnavos et al 2018). 
Admission to BMHU may provide an opportunistic assessment of an individual’s COPD. It may 
also offer the opportunity to identify ‘the missing millions’ (Bakerly and Cardwell, 2016), 
individuals who are symptomatic without a formal diagnosis.  
The physical health team will work with ward teams to support with these assessments. They 
can seek additional advice and support from specialist respiratory services within LPT. 
 
See the attached DST for staff to support with COPD care during admission. 
COPD Care Plan and inhaler escalation guide LMSG 
 
NICE guidance: Chronic obstructive pulmonary disease in over 16s: diagnosis and management 
  


23.2. Asthma 
 
Asthma is a common lung disease that can affect people of all ages. 1400 people die a year from 
asthma in the UK (Asthma UK, 2018 data). A key learning point from the National Review of 
Asthma Deaths is that all individuals with asthma should have a Personalised Asthma Action 
Plan (PAAP) to help them recognise and understand when they are having an exacerbation. 
What  is vitally important though is that they understand their PAAP.  
 
Key basic principles which can be used to support both asthma and COPD include: 


• Checking inhaler technique 


• Checking if they have a spacer device and know how to use this 


• Giving smoking cessation support and advice 


• Checking awareness of their symptoms and signs of exacerbations 


• Are they aware of any triggers, e.g. dust, exercise, smoke etc. 


• Reviewing overall steroid exposure and associated risks. e.g. osteoporosis risks 


Please see the attached DST guide for Asthma and COPD care BMHU and the acute Asthma 
Attack Management DST for medically trained professionals. 
 



https://www.nice.org.uk/guidance/ng115
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NICE Guidance: Asthma: diagnosis, monitoring and chronic asthma management  


23.3. Smoking cessation 


People with severe mental ill health (SMI) are up twice as likely to smoke than their peers in the 
general population. As discussed earlier in this document life expectancy for individuals with SMI 
is significantly lower than the rest of the population. Whilst smoking is the single most important 
cause of premature death it is also the single most preventable cause of premature mortality for 
people with SMI (Peckham et al, 2016).  
 
Smoking is acknowledged as causing major health problems across all systems. There is 
unmistakable evidence that smoking leads to a greater risk of two of the major causes of death, 
namely heart disease and cancer 


 
Leicestershire Partnership Trust promotes reducing premature death in people with learning 
disabilities and SMI by enabling all service users to access mainstream healthy lifestyles 
interventions such as smoking cessation (NICE, 2013 ;LeDeR 2019) whilst also promoting a 
smoke free environment across all services. 
For further information please follow the link below  
Service users can also be directed to www.quitready.co.uk which is used in the community to 
support service users wishing to stop smoking. 


Smoke Free Policy  look in wellbeing policy 
 


24. Cardiovascular disease  


 
Cardiovascular disease (CVD) describes disease of the heart and blood vessels caused by the 
process of atherosclerosis. It is the leading cause of death in England and Wales, accounting for 
almost one-third of deaths (National Institute for Health and Care Excellence (NICE), 2014) . 
 
People with Severe Mental Illness (SMI) show a 53% higher risk of having CVD, and an 85% 
higher risk of death from CVD compared to the general population. CVD is often present at an 
earlier age in this patient group (NHS England, 2018).  
 
Antipsychotic medications, mood stabilisers and some antidepressants not only increase 
appetite and therefore, potentially cause weight gain and obesity, but also, can affect the lipid 
profile of an individual and cause a rise in blood pressure (Schizophrenia Commission, 2012). All 
of which can contribute to the increased morbidity and mortality from CVD for patients with SMI. 
 
 
Risk factors for developing CVD include (NICE, 2014,NHS England, 2018):  


Non-modifiable factors age, sex, family history of CVD and ethnic background.  
 


Modifiable risk factors obesity, smoking, raised blood pressure, increased alcohol 
consumption, and cholesterol 


 
Patients may also have co-morbidities which increase the risk of developing CVD, such as 
hypertension, diabetes, chronic kidney disease, etc. 


 
The Lester Tool (2014) has been developed as a national support tool for frontline staff to help assess 
cardiac and metabolic health of service users. It is a summary poster which offers simple steps to help 
improve quality of care with regards to cardiovascular risk factors, for patients with SMI. Please see 
the link below. 


 
UHL Cardiology Guidelines   


 
24.1. Chest Pain 


 



https://www.nice.org.uk/guidance/ng80

http://www.quitready.co.uk/

http://www.leicspart.nhs.uk/Library/SmokeFreePolicy_FinalJuly2012.pdf

https://secure.library.leicestershospitals.nhs.uk/PAGL/Shared%20Documents/Cardiology%20Handbook%20UHL%20Cardiac%20Guideline.pdfhttps:/secure.library.leicestershospitals.nhs.uk/PAGL/Shared%20Documents/Cardiology%20Handbook%20UHL%20Cardiac%20Guideline.pdf

https://secure.library.leicestershospitals.nhs.uk/PAGL/Shared%20Documents/Cardiology%20Handbook%20UHL%20Cardiac%20Guideline.pdfhttps:/secure.library.leicestershospitals.nhs.uk/PAGL/Shared%20Documents/Cardiology%20Handbook%20UHL%20Cardiac%20Guideline.pdf
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Chest pain has several causes. The differential is wide but the important part of the initial 
examination is to exclude a life-threatening cause, which needs immediate treatment, from other 
causes of chest pain. Diagnosis of chest pain is challenging but the history often gives an 
indication of the underlying cause. The role of the junior doctor should aim to provide a targeted, 
rapid assessment looking for a serious cause of the chest pain. The role of the nursing team 
should be to treat all reports of chest pain seriously and notify the doctor immediately and 
handover using the SBAR tool. 
 
The following text box gives a non-exhaustive list of the common differentials to consider when 
assessing a patient with chest pain. 
 
 


Cardiac Respiratory  Other 


MI 
Acute Coronary Syndrome 
Angina 
Cardiac tamponade 
Pericarditis 
Myocarditis 


Pulmonary embolism 
Pneumonia 
Pneumothorax 


GORD 
Aortic dissection 
Oesophageal spasm 
Musculoskeletal pain 
Shingles 


 
 
The flowchart below will help support the immediate assessment and management of chest 
pain.(Add LinK to appendix list) 


 
NICE guidance: Chest Pain Scenario: Management  


 
24.2. Hypertension 


 
High blood pressure (hypertension) is one of the most important preventable causes of premature 
morbidity and mortality in the UK. Hypertension is a major risk factor for ischaemic and 
haemorrhagic stroke, myocardial infarction (MI), heart failure, chronic kidney disease (CKD), 
cognitive decline and premature death. Untreated hypertension is usually associated with a 
progressive rise in blood pressure, which may not give the patient any clinical symptoms and is 
often picked up as an incidental finding during other routine health checks. Sustained high blood 
pressure can cause vascular and renal damage and ultimately lead to the conditions outlined 
above. 
 
Definitions 


Stage 1 Hypertension Clinic blood pressure ranging from 
140/90 mmHg to 159/99 mmHg and 
subsequent ambulatory blood pressure 
monitoring (ABPM) daytime average or 
home blood pressure monitoring 
(HBPM) average blood pressure 
ranging from 135/85 mmHg to 149/94 
mmHg. 


Stage 2 Hypertension Clinic blood pressure is 160/100mmHg 
or higher but less than 180/120 mmHg 
and subsequent ABPM daytime 
average or HBPM average blood 
pressure is 150/95 mmHg or higher 


Stage 3 (severe) Hypertension Clinic systolic blood pressure is 
180mmHg or higher or clinic diastolic 
blood pressure is 120 mmHg or higher. 


NICE 2019 
 
Hypertension rarely makes people feel ill. It is often regarded as the ‘silent killer’ because 
frequently there are no signs or symptoms and therefore it can go undiagnosed. This supports 



https://cks.nice.org.uk/topics/chest-pain/management/management/
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the importance of taking action whilst a patient is in contact with services should their blood 
pressure be found to raised. 
 
For treatment guidance please refer to the NICE guidelines for Hypertension in Adults: Diagnosis 
and Management as appropriate. 


24.3. Stroke & Trans Ischemic Attack 


 
Someone has a stroke every five minutes in the UK. A stroke happens when the blood supply to 
part of the brain is shut off, causing that part of the brain to become damaged. The effects of the 
stroke will depend upon the severity of the damage and which part of the brain is affected. It can 
affect the way someone is able to function physically and the way they feel and think.  
 
There are several classification systems for stroke, but the two main classifications are ischaemic 
strokes and haemorrhagic strokes. 
 
A stroke can happen to anyone and at any age however, as with all CVD conditions, people with 
SMI are at increased risk due to the risk factors described in previous sections of this doucument. 
One in four strokes in the UK happen to people of working age. 
A trans ischemic attack (TIA), also known  


as a mini stroke, can present with the same symptoms that last for a shorter time. It is important to 
know how to identify both a possible Stroke and TIA. The FAST test can support to identify both. 


 
 
 
 
 
 
 
NICE guidelines make it noticeably clear that, when acute stroke or TIA is suspected, rapid assessment 
and intervention are critical to limit the risk of death and long-term disability.  
 


Stroke is a medical emergency and there should be no delay in access to treatment. 


• Stroke should be suspected in all patients with sudden onset of neurological symptoms 


• Staff should feel confident in being able to recall and recognise the validated FAST tool and 
seek an urgent medical review and assessment of the patient. 


• If you suspect a stroke, immediate admission is indicated, they need scanning, ideally within 
an hour. DO NOT give aspirin until a scan has confirmed if the stroke is ischaemic. 


• For suspected stroke, call 9999, the caller should clearly communicate that a stroke is 
suspected as this will help the ambulance prioritise the call appropriately. 


• If a TIA has been suspected, then refer to the UHL TIA clinic 


• SIGN has produced a booklet for patients about how they can help themselves after a stroke. 
It is available through this link: https://www.sign.ac.uk/assets/pat118.pdf 


NICE Guidance Stroke and transient ischaemic attack in over 16’s:diagnosis and initial 
management  
 


24.4. Atrial Fibrillation 
 


Atrial fibrillation (AF) is the most common sustained cardiac arrhythmia. If left untreated AF is a risk 
factor for stroke. 
Symptoms of AF: 


• Breathlessness 


• Palpitations 


• Syncope 


• Dizziness 


• Chest discomfort 


• Stroke/TIA 



https://www.nice.org.uk/guidance/ng136

https://www.nice.org.uk/guidance/ng136

https://www.nice.org.uk/guidance/ng128

https://www.sign.ac.uk/assets/pat118.pdf

https://www.nice.org.uk/guidance/ng128

https://www.nice.org.uk/guidance/ng128

https://www.nice.org.uk/guidance/ng128
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• Falls 


AF should be suspected if an irregularly irregular pulse is found on examination. Some of the automatic 
BP devices may also have indicators which can screen for irregular pulses. If this occurs a pulse must 
be taken manually. 
 
An ECG should be done to formally assess the underlying cardiac rhythm.  
 
NICE does not formally recommend any bloods are done for assessment but it is generally thought 
sensible to get up to date FBC,U&Es, TFTs and LFTs to help guide management options. 
 
Echo does not need to be done routinely but should be done in the following situation: 


• Structural or functional heart disease (murmurs or heart failure) 


• If cardioversion is planned (cardiology will guide this) 


• Better stroke risk stratification is needed (high stroke risk but also high bleeding risk) 


The medical team are encouraged to follow NICE guidelines and liaise with the physical health team 
for management which covers the three main clinical issues 


• Avoid stroke : assessing stroke risk vs bleeding risk and anticoagulating as appropriate to 
these findings 


• Ensuring the patient understands their options and the treatment choices 


• Choosing if a rate control or a rhythm control strategy is needed. 
 
Any patients admitted on or commenced on any anticoagulation therapy will need appropriate 
monitoring. Please refer to the LMSG warfarin and DOAC management guidelines. 


 
 


24.5. CVD risk, lipids, and statins 
 
Cholesterol is a fatty substance known as a lipid and is vital for the normal functioning of the 
body. It is mainly produced by the liver but can also be found in some foods. Elevated levels of 
lipids in the body can increase the risk of narrowing the arteries (atherosclerosis), myocardial 
infarction and stroke. There are two types: 


• High density lipoproteins (HDL) referred to as ‘good cholesterol’ and the higher the levels the 
better 


• Low density lipoproteins (LDL) referred to as ‘bad cholesterol’ 


There is another type of blood fat called triglycerides. Triglycerides enter the blood stream after 
a meal. They are also made in the liver. They are primarily used for energy or stored for later 
use.  


• Cholesterol and triglyceride levels can be determined with a blood test which will be 


obtained on admission 


• This does not need to be a fasting sample 


There are many different approaches to reducing cholesterol. Some patients will need to consider 
medication and in certain situations a referral to the metabolic medicine clinic may need to be 
considered.  
 
A summary of the national guidance for lipid management for primary and secondary prevention 
of CVD is available here.  
 
 
  


24.6. Heart Failure 
 



https://cks.nice.org.uk/topics/atrial-fibrillation/management/management-of-af/

https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW-version-4.pdf

https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW-version-4.pdf

https://www.england.nhs.uk/aac/wp-content/uploads/sites/50/2020/04/Lipid-Management-Pathway-NEW-version-4.pdf
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Heart failure is a complex clinical syndrome of symptoms and signs that suggest that the 
efficiency of the heart as a pump is impaired. Across England, it is estimated that about a quarter 
of people with heart failure are undetected and untreated.  
 
Heart failure is caused by structural or functional abnormalities of the heart. Some patients have 
heart failure due to left ventricular systolic dysfunction (LVSD) which is associated with a reduced 
left ventricular ejection fraction. Others have heart failure with a preserved ejection fraction 
(HFPEF). The distinction between the two is achieved via an echocardiogram.  
 
The most common cause of heart failure in the UK is coronary artery disease. The prognosis for 
heart failure is historically poor. 30 – 40% of patients diagnosed with heart failure die within a 
year but thereafter the mortality is less than 10% per year. Therefore, opportunistic intervention 
and awareness is vital in preventing morbidity and mortality. 
 


• Please liaise with the physical health team for support and guidance on identification 


and management of heart failure.  


• Medical teams are encouraged to follow the NICE guidelines for recognition and 


diagnosis of heart failure. Once diagnosis has been achieved there are prescribing 


guidelines and support available on the LMSG.  


• LPT CHS have a specialist team of heart failure specialist nurses that can be 


contacted via the Single Point of access. 


 
NICE Guidelines:  
 
 
 


24.7. Metabolic Syndrome 
 
Metabolic syndrome is the medical term for a combination of insulin resistance, high blood pressure 
and obesity. It is important as it can lead to diabetes, hypertension, and strokes. About 20-25% of the 
general population are at risk of metabolic syndrome but for patients with severe mental health illness 
the risk of developing metabolic syndrome is nearly twice that at approximately 40%. The reasons for 
this link are still being researched but it is thought to be a combination of lifestyle factors, such as 
smoking, poor nutrition and reduced attention to physical health needs combined with the side effects 
of the medications needed to treat severe mental illness. 


  
These facts underpin the importance of a physical health assessment and examination for every 
patient who has been admitted. This allows for the identification of risk factors but also provides an 
opportunity to empower patients to make decisions regarding their physical health and be supported 
in making positive changes to reduce their risk of premature morbidity. 
 
The cardiometabolic indices required to be monitored will be captured during the admission clerking 
process as described in the Trust Physical Health Examination policy. This information is then recorded 
in the physical health templates in systmOne. 
All bloods taken on/during admission need to be reviewed and abnormal results need to be acted upon 
by the medical team. 
During admission staff must take the opportunity to offer healthy lifestyle advice and record any 
discussion and intervention in the EPR. 


 
24.8. VTE Assessments (DVT/PE) 


Venous thromboembolism (VTE) is the formation of a blood clot (thrombus) in a vein, which may 
then dislodge and cause a blockage in another part of the body (embolism). Most thrombi form 
in the deep veins of the legs and pelvis and are called deep vein thrombosis (DVT). Should they 
dislodge, they may be carried to the lungs resulting in pulmonary emboli (PE) which may prove 
fatal.  
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Thrombi can cause long term morbidity such as post thrombotic syndrome. Risk of thrombus 
formation increases with length of surgical procedures and increased periods of immobility. 
 
The risk of developing VTE is multifactorial and should be assessed for each individual patient 
both on admission and if their clinical risk factors alter during admission.  


Reference:  LPT Prevention of Venous Thromboembolism (VTE) Policy for In Patient Adult Patients 
which is a useful resource for all LPT staff 


Staff need to be aware of the risk factors associated with patients in their care, as detailed in the 
Trust policy. Medical teams need to feel confident in any change or need to escalate management. 


• All patients admitted to BMHU/HPC must receive a VTE assessment carried out by the 
admitting doctor 


• This assessment should be reassessed periodically throughout admission to ensure it 
remains accurate 


• Appropriate treatment or preventative measures should be taken according to the outcome of 
the assessment as guided by LPT policy 


• All ward teams are responsible to report any changes in presentation to ensure that 
assessments are repeated appropriately such as reduced mobility; reduced intake and risk of 
dehydration 


 


• Symptoms that need to be brought to the attention of the medical team for urgent 
review include: 


o Pain – throbbing, cramping in one limb 
o Warmth around the painful area 
o Swelling or redness/darkened skin around the painful area  
o Swollen veins that are hard or sore when touched 


  
• Call 2222/9999 if someone has symptoms of a DVT and are experiencing any: 


o Breathlessness 
o Chest pain  


This could be a pulmonary embolism and is life threatening. 
Request urgent medical assessment. 
 


• Medical assessment should be requested for all swollen limbs 


• Good practice would be to document a Wells Score as part of that assessment, regardless of 
the final diagnosis to clearly demonstrate that VTE was considered in the differential 


• The Trust VTE Policy contains a link to the Wells Score Tool 


 


25. Neurological Conditions 


 
Neurological conditions are disorders of the brain, spine, or nerves. They are a diverse group of 
conditions which can have a range of causes including genetic factors, traumatic injury, and 
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infection. The term covers a wide range of conditions from progressive illnesses such as Motor 
Neurone Disease (MND), Parkinson’s Disease and Alzheimer’s to relapsing remitting 
conditions such as epilepsy or migraine. The term also covers sudden onset injuries to the 
brain including those which may occur from a road traffic accident or a stroke. There are also 
many rare neurological conditions such as Multiple System Atrophy and Guillain Barre 
Syndrome. 
Numerous symptoms can develop in people affected by these diseases. Symptoms are specific 
to an individual and any symptom management should be tailored to the individual’s needs. 
NICE guidance specifies numerous strategies that are specific for Multiple Sclerosis, MND and 
Parkinson’s. Management strategies should be offered by therapists to optimise mobility, daily 
living, swallow, and communication. 
For Parkinson’s Disease (PD) serious complications can develop if medications are not given 
and taken on time. These include acute akinesia and if delays are significant, neuroleptic 
malignant syndrome. Therefore, staff should be aware of the importance for consistency in 
giving these medications and be supported by the pharmacy teams if there are any concerns 
about the complex medication regimens required to support patients with PD. 
 
There are multiple specialist teams available to help support patients with neurological 
diagnoses and staff are encouraged to seek advice and support regarding these conditions 
from these teams or from the physical health team. 


 
 
 
 
 
 


26. Epilepsy 


 
Epilepsy is a common neurological condition characterised by recurrent seizure activity. It is 
estimated that about 10-15% of patients with epilepsy also have psychiatric symptoms and 
diagnoses. Hence it is important for all staff caring for patients with SMI to have an awareness 
and training with regards to basic seizure management. 
Withdrawal from alcohol and other substances, head injury and other physical health problems 
can be complicated by seizures. 
 Prompt treatment of tonic-colnic seizures can reduce the risk of status epilepticus and mortality. 
Ref : The Southern Health Foundation Trust Management of seizures: what to do when a patient 
has a seizure v2, 2017) 


• Staff should be aware if a patient has a history of seizures and the form these most commonly 
take 


• Staff should facilitate the creation of a collaborative care plan regarding every day and 
emergency management of seizures 


• Staff should ensure they feel confident in basic seizure management  


• Staff should be aware of how to put someone into the recovery position 


• Staff should be aware of when to call 999 for patients having seizures 


• Collaborative care planning around specific ward activities (watching films with flashing lights, 
bathing etc) should be undertaken on admission 


• Epileptic medications should be given on time and handed over if the patient has declined to 
take these at any point 


• The medical team should determine who is monitoring the epilepsy management and confirm 
when a review is needed 


• It is important to provide balanced information to women of childbearing age and pregnant 
women with epilepsy. Where possible sodium valproate and other antiepileptic drugs 
(e.g.topiramate) that have been identified as having potential teratogenic effects should be 
avoided. 


o The regulatory change in January 2024, for oral valproate medicines, means that: 
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o A. Valproate must not be started in new patients (male or female) younger than 55 years, 


unless two specialists independently consider and document that there is no other effective or 


tolerated treatment, or there are compelling reasons that the reproductive risks do not apply. 


o B. At their next annual specialist review, women of childbearing potential and girls should be 


reviewed using a revised valproate Risk Acknowledgement Form, which will include the need 


for a second specialist signature if the patient is to continue with valproate and subsequent 


annual reviews with one specialist unless the patient’s situation change. 


27. Suspected Cancer for In-patients 


For patients in the community there are various symptoms and signs which meet the criteria for 
an urgent 2 week wait referral for specialist investigation for suspicion of cancer. If medical staff 
feel a patient on the ward would meet these criteria, then urgent referral should be made to the 
relevant specialty. It is imperative that any letter of this nature is marked as urgent referral for 
suspicion of cancer and followed up for progress of an appointment being made by the relevant 
team. The patient should be supported with literature explaining the concerns and what to expect 
in the clinics and a documentation trail of the referral and any outcomes in the patients notes. 
A pictorial guide is added below for guidance about the two week wait criteria. 
 


www.cancerresearchuk.org/sites/default/files/nice_infographic_poster_march
2016.pdf 


 


28. Vaccines 


 
People with Severe Mental Illness and Learning Disabilities may have conditions that make them   
eligible for specific vaccinations such as Pneumococcal and Flu vaccines.  
Although overall responsibility for vaccinations is with their primary care provider it is important 
that LPT DMH staff have an awareness of the need for service users to be invited to receive 
these vaccines to prevent against serious and potentially fatal infections. During Flu season 
patients can be offered the opportunity to have the vaccination if they consent to this being given. 
Ward medical teams can prescribe specific vaccines and can seek advice from the trust 
pharmacy regarding what and how to prescribe these vaccines.  
DMH staff can therefore support and enable services users by asking “have you received an 
invitation from your GP for vaccines?” and provide suitable support and advice. This should 
include communication to their primary care provider to discuss possible supportive adjustments 
that LPT teams could support to facilitate. 


29.  Screening 


 
The Public Health England 2019 (PHE) screening strategy was developed to help reduce 
inequalities faced by people with SMI by promoting access to national screening programmes. 
As part of this strategy, it is vital that HCP caring for patients can support patients to tackle the 
social, cultural and system barriers to screening faced by people with SMI (PHE 2019).  
The Physical Health Team at the BMHU aim to support this strategy within their role to establish 
if service users have received invitations to routine screening; discuss if the patient felt there 
were any barriers to participating in screening and offer any support to improve access to those 
services. The previously attached Physical Health Team document outlines their role and further 
details about communication with primary care and screening services. 
The attached ‘Supporting access to national screening programmes’ support tool, is available to 
support staff within DMH to ask service users if they have received the appropriate invites for 
screening. 
 


30. Continence 


DMH and LD patients can be at risk of both urinary problems and constipation. Causes for this 
can be multifactorial such as medication; sedentary lifestyle, hydration, and dietary intake.  



http://www.cancerresearchuk.org/sites/default/files/nice_infographic_poster_march2016.pdf

http://www.cancerresearchuk.org/sites/default/files/nice_infographic_poster_march2016.pdf
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It is important that all teams are aware of the risk factors and support and advise patients to 
maintain healthy bladder and bowel care e.g advising about healthy diet, exercise, and adequate 
fluid intake.  


Due to the risks of severe constipation and subsequent risk of obstruction associated with some 
commonly used antipsychotic medications, staff should be aware of the signs of constipation and 
how to manage it effectively. Patients may be experience bowel or bladder problems at any point 
in their admission and therefore this needs to be part of the routine assessment of the patient at 
ward rounds and handovers. Patients may feel particularly vulnerable around these specific 
symptoms and therefore enquiry and assessment of these matters should be supported and 
managed with privacy and dignity. 


 


30.1. Routine Monitoring of Bowels and additional needs 


• Staff should obtain a history and baseline for individuals as soon as possible on admission. 
To establish ‘what is ‘normal’ for them?’  considering frequency, type, and any 
difficulties/concerns. 


• Bowels should be monitored for the first 72 hrs of admission. Simply by asking “ Have you 
had your bowels open today?”  


• It is considered good practice to ask individuals if they are opening their bowels and are 
passing urine and recording this daily. This should be recorded on Brigid. 


• Referring to the Bristol Stool Chart can support patients to identify any concerns or changes 
in their usual bowel habits. 


• Individuals should be advised that they can report any concerns with their bowels or bladder 
to the ward nursing or medical teams so they are can be offered assessments and support as 
early as possible 


• If a patient reports concerns with their continence and require a continence assessment or 
specific monitoring, they can be reviewed by an appropriate clinician  


• For patients that are unable to maintain their own needs staff are required to offer support 
during admission by discussion and assessment 


• Where there are complex needs, advice can be sought from the continence service for 
appropriate monitoring and support where necessary  


• LPT continence teams provide specialist advice. Training for catheterisation and Digital 
Rectal Examination may be available on Ulearn. - where appropriate to individual services 
and staff groups (this is not role essential) 
 


• Patients with individual specialist needs, such as a stoma or a urostomy for example, are to 
be supported to continue to manage their own care.  


• Staff should ensure the patient has access or supported access to the equipment required to 
manage their care e.g., stoma bags, adhesives, skin care products 


• Staff should have an awareness of how to manage stoma care and discuss this with 
individuals to develop a supportive care plan when interventions are required 


• In event that additional input is required, or staff require advice in the management and care 
planning for any continence needs they can refer to the physical health team 


• Staff should support to maintain privacy and dignity when supporting with any continence 
needs. 
 


• Patients that are assessed and found to be constipated will require a specific care plan and 
management plan – see the constipation assessment and management DST and LMSG 
guidance 


 


30.2. Urinary Retention ,Catheter Care & Suspected UTI (Urinary Tract Infection) 
 







 


V1 22.6.2022 RH/JM 


If anyone is suspected to have urinary retention, symptoms of a UTI or concerns with an existing 
catheter staff must report this to the ward medical teams for assessment. 


• All staff to have an awareness to access the Trust Urinary Catheter Policy for Community 
Health Services, Inpatient Facilities and Primary Care (2019) for relevant documentation and 
standards. The policy includes guidance on : 


o Taking urine samples correctly; correct removal and insertion of catheters; 
management of catheters including bag changes; Trial without Catheter (TWOC) 
Pathway which supports best practice and all the necessary mandatory 
documentation. 


• Staff will be able to correctly collect a urine sample, carry out a urine dip, and understand 
when and how to correctly send a urine sample to pathology (for people with or without a 
catheter) 


• Adult mental health areas have access to a bladder scanner to support with assessments – 
the physical health team can also support to facilitate these when necessary 


• The bladder scanner is stored in the physical health teams nursing office and can be 
accessed by the clinical duty managers (CDM) out of hours (at BMHU) 


• Ward medical staff can assess and provide catheters when clinically identified in accordance 
with the above-mentioned policy 


• Ward nurses may only catheterise if they are appropriately trained and have been 
competency assessed 


• Routine catheter changes for people with a long-term catheter should be identified and 
planned from the point of admission by the ward team and/or the physical health team during 
triage by viewing ESR (Electronic Staff Record) and contacting district nursing teams. 


• Wards have access to a catheter box which contains the suitable equipment for a routine or 
unplanned catheterisation. These must be maintained by the ward and stock should be 
replenished following use  


Having access to these items in a timely manner and an awareness of the trust policy will support 
improved management for people that are in acute retention or are experiencing complications 
with a long term or pre-existing catheter. This will also reduce the need for unnecessary transfers 
to acute general settings. 


 


31. Wound Care and Pressure Ulcers 


 
LPT DMH staff need to be aware of the risks to patients of developing pressure area damage and to 
be aware of the need to assess (within their own capabilities) and escalate concerns to the appropriate 
teams to support. Patients may have been at risk prior to admission and can become at risk during 
their admission. 
 
31.1.  Skin Assessment 


 


• Staff are required to assess and identify any risk factors that could contribute to the 
development of a pressure ulcers such as: poor or reduced mobility (this can include people 
taking to their bed for extensive periods of time due to a deterioration in their mental health); 
poor nutrition and other underlying physical health needs 


• The Waterlow Assessment Tool is completed for everyone on admission and will be reviewed 
monthly by the ward team unless indicated otherwise or their needs change. 


• Appropriate assessments tools, such as SSKIN; repositioning charts etc must be completed 
as indicated by the risks and scores identified from the Waterlow assessment or at the point 
of concerns being identified during admission should someone's needs change 


• Appropriate specialist equipment should be obtained as indicated from assessments 
outcomes such as beds, mattresses etc .  


• MEDSTROM  can be contacted to request specialist beds and mattresses as per the Medical 
Devices Policy and Procedures. The Medical Devices Team are also availebl to offer 
guidance and support about equipment. 
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• Referrals to appropriate teams for assessment and support should be made such as OT, 
Physiotherapy, Physical Health Team, Medical Devices Team etc. 
 


31.2. Wound Care 
 


• Ward staff (qualified/medics) should have a basic knowledge of wound care and be able to 
carry out a wound dressing using an aseptic technique 


• Self harm wounds must be assessed by the ward team and consideration of the dressing, 
need for steristrips or sutures are to be determined, alongside consideration to the risk of 
infection 


• Someone who has sustained a wound that is suspected to require suturing will need to be 
transferred to the Emergency Department (ED) for assessments 


• Suturing must be carried out with maximum time scale of 48hrs, ED may decline to suture 
after a period longer than 24 hrs – it may be advisable for the ward medics to discuss with ED 
teams if the timescale is in question 


• If a wound is not sutured the rational must be documented and a plan in place to dress the 
wound to support healing by secondary intention 


• A collaborative ‘intervention’ care plan will be required for anyone with a pressure ulcer or a 
wound for the ward team to manage daily 


• If the ward teams have any concerns with wound management or complex dressing support, 
they can contact, via referral, the physical health team  


• All wards are to have a basic supply of wound care products to allow for basic dressing to be 
commenced. See the basic ward dressing stock list  


•  The LPT wound care formulary is available for additional specialist dressings that will require 
prescribing. 
 


• If someone develops any pressure damage category 2 or above whilst in our care this must 
be reported and investigated using the e-IRF reporting system. 


 
Early consideration for needs at the point of discharge should be identified and supported by the 
MDT 
 


• At the point of discharge community teams and primary care providers should be made aware 
of any concerns they have in relation to changes and increased risk to pressure area care 
and can also seek support through the Single Point of Access on 0300 300 1000. 


 


• Other guidance for assessments, monitoring and how to manage can be located within the 
Physical Health and Wellbeing Directory 


 
 
 
 


32. Nutrition and Hydration  


32.1. Assessing for risks 
 


• The MUST screening tool will be completed on admission for all patients and repeated as 
indicated by the score, this is detailed in the trust Nutrition and Hydration Policy for Hospital 
Inpatient use 


• Referrals to the dietician will be made and agreed dependent on the MUST score, actions, 
and any concerns 


• Any referrals must be clearly logged in the patients record.  


• The patient will require a care plan for nutrition and/or hydration as indicated to clearly identify 
the needs and interventions of staff 


• All patients admitted to the acute wards will be monitored for an initial period of 72 hours 
(using the 72-hour monitoring packs). This includes food and fluid charts 
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• The task of monitoring fluid and diet should be allocated to a member of staff on a shift-by-
shift basis- offering clear lines of responsibility and accountability 


• The fluid and diet charts must be completed fully to allow for accurate assessment of care to 
be made and allow for appropriate and timely referral to the dietetic services and/or medical 
team for review 


• Any charts must be reviewed by the ward team daily, to support the early identification of any 
concerns. Following the 72hr period of assessment they must be signed off to determine if 
monitoring can be discontinued or not 


• Dieticians require details of each meal to include quantities; content and amount taken as this 
allows them to accurately assess and plan the necessary interventions 


• Prescribing of supplementary drinks and products should be discussed with the dietician  


32.2. Fluid monitoring 


• Fluid intake is to be recorded as accurately as possible in the first 72 hrs of admission 


• For those that are accessing drinks independently it would be suitable to ask the patient what 
they have had to drink throughout the day and log this. It is recommended that this is done 
hourly when possible, during routine observations to enable staff to maintain as accurate 
documentation as possible 


• If someone is deemed at a higher risk of reduced fluid intake and/or not able to access drinks 
independently physically or mentally (during the 72-hr period or any other time during their 
admission) the level of accuracy for the recording of fluid intake needs to be higher and the 
amount of fluid, taken in mililitres, must be recorded on the fluid recording chart in the 72hour 
pack or fluid balance charts that are in use.  


• For vulnerable patients it is expected that staff offer fluids at least every hour (or as agreed as 
part of an individualised care plan/medical management plan to support therapeutic needs) 
and recording that drinks have been offered (including if this was offered and declined) as per 
Nutrition and Hydration Policy 


• If the level of monitoring outlined within the trust policy is considered detrimental to the 
therapeutic outcomes of an individuals care changes in guidance from the policy should be 
documented with the rational as part of the medical plan (e.g. for those with an eating 
disorder). This would be assessed on an individualised basis 


• If a patient is not able to access their own fluids, from the ward kitchen and usual means, staff 
must ensure they have access to a cup and jug in their room. A risk assessment would be 
required as per ward area and individual risk assessments.  


• If it is not possible to offer a jug within a patient's room, staff must ensure that fluids are being 
offered and other considerations are made around how to provide access to fluids e.g. staff 
take regular drinks, plastic bottles etc 


• If a patient is taking less than 1500-2000mls in 24 hours this must be discussed and reviewed 
with the MDT 
 
 
 
 
 
 


Review of fluid and diet charts and additional risks 


• All food and fluid charts being completed, during any period of the patient's admission, should 
be reviewed daily by the appropriate clinicians to allow for concerns to be escalated 
appropriately. 


• If there are any concerns identified with regards to choking; coughing; swallowing difficulties 
etc when eating or drinking staff must escalate this and make appropriate referrals to the 
Speech and Language Therapy teams (SALT) 


• Staff must ensure any specialist dietary requirements (vegan; vegetarian gluten free, lactose 
free etc); modified food textures (e.g varied textured diet) are communicated to the catering 
teams; dieticians and SALT teams on admission 


• All staff must be made aware of any specialist dietary requirements and this should remain on 
the handover sheet throughout their admission 
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• If there are any uncertainties about a patient's dietary requirements contact the dietician 
and/or SALT team for advice and seek information for family/carers and GP. 
 


33. Lifestyle choices / weight management 


Guidance for service users with a BMI >30 
2022- Obesity Pathway is currently under development for DMH in patient services. 


LPT is working towards Smoke Free. Click here for more information about the Smoke 
Free offer for patients in DMH. 


 


34. Sexual Health 


Good sexual health is important for physical, mental, and social wellbeing. There is a link between 
poor sexual health and other key determinants of health and wellbeing, such as alcohol and drug 
misuse, smoking, obesity, and mental health, which contribute to health inequalities. (Department 
Of Health 2016) 
The following is recommended: 


• Sexual health history should be screened at the earliest opportunity, ideally as part of the 
initial admission assessment 


• The need for service users to be offered STI and Blood Bourne Virus screening should be 
considered at admission 


• If appropriate a pregnancy test should be conducted at admission 


• If the patient is taking oral contraception or HRT this should be prescribed alongside their 
other medications and considered accordingly in the VTE assessment tool 


• Basic STI screening can be facilitated on the wards but the medical team should consider if 
the patient is at significant risk, whether it would be more appropriate to support the patient in 
accessing local GUM services 


• Any history of post coital bleeding should be discussed with the PHT for urgent advice and 
guidance 


• All staff should be able to offer clear and understandable information on what types of 
activities may increase risk of a sexually transmitted infection or blood borne virus and what 
can help prevent infections e.g., consistent condom use and regular testing. 


• The PHT can help provide guidance and information about contraception, particularly the 
more effective long-acting methods, to reduce the risk of unintended pregnancies.  


• Staff can also offer verbal supporting guidance about attending and uptake of sexual health 
screening e.g. cervical smears and urine STI screening for under 25’s. 


 


35. Personal Care and Hygiene Needs 


Patients admitted to the BMHU will be promoted to meet their own hygiene needs and to access 
their own personal belongings wherever possible. If someone is identified to have difficulties or 
requires support with their ADL’s the ward team will assess this on/during admission. The needs 
may be long term or temporary due to the current presentation or abilities. 
When concerns are identified in relation to ADL referrals can be made to the Occupational 
Therapy Team (OT) and Physiotherapy Teams for assessments as appropriate.  
The ward staff will support with personal care when identified and this should include oral, and 
basic hand and nail care (as per trust guidance)  
 


36. Ear Care and Hearing Aids 


 
One in six people in the general population in England has hearing loss (NHSE, 2015). Increasing 
age brings greater risk of frailty, dementia, and ability to undertake activities of daily living. All 
these things can be compounded by hearing loss. Patients in any hospital setting with hearing 
loss are multiply disadvantaged if we are not attuned to their needs.  
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Any degree of hearing loss may make it harder for patients to comprehend instructions or 
information, which may in turn be interpreted by clinical staff as not consenting to procedures 
such as physical examination, impair any functional or cognitive assessments and ultimately 
rehabilitation.  
 
General Principles 
 
There are several key principles in caring for patients with hearing loss 


• Ensure staff can recognise and understand hearing loss 


• Follow the basic communication tips 


• Some staff on each wards should be able to provide basic hearing aid maintenance (check 


the device is switched on, positioned properly and the battery is working) 


• Improve communication between staff and patients by following communication tips (see 


below) 


• Ensure hearing difficulties are recorded in patient notes and communication care plans, and 


that they are raised at hand over.  


• Make hearing aid storage boxes available to patients with hearing aids, to help keep hearing 


aids safe on hospital wards.  


Communication tips 
 


• Gain the person’s attention before you begin to speak 


• Avoid speaking from another room. Place yourself at a reasonable distance so they can see your 


face and lips 


• Avoid having the conversation with a lot of background noise. Remember hearing aids will amplify 


all background noise, so speech can get lost. 


• Keep your face well lit. Do not stand with the light or a window behind you as your face will be in a 


shadow 


• Do not cover your face or your lip movements 


• Do not look away when talking 


• Do not shout! Speak clearly and not too fast or too slow 


• Repeat the sentence again (just once) if necessary, then rephrase 


• Write down key facts - times, dates, names, places, instructions 


• Be calm and patient and leave enough time for the consultation 


• Gestures and facial expressions will help augment your message 


Ear wax 
 
Symptomatic ear wax is a common presentation. It can present as a sensation of fullness in the ear 
and be associated with a notable decline in hearing. Rarer symptoms can be tinnitus, earache, 
itching or cough. 
 
Items placed in the ear can make ear wax worse, such as cotton buds and hearing aids.  
 
Management 
 
Anyone trained in using an otoscope can examine the ears of a patient to deternine if there is ear 
wax present. If the diagnosis is confirmed the medical team will then assess if it is safe for the 
person to be prescribed ear drops. 


 
• Options include sodium bicarbonate 5% drops, olive oil or almond oil. DO NOT PRESCRIBE 


ALMOND OIL TO ANYONE WITH A NUT ALLERGY. 


• Prescribe the drops to be used at least 3-4 times daily 


• Use for at least a fortnight 
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• Advise the patient that use of ear drops may cause transient worsening of hearing, dizziness, 


irritation of the skin or even discomfort. 


• If this fails to work further advice from the physical health team may be sought. 


• DO NOT advise ear drops for anyone with a perforated tympanic membrane, suspected active 


infection or active irritation of the skin in the ear canal. 


 
 


37. Dental Services & Oral Health 


People with a mental health problem are at higher risk of poor dental and oral health. Good dental 
and oral health is essential to general health and wellbeing as poor oral health can reduce self-
confidence. People with a SMI are susceptible to oral disease and tooth decay which can be due 
to poor diet, side effects of antipsychotic medications or difficulties in accessing dental services. 
Substance misuse is associated with poor oral health. Stimulant drugs are linked to teeth grinding 
and drugs such as heroin can cause people to crave sugar  
The following is recommended:  
• Monitor that people have access to a dental practice and that they attend for check-ups at 
recommended intervals.  
• Ensure people have access to appropriate oral hygiene equipment e.g., toothbrush and fluoride 
toothbrush.  
• Encourage brushing twice a day using fluoride toothpaste, and the use of dental floss and 
mouthwash. 
 • Encourage people to chew sugar free gum to stimulate saliva to help neutralize acids- 
especially for individuals who are unlikely to carry out routine oral hygiene.  
• Encourage people to stop smoking.  
• Encourage people to eat less sugary food and drinks  
For patients that’s are not registered with a dentist or in case of emergency, appointment is 
available through The Dental Access Centre (DAC), call 111 who will advise on the dental 
facilities that staff could take patients to. 
 


38. End of Life and Palliative Care 


People with advanced life-threatening illnesses and their families should expect good end of life 
care, whatever the cause of their condition (NICE 2015).  
Effective communication with patients approaching end of life, and their carers is of upmost 
importance; this includes patients with a diagnosis of severe mental illness, learning disabilities 
and dementia.  
Service users should be offered information in an accessible and sensitive way in response to 
their needs and preferences. Patients approaching end of life should have their physical and 
psychological needs safely, effectively, and appropriately met. On-going holistic assessment 
should be undertaken in response to their changing needs and preferences. A patient who may 
benefit from specialist palliative care should be offered this in an appropriate manner (NICE 
2015).  
If a patient is reaching the end of their life or receiving palliative care whilst in DMH, staff should 
liaise with specialist palliative care services to ensure seamless transfer or continuity of care. 
Trust staff should continue to provide specialist support for the patient’s mental health or learning 
disability as required. This is a rare event within DMH inpatient settings however staff should 
have an awareness of the process and ReSPECT doucument. 
  
The ReSPECT document is used nationally and summarises information and recommendations 
about emergency care and treatment for a person in the event of their clinical deterioration. The 
document records recommendations about potentially life-sustaining treatments for a person, 
including a recommendation about CPR . 
 
Any existing ReSPECT document must be considered at every new episode of treatment and 
care especially at the first consultant review or when a patient’s clinical status changes. This is 
to avoid staff having to make decisions in a crisis, when there may be insufficient time to gather 
and consider all the relevant information relating to the patient’s wishes and clinical condition. 
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The overall clinical responsibility for decisions about ReSPECT and CPR rests with the 
Consultant in charge of the patient’s care. If the decision is made by a junior doctor, the 
Consultant must be informed at the earliest opportunity and counter sign the appropriate section. 
At all times service users, family members and carers should be offered the opportunity to be 
able to express their wishes regarding decisions about their care.  
 


Advance care planning can happen at any stage and the person’s wishes or statements may 
lead to a ReSPECT document being considered, discussed, and completed even in the absence 
of advanced illness. This process is subject to the statutory requirements of the Mental Capacity 
Act and its Code of Practice. 


The entire ward team must be made aware of the service users ReSPECT form and their CPR 
status. This should be communicated at the daily handovers and board rounds and updated on 
SystmOne accordingly. 
Any changes to a patients ReSPECT form or resuscitation status during admission should be 
communicated to the GP if the patient is discharged. 
 
  
 


This photo shows a copy the ReSPECT 
forms (purple) which replaced the red 
DNAR froms (also shown) from January 
2020. . 


 


39. Other services provided by LPT available through referrals process 


• Dietetics services 


• Tissue Viability 
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• Infection Control 


• Podiatry 


• Continence 


39.1. Other services available through referrals to UHL 


• Ophthalmology reviews 


• Hearing reviews 


• Diabetic nurse input 


• Scans & investigations 


 


40. TRAINING REQUIREMENTS 


 


• All clinical staff at BMHU/HPC should be made aware of this SOP 
 


• The practice that is outlined within this SOP are standard requirements that are met within 
either medical or nursing training for specific professional roles. 


 


• Aspects of the document that refer to the standard processes within the unit for admission 
and discharge are the responsibility of ward managers to ensure that staff are made 
aware of the relevant documentation and admission processes as part of their induction 
process and out line individual responsibilities. It is recommended that staff are asked to 
read this SOP as part of their induction and record they have done so. 


 


• There are aspects of this document that are supportive tools (DST) for staff when they 
may lack the confidence or knowledge in a specific physical health condition and actions 
to take within this field of practice. It is not the remit of the nursing staff and this would 
refer to the ward medical teams. 


 


• The Physical Health Competency Passport for RMN/LD nurses has been developed to 
support registered nurses to identify any gaps in their knowledge and to meet the 
competencies expected by HEE (Health Education England). Modules for updates and 
learning are available to staff on the trust ULearning system. These may not be role 
essential, but staff are encouraged to view them. Each trust Policy that is referred to within 
this SOP will out line the training requirements. 


• The staff passport will be completed annually within staff appraisals (electronically) to 
support staff with their own learning needs. The trust record assurance to the training that 
are considered role essential and mandatory and this is reported to individual ward 
managers. 


 
Insert the following standard text for Trust-wide SOPS: 


 


• When a new SOP is authorised, or when an existing SOP is revised staff should take 
time to read and fully understand the SOP and relevant documents, ensuring that they 
are able to implement the SOP when required. If clarification is needed then staff should 
approach their line manager who will decide if additional training is required 


      and that the training is documented in their training record.  
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41.   REFERENCES AND ASSOCIATED DOCUMENTATION 


  


41.1.     Monitoring forms and Trust Documents 
See the DST and charts section   


41.2.   Supportive Tools & Decision Support Tools- (DST) for BMHU 
  


Support tool 


Ward Round Template 
(in the event that SystmOne is not accessible) The templates on S1 should be used 
otherwise 


BMHU Admission Assessment Flowchart 


BMHU Physical Exanimation equipment list 


SBAR Communication tool Information and printable template 


NEWS2 PDF 
(for use if Brigid is not available)  


Brigid  SOP 


Inpatient Sepsis Pathway for BMHU 


Diabetes Care BMHU flowchart 


Monitoring Blood Glucose levels  


Know Your Risk  


Diabetes Blood Glucose Monitoring Support tools for BMHU 


Physical Health Team BMHU Document 


Falls Guidance for Managers and Staff 


Asthma and COPD DST for BMHU 


Acute asthma Attack DST 


Chest Pain DST for BMHU 


Stroke and TIA DST for BMHU 


Supporting access to national screening programmes – guide for staff 


Guidance for service users with a BMI >30 
  


 National Patient Safety Alert 28.11.23 Valproate: organisations to prepare for new 
regulatory measures for oversight of prescribing to new patients and existing female 
patients NatPSA/2023/013/MHRA 


 


 


 


 


41.3.      Relevant Trust Policies 
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• LPT (2021) Chaperone Policy for Adults and Children 


• LPT/UHL (2015) Combined UHL / LPT / LLR Alliance Cardiopulmonary Resuscitation Policy 


• LPT (2020) Physical Health and Wellbeing Directory      


• LPT (2019) inpatient Discharge Policy       
• LPT (2017) Medical Devices Policy 


• LPT (2019) Nerve Center Standard Operational Procedure 


• LPT (2021) Non-Contact Observations Standard Operational Procedure 


• LPT (2018) Nutrition and Hydration Policy for Hospital Inpatient Use 


• LPT (2020) Prevention of Venous Thromboembolism (VTE) Policy for In Patient Adult Patients 


• LPT (2019) Prevention and Management of Slips, Trips and Falls Policy 
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Version Date Implemented Details of Significant Changes 
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LPT website for mention of Valproate and checking if it 


complies with the Patient Safety Alert  
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Signatures for relevant staff to sign 


 


I confirm that I have read and consider myself to be sufficiently trained in the above Standard Operating 
Procedure with regards to my individual roles and responsibilities  


 


Signature of Trainee ………………………………………………………… Date ……………………… 


 


 


 


I confirm training in the above SOP was delivered as recorded above and that the trainee may be 
considered sufficiently trained in their roles and responsibilities 


 


Signature of Trainer …………………………………………………………… Date ……………………… 


. 


Additional Notes & Signatures 


Signature of Trainer (where appropriate) 


 


I confirm training in the above SOP was delivered as recorded above and that the trainee may be 
considered sufficiently trained in their roles and responsibilities 


 


Signature of Trainer …………………………………………………………… Date ………………………. 


 


 
 
 
 
Disclaimer 
Medical knowledge is constantly changing. The author has, as far as it is possible, taken 
care to ensure that the information given in this text is accurate and up to date. However, 
readers are strongly advised to confirm that the information, especially regarding drug usage, 
complies with current legislation and standards of practice 
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Clinical guidance for patients with NEWs2 Score of 1-4 – Community Therapy 


The following guidance document is to support clinical reasoning for all patient escalation including guidance 


for patients scoring in one or 2 parameters but do not trigger for escalation (3 in one parameter or 5+)  


Contents 


1. Community Therapy Deteriorating Patient Escalation Process  


2. Background and General Notes 


3. Escalation Options 


4. Respiratory Rate 


5. Oxygen Saturations  


6. Blood Pressure 


7. Pulse Rate 


8. Level of Consciousness  


9. Temperature  


10. References 


11. Appendix 1: Contact Numbers 


12. Version Control 


 


Community Therapy Deteriorating Patient Escalation Process  


For quick navigation these contents 


are hyperlinked, press the control key 


and click on the section you need  


 


Trigger


• If any concerns or changes in a patients condition or presentation, mental health status 
are identified this should trigger further assessment and possible escalation.


• Consider if patient has any known pressure ulcers, infections or surigcal incision sites.


Step 1 


• Complete a set of Obs with NEWS2 score and take a clinical history- Ask the patient 
(Do not just rely on obs, view the patient holistically - 'go with your gut') 


• If unsure call the Clinical Therapy Lead Oncall for advice - name added daily into the 
Weekend Whatsapp Group. If no Clinical Lead Oncall utilise Traiger or a Band 7 for 
support


Step 2 
• Identify a route of escalation- GP, (0300 323 0672- DHU professional line), 111, 


999, virtual ward, and hold clinical conversation using SBAR and share clinical 
findings


Step3 
• Liaise and escalate outcome if indicate to triager/ Clinical Lead On Call re: need 


to stay / redistribution of visits
• Complete record keeping including SBAR, and consider the Sepsis templates if 


indicated


Safety 
Netting 


•From 6pm-10pm weekdays and weekends if awaiting an urgent medical response contact your 
local Nurse in charge/ coordinator to discuss the situation, gain safety netting advice.


•Discuss with nurse in charge/ coordinator whether or not it is safe to leave the patient until the 
ambulance arrives.
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General Notes 


• NEWs2 is a tool to support alongside your own clinical 


judgement. You need to understand the clinical 


relevance of the numbers scored, and use your 


professional oversight of the picture infront of you – not 


just rely on the NEWs2 scoring outcome 


• Check patients’ previous observations (if available - 


review BRIGID app) 


o Consider how recent they were taken and what 


has happened since then. Eg, hospital admission 


for pneumonia 


o Does the patient know what is ‘normal’ for them? 


And complete any home monitoring? 


o How does the patient feel? Are they off their 


normal baseline? 


o Remember you can repeat the observations 


throughout your intervention to see if the 


pattern remains if you’re not sure  


• Go with your gut  


o Sometimes someone may not score, for example, 


may fit into the the 1-4 parameter but the 


patient doesn’t look/feel well, if you have 


concerns then you can still escalate 


o Its important to know your patients normal, listen to family and act when required to 


prevent further consequence to the patients health  


• Check in with a Senior/Clinical Lead Oncall/Triager 


o Always good to use someone else as a sounding board to help you think around the 


situation 


o Use SBAR (Situation, Background, Assessment and Recommendation) to handover the 


information clearly to support an efficient conversation 


o Its better to over escalate than not escalate at all – but make sure this is based on your 


reasoning from the clinical factors and presentation, not just because you are unsure 
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Escalation options depending on score  


Who to contact: When: 


Option 1 
  


Band 6 or Band 7 Colleague  
  
NEWS 1-4 


Patient scoring 1-4 and not sure from presentation whether need to 
escalate: 
Do not just rely on observations, view the patient holistically – ask the 
patient how they are feeling; 
 


• If unsure contact Band 6 or 7 colleague to clinically reason together 


• If can clinically reason that escalation is not needed, complete the SBAR template on 
S1, and provide the patient with safety netting advice. 


• If identified that escalation is needed continue onto options 2-4 below 
Example: 


• Scores not far out of the parameters and patient is feeling fine/ normal in 
themselves. 


• The history on S1 indicates score is in the within their normal range for 
the patient 


Option 2  
  


GP Practice 


https://servicefinder.nhs.uk/ 


  
NEWS 0-4 


Needs support with stable medical management plan.  
Non Urgent needs: 


• If unsure complete conversations with Band 6 or 7 to clinically reason together if GP 
practice escalation is indicated  


• If clear GP practice review is needed; explain patient presentation using SBAR 
methodology, DO NOT just provide NEWS2 score. 


Example: 


• Palliative care; needs respect form putting in place  


• Medication review; e.g. BP low and on hypertensive 


• Gradual deterioration  


Option 3 (Urgent response) 


   
DHU Professional Line 


0300 3230672 


  
NEWS 1-4 & require further 
advice 


or 5+ / 3 in one parameter and no 
red flags 


NO red flags 
Requires support with acute medical management plan. 


• Clear deterioration noted and direct escalation required for acute response  


• Consider admission to Frailty Virtual Ward – discuss with band 6 or 7 
Example: 


• Change in patient’s presentation or/and deranged observation indicates a 
deterioration. 


• Patient who is palliative has deranged observation and potentially an 
acute cause (reversible cause), ie. Infection. 


• Has a RESPECT form in place that states the ceiling of care is to remain at 
home even if score/ presentation would indicate hospital escalation 


Option 4 (critical response) 


  
999 


NEWS 5+ or 3 in one parameter 
AND red flags 
  


Urgent medical management plan required and/or patient presenting with 
red flags. 


• Significant deterioration or threat to life noted and direct escalation required for 
critical response  


• Respect form in situ: for full medical escalation or No Respect form – continue to 
escalate to 999. – explain patient presentation using SBAR methodology including 
any Red Flags (rather than the NEWS2 score) 


• Respect form in situ: ceiling of care to remain at home – consider option 3 (DHU). 


• Contact a Band 7 to advise you have escalated, debrief, and gain support. 
Example: 


• Chest pain, difficulty breathing, signs of Stroke, Sepsis signs, Head injury 
and on anticoagulants, obvious haemorrhage or fracture. 


• PR > 130, RR > 25, BP < 90 systolic (Risk of Sepsis) 


• Any Red Flags listed   


Red Flags: 


Chest Pain 


Difficult breathing  


Signs of stroke 


Head injury and on anticoagulants  


Obvious haemorrhage 


Fracture 


Risk of sepsis (PR >130, RR >25, BP<90 
systolic)  



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fservicefinder.nhs.uk%2F&data=05%7C01%7Canna.jenkin1%40nhs.net%7C4db1da749b6a43c2ad3608dbd4910983%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638337491608917520%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=BmflBXO5qXcGgKV1nWYfcLVyDg2LzkZ78kdDLmSt3Q4%3D&reserved=0





Clinical guidance for patient escalation THERAPY V2 May 2025 


4 of 20 
 


 







Clinical guidance for patient escalation THERAPY V2 May 2025 


5 of 20 
 


Respiratory Rate:  


Respiration is the metabolic process of oxygen intake and carbon dioxide release.  


It’s controlled by a body system called the respiratory drive.  Rising respiratory rate can be one of the first 


signs of deterioration – check if there is a pattern from previous observations  


Potential factors affecting RR:  


• Patient aware you are directly observing their breathing 


• Slow RR: alcohol, opioids, hypothyroidism, brain injury, stroke, sleep apnoea 


• Fast RR: fever/ infection, dehydration, asthma, COPD, heart conditions, overdose, anxiety and 
pain 


• Consider patient position: retake in upright sitting if you are not sure 
 


If scoring 1 on NEWs2 and you can clinically determine 
that the below causes are a factor AND they show NO 
concerning symptoms, then escalation is not required as 
long as you clinically document your reasoning  
*Remember safety netting* 


If scoring on NEWs2 and showing any of 
these symptoms, you must escalate  


Potential causes of slow RR:  


• Alcohol 


• Opioids 


• Existing Hypothyroidism 


• Previous Brain injury/ Stroke 


• Existing Sleep apnoea 


• Body position – reposition and recheck  
 


Concerning Symptoms: 
• Light headedness 


• feeling faint 


• dizziness 


• chronic fatigue 


• headaches 


• weakness 


• confusion 


• poor coordination 


 


Potential causes of high RR:  


• Pain  


• Elasticity of lung  


• Activity levels (exercises) 


• Anxiety/ Emotion/ stress 


• Dehydration – encourage fluids 


• Overdose 


• Fever/ infection – check are they on treatment eg 
antibiotics/ can they take paracetamol 


• Body position – reposition and recheck 


Concerning Symptoms:  


• Colour changes 


• Grunting 


• Nose flaring 


• Retractions of chest 


• Overuse of accessory muscles if 
not normal for them – neck 
muscles 


• Sweating 


• Wheezing 


 


 


 


Immediate actions that can be completed by therapist for High RR 


• encourage patient to relax, sit down 
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• supportive positions for breathing: forward lean, if increased stomach mass encourage position 
where diaphragm is not restricted i.e. upright sitting  


• if uses inhalers/nebulisers – consider use of reliever (as prescribed if PRN) 


• offer reassurance i.e. can signpost to their normal oxygen saturations to prevent panic re: 
breathlessness 


• try breathing techniques – square breathing, finger breathing – try to encourage longer 
exhalation than inhalation to prevent carbon dioxide build up  


Escalate  


Document  


Safety net 
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Oxygen Saturation (Sats) 


Oxygen saturation measures the percentage of oxyhaemoglobin (oxygen-bound haemoglobin) in the 


blood. Be aware of patients target saturations, have they ever been on an 88-92% hypercapnic regime? 


Have they ever needed supplementary oxygen at home or hospital?  


Potential factors affecting sats:  


• poor circulation (e.g. Raynaud’s Disease)  


• skin pigmentation 


• skin thickness 


• Skin temperature – try to warm finger before taking again  


• current tobacco use 


• fingernail polish or false nails 


• Consider patient position – e.g. if slumped in bed try sitting them up. 


• Try probe on different finger, or use toe or ear lobe.  


If scoring 1 on NEWs2 and you can clinically determine that the 
below causes are a factor AND they show NO concerning 
symptoms, then escalation is not required as long as you clinically 
document your reasoning  
*Remember safety netting* 


If scoring on NEWs2 and showing 
any of these symptoms, you must 
escalate  


Potential causes of low sats  
Existing diagnosis of: 


• Anaemia 


• Congenital heart disease 


• Asthma 


• COPD (chronic obstructive pulmonary disease) 


• Sleep apnoea  


• Emphysema 


• Pulmonary fibrosis  


• Interstitial lung disease 


• Recent pneumonia  


• ARDS (Acute respiratory distress syndrome) 


• Pulmonary embolism (PE) 


 


 


Concerning Symptoms for 
low/high Sats 


• Chest pain or tightness 
(999) 


• Bluish colouring in the face, 
lips, or nails 


• Shortness of breath, 
difficulty breathing, or a 
cough that gets worse 


• Excess use of respiratory 
muscles  


• Restlessness and 
discomfort 


• Fast or racing pulse rate 
• Unequal chest expansion 


(pneumothorax) 


 


• Be aware that some 
patients may not show any 
or all these symptoms.  
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Immediate actions that can be completed by therapist for low sats 


• Encourage patient to relax, sit down 


• Consider patient position – e.g. if slumped in bed try sitting them up. 


• Try probe on different finger, or use toe or ear lobe, try to warm finger before taking again  
• try breathing techniques – square breathing, finger breathing – try to encourage longer 


exhalation than inhalation to prevent carbon dioxide build up  


• supportive positions for breathing: forward lean, if increased stomach mass encourage position 
where diaphragm is not restricted i.e. upright sitting  


• if uses inhalers/nebulisers – consider use of reliever (as prescribed if PRN) 


Escalate  


Document  


Safety net 


Hypercapnic Patients (Patient with Target Sats 88- 92%) 
This must be authorised within the notes by GP/Respiratory team – if not on the system ask the patient if 
they have any careplan or documentation to support this  
Patients on this scale are at risk of respiratory failure through respiratory acidosis if saturations are too 
high i.e above the recommended 92%  
 


If scoring 1 on NEWs2 and you can clinically determine that the 
below causes are a factor AND they show NO concerning 
symptoms, then escalation is not required as long as you clinically 
document your reasoning  
*Remember safety netting* 


If scoring on NEWs2 and showing 
any of these symptoms, you must 
escalate  


Potential causes of low sats  


• Exacerbation of condition  


Existing diagnosis of: 


• Anaemia 


• Congenital heart disease 


• Asthma 


• COPD (chronic obstructive pulmonary disease) 


• Sleep apnoea  


• Emphysema 


• Pulmonary fibrosis  


• Interstitial lung disease 


• Recent pneumonia  


• ARDS (Acute respiratory distress syndrome) 


• Pulmonary embolism (PE) 


 


Potential causes of high Sats 


• COPD exacerbation — worsening of symptoms (on oxygen)  


Concerning Symptoms for 
low/high Sats 
 


• Hyperventilation  


• Chest pain or tightness 
(999) 


• Bluish colouring in the face, 
lips, or nails 


• May appear pink/reddening 
of skin  


• Shortness of breath, 
difficulty breathing, or a 
cough that gets worse 


• Excess use of respiratory 
muscles  


• Restlessness and 
discomfort 


• Fast or racing pulse rate 


• Unequal chest expansion 
(pneumothorax) 
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• Oxygen prescription too high in litres or duration  


 


 


 


 
 
 
Immediate actions that can be completed by therapist for hypercapnic scale 


- Ring  GP or DHU Professional Line for advice if you feel the oxygen prescription is affecting their 
sats i.e. too high or low on literage – will advice you if you can change this and if they need to 
review If gasping for air/change of colour this is a RED FLAG and needs 999 escalation  


- Does the patient have an action plan with them of what to do in an exacerbation? If so support 
them to follow this  


Remember Oxygen is a prescribed drug therefore we need medical authorisation to make any 
lasting change to this before leaving the patient  
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Blood Pressure (BP):  
Blood pressure is the force of blood pushing against the walls of arteries as the heart pumps blood.   
Blood pressure gives 2 readings;  
Systolic: The pressure of rhythmic contraction of the heart between beats 
Diastolic: The pressure of rhythmic relaxation of the heart between beats 
Blood pressure can often be a later sign of deterioration when there is know other known cause for 
reduced blood pressure – as the body will compensate  
Vital organs require adequate blood pressure for perfusion  
 


Potential factors affecting BP: 


• Peripheral vascular resistance: refers to compliance, which is the ability of any compartment to 
expand to accommodate increased content. Vascular disease causes stiffening of arteries (e.g., 
atherosclerosis or arteriosclerosis) 


• Volume of circulating blood: is the amount of blood moving through the body. 


• On warfarin: Viscosity of blood: is a measure of the blood’s thickness and is influenced by the 
presence of plasma proteins and formed elements in the blood.  


• Elasticity of vessels walls: refers to the capacity to resume its normal shape after stretching and 
compressing. 


• Atrial Fibrillation and Anxiety: electric blood pressure monitors may not give a true reading 


• Check cuff size and position on arm  


If scoring 1 on NEWs2 and you can clinically determine 
that the below causes are a factor AND they show NO 
concerning symptoms, then escalation is not required as 
long as you clinically document your reasoning  
*Remember safety netting* 


If scoring on NEWs2 and showing any of 
these symptoms, you must escalate  


Potential causes of low BP:  
• Heart valve condition (heart failure) 


• Hormone-related diseases (endocrine disorders)  


• Lack of nutrients in the diet – encourage to eat or 
contact GP via task 


• Dehydration  


 


Concerning Symptoms: 
• light-headedness or dizziness 


• feeling sick 


• blurred vision 


• generally feeling weak 


• confusion 


• fainting 


• Blood loss – try to stop bleeding if 
possible 


• Severe infection (septic) 


• Severe allergic reaction 
(anaphylaxis) urgent 999, do they 
have an EpiPen 


 


 


Immediate actions that can be completed by therapist for Low BP 


• elevates legs  


• encourage fluids (within any restrictions)  


• encourage patient to lie down  
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Escalate  


Document  


Safety net  


If scoring 1 on NEWs2 and you can clinically determine 
that the below causes are a factor AND they show NO 
concerning symptoms, then escalation is not required as 
long as you clinically document your reasoning  
*Remember safety netting* 


If scoring on NEWs2 and showing any of 
these symptoms, you must escalate  


Potential causes of high BP:  


• are overweight 


• poor diet or increased caffeine intake 


• reduced exercise or exercise tolerance  


• smoker  


• lack of sleep/ disturbed sleep. 


• are over 65 


• Stress/anxiety 


Consider lifestyle advice and signposting for social factors of 
high BP e.g. social prescribing, GP exercise prescription  


Concerning Symptoms:  


• Blurred vision 


• Nosebleeds 


• Shortness of breath 


• Chest pain 


• Dizziness 


• Headaches 
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Pulse Rate (PR):  
Heart rate is the number of times your heart beats per minute (bpm).  


 


Potential factors affecting PR:  
• Age. 


• Fitness and activity levels. 


• Being a smoker. 


• Pregnancy  


• Having cardiovascular disease i.e Arterial Fibrillation, Angina high cholesterol, diabetes. 


• Air temperature. 


• Body position (standing up or lying down, for example) 


• Emotions/ anxiety/ stress 


• Body size 


• Cardia condition: AF, Heart Failure  


If scoring 1 on NEWs2 and you can clinically reason 
that the below causes maybe a factor AND they DO 
NOT show any of the concerning symptoms, then 
you may not need to escalate further (do NOT forget 
to document)  


If scoring on NEWs2 and showing any of these 
symptoms, you must escalate  


Potential causes of low PR:  
• Low thyroid function. 


• A bacterial infection in the blood that attacks 
your heart. 


• Inflammation of your heart muscle. 


• An electrolyte imbalance. 


• Too much potassium in your blood. 


• Medications (e.g. beta blockers) 


• Hypothermia  


Symptoms: 
• Fatigue or feeling weak. 


• Dizziness or light-headedness. 


• Confusion. 


• Fainting (or near-fainting) spells. 


• Shortness of breath. 


• Difficulty when exercising. 


• Cardiac arrest (in extreme cases) +/- 
report of left arm pain  


If scoring 1 on NEWs2 and you can clinically reason 
that the below causes maybe a factor AND they DO 
NOT show any of the concerning symptoms, then 
you may not need to escalate further (do NOT forget 
to document) 


If scoring on NEWs2 and showing any of these 
symptoms, you must escalate 
 


Potential cause of high PR:  


• Overactive thyroid (hyperthyroidism) 


• High levels of caffeine.  


• Medication side effects. 


• Heavy routine alcohol use  


• Established High or low blood pressure. 


• Imbalance of substances in the blood called 
electrolytes — such as potassium, sodium, 
calcium and magnesium. 


Symptoms:  


• Fever 


• Fainting (syncope) 


• Light-headedness or dizziness. 


• Rapid heartbeat or palpitations. 


• Fluttering in the chest. 


• Bounding pulse. 


• Chest pressure, tightness or pain 
(angina) 


• Shortness of breath. 
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• Fatigue. 


• Currently appears intoxicated with any 
changes in ACVPU 


 


 


Immediate actions that can be completed by therapist for High PR: 


- Provide reassurance 


- Explore breathing techniques (see RR and Sats) 


- If patient mobilising/pacing or upset, encourage relaxed position to alleviate symptoms  


Escalate  


Document  


Safety net 
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Level of consciousness (ACVPU) 


ACVPU is a recognised assessment of consciousness and neurological state; Alert, responding to voice, new 
confusion, pain or unconscious  
 
 


Potential factors ACVPU 
 


• Cognitive impairment: Dementia, Alzheimer disease 


• Delirium  


• Medication  


• Unstable Diabetes  


• Brain injury: CVA, traumatic  


• Drugs/ alcohol  


• Seizures  


• Shock  


• Electrolyte imbalance  


If scoring 1 on NEWs2 and you can clinically reason 
that the below causes maybe a factor AND they DO 
NOT show any of the concerning symptoms, then 
you may not need to escalate further (do NOT forget 
to document) 


If scoring on NEWs2 and showing any of these 
symptoms, you must escalate 
 


Potential causes ACVPU 


• Low sugar levels  


• Recent seizure  


• Shock presentation  


• Increase in alcohol or drug intake/overdose 


• Fatigue induced from above fatigues 


• Medication side effects  


• Infection/sepsis  


Symptoms: 
 


• Eye rolling back  


• Clammy  


• Drowsy  


• Agitation  


• Slurred speech 


 
 
 
Immediate actions that can be completed by therapist for deranged ACVPU scoring: 


- Try to keep them talking and engaged to monitor any change in presentation  


- Establish if this is their normal baseline? Discuss with family/carer if patient not familiar to you  


- Establish if they have taken any substances in the last 24 hours, any new medications? Were 
these at correct dosage? 


- Encourage patient to check BMs (Blood sugars). If deranged have they got an immediate action 
plan to follow and if so support them with this i.e. sugary drink/jam  


- Consider use of recovery position if just had a seizure or struggling to remain conscious If unable 
to remain conscious this is a RED FLAG and needs 999 escalation  


Escalate  


Document  


Safety net 
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Body Temperature (Temp):  


Body temperature is a measure of how well your body can make and get rid of heat. 


It is important that we maintain an optimum temperature for the enzymes in our body. High or low 


temperature may indicate sepsis.  


 


Potential factors affecting temp:  
• Time of day: lower in the morning, at peak late afternoon  
• Exercise 
• Drug/ alcohol/ smoking  
• Stress: increase as a response to stressful situation  
• Age: over 65 tend to have a lower baseline temperature 
• Hormones: ovulation and menopause  
• Consider temperature in the room and how much clothing/bedding patient has on 


If scoring 1 on NEWs2 and you can clinically 
reason that the below causes maybe a factor 
AND they DO NOT show any of the concerning 
symptoms, then you may not need to escalate 
further (do NOT forget to document) 


If scoring on NEWs2 and showing any of these 
symptoms, you must escalate 


Potential causes of low temp:  


• Under active thyroid  


• Anorexia  


• Previous stroke  


• Parkinson disease 


• Peripheral neuropathy  


• Previous spinal cord injury 


• Low blood sugar (under 4 mmols) – test if 
able 


• Shock  


• Hypothermia 


Concerning Symptoms: 
• Sepsis – Shivering (the first and the most 


common sign) 


• Slurring of speech. 


• Cold palms and feet. 


• Slow, shallow breathing. 


• Weak pulse. 


• Clumsy movements. 


• Drowsiness. 


• A confused state of mind. 


 
 
 
Immediate actions that can be completed by therapist for low temp: 


- Try to get them warm – use of blankets, has the heating been on? Consider outside temp  


- Encourage hot drink intake 


Escalate  


Document  


Safety net 


If scoring 1 on NEWs2 and you can clinically 
reason that the below causes maybe a factor 
AND they DO NOT show any of the concerning 
symptoms, then you may not need to escalate 
further (do NOT forget to document) 


If scoring on NEWs2 and showing any of these 
symptoms, you must escalate 


Potential causes of high temp:  


• Injection/ Vaccine 


Concerning Symptoms:  


• Chills, shivering, shaking. 
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• Inflammatory condition i.e. RA 


• Heat exhaustion  


• Sepsis 


 


• Body aches and headaches. 


• Fatigue (tiredness). 


• Intermittent or constant sweating. 


• Flushed complexion or hot skin. 


• Rash  


• Pain when urinating  


• Vomiting  


• Difficult breathing  


• Seizures  


 
 
 
Immediate actions that can be completed by therapist for high temp: 


- Try to reduce temperature – remove clothing/open windows, is the heating on? Consider outside 
temp  


- Encourage cold fluids  


Escalate  


Document  


Safety net 
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Document References  


- Medical definition  


• https://www.thefreedictionary.com/dictionary.htm  


 


- Respiratory rate 


• https://www.healthline.com/health/normal-respiratory-rate 


• https://www.hopkinsmedicine.org/health/conditions-and-diseases/signs-of-respiratory-distress 


- Oxygen saturation  


• https://www.fda.gov/medical-devices/safety-communications/pulse-oximeter-accuracy-and-


limitations-fda-safety-


communication#:~:text=Be%20aware%20that%20multiple%20factors,and%20use%20of%20fingern


ail%20polish.  


• https://www.mayoclinic.org/symptoms/hypoxemia/basics/causes/sym-20050930  


- temperature 


• https://www.medicinenet.com/what_body_temperature_is_too_low_hypothermia/article.htm 


• https://my.clevelandclinic.org/health/symptoms/10880-fever  
• https://www.mayoclinic.org/diseases-conditions/fever/symptoms-causes/syc-20352759 


 


- blood pressure 


• High BP: https://www.bhf.org.uk/informationsupport/risk-factors/high-blood-pressure/symptoms-
and-treatment 


• Low BP: https://www.nhs.uk/conditions/low-blood-pressure-hypotension/  


 


- Heart rate 


• https://www.heart.org/en/health-topics/arrhythmia/about-arrhythmia/bradycardia--slow-
heart-rate  


• https://www.heart.org/en/health-topics/arrhythmia/about-arrhythmia/tachycardia--fast-heart-
rate  


 


Related Local Policies Referenced 


• LPT Community Guidance Trigger Threshold NEWS2 (August 2021) 


• LPT Deteriorating Patient Policy  


• LPT Community Nursing Deteriorating Patient Process (Dec 2024)  
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Appendix 1: Useful Contact Numbers 


Name Base Number 


On Call Manager (via LPT  Switchboard)  0116 2256000 


Kate Dennison (Service Lead)  07769928333 


Emma Smith (Clinical Therapy manager)  07341778502 


Kim Fox (Therapy Manager)  07917266961 


Operational Leads and Hub Triager Hotphone Numbers:  


Michelle Walker (Operational Lead OT) East South (The Warrens) 07919590988 


 East South Hotphone 07789034918 


Alice Collins (Operational Lead, PT) East Central (St Lukes Hospital) 07833049262 


 East Central Hotphone 07586 508266 


Hayley Toone (Operational Lead, PT) East North (Melton Hospital) 07798681410 


 East North Hotphone 07825 607783 


Christina Peart (Operational Lead, PT) Charnwood (Loughborough Hospital) 07795453223 


Zoe Bell (Operational Lead, OT) North West (Coalville Health Centre) 07342078921 


 North West Hotphone  07900245137 


Clare Brownson (Operational Lead, OT) City West (Braunstone Health Centre) 07990788262 


Stacey Wyles (Operational Lead, OT) City East (Merlyn Vas Health Centre) 07990788328 


 City Hotphone (Merlyn & Braunstone) 07776198501 


Faye Gilbert  Hinckley and Bosworth (Hinckley 


Hospital) 


07768987651 


 


Clinical Lead Contacts: 


Aarti Pancholi (Clinical Lead, PT) (SECONDED 


OUT OF SERVICE) 


East North (Melton Hospital) 07787685767 


Isha Joshi (Clinical Lead, PT)  East North  07827991757 


Pam Looi (Clinical Lead, PT) Charnwood (Loughborough Hospital) 07789938805 


Priya Patel (Clinical Lead, OT) City West (Braunstone Health Centre) 07393798174 


Nima Makanji (Clinical Lead, PT) (Mat Leave) City East (Merlyn Vas Health Centre) 07920365484 


Anna Jenkin (Clinical Lead, OT) East Central (St Lukes) 07341778502 


Andrea Compton (Clinical Lead, OT) North West (Coalville Health Centre) 07767005318 


Kirsty Williams (Clinical Lead, OT) East South (The Warrens) 07393798175 
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LOCALITY HUB NURSING TRIAGE TELEPHONE NUMBERS 


EAST NORTH (Melton)- 01664855559 


EAST SOUTH (Warrens) – 0116 227175 (07500 228037 after 6pm) 


EAST CENTRAL (Market Harborough)- 01858438110 


CHARNWOOD (Loughborough)- 01509 564 215 (admin) 


NORTH WEST (Coalville)- 07796940596 


HINCKLEY AND BOSWORTH- 01455 441107 


CITY EAST (Merlyn)- 0116 2943070 


CITY WEST (Braunstone)- 0116 2953269 
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