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This Clinical Business Rule (CBR) is developed to guide safe clinical practice at the Royal Hospital
for Women (RHW). Individual patient circumstances may mean that practice diverges from this
Clinical Business Rule. Using this document outside RHW or its reproduction in whole or part, is
subject to acknowledgement that it is the property of RHW and is valid and applicable for use at the
time of publication. RHW is not responsible for consequences that may develop from the use of this
document outside RHW.

Within this document we will use the term woman, this is not to exclude those who give birth and do
not identify as female. It is crucial to use the preferred language and terminology as described and
quided by each individual person when providing care.
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1 BACKGROUND

Failure to appropriately recognise, respond, and manage acute deterioration is associated with
adverse patient outcomes. This clinical business rule aims to facilitate the early recognition and
management of the deteriorating person by utilising the Clinical Emergency Response System
(CERS).

N.B For mental health deterioration, please refer to RHW Mental Health Escalation — Maternity and
Gynaecology - inpatient / outpatient

CBRs For neonates, please refer to:

SESLHDPR/340 Management of the Deteriorating Neonatal Inpatient.

RHW Deteriorating neonate — Recognition and management of the neonate who is Clinically
Deteriorating outside of the Newborn Care Centre

2 RESPONSIBILITIES

2.1 All Clinical staff (including nursing and midwifery, allied health, and medical
teams)

Activation of local CERS escalation pathway

Escalate care of deteriorating patient as per:

e PD2025 014 Recognition and Management of Patients who are Deteriorating

¢ SESLHDPR/705 Management of the Deteriorating MATERNITY woman

e SESLHD/697 Management of the Deteriorating ADULT inpatient (excluding
maternity)

e Conduct a systematic physical assessment inclusive of mental state (A-l assessment)

¢ Initiate appropriate clinical care within scope of practice

¢ Document any actions, interventions and escalation in the patients’ health care record
e Increase monitoring of vital signs when there is evidence of deterioration

e Complete appropriate CERS forms

e Involve and inform women, family and carers in assessment and how to escalate any
concerns related to deterioration and associated outcome

e Complete mandatory training as per My Health Learning

e Escalate an RHW Adult Code Blue call for all outpatients, members of the public, visitor or
staff and Prince of Wales Hospital (POWH) Adult Code Blue (if required)


https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/m
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/m
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/m
https://www.seslhd.health.nsw.gov.au/sites/default/files/documents/SESLHDPR%20340%20-%20Management%20of%20the%20Deteriorating%20NEONATAL%20inpatient_0.pdf
https://www.seslhd.health.nsw.gov.au/sites/default/files/documents/neonatedeteriorateoutsidencc2021.pdf
https://www.seslhd.health.nsw.gov.au/sites/default/files/documents/neonatedeteriorateoutsidencc2021.pdf
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2025_014.pdf
https://www.seslhd.health.nsw.gov.au/sites/default/files/documents/SESLHDPR%20705%20-%20Management%20of%20the%20Deteriorating%20Maternity%20Woman_0.pdf
https://www.seslhd.health.nsw.gov.au/sites/default/files/documents/SESLHDPR%20697%20-%20Management%20of%20the%20Deteriorating%20ADULT%20inpatient%20%28excluding%20maternity%29_0.pdf
https://www.seslhd.health.nsw.gov.au/sites/default/files/documents/SESLHDPR%20697%20-%20Management%20of%20the%20Deteriorating%20ADULT%20inpatient%20%28excluding%20maternity%29_0.pdf
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2.2 Medical Staff

e Ensure any alterations to calling criteria are reviewed for appropriateness and formally
authorised

e Document assessment, intervention, management plan and outcome in eMR. Document in
eMR notes.

3 PROCEDURE

3.1 Assessment of Deterioration

e All nursing and midwifery staff should observe and document daily any changes in a woman’s
cognitive function, perception, behaviour, or emotional state. These changes may be
characterised by an acute or gradual change in mental state.

o Assess and incorporate mental state changes as part of A-l systematic assessment and
escalate any changes from the woman’s’ baseline using CERS.

Referral to specialist teams and retrieval services if required. Minimum requirements for vital
sign monitoring are outlined by NSW Health Policy Directive ‘Recognition and management of
patients who are deteriorating’ PD2025 014. A copy of these requirements can be found in
Appendix 3: Minimum number and frequency for vital sign observation

3.1.2 Worried they are getting worse?

The “Worried they are getting worse” initiative aims to empower patients, families and carers, and
reduce barriers to escalating concerns for clinical deterioration. Compliance is mandatory and forms
part of standard observation, assessment and escalation of care processes. The “Worried you/they
are getting worse” question is integrated into all BTF charts (SNOC/ SPOC/ SMOC /SAGO) and
must be proactively used in all acute care settings across NSW Health public hospitals.

The question must be asked according to the following mandatory minimum requirements:
o Paediatrics: Once every four hours
¢ Neonates in NICU and SCN: Once every four hours

e Maternity: Once per shift for women identified as being at risk for deterioration. Deciding
which women are deemed at risk should be guided by an individualised clinical assessment,
considering the woman or baby’s condition, history, presenting concerns, and any evolving
risk.

¢ Adults (non-maternity): Once per shift.

A ‘Yes’ response to the question “Are you worried you/they are getting worse” is a Yellow Zone
trigger, and the following steps must occur:

e The clinician must actively listen to the patient/family/carer


https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2025_014.pdf
https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/PD2025_014.pdf

Royal Hospital for Women (RHW) .(".0“,). Health

South Eastern Sydne
BUSINESS RULE NSW Logal Health Dis¥rict Y

GOVERNMENT

Clinical Emergency Response System (CERS) — RHW CLINOO4
Management of the Deteriorating Patient

¢ |f concerns relate to possible clinical deterioration, a senior nurse/midwife must be
consulted

o If the senior nurse/midwife determines that a Clinical Review is required, the CERS
escalation pathway must be followed

e Ifthere is still concern after an initial assessment, or a Clinical Review hasn’t occurred
within 30 minutes, escalate as per the CERS pathway. If the patients’ concerns are
unrelated to clinical deterioration, or risk of deterioration, handover to an appropriate
person e.g. NUM/ MUM/ AHNM who can initiate timely contact with the patient to
discuss their concerns.

3.2 Activating a CERS Call
Dial ‘2222’ from any phone in the hospital

e Request appropriate level of escalation (Clinical Review, Rapid Response, Adult or Neonatal
Code Blue, Paediatric Code Blue)

e State exact location

o State the Admitting Medical Officer (if a CERS call is activated in Birth Unit, state admitting
Obstetric Consultant).

e This activation is determined by deviations from:
e Standard Maternity Observation Chart (SMOC)

e SMOC chart is recommended for all pregnant women and up to six (6) weeks post
pregnancy including any perinatal loss

e Standard Adult Observation Chart (SAGO)

e Standard Paediatric Observation Chart (SPOC)

e Standard Neonatal Observation Chart (SNOC)

e A CERS call MUST be made via 2222, including when the medical team is already

present

3.3 Clinical Review (Yellow Zone)

A CERS Call is not mandatory for an isolated observation in the Yellow Zone of the
SMOC/SAGO/SPOC/SNOC chart. If an observation falls into the Yellow Zone, a senior
nurse/midwife must be consulted.

¢ If the senior nurse/midwife determines that a Clinical Review is not required:

e Consideration should be given to increasing the frequency of observations as
indicated by the woman’s condition



Royal Hospital for Women (RHW) .(".0“,). Health
BUSINESS RULE N’s‘w South Eastern Sydney

covernvent | Local Health District

Clinical Emergency Response System (CERS) — RHW CLINOO4
Management of the Deteriorating Patient

e Include interventions to reverse and/or halt deterioration

e Findings of A-l assessment, nursing/maternity intervention and reason for non-
escalation should be documented in the patient healthcare record.

e If the senior nurse/midwife determines that a Clinical Review is required:
e Follow the CERS escalation pathway
e If there are two or more observations in the Yellow Zone
e Follow the CERS escalation pathway
e A CERS call may be activated for any staff member, patient, family and/or carer concern

Activation of a Clinical Review prompts a 30-minute response time. If there has been no response
to a Clinical Review call within 30 minutes, a Rapid Response should be activated.

Medical responders to a Clinical Review will be the Admitting Medical Team Resident. A registrar
must review the patient if there has been two or more Clinical Reviews within eight (8) hours.

3.4 Rapid Response (Red Zone)

Activation of a Rapid Response prompts a 5-minute response time. Activation of a Rapid Response
MUST occur if:

e A patient has observations in the red zone

e A woman requires a 30-minute or 60-minute emergency caesarean section — refer to
RHWCLIN066 Caesarean Birth - Maternal Preparation and Receiving the Neonates

e A patient has two or more observations in the yellow zone.
¢ Any additional Red Zone Criteria as per the NSW Health observation chart
Medical Response will consist of:
¢ Admitting Medical Team Registrar (in-hours) or rostered Registrar (after hours)
¢ Anaesthetists (rostered to respond to Rapid Response and Code Blue calls at RHW)

If a Rapid Response call is activated whilst another CERS call is ongoing; the team responding to
the initial call conducts a clinical assessment and negotiate who is the most appropriate person to
remain with the patient. The rest of the team members will attend the second CERS call

Discussion regarding management plan with the Admitting Medical Officer (AMO) should occur if
there are 2 or more Rapid Response calls as soon as practicable


https://www.seslhd.health.nsw.gov.au/sites/default/files/documents/RHW-CLIN066-CaesareanBirth-MaternalpreparationreceivingNeonates.pdf
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3.4.1 Bleed to OT — 30 min

Patients located on-site at RHW who require urgent operative management for haemorrhage control
must be escalated via the 2222 emergency system. The alert is activated by dialling 2222 and
requesting a “Bleed to OT-30min". This alert is intended to improve communication, support timely
patient transfer and ensure appropriate theatre preparation for bleeding O&G patients requiring
urgent operative management.

e The alert must only be initiated by an Obstetrics and Gynaecology Registrar, Fellow or
Consultant following clinical assessment of the patient

e In addition to activating the 2222 alert, the treating medical officer must notify the theatre
team leader directly to book the case via the Emergency Surgery Dashboard, specifying the
required emergency procedure. If time critical, the medical officer may provide the patient’s
details directly to the theatre team leader upon arrival to the operating theatre, after a 2222
alert has been activated

e Porter staff are required to attend the nominated ward and bed number as a priority to
facilitate urgent patient transfer

¢ Nursing and midwifery staff are expected to prepare the patient for theatre

e Theatre staff will prepare the operating theatre for the incoming case

3.5 Clinical Escalation of Abnormal Fetal Monitoring

RHW Clinical Emergency Response System (CERS) - Management of the Deteriorating Patient will
align with the Clinical Excellence Commission’s Between the Flags criteria and local CERS
processes as per GL2025 004 NSW Health guideline for Fetal Heart Rate (FHR) Monitoring.

GL2025 004 which provides the following:

e Guidance for antenatal and intrapartum FHR monitoring as a welfare assessment tool.
e Definitions of FHR features

o Criteria for intermittent and/or continuous monitoring

¢ Algorithms for the interpretation of antenatal and intrapartum FHR patterns

¢ Clinical management strategies for consultation and escalation

Clinical decisions should rely on comprehensive assessment rather than FHR patterns alone.

3.6 Abnormal Yellow Zone — One Yellow Zone Feature

As per EFM algorithm, interpreted cardiotocograph (CTG) featured in the Yellow Zone requires a
Clinical Review within 30-minute response time

o Escalate to the Midwifery Team Leader


https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2025_004
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2025_004
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¢ |Initiate CERS response — “Fetal Clinical Review”
¢ Medical Officer required for Review
o Following Medical review, ensure a documented care plan is in place

3.7 Abnormal Red Zone — Two or more Yellow Zone Features or one Red Zone
Feature

As per EFM algorithm interpreted (CTG) features in the Red Zone requires a Rapid Response for
an immediate review within 5-minute response time

o Escalate to the Midwifery Team Leader
¢ |Initiate appropriate clinical care and identify any reversible causes
¢ Initiate CERS response - “Fetal Rapid Response”
¢ Medical Officer required for immediate review
o Following Medical review, ensure a documented care plan is in place
o Consider transfer of woman within the hospital to a higher level of care (e.g. Birthing

unit and/or Operating Theatres).

3.8 Clinical Care Considerations

As per GL2025 004 an EFM should be reviewed contemporaneously by a second clinician i.e team
leader/ senior clinician

¢ Ininstances where the two clinicians are not in agreement with their assessment, escalation
for a CERS Fetal Clinical Review is required

3.9 Code Blue (Life Threatening)

Activate a Code Blue Immediate Response for:

o Patients with any potentially life- threatening condition, such as cardiac/respiratory
arrest, airway obstruction, stridor, threatened airway, seizures (new or prolonged), or
suspected stroke. Refer to Appendix 8: Management of patients with suspected or identified
acute stroke symptoms at RHW flowchart

e Serious concern by staff member, patient, family and/or carer
¢ If there has been no response to a Rapid Response call

¢ Any non-admitted woman, visitor, or staff member who requires medical assistance


https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=GL2025_004
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Medical Responders to a Code Blue will consist of:
¢ Admitting Medical Team Registrar (in-hours) or rostered Registrar (after hours)
¢ Anaesthetists (rostered to respond to Rapid Response and Code Blue calls at RHW)
¢ All medical staff should attend as able Additional Responders to a Code Blue include:
e CERS Clinical Nurse Consultant (CNC) —during rostered hours
e COU CNC —in hours
e Access Demand Manager (ADM) / After Hours Nurse Manager (AHNM)
e Porter
Activate RHW Adult Code Blue by dialing ‘2222’ and request a RHW Adult Code Blue

e Escalate to POWH Adult code blue team simultaneously in the initial RHW Adult code Blue
call for any cardiac arrest

e Escalation to the POWH Adult Code Blue team can be activated by dialling ‘2222’ again and
requesting the ‘POWH Adult Code Blue Team’, including the exact location.

e |tis advised to have a staff member direct the POWH/ team in from the elevators.

For any child under 16 years of age, activate a Paediatric Code Blue by dialling ‘2222’ and
request an RHW Paediatric Code Blue and a Sydney Children’s Hospital (SCH) Paediatric
Code Blue, including the exact location.

e Paediatric resuscitation equipment can be found on the resuscitation trolleys in the following
areas:

e Newborn Care Centre Growth and Development Outpatient Clinic, located in
Maternity Antenatal Outpatients Department on Level O

e Fertility and Research Centre on Level 0

¢ RHW Recovery Unit located on Level 1

e Gynaecology Outpatients Department on Level 2
e Macquarie Ward located on Level 2

¢ All nursing staff working in the Macquarie Ward, Gynaecology Outpatients Department, and
Recovery Unit are required to maintain annual Paediatric Basic Life Support (BLS)
accreditation in addition to their annual Adult BLS certification
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e |t is advised to have a staff member direct the Sydney Children’s Hospital team to the
location.

¢ Provide clinical handover to the responding teams using ISBAR (Introduction, Situation,
Background, Assessment and Recommendation).

Perform an A-l assessment, unless the patient is in Cardiac Arrest, whereby commence Basic Life
Support until specialist team arrives.

e For Basic Life Support please refer to ANZCOR guidelines Basic Life Support.

e For Advanced Life Support please refer to ANZCOR guidelines Advanced Life Support

o If required, a maxi lifter is located in Macquarie Ward or slide lifter located next to the
emergency trolley at admissions, to lift a patient from the floor to a bed or trolley

If an acute stroke is suspected, a Rapid Response (or Code Blue if life threatening criteria present)
call must be activated, and the patient assessed immediately.

If the patient is deemed safe for transfer, the patient must be transferred to POWH Emergency
Department (ED) for urgent assessment by the Neurology team. POW ED CNUM must be informed
of the immediate transfer on 0428 652 614. Please refer to Appendix 8: Management of patients
with suspected or identified acute stroke symptoms at RHW flowchart.

If chest pain is present or Myocardial ischemia is suspected, follow the RHW Chest pain algorithm
in Appendix 10.

If Acute Anaphylaxis is suspected, please refer to NSW Health Guideline SESLHDGL/125 Acute
Anaphylaxis Management and refer to Appendix 11 for Australian Resuscitation Council (ARC)
flowchart

If a patient requires transfer to a higher level of care, The portable Drager monitor is to be sourced
from COU or Post Anesthetic Care Unit (Recovery) and attached to the patient for safe transfer. It
is the responsibility of the nurse escort to ensure the monitor is then returned to the appropriate
clinical area

e The Drager monitor should not be swapped over on transfer due to different disposables
and service dates on each device

Documentation of ALL Code Blue calls must be on the paper based SESLHD Resuscitation Form
(located on every emergency trolley) and the yellow copy sent to the CERS CNC for review. The
white copy remains in the patient’s clinical notes. An eMR note must also be documented.

The Admitting Medical Officer (AMO) should be notified of all Code Blues as soon as practicable

10


https://www.anzcor.org/
https://www.anzcor.org/
https://www.anzcor.org/
https://www.seslhd.health.nsw.gov.au/sites/default/files/documents/SESLHDGL%20125%20-%20Acute%20Anaphylaxis%20Management.pdf
https://www.seslhd.health.nsw.gov.au/sites/default/files/documents/SESLHDGL%20125%20-%20Acute%20Anaphylaxis%20Management.pdf
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3.10 Breast and Plastics Service

For escalation of care for patients admitted to RHW under the care of Prince of Wales Hospital
Plastic’s/ Breast team please see Appendix 9: Escalation of care for patients admitted under the
POWH Plastic’s team and Escalation of care of Breast patients admitted under the POWH Breast
team

3.11 Altered Calling Criteria

Altered Calling Criteria (ACC) are changes made to the Standard Calling Criteria by the
AMO/delegated clinician responsible, to take account of a woman’s unique physiological
circumstances and/or medical condition. ACC are only to be used to align the calling criteria with the
patient’s baseline vital sign observation parameters when they are above or below the standard
calling criteria.

Establishment of the woman’s baseline should involve an assessment of the patient, and
consultation with the woman, carers and/or family. Alter standard calling criteria only if appropriate,
and where possible identify other agreed signs of deterioration. Alterations may be ‘acute’ or
‘chronic’.

3.12 Acute

Acute alterations must be set for a defined period as determined by the clinician altering the calling
criteria but cannot be set for longer than twelve hours. Acute alterations should be reviewed sooner
than the set time if indicated by changes in the clinical condition

3.13 Chronic

Chronic alterations may be set for the entirety of the woman’s episode of care and can be made
when the woman’s chronic and baseline observations fall outside standard parameters. This function
is expected to be used rarely in the maternity patient

3.14 Process of Altering Calling Criteria

A medical officer must consult with the AMO or delegated clinician prior to altering the standard
calling criteria. Alterations to calling criteria must be documented on the appropriate electronic
observation chart in the electronic medical record, and must include:

¢ Rationale for the alteration, and the new calling criteria
o Authorisation of the alterations by the AMO/delegated clinician responsible
The minimum time frame for review of the altered calling criteria

¢ Acute alterations: time frame must reflect expected progression of patient condition and have
a maximum time frame of 12 hours

11
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e Chronic alterations: time frame must be documented, and may be set for a specific time
frame, up to a maximum duration of the patient's admission, but needs formal
acknowledgement by the admitting clinical team during routine reviews

o After the time frame has lapsed, the calling criteria reverts to the standard calling criteria on
the SAGO/SMOC/SPOC/SNOC chart

¢ Individualised treatment plans, including resuscitation plans, may also require alterations to
the yellow/red zone triggers, and this must also be documented in the woman’s health care
record

3.15 Raise it (formerly REACH) Program

The program formally known as REACH was rebranded to ‘Raise I’ in March 2026 via the NSW
Ministry of Health REACH Refresh Project. Raise It provides a pathway for patients, carers and
family members to escalate care if they are worried about a patient’s clinical condition and risk of
deterioration. For guidance around the Raise It program and procedure for patient’s / family / carer’s
activating a Raise It call, please refer to Appendix 2 and SESLHD Procedure SESLHDPR/790.

3.16 SEPSIS

Sepsis is infection with organ dysfunction and is a ‘medical emergency.” Conduct an A-l assessment
for the deteriorating patient and if there are signs of sepsis, commence the appropriate pathway (see
Appendix 4-7).

All sepsis resources can be accessed through the Clinical Excellence Commission (CEC) website.

NOTE: All sepsis pathways are paper form sourced from individual wards

3.17 Adult Extracorporeal membrane Oxygenation (ECMO)

The Prince of Wales ECMO Service will provide emergency ECMO for adult patients at the RHW as
outline in section 4.5.4 of POWHCLIN183.

These patients may present with conditions specific to the peri-partum period that are acute and
reversible, therefore amenable to ECMO support. These include:

o Peri-partum cardiomyopathies

e Amniotic fluid embolus

e Pulmonary embolus

e Acute exacerbations of chronic conditions

¢ Haemorrhagic shock or arrest is a contraindication to ECMO

12
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3.18

The activation pathway for ECMO is unchanged — the resuscitation team leader activates via
the emergency number 2222

The operating theatres at RHW are a suitable ECMO location. If the patient is already in the
theatre the ECMO team should bring equipment and staff to the operating theatres.

Patients in any other location at the RHW should be moved to a suitable ECMO Location.
Directions to Cath Lab from RHW are outlined in Appendix 4 of POWHCLIN183.

Maternal Collapse

For antenatal, intrapartum, or postnatal women experiencing an acute event involving
cardiorespiratory systems and/or central nervous system, resulting in a reduced or absolute loss of
consciousness please refer to CLIN132 RHW Maternal Collapse CBR

3.19

Virtual Maternity Ward Clinical Emergency Response Process

The Virtual Maternity Ward is a service provided by RHW, whereby women with specific pregnancy
complications can receive hospital-level care from their home or preferred accommodation.
Escalation of clinical deterioration for women admitted to the Virtual Maternity Ward must be
undertaken in accordance with the flowchart detailed in Appendix 14.

3.20

Educational Notes

At least one Code Blue responder must be skilled in Advanced Life Support (ALS). Priority of
nursing/midwifery staff to undertake ALS training is as follows:

1.

3.21

o a0 &~ 0N

After Hours Nurse Managers (AHNM)
CcOu

Recovery

Birth Unit

Macquarie

All other staff

Related Policies and Procedures
SESLHDPR/790 - Raise It (formerly REACH) program

SESLHDGL/125 Acute Anaphylaxis Management

RHW Deteriorating neonate — Recognition and management of the neonate who is Clinically
Deteriorating outside of the Newborn Care Centre

SESLHDPR/697 Management of the Deteriorating ADULT inpatient (excluding maternity)

SESLHDPR/705 Management of the deteriorating MATERNITY woman
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¢ SESLHDPR/340 Management of the Deteriorating NEONATAL inpatient
e NSW Health guideline for Fetal Heart Rate (FHR) Monitoring GL2025 004.

¢ NSW Health PD2025 014 Recognition and management of patients who are deteriorating
¢ NSW Health PD2014 030 Using Resuscitation Plans in End-of-Life Decisions
¢ NSW Health PD2021 069 Health Care Records — Documentation and Management NSW

¢ RHW Mental health Escalation — Maternity and Gynaecology — inpatient

¢ RHW Mental health Escalation — Maternity and Gynaecology — Outpatient
¢ RHW CLIN132 Maternal Collapse

e Clinical Excellence Commission (CEC) Sepsis Pathways

¢ RHW Close Observation Unit: Admission, Escalation, Transfer and Discharge

e Australian and New Zealand Committee on Resuscitation (2025). Guideline 8:
Cardiopulmonary resuscitation (ANZCOR Guideline 8). https://resus.org.au/quidelines/

4 ABORIGINAL HEALTH IMPACT STATEMENT DOCUMENTATION

e Considerations for culturally safe and appropriate care provision have been made in the
development of this Business Rule and will be accounted for in its implementation.

o When clinical risks are identified for an Aboriginal and/or Torres Strait Islander woman or
family, they may require additional supports. This may include Aboriginal health
professionals such as Aboriginal Liaison Officers, health workers or other culturally specific
services

5 CULTURAL SUPPORT

e For a Culturally and Linguistically Diverse CALD woman, notify the nominated cross-cultural
health worker during Monday to Friday business hours

¢ If the woman is from a non-English speaking background, call the interpreter service: NSW
Ministry of Health Policy Directive PD2017 044-Interpreters Standard Procedures for
Working with Health Care Interpreters.

6 NATIONAL STANDARDS
e Standard 2
e Standard 6
e Standard 8
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file://lan.sesahs.nsw.gov.au/NHN/RHW/RHW/RHW%20CPIU/CERS_Updated/Business%20rules/CERS/CERS%20CBR%20Addendum/Guideline%208:%20Cardiopulmonary%20resuscitation%20(ANZCOR%20Guideline%208).%20https:/resus.org.au/guidelines/
file://lan.sesahs.nsw.gov.au/NHN/RHW/RHW/RHW%20CPIU/CERS_Updated/Business%20rules/CERS/CERS%20CBR%20Addendum/Guideline%208:%20Cardiopulmonary%20resuscitation%20(ANZCOR%20Guideline%208).%20https:/resus.org.au/guidelines/
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2010

November 1 Approved Gynaecology Services Management Committee
2010 11/11/10
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Appendix 1 Emergency trolley and Defibrillator Locations RHW

LEVEL WARD DEFIBRILLATOR
Level 4 Close Observation Unit Yes- R Series and
(COUL) Automated External
Defibrillator (AED)
Level 3 Paddington (South) Yes- AED
Level 2 Day Surgery Yes- AED
Level 2 Gynaecology Outpatients Yes- AED
Level 2 Macquarie Ward Yes- AED
Level 1 Birthing Services Yes- AED
Level 1 Recovery RHW Yes- R Series
Yes- AED
Level 1 Newborn Care Centre Yes- R Series
Level 0 Admissions — Behind front Yes- AED
desk
Level O Reproductive Medicine Yes- AED
Hospital campus Avoca Menopause Hub Yes- AED
Street entrance
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Appendix 2 RHW Clinical Emergency Response System (CERS)

Appendix 2: RHW Clinical Emergency Response System (CERS)

Yellow Red Zone Emergency Raise It
Zone

State-wide line:

ﬂ I] | ﬂ

Call ‘2222’ Clinical Rapid Code Blue Calio'i'ﬂ;: be d:{frted
t . e mobile
(Response | —t REVIE:H RESPF}HSE (Immediate) handset (0434 565
Time) (30 mins) {5 Mins) 264) held by the
Access and Demand

Manager (business
hours) or AHNM

Team Team Registrar Team Registrar (after hours)
Resident Resident Anaesthetic For calls received
Aaze?gt:letic R:?-::’Itl:lﬂr during business
gistrar hours, the Access
Responder AHNM CERS CNC and Demand
— CERS CNC {in hours) Manager will liaise
(in hours) COU CNC d;"thta ::':mth
i egate e the
':-_"DU CNC [":32?;:5] Raise It Responder.
{in hours) All ilabl For calls received
Porter avallable after hours, the
medical staff AHNM will be the
Raise It Responder

- Clinical Rapid Emergency Raise It (REACH)
Documentation | Review Response Resuscitation escalation form
form form (eMR) Record (eMR)
(eMR) (paper) PLUS
eMR Note
Repeat Repeat Repeat as Repeat as
Observation | —— ©bservation observation indicated* indicated™
(Minimum) in 1 hour* in 30 mins® (*may be (*may be
(*or before if (*or before continuous) continuous)
indicated) if indicated)
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Appendix 3 Minimum required frequency of Observations

‘Recognition

and management

of patients who are deteriorating’

PD2025 014

Patient group

Adult
inpatients

Minimum required
fraquancy of
assassment

Fouwr (4) times per day
at six (6) hourly
intervals

Minimum set of vital sign
obszservations

Respiratory rate, oxygen
saturation, heart rate, blood
pressure, temperature, level of
consciousness, new onset
confusion or behaviour
change®, pain scome

Comments

The Standard Maternal
Observation Chart (SMOC) is
recommended for all pregnant
women and up to six (6) weeks
post pregnancy including any
perinatal loss

Mental haalth
acute and
subacute

Three (3) times per
day at eight (8) hourly
intervals for a
minimum of 48 hours,
thien daily thereafter

Respiratory rate, oxygen
saturation, heart rate, blood
pressure, temperature, level of
consciousness, pain score

Mental state assessment of
patients within a mental health
inpatient unit are to be
completed in line with NSW
Health Paolicy Directive
Engagement and Observation
in Mental Health Inpatient Units
(PD2017 025)

Meantal haalth

Threa (3) times per

Respiratory rate, oxygen

Patients with active comorbid

and assessment of risk

non-acute day at eight (8) hourly | saturation, heart rate, blood phiysical health conditions or
intervals for a pressure, temperature, level of | aged 65 years and over are to
minimum of 48 hours, consciousness, pain score have observations no less than
then monthly weekly and are to have a
thereafter comprehensive systematic
phiysical assessment
completed at least monthly
Hospital in At least once during To be determined locally
the Home each consultation'visit | based on the models of care

Virtual care

As determined by the
model of care and
assessment of risk

To be determined based on
the model of care and
assessment of risk

Model of care is to describe the
requirements for patient
reported observations and
process of validation as part of
the local CERS response

Neonatal/Spe
clal Care Unit

Six (6) times per day
at four (4) hourly
intervals

Respiratory rate, respiratory
distress, oxygen saturation,
heart rate, temperature,
behaviour change®, pain score

A baseline blood pressure (BP)
should be measured within 24
hours of admission. Additional
BP= are to be taken as
clinically indicated

Meonatal/
newborn
period and
postnatal
stay

Before leaving the
birthing environmeant

Ome (1) full set of vital
signs observations and
a risk assessment
completed.

If nesonatal risk factors
are identified and/or
observations within the
Blue, Yellow or Red
Zone and/or additional
criteria present, further

Respiratory rate, oxygen
saturation, heart rate and
temperatures

Babies with low or mo
identifiable risk factors are to
be monitoredfassessed in-line
with local protocols
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Patient group

Minimum reguired
frequency of
assessment

observations must be
recorded on a
Standard Meonatal
Observation Chart
(SNOC). These
observations must be
recorded six (6) times
per day at four (4)
hourly intervals

Minimum =et of vital sign

observations

Commants

Paediatric Six (6) times per day Respiratory rate, respiratory Baseline blood pressure (BP) is
inpatients at four (4) houwrly distress, oxygen saturation, to be measured within 24 hours
intervals heart rate, temperature, level of admiszion. Additional BPs
of consciousness, new onset are to be taken as clinically
confusion or behaviour indicated
change®, pain score
Matarnity/ Four (4) times per day | Respiratory rate, oxygen For fetal heart rate monitaring
antenatal at six (6) hourly saturation, heart rate, blood requirements refer to NSW
inpatient intervals pressure, temperature, level of | Health Guideline Maternify —
consciousness, new onset Fetal heart rate monfforing
confusion or behaviour (GL2018 025)
change*.
Matarnity/ Six (6) times per day Respiratory rate, oxygen For fetal heart rate monitering
intrapartum at four (4) hourly saturation, heart rate, blood requirements refer to NSW
inpatient intervals at a minimum | pressure, temperature, level of | Health Guideline Matemity —
confusion ar behaviour (GL2018 025)
change*
Matarnity/ Baefora leaving the Respiratory rate, oxygen
postnatal birth environment saturation, heart rate, blood
inpatient with | ~.. (1) full set of vital | Pressure, ternperature, level of
no identified | ginn observations consciousness, new onset
risk factors confusion or behaviour
change®, cumulative blood loss
If a woman has
obeervations in a
coloured zone or
identified rizk factors,
vital sign observations
are to be performed at
least four (4) times per
day at six (8) hourly
intervals
Matarnity Four (4) times per day | Respiratory rate, oxygen
postnatal at six (6) hourly saturation, heart rate, blood
inpatient with | intervals pressure, temperature, level of
rizsk factors CONSCIOUSNEsSs, New onset

confusion or behaviour
change®, cumulative blood loss
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Appendix 4 CEC Sepsis Pathways — Adult

FARMLY RakE

LS i)

MNESW Health

msw EHWVER HARNE Owmse O FEMsE
Facility: = [ ue
ANDRESES

ADULT

Lo AT ¢ wlaR

SEPSIS PATHWAY

COMMPLETE All DETAILS SR AFFLE PATIENT LABEL HERE

Use for patients 16 years or older in any clinical setting to support recoegnition and management of sepsis

For pregrant women and up o sic wesks post.pregrancy uss the CEC Malernal Sspais Pathway
Utze local febrile neulropenia guideline whenre relevant

-

SMROG400

T

'

COULD IT BE SEPSIS?
Sepsis = infectlon with organ dysfunction and is a medical emergency

Does the patient hkave any signs or symptoms of INFECTION?

D Looks. wery urmwesl]

[ History of fever, mgars, hypothermia

D Tachyprnioea, short al breath, cough.
ey 1y rerg e rrsend

D Mesw confusion, changs in behawiour or allered
lewed of conscousrness, delimum

ANIVOR any of the following risk factors?

[ Aged = 85 years
[ Frail, cheonic condilion or recent Tl
D Aboriginal and Torres Sirait Islander people

D e pdanned pain

D Wound or line redpess, pain, swelling, sxudate
D Mon-Blanching rash

O abdaminal pain, distension, vomiling. diarrhoesa
[ Dysiria, cligura; Fequency. odour

O Ramed Ectale, WCC or CTRIP [ known

[ Patieni. carer or family concem
[0 Fecent trawna, surgery. procedurnes
D Known infection nol responding o treatment

BINDING MARGH - HO WRITING

NHALIE e

O iImmunocompromised
- Indwelling medical dewice o line

RECOGNISE

[ Ee-presemation, deterioration or no improvemenl

with the same lliness

Commence A-3 sysiematic assessmant and docwment a full set of vital sign observations

Does the patient have signs of ORGAN DYSFUNCTIONT
Eavfy signs includs hppodénsan, fackhypnces, aifered mantal chade, raised aclade

- = o " T -
[ aNY RED ZOME observation O TWO or more YELLOW ZONE ’
OR additional criteria ohservations OR additional Consides ather
{inchuding |sctals = 4 mmoliL ) criteria causes of
i : | [rcduding lactabe & 2 mmalil) deteforalion
.
""J\ ..-L" H infection treal with
L : antibeolics
— Call 2 RAPID RESPONSE Call Tow a CLIMNICAL REVIEW wilkan
- 30 minuies (as per local CERS) Inmcremss frequency
j # Inplﬂr b AND consult with the F Lol
any Resuscitation Plan TR S
g | | SENIOR CLINICIAN il ons
as indicated by
E e patients
r i condition
ﬂ' s - Does the senior ofi ecian
% = ik ool el = consider the palient bas [ L] Reconsider sepsis
o if the patiert
o and SEPTIC SHOCK i y o
h, detemnorales
-8
7] . J
{1 ]
E Cormumeanca Sapsis tressbment (over page) AND nform the Aending Medical Offices
Discuss the management plan with the palien], carer or family induding any Advance Care Plan

MO WRITIMG

Page 1 of 2
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00%'090HINS
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m FARALY MAME WM
MSW Health A
E’I..s..ﬂ N Omeie  Oremas
OB I i I O
Facility:
ADOAESS
ADULT
LOCATION | VesRDs
SEPSIS PATHWAY
COMPLETE ALL DETALS QR AFFIX PATIENT LAREL HERE
P
ﬁ | Complete actions 1 to § within 60 minutes with ongoing A-G systematic assessmant |
1. Get help » Escalale as per local CERS (if ot siready called] WITHIN
2. Commence monitoring » Give axygen as required bo maintain Sply = 95%
(BS « 92% for CIOPD)
X, Obtain access and » Call for exper! assistance after 2 falled aflempls &1 cannul afion and
collect pathalogy prepare far iNracsseous acoess
O “aswilar access » Colled venous blood gas or poinlof cane (et if available WITHIN
[ Lactale {uni=ss collecied) » Collecl 2 seis of blood cullures from 2 separales sibes;
O Pamology [FBC. EUIC. LFTs, if cilficadi e ibkains o ol clelay aniibinfica @
WVBG + CRPif availabie) St
] Blond et ] I:CVAﬂlnhs:ru.lukr1buudereset1mmmDarld
E D Citbeer culures | imvestigations B} s i ol | ) o
{ D Blood glucoss leyvel Do not wall for iest results: com mence fuidsand o =
= s
— =
R 4 Commence fluid s Give B00mL crystalloid bolus STAT g
= reswscitation e sndive chiorige 0.97% SHatmann's £ Aasma-L e WITHIN P
E n First fuid bolus given » Asse=s responss, aim for sysiolic blood pressune 2 100mmiHg g
o E Seaond fluid bakus given » Moritarand documsint stic? Ruid input ! outout @ _!
1DC cansidered o
eat S00mil bolus if i sihon
Dﬁmmmm = Pon & if ongaing hypoten =
= Closely monilor patients with cardiac or renal dysfunction, pulimonany :—‘ul
pedema, eldedy or frail when giving repeated lud bolus=s H
{ orgoing hypolension, consider commencemenl of vasopressans and =
mscalale fo inlensie Camrs or relrsval senics
& Commence antibiotics s Documenl sourcs of infeclion if known =y
D Firsl { rew antisalic » Use Therapetic Guidedines: Anlibiolic or local sapsis guideline
commenced » Cormsull expen advice for complex palient o muliiple sowces
SR
F
& Roassexs » Re-sxamine for other sources of infection
iv
| ' D Fepeal lactale taken » Lpdalte nurse in charge and Attending Medical Officer = use ISBAR.
E » Dizcuss the management plan with the patient, carer, family E e —
ﬂ- s Repaal laciale within 2 houwrs A —
w 7. Rafar » Refer far sungical source control if reguined % —
—
m I:] Intmpsive Care ) retiees| » Ezcalale o Intermive Care o relieval s=rvice if no imgraovement or —
ﬂ sprcE rontacied further deteriaration —
|
ﬁ Corbinue b monion il sign obseratons and Mud bakancs — minimum Fegesnoy sy 30 mindies for 2 hours Tan houry for & houes —
Acively seok microbiology and offer irvesigalion resulis ard resicw insakment plam ——
E Escalabo a5 par local CERS H any shpns of debericeaiion E—
— —
Print Marmae: Signature:
Designation: Dage: ! J
Page 2 af 2 NO WRITING
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Appendix 5 Appendix 5 CEC Sepsis Pathways - Maternal

m FAMILY MUARE MRHN
NSW Health i O
= MALE O reran e
NSW |
=~ DoAE. M
Facility:
ADDRESS
I
— MATERNAL
= LICHTATIHOM ¢ WWaRD
— SEPSIS PATHWAY
— COMPLETE ALL DETAILS OR AFFIX PATIENT LAEBEL HERE
—
— Use for all pregnant women and up to six weeks post-pregnancy, including any perinatal loss,
—_— in any clinical setting to support recognition and management of sepsis
— 3 Use local febrile neutropenia guideline where relevant
— " .
E% COULD IT BE SEPSIS?
— E Sepsis is Infection with argan dysfunction and is a medical emergency
Does the woman have any slgns or symptoms of INFECTION?
[ myalgia. hack pain, general malaise, headache [] History of fevers, rigors or fealing cold
O Unexplsined abdominal pain. distension [ Flu-like symptoms, cowgh, sputum, breathless
] womiting, diamrhoea [] Breast, wound or line redness, swelling, pain
O Mew confusion, change in behaviour or altered {including epidwral block sita)
level of consciousness [ Dysuria, oliguria, frequency, odowr
i ANDVOR any of the following risk factors?
o E O Recent swrgery, procedure, wound ™ Indwelling medical device or line
= — [ At risk of intrauterine infection (prolonged [ ron-deficiency anaamia
E = rupture of membranas, prolonged labour, [ Unwwall children, household membars
= w retained products of conception., [ Concem by woman, family, clinician
=) 8 fatal tachycardia) [] Aboriginal and Torres Strait Islander people
z, w ] Immunocompromised, chromic illness
E o Maternal sepsis often presents with vague non-specific symptoms o
< - . =
3 | Commence A-G systematic assessment and document a full set of vital sign observations :E'"
= — - — = m
= Does the woman have signs of ORGAN DYSFUNCTION? Including: %
o S8F < a0mmiHyg andior respiratory rade = 25 bpm andior any non-alert mental stafus andfor raised factate e
" " e Y [
[ ANY RED ZONE observation [ Two or more YELLOW ZONE w
- OR additional criteria observations OR additional Caonsidar other m
— (including lactate = 4 mmolfL) criteria (including lactate = 2 mmoliL) causes of 3
| Temperature insiabity (s consisient with seoss deterioration E
[ ™ =)
Increase frequency =
w ~ of vital sign =
Call for a CLINICAL REVIEW within observations as %
- Call a RAPID RESPONSE 0 minutes local CERS o
j {as per local CERS) and refer herses (== ol ! indicated by the a
citati i rediti
o any Resuscitation Plan SENIOR CLINICLAN woman's condition
g Reconsider sepsis
m if the woman
ﬂ § 5 & deteriorates and
This woman has
late
a PROBABLE SEPSIS with a This woman has RN Pt
high risk of deterioration POSSIBLE SEPSIS -
= and SEPTIC SHOCK Aol ool
2 \ ’ Matwaork
L. A m‘
3 s -~ 2
o Commence sepsis treatment (over page)
Discuss the management plan with the woman, family, carer including any Advance Care Plan
Assess the fetal / baby wellbeing unless there has been a perinatal loss g
-
(%]

NO WRITING
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w FAMLY NAME MAN
NSW NSW Health it D Dl
- DOR ] ) I MO
Facility: ——————
ADDRESS
MATERNAL
SEPSIS PATHWAY Gaainiiar sy
COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

including fetal / baby wellbeing as relevant

* Complete actions 1 to § within 60 minutes with ongoing A-G systematic assessment

1. Get help « Escalate as per local CERS (if not already called) VAITHIN
» Consult with Obstetrician / senior clinician
2. Commence monitoring o Give oxygen as required 10 maintain Sp0O; * 95%
3. Obtain access and « Call for expert assistance after 2 falled attempts at cannulation WITHIN
collect pathology « Collect venous biood gas or pont of care test if available
[ Vascutar access » Collect 2 sets of biood cultures from 2 separate sites; @
E [ Lactate (uniess collected) if difficult to obtain do not delay antibiotics
< [ Pathalogy (FBC, EUC, LFTs, o Collect microblological samples according to suspected source (e.g. urine, O
h fibrinogen, coagulation screen, vaginal swabs / lochia, breast milk, stool, wound, placental, viral swabs
VBG + CRP if available) and throat)
8 [ 8icod cultures -
: - : 9 Do not wait for test results: commence flulds and antibiotics g
[ Biood glucose leved z
(2]
[+'4 =
4. Commence fluid o Give initial 1000mL sodsm chioride 0.9% bolus STAT WITHIN % o
resuscitation o Am for sysiolic blood pressure (SBP) > 90mmHg E
[ Fiuid bolus commenced o If SBP <90mmig after initial bolus call a RAPID RESPONSE ",_
[ IDC inserted « Monitor end document strict fluid input / output g '
If angong hypotenson, consider commencement of vasopressors and 2
escalate 1o Inlenstve Care or retneval senice -E‘
5. Commence antiblotics » Document source of infection if known 2
[ First / new antibiotic e Use Therapeutic Guidelines: Antiblotic or local sepsis guideline
commenced » Consult expert advice if the woman is already on antibiobics and / or

has septic shock

6. Reassess * Re-examine for other sources of infection
[ Repeat lactate taken  Update micwife in charge and Attending Medical Officer - use ISBAR
e Sepsis management plan documented by a medical officer
o Discuss the management plan with the woman and family
+ Updale the baby’s care team on the woman's condition (if applicable)
Repeat lactate within 2 hours
7. Refer o Refer for surgical source control if required

O intensive Care / retrieval o Escalate via the Tiered Perinatal Network in line with service capability
service contacted levels if no improvement or further detenoration

Continue to monilor vital sign cbservations and fluid balance ~ minimum frequency every 30 minutes for 2 hours then hourly for 4 hours
Actvely seek microbioiogy and other investigation results and review treatment plan
Escalate as per local CERS if any signs of deterioration

Print Name: Signature:

Designation: Date: ! I
Page 2 of 2 NO WRITING

REASSESS & REFER [
-
zomgouwi

23




Royal Hospital for Women (RHW) Health
South Eastern Sydney

BUSINESS RU I.E covernvent | LOcCal Health District

Clinical Emergency Response System (CERS) — RHW CLINOO4
Management of the Deteriorating Patient

Appendix 6 CEC Sepsis Pathways - Paediatric

FAMILY PAME WRM

% NSW Health GIVEN MAME Omue Oremus

B CRNET

Facility:

ADDRESE

PAEDIATRIC
SEPSIS PATHWAY

LOTATIOM { WARD

COMFLETE ALL DETAILS OR AFFIX PATIENT LAGEL HERE

Use for patients from 2B days corrected age to 16 years in any clinical setting to support recognition
and management of sepsis
Babses up to 28 days correcled age use CEC Meonalal Sepsis Pathway
Lise febrile neutropenda guideline where relevant

SMROG03599

"
d COULD IT BE SEPSIS?
Sapsis is infection wilth organ dysfunction and is a medical emergency

Does the patient have any signs of INFECTIOM or history / evidence of fever or hypothermia,
PLUS ANY of tha following:

O Looks sick or toxic — grunting, rigors, palior, O Parentsl, carer ar clinician concem

'S poor feeding O immunocompromised or complex medical history

. [0 Change in behaviour or decreased level of [] Re-presentation or worsening with same finess
CONacouaness O wnter 3 montha of age

O Persistent tachycarndia ] Ceniral line or ivasive device

O severe unexplained pain O Recent surgesy, bum, wound

O mon-tianching rash [ Aboriginal and Tomres Strait slander people

Commence A-G systematic assessment and document a full set of vital sign
observations including blood pressure

RECOGNISE

Does the patient have ANY features of SEVERE ILLNESS?

Laboratory festures of severe liness / crgan dysfunction inciude acidosis, low platedsts, elevated creatinine,
slevated CRP or coaguinpathy

BINDING MARGIN - NO WRITING

[ Any of the following RED ZONE criteria: | Any of the following YELLOW ZONE criteria:

[ Respiratory rate OR distress L[] Respiratory rate OR disress
e [ Heast rate L[] Heart rate
[ Biood pressure {or drop in dissiolic pressurs or L] Blood pressure
widening pulse pressune) ] central capillary refil & 3 seconds
[ Lactate = 4 mmoliL [ Lactate 2.0 to 3.8 mmoliL
[ Level of consciousness ACVPU [] Change in bahaviour

N

Cal 3 RAPID RESPONSE Call for a CLINICAL REVIEW within
(as per local CERS) 30 minutes (as per local CERS) AND
consult with the SENIOR CLIMICIAN

AVMHLYd SISd3S 214 1v1a3vd

Does the senior clinician consider the patient has sepsis?

h 4 A 4 A 4

PROBABLE SEPSIS POSSIBLE SEPSIS SEPSIS UNLIKELY

[with or without signs of shock) {no signs of shock) » Consider other causes of

= Resusciate (over page) * Investigate deterioration

o Treat within &0 minutes. & Treat within 3 houwrs =« Reconsider sapsis if the
patient detenorates

[ RESPOND & ESCALATE (=6

66£°090MINS

MHRE | 2T

NO WRITING Page 1 of 2

24



Royal Hospital for Women (RHW)

BUSINESS RULE

NSW

oA,
AWk | Health
JC South Eastern Sydney
Local Health District

GOVERNMENT
Clinical Emergency Response System (CERS) — RHW CLINOO4
Management of the Deteriorating Patient
T — i MALE i) FEALE
AoaTRAMER
— D.aB. MO
Facility:
ADODRESS
PAEDIATRIC
LOCATION | WaRD
SEPSIS PATHWAY
COMPLETE ALL DETAILS DR AFFLX PATIENT LABEL HERE
" '
l\' I Complete actions 1 to 5 within 60 minutes with ongoing A-G systematic assessment |
1. Geat help = Consult with Paediatrician | Emergency Physician / o R
ICU f METS
2. Commence monitoring = Give oxygen as required to maintain SpO, = 95%
3. Obtain access and = Obtain wascular access within 5 minutes (intrecasaous WITHIN
collect pathology acoceas if no vascular access)
w [ Vascular acoess = Take béood culture prior to antibiotics (3mL in paediatric or
= || [ Blocd culture 10mL in adult bottie)
< L1 Mok e = 'Where possible collect all relevant cultures
h [] Lactate o
(%] [ Blood ghscose level (BGL) Do not wait for tast results” commenca fluids and antibiotica \
g 4. Commence antiblotics » Use Therapeutic Guidelines: Antibiotic OR local guideline OR
w g @
w [ First antiblotic commenced : . _— = g
o = Give IM ceftrisxone if IV or mrecsseous access is not obtained within =
15 minutes @
* Document scwnce of infection if known %
5. Commence flubd = Administer 20'mi kg sodkem chionde 0.8% IV or infraosseows g
resuscitation rapid baoius =
[ Fluid bolus given * ASSecs response WITHIN .
=
= [fBGL <3 mmoll gve 2 mLkg glucose 10% {é
f = Consider giving & second 20 mL%g sodium chionde 0.8% KW @ 3
of intreossecus rapid bolus =
=
@
&. Reassess Does the patient have any persistent signs of sepsis following
40 mLikg bolus fluld?
[0 Repesat |actata taken |
Any of the following Ay of the following (.
RED ZOME criteria: YELLOW ZOME criteria:
o Respiratory rate or distress. [ Blood pressure
(TT] Heart rate [ Cantral capilary refil = 3 saconds
(T Blood pressure (or drog in diastolic | [] Urine output < 1 miL/kgfhe
(1] [ widening pulse pressura)
o Laciate = 4 mmobiL or not improving)
Level of conscliousness ACVPU
“ oy T
% OR hypoglycasmia, acidosks, low white cell count or abnormal coagulation %-
=
W || 7 Refer YES %i
% Prepare inotropic support and :E =
consider respiratory support Seek advice immediately from local ! regional peediatne experts AND =
d D Intansive Care | NETS Contact Intensive Care [ NETS Tel: 1300 36 25 00 i
comacted = Prepare adrenaline (epinepteing) infusion as per the METS Clinical Calculator - —]
ri—
[ inotropes commenced can be grven via penpheral IV or intraosseous sccess —|
» Discuss managemeant plan with e farmily | carers =
=
=

Designation:

Frint Namea:

Signature:

Drate: I i
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Appendix 7 Neonatal Sepsis Pathway

m FAMILY NANE MRN
m NSW Health GIVEN NAME Omaue Oremas

p ODoOB T I MO,
Facility: —

ADDREESS

NEONATAL
SEPSIS PATHWAY

LOCATION §WARD

COMPLETE ALL DETAILS OR AFFLX PATIENT LABFL HERE

Use for neonates (babies up to 28 days corrected age) in any clinical setting
to support recognition and management of sepsis

COULDIT BE SEPSIS?
Sepsis is infection with organ dysfunction and is a medical amergency

SMROG0403
e

Does the baby have any of the following:

Signs or symptoms of INFECTION?

[ Fever, hypothermia, temperature instability ] Meaw rash, red umbilicus, cellulitis, joint swelling
[ Pale, mottied. central cyanosis [ Seizura(s), abnormal movemants, high pitched cry,
[ Lethargy. poor feading. flopgy / poor tons irritability, incroased tomne, jitteriness

[ Aprivea(s) [ Abdominal distension / tendemass. vomiting,

~y [] Mew or worsening signs of respiratory distress diarrhoea, blood in stool

Maternal risk factors? Other risk factors?
[ Prolonged rupture of membranes > 18 howrs [ Family, carer or clinbcian concern the baby is sick
[ Maternal pyrexa = 38°C [ Urwell family rembers
[ Maternal infection [ Re-presentation for ongoing condition or concem
[ Group B streptococcus (GBS) [] ¥nown or suspected infection - not improving
[ Bacterial growth on placerntal swab [ indwalling lina{s) with signs of infection
[ Increased sepsis probability on Meonatal [ Prematurity (immunocompromisad)
Earty-Onset Sepsis Calculator® [ Abariginal and Tormes Strait Istander people

*NMeonatal Early-Onset Sepsis Calculator

OMNLY for babies < 24 howrs ofd AMD = 34 weeks gestation

Entered details must be exact

Set incidence to 0.4/1000 births

Mote: Does ot replace the senior clinician decision 1o commence treatment

RECOGNISE

BINDING MARGIN - NO WRITING

Commence A-G systamatic assessment and documant a full set of vital sign
observations including bleod pressure

Does the baby have ANY features of SEVERE ILLNESS?Y

Laboratory featwres of severe illness / ongan dysfunction include acidosis, lacfate = 4 mmodl, neufropenis,
thrombocytopena, slevaled CRP

[] ANY RED ZOME cbservation [ ANY YELLOW ZOME observation
OR additienal criterla OR additional critera

A 4

Call a RAPID RESPONSE Call for & CLINICAL REVIEW
(es per local CERS) and consuilt (&3 per local CERS) and SENIOR CLINICIAMN
with SENIOR CLIMICIAN resiew within 30 minutes

AVMHLVYd SISd3S TVLYNOIN

[ Consider other causes (&.0- postnatal tranaiton, respiratory distress syndrome, congenital hean disease, )
hypovolaemia or metabolic disease)

Does the lor cliniclan consider the baby has POSSIBLE SEPSIS?

h 4 b 4

N
COMMEMNCE SEPSIS TREATMENT l Consider other causes of detenoration and

(over page) Increase frequency of vital sign observations
Reconsider sepsis f the baby detedorates

| RESPOND & ESCALATE | (

E0¥090HINE

MNHTME (B

NOWRITING Page 1of 2
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Management of the Deteriorating Patient

w FAMILY NALE MRMN
NSW NSW Health PE—— M Diveuis
Facility: S —— T
ADDRESS
NEONATAL
SEPSIS PATHWAY i
COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE
-
ré Complete actions 1 to 5 within 60 minutes with ongoing A-G systematic assessment
1. Get help e Consult with Paediatrician / Neonatologist / WITHIN
Emergency Physician / NETS
2. Monitor Alrway, » Commence respiratory support if required
Breathing, Circulation s Give supplemental oxygen to maintain SpO,

e 90 - 94% (babies < 48 hours)
e = 05% (bables > 48 hours)
= Continually monitor the baby and assess vital sign WITHIN
observations including blood pressure
e Assess for signs of shock (e.g. delayed capillary refil, poor
perfusion, tachycardia, hypotension, acidosis)
= Provide thermal environment 1o achieve normothenmia

w 3. Obtain access and o Gain access: IV / umbilical / intracsseous (if baby > 2 kg)
'E collect pathology Call for expert assistance after 2 fadad attempits &t cannulation WITHIN
(=]
= Em"'m « Prioritise blood culture collection (0.5 - 1 miL) prior to antibiotics @ =
(&} [] Bicod gas o Collect relevant screening samples (e.g. lumbar puncture, urine ) g
g according to suspected source if haemodynamically stabie o
73] (. Bilood glucose level (BGL) Do not delay antibuotic adminestration for sample collection or test results g
w 3
o @
4. Commence antiblotics - -2
Prescribe and administer antiblotics according to the :
[ Antiblotics commenced Australasian Neonatal Medicines Formulary (ANMF) Z
BENZYLPENIC
[0 Consuted with appropriate ILLIN OR AMPICILLIN =
expert clinician or NETS plus GENTAMICIN >
=
i baby 8 severely unweil of detenorating, dscuss other infectve WITHIN z
sources and additonal antmicrobiais with appropr B e r (]
clinician or NETS (e.g. CEFOTAXIME if suspected meningits
ACICLOVIR, VANCOMYCIN
5. Consider fluid o If signs of shock, administer 10 mlL/kg sodium chioride 0.9% bolus
resuscitation * Give 2 mUkg glucose 10% plus maintenance fluids i
e BGL < 2.6 mmoll (babses < 48 hours)
e BGL < 3.0 mmoll (babies > 48 hours)
o o
%
6. Reassess = |If signs of shock persist, discuss ongoing management including

addtional fluid bolus and'or vasopressors e.g. adrenaline (epinephrine)
with a Neonatologist / NETS

» Continue to monitor vital sign observations at a minimum frequency
every 30 minutes for 2 hours, then hourly for 4 hours

Actively seek microbiology and other investigation results
Review treatment plan and consider viral screening
7. Refer e [f no improvement or further detericration occurs, escalate to higher level

of care (e.g. Intensive Care / NETS)
O contacted ot » Discuss management plan with the family / carers

E
REFER

L
| .
£0Y090HNS

REA

NETS 1300 36 25 00

Print Name: Signature

Designation: Date: ! !
Page 2 of 2 NO WRITING
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Appendix 8 Management of patients with suspected or identified acute
stroke symptoms at RHW flowchart

Management of patients with suspected or
identified acute stroke symptoms at RHW

acute stroke symptoms suspected/identified

|

staff member activates a

RHW Rapid Response Call or Code Blus

|

[ redical Staff assess patient immediatehy. ] Mo //’ \

Acute Stroke suspected? | // \\
//Manage patient \\
\‘\ spproprigtely /'/
s

N e
S

Medical 5taff or After Hours Nurse Manager to contact

POWY ED CHIUM [ext. MM2ZBEE52614) to inform of urgent transfer

|

The patient must be escorted to POW ED with at least one mamber

of the nursing/midwifery team and one member of medical teams, with cardiac monitoring.

"-J- ----.\-\-\"'-.
.-‘-'.. ..H"'-.
o S,
= A& Code Blue must be activated at any time if there is any compromise of ainsay, breathing or
e

ey circulation, the patient is acutely unwell and/or other potential differential diagnoses for H_..--"f-

.__\_\_H.I
-
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Appendix 9 Escalation POWH Plastics and Breast patients admitted
under the POWH Team

Applies to the following settings: Close Observation Unit, Macquarie Ward, Day Surgery
Unit and Recovery Unit

CODE BLUE criteria met — Activate RHW Code Blue

RED ZONE criteria met — Activate RHW Rapid response call

CLINICAL REVIEW criteria met — Request Clinical Review by the relevant admitting team 0800-1700
weekdays

Breast surgery — POWH breast/endocrine registrar Breast plastics — POWH breast plastics registrar
1630 — 0800 weekday/weekend/ PHOL

A: Surgical site issues identified

Patient under care of Breast surgery team — POWH Surgical registrar Patient under care of Breast
plastics patient - POWH Plastics registrar

B: NO surgical site issues identified - RHW RMO

Contacting POWH surgical teams for clinical reviews

Activate a RHW Clinical Review and ask:

“Please put me through to POWH switch. | need to contact the plastics registrar”.

Once onto POWH switch state “I need to be put through to the Adults Plastics Registrar”.
STAY ON THE LINE.

o &~ 0N~

POWH switch will contact the plastics registrar who will CONNECT the NURSE on the line to the
DOCTOR.

6. OR contact the plastics registrar directly (numbers available in the post-operative instructions or ward
contact list)

7. If unable to contact the Registrar, contact the admitting consultant surgeon.
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Breast surgical site issues requiring clinical reviews in breast/breast plastics patients include:

Breast is:

Cold, dark, pink, or purplish/ white with cap refill >3s and Doppler signal lost
Sudden increase in drain output of frank blood

Swelling, discoloration, signs of bleeding within breast

Signs of poor perfusion in breast skin/ nipple
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Appendix 10 Management of Chest Pain Algorithm

b by

Date: March 2025
RHW Recognising and Responding to Acute Deterioration

Management of Chest Pain Algorithm

Health

South Eastern Sydney
Local Health District

Chest pain or symptoms of Myocardial |1schaemia
(Pain or tightness in chest, jaw, neck, arms or epigastrium

with sympfoms of dyspnea, diaphoresis or fatigue)

Activate a CERS call as clinically
appropriate for all patients with:
» Observations outside BTF

criteria
Full set of Observations » |f Oz and GTN are initiated Full set of Observations
Apply Oz if SpOz <85% # The ECG machine analysis Apply Oz if SpOz <95%
Activate CERs call indicates a possible acute Activate CERs call
Record 12 lead ECG myocardial infarction Record 12 lead ECG

Do not administer GTN

\ Request Obs Med
consult for further
Suspected Ml on guidance if concarns.
ECG?
(STEMUMNSTEMI)

Y \
(s
*Qf-? \
Consider non-ischemic causes

of Chest Pain

_ ¥ Pre-Eclampsia
Documented advice » Gastrointestinal
must ba oblained * Musculoskeletal

and within 20mmHg of
patient’s baseline:
Give sub-lingual Glyceryl
Trinitrate
=400-800microg (1-2
sprays) of Nitrolingual
spray OR

=300-600 microg of
Glyceryl Trinitrate tablet
Recheck observations &
pain score 5 minutes post
administration

from a registrar or - )
Contact POW above in all cases of = P'Ull'_'l'l':ma_r;f Embolism
Interventional suspacted Acule ¥ Pericarditis
f?ardicln ist on call e e » Pneumothorax
via switcﬁ » Aortic dissection

Document in eMR:
= Pain location

Analgesia

Urgent FBC, EUC, Coags & = Dwuration
Troponin - Mature
Cardiac monitoring - Time of onset

- Precipitating factors

= Associated symptoms

- Therapy administered

Escalation to senior medical staff

CXR
Repeat 12 lead ECG every 30
minutes if ongoing symptoms

Serial Troponin at 2 hours

Referances: Agency for Clinical Inmovation, (2021) Pathway for Acube Coronary Syndrome Assessment (PACSA)

POYWH Management aof Chest Pain Algorithm CLINT15

SESLHD Procedure. Cotaber 2021 Nurse Initiabed Medicine: Glyceryl trinitrate tablets for angina | chest pain in adults. {SESLHDPRI455) /
Glyoarg Trinitrate 400 microg Pumpspray (Nitmalingual) for Angina [ Chesl Pain (SESLHDPR/GDE)
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Appendix 11 Acute Anaphylaxis Flowchart

Anaphylaxis

Assoss for:

momlmlng}

Lower llr\uy obstruction
(wheeze, l'esp;m distress)

Shock
(dizziness, pale, darrmy“ , low BP)
+

Skin changes
(Rchy rash / redness)
Call for help
Remove trigger/causative agent
Position flat or stmng not wallking or standing
NO ——— Cardiac arrest? — YES
-
Adrenaline IM
Use auto injector if available Refer to ALS algon’lhm
(preferred injection site upper outer thigh)
Adults: 0.5mg (0.5mL of 1:1,000)
Children: 10mcg/kg (0.01mL/kg of 1:1,000)
(min dose 0.1mL, max dose 0.5mL)
Repeat every 5 minutes as needed
L
s * ) {
Monitor: SpO;, ECG, BP - . Observe at least 4 hours
Give high flow oxygen =) | RESOLVED |=  pyonitor vital signs, reassess ABC
Obtain IV access
For shock: .
Consider steroids as an adyunct o
0.9% sodium chloride np'd infusion adrenaline 10 treat refractory shock or
Adults: 1,000mL bronchospasm.
\_ Ch“dr.n: 1°mm9 J Consider anthistamines to treat
anguoeaema urticarna and pruritus once
( NOT RESOLVED | S
e ¥ N
Call for specialist advice and transfer to a critical care setting
Consider:
+ Further 0.9% sodium chloride + Adrenaline infusion
* Nebulised adrenaline for upper * Nebulised salbutamol for bronchospasm

airway obstruction

MEW ZEALAND
Resuscitation Council
MMALAMALDR A A0TT AADA

vty Reviewed July 2024
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Appendix 12 POWH Acute Services Building, Level 2, Emergency
Department CT Scanner Code Blue Flowchart for RHW Inpatients
and Outpatients (non-admitted)

PRESS NEAREST EMERGENCY
BUTTON AND COMMENCE BASIC
LIFE SUPPORT

ALLOCATED ED TEAM WILL
RESPOND

DIAL 2222
ACTIVATE CODE
BLUE

I !

RHW Adult RHW Neonate Paediatric Inpt/Outpt Adult Inpt/Outpt
InptfOutpt Inpatient only {up to 16 years old) (=16 years old)
State:
State: State: paediatric/Child State:
Adult Code Blue Neonatal Code Code Blue in POWH Adult Code blue in
RHW patient in Blue in POWH Acute Services POWH Acute
POWH Acute Acute Services Building, Level B2 Services Building,
Services Building, Building, Level B2, eper Level B2, ED CT

Level B2, ED CT ED CT

POWH / RHW
0&G* Code Blue

RHW Neonatal Code [ SCH Code Blue Team ] [ POWH Code Blue Team ]
Blue Team

AND INCLUDE:
If inpatient or cutpatient
Your name
Contact Numhber

Team

Date: November 2025 Version 2
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Appendix 13 Sydney Children’s Hospital (SCH) Emergency
Department Newborn and Obstetric RHW Code Blue Response

SCH ED AND RHW NEWBORN CODE BLUE RESPONSE

[ Birth before arrival or birth in SCH ED }

EG: Preterm, Impaired
breathing, Poor Tone,
Clinician concern

Requires life
saving or urgent
treatment™?

No

Yes

!

l

Commence treatment as per the Newborn
Life Support Algorithm and
Activate a “SCH Paediatric Code Blue” By
dialling 2222

Triage and assess as per normal
processes

N
Consult RHW Access and Demand

Consult RHW Neonatology Fellow for
telephone advice if required on pager

E

Flow Manager in Hours /After
Hours Manager on pager #44020
J

1

#44050

Facilitate inter-hospital transfer >
RHW

)

SCH ED AND RHW OBSETRIC CODE BLUE RESPONSE

[ Obstetric patient presents to SCH ED ]

EG: Intrapartum, post-
partum phase <24
hours, Clinician concern

Yes

Requires life
saving or urgent
treatment”?

l

Commence treatment and activate a
“RHW ADULT CODE BLUE” by
dialling 2222 on the RHW Code Blue
phone, stating
“RHW ADULT CODE BLUE”
in Resus Room, Sydney Children’s Hospital

l

Triage and commence appropriate ’

care

Consult RHW O&G Registrar ’

through RHW switch on 9382 6466

Emergency Department”

Facilitate inter-hospital transfer >

RHW

|

Sydney Children’s Hospital
April 2024

Version5
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Appendix 14 Virtual Maternity Ward Escalation Protocol

Process initiated by VMW woman calling for support OR by
VMW midwife during telehealth call or home visit

VMW midwife (0700-1500 daily)
Triage midwife (1500-0700 daily)

- Complete A-l assessment in-person
or review via telehealth (phone or video)
- Conduct clinical care within scope of practice
- Document in medical record

|

C Yellow Zone Criteria >

)

Medical Officer* Midwife or Medical Officer*

Assess woman via telehealth Ambulance required -Advise woman to call 000 immediately OR

(phone or video call) - Advise woman to present to RHW ASAP via

private transport (if clinically appropriate).

No further In-person - ISBAR handover to RHW Triage/ Birth Unit

escalation review
required required
Private transfer NSW Ambulance
Medical Officer* and Midwife Medical Officer* and Midwife to RHW transfer
Document care plan in medical - Advise woman to present to
record, including plan for repeat RHW Triage / Birth Unit
observations. -ISBAR handover to Triage
Emergency Department

RHW Triage / Birth Unit Provide urgent care then transfer

to RHW per the Tiered Perinatal
Network Operational
Plan and RHW Business Rule:
Patients Attending POWH ED.

\\ i ————>
Private transfer to RHW Provide urgent care then transfer

to Birth Unit or Antenatal Ward

Figure 5: Escalation protocols for women admitted to the VMW
* Medical Officer must be Registrar level or higher. In regular hours, this should be Admitting Medical Team. Out of hours and on weekends, this is the Medical Officer On-Call.
Note: midwife to contact medical officer for advice/review via Switchboard (dial 9 if on site or 02 9382 6111 if off site).
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